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alcohol and a lifestyle of smoking are risk factors to the development of hypertension (Hart et
al, 1999; Klatsky, 1999; Reddy & Katan, 2004). Although, the study showed that nearly half
of the hypertensive participants were unemployed and had a monthly income of R1000-
R2000 per month, studies have shown that hypertension is more prevalent in affluent people

living in developing countries (Gulliford, 2003).

5.2 Prevalence of Traditional Herbal Medicine use

The study showed that the prevalence of traditional herbal medicine among the PURE
hypertensive participants was 11% which is relatively lower compared to Hughes et al (2012)
in which 15% use of traditional herbal medicine was reported and Peltzer et al (2008) 29.6%

use of herbal therapies where indicated in his study. The difference in the prevalence of
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traditional herbal medicine to what it has become today (Franklin, 2011).

o of the study participants were

main systems that have shaped

The study indicated that the use of traditional herbal medicine is not prevalent among
hypertensive participants in Langa in the Western Cape. However, in other regions in South
Africa such KwaZulu Natal, THM use in more prevalent and more studies of its kind had
been conducted (Peltzer et al, 2008; Peltzer & Mngqundaniso, 2008). In the study, the use of
THM by hypertensive participants was reported to improve their emotional well-being (4%);
this is in line with reports by Cocks & Mgller (2002) and Peltzer et al (2008) that indicated
that the majority of traditional herbal medicines sold in South Africa were for the
enhancement of emotional well-being. According to Smith (2003), THM use empowers
individuals to have personal control over their own healthcare. Furthermore, the participants

used THM to alleviate the side-effects of Western medicine (3%) and also to adhere to



cultural beliefs. Similar findings were reported by Correa-Velez et al (2005) and Molassiotis
et al (2005). Traditional herbal medicine was used twice a day (3%) among the participants
the frequency of THM use is an indication that either THM was used as a replacement or a
complement to Western medication (Molassiotis et al, 2005). It is important to note that
majority of the participants reported the lack of awareness of THM use by their healthcare
providers (9%). Furthermore, several participants, in the interview process, reported that it
was not necessary to disclose the use of THM to healthcare provider. Moreover, hypertensive
participants assumed that if the healthcare provider does not ask then disclosing their use of

traditional herbal medicine was seen as irrelevant.

Interestingly, hypertensive participants indicated that traditional herbal medicine use is
associated with traditional healers. “We so in fear of these herbs, we read they are good
herbs but don’t come from traditional healers. That’s why most of us are very reluctant to sue
these herbs because we always associate them with so-called healers.” Participants do not
believe in traditional healers as a result of negative media reports (Pinkoane et al, 2008).
Although majority of the participants use the traditional herbs, garlic and African olive, their
view of THM is one of scepticism. A study by Ismail et al (2005) reported that participants
expressed considerable scepticism about the effectiveness of these traditional. Participants do
not readily go to traditional healers and prefer to self-medicate themselves. Knowledge of

self-medication is given through families or friends.

5.3 The use of Garlic and/or African Olive among PURE Participants

It was found that the use of traditional herbal medicine among hypertensive participants was
not as prevalent as other studies have found (Pelizer et al, 2008; Hughes et al, 2012). Among
the PURE participants, 26% used garlic and/ or African olive as a traditional herb and other
studies reported the use of these traditional herbs (Noumi et al, 1999; Tahraoui et al, 2007;

Rahmatullah et al, 2010) and 74% were not using these traditional herbs. However, the



prevalence of use of garlic among hypertensive PURE participants was 26%. Moreover,
garlic was most often used in the treatment for the lowering of high blood pressure. Studies
have shown garlic to posses’ anti-hypertensive properties used in the treatment of
hypertension (Ginter & Simko, 2010; Edwards et al, 2005). Furthermore, garlic was also used
for other ailments and studies by Leak (1999) and Kemper (2000), reported the use of garlic
in the treatment of inflammation and cholesterol. In the qualitative study, it was found that
some participants use garlic in their cooking and consume it as a culinary herb and not as a
medicinal herb (Edwards et al, 2005). As reported, participants used traditional herbal
medicine in a tea form (6%), however, in the qualitative results participants referred to their
use of garlic as taking a tablet. This meant they would chop the garlic into small cubes and
then swallow it with drinking water after to avoid the bad taste and smell. The THM used in a
tea form, as reported by the participants, are as follows: Sutherlandia® in boiling water and
drink as a tea; imphepho®, African potatoe, Cancer bush, aloe in boiling water and drink as a
tea and garlic, cinnamon and cayenne pepper as a tea. All these remedies are for the treatment

of hypertension.

On the other hand, African olive seemed to be a relatively unused medicinal herb. The study
showed that only 2 participants indicated using African olive, of which one participant
reported using the herb for lowering blood pressure. This result is similar to findings of other
studies who reported the traditional use of African olive in treatment and management of
hypertension in Bangladesh (Rahmatullah et al, 2010). Although scientific studies have been
done to validate the anti-hypertensive properties of this medicinal herb (Long et al, 2010;

Nekooeian et al, 2011), the popularity of African olive as a medicinal herb remains a

¢ Imphepo is a dried medicinal plant called Helichrysum odoratissimum

> Sutherlandia is a traditional herbal medicinal plant used for various ailments.



challenge in South Africa, nonetheless, the use of African olive is more prevalent in West
African countries South America, Caribbean, and Asia (Tahraoui et al, 2007; Rahmatullah et
al, 2010; Picking et al, 2011). From the 30 hypertensive participants interviewed, it was

found that only 2 participants used African olive.

