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PREFACE

This book introduces the reader on the indigenous practices used by
Africans in epilepsy management. Africans have their beliefs towards the
causes of epilepsy, and resultantly some have chosen traditional modes of
epilepsy management as compared to western bio-medication. This book is
important to educate the Doctors, Psychologists and Counsellors on how
they should handle cases of epilepsy, particularly if they are faced with
clients who are antagonistic to western medications. Indigenous knowledge
Systems (IKS) is also an interesting subject matter that has escalated,
particularly with the issue of climate change. This book is unusual and worth
reading as it covers issues of indigenous knowledge systems, particularly as
they are related to epilepsy management.

Whilst the author was mainly focused in Africa, these are issues that have
affected several countries at global level including the Asian countries as
the author clearly shows the perceptions of Africans towards indigenous
practices in sustainable management of epilepsy. The author reveals that the
majority of people in Africa are not on anti-epilepsy medication because
they strongly believe epilepsy is caused by witchcraft and evil spirits. They
think bio-medication is not helpful in treating the disease. As such, people
with epilepsy have resorted to indigenous practices of epilepsy management.

There are various modes of indigenous practices which they use and these
include prayers, pastors/prophets, herbalists and the clergyman. From these
different forms of traditional practices, traditional herbs have proved to be
the most popular among people with epilepsy, followed by prayers. People
with epilepsy are of the opinion that these indigenous practices are very
effective in epilepsy management. Medical practitioners, on the other hand
are not cooperating with indigenous practitioners in spite of the fact that the
community has a positive perception towards these indigenous practices. To
this end, the author recommends the community to be educated about bio-
medication, and the effectiveness of anti-epilepsy medication in epilepsy
management.
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However, local traditions and beliefs should be taken into account in
epilepsy management. Medical practitioners should incorporate indigenous
practitioners rather than antagonising them. Primary and secondary health
workers must go under training in all aspects of management of epilepsy.
These people must be trained on the knowledge, attitudes and practices of
indigenous practices in epilepsy management. Indigenous practitioners too,
must be trained on bio-medication. They should work hand in hand with
primary and secondary health workers. The involvement of family members,
people with epilepsy and the community at large is important in order to
maintain a momentum which will facilitate the sustainability of epilepsy
management.

Ngonidzashe Mutanana (Ph.D.),
Senior Lecturer (Women's University in Africa, Zimbabwe
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CHAPTER 1

EPILEPSY FROM AN AFRICAN PERSPECTIVE

Introduction

This book provides a nuanced analysis on the experiences of Zimbabweans
towards anti-epilepsy bio-medication. Whilst the subject of epilepsy has
been heavily contested (Mutanana, 2017) in the last decades, insignificant
attention has been devoted to examining the health seeking behaviour of
people living with epilepsy in developing countries such as Zimbabwe. The
majority of Zimbabweans are poor and the public health systems are
incapable of meeting all the health requirements of people who are living
with epilepsy (Maroyi, 2013). The public health system has deteriorated
over the past 20 years and the absence of a robust biomedical system of
health necessitated the development of traditional knowledge sustainable
management of epilepsy. Several studies also report major progress in the
reduction of diseases like malaria, tuberculosis, polio and the spread of HIV
and AIDS but not much has been done to eradicate mental health diseases,
such as epilepsy (Mugumbate & Nyanguru, 2013; Maroyi, 2013; Munthaki,
et al., 2013). What it means is that the mental health illness epidemic has
been neglected within the development sphere. Zenden (2014) concurs with
this observation and states that despite the massive toll and powerful impact
the diseases of the brain can have on people’s lives, they have not received
the same amount of attention as other infectious disease outbreaks such as
HIV and AIDS, malaria or even health problems like obesity. This book
thus sought to bring mental health illness into the development arena.

What is Epilepsy?

