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SUMMARY

The research on women's participation in Primary Health Care was

conducted in the Hluti and Matsanjeni areas of Shiselweni'Region.

It focused mainly on women as health care providers; and users at

two levels; the homestead and the Maternal and Child Health (MCH)"

Clinic. Primary health care as examined in this study is defined,

with both small letters, 'phc', and capitals 'PHC'! The former,

('phc') refers to the level of the homestead, that is, health as,·,

it obtains in the every day lives of rural women andlwhat actions

they take when they themselves, or very young children in their

care fall sick. The latter ('PHC") refers to the formal Maternal

and Child .Health (MCH) services that are provided at·the clinics"

and are an integral part of the PHC Programme in swa~iland.

The study population consisted of 185 women with children below

the age of six in their care. They resided in two rural areas,

one with a Rural Development·Programme (RDP) and one without"a-'

RDP. It was hypothesized that women in the RDP ~ou1d be more

involved in 'developmental activities', via women's; groups, and

that this involvement would greatly enhance their health (and

other) decision-making power within the home.

In-depth interviews with 53 women in the sample were'conducted on

the concepts of PHC, community participation in health, and

Health for All by the Year 2000. All the 185 women in the sample

were also asked to name the MCH services ~vqilable, and
!



specifically to explain the relevance of vaccinations and weight,

monitoring, if these were mentioned by the respondents.

The in-depth interviews revealed that 68% of the women had never

heard the slogans of PHC and HFA/2000. The remaining j2% were not

certain what it all meant, and were sceptical 'as to the

possibility of· attaining the state of health for all :by the year

2000. More than 90% of the 185 women were aware of at ,least 5 MCH

services although some components were ,more well-known than'

natal services by just 1%. Approximately 95% were familiar with

children's preventive services. -However, 87% did not know why,,
I

children were weighed, and 85% did not know why pregnant women

were vacc inated '.

The hypothesis that women in the RDP area are more involved with

women's groups was found to be untrue. In fact, more ~omen in the

non-RDP area were found to be involved in women's groups.

Moreover, the majority of health care decisions concerning womert

and children in both areas were made by women. In this regard we

found a relatively high utilisation of specific services such ,as.

for example, vaccination of children (62% of the 288 children

were found to be fully vaccinated at the beginning of ~he study)~

This suggests that in evaluating women's participation in PHC·,

programmes. their involvement in family health at household level
i -

is relevant and should be taken into account. Not s~prisingly, ~



their involvement at the clinic level was found to be limited tb-·

the role of consumer. Careful planning is required if women are'

to transcend this role and actively partake in the planning and

management of MCH services.



SWAZILAND

GEOGRAPHY. CLIMATE. POPULATION

The Kingdom of Swaziland is the second smalle~t country on the

African continent after the Gambia. The country is bordered by

the Republic of South Africa on the north. west. and south.

whilst on the east lies Mozambique. The area covers approximately

6.700 square miles. From north to south it runs 120 miles. while

from east to west it is 90 miles.

The Swazi people are a relatively hormogenous group of people who

share a common language and traditions. In 1986 the population

was 712.131 (CSO 1988) re?resenting an .annual growth rate of 3.2%

during the period 1976 1986.- Approximately 47% of the

population are less than 15 years of age. and about 24% are women _.

in the age group 15 - 49 years. The male to female ratio is 89.2

to 100. seventy seven (77%) percent of the population resides in

the rural areas and 23% in urban areas.

The country is divided into -four distinct ecological areas

running almost parallel from north to south These areas from

west to east are: the highveld which has a cool moist climate and

ranges in altitude from .6.000 ft. to 3,500 ft. Rainfall is

. between l,016mm 2.28nmm year. and temperatures the range of

73[F (23[C) in the summer months (October - March) and 51[F (11[)

or below in winter above sea level. The SUbtropical middleveld

has an altitude of between 3.500 ft. to 1.500 ft and is.ideal for



farming.
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Rainfall is not as much as the highveld and is between

762mm - 1,143mm a year temps 79[C (26[C) 56[F (13[C). The third

area is the lowveld which has· a hot dry climate and lies between
/

1,000 ft and 500 ft. above sea level. The lowveld experiences

very varied rainfall averaging between 508 - 890mm., temps 85[F

(29[C) - 60[F (16[C). The Lubombo Plateau, said· to be the

rockiest of the four areas, lies on the eastern: side of the·

country. The climatic conditions in Lubombo resemble the

middleveld.

1,016mm.

Rainfall on the plateau ranges between 635mm-

,, .,

There are four administrative regions, Hhohh9, Manzini,

Shiselweni, and Lubombo. Manzini region has 28~3% of the

population, followed by Hhohho with 26.3%, Shiselwenilwith 22.8%,
;

and Lubombo with 22.6%. population density is: lowest in
,

Shiselweni and Lubombo regions, 18.5 and 16.3 persbns per sq.

kilometer. The Middleveld (Manzini) has the highest c?ncentration
I,

of persons per sq. km. (43.4) followed by the Highveld (Hhohho)

with 30.7 persons per sq. km.

Shiselweni region,where this study ~as conducted~ is said to

have the largest number of absentees (42%) as a resuit of out-

migration to other areas in Swaziland, or to the'Republic of

South Africa in search of wage employment. The region; is also the

only one which has within it's borders the four ecological areas.

The homesteads selected for this study are situated in the middle

and lowveldareas of Shiselweni region.

Q~STAVAILABLECOpy
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Social Organisation.

Swaziland has no 'villages' as found in, for example,: Tanzania or

uganda. Instead, the rural population re6ide6 in ;clusterB of

dispersed sometimes isolated homesteads. A homestead may comprise

several households, tindlu or smaller mother-child units. The

head of the homestead is usually a man.

ECONOMY

Swaziland has an open economy and is highly dependent! on external

trade. The country derives over 80% of Its Gross Domestic Product"

(GDP) from exporting sugar, wood pulp, citrus and asbestos. In""

1986/1987," Swaziland had a per capita income of $US 854.

Inflation in the same period was approximately 13(.. Although

considered a middle income country, and despite its appearance of

wealth, a large proportion of the people especially in rural (and

peri-urban) area~ are poor.

HEALTH

Swaziland's health care delivery system is essentially hospital
I'

or clinic based ~ith a bias towards curative medicine. In 1982

82% of the doctors and 50% of the nurses work in urban areas.

Health care is provided' through a network of clinics, health

centres, and hospitals run by the Government, Missions, Companies

(mainly industrial) and private doctors. Non-governmental

Organisations also provide some of the health serv~ces but the:
:

Government runs over 50% of all the health services. There are 1.
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government hospitals, 7 company ones, and 3 run by Missions. O!'::'c':-I::::'

the 134 clinics and health Gentres in the country, 46 are, ~~.~

government, 36 private, 32 Mission, and 20 belong io companies~~~'~~

Over 80% of the clinics are in the rural areas, and represent the

backbone of the Primary Health Care System in Swaziland.

Nurse-midwi ves. are the backbone of the modern health ,care system,_",,·

and make up over 70% of the health cadres directly idealing with

patients. It is estimated that over 80% of the population is·

within 8 km of a health facility and clinics are almost evenly

distributed throughout the country. However, ~hey do not
,

necessarily succeed In serving the largest number o~ people. In

an effort to bring modern health care to the communities, the
;

government began training community health workers iri 1976. These.

workers, known as Rural Health Motivators (RHMs) at present cover
f

a third of the country, and an evaluation of the RHM programme

was recently completed (May 1989).

Another important source of health care for many $wazis is the·

traditional health care system. There are over 5,000 traditional
i

healers in the country, and many of these-are registered with the
I

Traditional Healers Association. The possibility of integrating

the two systems, modern and traditional~ is being~explored and
,

one of the first attempts was a project in which a group a

selected traditional healers and modern health :workers got

together, through a serious of malaria and malnutrition (MOH

1984) workshops and given· training in basic d~agnosis and

prevention of childhood diarrhoea and

BEST AVAILABLE COpy

childhood diseases such,
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e.g. measles of whooping cough (MOH 1984) ..

Health Problems

Swaziland's major health problems fall into three categories:

maternal and child health, communicable and environmental

diseases, and, nutrition (MoH 1983). These health problems are

largely due to poor environmental conditions including inadequate

sanitary facilities and lack of clean and safe water supplies.

Gastroenteritis, respiratory illnesses, tuberculosis, and

problems associated with childbirth are all high on the list of

leading causes of morbidity and mortality. Bilharzia and typhoid

are said to be endemic. In the middleveld and lowveld, bilharzia

affects 60 - 90% of the -population. Drug resistant malaria is

also on the increase.

Health Policy

In recognition of the health problems facing the majority of the

Swazi people, the Ministry of Health (MoH) has stated as it's

main policy objective, the improvement of the health status of

all Swazis through the provision of preventive, promotive,

rehabilitative and curative health services which are relevant

(or appropriate), and accessible to everyone. In order to achieve

its policy goal, the MoH has adopted the Primary Health Care

(PHC) strategy which aims to bring health services to the people

through their active participation.
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INTRODUCTION

The Ministry of Health in Swaziland is committed to the goal of

'Health or All by the Year 2000'. To achieve this goal, the

Ministry has adopted the strategy of mobilizing the populace for

health in developing a comprehensive Primary Health Care (PHC)

system (National Health Policy 1983). It is hoped that by so

doing, health services will be brought nearer to the people, over

70% of whom live in the rural areas,

Participation is seen to a major component of the Primary Health

Care approach to improving health status. Not only are

individuals, families and communities required to participate in

maintaining their own health, but also to undertake 'local grass­

roots participation in the decision-making process.' (National

Health Policy, 1983). Participation is seen to be essential to

the success of PHC programmes.

The pivotal role of women to the success of PHC cannot be

overstated. In many countries around the world, women are the

majority in both the informal and/or traditional health care

system and in the modern sector. In Swaziland over 65% of health

care staff are women. Provision of Maternal and Child Health

Services (MCH) is part of the core acti~ities of PHC and women as

mothers and guardians of children aged 0-5 year are expected to

utilize MCH services for the benefit of the children and

themselves. This involves making decisions to use the various

components of the MCH package for both preventive and curative
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care. A number of factors may constraint women from utilising

available health services such as lack of knowledge of available

services, geographical distance-of the health facility providing

the services and lack of cash resources to pay for transportation

or clinic services. These factors influence the decision making

process concerning which health care option to use if, for

example, they themselves or their children became sick.

Although most of the research on women's· decision-making in

Swaziland has focussed largely on the agricultural sector (Sachs

and Roach 1983; Carloni· 1982; Nxumalo 1979; Tabibian 1983), it

has highlighted one of the most crucial aspects of Swazi society,

namely, women's subordinate (both traditionally arid legally)

position in society. As two authors on the situation of women in

Swaziland have observed, efforts to ease women's burdens will

only succeed if they change ..... deep-set attitudes towards women

which go to the very core of Swazi society" (Armstrong and

Russell 1985, p.98).

The emergence of the mother as the primary decision-maker in

health decision-making in Swaziland has been attributed to, among

other factors, the increasing absences of the male homestead

heads who have had to migrate away from the homesteads in search

of wage employment. (Goit 1985).

However. Women's traditional roles as nurturers and providers of

household needs such as food and -water places. them in the
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forefront as far as health decisions· are concerned becausecr~r~~

decisions about their own and their young .children's health falls

within the realms of their 'traditional.' responsibilities i.e.

nurturing, caring.

Women in their roles as wives, grandparents,daughters and "heads

of homesteads" will have varying degrees of influence in the

homestead depending, among other factors, on their age and

status. In their maternal roles, their health is intrinsically

link~d to that of their offspring. Women as mothers or guardians

of young children spend a considerable amount of time tending to

the health and other needs of the latter, such as breastfeeding,

preparing weaning foods, and making decisions about· the use of

health care services.

A discussion of their health relative to issues such as family

planning and utilization of MCH services, will have to therefore

include health matters pertaining to children, especially the

under fives.
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OBJECTIVES OF THE STUDY.

The broad objectives of this study were;

1. To highlight the extent of rural Swazi women's participation

in primary health care, and

2. To reveal or identify factors influencing women's
making in health.

decision-

The overall aim of the research is to utilise the findings in
devising appropriate strategies for a) strengthening and
improving the organisation and delivery of MCH services, in rural ­

Swaziland, and b) enhancing women's participation in the planning
and delivery of formal health services, in particular, MCH

services c) improving maternal and child health

The ·specific
relative to
follows:

objectives were
decision-making

to study
in health.

two groups of women
These groups were as

Mothers and Guardians of children aged 0 ~ 5 years

1. providers of maternal and child health care at the following
levels;

Homestead

Community - Traditional Birth Attendants.

Health Facility/Clinic. - Nurses

Central Level- Women in decision-making positions i.e. Ministry
of Health

2. Users of maternal and child health services at two levels;

Homestead pregnant and lactating women, other wo~en looking
after children aged 0 - 5 years

Health Facility/Clinic - Women using maternal and child welfare "' ..
services
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MAIN RESEARCH QUESTIONS

The following five main research questions were formulated t~

focus and guide the research.

1. What are the traditional beliefs, attitudes and practices
pertaining to maternal and child health? How do these influence
the use or non-use of Maternal and Child Health. (MCH) services?

2.In what activities within the household/homestead, and the
community do women participate and make or influence decisions?
Specifically, how are health and/or health related decisions
within the household/homestead made?

3. To what extent do women as users of MCH services participate
in clinic level activities other than in their capacity as
service users?

4. What is the nature of the relationship between the (female)
health staff and the .users of MCH services? What are their
attitudes .towards each other? Do their perceptions of their roles
in the provision and utilisation of health care differ?

5. To what extent were and are women as providers of MCH services
involved in the decision-making process (planning, managemen~'

etc) in the provision of these services?

STUDY DESIGN

The study was designed to elicit responses from four levels of

health care delivery. These were; I. Homestead Level, II.

Community Level, III. Health Facility/Clinic Level, and IV.

Central/Policy Making Level.

Table 1 outlines the main research questions in relation to the-

relevant level(s) of health care to which they apply.'
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, 1'( BreakdDwn Df "ai n Duesti ons into Substudy level / Inforuti on Required / Instrument(5) I Tarqet Populati on J. In'i!sti qator ,-, .--~_?::

QuestiDn

iDw are heal th and Dr
~lth related decisiDns
thin the "household·

,de? - '

are health and Dr
h related decisiDns
n the ·hDusehDld·
il _

Substudy
Level

1. HDmestead

2. HDmestead

3. HDmestead

InfDrmatiDn Required and
Instrumentls) Used

Illness episDdes - actiDn
taken. reaSDn fDr actiDn.
Visits fDr preventive services.

QuestiDnnaire

KnDNledgeDf available health
services for WDmen and children
- bDth fDrmal and informal

(a) KnDwledge, Attitude and
of contraceptiDn decision
tD not to contracept
CDnjugal Dr cDuple
communication cDncerning
contraception and desired
nD of children

Investigator Is)

2 Field Assistants
Principal InvestigatDr

2 Field Assistants
Principal
Investigator

Target
Population

- children 0-5
- pregnant women

- other family lembers

Mothers/Guardians of
0-(6 years old

Target population Df
WDmen :in study homestead
lincl. pregnant women)

4. HDmestead

- Questionnaire last 2 months
Momen familiar with researcher,
more relaxed and less shy
ansMering intimate questions.

Intra family decisiDn-making
Dn health and other matters
- who decides what to cook /
who's respDnsible - who controls
financial resources

Target pop ~ Women
Respondents

are health and/or
,h health related
iiDns wi thin the
iehold" made?" -

are health and/Dr
:h related decisiDns
n the "hDusehDld?" ",ode,

5. HDmestead

6. HDmestead

Number of HDmestead members in
in paid employment
- where/if loney sent or

brought back
- tD homestead/ How often ­

Questionnaire

Women's Fertility History
- number Df pregnancies
- number Df living children
- child deaths, and/or

2 Field Assistants
Principal Investigator

2 Field Assistants
Principal
InvestgatDr

102homE!steads in
the 2 study areas
lRespondent women in
the study of Dther
person in the
homestead e.g. homestead
head).

~ MDthers/Guardians Df
:0 - (6 years Dlds

"; Pregnant WDlLen wi th nD "
chil dren

BESTAVA~ABLECOPY
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Guestion Sub study
Level

Information Required and
Instrument 15) Used

Investigator Is) Target
Popul ation

liscarriages
- Questionnaire

tionally to the above:- Observations on overall condition of the homestead i.e. enviornmental hygiene, ~hild care etc. were noted
(Notes) for each visit when necessary. Diaries were also kept by the assistants and principal investigators on general issues dis­

~d with the 1I0ien in informal interviewing.

In what activities 7. Com~unity

ithin the community
J Mallen participate
ld make or influence
~ci si ons?

Community activities in which
.are involved - how many of
these. activities are health or
or health related?

.- Interview schedule open end
question

- Observation Isome
participation) atlfolllen's
group meeti ngs

(b) Informal interview of
women's group leaderls).
Tape recording of interview
and note taking

2 Field Assistants
IIf possible, Principal·
Investigator)

NOlllen attending
community meetings
and/or women's group
meeting 151
Leaderls) of women's
group 15)

Ihat acti vities
:n the communi ty
lmen participate

8. Homestead - Women's Knowledge of local
women's groups

- Nhether or not women are

2 Field Assistants
Principal
Investigator

. - Mothers/Suardi an of
:: . 0-< b years

- Pregnant MOlen

lake or influence members of grouplsl
Questionnair - Form Ilia)
Part B Nos. 10 and 11

Health care staff
Iproviders!

2 Field Assistants·
Principal
Investigator

I

\:~~~~~:----------------------~~-~:::::~:~-----~:~::;::-~::~:~-::~:-::~~::---------------------------------~-~::::~:~~::~:~:::-:~--

I
health care - traditional healers/ 0-<6 years
ces (options) herbalists etc - Pregnant women
: for families - Rural Health Motivators
lral areas? - Mobile clinics (outreach)

- Rural clinics
- Hospitals
- commercial outlets for

(patentl medicine utiliz­
ation of traditional medicine
herbs, etc.)

Questionnaire - Form II la)
Part B
Numbers 12 - 19, Form Ilia)

BEST AVA/LABLE COpy



Question

What are the traditional
raditional practices,
ractices, beliefs and
ttitudes on maternal
nd child health?"

Substudy
Level

10. HOllestead
land
community)

13

Information Required and
Instrumentls) Used'

Part A
Informal interviews with
Government/Mission health
care staff at clinics and
Regional Hospital

Secondary sources for
information on Shiselweni
Region e.g. Planning Unit,
HOH

- Pregnancy
- child care
- chi! d spad ng
- child birth

• Informal interviews using
open-ended questiDns as
guide fDr interviewer

• Tape recDrding Df whDle
interview

• Note taking where necessary

InvestigatDrls)

Principal InvestigatDr

One field assistant
hired specially fDr
this part Df the
study

iPri nci pal
Investigator) always
always presents

; Target
PopulatiDn

Older womenDrlBogogo"
19randmothers)
identified as TBAs via
Fori II (a) Part B
ND. 16

-------------------------~---------------------------- -----------------------------------------------------------------------------

QUESTION
dD these influence

use and/Dr non-use
CH services?" ltD
nterpreted within
ed Df research
ings)

11. HOftestead UtilizatiDn Df
(a) TraditiDnal health care

system
(b) Clinic services fDr

preventive, curative and
delivery services

• QuestiDnnaire FDrm II (a)
Part A(questiDns on illness
episodes actiDn taken, use Df
preventive services)

• Observations Df how pregnant
WDlIen are treatllent in
homesteads, what work they do
etc

• Diary keeping and note taking

BEST AVAILABLE COpy

2 Field Assistants
and Pri nci pal
Investigator

- Pregnant wOlllen without
children

- "others/Guardians of
. 0 "'(6 year Dl ds



Questi on

~hat is the nature
f the relationship
etween the female
ealth STAFF and USERS
f MCH services?

Substudy
level

12. Communi ty
Health
faci Ii ty
based
study
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Infornation Required and
Instrulentlsl Used

'- Client/patient satisfaction
or otherwise with services

~ Patient participation in
clinic level activities

- Why services being used
i.e ante-natal, child welfare

- Whose decision it was that
woman/child attend clinic

Investigator Is)

Principal Investigator
with one Field
Assistant

Target
Population

MCH staff ~ clinic
HCH users - clinic at
Maternal and Child
Welfare Cli nics

QUESTIONS
"Do their perception
of the roles in the
provision and
utilization of health
care di Her?"

RTo what extent do
women users of MCH
services participate
in clinic level
activities other than
in their capacity as
service users?"

To what extent WERE
nd ARE Momen as
roviders of HCH
ervices involved in
he decision making
rocess (planning
anagement etc.) in
he provision of
hese services?"

13. Regional
Level

14. Central
Level
HoH

- Health staff attitudes towards
patients ability to participates
in e.g. scheduling clinics

- problems faced by service
providers

• Questionnaires ­
Fori V (a) Users
Fori Vlbl Staff

- Informal interviews!
conversations with wOlen in
study homesteads

- Note taking/Diaries

, - Organization and operation of Principal Investigator
MCH services at Regional
and Central levels

- Historical development of
. health services in Swaziland
with focus on MCH services
development hOM women involved
in it

- Placement of Women in key
decision-making positions
within the l10H

• Informal interviews
• Secondary sources

BEST AVA/LABLE COpy

- lIollenin study
hOL'lesteads" ",

MoH staff~at Regional
and, Central Levels
- Senior Medical Officer,
, Shiseheni

- Regional Health
Administrator

- Hospital Adl!inist



Guestion Substudy
Level

15 .

Information Required and
Instrument(sl Used

Investi gator (sl Target
Population

- Organization of Health Care
Delivery System in SMaziland

- Historical Background of
services (specific focus on
development of HCH Services
and women involved in this

_process I
- Placement of Momen in key

postions (policy-making,
planning etc. I lIith HOH ._

• Informal interviews using
INTERVIEW SCHEDULE as guide

• Secondary sources
- Archives
- HOH fi Ies
- University e.g. (SSRUI
- Hinistry of Agriculture

and Cooperatives
- USAID
- UNICEF

Principal Investigator - Health Planner, MoH
- Medical Officer PHU,

Mbabane
- HCH Consultant

PHU, Hbabane

- Matron llC PHU
- CCCD Co-ordinator
- Director, Health

Services
- Director, Health

Services
- tIC Health Education



16

METHODOLOGY

Given the enormous influence of the social, cultural, and'·

economic milieux on the health of women and their families it was

felt that the best methodology (or methodologies) was one which

best takes into account these multiple influences. The range of

topics covered in the study design calls for a methodology which

is flexible' enough to enable the researchers to identify the·

numerous factors impinging' on 'women's lives. Furthermore, the·

. methods used to collect information should allow the respondents'

(women) to talk freely and in their own words about the issues

,being investigated, and others that they may consider more'

important.

A multi-method approach was therefore selected for the study. The

method highlights the level and extent of women's participation

in primary health care, as well as the factors that influence

their decision-making relative to health.

Both quantitative and qualitative methods were used in . two types

of studies; longitudinal and cross-sectional. These stUdies were

conducted over a period of seven calender months~ Anthropological

techniques, of observation, keeping diaries, indepth interviews"

unstructured and semi-structured interviews, and participant~:

observation. were utilised. Use of these techniques was~-~~­

facilitated by having ·2 of the 3 field assistants, Swazi

nationals, reside in the communities under study. A tape recorder··

was also used to record interviews with Traditiopal Birth
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Attendants (TBAs). and 3 senior health personnel at Regional and-:-:-',::,-,·

Central levels.

Quantitative data was collected using (mainly) structured

questionnaires (see Annexes).

One major longitudinal study was undertaken. This study looked at

intra-family decision-making concerning action(s) taken when

family members fell sick. The emphasis was mainly on illness

episodes of children aged 0 - 5 years. mothers and or guardians

of these children. and pregnant women without children.

Also investigated was the type of food consumed by family

members, 24 hours prior to visits from the principal investigator

and the field assistants. and how this was distributed.

The cross sectional studies were on; knowledge, practice of

contraception and couple/conjugal decision-making concerning

fertility issues. PHC. HFA/2000 and community Participation in

heal th, homestead member's in paid employment and remittances from

them. women's knowledge of the growth chart. women's knowledge of

MCH services and other health care providers in the community.

and the homestead census.

The sub-studies were spread over the whole research period

because some of the more 'sensitive' information, (e.g. on

contraceptive use) required the establishment of a good rapport

between the researchers and respondents.

Note taking during each homestead visit was supplemented by

diaries kept by the field assistants and the pr inc i pal ..- :? ~ f ~- --
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investigator. Diary-keeeping made it possible to record, some of:;~;·"

the content of informal conversations with women about issues,,~,:

that concern them. For example, it was possible to obtain women's

attitudes towards health staff and opinions about staff

efficiency in delivering MCH services through informal conversa­

tions in the relaxed atmosphere of their own homes.

Designing the Ouestionnaires and Interview Schedules

A total of 18 questionnaires and interview schedules were

designed (see Annexes) after' the main research questions were

approved by the Ministry of Health (MoH), and informal interviews

had been conducted with a few Mini~try of Health officials (in

Mbabane) concerning the topic under study. In addition,'

consultation of documents and various articles on women in

Swaziland, and on health, clarified the issues posed by the main

research questions. This in turn led to the formulation-of

specific questions related to each of the main ones. A necessary

part of the process of formulating the specific questions was to

liase closely with' the MoH in Mbabane so that the appropriateness

of the questions, in terms mainly of the content, could be

checked and if need be, refined. Additionally, it was important

that if other areas of interest to the MoH were identified, they

could be incorporated' and investigated within the overall

framework of the study.
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selection of Research Sites and Hypothesis/Assumptions
• :0 __

0_ 4',_.. ..., -' -~

Given that one of the areas the research set Dut to investigateGiv~n

was women's participation in community activities. it was decided

that since Shise1weni had a Rural Development Area Programme

(RDAP). two areas would be selected. one within the RDAP and the

other outside the RDAP. Map 1 shows the current Rural Development

Areas in Swaziland.