5.4 Dualistic Healthcare Treatment

A dualistic healthcare treatment includes self-administration of traditional herbal medicine
while continuing the use of Western medicine. A few participants admitted using THM with
their prescription medication; however it was expressed that the use of traditional herbs were

apparent by hypertensive participants.

Most chronic diseases including hypertension are treated with multiple drug therapies
(Bressler & Bahl, 2003). Additions of herbal medicines to such combinations of drugs have
the potential for herb-drug interactions (Ernst, 2002). The study showed that 41% of the
hypertensive participants were on multiple drug therapies (CCBs, beta-blockers, ACE
inhibitors and diuretics) used garlic and/ or African olive. This poses a healthcare challenge
to the health of participants because of the potential of serious adverse effects (Ernst, 2002).
As a result of all the medication participants use and the use of traditional herbal medicine,
they have developed a medication regimen for themselves to facilitate the use of both THM
and prescription medication. The development was initiated from the awareness that
participants have of prescription medication and traditional herbal medicine in combination
may be dangerous. Studies such as Delgoda et al (2010) reported that the overwhelming
majority of respondents did not consider the associated use of both types of medicine to be
harmful. The participants were not knowledgeable if there were not any side-effects when
using both treatments nor did they want to take risk of having side-effects. The regimen is to
avoid any dangers of combining the two treatments for hypertension. An old man explained,

“Teaspoon of vinegar, olive oil, honey, you take garlic and grate it; but I do use my



medication” while another woman said “l use herbal medicine on an empty stomach. Then
after some hours | use the other medication.” Everyone expressed the use of anti-
hypertensive medication and traditional herbs or other traditional herbal medicine, together as

their treatment for hypertension (Picking et al, 2011).

Another possible challenge with regards to traditional herbal medicine use with prescription
medication is the increased likelihood of non-adherence. Ho et al (2009) reported that people
suffering from cardiovascular diseases have been known not to adhere to their prescription
medication. Non-adherence might be as a result of lack of access to healthcare, poor
relationship with healthcare providers and side-effects and complexity of drug regimen (Ho et
al, 2009). Furthermore, hypertensive patients with more than one medical condition have
been known not to adhere to prescription medication (Berke & Ockene, 2001). The issue of
adherence to prescription medication came up during the in-depth interview. The participants
expressed their feelings on the monthly clinic visits to collect their medication. A middle
aged man explained his experience, “Hospitals here has confusion. You go there early
morning; you leave that hospital at four o’ clock. They don’t even explain what you must do
with the tablets. He just give the tablets and you must go, after spending the whole day there
Wondering. So honestly, not helpful.” This influences the participants’ views on clinics and
their use of medication. Similar findings were reported by Dennison et al (2007) that failing
to assist and inform patients of their hypertension status may have a negative influence on
patient empowerment and treatment compliance. Therefore, the use of traditional herbal
medicine does not necessarily affect participants’ non-adherence to their prescription

medication but is a factor.

Two studies have found an association between the use of traditional herbal medicine and age
(Picking et al, 2011; Namuddu et al, 2011). The research study showed that more than half of

the hypertensive participants who used garlic and/ or African olive were between the ages of



46-55 years old (43%), found to be the highest and 66-75 years old (28%) as the second
highest age group using the traditional herbs. This was associated with the type of
participants who were unemployed, had a lower level of education and a low income per
month. Older participants are more likely to follow the traditions of their cultural and use
traditional herbal medicine or seek treatment from traditional healers; however this is not a
culture in the younger participants due to a Western culture. The findings reported by Picking
et al (2011), was in contrast to the study. His study showed the prevalence of herb use alone
was lowest in people aged 65 years and older and highest in 35-54 year-olds because due to
age related chronic diseases and the increased prescription of prophylactic drugs those aged

65 and over receive a disproportionate number of drugs.

5.5 Hypertension and Traditional Herbal Medicine Experience
One of the objectives of the study was to understand the perception of the hypertensive
participants on hypertension, its causes, experiences and the use of traditional herbal

medicine to treat and manage this disease.

5.5.1 Understanding the Perception and Experience of PURE Participants on Hypertension

To control chronic diseases such as hypertension, an understanding of the perceptions and
beliefs of communities is required (lyalombe & lyalombe, 2010). Participants described their
understanding of hypertension through the means of symptoms. Explanations about their
symptoms gave illustrations to how they understood hypertension. Many described it as
sweating a lot, having hot flushes, feeling dizzy and always feeling tired. This description is
closely related to the biomedical definition of symptoms. However, there are no exact
symptoms to hypertension but there are common symptoms participants have experienced.
According to Kusuma (2009), hypertension is said to be asymptomatic but the description

participants gave hypertension as being symptomatic.