Epilepsy is one of the major brain disorders in Zimbabwe and thus a health
priority (Dewa, 2012). Statistics by the Epilepsy Support Foundation
Zimbabwe (2016) reveal that epilepsy contributes 56% of all conditions
reported through the mental health surveillance system (psychiatric returns)
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in Zimbabwe. Epilepsy Support Foundation Zimbabwe (2016) states that
over 240000 people in Zimbabwe have been diagnosed with this disease.
There are efforts to assist people with epilepsy at government hospitals,
clinics and non-governmental organisations but in spite of these efforts,
studies have shown that there is less uptake of anti- epilepsy medication.
For instance, Dewa (2012) observes that a total of 209 patients in an
epilepsy register under his study were not on follow-up treatment contrary
to the 433 recorded incidences of epilepsy in Gokwe South Region. Mpofu
(2001) believes that those who do not come for epilepsy medication make
use of traditional healers and prophets.

From a biomedical perspective, epilepsy is described by WHO (2012) as a
disorder of the brain which is characterized by a recurrence of unpredictable
interruptions of the normal function called epileptic seizures. A person
should have two or more unprovoked seizures prior to the date of
assessment to be diagnosed as being epileptic. Epilepsy Scotland (2008),
FEDOMA (2011), Cherney (2016) and Epilepsy Foundation (2017) argue
that epilepsy causes the brain to send abnormal signals and this activity
results in seizures. These seizures happen because of a number of reasons
such as injury or sickness. Cherney (2016) and Epilepsy Foundation (2017)
thus describe epilepsy as a condition that causes recurrent seizures and is
treated with anti-epileptic drugs (AEDs). There are more than 20 prescriptions
of AEDs available and one’s option depends with age, lifestyle, and type of
seizure and how often he or she has seizures (Epilepsy Scotland, 2008;
FEDOMA, 2011; Cherney, 2016 and Epilepsy Foundation, 2017). In
Zimbabwe, the commonly used drugs are Phenobarbital, Carbamazepine
and Phenytoin. However, Epilepsy Support Foundation Zimbabwe (2016)
reports that about 86% of people living with epilepsy are not on anti-
epilepsy medication in Zimbabwe. Those who are on anti-epilepsy
medication may still make use of traditional modes of epilepsy treatment to
complement AEDs.

Epilepsy is attributed to spirituality in African Traditional Practices
(Chilopola et al..., 1999; Birbeck, 2000; Munthali et al., 2013 and Diop et
al., 2013; Mutanana & Mutara, 2015). Many people in African countries,
Zimbabweans included believe in African indigenous practices and have
consequently resorted to indigenous and spiritual forms of treatment
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(Maroyi, 2013; Mutanana & Mutara, 2015). To this end, several studies
have demonstrated that people with epilepsy make use of indigenous and
spiritual medicine forms of treatment for epilepsy (Watts, 1989, WHO,
2002; Al-Safi, 2007; Luongo, 2008, Shizha & Charema, 2011; Mohammed
& Babikir, 2013; Mutanana & Mutara, 2015). The indigenous healer or
diviner occupies a central place in communities’ participation in life events,
including epilepsy (Mutswanga & Mafunga, 2009). In some cases, studies
have suggested an inter-play between bio-medication and African indigenous
medication. For instance, Asadi-Pooya & Emami (2013) concur that
indigenous medicines may be used to complement bio-medication. What it
shows is that indigenous medicines are dominant, but unlike anti-epilepsy
medications they are not formalised (Maroyi, 2013).

Several studies have revealed indigenous medicines to be more advantageous
over bio- medication because they are the most affordable and easily
accessible sources of treatment in the primary health care system, especially
to the poor rural communities (WHO, 2001; Maroyi, 2013 and Mutanana &
Mutara, 2015). The lower uptake of anti-epilepsy medication has been
attributed to the fact that many people with epilepsy who live in developing
countries have limited access to health care facilities. In this context, it is
widely believed that indigenous and spiritual forms of treatment, being
easily accessible, play an important role in treating people with epilepsy. It
is apparent that some people with epilepsy are relying heavily on traditional
and spiritual medicines to sustain their livelihoods and these practices have
reached a crucial stage of development in Zimbabwe. However, Maroyi
(2013) contends that despite the increasing acceptance of traditional
medicine in Zimbabwe, the rich knowledge of these indigenous medicines
is not adequately documented, a knowledge gap which this study seeks to
cover. Winkler et al., (2010) also report that in sub- Saharan Africa, studies
on the attitude of people (both affected and not affected by epilepsy)
towards traditional medicine for treatment of epilepsy are scarce, a
knowledge gap which this study also sought to cover.

