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ABSTRACT 

 

The majority of Cameroonians depend on traditional medicines for their health care needs and 

about seven per cent of the average household health budget is spent on traditional medicines 

irrespective of their incomes. The aim of this study was (i) to assess the role of traditional healers 

(THs) in providing oral care services in Cameroon; (ii) to determine their cost of treatment and to 

investigate reasons why people visit THs.  

 

The present study was cross sectional and consisted of a sample of 21 THs and 52 clients with a 

history of dental problems. It utilized semi structured questionnaires and photographs to collect 

data. The mean age of THs was 46.0 years (range 20-77 years). Thirty per cent of THs were above 

40 years and the majority males. Nearly a quarter of the THs practiced as herbalists and the 

remainder practiced both divination and herbalism.  

 

More than two thirds of Cameroonians, who patronize THs for their oral health needs, fall within 

the 20-40 year age group. THs in this region are experienced and enjoy good relationships with 

hospitals and other THs. However, collaboration between the oral health work force and THs is 

very poor as only 6% of all patients seen by THs are referred to the dentist. Socio-cultural and 

economic factors affect the oral health care seeking behavior of patients in this area and only 6.5% 

of patients visit dental clinics. Reasons for not attending dental clinics included cost, poor 

accessibility, superstition and fear.  
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TH’s are not experienced in the treatment of pulpitis - the majority of patients with toothache had 

temporary or no relief, but more than two thirds reported being satisfied with their treatment. Most 

patients visited THs because of low cost - the average cost of treatment with THs (approximately 

$5) is very low, as compared to conventional treatment ($50).  

 

THs are willing to co-operate with oral health workers in improving oral health. Since they have a 

vital role to play in health care seeking attitudes in this community, inequalities can be removed if 

some barriers affecting the oral health seeking behaviours are removed. This can be done by 

increasing mutual cooperation, collaboration and by integrating THs into the referral network 

around primary oral health care services.  

 

 

 

 
 
 
 
 

 

 
 

 

 
 

 

 

 

 



 10

CHAPTER ONE 

Introduction 

 

A traditional healer (TH) is a person who has no formal medical training, but is recognized by the 

community in which he/she lives as being competent to provide health care by using vegetable, 

animal and mineral substances and certain other methods based on social, cultural and religious 

background as well as the knowledge, attitudes and beliefs that are prevalent in the community 

regarding physical, mental and social well-being and the causation of the disease and disability 

(WHO/ UNICEF, 1978). 

 

According to the World Heath Organization (WHO), more than 80 percent of Africans rely on 

traditional medicine and indigenous knowledge to meet their health needs. This is due to the fact 

that traditional medicine is accessible, affordable, culturally and socially acceptable, and most 

people prefer it to the ‘exorbitantly priced’ conventional Western medicine (WHO, 2002). With the 

legalization of traditional medicine as a complimentary health care service particularly in primary 

health care in Cameroon, the role of the tradi-practitioner will be vital in the promotion of health 

especially in resource poor settings and rural areas where they may be the only source of health 

care (Kayombo, 2007). Since colonial times, Western medicine was the only formally accepted 

medicine in Cameroon. Traditional medicine practices were condemned as witchcraft or sorcery 

and banned. Despite this, the practice of traditional medicine has survived clandestinely in 

Cameroon (Hillenbrand, 2006). One of the main reasons Cameroonians still favor traditional 

medicines is financial - they resort to traditional medicine because they cannot afford 

pharmaceutical medicaments or conventional medical care.  
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The oral health care work force in Cameroon is consists of 220 dentists all of whom were trained 

abroad. Nearly all are located in the two big cities of Douala and Yaoundé serving just 20% of the 

country’s population. On the other hand, it is estimated that there are more than 20 000 traditional 

healers (THs) in the country serving both the rural and urban population. Rural populations do not 

have access to the services of trained oral health personnel due to cost constraints and poor 

accessibility.  

Today, seven per cent of the average household health budget is spent on traditional medicines. 

Nearly twice as many people from poor households rely on traditional medicine as do people from 

rich households (Ministere de la Sante Publique, 2002). The recognition and integration of 

traditional medicine into the health system of Cameroon was officially proposed in 1981(WHO, 

1981). Since then, traditional medicine has been recognized, but not regulated by the Ministry of 

Health. In 1995, a presidential decree no. 95-040 (July 3, 1995) gave THs in Cameroon the 

authorization to create associations at both provincial and national levels to manage their activities.  

 
 In recognition of the fact that traditional medicine is “the most affordable and accessible system of 

health care for the majority of the African rural population,” the Organization for African 

Unity (now the African Union) declared the years 2001-2010 to be the ‘Decade for African 

Traditional Medicine’. The aim of this declaration was to bring together all the stakeholders in 

health care in an effort to make traditional medicine “safe, efficacious, affordable and available to 

the vast majority of African people.” The main mission of WHO (Africa Region) is to assist 

countries in ensuring that the African population enjoys improved levels of oral health and function 

through a significant reduction of all oral diseases and conditions that are prevalent in the region, 

with equitable access to cost-effective quality oral health care and adoption of healthy lifestyles.  
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Despite much research in recent times for health (medical) sector collaboration with THs, there is a 

paucity of literature with regard to the role of THs in the provision of oral health care and in the 

diagnosis and management of common oral problems including the oral manifestations of 

HIV/AIDS. Given shrinking health budgets, economic constraints and the diminishing capacity for 

oral health personnel to handle the burden of oral diseases throughout much of Sub-Saharan Africa, 

it would seem logical to develop and enhance co-operation and collaboration between the formal 

oral health services and THs to bring available resources in the health sector to serve the population 

for better oral health and HIV/AIDS prevention. 

  

Traditional healers are considered to be effective agents of change as they command authority in 

their communities, function as psychologists, marriage and family councilors, physicians and legal 

and political advisors (Rudolph et al 2007). They are also considered to be the legitimate 

interpreters of customary rules of conduct, morality and values. THs provide client-centered, 

personalized health care that is culturally appropriate and tailored to meet the needs and 

expectations of the client paying special respect to social and spiritual matters (King and Homsy, 

1997) 
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CHAPTER TWO 

Literature Review 

 

Traditional healing has always been a component of health care in Cameroon but the actual 

contribution of THs to oral health care in the Bui Division of Cameroon is not known. Lewis et al. 

(2004) reported on the oral health care knowledge and practices of African THs from two 

communities: Zonkizizwe and Dube in the Gauteng Province, South Africa. A questionnaire 

together with clinical photographs were used to elicit knowledge of common oral conditions. 