Participants expressed that hypertension is not contagious; instead they describe this
condition as an open disclosure without shying away from one another and it is a condition
that most of the residents in Langa have. As one participant said that if they are out of
hypertension medication, the neighbour will have and will know exactly what medication is
needed. It was inferred that high blood pressure is a common condition within Langa. That
confirms similar findings by Dennison et al (2007), that hypertension is prevalent at 59%
with it being the most common cardiovascular disease risk factor among black South

Africans.

Participants’ lay perceptions of the model cause of hypertension is supported by Kusuma
(2009), who suggested that the medical model of hypertension is mainly centred around the
physical aspects whereas the lay perspectives are centred on the social aspects such as
unemployment, disharmony in the community, rising prices and insecure livelihood (financial
instability and poverty in the community). Explanatory models of a sickness or treatment
differ from person to person and healthcare providers (Helman, 2007; Kusuma, 2009). It was
unanimous amongst the hypertensive participants that stress, wrong diet (fatty and salty
foods), non-adherence to their treatment, it is hereditary, old age, financial instability and
poverty in the community were risk factors to developing hypertension and is seen as the
aetiology of hypertension. Several studies have found that wrong diet (fatty and salty food)
(Mungal-Singh, 2012), genetic predisposition (Williams et al, 2004), age (Kornitzer, 1999)

and poverty (Seedat, 2007) leads to hypertension.

Stress as the primary cause of the development of hypertension was mentioned several times
during the course of the in-depth interviews and focus group discussion. Life event stresses
such as abusive marriages, delinquent children or unemployment have been linked with the
onset of hypertension (Tennant, 2001). Participants accounted the majority of their stress to

the family circumstances within their homes. In the focus group a lady stated “Sometimes you



cannot control it because sometimes when it comes, the doctor also tells you ‘no you mustn’t
stress’. There is no way you can’t stress, you a woman. You've got children and
responsibilities, you've got responsibilities of what you going to put on the table, you know.
So those things definitely affect you”. Among other things, the family is one of the top cause
of hypertension and the participants’ notion of why they have hypertension today. Some
participants revealed that the leading cause of their hypertension was undesirable
circumstances of a previous life (example: death of a child or member of the family) which
lead to the development of hypertension. An old lady expressed her grief by saying “I think
I've got high blood pressure because I've been involved in many things, you know that
caused me to stress. For instance | had children. They all passed on, so I think that worked
on me all”. This is maintained by Dennison et al (2007), that taking of the participants’ own

health is often times limited by death of other family members.

In financially improvised communities like the study population, people strive for food.
Participants in this study indicated their inability to afford the healthier foods; hence they
consume the cheaper kinds of food which are invariably unhealthy. A middle aged woman
said “We are told there are certain foods we cannot eat but because you are poor, you cannot
afford those things, we eat everything. We eat fats and so on; it’s the only foods available to
you. We don’t have money to but all these fancy things. That’s why our high blood is not
controllable”. This puts them at risk of developing serious health issues. Reports confirmed
what participants expressed, by Puoane et al (2005) that once people got settled in the city,
their expenses increased, leaving them with little money for food. They resort to cheap
unhealthy food, such as tripe, chicken skins, and pig’s feet, which is readily accessible in

their environment.

55.2 An Exploration of the Reasons and Experience of PURE Participants on the Use of

Traditional Herbal Medicine



Although there is a dualistic healthcare system, there is a lack of knowledge with regards to
the use of traditional herbs since there is not much familiarity to the utilization of these herbs
as treatment and management of hypertension as reported by hypertensive participants. A
participant who is hypertensive and diabetic inquired about traditional herbs that can help for
the diabetes as well. Thus, the interest is at large but the knowledge is lacking. “Another
thing is we not exposed to these herbs and that knowledge. That is why we can’t go buy
because we don’t know what to buy, what to make.” Participants have the need to be educated
by the healthcare providers. There is a need to be knowledgeable to make informative
decisions but admittedly, participants are responsible for their lack of knowledge. One study
reported that educational intervention is required to reduce the lack of knowledge so that
healthcare providers would be adequately equipped to communicate with their patients on

this modality of treatment (Clement et al, 2005).

5.6 The Embodiment of Hypertension

In understanding the hypertension, it is imperative to acknowledge the lay perceptions of this
chronic disease. Embodiment is related to the aetiology of hypertension, in which
hypertensive participants perceive their chronic disease as an outward manifestation of a
psycho-social environment. A basic claim of the embodiment framework is that all
psychological processes are influenced by body morphology, sensory systems, motor systems
and emotions (Glenberg, 2010). This lived experience refers specifically to the way that
individuals negotiate their everyday lives by the utility of their bodies, and how they
medicate, interpret and interact with their physical and social environments (Jaye, 2004).
Hypertension is an embodied illness experience which is a reminder of the entangled

consequences of diverse forms of social inequality.

Most of the participants reported that they have hypertension because they stress too and the

environment they find themselves in pushes up their blood pressure and they can literally feel



their blood pressure increase because serve headaches come after the confrontation of certain
situations they are in. Similar findings were reported by Kusuma (2009), Ford et al (2009)
and Dela Cruz (2008). The environment includes various facets of their lives. These facets
include: the household, the financial situation and the ever changing lifestyles, these all form

part of this environment.