Since RDAPs ·· ... are theoretically based on the concept of mass

participation in both decision-making and implementation of rural-

development plans" (Magagu1a 1978.p.462) the choice of two-·_,-_.. ·

different areas would enable one.to compare differences in

women's participation in PHC. but more specifically. their

decision-making relative to health. matters. There were two

general assumptions underlying the above and these were that;

a)women residing in Rural Development Programme Areas (RDPAs)
would be more likely to participate in community affairs than
women living in non-RDPAs.

b)having had the opportunity to participate at the community
level. women were then more likely to assert themselves when and
if decisions were to be made within the home.

The Rural Development Area Programme: A Brief Outline.

The RDAP began in 1970 and is an attempt by the Swaziland .

Government to increase productivity and incomes of mostly

subsistence farmers on what is known as Swazi Nation Land (SNL).·

This is land which is held in trust by the King for the Swazi

nation and covers approximately 56.2% of the total land area of

Swaziland. In 1982. the RDAP covered 51% of SNL. and the 1atter~

held 47% of the homesteads on SNL (UNICEF 1984).
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There are 3 phases to the programme and these arei

Phase 1 - Planning. This entails drawing up a rough plan for

development of· infrastructures etc. in conjunction with members

of the community and extension workers in the area acting as

advisers.
Phase 2 - Minimum Input phase. Using the community plan

(phase 1) the Ministry of Agriculture and Cooperatives works out

detailed land use plans that are then returned to the community

for approval. A project centre is also constructed and limited

inputs are .introduced e.g personnel to oversee the implementation

of the plans.

Phase 3 Maximum Input' phase. Once the plans have
been approved, the provision of inputs is expanded and a Project

Manager and other officers needed to run and coordinate the
programme are appointed (or designated).

There were 17 RDAPs as of June' 1987 (when the Pricipal

Investigator left Swaziland). Eleven of the RDAPs were Maximum-

Input and 6 were Minimum-Input RDAPs.

Recrui tment of Field. Assi st.ants·: -_ .. - ---
. ,

The Central Statistical Office in Mbabane assisted in recruiting··-· --.
2 of the 3 female assistartti. The',tHird assistant, who conducted

the TBA interviews, was"recruited in Shiselweni aft~r field work
•,

had began.

The main reason for selecting female assistants was that the

study is female centred and women in the rural areas,

especially, feel more at ease talking to a female interviewer.

Homestead heads are also more willing to allow their wives and/or

other female members of the homestead to talk to female rather_.>:,."

th~n male researchers.
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Training of Field Assistants.

The assistants were given a one week intensive training programme

by the Principal Investigator. The programme covered the

folloWing; a general introduction to the purpose of the research,

the instruments (especially the questionnaires) they were to use,

and how to approach subjects for in~erviews.

Time was· also spent going through each of the questionnaires,

discussing questions that appeared unclear i.e open to more than

one interpretation, and agreeing on the siSwati translations. It

was important that the assistants asked the same questions in the

same way.

A delay bf a month was experienced before g~tting the final go­

ahead from the Regional Administrator (the political head of the

region) to begin the study. Given the already limited period in

which the' research was to be undertaken, this meant making a

decision not to pilot test the questionnaires, but instead to go

ahead with data collection and, if any changes were required, do

them in the field. The longitudinal nature of the study made this

a feasible choice.

Only question 3 on Form II(a) Part B was revised after the first

round of homestead visits. The original question had read, "Who

first told you about MCH services?". The question was interpreted

by the women to mean the person who gave them specific

information about the MCH services provided at the clinic and

therefore answered 'nurse'.
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Training of Field Assistants.

The assistants were given a'one week intensive training programme

by the Principal Investigator. The programme covered the

following; a general introduction to the purpose of the research,

the instruments (especially the questionnaires) they. were to use,

and how to approach subjects for interviews.

Time was also spent going through each of the questionnaires,

discussing questions that appeared unclear i.e open to more than

one interpretation, and agreeing on the siSwati translations. It

was important that the assistants asked the same questions in the

same way.

A delay .of a month was experienced before getting the final go­

ahead from the Regional Administrator (the political head of the

region) to begin the study. Given the already limited period in

which the research was to be undertaken, this meant making a

decision not to pilot test the questionnaires, but instead to go

ahead with data c6llection and, if any changes were required, do.

them in the field. The longitu~inal nature of the study made this

a feasible choice.

Only question 3 on Form II(a) Part B was revised after the first

round of homestead visits. The original question had read, "Who

first told you about MCH services?". The question was interpreted

by the women to mean the person who gave them specific

information about the MCH services provided at· the clinic and

therefore answered 'nurse'.
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Homestead Sampl ing Procedure'+i{,7

A map of Swaziland with the ROPAs delineated (Map 1) was obtained

from the Ministry of Natural Resources and Land Utilisation.

Arbitrary borders were drawn around areas designated Maximum­

Input (Hlatikhulu area), Minimum-Input (Hluti area) and Non-ROPA

(Matsanjeni area) all in the Shiselweni Region. This constituted

the Sampling Frame which consisted of 34 Enumeration Areas (EAs).

The EAs are areas with a given number of homesteads and

population, demarcated by the Census Office to aid them in the

last population census undertaking of August 1986. Of:the 34 EAs

in the Sampling Frame, 12 were Maximum-Input, 12 were Minimum­

Input and 10 were Non-ROPAs.

Aerial maps of each EA were also provided by the Census Office

showing all the homesteads (each had been giveri a number), The

Census Office also provided a list of names of the Homestead

Heads of the selected homesteads. The homestead. or umuti in

siSwati (plural is imiti), is the basic survey sampling unit in

Swaziland. The umuti consists of,. usually, a group- of houses

whose residents may span three generations of one family.

Homesteads are headed by the Umnumzane or homestead who is

usually male. Map 2 and Map 3 show 2 of the EAs in which the

study homesteads were situated.

With the assistance of the Central Statistical Office and the

Census Office, a random selection of EAs was done. There were 6

each for the Maximum Input, Minimum Input and Non-ROA areas. Five
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homesteads in each of the - EAs were rabdomly selected using a-~~~

table of random numbers. This yielded a sample of 30 homesteads

in each area, making a total of 90 homesteads. The 30 homesteads

per study area were deemed adequate in terms of yielding

statistically significant conclusions.

Selection of Study Population

The· population with which the study was concerned was mothers.,.

andlor guardians of children aged 0-5 years, children aged 0-5

. years. and pregnant women with no children. Those elligible for

inclusion in the study were either one or all of the above groups

found in any of the selected homesteads.

Preliminary Visits to Areas Selected for Study IJ-~'

Two preliminary visits to the s~lected areas were made three

weeks prior to commencing the fieldwork. From these visits, some

Indication was obtained of the relative distance between the

study areas as well as the distance between the selected

homesteads within these areas. These visits revealed what a

difficult undertaking· this was, given the time schedule within

which the research was to be conducted and the fact' that funding

allowed for only 2 full - time field - assistants. The distances

turned out to be too vast· to allow adequate supervision and

coordination by the pr-incipal Investigator, as well as allow for

a comprehensive collection of data. This nessecitated the

adoption of a different homestead selection procedur~ which,would-­

minimise the problems outlined above.
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Revised Homestead Selection Procedure

From the logistics point of view, only two areas could be

covered, one being a Non-RDA and the other within the RDAP. of----­

the RDP areas, the Minimum Input area (Hluti) was selected. The

choice of Hluti made the supervisory tasks more manageable

because the 'towns' of Hluti and Matsanjeni are less than half an

hours drive from each other. The Principal Investigator was able

to make alternate visits between the two areas, and with prior

arrangement, the two field assistants could be seen on the same-­

day to iron out difficulties and' communicate experiences.

The homesteads were selected after settling the field assistants

in the two areas.

Selection Procedure for Matsanjeni Homesteads

There were 106 homesteads in the Matsanjeni EA. Separate pieces

of paper' were numbered from 1 to 106 placed in a bag. Fifty

pieces of paper were then picked out of the bag. The homestead in

which the assistant w~s to reside was added bringing the total to

51. Its inclusion provided an opportunity to observe (and even

get involved in) homestead activities which would have been

impossible in twice monthly visits to each homestead.

If one of the selected homesteads did not meet the selection

criteria, then the assistant would move on until one was found.

Selection Procedure for Hluti Homesteads
-

In order to find a homestead willing to accommodate the field

-assistant for at least seven months, it was nece'ssary to find--' ,-- -
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who would be able to advise on which

homesteads to approach. Assistance was therefore sought from the

head of the local police station. On learning of the purpose of

the study and the period it would take, the local police chief

suggested that it would be better for the assistant to reside at

Hluti clinic for two reasons;

one, being female, it was much safer for the assistant there. A

spate of attacks on women in that area not long before our

arrival made the police chief a bit wary of having the assistant

reside in a homestead· they were not too sure about. Two, the

distance between the ·selected homesteads, and an infrequent bus

service on which the assistant would have to rely would ~esult in

more time. spent commuting between homesteads than with members of

the homestead. Due to these considerations, it was decided to

select part of the study population from the clinic. Women using

MeH services were selected randomly using numbered cards that

were distributed to women waiting to be seen for ant~-natal,

post-natal or child welfare services. A total of 25 women from 25-

different homesteads were selected over a period of 9 days.

Before selection could commence, the field assistant would greet

the women, introduce herself and give a brief introductionto

what she was about to do (and why) and ask for their cooperation.

The women were also asked to put questions to the assistant if

they felt unsure of the explanation. The nurse-in -charge was

also on hand to introduce the assistant whenever possible.

For each of the women selected, the following details were noted

down:- woman's name, name of the homestead head, area of
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residence (i.e. neighbourhood or community name) and instruc~ion5~~!~

on how to get to the homestead. The assistant would then tell the

woman when she was going to be calling at her homestead.

Women were followed home and the nearest homestead to theirs,

with children aged 0-5 years and/or a pregnant woman was also

recruited into the study. This brought the total sample of

homesteads to 42. In order to have a similar number of homesteads

in both areas, 9 of the homesteads originally selected with the

assistance of the Central Statistical Office were retained. These

homesteads were almost halfway bet~een Hluti and Hlatikhulu in

the Ngololweni area, and represented homesteads with minimum

access to static health facilities. The area in which these

homesteads were situated was served by a rather infrequent mobile

or outreach clinic service from Hlatikhulu General Hospital.

There was also one bus running twice daily between Hluti and

Ngololweni which meant that on the days the research assistant

went alone (without the Principal Investigator), she had to

ensure that she caught the bus on its return journey.

Clinic Based Study/Selection of Clinics

Four clinics, the ones most frequently used by the women in the

study homesteads, were selected. Three were government clinics

and one was a mission clinic. Two clinics had recently started

operating MCH services daily but many of the clients still·

maintained the old schedule i.e. attending ante-natal and child

welfare clinics on separate days. The other two clinics had been

offering daily MCH services for sometime, but due· to a sudden'
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shortage of staff, the schedule was altered temporarily availing.

MCH services thrice weekly.

Selection of Users

Because of the unpredictable nature of the clinic workload, and

to ensure that each clinic visit by the researchers was

adequately utilised, a criteria was set whereby random selection

of clinic users would begin only after 3 or more women arrived.

The procedure for introducing the researchers was similar to the

'one described above. At anyone clinic visit, the Principal

Investigator would be accompanied by at least one of the

assistants. The user interviews were conducted in siSwati by the

assistant~ and the staff interviews in English by the Principal

Investigator.

Data Collection

The homestead and clinic level studies were conducted over a 7

month period. The Principal Investigator resided in Hlatikhulu,

where the Regional Hospital is situated, throughout the field

data collection phase. 'From here, access to 'back-up' facilities

for photocopying and for some of the typing, was made relatively

easier than if she had lived in Hluti or Matsanjeni. However,

this still meant travelling either to Manzini which is 76kms from

Hlatikhulu, or 126kms to Mbabane for these services. The purchase

of a vehicle before commencing data collection assisted

enormously in minimising the time spent travelling to and from

these towns.
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The Principal Investigator commuted to the study areas daily for"" ­

the first two and a half months of the study. The visits were on

alternate days and involved participating in interviewing women.

discussing problems with the assistants and offering support were

reqUired. Subsequent visits were made after not more than three

days. Interview forms were collected from the assistants after

every visit. checked and returned if information was missing. It

had been calculated that in order to cover all the homesteads in

a month. the assistants had to cover at least 4 homesteads per:

day.

Instruments Used

The questionnaires and interview schedules used are annexed to

the report. The other instruments used were mentioned earlier. A

total of 1.288 questionnaires and schedules were used.

Identification and Interview of Traditional Birth Attendants

(TBAs).

This was done by asking women in the homesteads questions 15 and

16 on Form II (a) Part B. Seven women. all bogogo (grandmothers)

who had their names mentioned more than once. were followed to

their homesteads and a request was made for an interview. One

~ later declined to be interviewed. The 6 remaining bogogo

were interviewed during 2 separate visits to their homesteads. An

open-ended questionnaire. translated into siSwati by the

assistant assigned to this part of the study. was used. All

interviews were tape-recorded and were later transcribed then
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translatea into English.

Additional Questions for In-Depth Studies in 30 homesteads were

formulated to guide the assistants in informal, more in-depth

conversations/interviews with women in selected homesteads. Each

assistant selected 15 homesteads mainly on the criteria that a

certain degree of rapport, condusive to posing probing and

'sensitive' questions, had been established between the
I

themselves and the respondents.

Problems Encountered During Field-Work

Although the initial idea was to visit each homestead twice a

month, in practice, this proved impossible for the following

reasons:-

1. The distances between homesteads were such that at times

only 1 homestead instead of the projected 4-5 could be covered in

one day.

2. Absence of.key respondents. This necessitated re-visits

to the same homestead which meant that covering 51 homesteads at

least once took over a month.

3. PUblic holidays. During the Christmas period in December

1986, the assistants were away for nearly 3 weeks. Most of the

illnesses during that period were therefore not recorded although

attempts were made to ask respondents about illnessl when field­

work resumed.

4. Unforseen circumstances such as illness. One of the

assistants also lost two close relatives within a space of two
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months and had to go home for the burial ceremonies. m~1~:

5. Drop-outs from the study. The head of one homestead fell

ill two months after data collection was began and moved to an

inyanga's homestead (outside the study area). One mother and her

3 children were therefore 'lost' to the study.

6. Repeat visits to some homesteads to pose questions that

were neglected during an earlier visit also contributed to some

homesteads not being seen twice in a month.

Limitations of the Data

Given the scope of the study, and the complexity of the research

topic, it was not possible to cover everything we set out to do.

Some of the topics could have been dealt with more

comprehensively. On the other hand, much of the data, most of it

qualitative, has not been utilised. It was not possible, due to

time limitations, to interview leaders of women's groups or local

leaders such as chiefs. The substudy on the participation of

health care _providers (especially nurses) in the development of

health services in Swaziland, but in ,particular MCH services was

also left out. This warrants a'separate study.

Illness Episode Data. The 'illnesses' were either a diagnosed

illness (as a result of a clinic visit) or symptoms as reported

by the . respondents. Episode duration was not measured. It is

possible that what may appear as two episodes of th~ same

'illness' may in fact be one episode of long duration. This is

probably more true for women (adult) than children.
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Because some of the responses are based on very small numbers, it

is difficut to make generalizable conclusions. This may be one of

the problems with longitudinal studies that combine quantitative

and qualitative methods. The denominator keeps on changing

resulting in, for example, lower response rates for the cross­

sectional studies such as the one on fertility issues.

Data Analysis

Questionnaires IICa) Part A, IICa) Part B, and Y.1.li were post­

coded at the London School of Hygiene and Tropical Medicine.

Using the dBASE III Plus programme, the data was entered on a

Personal Computer. Eleven data files were generated and for each

one, the Scientific Programme for the Social Sciences, SPSS, was

used to obtain descriptive statistics such as frequencies and

'cross-tabulations on the variables.

The qualitative information contained in the diaries, as well as

the field notes was extracted from the notebooks'and used

whenever appropriate.

From preliminary analysis of the data, it was found that women in'

the two areas were more or less similar relative to e.g. health

behaviour in terms of decisions to seek help when ill, hygiene,

sanitation and child-care. For this reason, data for the two

areas has been aggregated unless otherwise indicated.
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RESULTS

HOMESTEAD BASED STUDY

Characteristics Of Study Homesteads

Age and Sex of Homestead Head.

Eighty six percent (86%) of the homesteads were headed by men and

14% by women. Half the female heads were over 60 years of age. In

contrast, 27% of the male homestead heads were in the age group

40 - 49, 23% in the age group 25 -39 and 22% between 50 -59
. .

years of age. No ages were recorded for 3% of the heads.

Sex Ratio of Study Homesteads

The male to female ratio of the homesteads was 87:100. This ratio

is slightly higher than the Regional (Shiselweni) one of 83:100,

but nearer the national average of 89:100 (eSO 1988).

Homestead Composition

A~proximately 66% of the homesteads had 9 or more members. The

number of inhabitants per homestead ranged from 2 on the lower

end to 44 on the other.

Main Source of Water
\

Just over eighty six percent (86.3%) of the homesteads relied on

a river or stream for their domestic water supply. The rivers and

streams were usually quite a distance from the homesteads and
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often inadequate during the dry season. Quite often cattle and

other domestic animals would be watered at the same source used

to collect the household water supply. The remaining homesteads

used taps (6.8%)1, communal pumps (4.9%), and a well (2%).

Pit Latrines.

seventy eight percent (78%) of the homesteads had no pit latrine

or other form of 'toilet' for the disposal of human waste. The

condition of the latrines in the remaining 22% of the homesteads

was mainly poor to inadequate both in construction and hygiene.

The inadequate water supply compounded the difficulties of trying

to keep the latrines clean. There were a few homesteads that had

begun constructing latrines but had given up for lack of support

from 'central

digging.

authority personnel' who had instigated the

This lack of support was one reason for the scepticism as to the

possibility of attaining the state of Health for All by the Year

2000.

Food and.Cash Crops.

Vegetable Gardens.

Thirty four percent (35/102) of the homesteads had vegetable

gardens. These homesteads included homesteads whose female

members were involved with a 'self help' garden group, Zenzele.

Part of the produce from these gardens was sold and the rest

1 3.9% had taps in their compounds and 2.9% fetched water
from their neighbours taps
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consumed by the homestead. The proceeds of the communal garden·';:~~

were shared out according to how much labour each wdman

8 had no cattle. One
remaining 5 homesteads

contributed.

Other Food Crops.
Ninety five percent, 95%, of the homesteads grew the staple crop,

maize along wi th one or. more of the other crops s.uch as sweet

potatoes (34.3%)2, cabbage (22.5%), sorghum (17.6%), groundnuts

( 15.7%), Ir i sh potatoes (11.8%), cow peas (3.9%) and beans

(2.9%).

Cash Crops.

Thirty nine percent (39%) of the homesteads wer~erigaged in cash
crop farming. The majority of these homesteads were in Matsanjeni

(29/51 of the homesteads grew cotton whereas only 11 of the Hluti·

homesteads grew this crop with 3 growing tobacco).

Ownership of Cattle and Other Domestic Animals.
Sixty three percent (63%) of the homesteads owned cattle 3 , 48%

owned goats and only 7% kept sheep. Nine homesteads kept donkeys

and pigs. Poultry (chicken) were reared by 33% of the homesteads.

Of the 14 homesteads headed by women,
homestead had 42 heads of cattle . and the

owned less than 20 cattle.

Homestead Members in Paid Employment

Approximately 71% (72/102) of the study homesteads had at least

one person in paid employment. The majority, 70% (85/122) were

crop.
2 In brackets are the percentage of homesteads growing that

3 12.7% had 6-9 head of cattle, 18.6% had 10-15, 9.8% had
16-20, another 9.8% had between 21-30, 7.8% had more than 30 and
3.9% had 3-5. Of those with more than 30 cattle, one reported
having 100 and another, 600. The remainder had less than 90.
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employed within Swaziland. Nearly 25% of those in wage:- L -' '- -,.'

employement were female. Thirty one percent (31%) of the workers::·; ,',

were ,homestead heads. :". _.- .-:

to meet household needs may greatly'

health care services. However, one

these homesteads reported not receiving any

from those working.
homesteads with members in waged:employment

money from those working. Two homesteads, one
members and the other with five, received

(some)

with four working
nothing.

The availability of cash

influence the utilisation of

received

Remittances To Homesteads

Only 4 (6%) of

financial support
Almost all the

of the factors determining whether or not available cash is used

for health care is women's access to it. Another factor may be'

how frequent cash resources are made available to the homestead 4 •

Both these factors were investigated and it was found that in 72% ,-

of the ho~esteads, the homestead head controlled cash resources

and had the final word as to how it should be spent. Eleven

percent (11%) of these homesteads were headed by females. Only in

7% of the homesteads was joint decision-making reported, that is

the husband and wife consulted each other on money matters. Wives

were reported to have control over money in 6% of the homesteads~

and in 4% of the homesteads, each individual retained the right

over his/her money. In the remaining 11% of the homesteads,

decisions concerning the disposal of homestead cash resources

were made by a variety of individuals including sons, brothers,

or husbands (not homestead heads) of the women in the study.

4. We did not, however, ask for the amount of money each
worker brought or sent horne. The 1978 Rural Homestead Survey
estimated that almost three-quarters of cash income to the -­
homesteads came from waged workers (de Vletter 1983).

- .
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Frequency Of Remittances

Nearly 65% (72/122) of those working made monthly remittances to~'

the homesteads. Infrequent contributions S were obtained from ll%~ ~:~

(15/122) of the workers. Ten percent (12/122) had never -sent-

money back. 6% (7/122) sent money about every 2 - 6 months, and

one worker brought money once every year on his annual leave from

working in the South African mines. Information was not obtained

for 6% (7/122) of the workers.

Characteristics of Study Population

Women

The homestead census identified a total of 185' women as the main

respondents for the study. One hundred and eighty three (183)

were mothers and/or guardians of children under the age of six,

and, 2 were pregnant women with no children.

Sixty two percent (62%) of the women resided in the Hluti area

and 38% in Matsanjeni. Slightly over 90% (167/185) of the women

were biological mothers of the children in their care. 8%

(15/185) were grandmothers and 2% (3/185) were said to be the

children's aunts.

Age Distribution
Sixty seven percent, 67% (125/185), of the women were under the

age of 35, 62% (78/125) of whom were in the peak fertility ages

of 20 - 29 years.

5 Responses included, he/she sent money sometimes, only when
he/she felt like sending money, and. whenever he sees anyone
passing through here.
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Table 2 HLUTI: % Distribution of Women by Age Group. eN=ll 5) :T~:~t!~

Age Group No. of Women %

15 - 19 18 16
20 - 24 27 23
25 - 29 25 22
30 - 34 13 11
35 - 39 10 9
40 - 44 6 5
45 - 49 5 4
50 + 6 5
NA 5 4

Table 3 MATSANJENI: % Distribution of Women by Age Group eN=70 ).

Age Group No. of Women %

15 19 7 10
20 - 24 12 17
25 - 29 14 20
30 34 9 13 -
35 39 10 14
40 - 44 3 4
45 - 49 2 3
50 + 4 6
NA 9 13

Marital Status

- Approximately: 46% of the women were married and 41% were singlei

Nearly 5% were widows, 1% divorcees and about 5% had yet to

complete the marriage formalities. Non-responses amounted to 2%

of the total.

Education

Twenty seven percent (50/185) of the respondents were illiterate.

Of this group, 8 said they had attended adult literacy classes

run by Sebenta, the organisation running the adult literacy
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programme. Forty three percent (43%) had received between 1 - 5~ _';!

years of schooling, and 18% between 6 - 10.years. Less than 5%·;...:-,.:;',

had received training after their secondary school education. All .~ ;"

of the latter were teachers at the local primary and secondary

schools.

There is a tendency for women to discontinue schooling while

still at the primary level. Two factors appeared to contribute to

this.' The first was poverty. Many families could not afford to

pay the school fees and the school building fund 'contributions',

especially if they had more than one child of school age. The

second factor was school-girl pregnancies. These' not only

interrupted the girls' education, but in the majority of cases

completely d~stroyed their chances of continuing in school. The

girls would now have new responsibilities that would inevitably'

draw on the already meagre homestead resources. Of our sample of '

185 women, 41% (76/185) were single mothers, 20% of whom were

illiterate and 43% with between 1-5 years of schooling.

Furthermore, 34% were found to be either daughters, nieces,

grand-daughters or sisters of the homestead head, under the age

of 30.

The proportion of illiterate women in Matsanjeni was higher than

in Hluti, 36% as compared to 22%. Matsanjeni also had a lower

proportion of women with 8 - 10 years of schooling (4% compar~d

to 13%). These differences can be partly attributed to the

sampling procedure for each area rather than to differences in

'level of development'. All the homesteads in Matsanjeni were
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contained in one Enumeration Area (EA), whereas the ones in Hluti

were spread over more EAs.

Women's Fertility profile.

Thirty percent of the mothers and guardians had 2 - 3 living

children. Twenty six percent (26%) had only one child, 19% had 4

- 5, 13% had 6 - 7 children and 11% had 8 or more.

Total Number Of pregnancies.

Thirty seven percent (68/185) of the women reported having more

pregnancies than number of living children.

Miscarriages And Child Deaths·

Fourteen percent (14%) of the women had experienced at least one

miscarriage and the range was 1 - 4. Thirty percent (30%) had

lost one child aged 0 - 5 years. Although the approximate age at

death was recorded for only 44 6 of the reported 66 child deaths,

the majority (70%) had occured before the age of one year. and

30% between the ages 1 3 years. The above figures are

indicative of the poor health conditions prevalent in the rural

areas, and the inadequacy of existing maternal and child health

services.

Pregnancies During Study period

Although only 2 pregnant women were identified when the study

6 This was due to the assistant in one area forgetting to
either record or ask every woman the question on age.
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·began, 32 (17%) subsequently reported their pregnancies as the

study progressed. This group of pregnant women provided an

opportunity to observe women's use and/or non-use of formal ante-

natal services.