According to their findings, more than 90% of THs from both areas correctly identified 

photographs of gingival inflammation, dental caries and oral candidiasis. Over 50% of healers from 

both areas had patients who presented with mouth problems such as toothache, swollen gums and 

oral candidiasis. Eighty four percent of healers from Zonkizizwe gave oral health advice to their 

patients, including specific advice on how to brush their teeth and eighty two percent referred their 

patients with oral problems compared to 44% of healers from Dube. The high referral rate 

suggested a belief on the part of the healers that there was value in their patients attending a clinic 

for oral problems. It also acknowledged their limitations in treating patients for oral diseases. 

 

Considering that oral candidiasis has been reported as the most prevalent oral manifestation of 

HIV/AIDS and the fact that almost all THs can recognize oral candidiasis (Lewis et al, 2004; 

Rudolph et al, 2007) suggests that THs could play an essential role in the efforts to address oral 

HIV/AIDS lesions.  
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A study carried out in Nigeria by Ongunbodede (1991) found that THs were providing dental care, 

but their work was not integrated with that of a dentist. Ongunbodede (1991) also reported that the 

THs were open to the prospect of collaborating with the dental profession, whereas the reverse was 

not true. If one considers the fact that THs are more numerous than dental and medical practitioners 

and the fact that they are widely accepted by a large proportion of the population, it is logical that 

their work be integrated with that of the dental and medical practitioners. Indigenous knowledge 

systems in Africa and some parts of Asia chewing sticks are used for plaque removal (Akpata et al. 

1977; Enwonwu et al. 1985). Most plants used as chewing sticks contain fluoride and/ or have 

antimicrobial, anti-cariogenic or anti-inflammatory properties (Enwonwu et al. 1985; Sote, 1987).  

 

Ngilisho et al. (1993) reported on the role of THs in the treatment of toothache in Tanga region, 

Tanzania found that sixty per cent of the villagers that suffered from toothache sought treatment 

from THs.  They were all treated with local herbs and forty per cent of the villagers who sought this 

service obtained relief of pain for more than six months.  The authors concluded that the presence 

of modern health facilities did not influence the villagers’ use of THs. Hence, it could be expected 

that THs be considered as an alternative to modern health systems by the population, especially for 

the relief of acute pain, in underserved rural areas.  

 

However, one needs to be aware that some traditional practices may be harmful e.g. the practice of 

extracting tooth buds and of rubbing herbs on to the gingivae of children in order to treat fevers and 

diarrhea, has been documented in countries such as Tanzania and Uganda (Kikwilu and Hiza, 

1997). By extracting tooth buds based on this belief, children become victims of the practice 

because it denies or delays the appropriate prescription of scientifically proven treatments for 

diarrhea and fevers.  
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The fact that belief in the efficacy of some traditional treatments, despite their damaging 

consequences still exists, shows that there is a need for health education programmes (Kukilwa and 

Hiza, 1997). Discouraging the adoption of deeply rooted traditional practices that are potentially 

hazardous to health and oral health needs to be made a public health priority. This could be 

achieved by educating not only the general public, but also the THs and community leaders that 

convey the knowledge to their people. In Sudan, Baba and Kay (1989) recommended an 

educational campaign aimed at encouraging the population to consult competent authorities when 

they encounter health problems.  

 

Therapeutic methods used by African THs include psychosocial counseling, simple surgical 

procedures, rituals and symbolism. The types of medications used by THs can be classified as 

follows: 

Preventive and prophylactic medications 

Among the Zulu ethnic grouping in South Africa, medications for self-fortification are called 

amakubalo. It is sprinkled around and about their home to ward off lightening or to cause the evil 

doer discomfort in his impious endeavors. 

Treatment for ailments 

According to Bryant (1970) and Gumede (1991) treatments are prepared in different forms such as 

cold and hot infusions, decoctions, powders, poultices and lotions, and a variety of earthy ointments 

that comprise animal fat, clay and sometimes ashes. These formulations are made into different 

medicinal mixtures, known as umuthi, from secret recipes that are a part of the knowledge that the 

TH passes onto his/her apprentice. The mixtures can be drunk, smoked, inhaled used for washing or 

steaming or smeared on the body. Pouring the required amount of cold water on chopped herbs, 

bark or root makes cold infusions. If hot infusions are simmered or boiled for some time they are 

made into decoctions that can be used orally, as rectal enemas or for inhaling. 

 

 

 

 



 16

Medications used to “destroy the power in others” 

These target specific individuals like witches. A concoction is placed in the enemy’s path so that 

when the enemy crosses the path, he/she will contract a fatal disease. 

 

The need to identify and recognize the beneficial effects of traditionally used plants and 

medicaments has been recognised (Hamza et al. 2005; Tapsoba and Deschamps, 2005; El-Hilaly, 

Hmammouchi and Lyoussi, 2003; Kambizi and Afolayan, 2001; Gessler et al, 1995(a)). An 

investigation into the treatment of oral diseases with medicinal plants in the Kadiogo Province, 

Burkina Faso reported that although the region is mainly urban, it appears that THs who live there, 

and the general population, continue to rely on plant products when dealing with a broad range of 

oral health concerns (Tapsoba and Deschamps, 2005).  

 

Hamza et al. (2005) investigated the antifungal activity of traditionally used Tanzanian plants and 

found good correlation between traditional therapeutic use and the in vitro antifungal activity and 

corroborated the importance of ethno botanical surveys for screening plants as a potential source 

for bioactive components that may have preventive, prophylactic or treatment properties for oral 

and other diseases. 

 

Some of the most common surgical procedures performed by African THs are scarification, 

bloodletting and cupping. A number of rituals such as the induction of vomiting, enemas, 

bloodletting, whistling or animal sacrifices are performed if the illness is perceived to be 

bewitchment. The aim of these rituals is to restore balance and harmony, reduce patient’s anxiety 

and serves to relieve feelings of guilt. 
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Sarita and Tuominen (1993) investigated the pattern of utilization of medical and dental health care 

services in rural Tanzania. They reported that indigenous home remedies were the only treatments 

used for managing dental problems, while for medical problems a TH was the most commonly 

used. Sarita and Tuominen (1993) concluded that the pattern of utilization of health care services 

differed for medical and dental problems and that this should be taken into account when planning 

comprehensive health care services for rural African societies. 

 

There have been many instances where THs have collaborated with the health sector. Wilkinson et 

al. (1999) carried out a study in Hlabisa, South Africa to determine precedent and potential for THs 

to act as tuberculosis (TB) treatment supervisors. Although only four per cent of the study 

population believed that THs could cure TB, 84% stated that they would consider choosing a healer 

as a treatment supervisor. Eighty eight per cent of healers reported having referred patients with 

possible TB to hospitals for treatment and all the healers were keen to negotiate collaboration with 

health services. Nearly all were also willing to act as treatment supervisors. Wilkinson et al. (1999) 

concluded that the potential for collaboration was high in Hlabisa and that further evaluation was 

necessary as this approach was scaled up. 