Participants’ feel stressed due to two aspects, if there are delinquent children in participants’
life and those who are at the workplace, being over-worked and this all leads to high blood
pressure. There are certain problems that occur within the participants’ household due to
family disputes or delinquent children. According to the hypertensive participants these
aspects leads to the development of hypertension. The financial position participants find
themselves in, makes for a constant worry about the stability of income. The fear of having to
live from hand to mouth is ever present. The changing lifestyles portrays participants’ diet
with includes both high fat and high salt diets because those types of food are cheaper, less

expensive than vegetables. This is similar to findings by Mungal-Singh (2012).

5.7 Limitations of the Study

Due to the nature of the study, medical records could not be obtained; therefore the self-
reported hypertension by participants could not be verified. Participants could not always
remember the duration and severity of their hypertension status and as a result of this, recall
bias had occurred. The hypertensive sample population, 139 participants, does not represent
all populations and their behaviours. Participants were afraid to disclose their use of

traditional herbal medicine with regards to prescription medication.

The study design was a cross-sectional research study; however, this type of study design is
limited because it captures data at one specific point in time. Therefore the period of this

research was a short time span. In order to gain more data there should be a longer time



period of data collection. The short time period has influenced the findings with regard to its
more accurate understandings of how people understand hypertension and traditional herbal
medicine. As a result there were missing variables, where participants did not fully complete
the questionnaire. Therefore, large numbers data were missing in some variables and this has

affected the analysis of the quantitative results.

Another limitation includes the small sample size during the qualitative process. More
participants could have been interviewed. This influenced the findings by limiting the
accuracy and generalization of the population because generalizations could not be made, as a

result of the small sample size and duration of the study.

One of the main limitations is that the population was not evenly divided into females and
males. This was the outcome of the PURE database, because the database had an even
distribution of females and males who were enrolled into the PURE study. Families were
recruited to participant in the PURE study and some nuclear families or even extended
families have more females than males, more female headed households. The population was
not an example of both females and males. This has skewed the study, because more females

were in the study therefore it does not represent hypertensive males in Langa.

Intersection at Church Street

(Researcher’s photograph)



Chapter 6

Conclusions and Recommendations

6.1 Conclusion

Hypertension is a major public health problem as it contributes to the development of
extensive disease and disability. Hypertension has been perceived as a serious condition. The
study speaks to the inaccuracies of public understanding of hypertension and its
consequences contributes to low levels of perceived susceptibility, seriousness and self-
efficacy to bring lifestyle changes in preventing hypertension. Western medicine is faced
with the challenge of decreasing the alarming rate of non-communicable diseases. Traditional
herbal medicine offers an effective way to decrease the rising number of people with high

blood pressure in combination with the prescription medication.

Although the prevalence of traditional herbal medicine was relatively low (11%), the study
adds to the small but growing literature about the use of traditional herbal medicine in
hypertension in Cape Town. It provides important insight into the use of traditional herbal

medicine in urban communities in the Western Cape, South Africa.

The general aim of this study was to describe and document the knowledge, practices and
beliefs that people have about hypertension and traditional herbal medicine. The research
question was: Do hypertensive patients use traditional herbal medicine in lieu of/or in
combination with prescription medication? The research data has shown that there is a
positive relationship between participants who have hypertension and are on prescription
medication as well as using traditional herbs to treat their hypertension, indicating the use of

a dualistic healthcare treatment for their hypertension.



The traditional herbs were seen as harmless with regards to drug-herb interactions which may
occur, however participants considered the traditional herbs to beneficial for their overall
well-being. The use of garlic is evident by participants with hypertension. However, African
olive is still unfamiliar to many participants but the need to have this traditional herb
available has increased because there is a consciousness to treat hypertension with traditional
herbs as a supplement to the prescription medication. Even though the use of traditional
herbs, garlic and African olive, were in use by evidence of the participants; participants also
emphasised adherence to the prescription medication and a healthy lifestyle is also key to

improving the blood pressure.

6.2 Recommendations

Based on the findings, questionnaire, in-depth interviews and focus group discussion, there is
a lack of education with regards to non-communicable disease specifically hypertension and
the lack of knowledge of traditional herbal medicine among the participants. Many
participants said that they did not know how they got hypertension or even diabetes. There is
a need to better educate people about chronic diseases and the knowledge of traditional herbal
medicine, it is necessary to do this because it will reduce the severity of certain chronic
diseases if participants can identify it and the use of traditional herbal medicine to reduce the
risk of herb-drug interactions. Healthcare workers needs to be trained about THM and should

also be obligated to ask about traditional herbal medicine among their patients.

Research is needed to further investigate uncontrolled hypertension and non-adherence as a
of traditional herbal medicine use. Further research is needed to investigate the use of
traditional herbal medicine for chronic conditions such as hypertension, especially in
conjunction with prescription medication in a larger study sample. There is a need to monitor

the use of a dualistic healthcare treatment and seek the prevalence of this treatment process.
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Appendix Il: Participant Information Sheet

South African Herbal Science
and Medicine Institute
University of the Western Cape

Faculty of Science

SAHSMI

Private Bag X17, Bellville 7535, South Africa
Tel: +27 21 959 3043

Fax +27 21 959 3029

Participant Information Sheet:
Garlic and African Olive as Traditional Herbs for Hypertension in the Western Cape

This letter is an invitation to consider participating in a study being conducted for my
Master’s degree at the South African Herbal Science and Medicine Institute at the University
of the Western Cape under the supervision of Professor Gail D. Hughes. | would like to
provide you with more information about this project and what your involvement would
entail if you decide to take part.