Throughout history epilepsy has been perceived as a mysterious and
supernatural disorder (Mpofu, 2003). Studies have also shown that a widely
held notion about epilepsy in Africa is that epilepsy is caused by evil spirits
and witchcraft (Carod-Artal & Vazquez- Cabrera, 2007). Mutanana &
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Mutara (2015) also argue that many communities in Zimbabwe still believe
that epilepsy results from witchcraft or possession by evil spirits. There is a
grave social stigma attached to epilepsy with some people believing that it
is a contagious disease (Epilepsy Support Foundation, 2016). Thus Mpofu
(2003) is of the opinion that traditional healers and prophets (faith healers)
are crucial at community level and they are the first port of call and often
the last resort too. Historically, epilepsy has been neglected, feared and
misunderstood (Cure, 2013). As such, a veil of secrecy surrounding this
disease has resulted in these myths, superstitions and general lack of
knowledge. Cure (2013) believes this has impeded scientific progress
towards finding answers to one of the oldest known neurological diseases
leaving treatment and research efforts in dark ages.

According to Epilepsy Support Foundation Zimbabwe (2016), stigma and
discrimination both at the workplace and school as well as lack of family
care have had an influence on epilepsy management. Most people with this
condition are living unproductive lives (Mugumbate & Nyanguru, 2013).
Consequently, they are failing to acquire education, training and employment
and this has had a negative impact on their social life. Meanwhile, shortages
of medication, staff and equipment at public health centers is also a
hindrance to compliance for many, whilst the cost at private centers is very
prohibitive. Therefore, epilepsy is hindering their development psychologically,
medically, educationally and economically. In consistency with a report by
WHO (2012), epilepsy becomes an important subject matter in order to
ensure the good health of people with epilepsy as this is essential to their
welfare and to sustained economic and social development.

The United Nations (2013) states ensuring healthy lives and promoting the
well-being for all ages is essential to sustainable development, yet Epilepsy
Support Foundation Zimbabwe (2016) reports that about 75% of people
with epilepsy are failing to meet their basic needs to treatment and
rehabilitation. What it shows is that the government of Zimbabwe is failing
to offer meaningful social assistance to people with epilepsy through these
western practices. The result has been unmet medical and social needs of
people with epilepsy which justifies the development of indigenous
technologies for sustainable management of epilepsy. To promote the well-
being of people with mental illness, Mpofu et al..., (2011), Tseng (1999)
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and Shoko (2007) have strongly recommended the development of these
indigenous healing practices.

Conclusion

In conclusion, it can be noted that Africa has its own understanding on the
causes and effects of epilepsy. This has explained why the author had so
much interest on the issue of epilepsy. The application of western
medications appears to be a problem in Africa because of the widely held
beliefs on the causes of this disease. In the next chapter, the author begins
with the concept of the Sustainable Livelihoods Framework on epilepsy
management in Africa.

References

Asada-pooya, A.A., & Emami, M. (2013). Perception and Use of
complementary and alternative medicine among children and adults
with epilepsy: Importance of decision maker. Iran: Shiraz University of
Medical Science.

Carod-Artal, F.J & Vazquez-Cabrera, C.B. (2007). An anthropological
study about epilepsy in native tribes from Central and South America.
Epilepsia Vol 48, No.5, 886-893.

Cherney, K. (2016). Epilepsy and Seizure Medications List. Retrieved
March 22, 2017, from www.healthline.com

Chilopora, G.C., Kayange, N.M., Nyirenda, M. & Newman, P.K. (2001).
Attitudes to epilepsy in Malawi. Malawi Medical Journal 13 (2), 6-8.

Cherney, K. (2016). Epilepsy and Seizure Medications List. Retrieved
March 22, 2017, from www.healthline.com.