 

In an earlier report by Edwards (1986), the relationship between traditional and modern medicine 

was described, with reference to an experimental research study conducted in South Africa that 

focused on interviews with traditional Zulu healers and modern clinical psychologists with the 

same group of psychiatric patients. Results indicated that while traditional and modern practitioners 

worked from different theoretical orientations, they were in significant agreement as to both 

diagnosis and treatment of patients when faced with the same limited choice of options. 

Furthermore, patients perceived both the traditional and modern practitioners as being more or less 

equally helpful. 
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In Uganda, THETA (Traditional and modern health practitioners together against AIDS and other 

diseases), is promoting collaboration between traditional and biomedical health workers in the 

prevention and care of sexually transmitted infections (STIs) including HIV/AIDS. Projects involve 

collaboration in clinical trials to study the effectiveness of herbal treatments for opportunistic 

infections and to empower traditional medicine practitioners to offer counseling and education on 

STIs/AIDS.  

 

After receiving training THs became involved in community education, others in counseling and 

HIV-support groups. This resulted in an overall increase in the community education, counseling 

and understanding about HIV. It also resulted in behavior change in the public, including an 

increase in condom use. Hence, by respecting the knowledge, experience and beliefs of the TH, 

THETA was able to expand the project to cover some 250 healers in seven districts of Uganda. 

 

A study by Homsy and King (1997) concluded that THs could be trained as counselors and 

educators to disseminate HIV/AIDS information and prevention practices between their peers and 

communities. Case studies indicate that THs are capable of performing at least as well as their 

biomedical counterparts as AIDS educators and counselors. Of concern to Homsy and King (1997) 

however, was the failure of many projects to provide systematic follow-up to healers after their 

initial training. Such follow-up is essential to support healers in dealing with unfamiliar issues such 

as condom use and death and dying. Masauso Nzima et al. (1996) carried out a similar study in four 

Copperbelt towns in Zambia. A program was established whereby THs received AIDS training and 

how to counsel clients on safe sex behaviors. Follow-up meetings are held monthly between health 

professionals and THs. The project has been highly successful and THs now sell condoms to their 

clients through a social marketing program. 
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A qualitative investigation by Abdool Karim (1998) exploring potential preventative health roles 

that THs could play with regard to the AIDS epidemic found that the Isangoma’s knowledge of the 

transmission mechanism, risk groups and prevention strategies for AIDS was accurate.  He 

recommended that THs be incorporated into AIDS prevention programmes where they can play a 

role in community-based AIDS education. 

 

According to Green (1999) there is increasing recognition on the role of THs in preventing and 

controlling HIV/AIDS and other sexually transmitted infections (STIs). A number of these HIV 

prevention programmes have involved THs and has helped them to improve their skills in 

diagnosing, treating and counseling clients with HIV/AIDS and STIs.   

 

Green (1999) made some important recommendations for one to consider when planning 

collaborative work with THs: 

 

• Be fair and democratic in selecting healers for training 

• Try to identify and train motivated healers who are respected in their communities 

• Do not make membership of a TH’s association a requirement for participation in 

HIV/AIDS training 

• Encourage healers to promote sexual abstinence among youth, and fidelity within marriage 

among adults. 

 

The World Health Organization (WHO) and other official groups acknowledge the potential 

effectiveness of THs as primary caregivers and the potential efficacy of their treatments in the fight 

against HIV and AIDS, sexually transmitted disease, and other infectious diseases (Hewson, 1998).  
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The WHO also supports the integration of Western medicine and traditional healing and 

encourages referrals between the two.   

 

In South Africa, THs have their own organization (Board of THs) that is recognized by the 

Department of Health and by the Ministry of Health respectively. Among the Zulu population, THs 

serve many functions in the community, such as the role of a minister of religion, legal advisor, 

healer, custodian of history and tradition and community organizer (Gumede, 1991; Mkhize, 1981; 

Ngubane, 1977 and Chonco, 1972). By virtue of their stature, THs can bring about change in the 

behaviour of individuals, families, neighborhoods and communities.  The aim of the present study 

was to assess the knowledge and practices of THs and determine the extent to which THs can 

diagnose oral conditions and how they can be incorporated into oral health care and prevention of 

oral diseases. It was anticipated that the outcome of this research will assist policy makers on the 

knowledge and attitude of THs towards oral health care and the socio-economic and cultural impact of 

oral health care delivery in Cameroon in general. 
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CHAPTER THREE 

AIM AND OBJECTIVES 

 

3.1 Aim 

The aim of this study was to assess the role of THs in providing oral care services in Cameroon. 

3.2 Objectives 

• To determine knowledge and practices of THs regarding oral care in Bui Division. 

• To determine the cost treatment of THs care as compared to conventional dental treatment 

provided in local dental clinics. 

• To determine factors affecting the utilization of oral health services (provided by both THs 

and clinics) by the Cameroonian population.  

• To determine the type of treatments administered by THs to treat oral problems and its 

(perceived) effectiveness. 
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CHAPTER FOUR 

RESEARCH DESIGN AND METHODOLOGY 

Introduction 

In Cameroon, THs play a crucial role in providing primary health care especially in remote areas 

where western medicine is unaffordable and people still have deep socio-cultural beliefs and 

attachments. Primary health care services in Cameroon are well developed and there is a certain 

degree of cooperation between TH and western trained doctors, but the introduction of oral health 

into the primary health care system has never been a priority of the government. 

 

 The fact that patients use conventional and traditional health-care practitioners simultaneously, calls for 

an improved dialogue between practitioners of both medicines without excluding oral health care. An 

inspection of the traditional practitioners’ views reveals that they are aware of the many weaknesses of 

their practice and are eager to collaborate with the conventional medicine sector for their eventual 

inclusion into the national public health strategy in Cameroon.  

 

 In order to carry out this research, preliminary meetings were held with the heads of Bui THs 

associations and the aim, objectives and the future benefits of the research were discussed. Two 

sites were arranged for future meetings with THs for photographic identification and distribution of 

questionnaires. Apart from the fact that they were not willing to reveal in detail what they use in 

treating their patients, THs were very cooperative and most of them were willing to learn. Also an 

assessment was made to evaluate the impression the citizens of the Bui division about the treatment 

offered by TH’s. This chapter describes the study design, sample, survey method, how the 

questionnaires were piloted, data entry and method of analysis. 
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Study Design 

A cross-sectional study design was used. 

Study Population 

Rural and urban populations of BUI division, in the North West Province of Cameroon. 

Study Sample  

Random sample of the inhabitants of BUI Division. 

Measurements 

Administered questionnaires were used as the survey method. The purpose of the questionnaire was 

to collect factual and/or attitudinal data for measurement. It was designed to obtain accurate and 

valid responses. 