Why are we doing this study?

We hope to learn the frequency of traditional herbs used to treat illnesses, more specifically
hypertension. Hypertension is a common chronic health problem and the standard of care in
South Africa is prescription medication, as well as a stepwise programme. In South Africa
traditional herbal medicines have been used to treat many ailments, especially hypertension.
These herbal medicines are easily available and cheaper than synthetic drugs. Garlic and
African olive have been reported as herbal medicines that have anti-hypertensive properties
(lower blood pressure) and may be used to control hypertension, either individually or in
combination thereof. However, increasingly, people tend to self-medicate and traditional
herbal treatments are readily available. Thus this study investigates whether diagnosed
hypertensive patients use traditional herbal medicine in lieu of/for in combination with

prescription medication.



Who are the participants?

The participants are people who have been selected from an ongoing study called the
Prospective Urban Rural Epidemiology study (PURE). The inclusion criteria for this
selection was participants who are hypertensive with a blood pressure reading of 140/90

mmHg and higher.
What do we expectfrom the participants in this study?

The first stage of the study will involve completing a questionnaire. From the results of this
questionnaire, participants will be chosen for an interview. It will involve an interview of
approximately a half an hour to an hour in length. You may decline to answer any of the
interview questions if you so wish. Further, you may decide to withdraw from this study at
any time without any negative consequences by advising the researcher. With your
permission, the interview will be audio recorded to facilitate collection of information, and

later transcribed for analysis
What can the participants expect?

Shortly after the interview has been completed, | will deliver a copy of the transcript to give
you an opportunity to confirm the accuracy of our conversation and to add or clarify any

points that you wish. This will be made possible if you would like to see the transcript.
Can you withdraw from the study?

Participation in this study is voluntary. All information you provide is considered completely
confidential. Your name will not appear in any thesis or report resulting from this study,
however, with your permission anonymous quotations may be used. Your decision whether
or not to participate will not prejudice your future relations with the University of the
Western Cape.

Do you have any further questions?

Any further questions you have about this study will be answered by Miss Tarryn Blouws
(researcher) on 072 650 5601 or Prof. Gail D. Hughes (supervisor) on 021 959 3397. If you

are willing to participate in the study, please read and sign the consent form.

Thank you!



Appendix I11: Consent Form (English)

South African Herbal Science
and Medicine Institute
University of the Western Cape

Faculty of Science

SAHSMI

Private Bag X17, Bellville 7535, South Africa
Tel: +27 21 959 3043
Fax +27 21 959 3029

Consent Form:
Garlic and African Olive as Traditional Herbs for Hypertension in the Western Cape

The study has been described to me in the language that | understand. I confirm that | have
read and understand the information sheet for the above study and have had the opportunity
to ask questions. | understand that my participation is voluntary and that I am free to

withdraw at any time, without giving reason and discontinue without penalty.

| am aware that | have the option of allowing my interview to be audio recorded to ensure an
accurate recording of my responses. | am also aware that excerpts from the interview may be
included in the thesis and/or publications to come from this research, with the understanding

that the quotations will be anonymous.
| agree to take part in the above study.
Participant’s INAME: ........cccueeviieriieiieeie et

Participant’s SIZNAtUIE: ......c.ccccerierienierienieieniee e

Should you have any questions regarding this study or wish to report any problems you have
experienced related to the study, please contact the researcher or supervisor:

Researcher’s Name: Tarryn Alicia Blouws on 072 650 6501

Supervisor’s Name: Prof. Gail D. Hughes on 021 959 3397



Appendix 1V: Consent Form (isiXhosa)

South African Herbal Science

and Medicine Institute
University of the Western Cape

Faculty of Science

Private Bag X17, Bellville 7535, South Africa SAHSMI
Tel: +27 21 959 3043
Fax +27 21 959 3029

Iphepha-mvume lomthathi nxanxeba:
Garlic and African Olive as Traditional Herbs for Hypertension in the Western Cape

Oluphando lucacisiwe kum ngolwimi endiluvayo. Ndiyavuma ukuba ndiyifundile kwaye
ndayiva yonke inkcukhaca emalunga nophando. Ndilifumene nethuba lokubuza imibuzo.
Ndiyagonda kakuhle ukuba ndiyithatha inxaxheba ngokuthanda kwam ndikwavumelekile
ukuyeka nanini na ndifuna ngaphandle kokunika izizathu kwaye kungekhonto

inokundichaphazela.

Ndiyagonda ndinelungelo ekukhetheni ukuba udliwano-ndlebe Iwam lushicilelwe
ukuginisekisa umgangatho wenkcazelo yam. Ndiyagonda kwakhona ukuba inkcazelo yam

ingashicilelwa kwincwadi engoluphando iinkcukacha zam zingadandalaziswanga elubala.
Ndiyavuma ukuthatha inxaxheba koluphando

Igama lomthathi-nxaxheba: .............cooiiiiii

31152

Inombolo yesazisi somthathi-nxaxheba: ..........cccooviiiiiiiiii e,

Ukuba unemibuzo okanye ingxaki malunga noluphando, ghakamshelana nomphandi okanye
umphathi- ntloko.