Dewa, W. (2012). Non-Attendance of Treatment Review Visits among
Epileptic Patients in Gokwe South District: Midlands Province Zimbabwe.
Harare: College of Health Sciences, Department of Community
Medicine, University of Zimbabwe.

Epilepsy Support Foundation Zimbabwe. (2016).
www.esf.org.zw/help.html. Retrieved April 16,2016

Epilepsy Foundation. (2017). Revised Classification of Seizures. Retrieved
March 17,2017, from www.epilepsy.com.



6 Chapter 1

Federaration of Disability Organisations in Malawi [FEDOMA]. (2011).
The Discourse of Disability Gowa, Malawi. Malawi: Fredrick Douglas
Institute Prize

Luongo, L. (2008). Multicultural Approach to Health and wellness in
America. USA: Amazon.

Maroyi, A. (2013). Local Knowledge and use of Marula [Sclecocarya birrea
(A.Rich)Hochst] Zimbabwe. Indian Journal of Traditional Knowledge
12 (3), 398-403

Mpofu, E. (2001). Rehabilitation in international perspective: A
Zimbabwean experience. Disability and Rehabilitation, 23, 481-489.

Mpofu, E. (2003). Conduct disorders: Presentation, treatment options and
cultural efficacy in an African setting. International Journal Disability,
Community and Rehabilitation, 2 (1)

Mugumbate, J., & Nyanguru, A. (2013). Measuring challenges of people
with epilepsy in Harare, Zimbabwe. Neurology Asia 18(1), 29-33.

Mutanana, N. (2017). Challenges Associated with Anti-Epilepsy Medication
and Use of Complementary or Alternative Medicines among People
with Epilepsy in Rural Communities of Zimbabwe. Malaysian Journal
of Medical and Biological Research Vol 4, Issue 2, 53-60

Mutanana. N., & Mutara, G. (2015). Health Seeking Behaviours of People
with Epilepsy in a Rural Community of Zimbabwe. International
Journal of Research in Humanities and Social Studies 2, (2), 87-99.

Mutswanga, P., & Mafunga, G. (2009). Multicultural counselling Module
MSCC501. Harare: Zimbabwe Open University.

Munthali, A., Braathen, S.H., Grut. L., Kamaleri, Y & Ingstad, B. (2013).
Seeking care for epilepsy and its impacts on households in a rural district
in Southern Malawi. African Journal of Disability 2 (1), 54-58

Mohammed, I.N. & Babikir, H.E. (2013). Traditional and spiritual medicine
among Sudanese children with epilepsy. Sudan J Paediator, 13 (1), 31-
37.

Shoko, T. (2007). Karanga Traditional Medicine and Healing. African
Journal of Traditional and Comparative and Alternative Medicines 4
(4), 501-5009.

Shizha, E. & Charema, J. (2011). Health and Wellness in Southern Africa.
Incorporating indigenous and Western healing practices. International
Journal of Psychology and Counselling, 3, 167-178.



Epilepsy from an African Perspective 7

United Nations (2004). Protecting and promoting traditional knowledge:
Systems, National experiences and International Dimensions. New
York: United Nations, Geneva.

WHO (2002). WHO policy perspectives on Medicine-Traditional medicine-
Growing Needs and Potential. Geneva: World Health Organisation

WHO (2013). Epilepsy in the WHO South-East Asian Region. WHO.



CHAPTER 2

THE CONCEPT OF SUSTAINABLE LIVELIHOODS
FRAMEWORK OF EPILEPSY MANAGEMENT
IN AFRICA

Introduction

Collier (2007) argues that when one is doing development work, an essential
factor is to ensure the state is in a position to secure the support of
development activities. Petersen & Pedersen (2010) concur with Collier and
further posit that if the state is unable or uninterested in creating resources
that support different development activities, then there is a little chance of
activities to continue. In this study, it will be argued that the government of
Zimbabwe should support the development of indigenous practices in
sustainable management of epilepsy in Zimbabwe. The author therefore
agrees with several researchers who have advocated for sustainable
livelihoods in developing countries such as Zimbabwe.