Design rules 

The same rules of design apply to all types of questionnaire: 

• It must suit the aim of the study 

• It must suit the nature of the respondent 

• It should be clear, simple, unambiguous 

• The design should minimize potential errors from respondents and coders 

• The subject of the questionnaire should interest the respondent, encourage their co-

operation and elicit truthful answers 

• Well worded questions are essential, and pitfalls must be avoided, for example, ‘double-

barreled questions’ that is, when two questions are included in one- the questions will have 

to be separated so that the respondent and the researcher can distinguish between the two. 
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• The wording of the questions should not lead the respondent to feel obliged to answer in a 

particular way, which may not be truthful 

• Questions must not alienate either the respondent or the researcher 

• Efficient and meaningful analysis of the acquired data should be possible. 

Instrument used 

Questionnaires and data capture sheets (Appendix 1, 2) with open and closed ended questions were 

the instruments used to collect the data. They were designed to ensure that it suited the aim and 

objectives of the study and were simple, clearly understood and unambiguous. 

 

The development of the study questionnaire 

Planning of the questionnaire began in March 2008. It was developed following group discussions 

with THs and other professionals working in the field. After a thorough review of the literature, the 

questions were formulated. The data from the questionnaires was grouped into the following 

categories: 

 

Demographics 

The demographic information was subdivided into groups that included the age and gender of the 

TH, literacy level; length of training period; duration of practice as a TH and the distance of their 

practice from the nearest health care facility. Demographic information of the population of Bui 

division included gender, age, monthly income and profession.  

 

Oral health knowledge, understanding and practices 

The THs were asked to identify common oral conditions and were questioned regarding its cause 

and possible treatment. 
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Education and counseling 

THs were questioned about their oral health knowledge and their willingness to screen and educate 

their clients about oral health care. 

 

Perceived benefits 

Patients were interviewed regarding oral health care and their satisfaction with the services 

provided by TH for oral health problems. 

Piloting the questionnaire 

In June 2008, the completed questionnaires were tested on six THs and 10 patients. The pilot study 

was carried out to: 

• Test the suitability of the method of collecting the data 

• Check the adequacy of the questionnaire 

• Check that all questions were clear and unambiguous 

• Remove any items that did not yield usable data. 

Preparation and conduct of the interview 

Meeting with THs 

In March 2008 the completed questionnaire and photographs were tested on five traditional healers 

and 10 people from Bui division chosen at random in market places and their various places of 

work. The pilot study was done to: 

• Test the suitability of the method of collecting the data 

• Check the adequacy of the questionnaire 

• Check that all questions were clear and unambiguous 

• Remove any items that did not yield usable data. 
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Preparation for the final draft 

After the pilot study, irrelevant and ambiguous questions for the interviews were identified and 

either reformulated or deleted. This resulted in a general improvement of the questionnaire and an 

increase in the efficiency of the enquiry. The final draft of the questionnaire (Appendix 1 and 2) 

with 23 questions for THs and 13 for patients(clients) were then printed and copied for the larger 

study. The design and construction of the instrument took 6 months to be completed. 

 

Establishing contacts 

All researchers are dependant upon the goodwill and availability of their subjects. During an initial, 

information sharing meeting, co-operation of local leaders and the relevant health authorities was 

sought and obtained.     Preliminary visits were made to the two traditional healer rulers (Fons) who 

are the heads of the traditional councils in the two communities where pilot studies were carried 

out. Details of the research, its aim, objectives and benefits were explained to the traditional healer 

rulers. After some traditional rites were performed, the Fons informed the traditional healers about 

the study and a meeting was scheduled to take place in 3 months time during which time a training 

workshop was to be held and data was to be collected.  Oral health care workers (OHCW) resident 

in these communities were recruited as translators and facilitators to gain acceptability from the 

traditional healers and their patients.  

 

Interview approach 

21 traditional healers (10 from Oku and 11 from Kumbo) were invited to the initial meeting at the 

Fons palaces where the first set of questionnaires were administered together with the photographs 

of oral lesions that were used for testing the knowledge of THs.  
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At each of the stations, all meetings were presided by the chief priest at the Fon’s palace. Group 

discussions were held regarding oral health conditions and their diagnosis. A questionnaire with 

open and closed ended questions and clinical photographs of easily recognizable common oral 

conditions plus oral lesions associated with HIV infection were used to obtain information.  

Data collection 

(a) For traditional healers 

 

Four OHCW were used as facilitators/translators. Due to differences in languages, distance and the 

cost of getting all THs in one setting, it was decided to carry out the study in 2 sites (Oku and 

Kumbo) on the day that their quarterly meetings were scheduled. In both instances we were invited 

to the local THs Association meeting where the purpose of the study was explained to them before 

the workshop took place. The meeting took place in the Fon’s palaces at Oku and Kumbo. 

  

The first half of the morning session consisted of ceremonial activities where libations were poured 

with palm wine and the venue was blessed before the ceremony started( a normal routine when ever 

the TH are having their meetings). After an introduction from the facilitators, the chief priest was 

invited to announce the opening of the workshop. Consent forms were given and questionnaires 

were given out, whereafter lectures were delivered after providing a brief background about the 

research project, the purpose of the workshop, roles and expectations of the facilitators and the 

format for the remainder of the workshop.  

 

Self-administered questionnaires and pens were then handed out to each participant and they were 

asked to answer all questions. The researcher then interviewed each participant in a separate room 

away from the rest of the group. Following the semi-structured interview, the traditional healers 
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were shown six photographs of some common oral diseases and oral HIV lesions and were asked to 

identify as many as they could. Their answers were recorded and participants then adjourned for 

lunch. 

 

After the lunch break, the researcher, provided a description of each of the oral lesions in the 

photographs in detail and informed the participants of the names of the lesions, their cause and how 

to identify them. The participants were encouraged to ask questions if they were unsure about any 

of the lesions described.  

 

Following this learning session, a second workshop was planned with the TH to take place in 3 

months. At the next meeting, the participants were again shown the same photographs that were 

used in the first meeting and were asked to identify the oral lesions.  

  

(b) Dental clients 

Fifty seven administered questionnaires were carried out at random to individuals who were had 

oral problems and who had been treated for oral diseases. The questionnaires were administered in 

market places, bus stops and busy areas in the two localities where THs were interviewed). 5 

questionnaires were discarded because of incomplete data and 52 were analyzed.  

 

Data analysis 

 Epi-info (version Epi 16) and Microsoft excel softwares were used for analysis and presentation of 

the data. 
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Validity and reliability 

 

The principal investigator (fluent in English, French, and Pidgin) was the only investigator 

involved in conducting interviews, keeping records, gathering and interpretation of data, thereby 

assuring confidentiality and the standardized recording of information. Furthermore to ensure 

validity, the triangulation method was used, whereby another person (the facilitator) reviewed ten 

per cent of the data to check for bias. 

 

Ethical considerations 

 

Ethical clearance to carry out the study was obtained from the Provincial Delegation of the 

Ministry of Public Health and the Senate Research Committee, University of the Western Cape. 