Igama lomphandi: Tarryn Alicia Blouws on 072 650 6501

Igama lomphathi-ntloko: Prof. Gail D. Hughes on 021 959 3397



Appendix V: Questionnaire (English)

South African Herbal Science

and Medicine Institute
University of the Western Cape
Faculty of Science

Private Bag X17, Bellville 7535, South Africa

Tel: +27 21 959 3043 SAHSMI

Fax +27 21 959 3029

Use of Garlic and African Olive for Hypertension Questionnaire

This questionnaire has been designed to obtain information from participants who use garlic
and/or African olive as traditional herbal medicines for their hypertension (high blood
pressure). In addition, this study would like to ascertain whether hypertensive participants use
garlic and/or Africa olive in lieu of/or in combination with their prescribed medication. The
research findings of this study will help in understanding the usage pattern of garlic and
African olive. Participation is voluntary and withdrawal from the study is allowed without

penalty at any time. Your confidentiality and anonymity will be kept at all times.
Participant Name: oo
Participant NUMDET: ..o e
Date OF INLEIVIBW: oo e

NAME OF INEEIVIEWET T et e e e e e e e e e e e

Please tick the answers to the questions where it is relevant

Section A: Demographic Data

1. Sex: Male [ ] Female [ ]
2. AgE: Date of Birth: ..........cccocovvvevirenenn,
3. Marital Status: Married [ ] Living together [ ]

Widowed [ | Divorced/Separated ]
Not married [



4.

Religion: Christian [] Islam (Muslim) [ ]

Traditional ] Other (SPECHfY) ...coooveieeieeieee e

Section B: Socioeconomic Factors

5.

Education Level: Primary [ ] Secondary [ ]

Tertiary [ None [ ]

Other (SPecify) ....cccccvvveviiieieeecee,

Employment Status: Working Full-time []
Working Part-time [ ]
Self-employed [ ]
Unemployed [ ]
Retired [ ]

Monthly income (household): Less than R1000 per month
R1000 — R2000 per month
R2000 — R3000 per month
R3000 and more per month

How many people currently living in your household?

Number of people .........cceeveneee.

How many are children? ...

How many are adults? ................

Lifestyle habits:
Smoking: Yes [ ]
Alcohol: Yes [ |

Section C: Medical History

No

[ ]
No [ ]

10. What type of condition do you have and for how long? (Please fill in the relevant

conditions).

Disease

Duration | Medication used | Disease

Duration

Medication

used

Hypertension Epilepsy




Cardiovascular Cancer (skin,
problems lung, breast,
prostrate)
Diabetes Gastrointestinal
disturbances
Kidney problem Neurological
(Psychosis)
Chronic lung Thyroid
disease (Asthma) problem
HIV/AIDS Arthritis
Diarrhea Systematic
lupus
erythematous
Tuberculosis Colds and Flu

11. What other conditions are being treated with medication? (List them please)

Section D: Hypertension

12. Do you have hypertension/high blood pressure?

Yes [ ]

No[ ] (If no, skip to question 19)

13. Is your hypertension /blood pressure self-reported or diagnosed?

Yes [ ] No[ | Self-reported
Yes [ ] No[ | Diagnosed
If diagnosed, by who: Doctor |:|

Clinic [ ]

Traditional healer |:|

14. When was your hypertension / high blood pressure diagnosed?




15. Are you taking any supplements for hypertension / blood pressure health?

Yes [ ] No [ ]
If yes, please specify.

16. What type of hypertension / blood pressure medications are you taking?
Enalapril
Carvedial
Amlodipine
Hydrochlorothiazide
(@1075] g (57 1=Tod | 1Y) USRS

L DL

17. Who monitors your hypertension and your follow up?
Clinical nurse [ ] Doctor [_]
Pharmacist ] Other (SPECITY) .vveiieecie e

18. How regularly do you go to the clinic for check up for you hypertension?

Weekly [ ]
Once a month [ ]
Twice a month [ ]

Every few months [ |

Section E: Herbal Medicine Use

19. Do you use herbal/traditional medicine?
Yes [ ] No [ ] (If no, skip to question 22)

20. Why do you use herbalitraditional medicine?
You were disappointed that conventional medicine is not working

Conventional medicine is too toxic or too mutilating

s



21.

22.

23.

24.

25.

Itis in keeping with your beliefs and your inner self
It allows you to relax/sleep
It relieves the symptoms of conventional medicine you are receiving

It improves your psychological/emotional well-being (hope, optimism)

NN

It improves your physical well-being

How often do you take/use of herbal/traditional medicine?

Daily [ ] Twice aday [ ] Occasionally ~ [_]
Once aweek [ | Twice aweek [ | As needed [ ]
Monthly [ ] Other (SPECITY) ..veeveeeeeeeeeeeeeee e

Are you using any herbal/traditional medicine for hypertension / high blood pressure?