The Sustainable Livelihood Approach

According to DFID (2000), the sustainable livelihood approach is inspired
by the work of Robert Chambers in the 1980s which was later developed by
Chambers, Conway and others in the 1990s.This framework is a tool in
development work because it highlights how to understand, describe and
analyse the main factors that affect livelihoods of local people, such as
people with epilepsy in Zimbabwe. DFID (2000) has described sustainable
livelihood as a livelihood that is comprised of the capabilities, assets which
include material and social resources and activities which are required as a
means of living. To this end, a livelihood is sustainable when it copes with
and recovers from shocks and stresses maintaining and enhancing
capabilities and assets, while at the same time not undermining the natural
resource base.
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Management in Africa

Researchers such as Chilopola et al..., (1999), Birbeck (2000), Munthali et
al..., (2013), Diop et al.., (2013), Mutanana & Mutara (2015) have described
epilepsy as a mental condition attributed to spirituality in African Traditional
Practices. Many people in African countries, Zimbabweans included believe
in African traditional practices and have consequently resorted to traditional
and spiritual medicines (Maroyi, 2013 and Mutanana & Mutara, 2015). To
this end, several studies have demonstrated that people with epilepsy make
use of traditional and spiritual medicines as treatment for epilepsy (Watts,
1989, WHO, 2002; Al- Safi, 2007; Luongo, 2008, Shizha and Charema,
2011; Mohammed and Babikir, 2013 and Mutanana & Mutara, 2015). The
indigenous healer or diviner occupies a central place in communities’
participation in life events, including epilepsy (Mutswanga & Mafunga,
2009).

In some cases, studies have suggested an inter-play between bio-medication
and indigenous medication. For instance, Asadi-Pooya (2014) agree that
indigenous medicines may be used to complement bio-medication. What it
shows is that indigenous medicines are dominant, but unlike modern
medicines they are not formalised. Simply put, people with epilepsy are
coping and recovering from shocks and stresses using traditional resources
thus maintaining and enhancing capabilities or assets. However, advocates
of sustainable livelihood have argued that there should not be undermining
of the natural resource base.

Chambers & Conway (1992) have posited that the Sustainable Livelihoods
Framework is a way of understanding the livelihoods of local people, such
as people with epilepsy in Zimbabwe. The approach was found to be
suitable in this study because it places people with epilepsy and indigenous
medicines at the centre of development agenda. This approach also draws
its influence from Chambers & Conway (1992) who have suggested that a
livelihood is comprised of assets, capabilities and activities that are required
as a means of living. These researchers believed a livelihood was sustainable
if it coped with and recovered from stress and shocks. A sustainable
livelihood also provides livelihood for future generations. This approach is
people centred; it is holistic and dynamic in nature. The theory also provides
a framework for analysing indigenous practices in sustainable management
of epilepsy in community development.
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Petersen & Pedersen (2010) argue that this framework best describes what
development dedicated to reduction of poverty should be focused on in
order to create livelihoods for the local people, such as people with epilepsy.
The first basic principle identified by Petersen & Pedersen (2010) is that the
development work has to focus on the people. The study will focus on
people with epilepsy and the community, the majority of who are poor.
What it means is that we need to focus on what matters to people with
epilepsy, and as individuals or communities differ in their cultures and how
this affects the way in which they understand epilepsy treatment. Another
principle identified by Petersen & Pedersen (2010) is that the poor
themselves must be key actors in identifying important aspects of their own
livelihoods. This study therefore seeks to find out from the community on
its perceptions towards both bio-medication and traditional medication. The
community knows what matters to itself such as the government, community
based organisations and non-governmental organisations that handle issues
of people with epilepsy. Petersen & Pedersen (2010) argue it is a principle
for donors such as Epilepsy Support Foundation to be process facilitators
that help people with epilepsy to be aware of their priorities and to analyse
their own surroundings for resources such as traditional medicines. What it
means is that participation and partnership between the community and
service providers becomes essential factors in development of indigenous
practices of epilepsy management. People with epilepsy are thus empowered
instead of being dependant on the outside world for epilepsy management
all the time. There are different components within the sustainable livelihood
theory. These are vulnerability context, assets, transforming structure and
process, livelihood strategies and livelihood outcomes.