The participants in the study were required to complete a consent form (Appendix 3, 4) if they were 

willing to participate in the study. Participation was voluntary and each individual had the right to 

refuse to be included in the study or to withdraw from the study at any time. Furthermore, it was re-

iterated that their decision to participate or not, will not affect their management or care in any way 

whatsoever. The participants were assured of confidentiality regarding the information they provide 

should they decide to take part.  
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CHAPTER FIVE 

RESULTS  

 

The data analyses of the questionnaires and data capture sheets used to collect data from the 

traditional healers and patients form the basis of this chapter. The in-depth interviews with THs 

provided more detailed information about their knowledge, attitudes and beliefs towards the 

importance of oral health. 

 

Demography of the sample  

 

A total of 21 THs and 52 patients took part in the study. The average age of THs was 46.0 years 

with the age ranging from 20 to 77 years and a standard deviation of 14.29. Sixty two percent of the 

TH were over 40 years. The majority were males (90%). 23.8% of the THs were herbalists and the 

remainder practiced both divination and herbal medicine. Of the 52 patients, 53% were males and 

46% females (age range 9-70 yrs, SD=0.503).The age distribution can be seen in Table 1. 

 
 Table 1: Age distribution of THs and their clients 
 

 
 
 
 
 
 

 

 

 

 THs Clients 
Age range 

(years) 
Frequency 

(%) 
Frequency 

(%) 
<20 yrs 1 (4.6) 8 (15.4) 

21-30yrs 1 (4.6) 22 (42.3) 
31-40yrs 6 (28.6) 13 (25.0) 
>40years 13 (61.9) 9 (17.3) 
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A. TRADITIONAL HEALER QUESTIONNAIRE 

More than two thirds (71.4%) had a primary and high school education and could read and write as 

shown in Table 2.  

 

Table 2: Level of Education of TH 

Level of education Frequency Percentage

Primary and post primary 12 57.1 

High school 3 14.3 

Never in school 6 28.6 

 

Nearly two thirds of the THs did not have any formal training for their profession. Those who were 

formally trained were trained by their relatives and other Senior THs (Table 3). Those who were 

not formally trained claimed they got their knowledge “naturally”. More than two thirds (76.2 %) 

were registered with the TH’s association. 

 

Table 3: Trainer of TH 

Trainer  Frequency Percentage 

Father 4 19 

Uncle 2 9.5 

Senior TH 4 19 

“Naturally” (all diviners) 11 52.4 
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The average duration of training of TH was 7.5 years with values ranging from 4 to 10 years and a 

standard deviation of 3.03. The average duration of practice of TH was 21 years with values 

ranging from 2 to 41 years and SD 13.03 

 

Referral from THs 

All THs reported that if necessary they refer patients to other facilities (Figure 1). 

 

Figure 1: Referral by TH 

 

Oral health knowledge, understanding and practices 

Sixty seven percent of THs reported that they knew the cause of HIV/AIDS and 67% stated that 

they could treat patients with oral HIV lesions. Some of the causes of AIDS/HIV reported by THs 

included unprotected sex, contaminated needles, contact with blood, and failure to keep some 

traditional laws (disloyalty). A third did not have any idea about the causes of AIDS (Table 4). 
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Table 4: Causes of AIDS as reported by TH 

 
Causes of AIDS Frequency Percentage 

Unprotected sex 10 47.6 

Contaminated Blades 2 9.5 

Contact with blood 1 4.8 

Traditional disloyalty 1 4.8 

No idea 7 33.3 

  

All THs were able to accurately detect candidiasis, dental caries and gum diseases after a brief 

training. There was a significant increase in knowledge following the training workshop in the 

diagnosis of aphthous ulcers, tongue cancer, and Kaposi sarcoma (Table 5) There was a statistical 

significant increase (p=0.004) in knowledge from pre-test to post-test for all the six diseases 

(Figure 2). 

Table 5: Identification of common oral conditions from photographs  

 
 Lesion/Disease Pretest correct Post test Percentage p value 

A Caries 21 (100) 21 (100) 0.00 
 

1 
 

B Gum Disease 11 (53.33) 21 (100) 46.67 
 

<0.001 

C Tongue Cancer 2 (9.52) 18 (85.68) 76.16 0.015 
 

D Kaposi Sarcoma 4 (19) 17 (80.92) 61.92 
 

0.003 

E Aphthous Ulcers 2 (9.52) 19 (90.44) 80.92 
 

0.004 

F Candida 17 (80.92) 21 (100) 19.08 
 

0.036 
 

 AVERAGE 
 

10(45.38) 
 

20(92.84) 
 

79.87 0.004 
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Figure 2: Pre- and post- test of common oral conditions from photographs 

            \ 

THs also described some lesions (in their own language) as the common signs of HIV/AIDS. For 

example, swollen red gums (gingivitis), wounds on the cheek and palate (aphthous ulcers), white 

dots on the tongue (candidiasis) and rashes in the mouth (stomatitis) (Table 6). 

 

Table 6: Description of oral HIV lesions by TH 

 Description Frequency Percentage 
Swollen, red gum(gingivitis) 8 53.3 
Wounds on the cheek, 
palate(Aphthous  ulcers) 4 26.7 
Mouth rashes (Stomatitis) 2 13.3 
White dots on the tongue(Candida) 1 6.7 

 

All THs reported that they would be willing to screen and educate their clients about oral health 

care.  
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Treatment provided for mouth problems 

Tables 7 and 8 show the materials used and types of oral treatments they are used for. They include 

the bark of trees, herbs and roots to make mouth washes, and powders used to carry out their 

treatment. Their perceived benefits included pain relief and softening teeth before extraction. 

 

Table 7: Materials used in treatment 

Treatment material Frequency Percentage 

Bark of trees  10 55.6 

Leaves/herbs 6 33.2 

Roots of trees 1 5.6 

Palm oil 1 5.6 

 

Table 8: Type of treatment given by TH 

 
Type of treatment provided Percentage 

Mouth wash from bark of tree extracts 67.0 

Pain relieving herbs 11.0 

Fume inhalations(from burnt spices in palm oil) 
that remove worms from infected tooth 

11.0 

Softens tooth before extractions 5.5 

Application of powder from bark of tree to stop 
pain 

5.5 
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B. PATIENT QUESTIONNAIRE RESPONSE 

 

Fifty two participants who reported having oral problems and had dental treatment were 

interviewed. The age of participants ranged from 9 to 70 years (SD=0.503). The age distribution 

can be seen in Table 1. More than 50 % of these patients have an income of less than $100 per 

month. The reasons why people preferred to visit a TH is shown in Table 9. The average cost of 

treatment with THs (approximately $5) is very low as compared to conventional treatment ($50) 

and most patients visit THs because of the low cost. 