Children

Age and Sex Distribution.

When the study began, the target child population in the study

homesteads was 288 children. An additional 27 children were born

before the study was finalised thus increasing the potential

sample of children to 315. The following table shows the age and

sex distribution of the children at the beginning of the study.

Table 4Distribution of Children By Age (Months) and Sex. (Number
& %)(N=285)

Sex
o - <6

Age Group
6 - <12 12.- 24 >24 - <37

/
37 -<72 TOTAL

M 10
(3.5% )

F 17 .
(6.0% )

15
(5.3%)

13
( 4 .6% )

27
(9. 5% )
29

00.2%)

41
04.4%)

51
(17.9%)

36
02.6%)
46

(16.0%)

129
(45.3)
156

(54.7%)

TOT. 27
(9.5%)

28
(9.9%)

56
(19.7%)

92
(32.3%)

82 285
(28.6%) (100.0)

* 3 children did not have their sex and age recorded.

Most of the children were in the age groups 24 <37 months

(32.3%) and 37 <72 months (28.6%). The target group for

immunisation, or the 0 - <12 months made up 19% of the total.

There was approximately 20% between the ages of 2 - 3, perhaps

reflecting the mortality experiences of this group. Children

become vulnerable to disease at this age because mothers have

usually weaned them from the breast, and the weaning foods mayb~~·
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inadequate. Malnutrition may follow and in turn

childhood diarrhoea resulting from a combination

economic and enviromentalcircumstances common to most rural

homesteads. Over a quarter (1/4) of the women reported having

lost a child in the 2 - 5 year age group.

There were more female children than male, the former comprising

just under 55% of the total. With the exception of the age group

6 - <12 months, female children predominated in all age groups.

Fifteen percent, 15% (44/288), of the children were being looked

after by a pregnant woman. All but one of these children were a

year old.

Infant and Child Mortality.

Three (3) children, all were born at home, died during the study

period. Two of them within 2 weeks of birth and one child at age

4 months. No other deaths were reported during that time.

Vaccination status.

Using the child's health card to determine vaccination status, it

was found that 62% ~(178/288) of the chi.ldren were fully

immunised. This proportion goes up to 68% if only those' with

health cards are included. Fourteen percent, 14% (39/288). had

yet to receive their measles vaccine, and 4% (12/288) had not

received their DPT3, polio and meisles vaccines. Nearly 6%

(16/288) had never been vaccinated and a little over 9% (27/288)

did not have their health cards. Some of the children with

incomplete vaccination . records were said to have spent ~ome time
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with 'other' relatives (e.g grandmother) who had ignored or been

too lazy to take the child for vaccination.

Table 5 Distribution
Received. Number & %.
included)

of Children by Area and Vaccination(s)
N=261 ( Only children with Health Cards

Vaccination(s) Received

Area
All BCG,DPT

l,2,3,Polio
BCG,DPT
l,2,Polio

BCG,DPT
1, Polio

BCG NONE TOT.

HLUTI 102 27
(64.0%) (17.0%)

MATS* 76
(74.5%)

12
(11.8%)

10
(6.0%)

2
(2.0%)

6
(4.0%)

2
(2.0%)

8 6 159
(5.0%) (4.0%) (100.0%)

10 102
(9.8%) (100.0%)

* Matsanieni

The percentage of fully immunised children is unexpectedly high.

A possible explanation may be that no (strong)

'cultural/traditional' barriers to immunisation exist for both

children and pregnant women. The evidence from TBA interviews

suggests that boqoqo, who may be regarded as the 'keepers' of

tradition, are aware of and appreciate the fact that modern

health care services are able to protect children from diseases.

In conjunction with modern health care (in the form of immunisa-

tion), traditional methods of protection (kugata, incising and

applying medicines) are also used.

Children who were immunised by the age of 12 months constituted

64% of the children aged 6 - 12 months (52/81), When children

aged 12 months are excluded, the percentage of children fully
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immunised before ,their first birthday goes down to 43% (12/28)7

This figure is similar to the'ones obtained from clinic data fo£~:::

the first six months e of 1983 (41%), 1984 (43%), and 1985 (42%)

(MoH 1985).

However, the percentage of children fully immunise4 before age

one year in this study is pigher than that obtained in the 1984

national immunisation survey which found only 24% of the children

fully immunised. The survey also found Shiselweni Region to have

the second highest number of fully immunised children (31%) after

Hhohho (33.3%). Lubombo came third (18.6%) and Manzini last

(14.5%) (MoH 1984).

Women's Knowledge Of Health Services

Maternal and Child Health Services including Family Planning are

one of the 8 essential elements of the PHC approach. The major

thrust of the PHC approach is the prevention of diseases and to"

this end, MCH services put great emphasis on immunisations of'

both pregnant women and children, as well as the monitoring of

their weights. As part of the preventive services for women,

family planning services are also offered.

In order to measure the participation of women in MCH/FP as

consumers of services, this sub-study sought to first establish

whether or not women were aware of services available for mothers

7 There were 28 children aged 6 - ( 12 months when the study
began.

e This figure is based on projected births for the year.-
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and children, and then to test their understanding of what two ~.~.~

specific services are for; vaccinations for children and pregnant

women, and weighing or growth monitoring for children.

Of the 180 women responding to the question "Do you know about

MCH services?", 96% (173) said they knew about the services and

4% (7) said they did not. The latter group included one woman who

had never used health services because her husband did not

believe in Western medicine and prevented her from seeking help

from the modern health sector. The other women said they were

aware of curative services but not services specifically for

women and children.

When asked to name the services given at the clinic (which they

named) the following responses were obtained;

Table 6 Distribution of Women Mentioning Specific MCH Service(s)
(Number & % ).

MCH Service % Women No. of Women

Children's Vacc. 95.0

Weighing/Children 94.4

Women/Weighing 93.3

Tetanus Toxoid 90.6

Delivery Services 37.2

Ante-natal 29.4

Nutritional Advice 25.0

Health Education 12.2

Family Planning 7.2

Children/curative servs. 4.4

Post Natal Services 1.1

Women/curative servs. 1.1

171

170

168

163
62

53

45

22

13

8

2

2
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There is a high level of awareness of preventive services forliC~:

both pregnant women-and children, with over 90% of the women­

mentioning Tetanus Toxoid, weight monitoring for both women and

children, and immunisations for children. However, less than 30%

of the women mentioned ante-natal care and 37.2% mentioned

delivery services. Post-natal services were mentioned by just 2

women as were curative services for pregnant women. Health

education and nutritional advice were mentioned by 12.2% and

25.0% of the women respectively. Only 7.2% of the women mentioned

FP although awareness of FP methods is high (see section on FP).

'How Women First Heard About MCH Services.

Sixty two percent (62%) of the women learned about MCH services

from their relatives. Mothers especially were the main source of

information followed by sisters. More often than not, a mother

would suspect that her 'un-well' daughter was pregnant and send
her to the clinic 'to see what was wrong'.

Less than 9% of·the women had heard about MCH services from

nurses, usually when they went to the clinic for curative

services, and less than 2% heard about it through: the radio.

Given the proximity of the study areas to the Republic of South

Africa, most homesteads are more likely to tune into a Zulu

(South African) radio station because the reception is better.

Other reasons may be that the majority of homesteads do not have

radios, or that women in homesteads owning a set may not have

access to it. Another problem may be that the progiammes about

health, and especially those broadcast for a female audience may
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not be scheduled to fit into women's leisure time. The ·cost of­

buying batteries may also possibly deter women from ;listeningto­

the radio regularly.

Services for Children

Over 90% of the women were familiar with children's preventive

services of vaccination and growth monitoring. Only 4% mentioned

treatment of childhood illnesses as part of the services for

children. A possible reason for this is the way clinic services

are scheduled. At 2 of the 3 government clinics visited during

the study, all curative services were p~ovided in the afternoons.

However, if a patient arrived for treatment in the morning while

preventive services were in progress, she/he would be attended

-first. The provision of services at separate clinics gave the

impression that curative services were not an integral part of

the MCH package of services being offered.

Services for Women

Forty eight percent (48%) of 173 women could name at least 3

services, and the combination most frequently mentioned was ante­

natal check-up, weighing and vaccination. Twenty percent (20%)

of the women mentioned 2 services and 18% named 4. Only two

women, both teachers, were able to name 6 and 8 services

respectively.
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Knowledge of What Specific Services are For

Vaccinations for -Children

Of the 171 women who mentioned child vaccinations, 94% (160) said

they knew what they were for. Nearly 90% said protection of the

chiid against diseases and 30% of these mentioned specific

diseases such as polio, whooping cough and tuberculosis. Six

percent (6%) did not know what vaccinations were for, and this

grou~ included women who gave incorrect responses such as,

prevention of cholera, malaria and fever.

Vaccinations for Pregnant Women

Although over 90% of the (180) women knew of vaccinations for

pregnant women, 85% of these either said they did not know what.

these vaccinations are for, or were found-to be misinformed about

the purpose of the injections. Some of the incorrect responses

included beliefs such as protection against diseases like polio
and tuberculosis, prevention of leg cramps and bleeding, and to

help the child (foetus) grow properly.

Number of Vaccinations Required for (Maximum) Protection.

Forty seven percent of (47%) of the 171 women who mentioned

children's vaccinations gave the correct number required for

maximum protection against infectious diseases (5). If those who

said 6 or more, or 'many' are included, then the percentage of

correct responses increases to 57%.

It would appear that women are knowledgeable about the number of

vaccines their children need and that this knowledge is

translated into action as illustrated by the fact that of the 288

children seen when this study began, 62% had already completed
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their vaccination schedule.

Although only 15% of those who mentioned women's vaccinations

knew what they ,were for, 44% knew that 2 vaccinations were

required. However, 32% mentioned only one vaccination, possibly

as a result of having used the ante-natal clinic only once for

preventive services during pregnancy.

Weighing or Growth Monitoring

To find out if mothers knew the function and utility of the

growth chart, the following question on the growth chart was put

to women who had their children's health card at home:

"Do you know what this (growth chart) is for? If (response is) .. ~. ,

YES, can yqu tell me what it is for?" •

The response rate for Hluti was 54% (62/115)9 and 94% (66/70) for

Matsanjeni. All the Matsanjeni women questioned said they did not

know what the chart was for, and none remembered ever hearing the·

clinic nurses talking about it. In Hluti, 27% of the respondents

(17/62) said they knew what it was for whilst 73% (45/62) did not

know. The 'correct' explanations for the chart were as follows:

9 This was one of the problems 'of encountered in trying to
cover homesteads spread over a large area. The chances of not
finding respondents at home in, especially in the cross-sectional:
studies. was relatively greater in Hluti than in Matsanjeni.
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Function of Chart

Women

To check if child is growing well 9
To check if child is getting nutritious food/fed properly 4

Shows wh.en child is sick, "graph goes down" 1

To check if chi ld is in good health 1
To check if child is gaining or loosing weight 2

When the samples from both areas are combined, a total of III of

the 128 (87%) women did not know what the growth chart was for.

In the Hluti area, it was found that 26 of the children had never

had their weights entered on the chart although their mothers

attended a .mobile clinic, as well as took the children to a

health facility when they fell sick. On enquiring from health

staff why this was so, we were. told that. the mobile clinic was'

(sometimes) unable to take weighing scales along to the remote"

communities. As will be discussed later, factors associated with

the health care delivery system are largely responsible the

inadequate coverage of some of the MCH services.

Women's Knowledge Of Traditional Birth Attendants (TBAs). Rural

Health Motivators (RHMs) And Traditional Healers (TINYANGA)

Traditional Birth Attendants (TBAs)

One hundred and seventy seven (177) women, or 96% of the sample,

responded to. the questions " ... ,are there any (TBAs) in this·

area?" and "Who usually helps women deliver if they have their

baby at home?".

Fifty eight percent (58%) of the women said they did not know of
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any TBA in the area nor did they know of· a person who assisted,

women who delivered their babies at home. Forty percent (40%).

knew of a TBA and responses for 2% were not recorded.

Specific tasks in maternal and child health involve, motivating

and refering women for family planning services, and assisting in

emergency home deliveries.

To test whether or not women in the study areas had knowledge of

RHMs, the following questions were posed: "Have you heard of

Rural Health Motivators? (If YES) Do you have one in ~our area?~

and "Has he/she ever visited you?".

Nearly all the women in the Hluti sample (97%) had never heard of

RHMs, and 69% in Matsanjeni. Those who had heard of RHMs (30%)·

lived within the catchment area of a clinic which had recently
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trained a group of RHMs. However. none of these women had ever

been visited by a RHM.This raises at least two issues concerning

RHMs. The first issue concerns the process of identifying and

.se1ecting these workers, and the extent to which women are

involeved in this process. The second issue. related to the

first. concerns the accountability of RHMs. If much of their work

is MCH related. then theoretically RHMs should be accountable to

women. What the above results suggest however. is that women may

not be adequately involved in the selection of RHMs. The lack of

'community participation' in the RHM programme is said to be one

of it's main problems (World Bank 1985).

It appears then that a majority of the women knew an inyanqa in

their area. This suggests that tinyanqa are relatively more

accessible than modern health personnel because they live within

the community. and are more numerous.
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Women's Awareness of the Concepts of PHC, Health for All By the
Year 2000 (HFA/2000) and Community Participation

PHC and Health For All By The Year 2000 - Have You Heard the

Slogan?
Women in 30 selected homesteads, 15 in each area, were asked

whether or not they had ever heard the slogan 'Health for All by

the Year 2000'.

Fifty three percent (53%) of the Hluti women had heard the slogan

through the radio, clinic, other women in their area, and read

about it in the news papers. However, they we~e not sure about

what it meant, and they expressed some reservation as to the

possibility of achieving the state of health for all by the ye~r

2000 mainly because of their environmental conditions. They had

no pit latrines and lacked clean water. Apparently some people,

who were understood to be from the Ministry of Health (MoH)

(probably the local Health Inspector), had been around asking

people to dig holes for pit' latrines, promising them bUilding

materials. However, these MoH people had not been back since. The

open pits were becoming hazardous and cattle were reported to

have fallen inside and been unable to climb out again. An entry

in the field assistants diary reads;

...... they say they don't think there will be
health for all by the year 2000 if the people­
responsible (for helping them)· don't care about
them ...

In Matsanjeni, 87% of the women reported to have never heard the

slogan. Three women said they had heard the year 2000 mentioned

in connection with the coming of Jesus in that year, heralding

the end of the world.
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Community Participation

'Community participa~ion' is another of the commonly used

rallying cries for activities and/or services deemed necessary

for the attainment of HFA/2000 . What then did women in these two

areas understand by 'community participation in health'?

Without exception, all the 53 women with whom in-depth interviews

were conducted stated that they had never heard of comunity

par~icipation in health, nor had they been involved in it. Their

comments, and those of the field assistants, on the issue provide

an insight into some of the factors constraining poor rural women

from concerning themselves with communal health activities:

Jabu - "About community participation in health, in this are no
one talks about health. You only think for yourself and your
children..Hygiene is very far behind and as you can see. my
homestead is full of papers and I'm coming from my fields and I'm
very tired, I don't think I will sweep".

Thokozile ..... never heard of it (community participation in
health). Our health is poor b~cause we have to work very hard in
the fields to get food. We don't have time to look after our
health" .

One of the field assistants, commenting in her diary after the

interviews said:

..... they don't know about (community participation in health). No
one participates ... because the women in the community are not
all friendly. They don't all listen to (other) women about
health and some don't have the time for going to other women
because they have many children, water is scarce and at the same
time, they have to cook. They have so much work in a day so
health is far behind".

The assistant's comment, apart from emphasizing the demand's on

women's time also highlights an issue which has implications for
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involying women. as a group. in community activities. The issue~.~~'~

here is that of intra-gender conflicts. Although it has now been_

acknowledged that treating communities as homogenous entities, in

terms of class and gender composition and interests. has been a

contributory factor in some of the failed community participation

programmes. the potential contribution of intra-gender conflicts

to these failures has hardly, if at all, been examined.

Knowledge of and Involvement with Women's Groups/Organisations
,- "4:_ > ,",' •

Womens Groups

Women's participation in community affairs can be effected

through activities which involve both men and women or~ through.

groups which are exclusively female. It has been suggested that

women's groups be utilised as entry points to health work based

on the PHC approach (WHO 1985) because they have the following

unique characteristics;

they are traditionally supportive, motivated and
interested in health care (linked with socially prescribed roles

of women as health care providers);

- they are able to understand and carry out intersectoral

activities basic to primary health care;

- they have a positive attitude towards voluntary work;
their work in primary health care is seen'as positive

action, acceptable to the family and the community;

- they are based on, or form part of, long-standing

networks. with family. cultural and intergenerational ties which·

are conducive to health promotion and disease prevention. "(WHO

1987).
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..Knowledge of Women's Groups .c~:,>:rn;*""

The response rate to the question; "Do you know any women's"

organisation in this area?" (Form IIa Part B, No.1D) was 96%

(178/185). Forty seven percent (47%) knew of a women's group and

53% did not.

Is Member of Women's Group

Those women who said they knew of a women's group were further

. asked if they belonged to ,it or any other women's group/organisa­

tion. Tw~nty three percent (23%) of the women who knew of a ·

women's group belonged to it, 77% did not.

More women in the Matsanjeni area (19/43) than in Hluti (2/41)

were members of a women's group.

Groups said to exist in Hluti were, the Red Cross, a Market Group

which was apparently formed on a cooperative basis, to encourage

women to earn cash by selling vegetables. Chicken keeping

(Tinkhuku), a Burial Society (Masingcwabisane) and a Revolving

Fund (Umjikelezo).

The women involved with the market group were facing a water

shortage because of draught. The vegetables had to be bought from

Mhlosheni, then resold at the Market in the study area. This

entailed expenditure. on transportation (and of course time to

travel there and back), something most of the women could not

afford.

Matsanjeni appeared to ~ave

group. Three mentioned; Zenzele

more women who were members of a

(self help group organised by
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extension workers fromthe Ministry of Agriculture and Coopera~:

tives), a handicraft and sewing group, and Lutshango. Over half

of the women who belonged to a group were members of Zenzele and

were involved· in gardening vegetables. When the crops were

harvested, some were consumed and some sold to homesteads whose

female members did not belonq to the group (Zenzele).- \

WOMEN AND HEALTH DECISION-MAKING

Who decided to have the children vaccinated?

Not suprisingly, the decision·to vaccinate the children had been

made by mothers in 89% of the cases. The involvement of the

fathers in decisions to vaccinate children was very minimal as

only 3 children were reported to have been vaccinated because

their father wanted them vaccinated, and only one child whose

parents made a joint decision to vaccinate the' child.

Grandmothers were the decision makers for 4% of. children.

During informal discussions, a number of women were asked why

they alone had decided to vaccinate the children. A number of

them made the point that the fathers of the children did not

concern themselves much with health matters and left all respon-

sibility to the women .

. Who Decides On Health Care Option When Women and Children are

Sick?

It is widely believed that most, if not all, decision-making in

Swazi families is the responsiblity of the Umnumzane or Homestead

Head. Since the majority·.of households are headed by men, the

latter are regarded as barriers to women's action-taking.~
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However, as the examination of who decided to have the children

vaccinated reveals, women made most of the decisions.

Women's Illnesses, What Action was Taken and Why.

There were 91 illness episodes reported by 66 women over a six

month period, giving an average of 1.4 episodes per woman.

Pregnant and lactating women 10 reported 33% of these episodes.

Thirty eight (38) of the women resided in Hluti, and 28 in
)

Matsanjeni. More than half the women (46/66) reported only one

illness episode, 15 reported 2,and 5 women reported 3 episodes.

Most of the women (60/66), reported only one symptom per illness

episode.

Illness Episodes by Type of IllnessTable 1 Distribution of
. (Number & %)

Illness/Complaint

Stomachache
Cough
Headache
Diarrhoea/vomiting

Toothache

Sore throat

Sore breasts
Bleeding

Other
NA

TOTAL

No. of Episodes

14

12

8

5

4

4

4

3

25

12

91

X
15.0

13. 0

9.0

6.0

4.0

4.0

4.0

3.0

28.0

13.0

99.0

10 During the study, a total of 34 women
pregnant. Women with children 0 - 24 months

.although most of the younger infants, ages 0 ­
breast milk only.

were known to be
were breastfeeding-·-.. :'.. ,
4 months, were on _c
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Illnesses During pregnancy Ii In

Twenty one (21/91) or 23% of the episodes were reported by

pregnant women. The commonest complaint for these women was

'stomachache'. Half of all the complaints in this category

belonged to pregnant women. Other problems associated with

pregnancy included toothache (3/21), ante-partum bleeding (3/21)

and headache (2/21).

Action Taken

The first choice for health care when women fell sick was the

clinic or hospital (62.6%), followed by self medication using

either (patent) medicines bought from a shop (9.9%), or

traditional medicines (6.6%). The traditional healer was

consulted for only 5 (5.5%) of the episodes. Two lactating women

went to the traditional healer, one· for 'high blood pressure',

the other· for headaches, generalised body weakness and

unexplained fear (probably anxiety attacks). No action was taken

in 11% of the cases.

Of the 21 illnesses reported by pregnant women, 67% (14/21) were

taken to the clinic, home remedies using traditional medicines

were used for three (14%) of the episodes and no action was taken

in 4 (19%) cases.

Out of the 91 illness episodes, a second action was sought in

only 2 cases. One woman reported going back to the clinic after

getting no relief from the medication prescribed. Another sought

the help of a traditional healer because the symptoms she was

experiencing were judged to be indicative of 'illnesses' the
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healer could deal with more successfully than modern health car.e~.~~ .

providers.

Women's Health Care Options - Who Decides?

The decision to seek help was taken by women in 77% (70/91) of

the illness episodes and by husbands in 8% (7/91) of them. In

only 3 episodes was the decision to seek help taken by 'other'

relatives such as the woman's mother.

Of the 10 illness episodes in which the decision for a particular

health care option was made by someone other than the woman, only

3 of the decisions were said' to have been influenced by the

woman. The 'process' by which this influence was exerted'

involved either informing their husbands that they were ill and

needed money to go to the clinic, or the decision as to what

should be done was simply left to the husband.

Why was Particular Action Taken? .. .... . ...

Responses to the question why a particular course of action was

taken were obtained for 64 of the 91 illness· episodes. Forty.

percent (40%) of the illnesses were perceived to be serious. If a

symptom persisted, although not perceived as serious, the women

would begin to worry and seek help (10% of the episodes that

included persistent coughs or stomachaches).

Why no Action was Taken

The reasons given for taking no action varied from lack of money·

to go to the clinic and illness not being serious, to illness



61

getting better before anything could be done.

Use of Preventive Health Services by Pregnant Women.

only 13 or 38% of the 34 pregnant women in the study used ante­

natal services during the 7 months study perio~. For 5 of these

women, it was their first pregnancy. A total of 15 visits were

made, 14 for physical check-ups including blood pressure reading,

and 1 for weighing only. only 2 of the women had made 2 visits.

None of these women mentioned receiving the anti-tetanus injec­

tion.

Eight women (62%) said they had used ante-natal services. in their

last pregnancy, and when asked why they had used the clinic the

last time, 7 stated that they had gone to check if the baby was

alright and 1 said she had gone to be weighed.

Education Level of Ante-Natal Clinic Users

More than half (7/13) of the women had between 1-5 years of

school, 3 had completed 8 years, 1 was illiterate and another did

not have h~r education recorded~

None of the 8 women (who had a previous pregnancy) had ever

miscarried or experienced a child death.

Children's Illnesses, Action Taken and Why. -

A total of 262 illness episodes were recorded for 177 children.

Sixty three percent (63%) reported only one illness episode, 28%

reported 2, 6% had 3 and 3% had 4 episodes.

The most commonly reported ailments. were, coughs (26%), diarrhoea-·
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(20%). skin rash (11%). and gastroenteritis (8%). The distribu-

tion of episodes by type of illness complaint are given in Table

8.

of Children's Illness Episodes by Type ofTable·8 Distribution
Illness. (Number & X)
Illness/Complaint

Cough
Diarrhoea
Body rash & Sores
Diarrhoea & Vomiting
Vomiting
Sore throat
Other*
NA

TOTAL

No. of Episodes

68
52
37
22
14
10
50

9

262

X
26.0
20. O·
14.0

8.0
5.0
4.0

19.0
3.0

99.0

*includes chest pains. fever. toothache. eye and ear problems.
headache and stomachache.

Action Taken

For 68% of the illness episodes. the clinic and/or hospital was

the first choice of care. No action was taken for 15% (40/262).

and self care in the form of patent medicines from the shops or

traditional medicines was resorted to in 11% (30/262) of the

cases. The remaining 6% used 'other' sources of care such as the

traditional healer, as in the case of two children who were said

to be possessed by evil spirits (they were said to cry at night.

believed to be the result of evil spirits at work) and one child

who had 'something on the throat'. The child was taken to a

traditional healer, inyanqa, who proceeded to prod the child's

tonsils with some wooden instrument and apply medicine. The

child, who was a year and a half old, was seriously sick for·
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nearly two months after the inyanga's treatment. The mother of;~:lv

this child had told the researchers at the beginning of the study

that she did not believe in (the efficacy of) Western medicine.

The home remedies that were used included, ·warm water emetic and

enemas for coughs; for diarrhoea, imbita taken orally or as enema

(but usually a warm water solution is used instead of imbita),

-and home made sugar and salt solution for oral rehydration.

Dissatisfaction with the first source of health care: leading to

either a repeat visit or an alternative choice was reported for

approximately 4% (10/263) of the episodes. Most of the cases

(7/10) were taken to a clinic (either the one used when the child

first became sick, or another clinic). In one instance the mother

purchased some medicine from the local shop (the child was

febrile), and 2 of the children were taken to traditional

healers, tinyanga, after clinic medicine failed to 'cure' them

(these were the children mentioned above, who cried at night).

Why was Particular Action Taken?