The Vulnerable Context

DFID (2000) supported by Petersen & Pedersen (2010) explain the
vulnerability context as an external environment in which poor people lives
in. It includes critical trends like technological and population trends.
Petersen & Pedersen (2010) further argue the vulnerability context includes
shocks such as the natural disasters and economic inflation as well as
seasonality which describe the way prices and employment opportunities
shift for various reasons. All these factors, according to DFID (2000) affect
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assets that people have and therefore the sustainability of their livelihoods.
In this study, it will be argued people with epilepsy are vulnerable to
technological trends in the world. Indigenous technologies, for instance, the
much publicised ‘spiritual papa movement’ by Prophet Magaya and Prophet
Makandiwa in Zimbabwe on the social media can influence people with
epilepsy. Economically, people with epilepsy may not also be vulnerable
because they may not have money to buy bio-medication.

Assets

The sustainable livelihoods framework is also centred on the belief that
people are in need of assets in order to achieve positive livelihoods
outcomes (DFID, 2000). Human beings have different kinds of assets which
are combined in order to achieve to livelihoods which they seek. According
to Petersen & Pedersen (2010) human capital is one of these assets. It refers
to knowledge, skills, ability to good health and labour that enables people to
achieve their desired livelihoods. There are people who are knowledgeable
about indigenous practices of epilepsy treatment, skills on handing epileptic
people, and have the ability and good health to manage people with

epilepsy.

The human capital, according to DFID (2000) is essential in order to use in
the other kinds of capitals in existence. We also have social capital,
described by Petersen & Pedersen (2010) as the social resources that people
with epilepsy can get help from so that they can achieve their livelihoods.
This can be done through networking, or membership of formalised groups
or trust between people that make them help each other. For instance, people
with epilepsy can network with indigenous doctors and medical doctors to
get help. They can as well be formalised groups, like the Epilepsy Support
Foundation Zimbabwe. Petersen & Pedersen (2010) also identifies natural
capital which is understood in a very broad manner because it covers
tangible factors such as natural resources like trees, land ef cetera and more
intangible products like atmosphere and biodiversity. In this study, the
researcher wants to examine tangible factors such as traditional herbs and
intangible products such as spirituality. Then we have physical capital
which describes basic infrastructure and producer goods needed in order to
support livelihoods that people seek. The financial capital is finally the
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financial resources which people can use in order to achieve livelihoods that
they strive for.

The Transforming Structure and Process Component

DFID (2000) supported by Petersen & Pedersen (2010) identify the
transforming structure and process component that includes institutions,
policies and organisations that frame livelihoods for the poor. These are
found at all levels, which are from the household to the international level.
Petersen & Pedersen (2010) explain that these processes and structures are
the ones that determine and access that human beings have different kind of
assets, thus the importance cannot be over emphasised. Some examples of
these processes include international agreements, laws and ownership rights
to secure rights of people. Structures might be in existence within ministries,
self-help groups in local community and banks that give credit. Subsequently,
this means that these indigenous practices need to be supported with laws
and international agreements to secure the rights of African people who are
suffering from epilepsy.

Livelihood Strategy

Petersen & Pedersen (2010) identify another component, livelihood
strategies, a way that people act so that they can achieve their desired
livelihood. According to DFID (2000), access that people have to different
kinds of assets affect strategies which they employ and that structures and
processes within a given society create possibilities and constraints on
strategies which people are able to use. If one believes in indigenous
practices of epilepsy management, it affects the ways [they] employ in
managing the condition.

Livelihood Outcome

Finally, Petersen & Pedersen (2010) claims livelihood outcomes are
achievements of people’s strategies of livelihood. Outcomes are described
by the local people themselves, in this case, people with epilepsy since they
include more than the income. Petersen & Pedersen (2010) believes for
outsiders it is difficult to understand what the people are seeking and why