 

Table 9: Reasons why patients visit THs 

Reason for visits Frequency Percentage 
Low cost 35 68.6 
TH understand my problems better 6 11.8 
Hospital/Clinic too far 3 5.9 
TH can tell origin of my illness 3 5.9 
Fear from death from tooth extractions 4 7.8 

 
 

For more than 76% of patients it takes about 30 minutes to get to a TH and for more than half of the 

participants it takes an average of 4 hours to get to the nearest oral health care facility (Table 10). 

The distance of the nearest health facility to a TH is shown in Table 10. The nearest health facility 

is half an hour away from three quarters of the THs.  
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Table 10: Proximity of patients to TH and health facilities; and TH to health facilities.  

Time Distance of patient 

from TH   N (%) 

Distance from oral 

health facility N (%) 

Distance of TH to the 

nearest health facility N 

(%) 

< 30 min 38(76) 2(3.9) 16(75.2) 

30 min -1hr 7(14) 17(33.4) 2(9.5) 

1hr -4 hrs 4(8) 5(9.8) 0(0.0) 

>4hrs 1(2) 27(52.9) 3(15.3) 

 

More than two thirds (67.3%) were satisfied with the treatment the TH provided. Those who were 

not satisfied reported that it was due to the fact that there was no significant change in their presenting 

complaint and that the pain persisted even after treatment. 

Summary 

More than half of THs were literate, and their knowledge on the causes and transmission of 

HIV/AIDS was good. They showed a significant increase in knowledge following training. TH 

refer patients with oral problems if deemed necessary – they are referred to the hospitals, other THs 

and a few to dentists for their oral health needs. Despite the temporary relief from symptoms 

received from THs, more than two thirds of the patients were satisfied with their treatment. Most 

patients in this area were low income earners and they patronize TH’s for socio-economic reasons 

like low cost of treatment and closer proximity to where they lived. It takes 30 minutes for the 

majority of patients to get to a TH, but and an average of 4 hours to get to the nearest oral health 

care facility.  
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CHAPTER SIX 

DISCUSSION & CONCLUSIONS 

 

Traditional healers form a vital work-force in the management of several diseases in Cameroon. In 

the Bui division, and health and oral care delivery is carried out by 9 medical doctors and 1 dentist 

serving a population of 80 000 people. There are more than 500 THs registered in the Bui Division 

with the TH’s association with many of them involved in activities ranging from treating common 

illnesses like diarrhea and malaria to complex illnesses with ‘supernatural’ causes, bone setting and 

serving as traditional birth attendants. Though they treat some oral problems, the role and impact of 

TH in oral health care in Cameroon is unknown.   

  

The aim of this study was to determine the oral care knowledge and practices of THs on oral health 

delivery in Bui division of the Republic of Cameroon. Limitations of this research included the fact 

that sample size was small and that no questions were asked as to whether THs counsel or educate 

patients on oral health care.   

 

The average age of THs in the present study was 46 years. The fact that more than two thirds of 

THs in the present study were older than 40 years implies that if speedy interventions to incorporate 

them into oral health education and promotion efforts are not made the legacy of the use of 

traditional medicines in the treatment of oral lesions may be lost (Kisangau et al, 2007). The most 

senior THs were illiterate, but form the majority of the trainers and are respected community 

leaders. Therefore, for knowledge transfer from the elderly to younger groups is required, they 

form key target groups that may be useful for initiating these efforts. 
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There was a high preponderance of males in the THs sample and this is because traditional 

medicine is a male-dominated profession (Gessler et al, 1995(b)). The majority practiced both 

divination and herbalism. Herbalists are involved in treatment only with natural products like 

herbal medicine, minerals and animal extracts, while diviners are involved in the spiritual diagnosis 

of infirmities by performing socio-cultural rituals and divination whose therapeutics extends 

beyond illness to problems of daily living (Gessler et al, 1995(b); Abdool Karim et al, 1994).  

 

Most of the THs in this region carry out both diagnoses and treatments since all diviners also 

perform the role of the herbalist (treatment).This finding is similar to studies carried out in the 

Tanzania and Zambia (Kayombo et al, 2007; Burnett et al, 1999). However, the majority of the 

diviners were male, contrary to reports from South Africa (Abdool Karim et al, 1994; Pelzer et al, 

2006) where the majority were female. 

 

More male patients patronize THs and two thirds of the patients were between the age of 21-40 

years. Maclean and Bannerman (1982) found that a higher number of older people visited THs than 

the younger age groups.  

 

Less than half of the THs had formal training in their profession. Furthermore, the training was not 

standardized, as most were trained by fathers, uncles and other senior THs. The average duration of 

training for a herbalist was 7.5 years with training ranging from 4 to 10 years depending on the 

ability of the apprentice. It can be concluded that because of their duration of their training, the 

herbalists would have had good knowledge and skills in treating patients before becoming 

independent, unlike diviners who do not undergo any form of apprenticeship. This can explain why 

there are many charlatans found among the diviners. 
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Of the 21 THs in this study, only 76% of them are registered with the Traditional Healer’s 

Association of Cameroon. The numbered of registered practitioners must be increased, so that their 

practices can easily be regulated and bad practices controlled. 

 

More than two thirds of THs are close to basic primary health facilities, but most of their referral 

for oral diseases are made to medical doctors and other THs who are not in close proximity.  Some 

encourage the use of self medication including herbs and common analgesics because of the 

perception that referral to a dental clinic will be very expensive. Only few patients (6%) were 

referred to the dental clinic. Most patients visit THs first, before a medical or dental practitioner 

(Burnett et al, 1999; Morris, 2001; Puckree et al, 2002) and more often than not, only when their 

symptoms have not subsided.  

 

Other reasons not taking up oral health services, may include the lack of knowledge of the role of 

the dental team as efficient oral health care providers, the acute shortage of oral health care workers 

(only one dentist, 2 dental therapists and 4 other dental auxiliaries serve this population of about 

800 000 people), traditional beliefs that tooth extraction can lead to death or pregnancy miscarriage, 

poor access to oral care facilities and private dental services are unaffordable. People are afraid of 

the dental clinic and prefer cheap palliative treatments instead (Nations and Nuto, 2002). The 

primary health care system in Cameroon is well developed and there is some degree of co-

operation between TH and western trained doctors as reported earlier by Kayombo and colleagues 

(2007) but the involvement of oral health into the primary health care system is still minimal. 

 

The average cost of treatment from THs (approximately $5) is very low as compared to 

conventional treatment ($50). In the present study, most patients reported visiting THs because of 

low cost and because they perceived the THs had a better understanding of their problems.  
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Pelzer et al (2006) suggested that persons visit THs for treatment because they provide client-

centred and personalized health care that is tailored to meet the needs and expectations of their 

patients, paying special respect to social and spiritual matters. Nevertheless 32% were not satisfied 

by the treatment provided by the TH, mainly because the pain persisted despite the traditional 

remedies provided. Treatment given for pulpitis was short-lived. 