Mothers and guardians who chose to go to the clinic and/or

hospital reported that the reason why they selected these options

first was because the illness was serious. This was the reason

. given in 52% of the cases taken to a clinic/hospital. The

discomfort of the child without indication of the illness being ..

serious coupled with the mother's/guardian's worry resulted in

21% of the episodes being taken to a modern health facility. This
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discomfort was described in terms of the 'child not ~atirig well',

'child was coughing· until she/he wretched', 'child's crying

and/or coughing keeping them awake at night'. Eighteen percent

(18%) of the cases were taken to the clinic/hospital to alleviate

the condition or get treatment. The infectious or potentially

infectious nature of the illness resulted in 5% of the cases

being taken to a modern health facility. The women were worried

that other children might catch the disease, such as a cough or

skin condition.

In the 2 episodes that were taken to the inyanqa after clinic

medicines failed, it was felt that modern medicine could not cure

an illness.thought to have been caused by supernatural forces, in

this instance, evil spirits.

Why no Action was Taken (40/262 episodes)

For 28% of the episodes (11/40), women said they. had no money to

take the child to the clinic, whereas 23% (9/40) of the [llnesses

were judged to be not serious to warrant action. The remaining

episodes, 15% (9/40) were said to have got better before;~nything

could be done, or were still under observation, 13% (5/4b). Still

others were considered normal symptoms or conditions/complaints

such as body rash due to the heat or diarrhoea when an infant is

teething. The other reasons for taking no action were~ lack of

transportation when the child was ill and decision ihad been

made to take her/him to the clinic), weekend closure 6f clinic·

(and therefore no possibility of getting attention) ahd mother
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not knowing why the child is unhappy/unwell 11 •

Health Care Options for Children - Who Decides?

When health care was sought during an illness, the prime

decision-maker in 64% of the episodes was the mother.

Grandmothers made the decisions in 10% of the episodes, and

fathers and grandfathers decided what should be done in 5% and 3%

of the cases respectively.

When home remedies were used, the mother and grandmothers decided

for 93% (28/30) of the cases. For 2 illnesses where medications.
were purchased from the local shop, grandfathers :'made the

decision'. The women reported that they had no money and went to

the child's grandfather to request help. Although these women

responded in the affirmative when asked if they had influenced

the grandfather's decision, it can be said that where money is

required to pay for health care and women have no access to or

control over it, their influence is minimal.

Children - Use of Preventive Services

A total of 58 clinic visits for preventive services were recorded

for 50 children (26 male and 24 female), 42 of whom made 1 visit

and 8 who made 2 visits. Seventy one percent, 71% (41/58) of the

visits were for immunisation, 26% (15/58) for weighing (growth
i

monitor ing) and only 3% (2/58) for both weighing and jimmunisa-

11 It was observed that the chi ld was letharg ic,: and the
cliniccal signs of malnutrition i.e. reddish fine hair,
distended stomache,· and was lethargic. Thus the' mother's-­
observation that the child was 'unhappy'. -The-child was ialso said--
to have a poor appetite. f-

. !

.~-; ~- ..



66

tion.

WOMEN'S DECISION-MAKING CONCERNING FERTILITY ISSUES

Contraceptive Knowledge and Practice

The response rate for this substudy was 88% (162/1851. Table 10

shows the distribution of women by knowledge of type (here

defined as modern or traditional) of method, and current use by

type.

Table 10 Distribution of Women by Knowledge ·of Cohtraceptiv~­
Method Type and Current Use by Type (Number & %).

Knowledge
by Type

Current Use by Type

Modern Traditional

Knows None

Only Trad.

Only Modern

Knows Both

TOTAL

5
3.1%

1
0.6%

109
67.3%

9
5.6%

124
76.6%

37
22.8%

37
22.8%%

1
0.6%

5
3.1%

1
0.6%

146
90.1%

10
6.2%

162
100.0%

*When asked to explain what the method was, the woman said she
could 'feel' when the time was not right and therefore refrained
from sexual intercourse with her husband.

Most of the women (97%), knew of a contraceptive method. The vast

majority ( 90 70> had knowledge of only modern contraceptives.

Approximately 23% of the women with knowledge : of modern

contraceptives were currently using a method .. This would appear
i

to be a high user prevalence rate when compared to the national
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Family Health Survey of 13% for rural Swaziland (MOHlqSq)

All except one of the women using modern methods of contraception

were on the 'pill'. That one woman was on Depo Provera.

Knowledge of Contraceptive Methods

There- was no significant difference between the two areas

(Matsanjeni 98%, Hluti 95% ) whereas contraceptive use was higher

in Hluti than in Matsanjeni. Table 11 shows

contraception by type and area.

the use of

Table 10 Distribution of Women by Area & Type of Method Used

Type of Method Used
Area None Modern Traditional Both NA TOTAL

Matsanjeni 49 8 0 0 57
86% 14% 100%

Hluti 74 29 1 0 1 105
70% 28% 1% 1% 100%

Number of Living Children and Use of Contraceptives

Thirty percent (30%) of the 162 women had 2-3 children and 27%

had only one child. -The folowing table give the distribution of

women by number of living children and type of method used.
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Table 11 Distribution of Women by Number of Living Children and
Type of" Contraceptive Method Used (By Number & %)

None 2** 33 37
1.2% 20.4% 22.8%

10 4 0
6.2% 2.3%

0 0 1*
0.6%

24 14 14***
14.8% 8.6% 8.6%

Method

Modern

Trad. o

Q.

o
1

11
6.8%

o

No. of Living Children
2 - 3 4 - 5 6 - 7 8+

12
7.4%

o

TOTAL

37
22.8%

1
0.6%

124
76.6%

TOT. 2
1. 2%

44 49
27.2% 30.2%

34
21. 0%

18
11. 1%

15
9.3%

162
100.0%

* With 10 children
** Pregnant for the first time
*** 7 had ~ children, 6 had 9 children, 1 had 12 children

Decision to Use Contraceptives

Women who said they were currently using a contraceptive method

were asked who decided that they should contracept. Table 13

gives the distribution of women by decision-maker for use of

contraceptive.

Table 12 Distribution of Women
Contraceptive Use (By Number & %)

by Decision-Maker for

Decision-Maker No. of Women X

Woman/Husband 14 37.0
Woman Alone "7 18.0
Woman/Boyfriend 8 21.0
Mother 7 18.0
Woman/Mother 1 3.0
Sister 1 3.0

TOTAL 37 100.0
------------------------------------------------------------
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Conjugal/Couple Communication
The question whether women have ever discussed with their

partners the number of children they should have was put to 162

women. Of the 78 married women in the group, 53% (41/78) had

never discussed with their spouses how many children to have, and

47% (37/78) had. Three of the (37) women refused to use

contraceptives despite their partner's positive attitudes. Two of

these women said they wanted support in old age, which they felt

would be quaranteed by having many children. The third woman had

use~ contraceptives before and said she 'nearly died' from using

them. The rest of the women (34/37) had been refused permission

by their partners. One of the women whose husband had refused to

give her p~rmission to use contraceptives admitted to using them

secretly.

Of the 37 women, 27 (73%) had also discussed the number (ideal)

of children to have. Some of the husbands' reasons for refusing

included the desire to have many children, and the husband's

concern over his wife's health (the 'pill' would make her more

ill ) .

Of the unmarried women currently using contraceptives, half said

they had discussed the matter with their boyfriends.

Why Men Agree to Women's Use of Contraceptives

Some of the reasons given by women as to why their husbands or

boyfriends agreed that they use contraceptives included the

desire to space their children, to have fewer and healthier

children, and to stop when the desired number has been achieved.
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It appears that conjugal or couple decision-making is common.

There is however. a strong indication that mothers are

influential in getting their daughters to contracept, as 18% of

the users were told/advised by their mothers to use a method. The

mothers' central role in informing, or at least directing their

daughters to MCH services was mentioned earlier. Mothers'

interest in their daughters' fertility behaviour has to be

interpreted within the context of the lives of the majority of

rural women. Quite a high proportion of the women were single

mothers still residing with their parents. When they have a

child. the responsibility of looking after it falls on the

. homestead head.

Reasons For Not Using Contraceptive Method

Women who were not contracepting (124/162) were asked why they

were not using contraceptives. Responses were obtained from 92%

(114/124) of the women. The reasons given are shown in Table 13.
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Distribution of Women by Area and Reason for Not Using
contraceptives (By Number & X).

Reasons Area TOTAL
Hluti Matsanjeni

Made me sick 10 0 10
8.8% 8.8%

Husband said no 10 5 15*
8.8% 4.4% 13.2%

Boyfriend said no 10 0 10
8.8% 8.8%

Breastfeeding 7 0 7
6.1% 6.1%

Don't want to 8 10 18
7.0% 8.8% 15.8%

Want more children 6 10 16
5.3% 8.8% 14.0%

Cannot conceive 5 4 9**
4.4% 3.5% 7.9%

Have not yet decided 2 5 7
1. 8% 4.4% 6.1%

Afraid of using it 3 6 9***
2.6% 5.3% 7.9%

Don't know 0 3 3
2.6% 2.6%

Other reasons 5 5 10u:**
4.4% 4.4% 8.8%

TOTAL 66
57.9%

48
42.1%

114
100.0%

tOne woman said she drinks bicarbonate
intercourse as a contraceptive.
**Due to age or secondary infertility
***Not used to it, pregnant, never thought
c1inic,want to but don't know what
contraceptives were free at clinic,it is
not staying with 'husband'.

of soda after sexual

of it,afraid to ask at
to dO,didn't know

a sin(2), I am sickly,
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Ideal Number of Children

The ideal number of children desired is quite high for the

majority of women. In Matsanjeni. 20% (9/44) of the :women who

responded to the question on ideal number of children wanted six

or more children, 22% (10/44) wanted 'many', 13% (6/44) wanted 5,

7% (3/44) wanted 4 and another 7% (3/44) wanted only 3 ~hildren.

One woman said the ones she had were enough (6 children), and

another said she could not conceive (she had a grown up :child and

was now looking after her· niece, aged 5 years). Tw~nty seven

percent (27%, 12/44) did not know how many they wanted. !

The response rate for the question on ideal number of children

was 91% (96/105) for Hluti. Women who did not know i how,many·

children they would like to have made up 24% of the respondents.

Twenty two percent (22%) wanted from 1 - 3 children, 39% wanted 4

4 - 6 and 11% wanted 7 or more children, and 4 felt the children

they had were enough.

Preferred Sex Ratio of Ideal Number of Children

Women in Matsanjeni indicated a preference for male children when

they wished to stop childbearing after having 3, 4, and 5

children. Only one of the six women who wanted
I

only S children

indicated a preference for more female than male children. As the

ideal number got higher, i.e. 6 and above, half the wo~en wanted

more female children, the other half wanted more male !children.

In Hluti, women tended to prefer male over female child~en if the

preferred number was 1 ~ 3
\ .

children. For example. of ~hosewho

wanted 3 children, 54% preferred male and 46% female ~hildren.
I

i
t

:
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When 2 was said to be the ideal number. then one of each was

mentioned. For the whole sample, only 14% preferred more female

children than males. 30% wanted equal ratios. and 29% wanted more

male than female children.

The continued desire for 'many' children should be examined in

the context of the high infant and child deaths experienced by

many women in their reproductive years. However. ,there does

appear to be a real need for contracepti~n as reflected in tbe

fact that 47% of the married women questioned about this issue

said they had discussed it with their husbands.

Evidence from this sub-study does indicate that women have the

least decision-making power or influence over an issue that

directly affects their health. Those working to promote the

acce~tance of contraception will have to look c~refully at all

the issues involved such as. women's experiences of infant/child·

deaths and miscarriages, the extent to which couples discuss

these matters. and men's attitudes towards contraception.

..
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T~AS AND THEIR BELIEFS, ATTITUDES AND PRACTICES PERrAINING TO~7~~~,

MATERNAL AND CHILD HEALTH CARE: Their --~ossibleinfluen4e on the 0~~!~
I

utilisation of MCH services.

I. Introduction

In Swaziland it is estimated that although 70% or more of

pregnant women visit a clinic at least once before giving birth,

only 10% receive the complete course of tetanus toxoid

injections. ,Maternity servlces do not fare much better. either and
- "--"", I

"!

less than 50% of the births are said to take place at c~inics and

hospitals. This section, based on interviews with 6 Traditional

Birth Attendants t examines some of the traditional b~liefs and

practices that may be influencing the utilisation ~of formal

maternal and child health services. Knowledge of what TBAs

believe, what they do,· how much they kno~ relative to their work,

how their practices may be influencing tha health of ~6thers and

children, and the problems they encounter, will no doubt assist

in planning appropriate MeH services.

2. Pregnancy

2.1 Who is Informed When Pregnancy is Suspected

The first person to be told that a woman is or may be pregnant

depends to a large extent on where she resides. For,unmarried

women living at their parents homesteads t the woman's! mother is

the first to know. usually mothers become suspicious when their
I

daug~ters complain of feeling ill t and because they ar~ familiar.

with pregnancy symptoms, they will know the woman i~ pregnant :.-:

,, "

B£STAVA~ABL£COPY
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before pregnancy is confirmed.

Knowing who is first told about a woman's pregnancy is important

because that person may be influential in directing the woman to

appropriate sources for pre-natal care. For example, the majority

of women in the study stated that their mothers were the first

people to inform them about the MCH services.

This fact opens up new possibilities in terms of identifying

'target' groups for health information and education, as well as
" _,0. • ".- •

devising strategies for the latter.

2.2 Taboos and Customs Observed

One of the traditional requirements, once pregnancy was con-

firmed, w~s for the woman to cease having sexual intercourse. It

was lis believed that this allows the foetus to develop properly.

Pregnant women are also advised not to engage in activities that

will bring harm to the unborn child or themselves. For example,

attending funerals is prohibited because of its association with

'spirits' (the other· world)-and the ·state of 'p'olhltion' (see

especially Ngubane 1977, for an extensive discussion on the Zulu

concept of pollution in death and birth ). Climbing a tree when

fetching firewood in the forest, or climbing a house to put

thatch on the roof is believed to frighten the unborn child and

leads to birth defects. Although it is difficult to see how these

activities in themselves can lead to physical disability, the

advice to desist from e.g

Accidents may happen and

climbing trees makes sound sense.

the woman may injure herself andlor
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It is also believed that difficult deliveries may be caused by'

pregnant women peeping through doors. This belief can be seen as

an attempt to explain complications of childbirth that TBAs are

usually incapable of dealing with (see later sectons).

2.3 Food for the Pregnant Woman

2.3.1 Food she can eat

~:.According totheTBAs, pregnantwomen~are allowed to eat just

about any food available. Some of the foods said to be eaten by

expectant mothers are in fact what is normally eaten by everyone.

These foods include sinambatsi, a mixture of pumpkin and maize

meal; tinhlubu (ground nuts), tinhlumaya (cow peas), emasi

(curdled sour milk), emahhewu, a local drink prepared from maize.

As well as the above foods, pregnant women eat wild fruits such

as blackberries which grows in the low-veld during the summer

months.

The generally unrestricted diet of pregnant women can be partly.,

expl~ined by the belief that whatever the mother eats protects

the baby from disease (later section)·and partly by the limited

choice of food available for most families anyway. No special

food is prepared for a pregnant woman unless she has a craving

for certain foods (and, provided it can be obtained).

2.3.2 Food she cannot eat

Certain parts of a slaughtered animal,

must not be eaten as it is believed

for exampl~ the liver,

that these will adversely_
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affect the foetus (and the woman). They are also advised not to . ,,'

eat inembe (made from fermented maize) because ,it may start

premature labour or lead to a spontaneous abortion.

There does seem to be disagreement, however, over which other

foods should be prohibited for pregnant women. For example, one

TBA said she knew of people who did not approve of women drinking

emasi or eating eggs. As far as the milk was concerned, she could
;

not understand why expectant mothers should not drink it, because

as she put it,

..... even the elderly Swazis like to' see her (the
pregnant woman) drink milk ......

Another TBA said liquor is not allowed for pregnant women
i

although it was recognised that when pregnant, a woman might

develo~ a craving for alcohol.

2.4 Work During Pregnancy
,

Pregnancy does not exempt a woman from work unless she is feeling

weak or sick, in which case she does light wotrk around the-' .
I

homestead. Pregnant women are expected to go to the fields and

plough (within limits), weed harvest, collect firewood, cut the
I

j
grass for thatching roofs, fetch water and cook just like other

women. It is recognised however, that unlike non-pr~gnant women~

they may be less strong and will therefore require frequent rest

breaks when working. Pregnant women should not:1 over-exert

themselves or undertake tasks that might be injurious. to'

themselves and the unborn child (section 2.2). Jobs !that require.-..

a lot of strength such as ploughing and. planting should not be
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attempted by a pregnant woman who is feeling unwell, or who iSt-.i~':;·;;

unfit. However,doing nothing at all is discouraged because

inactivity is believed to lead to difficult labour and

childbirth. Consistent work throughout pregnancy was said to keep

the woman fit and also minimise labour pains.

3. Pre - Natal Care

The-TBAs do not offer any form of continuous care for pregnant

women unless they have some knowledge about traditiopal medicines

and other forms of treatment for pregnant women. ~ woman who is .,

feeling unwell is usually referred to a Traditional Healer

(Inyanqa, pl. Tinyanqa). There are tinyanqa well versed in

women's health problems. One of the TBAs we interviewed was also

an inyanqa. She had in her possession a variety of roots, tree

bark, herbs and other medicaments that she used in treating a

whole~ array of complaints, including those associated with

pregnancy.

3..A Few Problems in Pregnancy and· How They are Managed

What causes the problem and How is it Cured

3.1. Swelling of Hands and Feet (Oedema)

Three factors believed to be responsible for this condition were

mentioned by
: .

four of the six TBAs. 'These were, the weight of the

baby, impure blood and swollen 'nerves' (blood ves~els) leading

to poor blood circulation.

Two of the TBAs said they did not know the cause,!
I

know of the medicine, muti, used to cure it. One TB~
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"Sometimes she swells and when she delivers you
find that the baby is still-born which means the
baby was also sick".

The other TBA said that in her youth, it was rare for women to

have this complaint. She said they only experienced it during

childbirth if they knelt for too long.

The TBA-cum-traditional healer displayed some of the medicines

she used for pregnancy related illnesses, such as swelling. The

names were given .in siSwati -and these were umhlahlo, umuzi,

umyawoyawo and lihala -no attempt was made to find out the--=-----·­
!

botanical names). These were all in bark form and are boiled and

the liquid is drank by pregnant women. The umhlahlo!is said to --

also relax the muscles and is given to women to make.childbirth

easier.

Certain tree leaves are also used to relieve the swelling caused

by 'impure blood'. The leaves are boiled and the water, while

still hot, is then used to wash the feet, legs and han4s.
I

If the woman is immobilised because of the swelling, ~he inyanqa
i -

is called to treat her at home. This clearly illustrates the
i

advantage tinyanga have over modern health care workers. Not only
!

are the former more accessible because they usually re~ide within

the community, but they are also prepared to visit the homes of

those who cannot come to them.

3.2 Vomiting

Vomiting is considered normal - if it -only happens af1:-er a woman, --,

has eaten food which disagrees with her, or food s~e does not
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like. Excessive vomiting is said to indicate two things; that i '~I

there is something wrong with the' woman's digestive system, or

she is possessed by evil spirits. The woman is "referred to an

inyanqa.

3.3 Bleeding (Threatened Miscarriage)

Bleeding while pregnant is said to result if the baby descends

before it is due to do so. Again, there are traditional healers

who are·' well~' known for treating threatened abortions or
,

miscarriages. One of the medicines used to arrest the hleeding is~~'~

is said to work by "lifting the baby (back) up (into: the womb)"

and is known as umkhweto.

3.4 Dizziness

Dizziness is attributed to a variety of reasons such as hunger,

standing or sitting for too long, and twins. Home-made remedies
;

'may be given to alleviate the dizziness, or the! inyanqa is'

consulted~

3.5 If The Baby is Not Moving in The Womb

If the baby's movements are infrequent, it is believed he/she

will be a lazy person. Nevertheless, the baby is expec~ed to move

about at least once or twice before dawn. Prolonged in~ctivity is
;

alarming" and the inyanga is usually consulted. It fS believed

that the baby may be unwell, or that the woman is bewitched. If

witchcraft is suspected, the woman is given muti (traditional

medicine) in order to find out if what she has conceived is::":.
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'human' or an 'animal'. It was said that if the woman has ~.,

conceived an animal, it will be aborted. The woman may also be
I

given herbs or animal substances (inyamatane) to burn and inhale.

The smoke is said to stir the baby and restore its movements.

4. Methods of Protec~ion for The Mother and the Unborn Child

For the unborn child, the food the mother eats is believed to

offer protection. All the TBAs said there were no traditional

medicines to prevent diseasei. This apparent absc~nce of a

'traditional' concept of disease prevention may partly explain

why so few women actually receive Tetanus Toxoid injections.

However, a contributory' factor may be ignorance of what the

injections are for as illustrated by the results on the knowledge

of available services.

5. TBAs' Knowledge About When the Baby is Due

Although TBAs cannot calculate the precise date of delivery, they
. 1

recognise certain physical changes in the woman that indicate

imminent delivery such as, for example, the 'look' on a woman's

face, her body odour, and the 'dropping' of the stomach. These

observations are only possible if the TBA is in close contact

with the pregnant woman, for example if the woman belopgs to the

TBA homestead. Usually, however, TBAs who deliver women in the

wider community are summoned when labour begins.
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6. Child- Birth

6.1 Preparations for the Baby' Birth

Women are expected to start collecting and storing items such as

clothes for the baby (in some other parts of Africa e.g.

Tanzania, it is considered bad luck to collect baby clothes etc.

before the baby is born), cooking utensils and firewood well

before they are due to deliver. A rope 'may also be mounted inside

the hut (on beams) for the woman to hold onto when giving birth.

6.2 Place of Delivery/Birthing Position(s)/InstrumentsiEquipment

Used
,

Delivery usually takes place in the traditional kitchen or the

grandmother's hut, unless some other hut within the homestead is

selected for that purpose. The traditional position adopted while

giving birth is to kneel down with legs apart and ·the hands

holding the knees. Many women delivering at home still adopt this

r.;. . , • ,_ -.
\.'.. \ ~ !, :

,
posture although others may choose to lie on their backs. A few

women (members .of the homestead or neighbours) may ~e present,

when labour begins, and they assist the woman by physically

supporting her when she begins to push. If the woman is alone,

she holds onto something stable such as a rope if

installed in the hut.

it has been,

Not all TBAs have special instruments or equipment to~help them·

in their tasks. Two TBAs said they take soap with them, as one;;

said,
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.. to use for washing my hands so as to prevent
germs. Everything has to be clean ......

Another TBA said she took a plastic sheet which she placed on the

floor for the woman to kneel on while delivering. otherwise, TBAs

expected to find almost everything else they required at the

expectant woman's homestead.

Cutting the Cord

The following instruments are used for cutting the umbilical

cord; razor blades, -grass, reeds, and when these are not

available, pieces of broken glass are used. Although the use of

broken bottles was reported as past practice, there is no reason

to suppose· they are no longer used. Many of the rural homesteads

are poor and TBAs may find that the only easily accessible

'instrument' for cutting the cord is a bottle.

Although razor blades are mainly used for cutting the ~ord, there

is some evidence to suggest that they are also used for episioto-

mies when childbirth proves difficult (see below).

The cord is cut after the placenta has been expelled, but exactly

. when and where it is cut depends on the individual TBA. The
I

accounts of cord cutting do, however, suggest that neonates are

at risk of haemorrhaging;
i

..... you measure (the cord) by the length of the
baby's knee and then you cut .... Afte,r the blood
has oozed out, I then cut it agairi ... where it
ends ......

·' ... If the blood is still flowing heavily, then
you hold the umbilical cord and blow -on it, then
put the baby to sleep (Le. let the baby rest) ...,

I
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Hygiene

As a result of the researchers introducing themselves as "people

from the Ministry of Health", the TBAs were at pains to stress

that they washed their hands before delivering a baby, and also

used clean or new razors. One TBA said she used a razor,

..... because an old one affects the baby. Whether
(the woman) is from my family or not, I use a new
razor still covered in its paper".

The same TBA was defensive when asked if reeds were w,ashed before

being used;

"Why should I wash the reed. does it have mud?
Since it was picked it was never used .. It was just
stored or used for thatching ......

No doubt the TBAs were conscious of the fact that we were

concerned about their practices and the 'contribution these may be

having on maternal and infant morbidity and mortality. In fact.

one TBA claimed she had been asked by some Ministry of Health

(MoH) nurses to stop delivering babies in the home~teads. This

explained why she was at first reluctant
;

to be iinterviewed~c, ~-

believing that we had come to check on her.

6.3 Dressing the Cord

To arrest the bleeding. the cord may be tied with cotton thread.
i

or a coin is placed on the stump after some ointment has been

applied. It is believed that the coin helps to close ~he wound.A·

piece of cloth is then wrapped around the baby's wadst to hold·

the coin in place.
-

Also used to nurse the umbilical stump are the leav.es of a tree
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known as ipiliti, or dry soft sand. The leaves are dried and then,",>'..'!.

crushed, and when applied on the stump, they keep it dry and help ,"

it heal quickly. The sand is ground then sprinkled onto the cord

stump. The 'nipple' of a pumpkin provides another source of

powder for dressing the cord. The 'nipple' is burnt, then ground

into a fine (black) powder. Animal fats are also prepared as

ointment for the cord. All these preparations are said to aid in

removing the remaining-part of the umbilicus and dryin~ (healing)"

the cord.

7. What TBAs Do When Faced With Difficult Deliveries

7.1 Prolonged Labour

Prolonged labour is believed to result from the baby still being

attached to part of the mother's body, the umilele. To overcome

this problem, different types of medicine are given to women. The

umhlalo is said to relax the muscles and is usually taken over a

long period of time, maybe four months before the bab~ is born .. ­

The other medicinal preparations, that speed up the labour
I

process, work immediately and are taken when labour beglns.