Yes [ ] No[ ]
If yes, please specify what you are using.

Are you using any herbal/traditional medicine for other conditions?

Yes [ ] No[ ]

If yes, please specify what you are using.

In what form are you taking the herbal/traditional medicine?

Tea [ ] Powder [] Tincture [ ]
Tablet/ Capsule [ ] Ointment [ ]
Oher (SPECITY) vttt re e r e sre e

Have you ever told your healthcare provider about your use of herbal medicine?

Yes [ ] No[ ]
If no, why not?



26. Have you used garlic as herbal medicine before?

If no, why not?

27. Have you used African olive as herbal medicine before?
If no, why not?

Garlic African Olive

Thank you for participating!



Appendix VI: Questionnaire (isiXhosa)

South African Herbal Science

and Medicine Institute
University of the Western Cape

Faculty of Science

SAHSMI

Private Bag X17, Bellville 7535, South Africa
Tel: +27 21 959 3043
Fax +27 21 959 3029

Iphepha lemibuzo ngokusetyenziswa kwe Garlic ne Olive yase Afrika ukunyanga isifo

soxinzezelelo wegazi (High-High)

Eli phepha lemibuzo lilungiselelwe ukuqulunga iinkcukacha kubathathi nxaxheba
abasebenzisa igarlic okanye/ kunye ne olive yase Africa njengengcambu zamayeza esintu
ukunyanga isifo soxinzezelelo wegazi (High-High). Ukwaleka, singathanda ukugonda ukuba
abathathi nxaxheba abanesifo soxinzelelo lwegazi bayayisebenzisa na igarlic okanye i-olive
yase Africa ndawonye okanye beyidibanisa namayeza abawenzelwe nguggirha. lziphumo
zoluphando zizakuthi zincede ekugondeni ubungakanani bokusetyenziswa kwe garlic okane
i-olive yase Afrika ngabathathi nxaxheba. Umthathi nxaxheba angarhoxa ngokuzithandela
koluphando ngaphandle kokuthi ohilwaywe nangaliphi na ixesha efuna ukurhoxa. linkcukacha
zakho namagama akho akayi kubhengezwa esidlangalaleni, ayakugcinwa eyimfihlo ngalo

lonke ixesha.
Igama lomthathi-nxaxheba: ...
156 18 7 Pt

Inombolo yesazisi somthathi-nxaxheba: ...

Yenza unxa (X) kwimpendulo eyiyo



Inganaba A: Inkcukacha ngawe

28. Isini: Indoda [ ] Umfazi [ ]

29. Iminyaka: Usuku lokuzalwa .............ccoeeee

30. Isimo somtshato: Utshatile [ ] Umasihlalisane [ ]
Ungumhlolokazi [ ] Nohlukene [ ]

Awutshatanga [ ]

31. Ezenkolo: UngumKrestu [ ] Isilamusi [ ]
Ngesintu [ ] Ezinye (nika ingcangCiso) .......ccccovvevveeenne

Inganaba B: Ezentlalo nezimali

32. Imfundo: Amabanga aphantsi [ |  Amabanga aphezulu [ ]

Idyunivesithi [ ] Awufundanga [ ]
Ezinye (nika iNgCangCiS0) ....cccevveesveerevrenrenns

33. Umsebenzi:  Usebenza ixesha elipheleleyo [ |
Usebenza mangaphangapha  thi

Uyazisebenzela ]

Awusebenza ]

Udla umhlala phantsi [ ]
34. Imali yengeniso endlini: Ingaphantsi kwe R1000 ngenyanga [ ]
R1000 — R2000 ngenyanga [ ]
R2000 — R3000 ngenyanga [ ]

R3000 nangaphezulu ngenyanga [ ]

35. Bangaphi abantu abahlala kulendlu?
(@) Inani labantu? .........cccccccoviiennne
(b) Bangaphi abantwana? ............ccccccoveeiiiennenn,
(c) Bangaphi abantu abadala? .............ccccccoovvvennne.
36. Ezolonwabo:
Uyatshaya: Ewe || Hayi [ ]



Uyasela utywala:

Inganaba C: Ezempilo

Ewe [ ]

Hayi

]

37. Zeziphi izigulo eninazo kwaye ninexesha elingakanani ninazo? (Bhala ezakho

ezigulo).
Isigulo Ixesha lyeza Isigulo Ixesha | lyeza
olisebinzisiayo olisebinzisiayo

Ihayi-hayi Isifo
sokuxhuzula

Isifo sentliziyo Umhlaza
(wesikhumba,
wemiphunga,
webele,
wempahla
yangaphantsi)

Iswekile Utyatyazo
ngenxa
komphaza-
miseko
emathunjini

Izintso Ukugula
ngenggondo

Isifo Umgala

semiphunga

(uminxano

Iwesifuba)