 

More than a third reported visiting the hospital, usually when their situation got worse (e.g. 

development of dento-alveolar abscesses, Ludwig’s angina) after visiting the TH. One of the 

reasons why patients are referred late (or as a last resort) is because THs are afraid to “lose their 

reputation” in the community (Hillenbrand, 2006). Fortunately, some THs do refer patients because 

they know their limits - they can not treat diseases caused by “germs” (Saub and Jaafar, 2001). 

Diviners believe diseases are of spiritual origin and that their treatment requires spiritual 

intervention (Kayombo et al, 2007; Gessler et al; 1995(b)).  

 

In the present study, the majority of the sample reported that it took half an hour to get to a TH, but 

an average of 4 hours for half of them to get to the nearest oral health care facility. This reaffirms 

the fact that proximity of the health care professional is a key determinant in oral care delivery. In 

the Bui Division, primary oral health care is underdeveloped with poor access to basic oral health 

care. Poor access to oral health facilities limits patient’s choices and hence patients prefer to 

patronize a THs rather than having to travel for more than 4 hours to see an oral health care worker.   

 

Seventy one percent of THs reported that they were aware of the causes of HIV/AIDS including 

unprotected sex, use of contaminated blades, especially for scarifications (a common traditional 

practice in this region) and contact with blood. More than a third did not have any idea as to the 

origin of AIDS. These results are comparable to the findings of Pelzer and colleagues (2006).  
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THs need to be educated on other practices that can cause the transmission of the virus and should 

also be trained in HIV counseling, condom distribution, community HIV/AIDS and STI education.  

 

Pre-testing the THs for knowledge of oral lesions revealed that they could diagnose candidiasis, 

dental caries and gum diseases from photographs of six oral lesions. Following the training 

workshop, there was a statistically significant increase in the correct diagnosis of aphthous ulcers, 

tongue cancer and Kaposi sarcoma. Similar findings had been found by Lewis et al. (2004) and 

Rudolph et al. (2007) in South Africa. 

 

Pre-testing the THs for knowledge of oral HIV lesions revealed that they could describe some of 

the lesions (in their own language) as common signs of HIV/AIDS  like swollen red gums 

(gingivitis), “sores” on the cheek and palate (aphthous ulcers), white dots on the tongue 

(candidiasis) and rashes in the mouth (stomatitis). Eighty six per cent of THs reported that they 

treat patients for mouth problems. With regard to HIV infections, many THs report that their 

treatments help patients to regain their appetite, cure the opportunistic lesions and increase the “red 

blood cell count”. Their perceived impression is, that if you can increase the red blood cells, the 

patient feels better (Kayombo et al. 2007; Kisangau et al. 2007; Hillenbrand, 2006; Pelzer et al. 

2006; Burnett et al.1999). 

 

All the THs reported that they would be willing to learn more about common mouth problems in 

adult and children and are also willing to learn to screen patients for the oral manifestations of HIV. 

Furthermore, they were also interested in educating their clients about oral health care if given 

adequate training. A study carried out in Yaoundé, Cameroon has long-established that although 

the education level varies widely, traditional practitioners have a deep thirst for knowledge and 
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yearn for greater inclusion into the public health sector (Hillenbrand, 2006). This is supported by 

other studies from Africa (Burnett et al. 1999; Pelzer et al. 2006; Kayombo et al. 2007; Kisangau et 

al. 2007). 

In the present study, treatment for oral disease by THs included the use of mouth washes, pain 

relieving herbs, fumes from burnt food spices used to remove “worms” from infected teeth and the 

application of powder from bark of trees to stop pain. The use of natural products for the treatment 

of other oral disease like herpes zoster, TB, candidiasis and toothache have also been reported by 

Kisangau (2007) and Tapsoba and Deschamps(2005). However, it has been observed by Kayombo 

and colleagues (2007) that one of the problems associated with the use of herbal treatment is that 

they have never been rigorously evaluated or standardized (in terms of a standard pharmacopeia). 

Furthermore, they are poorly packed and preserved, limiting their usefulness, accessibility and shelf 

life. Hillenbrand (2006) reported that all healers interviewed acknowledged that plants that they use 

can be toxic, but none of them doubted their own prescriptions. Most said they learnt to concoct 

their medications by observation and practice from elders.  

It is important to note that some of the ingredients in these medicines have profound effects on the 

mouth, stomach, and the entire gastro- intestinal tract with severe consequences like “iatrogenic 

gastritis and colitis”. A common complaint about traditional medicine is that healers claim they can 

treat everything and anything whether they have a sound knowledge of the aetiology or patho-

physiology of the disease or not. This calls for caution about the efficacy of their treatment 

modalities. 
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Concluding remarks 

 

The majority of Cameroonians depend on traditional medicines for their health needs with about 

7% of the average household health budget going towards traditional medicines irrespective of the 

earning of its inhabitants. All TH operate full-time and greatly out-number the oral health care 

providers.  Irrespective of a well developed primary health care system in Cameroon and better 

accessibility to conventional health care, most people still rely on TH because treatment is 

affordable and TH share their patient’s culture, beliefs and values and understand their expectations 

of health care. Hence they are generally more accessible and acceptable as health care providers. 

Their methods of treatment are effective and less invasive in certain cases, as they make use of 

local herbs and medicinal plants, though there are sometimes hazards associated with their 

treatments. This is because they have not been rigorously evaluated or standardized as treatment 

does not follow a standard pharmacopeia. 

 

In view of the fact that factors affecting the oral health seeking behavior of patients in this area  are 

barriers that cannot be easily removed in a short term, a multisectorial-population based primary 

health care approach will be the best option to break down some of these barriers. This should be 

based on an empowerment model which will integrate basic oral health care to all aspects of health 

care at PHC level equip THs with tools that that can help them with easy diagnosis and recording of 

oral disease, with appropriate referrals of patients and finally with the involvement of host 

communities.   
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From the findings of the present study, we can conclude that THs have a vital role to play in the 

health seeking behaviors of patients in the community. Improving their knowledge and cooperation 

with oral health workers will serve to reduce inequalities and improve the standard of oral health 

care. THs can form a bridge linking the community to oral health care providers; can serve as a 

valuable tool for population-based health prevention and promotion approaches in achieving health 

for all. Oral health workers in this region have to increase cooperation and collaboration with THs.  
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CHAPTER SEVEN 

RECOMMENDATIONS 

 

It is desirable to use the principles of primary health care in providing oral health for all 

communities in this region using simple and acceptable ways of improving the oral health status of 

people and reducing inequalities. This may be achieved by: 

 

• Both the provincial and local governments’ efforts to increase the training and presence of 

oral health work force into the 4 major towns in Bui division.  

• Basic oral health care education should be included in the curriculum of primary health care 

training centres, nursing schools and teachers training colleges. With this, oral health 

education can be incorporated into general hygiene lessons in schools, out patients 

department, antenatal clinics etc. 