When TBA Efforts Fail

The inyanga may be called in the hope that he/she can: advise on

what to do also tell them what may be preventing ~he; baby from
j

coming out. Medicine from animals, tinyamatane, is burned and the

expectant mother is made to inhale the smoke. Family elders are

also sometimes asked to beseech th~ ancestors to intervene.
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However, not all women in the rural areas use these medicines and

lor seek the assistance of traditional healers. Those who

languish for a long time in labour may be taken to the clinic or

hospital if transport is available. Someone in the community with

a car may be approached to take the woman to the nearest clinic.

7.2 Inkonjane - The Swallow (Bird)

One other cause of difficult deliveries is believeQ to be a

cavity within the woman's vagina, in the shape of a bird, the

swallow. In siSwati the cavity is called inkonjane after the

bird. It is believed that the baby becomes trappe~ in the

inkonjane on its descent into the birth canal, and may go back

into the womb. This condition can lead to the death of both the

mother and the baby. To prevent this eventuality, the TBAs are

forced to incise the vagina to enable the baby to emerge~ Another

solution to the problem of inkonjane. reported by one TB~, was to
,

put her hands on the woman's navel and press hard to force the

expulsion of· the baby. (Expectant women peeping through doors was

also said to cause difficult deliveries).

7.3 Breech Births

When faced with a breech presentation, TBAs usually! hold the

baby's legs and pull or place their hands into the v~ginaand,
i

help the baby out that way. One TBA claimed that there was always

someone present and experienced who would know what to do.
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Not all TBAs are confident to deal with such problems however, as

the following comment shows;

This condition of a reverse-coming baby is
difficult .... I just run away because I don't know
how I can turn (the baby) back or reverse
it ..• (the baby) can die ... I don't know how to push
my hand into the womb".

7.4 Retained Placenta

The placenta is expelled almost immediately after the ?aby is

born, especially if the woman has been taking some of the

traditional medicines mentioned earlier. If, however, the

placenta is retained, the woman is given a bottle or a calabash

and told to blow hard into it. This action usually expels the

placenta. If this fails, the placenta is extracted manually. One

TBA reported washing her hands first then smearing them with soap

to facilitate insertion of the hands into the vagina.

Some TBAs use their feet to press the stomach just above the

navel. Animal skin may be rotated around the birthing hut in the

belief that this will result in the expulsion of the placenta.

If this fails, the skin is tied to the woman's leg and everyone

waits for the placenta to come out.

Apart from the placenta, there is the 'extended placenta', called

umjobajoba, which is believed to block the woman's blood supply

and may cause death if left behind. Only one TBA believed that a

retained placenta was caused by some disease.
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7".5 Post-Partum Haemorrhage

One of the causes of haemorrhage following ~hild-birth lis said to.

be retained pieces of placenta known as liphukuphuku. Some TBAs

used home-made traditional remedies to arrest the bleeding,

others called the inyanqa. One TBA said she did nothing when

women bled heavily because:

" ... peop Ie
and others
stops on
removed)".

are not the same. Some bleed heavily
do not. But the bleeding eventually
its own .•• (after the placenta has been

What is Done to stop The Bleeding
i

Before a woman is referred to the nearest clinic, TBAs! first try

all they can to arrest the bleeding. One TBA reported using a

plant called qobo, which grows on river banks and resembles a

pumpkin. The plant is crushed then cooked together with another

known as jikitsa intsama. When the mixture has cooled down, it is

used as an enema to, as the TBA"put it, "cool down the :blood". It

is possible that these plants have similar pro~erties to:.

ergometrine, used in hospitals to speed up the clottinJ mechanism

in newly delivered mothers. The anal
i

application of such

pre~arations probably leads to their rapid absorption into the

blood system. Another TBA reported giving women a imixture of.-"

sugar and their own blood to drink. . "-;._,

John M
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8. Post - Partum Care

8.1 Seclusion Period

Mother and baby are expected to stay in the hut where the birth

took place for a period of time. TBAs reported seclusion periods

of . varying lengths, from a week to 5 months. The most common

determining factor appeared to be when the umbilical cord had

dropped off or the umbilical stump had dried. A newly delivered

woman, umtedlane, is only allowed outside in the evenings to wash

and go to the toilet. She is believed to be in a 'polluted' state

or 'unclean' and must not cook for men or share eating utensils,

and must also avoid touching anything belonging to a man. The

belief is that their virility may be affected. She is also

believed to be dangerous to herself and the baby.

A female relative may be there to help out but if not, the woman

does all the chores herself. Some women may remain in seclusion

until post-partum bleeding stops.

A factor which may be curtailing the period spent in seclusion is

the changing family 'pattern. The extend~d family residing within-

a single homestead .is gradually being replaced by 'nuclear'

families. In ~uch a family;

.. The woman does not stay for a long,time inside
the house because she needs so many;things (and
there is no one to do things for her). So after
the umbilical cord has dropped off and she has
polished the floor of the hut with cow-dung, she
is free to go outside .....

Although some women may prefer to deliver at home because

tradition requires that they remain in seclusion aft$r delivery, - - - .
I'

this does not appear as important a factor as dist~nce and the'
, :

:
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lack lack of delivery facilities, in contributing to the (still)

high percentage of births taking place in the homesteads. Women

interviewed in connection with this issue in the homesteads felt

that the lack.of transportation and the (geographical) distance

of clinics and hospitals were the main constraints.

8.2~C~re of the Newborn Baby

8.2.1 The Premature Baby

Although babies born prematurely in rural homesteads may have
I

fewer chances of survival than babies born in urban areas,

traditional methods for looking after premature babies exist, and

from the TBAs accounts, appear to work well.

One of these -methods is to incubate the baby in goat skin after

first smearing it's skin with animal fats. These kept the skin

soft (and warm). This process is called kuphala. The head is left

uncovered to enable the baby to breastfeed. The goat-skin is left
,,

on the baby for 'about nine months'.

The second method involves placing the baby
I

in goat tripe,

covering the head and body and only leaVing ..... a small opening

so that the mother can breastfeed". The tr ipe rots ~UiCkly and;-::·-' ---
.

must be changed frequently. The tripe dressing is discontinued

after about 3 months when the baby's neck and head have become

firm.

The third method is to use a plant called ~mayonjana which is
. -

ground into fine powder and then smeared on the baby'~ head.The"- -

rest of the body is covered with red ochre (believed to have
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protective powers). The baby and its mother are confined in-doors

until" the baby had grown".

Not all TBAs know about these methods and some will refer the

mother to the clinic or hospital. Others do nothing because they

believe that babies born prematurely will not survive.

A potentially dangerous practice,~ 'to both mother and baby, was

reported by two of the TBAs. This involved pushing the baby back

into the womb. Tinyanqa were said to do the same when called to

try and delay the birth. If this was unsuccessful, the baby would'

eventually die.

8.2.2 When a Baby does not Cry Immediately After its iBirth

A number of things are done in order to make a baby utter its

first sound. First, the mucus, ludzendze, is removed from the

baby's mouth and cold water is poured on the baby. If that does,

not work. tinyamatane may be burned near the baby (smoke is

believed to revive the baby). A kitchen mat called sitsebe may be

held next to the baby and air blown over it.

A baby who is silent when he/she is born does not cause undue

worry , provided he/she is breathing. The TBAs said the baby is

left to rest as it may be tired.

8.2.3 Breastfeeding

All the TBAs stated that babies nowaday~ are breastfed almost

immediately after their birth whereas in the dlden days;'
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breastfeeding would begin after the umbilical cord had dropped

off. However. the TBAs reported that mothers usually extract the

colostrum first before the baby is put to the breast.

Furthermore. it was reported that soon after birth. the baby is

first given inembe. or a mixture of water and ~oot (from beams in

the hut). light maize porridge. or only water. Soot may also be

,rubbed on the nipples before the baby is put to the breast.

8.2.3.1 Refusal to Breastfeed

Babies who refuse to breastfeed are given inembe or cow's milk.

Others are taken to the inyanqa or the clinic. One TBA reported

that some babies had their throats 'cleaned' ·(she was not asked

how this was done) because they were suspected of having

diptheria.

Refusal to breastfeed and mothers inability to establish

lactation . may result from not putting the baby to the breast

immediately it is born. But as the above evidence suggests.

babies are fed other 'foods' before they have even tasted breast

milk and this may result in rejection of the breast.

8.2.3.2 Inadequate supply of Breast Milk

If a woman has an inadequate milk supply. she contacts t~e person
i­

(usually an inyanqa) who was giving her timbita (sing~ imbita

when pregnant. Certain plants that exude milky substances are

collected. burnt and the smoke inhaled by the woman. Other forms
I

,
of treatment include taking steam baths (widely used foria number

of ailments). and making incisions on the skin into which muti is
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smeared. The mothers are also given a lot of liquid food to

encourage milk production. They are also advised to rub the

nipples in order to clear the lacteal (milk) ducts.

8.2.3.4 Lenghth of Breastfeeding

Breastfeeding may last from between one year to three ;years, with

two years said to be the average. Breastfeeding was said to

provide food for the baby as well as protecting it from diseases .

..... the baby was weak and sickly, that would mean
he/she was not breastfed adequately".

9. Still-Births And Neonatal Deaths

When a woman loses children soon after. their birth, it is

believed that she suffers from luhlanqa, a disease said to kill

newborn babies. An inyanqa known for curing luhlanqa is

consulted. One TBA gave the following
!

account df her own. ,

experience with this disease; i
I

..... 1 gave birth to boys and they died because
there was no inyanqa to help me. 1 discovered that
my children were being killed by luhlanqa, not
that someone was bewitching them. Luhlanqa was on
my private part and 1 would scratch ~ntil blood
would come out. But I did not know what it was. I
was eventually told by an inyanqa ... iCthrough my
husband) ••• what was killinq the children ... After
smearing cow-dung on the iloor, the ~hild starts
crying, vomiting and has diarrhoea. s9metimes the
baby would cry unti I the following mor;ning or cry
for a few days unti I on the last day i tl died".

I
The TBA attributed the illness to the insumpe (growt\h or lump),

!
on the mother's genitals, which ..... knocks the baby Ion the head . '.­

l
and (the baby) becomes sick". jd,

I .
From the above description however, and also from th~ preceding;L~

sections, it appears that organisms from the soot, ine~e, and/or
cow milk may.be carrying bacteria which, on contac~ with the·
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newborn's stomach, results in severe gastroenteritis. The cow­

dung in turn may lead to tetanus because at the time w~en it is

freshly smeared on the floor, the umbilicus has not completely

healed. The posssibility that luhlanqa may also be a venereal

disease cannot be ruled out. However, studies are needed to

establish what these conditions are and what causes them.

10. Protection

Although there

pr0i:-ect babies
from making the
tinyamatane are

of preventive

diseases cannot

for the Newborn (Against Diseases)

is a belief that breastfeeding can' and does

from disease, .itdoes not prevent 'evil spirits'
;

baby ill. Protection in the form of timbita and
therefore sought from the inyanqa. No other form

traditional medicine was mentioned. On~ TBA said

be prevented by traditional medicines~ She went

on to say that,
..... at least you people can now give babies
injections and they will help them... You see ·this
child (sitting with her) has not finished his
injections and I will have to take him to hospital
(to have his injections) so as to keep' (him/her)
heal thy".

This suggests that there is 'no apparent 'traditio~al belief

barrier' preventing women from immunising their childre~. This is

borne out by the results on children's vaccination st~tus. Over

60% of the 288 children aged 0 - 5 years were fUlly immunised.

11. Some Infant and Childhood Illnesses

11.1 Stomach Cramp or 'Umbilical Cord Pains'(Colic)

One TBA noted that babies suffered from this condition until they

were six months old. The baby is either treated by TBAs or

referred to the inyanqa.

One of the treatments for 'colic involves . the application of C",

'enemas made from prescribed herbs . Enemas are be 1ieved; to remove ~::; ;_.~.~
,,

'whatever may be causing the col ic, descr ibed by one ,TBAI as ' short L:'C "
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strings'. It is. possible, given the less than ideal sanitary

conditions in the rural areas, that the children she has seen are

also suffering from worm infestation.

Sometimes, incisions are made around the baby's navel, and muti

is then smeared into the cuts. The baby may also be given imbita.

The plants that provide the medicines are called mshwilandle and

siqadlana. The latter was described as a plant with small ball­

like fruits (thus the name siqadlana or small balls). The

siqadlana can also be worn as a charm around the baby's waist.

11.2 Libala (Craddle Cap)

This condition, .identified by a red spot on the baby's scalp, is

believed to be extremely dangerous and may lead to death if not

treated immediately it is noticed. The baby is taken to an

inyanqa who makes small incisions' on the scalp and applies muti.

Apparently some tinyanqa are well-known for 'curing' libala.

11.3 Diarrhoea (Umsheko) •

There are 3 traditionally recognised forms of childhood

diarrhoea, umsheko, which is believed to result from natural

causes, and kuhabula, and inyoni or umphezulu whose origins are

supernatural (Green 1984,Green 1985). These last t~o types of

diarrhoea are believed to be more life threatening than the

'ordinary' umsheko.

The TBAs reported using a variety of plants to control the-, ~~ _

diarrhoea. These were said to harden the stool (therefore_stop~.v_..

the diarrhoea). The name of these plants were given as;mqwaba,·
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clot' , taken orally)', lintulwa,

umqudvuqudvu (which is ground and mixed into the child's food),

inkokhokho, umqanu (or marula), umvanqati and umtfolo (wattle

tree). One TBA reported using crushed tomatoes, administered

anally, to treat a 'disease' which caused children to discharge

'green stuff'. The colour of the faeces indicated that the child

had inyoni.

Causes of Diarrhoea/Treatment

Although TBAs were not specifically asked what they believed

caused childhood diarrhoea, 2 causes were mentioned.

Luhlanqa (see above), which presents as a rash on the genital

organs of either the mother or father of the child is believed to

cause diarrhoea. Treatment involves (the inyanqa) ma~ssaging the

baby before giving him/her an enema treatment.

Teething was also said to cause diarrhoea. i
. ~

All the 6 TBAs said some of the medicines are appl~ed: through the

anus, to clear the baby's insides, -or given orally. A small
i

quantity (maybe a teaspoon) of the same medicine which is used as
j-

enema, or a different one, may be given to the child to drink or
J
I

is mixed into hi s/her food. I
i
I

i
When traditional methods of controlling diarrhoea faia

Only 2 of the 6 TBAs said children are taken to the clinic if­
I
I

local methods of controlling diarrhoea fail. One of ~hese 2 said:.

children are given medicine which is
BEST AVAILADLE COpy

!
taken orally (and they are - --. -

!
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not supposed to be given food;

..... (the medicine) is in a bottle and should be
drunk until the baby gets better".

This comment suggests that there may be a misunderstanding, on

the part of mothers and grandmothers in the homesteads, of how
~t ,

oral rehydration solutions should be used e.gAwithdrawing food

from the child.

Two of the TBAs stated that the traditional
;

medicines usually

worked. One TBA said the inyanqa is consulted, to probably

diagnose the type of diarrhoea the child may have and' offer the

appropriate treatment. The sixth TBA said she wouldn't know what

to do and the would eventually die.

It appears that the beliefs as . to the origin of

(thus the different types), and confidence in

i
i

the diarrhoea,

the tJaditional

methods of dealing with it result in many children either

succumbing to its effects, or being referred/taken to the clinics
!

when their condition has deteriorated.

BEST AVAILABLE COpy

12. Birth Spacing and How to Prevent Pregnancy

12.1 To Space Births
i

Sexual relations after the birth of a baby are said ito resume
i

i
after 3 - 6 months, although the TBAs said they cannot ~ell a man

what to do in his own house (i.e. sexual relations

even earlier). The 'ideal' time was for the mother to

she had recovered from the birth and the baby could

i
I1fay re~mme

I
~ait until
i
!
Isit ·up or

1
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crawl. One TBA said the woman has to look and see if the baby

'looks more like a human being (and people appreciate him/her)'.

For women to ensure that they do not get pregnant, they must

's~eep like young girls' during intercourse. This entails having

sexual intercourse while lying on their side. It is believed that

the 'missionary position', with the man on top of the woman

results in pregnancy because the ,sperms swim up into the womb

easily. The TBAs stressed the importance of the man and woman

discussing 'what to do' in order to avoid pregnancy. Coitus

interruptu~ was also mentioned as a way of avoiding pregnancy.

It was, and to a lesser extent still is, considered shameful for

a woman to fall pregnant while the baby is still breastfeeding.

Once pregnancy is suspected, breastfeeding stops. The milk is

considered unsafe for the baby, and "he/she does not grow very

well (and) becomes a sickly child .... although it does not always

affect the child.

12.2 To Prevent Pregnancy

Apart from the TBA-cum-traditional healer, all the TBAs said the

only way women could in the traditional way avoid getting

pregnant, was total abstinence ( as they put it, practicing self

control), or resort to 'sleeping like young girls' with their

partners. The TBA-cum-traditional- healer claimed to be able to

'turn the womb' as , she said, they do in hospital to prevent

pregnancy. She was reluctant to discuss how this was done and

added that she is usually reticent when asked to do it.
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54ld .
One TBA ~childbearing stopped automatically after a certain age

(that is. when a woman is 'past' the child-bearing period) .

. From one TBA account. it appears that 'sex education' from the

parents/grandparents was the norm in traditional society. They

were told. when they reached adolescence. that when they fell in

love with a man.

..... he would
mother) would
agree to do and
do .....

do many things to you and (the
specify which things you should
which ones you should refuse to

Nowadays. few young girls are told about the consequences of

sleeping with a man. From the homestead based study. we were told

by the majority of the women that they were not told by their

mothers about a) menstruation. or b) how babies are conceived.

13. How Some Of The Traditional Beliefs and Practices May Be

Influencing the Utilisation of MCH Services and Maternal and

Child Health

13.1 Informing the Mother When Pregnancy Suspected

The mothers of pregnant women appear to be influential in

referring women to the MCll clinics. The majority of women in the

sample found out about MCH services from their mothers. Although

the motive for referring their daughter (s) was to confirm the ....

pregnancy. nevertheless the implication is that modern health

workers are regarded as being more capable. than· TBAs· in ;;.,.:;;-;;

ascertaining pregnancy. Confirmation of pregnancy may be one of ~~.~
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the reasons some women attend ante-natal clinics in the first

trimester. It was observed for example, that only 13 out of 34

pregnant women in the sample visited an MeH clinic during the

study period. significantly, 8 of these were primigravidae.
,

13.2 Pre-Natal Care

Pre-natal care is provided rather informally by TBAs, and usually

if requested by a pregnant women. Sick pregnant women are

referred to tinyanqa unless TBAs have knowledge of traditional

medicines.

Beliefs about what causes conditions such as oedema and

dizziness, two of the signs indicative of serious obstetric

complications (e.g. Population Reports 1988), were investigated.

The TBA responses suggest that many at risk women may not be

using ante-natal services for these conditions because they are

considered 'normal',or they are considered treatable with

traditional medicines e.g. cleansing 'impure blood' in the case

of oedema. Many women are not aware that dizziness or swelling of

hands and feet is potentially life threatening.

Another risk factor, bleeding from the vagina (ante-partum

bleeding), was recognised as a serious condition (indicating a

potential miscarriage). However, traditional healers apparently·

known for handling the condition are contacted. Only when .• ~

attempts.to arrest ante-partumbleedingfail are modern health 0~:'

facilities contacted. It cannot be assumed, however, that all

women utilise the services of the tinyanqa. It is probable that·
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some pregnant women sit and 'wait out' the problem. A few woman

in the homesteads reported that their families had now become

true christians i.e. were saved, and no longer consulted

tinyanqa. Another reason given was that they no longer trusted

. tinyanqa because they sometimes duped their clients by giving

them 'dirty' muti which did not work, yet they charged perhaps a

cow for it.

The pervasive belief that unless she is ill, a pregnant woman

does not have to be seen by a health professional influences the

utilisation of the preventive service component(s) of ante-natal

services. Despite the high percentage of pregnant women visiting

clinics at least once during pregnancy, there is no information

as to whether the services sought are mainly curative or

preventive. The e~idence from this study would seem to suggest

that a high proportion of pregnant women use ante-natal services
!

for curative care and/or just confirmation of pregnancy.

8ESTAVA~ABLECOPY

The relative inaccessibility of MeH clinics is another factor
!

strongly influencing utilisation of both ante-natal an~ delivery

services. The long distances to be covered are not conducive to

'ordinary' clinic visits for preventive health care even if some
I

complaints about the clinics was

,
I
I

too lfar away.

women are motivated to attend clinics.

that they

One

are

of
i
the major

Related to the above point is the finding that t~ere is no

traditional practice of 'immunizing' expectant womfn against

diseases of'natural origin'. H6wever, Green's (l9a4~ study of

traditional healers in Swaziland found that pregnant women
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consulted tinyanqa for protective 'medicines against diseases such

as 'lipulete' (plate). This was said to be a disease, of recent

origin, which obstructed the womb at the time of delivery. The

mode of application, of the medicines given was via incisions made

around the naval and the back.

There is a high level of awareness among women of the modern

preventive services offered at MCH clinics. However, the

significance of the services is not well understood. iFor example,

although more than .90% of the women knew that pregnant women were

given injections (tetanus toxoid) at the clinic, 85% did not know

for what purpose. This lack of knowledge about why the injections

are given can be attributed to health personnel neglecting to

provide this information. Fpr example, one of the criticisms

levelled against the MCH services by women in the hdmesteads was,
;,

that the nurses do not teach them what purpose ce~tain things,

such as the weight chart, serve.

Child-Birth

Given the scattered and isolated nature of many rural homesteads,

the lack of, or an inadequate transportation network, the'

inadequate or lack of delivery services at the clinics, and the
,

easy accessibility of TBAs "and/or other female re~atives, home

births appear to be the only viable and practical option for many

birthing process

rural women.

medicines to

The practice

accelerate the

of routinely
.

taking! traditional--~":
I
I

means!that even if.

women are willing to give birth at a clini6 or hospital, they may
BEST AVAILABLE COpy
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not be able to get there (because of distance) soon enough for

the baby to be delivered. Some women reported having given birth

to one or more of their children unassisted. One of the 34

pregnant women in the sample related how on her way to give birth

at the clinic, she felt the baby coming and had to qUickly divert

to her sister's homestead (which happened to be nearby) and have

the baby there instead.

Thus while women may be motivated to have their babies in modern

health facilities (because they believe they will be given better

care), they may not always succeed in their attempts to get

there. Of the 27 children born during the study, only one was

born in a health facility. The mother was still at school and,

because it was her first baby and she had the motivation, she

chose to deliver at the regional hospital some 94kms away.



104

CLINIC BASED STUDY

Introduction

~he study of both providers and users of MCH services at the

clinic level sought to answer the following main questions:

1. To what extent do women as users of MCH services

participate in clinic level activities other than in their

capacity as service users?

2. What,.is the nature of the relationship between the

(female) health staff and users of MeH services? What are the

attitudes towards each other? Do their perceptions of their roles

in the provision and utilisation of health care differ? (That is,

do the users see the providers as being somewhat different from

them, and vice versa).

The clinic study also investigated who made the decision that the

users come to the clinic.

The Clinic Sample

Clients/Patients

Sixty three (63) women and 1 man were interviewed. Twenty six

(26) women had come for ante-natal services, and 37 women and 1

man had brought the children aged 0 5 years to the child

welfare clinic.

Twenty of the ante-natal had come only for weight monitoring

(weighting). Two (2) women had come for both weighing and

treatment for non-specific ailments, and 4 for curative services.

Of the 41 children seen, 66% (27) had come for treatment and 34%
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(14) for preventive services (weighing and/or vaccinations).

Staff

Only nurses in-charge of the 4 clinics visited were interviewed.

All four were female. They were state registered had been

working at their respective clinics for about 2 years;

All 4 nurses had also qualified as midwives but had no special

qualified in maternal and child health. Although all the clinics

offered family planning (FP) services, only one of the nurses had

been trained in FP. A clinic survey by the MoH in 1984 found

that only 13% of the Government nurses and 11% of those working

in Mission facilities had qualifications in Public Health and MCH

(MoH, 1984).

Use of MCH Services - Who Decides?

Child-Welfare Services

Seventy nine percent (79%) of those who had brought children to

the child welfare clinic said they themselves had made the

decision to come. One child was brought by his young aunt (about

12 years of age) who said the child's mother had decided that the

child be taken to the clinic for weighing and vaccination. Three

women (8%) said the child's grandmother had decided, 2 reported

that the decision was taken by the child's father, and one woman

said the decision was taken by herself and the child's

grandmother.
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Ante-Natal Services

The majority of the women attending the ante-natal clinic (88%)

made the decision to attend themselves. Over 90% had come for

weighing. Two (2) women had been told to attend by their mothers,

and I said she and her mother felt that she should attend the

clinic.

Reason(s) for Utilising MCH Services

;Although a variety of reasons for deciding"to use clinic services

were given, the most basic one was the desire 'to be well'. For

example, most of the children had been brought for curative

services and the parents were concerned that their children get

better or regain their health. The clinic was seen as the only

place to provide a cure. Treatment was sought for the following

ailments; 'diarrhoea (37%), Vomiting/cough/fever (18.5%), Fever

(15%), Body rash/Sores (11%), Other (18.5 %). The latter category

included swelling or growth on the leg, no appetite, newborn with

thrush in the mouth lithumba, and worms/blood in the faeces.

Preventive Services - Children

Some mothers bringing their children for vaccination and growth

monitoring said they did so because they had been told by the

clinic nurse to bring babies born at home for vaccination.

Others mentioned protection against diseases and to monitor their

child's health and growth. It can only be assumed that these

mothers had already seen the benefits of using the services

because the majority had two or more children, and over 90% had
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used MCH services at that particular clinic before. It is

notable. however that the majority of the children (66%) came for

curative services. The motivation to save the child's life when

he/she is ill is greater than the motivation to prevent the

illness by e.g. completing the vaccination schedule.