Ungawulayo Isifo

nesa- samathambo




nduleli sawo

Utatyazo Izifo
wethutyana zomzimba  eg
iLuphasi

nesifo segazi

Isifo sephepha Inggele ne fiva

38. Zeziphi ezinye izifo ezinyangwa ngamayeza? (zidwelise)

Inganaba D: lhayi-hayi

39. Unayo ihayi-hayi?
Ewe [ | Hayi [ ] (ukuba hayi tsibela kumbuzo 19)

40. Ingaba lehayi-hayi uyazazela okanye uxelelwe ngomnye umntu? (uxilongiwe)

Ewe [ |  Hayi[ ] Uyazazeh
Ewe [ | Hayi |:| Uxilongiwe okanye uxelelwe ngomnye umntu
Ukuba uxilongiwe, ngubani: Nguggirha |:|

Yiklinik hi [ ]

Lixhwele |:|

41. Waxilongwa nini wafunyanwa unesifo soxinzelelo Iwegazi (High-high)?
UMNI: o

42. Zikhona izinto ozisebenzisayo ukuthomalalisa lehayi-hayi?

Ewe [ ] Hayi [ |
Ukuba ewe, nika ingcangciso.




Ukuba hayi, kutheni?

43. Ngawaphi amayeza owaselayo ehayi-hayi?

Enalapril [ ]
Carvedial []
Amlodipine [ ]
Hydrochlorothiazide ]

Okanye amanye (nika ingcangciso)

44. Ngubani okujonga lehayi-hayi ukuba iphezulu okanye iphantsi?
Ngumongikazi eklinikhi [ ] Nguggirha [ |
Ngusokhemesti ]

Okanye omnye umntu (nika INGCANGCISO) ..veiveveriirieriirierieeeeeeeeen,

45. Uya kangaphi uyokuhlolwa Ihayi-hayi eklinikhi?

Iveki e
Kanye enyangeni [ o]
Kabini enyangeni []

Emva kwenyanga ezimbalwa [ ]

Inganaba E: Usetyenziso Iwamayeza esintu

46. Uyawasebenzisa amayeza esintu?
Ewe[ | Hayi [ ]| (ukuba hayi tsibela kumbuzo 22)

47. Kutheni usebenzisa amayeza esintu nje?
Uphoxhwe kungasebinzi kwamayeza kwagqirha
Okanye ubone uba anga kaggirha anetyhefu okanye ukungcola
Anga esintu akwenza uphumle okanye ulale kamnandi

Aphelisa iintlungu eziinziwe ngala ubuwanikwe nguggirha

LU

Okanye akuphilisa enggondweni nasemphefulweni (enika nethemba)



48.

49.

50.

51.

52.

53.

Okanye akunika amandla uzive udlamkile [ ]

Uwasela kangaphi okanye ulisebenzisa njaie eliyeza lesintu?

Ngosuku [ ] Kabini ngemini [ ] Ngamaxesha athile [ ]
Kanye ngeveki [ | Kabini ngeveki [ ] Okanye xa ulifuna [ |
Ngenyanga [ ]

Okanye ngenye indlela (nika iNQCAQCISO) .....ovvevvereeriiriiiiiie s,

Uyalisebenzisa iyeza lesintu ukunyanga ihayi-hayi?

Ewe [ | Hayi[ ]
Ukuba “ewe” nika inkcazelo ngalonto uyisebenzisayo.

Uyawesebenzisa amayeza esintu kwezinye izigulo?

Ewe[ | Hayi[ |
Ukuba “ewe” nika ingcaciso ngoko ukusebenzisayo.

Hlobo luphi lwamayeza esintu owasebenzisayo?

Iti [ ] Umgubo [ ] uQatshulo [ ]
Ipilisi [ ] Into yothambisa [ ]
Okanye olunye uhlobo (nika INGCAGCISO) ...cveiveieriiriiiiriisii e

Ukhe wamxelela uggirha okanye umongikazi into yokuba usebenzisa amayeza esintu?

Ewe [ | Hayi[ ]
Ukuba “hayi” kutheni?

Ukhe wayisebenzisa igarlic nje ngeyeza lesintu?
Ukuba hayi, kutheni?



Ukuba ewe, kweziphi izigulo? (nika ingcaciso).

54. Ukhe wayisebenzisa iAfrican olive nje ngeyeza lesintu?
Ukuba hayi, kutheni?

iGarlic iAfrican Olive

Siyabonga ngentsebenziswano yakho!



Appendix VII: Interview Questions

South African Herbal Science

and Medicine Institute
University of the Western Cape

Faculty of Science

SAHSMI

Private Bag X17, Bellville 7535, South Africa
Tel: +27 21 959 3043
Fax +27 21 959 3029

In-depth Interview & Focus Group Questions:

Garlic and African Olive as Traditional Herbs for Hypertension in the Western Cape

The following qualitative questions allows for further probing. Interviews may be as long as

a half an hour to an hour, and may continue for more than one interview per person.

The questions are as follows:

1. What do you think is the cause of hypertension / high blood pressure?

2. Why do you think you have hypertension?

3. How has your experience been with hypertension? Any stigma?

4. Do you use traditional herbal medicine? (Explore reasons why)

5. What traditional herbal medicines are you using?

6. Are you using these medicines for your hypertension?

7. s your health practitioner aware of your traditional herbal medicines use? (Explore
reasons why)

8. Do you take these traditional herbal medicines with your hypertension medication?

9. Have you ever used garlic and/or African olive used for hypertension? If yes, please
describe.

10. Would you try these medicinal plants if they were readily available? If yes, please
describe.