• Training of dental auxiliaries, community workers and educated THs to take up some basic 

roles of oral health workers like counseling and oral health education to create awareness in 

the community is inevitable. Apart from increase in knowledge, this will also increase 

understanding between THs, the community and the oral health work force and encourage 

community involvement in basic oral health care - the limits of THs here should be 

emphasized. 

• Involving THs and their leaders in oral health planning.  
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Appendices 

Appendix 1: TRADITIONAL HEALERS QUESTIONNAIRE 

 

Name:………………………………………………………….. 

 

Age:……………………………………………………………. 

 

Gender: Male    Female 

 

Location: ………………………. 

 

Are you registered with the traditional healers association?  

Yes      No 

 

What type of practice are you specialized in?  

(a) Divination   

(b) Herbalist   

(c) Both 

(d) Other (please explain) 

 

Did you have formal training? 

Yes  No 

 If yes, who trained you? …………………………………. 
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How long was your training?  ………………………………… 

 

How long have you been in practice? …………………………… 

 

How close is the nearest health facility from your practice? 

a. Less than 30 minutes 

b. Between 30 minute to one hour 

c. Between 1 hour to 4 hours 

d. 4 hours and more 

 

Do you treat patients with mouth problems?  

Yes   No 

 

If yes, can you describe some of the mouth problems you see? 

……………………………………………………………………………….. 

……………………………………………………………………………….. 

 

Is it easy for you to differentiate the different types of the mouth problems?  

………………………………………………………………………………. 

 

How do you treat these problems?  

       ………………………………………………………………. 

        ………………………………………………………………. 

What do you use to treat mouth problem? 

           ........................................................................................................................ 
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Would you like to know about common mouth problems that children and adults have?  

Yes    No 

 

Do you treat patients with HIV/AIDS?  

Yes    No 

 

Do you know what causes AIDS? 

Yes   No 

 

If yes, what is it? ----------------------------------------------- 

  

Do you know that people with HIV/AIDS have problems with their mouth?   

Yes   No 

 

If yes, can you recognize mouth disease in people with HIV?  

Yes  No 

 

If yes, please explain ………………………….. 

 

Would you like to know about oral problems associated with AIDS?  

Yes    No 

 

Will you be willing to screen patients for common mouth diseases (tooth decay, gum diseases, 

mouth cancer, oral manifestations of HIV/AIDS? 

Yes  No 
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Do you refer patients with mouth problems?  

Yes   No 

  

If yes then where do you refer them too? 

a. Traditional healers  

b. Medical doctors  

c. Primary health care centers 

d. Dentist 

e. Other:  
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Appendix 2: PATIENT QUESTIONNAIRE 

 

Name:  ………………………………… 

 

Age:   ………………………………… 

 

Gender:  Male   Female 

 

Where do you live? ……………………. 

 

What do you do?:…………………………… 

What is your monthly income? 

a. Less than $50 

b. $50-$100 

c. $100-$200 

d. Above $200 

 

Have you ever had problems with your mouth and teeth? 

Yes  No 

 

If yes, please explain what the problem was? …………………………………. 

 

Did you go to anyone when you had the problem? 

Yes  No 

 

 

 

 



 60

If yes, where did you go? 

a. Hospital 

b. A traditional healer 

c. Dental clinic 

d. Both (a) and (b)  

e. Both (b) and (c) 

f. Other (please explain): 

 

If you have been to any one of the above, what type of treatment did you get?  

a. I had my tooth extracted 

b. I was given medicine that reduced my pain 

c. I was given medicine that stopped my pain. 

d. Other (please explain) 

 

      Were you satisfied with the treatment you received? 

a. Yes   

b. No 

      If no, please explain. …………………………………. 

How much did you pay for the treatment you received? ……………………………. 

 

How long does take you to get to the nearest traditional healer? 

a. Less than 30 minutes 

b. Between 30 minute to one hour 

c. Between 1 hour to 4 hours 

d. 4 hours and more 
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How long does it take you to get to the nearest oral health service?  

a Less than 30 minutes 

b Between 30 minute to one hour 

c Between 1 hour to 4 hours 

d  More than 4hours  
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Appendix 3: Informed consent form (Patient) 

Dear  ………………………………………………………….., 

 

I am a Masters Student in the Department of Community Oral Health at University of the Western Cape. We 

are interested in finding out about your experiences with mouth problems and who you went to for treatment 

and assistance with the problems. We are doing this to see if there are ways in which we can prevent any 

further problems or help with any problems you may have. The interview will take about 10 minutes. There 

are no risks in participating and all information you give us will be treated as strictly confidential. No one 

will have access to this information except the researcher. Neither your name nor anything that identifies 

you will be used in any reports of this study. All information collected will be maintained and stored in such 

a way as to keep it as confidential as possible.  

 

Your participation in the study is voluntary and you may withdraw from the study at any time without any 

penalties or alterations to your future management. If you would like to take part in the study, please sign the 

bottom of this letter. Please contact Dr M Agbor on telephone number at work +237 77170167 or at home 

on +237 97122782 if you would like any more information about the study. 

Yours sincerely 

 

Dr M Agbor 

----------------------------------------------------------------------------------------------------------------- 

I understand what will be required of me to take part in the study. I agree to participate in the research being 

undertaken by Dr M Agbor. I understand that at any time I may withdraw from this study without giving a 

reason and without it affecting my normal care and management. 

Name: ............................................…………..               ............................................………. 

(print in block letters)      (Signature) 

Date:     .............................................…………     Witness: ……………………………… 

 

 

 

 

 



 63

Appendix 4: Informed consent form (Traditional Healer) 

Dear  ………………………………………………………….., 

 

I am a Masters Student in the Department of Community Oral Health at University of the Western Cape. We 

are interested in finding out about your knowledge regarding oral problems and your experiences of 

managing and treating patients with mouth problems. We are doing this to see if there are ways in which we 

can assist you in the diagnosis, management and possible referral of patients. The interview will take about 

10 minutes. There are no risks in participating and all information you give us will be treated as strictly 

confidential. No one will have access to this information except the researcher. Neither your name nor 

anything that identifies you will be used in any reports of this study. All information collected will be 

maintained and stored in such a way as to keep it as confidential as possible. Your participation in the study 

is voluntary and you may withdraw from the study at any time without incurring any penalties. 

 

If you would like to take part in the study, please sign the bottom of this letter. Please contact Dr M Agbor 

on telephone number at work +237 77170167 or at home on +237 97122782 if you would like any more 

information about the study. 

 

Yours sincerely 

Dr M Agbor 

----------------------------------------------------------------------------------------------------------------- 

I understand what will be required of me to take part in the study. I agree to participate in the research being 

undertaken by Dr M Agbor. I understand that at any time I may withdraw from this study without giving a 

reason. 

Name: ............................................…………..               ............................................………. 

(print in block letters)      (Signature) 

Date:     .............................................…………     Witness: ……………………………… 
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