Ante - Natal Care

The reasons given for attending ante-natal clinics were as

follows:

- The nurses told them to come for a checkup and get a clinic

card when pregnant which would make it easier for them to receive

attention if they went for hospital deliver ... 27% (7/26)

- To ensure that the baby growing inside was protected against

diseases and/or was growing well. and the mother was alright

.•• 38% (10/26)

- Not feeling well ... 15% (4/26)

To establish/confirm how many months pregnant she is ... 8%

(2/26)

- Others ... 12% (3/26)

Of these 3 women. one used to go to private doctors but they

charged too much. another said the clinic nurses checked them

without asking them why they had come l • and the third one said

she had used the clinic since her first pregnancy and continued

to utilise the services so that she would not get any problems

1 The woman explained that the nurses at this clinic did not
make them feel as if they were being bothered. Instead of being
asked 'why have you come?' it would have been better to perhaps
say e.g. 'how can I help you?'. The approach used by some nurses
was felt to be unsatisfactory.
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when giving birth.

Most of the women, 38%, were interested in ensuring that they

themselves, and their unborn babies were well. Nurses also

appeared to have influenced ante-natal attendance by informing

the women of the necessity and importance of obtaining the clinic

card.

Participation in Clinic Activities

Clinic Committees

Three of the clinics, all government, had Clinic Committees which

were more or less functioning. Two of these committees had female

members apart from the clinic nurse. Women who attended MCH

clinics did not attend committee meetings. One nurse said

sometimes general meetings are called and everyone is invited to

attend as for example when the clinic fee has to be raised.

The committees were initially formed by local commuriities that

wanted to construct a clinic through self-help efforts. They were

disbanded once the clinic was built. There is at ,present an

attempt to revive the committees and charge them with overseeing

preventive activities within the communities such :as latrine

construction. They key person on the committee as far as health

issues are concerned is the clinic nurse, and the success or

failure of these committees is largely dependent on the interest

the nurse has in its functions.
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In the 3 clinics with a committee, the impression obtained from

the interviews was that at present the committees' main function

is to collect the clinic fee. The money thus collected was used

for the maintenance of the clinic, for example to pay the cleaner

or a security guard. The fee was between 20-30 cents, and was

paid by the patients on each clinic visit. The charge for

consultation at a clinic, in 1986-87, was 1 Lilangeni.

Women Patients/Clients Involvement in Scheduling Clinic Sessions

and Staff Transfers

From interviews with clinic staff it was apparent that the

concept of active patient participation in clinic affairs was

quite new. No one had mentioned the subject to them before but

were unanimous in lauding the idea of for example having the

patients/clients determine what hours were most convenient for

the clinics to open. The nurses also agreed that it would be

better if clinic users felt they had the power to change staff

they were dissatisfied. As one nurse put it, "If they (the

women) are not happy (with the services or staff), they will stay

at home".

The clinic user's role however, was totally confined to that of

'passive consumer'. When the women using MCH services were asked

if they had been to the clinic for anything other than the

services, the response was a resounding no. In fact, they

appeared surprised at the question (and the suggestion) that the

clinic could be used for anything else apart from (mainly)--._.
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curative care (bealth facilities are regarded as 'treatment'

centres).

Relationship Between Staff and Patients

Women at the clinic appeared to take every passive role and

treated the staff with much defence. The relationship, not

surprisingly, was very much one of servers (the staff) and

served, although the latter took the subservient role.

Client/Patient Satisfaction with Services Offered

Complaints About the Services

The 63 women were asked whether or not they had complaints about

the services offered. Eighty nine percent (89%, 56/63) said no.

Of the 7 (11%) women admitting to having complaints, 2 said they

had told the nurse the complaint, 2 had mentioned it to friends,

I to her family, and 2 had told no-one.

A subsidiary questio? on what was good and/or bad' about the

clinic produced a better response (30%, 19/63). The things felt

to be bad about the clinic were;

- The clinic was too far away (6/19)

- Shortage or lack of drugs (4/19)

- Too few staff (3/19)

- Nurses don't give injections

- No maternity services, told to go back home, nurses tired

- opens late and closes at 4pm

No delivery beds

- No transportation to take us to government hospital to deliver
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- Nurses don't tell us how many months pregnant they are

Complaints from Patients to Staff

There was no formal procedure at the clinics for hearing

patients' complaints. Clinic staff said they learnt about these

indirectly via discussions of general problems with individual

patients. Informal conversations with women in the homesteads

revealed that they would welcome a place where they could voice

their dissatisfaction with clinic services. There is however a

reluctance on the part of many women to make their grievances

public. A possible reason could be that they do not want to

offend the' nurse by confronting her personally (and thus

incurring her dis-pleasure.

The complaints the nurses have received from the women include

the distance of the clinic and bus routes from the homesteads,

lack of attention at night when they are ill and turn up at the

clinic, and long waiting queues. The latter is of particular

concern to the women

bus services.

because they have to
,

depend o~ infrequent

Many of the complaints have not been acted upon because the

nurses have no control over the situation. For instance, where

the clinic has no working generator, patients cannot be seen at

night. Nurses were also concerned about their own se~urity when

opening their houses at night. Not all the clinics could afford

a night watchman.
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Clinic staff were also asked about the problems they face the

clinic. These are detailed below.

Clinic Problems Mentioned By Nurses Interviewed

Problems

- Clinic Building too small, no lights, no

water, problem with rats, no transport, no

telephone, no security especially at night­

have had a few break-ins.

-Patients coming at night - security fears

- Shortage of delivery equipment, for

resuscitation

- Problem of transportation for patients­

ambulance delays (comes from Hlatikhulu), no

lights generator not repaired yet, use

candles, torch is broken - cannot check IUDs.

Our Lady of Sorrows - Need extra staff - heavy workloads­

staff overworked but no money to pay

salaries for extra staff.

Lavumisa - No store room, examination room too small

- Clinic building too small

- No dark room for eye examinations

- Problem with security - no guard so doors not

opened at night when patients come unless they are

accompanied by a policeman known to the nurses

- No accommodation for a security guard even if

one were employed.
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With staff shortages, queues remain long unless the minimum

staffing requirements for the clinics are reached. This is a

matter for the MoH and not the clinic nurse. In addition to the

above problems, clinics experience shortages of essential drugs

and equipment, or lack them altogether. This in turn impedes the

provision of effective services by the nurses. At one of the

clinics for example, physical examinations of women coming for

family planning services could not be conducted because there

were no speculums.

How services Can be Improved - Clients/Patients Views

When asked if they thought the services at the clinic could be

improved, 70% of the women (44/63) answered ~, 25% (16/63) said

they did not know, and 5% (3/63) said the services were alright

as they were.

Over half of the respondents (52%, 23/44) felt that the provision

of delivery facilities, in the form of delivery beds, waiting

houses for expectant mothers, and delivery wards at the clinic

(in-patients beds), would greatly improve the MCH services.- None

of the clinics offered delivery services except in emergencies.

Even then, the lack of adequate facilities and equipment,

especially when faced with difficult deliveries, puts tremendous

strain and responsibility on the nurse in charge. At one of the

clinics for example, there was no telephone, an essential for a

clinic which depends on the ambulance from the Regional Hospital

some 90km away.
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The other suggestions for improving MCH services were;

-Upgrade the clinic to a hospital (32%)

-Increase staff-especially doctors (32%)

-Provide In-patient beds (16%) .
-Provide milk/clothes for the children (%)9

-Provide (working) telephones (5%)
-Provide adequate drug supply (5%)

-Build better toilet facilities (2%)

-Provide water pumps (2%)

-Provide milk for pregnant women (2%)
-Nurses should explain what the drugs prescribed are for (2%)

~Nurses should tell pregnant women whether or not baby is in the
right position (2%)

How Services can be Improved - Staff Views

The four nurses interviewed felt that the only way services at

the clinic(s) could be improved was to address the problems

identified by themselves and the patients. In addition. 2 of the

nurses felt there was a need for refresher courses and

'specialist' training in. for example. family planning.'

Reasons for Preferring Non-Government Clinic

Women utilising the Mission clinic were asked two additional

questions:-

1. What (was) good about the clinic?

2. Why have you com so fare (for those known to have by-passed a

government clinic or clinics)?

One of the main reasons for using the Mission clinic was the _

reception the women received when they arrived there. Of the 18
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women sampled from the mission clinic, 56% (10/18) said the

nurses "talk(ed) nicely" to them, 22% (4/18) that they are told

when their babies are due and 17% (3/18) believed the drugs given

were more effective (respondents could give more than one reply).

A woman who had .by-passed 3 government health facilities said she

only uses the latter for minor ailments.

Summary

The clinic study confirmed what had already been revealed by the

homestead study and that is that Swazi women are the primary

decision makers in health. The majority of the children seen at

child welfare clinics had been brought for treatment.

Numerous problems beset health facilities and these affect

utilisation primarily because the staff are impeded from

providing 'effective services' for lack of equipment and adequate

clinic space. Distance to the clinic and the lack of delivery

facilities for expectant women can be seen as major inhibiting

factors to the utilisation of modern maternity services.

Women's involvement at the clinic was confined to the role of

passive consumer.
I

The Mission clinic was found to be more popular than the other 3
I

clinics because the 'quality' of care, as measured by staff

behaviour towards the patients and availability of

drugs/equipment~ was seen to be better.
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DISCUSSION AND CONCLUSIONS

Homestead Based Study

One of the objectives of this study was to highlight not only the

extent of women's participation in health care within the family.

but also the influences on their health decision-making. The

study design allowed these objectives to be reached. Women were

found to make the majority of Qealth decisions (e.g to use a

clinic or home remedies) concerning themselves and children aged

o - 5 years. Such decisions were seen as being within the realm

of women's responsibilities which generally includes childcare.

The decision to use a health facility depended on the perceived

severity of the illness. This was the reason for 40% of the 62/91

women's illness episodes for which a response was given to the

question why a particular course of action was taken. Fifty two

percent of the children's illnesses taken to the; clinic or

hospital were perceived to be 'serious'. Lack of money appeared

to be the main reason for not taking any action (for both women

and children). Without a ready source of cash. women were unable

to act even if they believed that the illness wa~ranted the

attention of a (modern) health worker.

The majority of women interviewed at the child-welfare clinics

(79%). and ante-natal clinics (88%) alone decided to come to the

clinic. In both the homestead and clinic studies. the illnesses
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reflected the poor enviromental and sanitary conditions 1 , in

particular lack of safe water supplies, that plague most of the

rural areas.

To be able to measure women's participation 2 in the formal health

care system, it was necessary to first establish whether or not

the potential participants, in this case the women. knew exactly

in what they were e~pected to be participating. If women are to

accept that MCH services are an essential and vital element in

the promotion and prevention of diseases, they must first know

what services are offered •. and secondly. understand their

function or purpose. This study not only tested women's knowledge

of MCH services. but also their understanding of the functions of

two important components of MCH, namely weight monitoring (for

children) and immunisation (for both children and pregnant

women). It appears that women are not provided with sufficient

information and/or explanations about the various MCH services

for example, tetanus' toxoid injections. It is only if women

understand the utility of these services that they will be more

motivated to utilise them. However, provision of relevant

information concerning MCH services has to take place in tandem

with efforts to remove utilisation barriers at the health service

level. These barriers include inadequate staffing levels at rural

1 Of the 91 illness episodes
'stomachaches' and 13% 'coughs'.

(women) , 15% were

2 Participation is broadly defined to encompass both 'use'
of service which 'is usually said to be 'passive' participation,~

and· 'involvement'which entails patients/clients taking part e.g.
fn planning their services. .....
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health clinics and insufficient or total lack of provision of

services that cater for the health needs of women such as

delivery beds. The problem of distance also needs to be

addressed. Both staff and patients/clients mentioned it as one of

the main problems affecting the utilisation of MCH services.

It appears there is an information gap concerning RHMs which has.
to be dealt with urgently especially in the areas farthest from a

static health facility. Information and/or publicity about the

RHM training programme and the rationale for having such a cadre.

must be disseminated well before plans for selecting and training

someone from the communities are executed. Because the· bulk of

the work done .by RHMs involves women, their opinions should be

sought concerning this cadre.

Women's participation in primary health care at both the

homestead and health facility levels needs to be informed

participation. The latter calls for new lines of communication,

especially from the side of health workers. Health education

messages must go beyond the clinic level and into the communities

and people's homes. If wome~'s participation in primary health

care is to have an impact on health status between now and the

year 2000 (particularly their own and that of their children) it

is imperative that a dialogue be established between modern

health workers and the beneficiaries of the services they

provide. For women to effectively participate in

, PHC' , services (such as water, transportation) and ..•.:: .



119

infrastructural improvements (roads) are required. Many of the

reported illnesses were related to enviromental sanitation and

water availability (gastroenteritis. 'stomachaches'). Since it is

obvious that the health sector alone cannot bring about improved

health status. the active involvement of other sectors in the

planning activities of the Ministry of Health. for Primary Health

Care. should be considered an urgent priority.

Women should be viewed ~s concerned participants. because they

are. by and large. the primary providers of health care for their

families. This implies that communication between health care

providers and women should be a two-way process. Health workers

should not only convey messages that they hope and desire to be

understood. but they too must try and comprehend messages from

the people they are serving. To this end. community and home

visits by health workers should be emphasized. especially during

training.

The organisation of women into groups at the grass-roots level is

weak. It was claimed by one informants that husbands,prevented

their wives from joining women's groups because they believed the

women would use this as a Gover or excuse for meeting their

lovers! Nevertheless. women expressed a desire for some sort of

group.

·· ••• where they can. speak of their problems and
(learn how) they can stop diseases in their area".
(Research Ass~stant's Diary)
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why women do not organise themselves more

frequently into groups is the existence of differences between

women which render communication between them difficult. This was

clearly brought out in the homestead study where many of the

women reported never visiting their immediate neighbours, or only

occassionally.

The apparent popularity of the Zenzele group stems from the fact

that it offers women an avenue through which they can meet their

families food needs as well as the need for some cash income.

The handicraft and sewing group also provided women with an

opportunity to make money but unfortunately, it was short lived.

The person organising it, an expatriate (she provided the raw

materials and found a market for the finished products) moved

away and the group folded.

Although women saw the need for some income generating ac-

tivities, they did not necessarily realise it through a women's

group. For instance in Hluti, 9 income generating activities were

identified ranging from beer brewing. to knitting jerseys that

were sold in the Republic of South Africa. For women's groups to

become a viable tool for PHC work. they must first address

problems facing rural women. One of these problems is the lack of
i

financial resources to meet family needs for food. health care

and children's education. Women whose husbands were u?employed
,

worried continuously about where their children's scpool fees

would come from. Some women were married to men who dran.k heavily --

and refused to prepare the land (plough) for planting. ahd others

were deserted by their partners,and had to fcind for their .~_.
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Although many of the problems cited were

experienced by many women. each woman worked alone.· rather than

in a group, in.finding a solution.

The existence of a Rural Development Programme did not result in

the promotion of women's participation 'in development' through

women's groups. In fact. more women in the non-RDA than in the

RDA were members of a group. A possible reason could be that

being only at the 'minimum-input' phase, the benefits of the

programme had not yet been felt. However, the needs of women (as

a special group) were not one of the things the programme set out

to address~ The benefits to women were to be a 'spin-off' of

community development resulting from the programme (Swanepoel &

de Beer 1983). In general, welfare issues (e.g. improved health,

quality of life, availability of food) in the RDP were secondary

to the concern over 'economic' development. As in many programmes

that do not involve the supposed· beneficiaries from the

beginning, the Rural Development Programme in Swaziland has been

criticised for not addressing the problems of the poor, many of

whom are women 3 •

3 Of the 204 rural homesteads studied by Guma :& Neocosmos
(1986), 16.2% were headed by women. Of these. 22.5% were
classified as 'poor'. Relative the RDP, similar proportions of
poor homesteads were found in the non-RDA (32/156) and RDA
(8/43).
de Vletter has argued that the RDP in fact succeeded in raising
the standard of living not through increased agricultural
production, but (by displacing rural (male) labour) through wage
earnings which increased homestead income. Carloni (1982) in her
study of women farmers in the Northern RDA found that for maize
production, increased input of e.g. tractors did not lead "to
increased maize output, but merely to the maintenance of current,"·,.
levels of output with less male labour" (Carloni 1982,p.22, see-
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In so far as education was concerned. there were no significant

differences in terms of knowledge of MCH services. vaccination of

children. knowledge of the functions of weight monitoring and

immunisation. and health behaviour generally. between women who

were illiterate. and those who had spent a number of years in

school. Motivation 4 must therefore be seen as one of the

important factors influencing the ~tilisation of available health

services. The provision of information about the services. either

through family members. neighbours. or the clinic is also

important.

Although the knowledge of modern contraceptive methods was high

among the wom~n in the study. less than a quarter reported they

were currently using a contraceptive method. Although this figure

is higher than the current user rate for rural Swaziland

(13.1%)5. it does not really tell us how long the women had been

using the method. or for how long they continued to use

contraceptives.

Two of the reasons advanced for so few women in the developing

world using contraceptives are a) that women are not motivated to

use them. and b) large f ami! i es· are sti 11 preferred (Acsad i &

also Sachs & Roach 1983 on the same point).

4 Women want to
educational level. They
services that will
preventive).

see their children healthy regardless of
will therefore want to make use of those
bring 'good health (curative and

5 Based on women 3.279 women aged 15 - 49 years interviewed
for the national Family Health Survey 1988 (Ministty of Health
Swaziland. March 1989) ~'"'"'.
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Johnson Acsadi 1984). However, motivation to control or regulate

fertility arises out of a given context ~nd/or personal experien-

ces. In the rural areas where this study was undertaken, the

socio-economic conditions are far from ideal. The majority of the

people are barely s~bsisting, and the burden of responsibility to

look after family welfare falls on the women. Evidence from this

study also strongly suggests that the experiences of many women

in their reproductive period are not conducive to a desire to

control fertility. A high pregnancy wastage rate, as well as the

1055 of children in the 0-2 year age· group may possibly be

inhibiting women from being interested in using contraceptives.

Thirty seven percent (37%) of the women in the study reported

having less children than pregnancies. Fourteen percent (14%) of

the women had experienced at least one miscarriage. One woman

reported having 4 miscarriages. This is clearly indicative of the

poor, and/or inadequate, pre-natal care women receive within

their families (e.g better nutrition) and from modern health

facilities.
,

Another factor which may be influencing the use of modern method

of contraception is the changing social enviroment where

traditional sanctions relating to pre-marital pregnancy 'no longer

operate (the 'old' customs etc have been discarded but no

structure with similar functions has been created). One of the

reasons for this is that grandmothers, who traditional~y had the

task of educating young girlB about sexual matters, ~o longer

have absolute control and/or influence over the young. In

'traditional culture', youngsters were apparently taught that ~-c
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pregnancy outside marriage was shameful. and from what the TBAs

said. girls were told how pregnancy could be avoided (although

whether or not these methods worked is impossible to tell).

Nowadays. many children are away at school. and may not even

reside with their grand-parents. Most of the women in this study

reported that they were never told about menstruation. or how

babies are made. Forty four percent. 44%. of the respondents were

single women.

Scarcity of health resources such as personnel. delivery beds and

equipment. and the geographical inaccessibility of the clinics

all appear· to be major factors influencing the utilisation of

maternity health services (as well as other MCH services). Given

these facts. the possibility of training and upgrading the skills

of TBAs should be given serious consideration. However. TBAs (and

older women - bogogo. in the homesteads) ought to first be

consulted in order to find whether they are interested in being

trained (Alakija 1984) and what they consider to be their needs

in terms of improving their skills and knowledge. The six TBAs

interviewed for this study indicated that they would not mind

being given more knowledge (about how to better help pregnant

women) by health personnel 6 but they felt they were too old to

undergo any training. It is also imperative that ~omen in their

childbearing period be involved in discussions about TBAs

6 i.e they wouldn't mind learning from them.
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generally and TBA training in particular 7 •

Traditional Birth Attendants and other bogogo within the

homesteads currently provide health care and advice for most of

the expectant women in the rural areas. They have accumulated a

wealth of knowledge about traditional maternal and child health

care which ought to be utilised by modern health care providers

when for example, planning health education messages. An

essential prerequisite to the above is to first delineate TEA

practices and beliefs according to which ones are beneficial and

which ones are harmful.

The fact that TBAs' knowledge, beliefs and practices may vary, as

regards pregnancy, childbirth and the care of newborn babies,

means that' generalisations cannot be made about their work, or

the influence these practices and beliefs (may) have on maternal

and child health. However, an important issue raised by the

examination of TBA beliefs and practices is the extent to which

these beliefs and practices are contributing to the maternal and

infant morbidity (and mortality). Relative to the latter, some

areas of concern have been identified and these are ;

a). health problems during pregnancy and how they are dealt with

by TBAs

b) the level of hygiene during childbirth, especially when.labour

is obstructed

c) the instruments used for _cutting the umbilical cord and

'medicaments' for dressing it

7 Since these are the consumers (potential and actual) of
TBA services, they may identify areas in TBA knowledge and
practice.thatcould benefit from some ·formDf training.
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d) 'episiotomies' performed by the TBAs

e) TBAs competence in dealing' with complications such as breech

deliveries,. post-partum haemorrhage and retained plcenta

f) care of pre-term infants

There is an urgent need to first investigate traditional beliefs

and practices concerning maternal and child health as a starting

point towards improving maternal and child health as well as

strengthening the MCH services.

Clinic Based Study

Staff/Patient Relationship

Although the relationship between staff and patients at the MCH

clinics was observed to be cordial, staff were nevertheless

regarded as belonging to another 'class' by the majority of rural

women. The most obvious reason for this was that nurses are more

educated and therefore 'different'. The other reason was that the

nurses, being government employees, are usually posted to clinics

not situated in their home areas, and are therefore 'strangers'

in the communities in which they work. Their contact with the

homesteads was minimal, partly because their training and

therefore work orientation focuses on static clinics (the visits

depended on how much time the nursse had to spare, in other words

the clinic workload), and partly because they lack transportation

to enable them to conduct home visits (those who are motivated).

It is only at the mission clinic that home visits were reported

to be a regular feature. The scattered nature of the homesteads

made it impossible for the nurses to cover· homesteads that were~c-,
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very far away from the clinic.

Apart from the usefulness of home visits in detecting cases that

require hospital·or clinic attention, such as tuberculoid (T.B.)

cases, malnourished children, and expectant mothers, home visits

can be a vehicle through which some relationship may be

established between the clinic
.

nurses and women in the

homesteads. If nurses can be seen in the homesteads regularly,

perhaps the image of them as people belonging to a separate class

may begin to change.

Because nurses are perceived as being a group apart, this creates

a barrier to communication between themselves and women using MCH

clinics. One of the women we interviewed in the homestead sample

explained that in their ·area, people belonged to different

classes. Those who were 'better off' (of a higher class) could

chat with the nurses but those who were poor (lower class) could

not. This attitude, based on how the women assessed their

economic status in relation to the nurses, may partly explain the

reluctance by women to air their grievances/complaints to the

nurses.

Although Rural Health Motivators (RHMs) may fill the need for a

formally trained health workers within the community, this still

does not resolve the problem of health workers, nurses in

B RHMs cannot surely be expected to undertake tasks that
full-time health workers find difficult like for example,
visiting 40 homesteads within their catchment areas? In a study
of community financing of RHMs, Connolly and Dunn (1986) found
that the RHMs in the study areas had very- little routine contact
with 'members of the community'. There are obviously numerous~< .- ..
reasons for this but the question of accountability must come first~~
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particular (and by implication the clinic), being regarded as

external to the community.

There is clearly a need to establish better relationships between

clinic users and clinic staff that are conducive to participation

of users in the management of clinic activities, such as

scheduling clinic sessions. What is required is continuous

dialogue:between users and providers about no~·onlyproblems that

affect them individually. or as families, but also problems that

the users associate with the health care delivery system.

Knowledge of these problems would greatly assist health workers

in their efforts to improve clinic services.
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RECOMMENDATIONS AND AREAS FOR FUTURE RESEARCH.

The present study has uncovered a whole range of issues relating

to women and their participation in health care which need to be

addressed if women are to benefit from current efforts to promote

PHC in Swaziland. These issues fall into two broad areas; primary

health care within the homesteads and the community levels, and,

Primary Health Care at the clinic level (the formal health care

delivery~system). The following recommendations are made to

reflect the issues raised at the two levels.

Recommendations

1. The M~nistry of Health, through the Primarx Health Care

Committee, should seriously consider a working definition of

'Primary Health Care'. A clarification of what is meant by PHC,

in the Swazi context would greatly assist in the planning and

evaluation of 'PHC' activities in the country.

2. The Ministry of Health~ through the Primary-Health Care

Committee, should closely examine the concept of 'community

participation' and what it means in the Swazi context relative to

women and men. In this regard, attention is drawn to the need for

a gender-oriented approach to planning and implementation of

health and other services.

3. The Ministry of Health should examine the possibility of

working with women's groups in the communities as channels for,

not only health messages from 'above', but also (most
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importantly) learning what women consider to be their priority

problems. Although few women in the study belonged to a group, a

number of groups, serving different needs, were identified by the

study. Knowing what groups exist and what their functions are

could be a beginning to a better understanding of the potential

for mobilising women within the community for health related

activities.

4. The Lutshango Lwaka Ngwane, the national organisation for

Swazi women, should engage in discourses with all women's grou?s,

both formal and informal, with a view to establishing a (better)

platform for women to voice issues that concern them as women.

Many women in the homesteads indicated the desire for 'group'

through which they could air their views about the hardships they

face in their daily struggle to maintain their families. Other

women were experiencing problems with their partners, especially

lack of financial support.

Although the Lutshango is the umbrella organisation for Swazi

women, most of the women in the study felt that the organisation

was there merely for purposes of mobilising women's labour

whenever it was needed by (especially) the chief (to cut

thatching grass).

5. Health education campaigns should address themselves to the

I

question of men's involvement in family health, and in

particular, the health of women and young children. Specifically,

. the substudy on the knowledge and use of contraceptives has
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indicated that women have minimal decision-making power over an

issue which directly affects their health. Continuous health

education campaigns for men (including adolescent boys), on the

importance of family planning for mother and child health. should

be given serious consideration.

Relative to maternal health, women in the homesteads stated that

men needed to be told of the harmful effects of strenuous work on

pregnant women.

6. There are problems with the MCH care delivery system (as

indeed with the health care delivery system as a whole) that

necessitate the exploration .of alternative ways of delivering

health care for mothers and children. Having an MCH programme,

essential as it is to the PHC schema. is not a panacea to the

problems facing women and children. But, given that MCH services

are there for the benefit of the women and children, a necessary

step towards improving the services is to know what women think

of the services and how they think services could be improved.

The recommendations are therefore that;

a) Periodic, homestead based studies be undertaken to assess

women's perception and evaluation of the care provided at the

clinics. Theae could be undertaken along with clinic baseij

studies, but it is felt that homestead based stUdies will include

the opinions of women who do not use formal health 'care services

at all. and those who use them infr~quently.
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b) One of the functions of the Clinic (Health) Committee .should

be to hear and note complaints about the clinic services, with a

view to feeding this in~ormation to the Regional and Central

levels. The clinic level study has indicated that a need exists

for a platform for MCH service users to air their complaints. The

necessity for health workers and planners to know the level of

satisfaction and/or dissatisfaction with existing services (from

the clients themselves) cannot be overstated.

c) Home visits b~ made an essential criteria for judging the work

performance of health workers in the rural areas. During the

study, many women made it known that they needed some instruction

on 'good health practices'. Visits to the homesteads would enable

the health workers to assess the practicality of the health

education usually dispensed at the clinics. They would also be in

a better position to offer women advice which is relevant to

their (home) circumstances. These visits would also minimise the

communication barriers that exist between health workers (nurses)

and MCH service users.

d) All efforts be made to consult women in the community before

health services that have. them as the main beneficiaries are

established. Particularly pertinent to this point is the training

of RHMs. Because most of the RHMs' work concerns women, the

latter should be informed about the rationale for training such a

cadre well before selection of the trainees begins. Women should·_··

also be the primary participants in the selection process for RHM
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trainees. In this way, the RHMs will be accountable to the women

they are serving, rather than to their supervisors, the clinic

nurse. Furthermore, it is important that women's

opinions/attitudes about the whole idea of having such workers be

heard.

7. In order to better evaluate the coverage of MCH clinics and

- programme performance (in terms of- objective~ and targets),

health workers posted to rural clinics should, be provided with

basic statistical .information about the areas they are serving

such as the number of homesteads in the clinic catchment areal,

and, the population by age and sex. This information should be

updated on a regular basis. This type of basic information will

be very useful for planning homestead visits, and in assisting

nurses to set targets for e.g. immunisation coverage (for both

mothers and children).

8. The Ministry of Health should consider undertaking research on

TBAs, 'their beliefs and practices, and how the latter are

affecting the health of pregnant women and infants.

1 This point cannot be better stressed than the: finding of
the clinic study undertaken -by the Ministry of Health in 1984~

The catchment area of the clinic was not known by the rural
clinics visited (MoH 1984).
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Areas For Future/Further Research

1. Women's Knowledge of Health Services /PHC /Community

Participation

Surveys in other regions could be undertaken to establish if the

results of the substudies on women's knowledge of health

services, PHC, and Community Participation are generalisable. The

importance of such surveys cannot be overstated. If the Ministry

of Health is commited to the goal of Health for All by the Year

2000, it is imperative that the groundwork for establishing how

much women (and people in general) know about this goal be

undertaken first. The surveys would also provide some baseline

data from which to evaluate future developments.

2. Traditional Beliefs and Practices

Research to find out which of the beliefs and practices can be

incorporated into topics for health education. For example, if

women routinely seek the services of tinyanga to protect

themselves against ipulete and inkonjane, then these diseases can

be used as examples to promote tetanus toxoid injections for

pregnant women.

3. Maternal Health

In order to convince women that fertili~y regulation is

beneficial to their health and that of their children, a number

of problems will need to be addressed. The most immediate are

problems relating to experiences of child loss and miscarriages.

Research is therefore required --into the frequency and causes of
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miscarriages. This research would determine (among other things);

- the general nutritional level of expectant women

at what stage miscarriages occur e.g. first, second trimester

- the incidence of pelvic abnormalities

- the incidence and prevalence of toxaemia and associated factors

- the effect of workloads on maternal health

. - the incidence of (foetal) congenital abnormalities

4. Mental Health

Without doubt a lot of women are under considerable stress as

they~struggle to maintain their family's welfare. A woman who has

numerous demands o~ her cannot be expected to provide a

harmonious, loving and tolerant enviroment for her family.

Research is therefore required to establish to what extent the

demands and expectations on women are affecting their mental

health.

5. Infant/Child Health

Research is required to determine the incidence and prevalence of

neonatal tetanus. This research should address the following

questions;

- How many deaths are due to tetanus in a given area?

- How are TBA practices contributing to morbidity and mortality

due to tetanus?

- Of the infants 'dying from tetanus, how many have mothers who

have received the tetanus vaccine.
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- ,"--,.,. - ANNEX FORM 1
. Homestead Head or other senior

or responsible person

1.

~.

3.

4.

5.

6.

PARTICIPATION OF.. WOMEN IN PH.C -:. SWAZILAND

Date of interview __.:...../__].. 19

HOMESTEAD IDENTIF~~~JION

(First Visit Only)

AREA
MIN-RDA D
NON-RDA U

ENUMERATION AREA NUMBER ~~ ~~ ~ ~~

HOMESTEAD NUMBER~

NAME OF HOMESTEAD 'HEAD ACe CJ:J

OTHER HOMESTEAD MEMBERS
6.1

._ ..

I ADULTS AGE 15 OR OVER I
1

• " • I-
I

I I I I Relationship to Home- I
I NAME I M/F I AGE or APPROX. I stead Head I
I I I I I

1 I I ....._! I I
2 I ........_- I '.. 1.... _. I I
31 I I I . I
41 I I I 1

5 I I .. . . I I L."-"-
6 I I I I I
7 I .1. I I I---
81 I I I I 'Lb.,

" - --
BEST AVAILABLE COpy \}



CHILDREN AGE UNDER 15 YEARS

Relationsh"ip to
Homestead Head

FORM I

HUr~l:.~ I t.I\U !Ut.N I H' 1~AT I~I~--- -"-
(First Visit'Only)

6.2

-" ----
I
1__. - _

1 1 I AGE in years 1

I NAME I M/F I months if 0-5 I
1 1 I I----------

1 1 , 1, 1 , _

2 I I.J 1
31 I I 1__-- _
4 I .....J I 1 _

5 I 1 I 1 _

6 1__ . I. I 1 _
7 I 1 I 1 _

8 1 ......;. _1 I 1 , _

7. Total Number Males ~

8. Males Aged 15 and Over c=:o
9. Total Number Females~

10. Females Aged 15 and Over~

11. Total Number Children Under 15 years~

'lil
12. Total Number Children 0-5 l---JL---J

13. Number of houses/Rondave1s/huts [TI
14. Number of cattleOJ] Goats o:=,]Sheep[]JOther(S)

BEST AVAILABLE COpy



15. Do the cattle belong to you? Yes 0 No 0

FORM I

16. If No. find out how many b.elong' to him/her. (write down number or state
in words what respondent says)

17. Crops grown: MaizeD Sorghum 0 Peanuts 0 Irish potatoesD

Sweet Potatoes 0 Tobacco 0 Cotton t=1 Cabbage D
others (Specify) _

18. 06 y¢U have a ye~etllblc garden? YQ~ 0 No 0
19. If Yes, w,ho is mainly responsible for it? .

20. When the crops are harvested from the vegatable garden, what do you do
wi th them? Don I t know D Se11 some of them D Se11 them 0
Use them for ourselves~ Other(specify) ------

21. If sold (in part or all), who keeps the money?
•••••••••••••••••••••••••••••••••• 411 ••• ,. ••••••••••••••••• , •••••••••••• 411 •••

22. Where do you get water for home-use?

Rain 0 River 0 streamD Tap0 Where is tap? •.•••• ~ .....

Other (speci fy) _.'

23. Does the homestead have a latrine(s)? Yes 0 No D or other form

of toilet? If other specify ----
(Interviewer. please check if said toilet exists).



FORM I

24. Educat.io.n/Literacy. for homestead members aged 14 and overt' ask level of

educationj

("UHl you go to schoo'''? If Vt!s "WhClL ~l(lmJdnJ ..lid yvu i'l!:b.:.h"? If No

"Can you read" ann "citn ynl/ writ.fl"? nf,K Appropriate one

-

>-
t- >-
.~ ~,~
g: 1.1.1 ~LU ;:x:
> t- Q.,...... o .Vl
Z
:J

--
_._•.' 4

-_ ..

1

-.- ._---
l£VEl OF' t Reading I Writingl Primary School-STDI Secondary School-Form I
~CA!ION L 1.1 " .' I
NAMt", : Cdlll Cdll-I Ca" ICar. 1 I I II 1 II I I IV I V 1 II II I I II I IV I VI 'n I

~ 1not I Inot I. 1 I 1 1 I I I 1 1 I I
_ _1_1_ .. '_1_1_,_...-,_1_1_1_1_1._1_'_1
___1_'_I_~-'_I_I_I __I_I_I_I_I_I_I_I_I_I
___1_'_'_. _1_'_1_1._.1_1_1_1_1_1_1._1_1
___1__1_1_1_.1_'-_1_'1_1_1_1_'_1_1_'_,I
---....._1_1_1_1_1_1_1_1_'_'_1_1_1_1_1_1
___I_!_I__1_1_1_I,__.-'_I_I_I_I_I_I_I~ .. _1

__I_I_I_I_I_I_I~I_J_I_I_I_I_I_I_I

___1__ .1..__ '_1_1_'_. I. _1_1_1_1_1_1_1_1_1
__1_1_1__.1_1_1_1_1_1_1_·'_1_1_'_1_1

___1_1_-' .. J_I_I_I_'_I._I_I_I_I_I_I_I
__ ... _1_1_1_1_ ..1_1_'_1_1_1_1_1_1_1_1_:

BEST AVAILABLE COpy
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ANNEX .2
FORM II (a) PART A

Children 0-5
Pregnant and/or Lactating women

PARTICIPATION OF WOMEN IN PHC-SWAZILAND

Date of interview / / 198
-~--

Illness Recall Form/Use of Health Facilities

1. Homestead Number~

2. Name Homested Head " llI .

3. Person for whom form is filled in

(a) Pregnant woman~
Name " """ .

(b) Lactating m~ther ~
Narne "". J I • I ••••• , " " ••

(c) Child aged 0-5 D M D F 0
NamQ . I .

_0- .:;7' 4. If (c) Relationship Ofr~hi'dtO) inte~.~io.:~e.e~ Mother

Grandmother

Sister
Aunt

CJo
CJ
CJ

Other (specify) ••••• til " " .

5. Complaint: Diarrhoea
Vomiting
Diarrhoea/vomiting
Cough
Che!\t pain
Other (specify) ;., ~ .

J

/ \'\'V



FORM II (a) PART A

6. What was done about it?

(a) Nothing 0 if (a) Why? ..

,Went to (b) Clinic 0 ·Name ••••.•••••••••••.•.•••••••••••••..•..••••••
(c) Hospital 0 Name •••••••••••••••••••••••••••••••••••••••....

(d) Health Centre D~ .
(e) Traditional Healer Specify type •••.••••••••••••••••...•.••
(f) Home· remedy(ies) Name ••...•••••••••••••••••..•••••••••••

Why? •••••••.••.•••••••••••••••••••••••••• , .

(~) Other (specify) ••••••••••••••••••••••••.•.•••••••••••..••••••••

7., Why did you g%r take child to (b) (c) (d) .(e) (g)__

If answer is (b) to (g), who made the final decision?

(a) Self alb) Husband §(C) Homestead Head
(d) Brother (e) Brother-in-law (f) Grandmother

(9) Grandfather (h) Sister (i) Other( specify}

~. it answer to No. 7 1s not (~sk, "0,.hL.rUU ill Cllly WClY IldYt: 6 ~al i"
deciding what to do?" Yes L-J No L.J

If yes t what did you do?, .

If No how was decision reached? (Please write down as best as you can
illl~rvi~weel~ account of how dee;s;on was made)

· ..
· , .
· , .. , .

9. Visited (clinic/hospital etc. specify) .

10. Rdl~VI\+ II\lIllut"latiO!'!.D Ante MtnlDothCln (spccify) •••.•......•



· .
ANNEX 3

FORM II Ca) PART B
Mothers of chi ldren 0-5 yrs

Pregnant and/or lactating women
Guardians of children 0-5 years

PARTICIPATION OF WOMEN IN PHC-SWAZIlAND.-
Date I / 198

Name of Homestead Head) •••••••.•••••..•.••••.•••••••.•••••••••.•••••••••••.••
Homestead NumberC: I:L [:: I .
Name of ll1 tervi ewee .....•....... III •••••••••••••••••• III ••••••••••••••••••••••• III •

To be ~ske~ on first yisit to homeste~~. (all in sample)

1. 00 you know about health serv ices for mothlfr$ and ch i 1dren?

vesD NoD If yes, where can you get them from;.;.;.?:..._
(Name of health facility) ....•••••••••• Dont know L ___
N/A I: ~ I

~. 2. (It yes.) Can you name any of the services given?

Mothers-_.-
Ante-natal o Children

Weighing

Vaccinations r===:=J
(Immun1 zat1on)

Weighing 1__

Health education r=:===l

Vaccinations

(Iliallu,'I'izatioll )

Treatment 0
(specify)

]

Nutritional adv~
pregnant women L...J Other (sped fy) ---------.--

/ \~~ I



Mothers

Delivery

Post-natal

Family Pl anni ng

Treatment~ (specify) _

Children

FORM II (a) PART 8

Other (specify)
--~

3. Wh~n did you first hear about·these services~ ••••••••••.••••••••••••••

4. Do you know what the vaccinations are for? Yes r:==:J No' c===J

If yes state for (a) Child •••••••••••••••••••••••••••••••..•.••••••••
Cll 1 Prr.gnilnt woman ••••••••••••••••••••••••••• I 1.1 •• I

5. If immunizations/vaccinations mentioned. ask how many (~nd tick)
1 ~ J 4

(a) a pregnant woman needs~
(b) a child needs =

1 2 3 4

6. Of the children aged 0-5. have these children been vaccinated? I

YesD NoD Dont KnowO N/A 0
If y~~ (tick which is mentioned/shown on imnunization card)



FORM II (a) PART B
Vaccinations Received

Name of child BeG DPT I OPT II DPT III MeoRles
POLIO POLIO POLIO

- . . ..

1

_." ., .
2

~

3

4

-'5

6

-,
7

7. If the children have. been vaccinated, who dec1ded to have them vaccinated
.............................................................................

8. (Ask mothers of n-Il) Whpn you wprf nrr.gnrmt with Nftmr.
Did yo'u go to' the Clinic/ Hospital/ Health Centre?

YesD NoD Dont knowD Cannot rememberD

I I I I I I I 1.1 I • I I I I I I I

9.

If yes what di d you go for? •.••••.••.••••.•••••••••••••••.•••••••... ~ ..

(If woman curr@ntly prQgnant, ask) D~ go to the clinic now thitt ynu
are preqnant? Yes 0 NoD N/A L.......J

If yes, what do you go for? (ur- if ::.h~ Sdy::' ~he did 1.:10, what did she go

for? ) , 41 .

10. Do you know~women's organizations in this area?
YesD NoL-J N/AD .

If yes which? LutsangoO' zenzeleD Other (specify). .

BEST AVAILABLE copy



fORM II (a) PART B

11. (If answer in 10 is yes ask) Do you belong to any organization (or to this
'organization?) vesD Not=] N/AO - - \ .

If ~ what are the activities of your organization? •...•••••••••••.•...

12. Which is the neare~t clinic? .•.•••••••••••••.•••••••••••••.•.••••••••••
Dont knowD N/AD

13. 00 'you ,know any traditional healers in the area? vesD No 0 NA 0

14. (If yes) what type are they (e.g. Inyanga. sangoma) •••.... ~ ..•••••••• and
how em they.heal people? 0 •••••••• , 'N/A D· ..

15. What about traditional midwives, are th~re any 1n this area?
YesD NoD Dont knowD N/AD -

16. (If No ',or Dont know) Who usually helps women deliver if they have their-- --"--
baby at' home? It 41 .

17. Have you heard of Rural Health Motivators? Yesr:::J Nor:::J
Don't know 0 N/AD

18. (If l.e.~) D~ have one in your area?D YesD N~D
Don't know~ N/Ar===I

19. (If -res) Has she/he ever visited you?W YesD NoD N/AD

.~



ANNEX 4

FORM II (b)

For all Homesteads

PARTICIPATION OF WOMEN IN PHC-SWAZILAND- .'-

Date of interview I

INTRA-FAMILY DECISION-MAKING. . -

Health Related Decisions

, 198

(First visit only)

1.

2.

4.

6.

6

7.

8.

9.

Homest@ad Number~

Name-Homestead Head, ••• ~~ •••••••.••••...•••••••••••••.••••••••.•.•• ~,.

MIN-ROAD; NON-RDAD

Interviewee (name) .•••••..•••••••••••••••.•••••••••••• " .•••••••••••••

Ra,at;oneiP, to Homestead Head: .an).lJ'QfeD First wifeD
2nd wife Oduy"l~r·D MuLh.:~ l-J Motl\e,·-in .. 1awD -. '-l
other (specify} ••••••••••..........•..........•....••....•.......... t.·•.- .'

nnp~ hnmp~tp~d have vegetable g~rde~? y~~~ NO~ N/Ar===J

What ; E grown? __ I .. I I ••••••• , .

Who is mainly responsible for it? .

Whose idea was it to have the 9arden? .. ~ ....•.••••••••••••...•......•

10. What do you do with the vegetables? ........••••••••••••••........••••

11. (If vegetables sold in part or all) Who keeps the money from the sales?
. . . . . . . . . , , . . . . . .. Why?..... ......•...•. ~ .



FORM II (b)

12. What is the money used for? ...............••.........................

13. When someone in the house is ill and has to be taken to the clinic, or to
the traditional healer, or medicine bought for them, who generally
decides about the money to be spent? ••••••••••••••••••..••••••••••.••

14. What about money for buying for example sugar, salt or clothes, who
controls that? (If they say homestead head, ask, what if he/she is not
there?) " '..........•.......................... · .

15. Who is responsible for cooking? ••••••••••.••••••.•••••••.••....•••••••

16. Who decides what to cook? ...•• ~ •... ~ ..•••....••.......•...•..•.••.....

17. When the food is ready, how is it shared? ••••.....••.••••••••••...•...

OBSERVATIONS:

18. Notes'to be made each time on the following:

la.' e1eilnllness dr'uulIlJ 1I1t~ I.UIllt:::»Lt:6J, who does thf elean;ng? \lho

directs the cle~ning? •••••••••••••...•.•••••••••••••••••.••••••••••

18.2 Childcare Who looks after the children 0-5 years? (\~rite dpwn your
comments about everything you observe e.g. feeding, are hands
washed, or plate etc.) , ...........•...................

19. On each visit make sure you observe who is working on the vegetable
garden if there is one. or if it is the garden for maize etc. and
generally what is going on in the homestead especialll with the women and
children ' .

20. If there are new items purchased, whether food, clothing etc. who decided
that such an item was required, but if difficult to ask observe and write
down comments 1ater. . tI ••••••••••••••••••••••••••••••••••••••••••••• , •••



J. --
ANNEX S·

FORM II Cc)

for all Homesteads)

Date I / 198----

INTRA-FAMILY DECISION-MAKING- _. .---_.

Health Related Decisions (Subsequent Visits)

1. Homestead NumberITUTI

2. Naule-Homestead Head ••.••. a .

3. . MIN-ORAD; NON-ROAD

4. Vegetable garden

4.1 Who ;s tending it? .

4.2 Sal~Veg~es: ~ vegetables been sold?
Yes~ No~ N/A~

4" fTf lf~l Who keDt the money from the sale? ••••.•.••••••....•••••...•

4.4 Hd~ L11l: l\lO"~Y been u~cd1 YocD NoD N/AD

4.5 (I f l~.s) What was ; t used for? 0 0 • 0 0 ..

5. Illness in the family

5.1 Has anyone in the house been ill? vesc==J Nor==J N/Ac==J

·5.2 (If yes) Name of person 0 •••••••• 0 0 •••••••• 0 •••••• 0" 0 ••••••

BEST AVAILABLE COpy



5.3 Was person

FORM·II (c)

given horne remedy (describe 1t) .•••.•••.....• ~

ti~9n/w~nt to triln1t1nni1' hr.ch:r

taken/went to clinic/hoipital
b0ugbt medicine from shop

5.4 How much money was spent? (approximate amount) ••••••.••••..••.•••

5.5 What was it spent for? Medicine from shop
Medicine from traditional healer~~

fee for traditional healer

Transrr~~i ion
Uther specify

5.6 Who decided that money should be spent for this? ••••••.•••......•

6. Food distribution If following were eaten yesterday, who got the lIIu:>l,

least and none? , .

6.1 V~y~lables (state which vegetable and who got most) ..

Who got the least? ...•.•...•.......••...•.....•.......•.........•....
Who got none? •• , -•••• , •..••••••••. -••...• II •

6.2 Meat/beef Who got the most? .•••.•••••.••••••.••••..•.•••.•••....••••.

Who got thi least" ,0 ••••••••••••••••••• 1.111'1"' ••••••••••••••••••••

Who got none? ••..•.••• 4 • , ••••••• t ••••• -••••• I •••••••••••••••••••••••••

6.3 Meat/chicken Who got the most? II •••••••• II II • II ••••••• II •••••••

Who got the least? III ••••••••• 11 II'

Who got none? •••••..••••••••....•.................... , I I , •••••••• II ••

6.4 Milk (Emasi) Who got the most? ..••...••••....•••••••.. ~ .••.•.....••.•.

Who got the lea,st? :..•.•••....•.•••

Who got none? •• I' ••••.••••••••••...•••••••••..•••••••••.••••••.......•

6.5 Other? III

Who got the most? ••••••••.. III •••••••••••••••••••••••••••••••••••••••••• "

Who got the 1east? ••••.....•••••••• to. ,. ~- ••••••• '0' •••••••

Who got none? ......................................... , .

( \
\"C7
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ANNEX 6,

..

PARTICIPATION. Of. WOMEt!. IN PHC-SWA?,I.LAND

FORM III (a)

COIIIIIunity Level

OBSERVATIONS' (Participation) at Women's MEETINGS. -- "- -"'-
NB: After this meeting please make appointment to interview group leader(s)

1. ENUMERATION AREA NUMBER~

2. Name of AREA .

3. I~dlllt: uf WUIIICI11;J ~\'6Up•••• """",.""""""". - - ••• - _ •..

4. Date of Meeting _. _'_ ../198_

5. Ooe~have a 1I1 eader" (i .e. President, chairperson etc. )? •••••••••••

YesL-J NoD

If v.~~ who l'S ,'t~, ~ " .

6. Proceedings
6.1 Topids) rlisrll,\,\prf (ill (bLII,.,,,,, (c) ••••••••••

6.2 Who brought U up? (a) (b) (c). .

(Chairperson, individual woman etc.) .

6.3 Do i or more of the WOmen take part In dIsc~lsions or are they mainly
listeners? i or more take part

~ or more mainly listeners

G.4 Do~! it orp~ap th~t ~omc idcntifiiblo wom9n arQ more listenerl to, nr
that they are "influential" in the meeting? YesD NoD

6.5 Describe proceedings and explain what you mean by answer in 6.4 .

............. ......................" .

.... , .

6.6 How did this group start? (ask group leader or person who was member
from beginning)

BEST AVAILABLE COpy



ANNEX 7
~

PAR~ICIPA!)ON OF WOM~N IN PHC-SWAZIL~ND

WOMEN'S GROU~ LEAD~R(S) IN~O~MAL INTERVIEW

(TAPE RECORDER)

1. ENUMERATION AREA N'UMBER o:=r=r=TI

FORloi III (b)

ConJIIunity Level

2. NAME OF AREA •••• 11II ,. ., ., '" ••••••••

3. DATE _ ./__/198_

4. Could you plp.a·5e tell me your name and a 1ittle bit about yoursel f?

5. What is the name of your group?

6 How did it start?

7. How many women were in the group when you started?

8. What are the groups' activities?

9. (If nothing on health mentioned) Do you do any activities related to
health?

10. (If ye~ to numbe.r...~) wh"t are these activities?
11. (If not mentioned in answer to Number 10 Has y~ur group been involved in

building latrines. setting up water taps or wells?. . - . .

(If yes ask.) Can you tell me a bit about the (latrine_building) (~_ater

taps) (well (5) or any other related activity if any?

12. What do the husbands and men of this area think of your group?
(Do lh~y lid"'" it is e good thing? Have th~y ever made any comments to
you about it?)



FORM III (b)

13. Are there any other groups/or is there a group or activities in this.
community in which women take part? (That is, activities which involve
everyone). (If yes) please name them?

. 14. What is usually discussed in these groups/me~t;ngs/(or if activities what
are they) ?

15. Do women speak up if matters concerning them are brought up, for example
digging wells. building a ~linic?

16. In your group. can you say there are some women who are more active and/or
vocal than others? (If l.e~) Can you tell me who these women are? (Their
names and name of Homestead Head if they are not the Heads.)

17. (a) Finally, Do you think your group's activities have made/or will make
any differences in the lives of the women in the group?

(b) Have the activities made any differences t%r contributed to the
community? (If~) How?

18. If health activities have been mentioned. how have these made any

differences? (ask item by item)



, '
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ANNEX B

fORM IV

Regional Level
Tape Recorder/Notebook.

PARTICIPATION OF WOMEN IN PHC-SWAZILAND

INFORMAL INTERVIEWS WITH REGIONAL STAFf

1.
- , .' _. ---

MEMBER,
REGIONAL REG.
HEALTH M/F HOSP. PHIJ OTHER
MANAGEMENT
TEAM
.Y.E.S NO

-0 0 ' -..
r.flr

. o' ••'

spital
-. -., -, ..

th unit
.. - ..

inistrator
--- .-. - .... ...

.. . ---, -.. ' .

Regional Health Adm

Matron, Public Heal

Matron, Regional Ho

Sp.ninr Mprlir.al Offi

DATE INTERVIEWEE

Other (specify) _
--'"

......

2. MCH SERVICES _--- -

2.1 Could you tell me how the MCH services in Shiselweni Region are
organized?

2.2 What services are offered for (a) mothers (b) children?

2.3 How many health facilities in this region offer MCH services?

2.4 How many of these ar~ (a) company (b) mission (c) private
(d) government c

2.5 How often are these servicp.s ~rnvirlpn? i,P nRilYJ ,wprkly?

""..
r



fORM IV

2.6 Do you have mobile services? How many? How often are they run?
Who runs tham?

2.7 Who is resposible for dispen~ing MCH services at clinic level?

2.8 Is this person trained in MCH?

J. Do ,you IldYt: ~ll1rr lIIt=diIl9~\ lu ~I:s\,;uss spt:!dftctllly MCH services and tne
problems and/or other issues that staff may be encountering?

4. What are some of these issues/problems?

5. . (If yes) How often do you have meetings?

6. Who decides on the scheduling of services?

7. If there are certain issues requiring a decision) for example, what days
to immunise the children, who is likely to decide?

B. Are the clients/patients involved in any activities at the
clinic/hospital/He? If yes what activities?

9.· If there are complaintfi r.onr.prning thE' services provided or about the
provider (e.g. nurse) is there a person or a place the patients/clients
can go to? If yes who or where?

11. Do you think. the MCH services in Shiselweni need improving? How?

12. What is your role in MCH services?

13. When is your next staff meeting? Is it alright if I came along?

BEST AVAILABLE COpy·
!.



FORM IV

14. Could you tell me a bit about other health care services within the
communities, that is, apart from the government, mission and company
ones? Can we start with

(a) !raditional health~~ervices (healers, midwives, herbal ists)
(b) Self care

15. How many Rural Health Motivato~ rio you hay; in thi& Region?

16. What is their main function/duty?

17. 00 they get any training in maternal and child health? What
specifically?

18. How long is the training?

HI. What hac boon the ,·eaet;':'I~.:,r Lh~ ~UllIIlUlltlll:!~ 'to KHMS(

20. Could you tell me a bit about the position of women in rural areas i.e.

their status?

21. It is said that women is Swazi homes are not allowed to make decisions.
or rather. that thQy defer to tkeh' I\l~"rulk. Huw true is tn1S"!

22. What of decisions concerning health matters e.g. a child is sick, has
diarrhoea, or the woman is sick? Who decides what should be done? Could
you talk a bit about this please?



ANNEX 9
fORM V Ca)

Users of MCH Services
{

PARTICIPATION OF WOMEN IN PHC - SWAZILAND

Client/Patient Satisfaction w;th Services.._- -_.

1. Date _._- ../_- 198

2. Norne of C11 nit: ••••••.• , , . I ••••• - - •••••••••••••••••••••••••••••••••••••••••

3. Area ,., 10 •••••••••••• , •••

4. What are you here for?

MOTHERS- -
Ante-natal o Treatment 0 CHILDRE~ 0

Weighing

Vaccinations (TT) ~ Other (specify) •.•••••••.•.•• Vaccinations r==J

Weighing 0
Health Education r===l

Nutritional advice l---J
for pregnant wOmen

DeliVery.O

Post-natal 0

Other (specify) ---

-_. --- ._-

family Planning ~

5. Is this your first visit to this clinic? Yes o
6. When did you start coming to this clinic? ,; .
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7. Who decided that you should come (or start coming) to the clinic?

Myself
Husband
Mother-in-law
Mother

'Other (specify) _

8. Why did you/they make the decision? Dont know~ N/A~

9. Where do you live? ......•...... , ................•.....•.•.... ~ •.........

10. Have you been to any other c1in;c(s~these services?
Yesc===J Not===] N/Al---J

11. (If Yes) Which one(s)? ..••.•.•..•..........••...•...••....•............

12. Do you have any complaints about services here? YCS~

13. (If Yes) Have you told anyone about them? Yesr===J

14. (If Yes) Who have you to1d? Clinic Nurse~

NoD

NoD

Other (specify) ----

15. Is there anlth~] you think is not right/load r this clinic?
Yes Nor=:==J Dont know

16. If Ye,s. can you tell me what is not good about it?
•

Shur'ldgtdNu Druy::, §
Too far
Shortage of staff .
Other (specify) -------------------
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17. Do you th;nl.~erlices In:t:]S clinic can [e imjrOVed?
Yes No Dont know

18. If Yes How? -....•.......••.•••••.••...• 411.11II •••••• ,' ••••••••••••••••••••••

19. If No why not? ". 411 ••••••••• , •••••••••••••••••• " • , ••••••••• " •••••••••••••

20. H6ve you ~ve\· come to the c11n1c for anything e1se apart frnm t.hf Mr:H

Qr othp.r health ~etVices Yes r===J What?

No 0



FORM V (b)
MeH Staff

PARIICIPATJOH OF WOMEN IN PHC - SWAZILAND--- - ----

HEAlTH STAFF ATTITUDES TOWARDS PATIENTS

1. Date -_/_-- 1198

2. Name of clinic .................................. III •••••••"••••••• 11 11 .

3. Area III' .

4. Interviewee

5. Sex

Registered Nurse

Nurse Assistant

Nurse/Mid-Wife

Other {specify ___

Female

Male

Government

Mission

Company

Private

Other (specify) ---
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7. What MCH Services are offered here? .

OTHER

PECIFY)

-'

TICK NIIMRFR OF TIMES PER WEEK
if -- - -

fered DAILY ONCE TWICE 3 TIMES (5
, ..

, . "

.. ... .. , .

..

- ..

...

..

. . .

, . .' .. , ..

.. ..

...

Family planning

Other (sped fy)

SERVICE

-_.. ··---1

-- .. --"-

Child Immuniza­
-tion

of

-Antenatal

. Deli very

. Weiqhinq chil­
dren

Health educa­
.. tion

. Post-natal

8. Are you trained in MCH? Yest==] NOr==]

6-12 months ~

9. ror how long hove you boon working hQrQ7

'1 month D 1-3 months t=J 3-6 months 0
1 year - 1~ years r===J 1; years - 2 years r===J 2 years o

10. What is the average daily attendance for MCH Services

10 0 ; 10-20 D ; 20-30 D ; 30-40 0 ; 40-50 0
Over 50 0 (Please note down number



11. Do you have a clinic committee? Yes

. .

o NoD

FORM V (b)

N/AD

12. Who ire the memhprc;" •••••••• III I' , ••••••••••••••••••••••••••••••••••••••

13. What i~ 4ts m~in function? •...........•..••••••••••••.•••••••...•••••..

14. 00 the women who use McH services come to the meetings?
Yesc::J No£::] N/Ar:=J

15. (If No) Why is that? Dont know r===J They are not interested r====J
N/A 0 Other (specify) -_

16. 00 you think women patients should be involved in

(a) Scheduling clinic sessions? Yesr::JNoI::] Dont know.c:=JN/Ar:::J
If!c.G.. why, - . . . .. .. t • t , • • • • • • • • • .. .. • • • •••

If No why not? III .

(b) Deciding whether to transfer a nurse if they are dissatisfied with
her? Yes 0 No CJ Dont know 0 N/A 0
If re..~ why? .

If No why not? .. , ~ II .

17. [)o you vlslL IJUIllt:~ in thh /ll"C\l? VOG 0 NoD N/Ar.-J
If yes how often? ••••••••••• , •••.••••• , .

18. What is the reason for the visit(s)?

,~. Are ttH~re ClUy I,.UIIRllut\ity health ilriYiTOC in thit aria?
Yes 0 No 0 Don't know N/A 0

~o. Are .you involved in these activities? Yes 0 No 0 N/A 0
21. How many women in tne community are involverl? •..•••••••••••••....••••..
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22. Is there anything you think is not r;ght/t::::it this clinic?
Yes 0 No 0 Dont know D N/A

If yes what? No drugs D Too far 0 Other (specify)~.

23. Have~ver had 10mp~jints about the services here?
Yes L---J No N/A r:=:J
If Yes from wholn? .

24. What is done about the complaints? •••••••••.••.••••••..••••..•...••••••
....................................................... , .

2G. Do you Q9k the pJti ont& to tQ11 you Any· romn1iti nt they h~ve about· the
services? Yes r:=:J No c::=J N/A r:::J .

26. Do you think services in this clinic can be l:Pr,VCd?
Yes 0 No 0 Dont know 0 N/A·

27. If Yes how? " " ." " " " " " ." .. " " " " " .. "." " " " " .. "." " " " " " " " " " " " ." " " " " " " " .

28. If Nn why not? ••••• ttl' If" • " " " " " "." • " " " " .. " " " " " " •• " .. " " " • " " " " " .... " " " " " " " " " ..

29. Do you hdV~ ~larr meetings? Yes r===J No r===J N/A r===J

JU. If yes, how often du yClu me~t? ••••••••••••••••••••••••••••••••••••••••••

31. When is your next staff meeting? ••••.•••••••.•.••••••••.•••••••••••.•.••

32. Can you tell me some of the problems you have or have had while working
at this clinic/in this area? (e.g. with clients, with the community,
lack of equipment) •
....................................................... , .
• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • ,. ••• I ••••••••••••••••••••••••••••••••••

... ......" .

t \\0\



ANNEX 11

FORM VI

"Bogogo" or
grandmothers

PARTICIPATION OF WOMEN IN PHC - SWAZILAND

TRADITION/PRACTICES/BELIEFS/ATTITUDES ON MCH

1.

2.

3.

Enumeration Area Number

Homestead Number

Name of Homestead Head . .
4.

5.

Name of Interviewee

Age of Interviewee

. .
. .

6. Date I 1198

7. PREGNANCY

Can you tell me broadly about pregnancy in Swazi culture?

7.1 When do you tell the mother-in-laws that you are pregnant?

7.2 Usually, whom do you tell first?

7.3 Is there anything that is done when it is known that you are
pregnant?

7.4 If there is anything given to the pregnant woman for
protection of her and the unborn baby, what is it? And how
does it help her and the unborn baby?

7.5 If the woman is given some medicine for rUbbing or drinking,
how long does it take for the medicine to work? Can you
explain more about it?

7.6 Is there any food which pregnant
eat according to Siswati custom?

women are not supposed to
If yes, which one?

7.7 According to Swazi custom which foods is she supposed to
eat?

7.8 What sort of things is the pregnant woman not supposed to
do? Why?

7.9 Are pregnant women allowed to work like any other women
around the homestead?



FORM VI

"Bogogo" or
grandmothers

7.10 If she does not feel well, what is normally done?

Ca) When she vomits?

Cb) If she bleeds?

(c) If she gets dizzy?

7.11 Do pre~nant women come to you for help?

7.12 What do you do with a women who falls pregnant yet she still
has a young child?

7.13 Traditionally, what do you do for a woman who cannot feel
the baby's movement?

7.14 If a pregnant woman gets a miscarriage, how long is she
suppposed to stay before falling pregnant again?

7.15 If a pregnant women swells (hands and feet), what is usually
done? What causes the swelling?

7.16 Nowadays, as you know, workers from Health Centres advise
pregnant women to to visit the clinics regularly once they
know they are pregnant. Do you think it's a good idea or a
bad idea? If it's good, why? If it's bad, why?

8. CHILD - BIRTH

8.1 How do you know that it is time for a pregnant woman to
deliver?

8.2 Those women who deliver babies at home, or those who cannot
get to hospitals or clinics in time, who helps them when
delivering the babies?

8.3 Does the woman who is going to help the pregnant woman
deliver the baby know what to do?

8.4 Do you make any preparations before going to deliver the
woman? Can you tell me about it?

8.5 What happens when a woman is delivering? How does she
position herself when delivering? What do you use for
cutting the umbilical cord? Is there anything you put on
the baby's umbilical cord? If the woman bleeds heavily,
what do you do?

8.6 If the woman has difficulty in giving birth or if the baby



FORM VI

"Bogogo" or
grandmothers

comes out with feet first, what do you do?

8.7 Would you like to be taught by the nurses and the doctors
other methods of delivering babies? What things would you
like to be taught? If you do not want to, why?

8.8 How long after the birth of her bapy does a woman wait
before having sexual intercourse with her husband?

8.9 For how long is a baby breastfed?

8.10 If a baby has naval cramps (colic) or has a spot on the head
(libala), what is done to cure it?

8.11 If a baby doesn't like breastfeeding, what is done?

8.12 How long does a new-born baby stay in the house before being
taken 'outside?

8.13 How long does the mother of the baby stay in the house
before going outside?

8.14 Is a woman who has recently delivered allowed to enter the
kitchen?

8.15 In which house does a woman usually give birth?

8.16 If a baby has been born and the placenta hasn't ,,,c,ome out,
what do you do?

8.17 If every time a woman delivers babies they die, is, there
anything done according to Swazi custom?

8.18 What do you do if a woman gives birth to a pre-mature baby?

8.19 If a woman gives birth to girls only, can anything be done
for her to get boys?

8.20 If a woman fails to deliver (prolonged labour), what is
normally done to help her?

9. ' CHILDCARE

Can you tell me about the caring of young babies?

9.1 When does the mother start to breastfeed the new-born baby?
Is there anything else given 'to the baby besides breast
milk? At what age do babies start eating other food? What
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"Bogogo" or
grandmothers

sort of food is given to the new- born baby?

9.2 What is given to babies to prevent them from diseases and
bad spirits? Can you explain more about it?

9.3 These days we are encouraged to
and clinics so that they can
diseases. Do you think it is a
good, why? If it is bad, why~

take our babies to hospitals
be immunised against certain
good or bad thing? If it is

9.4 If a baby has diarrhoea, what is done? (according "to Swazi
customs)

10. CHILD-SPACING

10.1 If a woman does not want to fall pregnant again, are there
traditional ways of preventing pregnancy?
Could you tell me more about them?

I



ANNEX 12 "ORM VII
COI1IIIunity Level

Chief(s)
Extension workers (Agriculture)

1.

2.

3.

4.

5.

INFORMAL INTERVIEWS

History - political organisation, Shiselweni, selected EAs

Geography - of Region, of selected EAs

Resources - farming. mines, ranching etc

Social amenities in areas understudy e.g. schools~' shops

Women's organisations, women's "activities"

~\
\



ANNEX 13
FORM VIII

Central level

PARTICIPATION OF WOMEN IN PHC-SWAZllANO- -- .....

INFORMAL INTERVIEWS and SECONDARY SOURCES--- --

1. Organization of MCH services nation wide, health policy:

2. H;storic~l background of MeH services, and hp.~lth services os ~ whole.

3. Interviews with staff

3.1 MOH Headquarters:

3.3 Institute of Health
Sciences:

3.4 Health Education
Unit:

4. Ministry of Agriculture:

5. National Archives:

6. Donor Agencies:

7. University of Swaliland:

B. Questions:

1/ / . t .' .~

'J

Planlliny Unit (and obtaining relevant pUblished
material)
Director Health Services/Deputy Director
Chiet Nurslng uff1cer . , "
Personnel Uni.t

/. I '.' .

MeH Consultant
Matron lie
tCCD co-ordinator.
Immunization Campaien

Specifically training curriculum for nUrses':on
martenal and child health, home visiting,
primary heatlh care and "community participation"

Relevant documents on MCH, Nutrition, etc. also
visual aids produced for this.

Nutrition, women's health related activities.

Developm~nL ur health services e~pecldlly MCH

Voluntary agencies - partlcularlY aCtlVltles
in Shiselweni. USAID, UNICEF Church organisation t

etc.

SSRU, Sociology Department.

(MCH/FP Consultant, Medioal tff't~r. PDC~ M~tron

lie PHU, llC eCCD. llC ll{llllunization Campaign)

/



FORM VIII

Central level
8.1 What MeH activities are being undertaken?

8.2 What does the progran~e entail?

8.3 How is it funded?

8.4 Is there sociological/anthropological research going on within theprogr~mne?

8.5 When did MeH activities start? When did they start in programme form?

8.6 What services are offered and how are they organized e.g. daily?

8.7 What are attitudes towards MCH/FP (child spacing) of women, and men?

8.8 What of demand of FP?

8.9 At organizational level, how many women are in top position? Are these

doc1onr.mn~ir~? r.nn ~t.ftff li~t f9f PHU be obtained. also outline of

individual duties.

8.10 Who h/are policy maker(s) on MCH 1S511r.:l?

8.11 Traditional Medicine: What effect/influence has this had on uptake of

MCH/FP services?

8.12 What activities are undertaken under Public Health Unit?

8.13 How do you view your role here, not as a nurse/health worker, but as a

woman in Swazi society?

8.14 How many women working on coordinating committee, and how many look at

matters concerning. MeH?

8.15 How often do you have staff meetings?

8.16 What are some of the things discussed?

8.17 Whiek of thC5C comoc up fr&quently at mpptlng?

8.18 Can you tell me about this programme/project?
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Central level

.8.19 Do you involve women at the grassroots level?'
. .

. What form does this involvement take?

8.20 What is the role of clinic nurses in MCH services?

9; .Nationa!Archives:

9.1 Documents containing reference to health services, particulary

services for mothers and children.

9.2 How did colonilists view health of women and children?

9.3 How many women/what women/involved in developing MCH services?

9.4 Documents on matters affecting development of health policies.

9.5 Documents specifically for Shiselweni District (now Region)

9.6 Other documents which may throw some light on development of health

services in Swaziland.

9.7 Newspaper reports of problems. developments etc.



ANNEX 14

KNOWLEDGE AND PRACTICE Of CONTRACEPTION

----- -.- Are Yc,G Morried?

Homestead Number Mother of Children Religions Yes NO
and Name of (Name) Affiliation

Homestead Head (what church do Church DC's office Tr adit ional I Other (e.g. Single aI

you belong to) Registry (Libovu) : married to late:
:husbands' brothe
I

47
Samson Phakati Ntcmbie (d) Apostolic Church

19
Maphonyi Ndinisa Jabu (d-in-law) None Just living

with in-laws
... . " .

'--'~---- ------ -----------

----1------ - ----

Husband Boyfriend Mother Sister Other
(sped fy)

o decided that you should use contraceptives?
on was a joint one tick (V) both e.g.
and "husband"

---------------------------------- ---- ~.

Po you know about If YES, are you using If ~~ wh
FP any contraceptive If decisi

"Myself'

---,-----
~~dern Traditional Yes No If yes Myself

which?

-'-- ---- -- --~._-_..

------ -------- ----- ---- _._--- -------

----------- ---- ---------

----------------------------------------------------------- -----------------------------------------------

If HQ why are you not using any contraceptives How many children would you like to have?
Please indicate (f) for females and (M) for males

Boyfriend said
said no

Husband said
NO

------- ---------------- ------------ --- -- -----r----....-------------
Want more Other reasons 1 2 3 4 5 Don't know Other
children reasons

Don't
want to

Has not thought
about it

--- ------- -------- ---- -------------1---/--- --- ---~--- ----------- -----
2(F)
3(M)

1 drink
bicarbonate of
of soda after

_inUrcoM'-'r5,"'e__~__'_._ _L___--'-_~. _

----------- ---+-.-t---~-- --- -------
3(M)
2(F)

------- -_._---+------- -------

.1

./
iJ{/ ,1\ I
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SHORT. (o'ERT 1LITY HISTOHY

AURA

• Relationship to.homer-tead head.

-
Homestead Number Mothers with or Number of Total Number Comments
(Name of' HOJnfl- Guardians of Living of Preg-
stead head) Children aeed Children nancies

o - 5

-
Zana!e (\I) n a 5 • onA mi Rcarl'iEl.2e

56 . child cBed at
I 2 years

(Ndlela Hlophc) Gugu (sister--
in-law) 7 9 2 children died

at 2 years

-- '- .'---" -- -

I

-- - '--' - .

--.' - . - f-. ---

-' -- - " ..,



~-'.-- - ANNEX 16

FOR SELECTED HOMESTEADS FOR IN-DEPTH INTERVIEWING/OBSERVATION-- -' .- --" ._- --. .-

1. What do women think of women's (their) situation (in Swaziland)?

2. Have they heard of "Heal th for All By the Year 2000" slogan? What of
.Primary Heal th Care? What do they think ot· it"! What does it. IIl~M to

them? Is it possible that there will be "health for all by the year
. 2000 1l ?

3. General.hygiene on the homestead - washing of clothes, bathing. sweeping
yard etc •• disposal of rubbish etc.

4. Women's problems - general but also their health problems t what· are
these?'

5. Relationship with their spouses/mother-in-law.

6. Food distribution - also what is regular food i.e. what is cooked daily.

7. Do women think they should be given say in organizing health services
for e.g. staffing and scheduling when clinics should be held?

8. When they have problems at clinic, (either with nurse or
someone/something else) where do they lodge their complaints? Would
they like to have a (facility) .place where complaints about health
services (and other problems) can be aired? .

9. Community Participation in heulth - what does this mean to them?

10. When someone in the home is sick, especially children, and has to be
taken to a (a) traditional healer, (b) clinic. (c) hospital, who
decides? How is the decision reached? Through consulation with-.... . . ..
homestead head? Other rel ati ves? Or does the woman decide, then go
ahead i.e. take action?



11. In cases where she decides t does she tell her husband/or homestead head?
(As way of information only)

12. What about food - who decides when meat should be bought, or
cow/goat/sheep slaughtered? What of other foods?

13. Women's "informal" networks
. who are their frienrls?
- when they have problems who do they call on - neighbour? relatives?

etc.

14. Relationship between mother-in-law and daughter-in-law (makoti)
- How powerful is the Mother-in-law?
- How does makoti get on with mother-in-law?
- Can she call on her for advice when problems arise between herself and

her husband for example? Give specific example e.g. no money to feed
children

I

15. Role of the church in women's lives
- Are these used as occassion for social inter-action? What nextworks

exist within church setting? Why do they go to church?

16. Whore do the wnmpn r.omr. from? i,~. Are they residin~ in their home
areas?

17. Does the land belong to them?

18. How do they spend their days? i.e. work done. visiting etc.

'\~\
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AREA

(
t· ,-'

\ ........

HOMF.STf.AD MEMBERS IN PAID E~YMF.NT

("om~stead Head or otilcr f'amily lIember(s)
workin& away lroIn home

- •

Homestead Number Person(s) wo.rkine Place of work Does he/she send or
(Name of Hom~- away. I Nl.1Il1¢ (N3JIl€) bring money back?

stead Head) How oflen?

- '-
16 None - -

(Casbert Jele)

Mashwibi Johnm)cGburg Sends every 4 monthr.

92 Jabu Manzini Sends every month

(Ml:lBhwibi Mn.ziya) Mu~d Jol1anncc;burg Never

._--

---

-
----

,
,.' I
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9- __ i

...

DO MOTH~RS KN.OW WHAT THE CHILD'S VEIGt-rl' CHART (Roa.d-To-Heal f;h) IS Fon

Do you know what this (weight chart) is for?
It ~. can you tell me what it is for?

-AREA ----------------------------------
~ Relationship to homestead head

Homestead Number Molhers or Guardians of Yes No Comments (other)
(name of Home- children aged °- 5
stead Heod) (name)

To check whether the
Annah (d)· "

child i.s growing well.
,-

03 Mhlcngile (d) V
(M,yna Khanya) Ma.ggie (sister in law) V

-

--

,- - " - ..

--.

-' ,-- -- --

-

,



ANNEX 19

a. RESEARCH TEAM

NAME:

NAME:

NAME:

NAME:

Jean Rutabanzibwa-Ngaiza
~Principal Investigator
Doctoral Candidate:
Evaluation and Planning Center for Health Care
London School of Hygiene & Tropical Medicine

Nohlanhla Mazibuko
Research Assistant (Hluti Area)
Secondary School (3 Years)
Previous work: Interviewer,
National Manpower Survey

Buz·ile Dladla
Research Assistant (Matsanjeni Area)
Secondary Schooling (2 years)
Previous Work: Interviewer,
National Manpower Survey

Celiwe Nkonyani
Research Assistant (TBA Interviews)
Secondary Schooling (3 Years)
Previous Work: Shop Assistant
Married with 3 Children

b. Journal Articles
Within the next six months, I plan to work on and submit for
publication articles on: TBAs and their work in Swaziland,
and Women's Decision-making concerning Fertility Issues.
These will be submitted to Studies in FamilY Planning and
Health Policy and Planning. However, your assistance in
i~entifying other journals to which I can submit the
articles will be greatly appreciated.

c. Evaluation of Experience as Part of Maternal Nutrition and
Health Care Program.

It has been a great priviledge to be part of a program which
puts women's health issues first. The support from ICRW \
enabled me to 'finalize' the work which began in September /\

. / \ -



1985. More importantly for me, I was able to return to
Swaziland and present the findings to the Ministry of
Health. A one day seminar to present and discuss the
findings, with about 70 invited participants is scheduled
for July 10th 1989.

Twelve months in the life of a researcher can either appear
like years, or only a few months. More often than not, one
feels there is never enough time to explore the crucial
questions! The twelve months with with the MNHCP has been
no exception. Although the analysis was more or less on
schedule, my other commitment, (the thesis!) meant that
analysis of some variables focusing specifically on women
(as opposed to mothers·and children). e.g. food consumption
data, has not been possible. However, the information will
be incorporated into a future (planned) articl~ on food
distribution in Swazi homesteads.

The requirement that researchers submit a quarterly report
has a disruptive effect on the work in that one has to put
everything aside and concentrate on compiling a report.
Perhaps half yearly reporting would be better.

Financial Constraints

Unfortunately, when the request was made' for funding, the
anticipated inflation rate was well below what is actually
became! For instance, transportation costs were estimated
at 40 Pounds per month but were but were in fact 50 Pounds.
I had therefore to request permission from SAREC (Sweden) to
use the remaining funds from the grant I received from them
(1985/87), to supplement my monthly allowance~ Fortunately,
the request was granted.

To minimize
the task at
'emergency'
made.

worries and allow researchers to concentrate on
hand, the Program might consider having an
fund to which requests for assistance can be




