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The study examines the socio-demographic characteristics of Traditional Medical 

Practitioners in Ghana. Their attitudes towards collaboration with biomedical practitioners, 

their associations, and regulation is also discussed. Data for the study was obtained from a 

Survey of Traditional Medical Practitioners in Ghana. 

Chapter one introduces the reader to the issue of traditional medicine and its 

relevance to Ghana. The chapter also focuses on a review of the literature, addressing such 

issues as the history of traditional medicine and the distribution of health services in 

Ghana, as well as the attitude of traditional medical practitioners towards collaboration 

with biomedical practitioners, their associations, and regulation. The remaining chapters 

describe the methodology used in the study, present the findings, summaries, 

recommendations and policy implications, and conclusion. 

None of the three hypothesis was supported by the findings of the research. 
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CHAPTER 1 

STATEMENT OF THE PROBLEM AND REVIEW OF THE LITERATURE 

Introduction 

"Health is wealth"; "A healthy nation is a wealthy nation." These are aphorisms 

that underscore the premium that nations, the world over, place on health. In an attempt to 

provide the best of health care systems for their people, governments of various nations 

have adopted and implemented various strategies. On the African continent, Ghana is one 

country which has made considerable progress in this direction. 

Compared with Sub-Saharan Africa as a whole, Ghana has made considerable 

progress in increasing life expectancy from 50 years in 1970-75 to 56 years in 1994 and 

reducing the crude death rate from 16 per 1000 in 1970-75 to 12 per 1000 in 1994. Life 

expectancy for Sub-Saharan Africa as a whole is 52 years whiles the death rate stands at 

14 per 1000. Despite this progress, the health status of the population still remains rather 

poor, as evidenced by high infant mortality (81 per 1000 live births for Ghana compared 

to 69 per 1000 live births for developing countries as a whole), high prevalence of 

preventable infectious and parasitic diseases and poor nutritional standards (Fellman, 

Getis and Getis, 1995). 

The geographical distribution of doctors and health facilities in Ghana is highly 

skewed in favor of urban areas, to the detriment of rural areas. In 1982 for instance, only 

20% of doctors served the rural population. In the same year, only one-third of the 
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population (mainly urbanites) had access to modern health care (Ministry of Health, 

1982). What makes this state of affairs even more serious is that only about 25% of the 

Ghanaian population lives in the urban areas, and 75% in the rural areas. For these rural 

dwellers, however, there is one medical system which, from time immemorial, has 

served, and continues to serve them — Traditional Medicine. The World Health 

Organization (WHO) has estimated conservatively that between 60% and 90% of the 

population of the developing countries rely on medicinal plants to meet their health care 

needs, either totally or partially (WHO, 1991). With the scarcity of doctors and paucity of 

hospitals and clinics, a large majority of these populations have to rely on sources other 

than allopathic medicine for their health care needs. For example, in Ghana, there is one 

traditional doctor to approximately 400 people, while the ratio of allopathic doctors to 

patients is 1:12,000. The disparity from region to region is even more glaring with 

Central Region, for example, having a 1:36,667 allopathic doctor to patient ratio and a 

1:355 traditional doctor to patient ratio. Similarly, the Northern Region has a 1:63,158 

allopathic doctor to patient ratio, and 1:750 for traditional healers. Volta Region has the 

highest concentration of traditional healers, with a ratio of 1:185 as opposed to 1:36,367 

allopathic doctors (Addae-Mensah, 1995). 

Both the World Health Organization (WHO) and United Nations International 

Childrens' Emergency Fund (UNICEF) recognize that in view of the widespread use and 

acceptability of traditional medicine, no impact could be made on Africa's health care 

status, without due recognition, development and integration into the Primary Health Care 

Delivery System (WHO, 1978). This recognition was re-echoed at the WHO/UNICEF 
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conference in Alma Ata, in 1978, at which the participants resolved and specifically 

urged member states to: 

(1) initiate comprehensive programs for the identification, evaluation, 

cultivation, and conservation of medicinal plants used in traditional medicine; and 

(2) ensure quality control of drugs developed from traditional plant remedies by 

using modern techniques and applying suitable standards and good manufacturing 

practices. This conference has since been followed by many conferences, all aimed at 

promoting traditional medicine. 

Ironically, even though the government of Ghana has clearly proclaimed the 

importance of traditional medicine in the health care delivery system, she has not given it 

the appropriate attention. Examples of such proclamations are the following: "Modern 

health services appear to reach not more than a third of the total population. For a large 

segment of the population, therefore, the only health resource is still the traditional 

system." (Ministry of Economic Planning, 1977). In the Manual for Planning the Delivery 

of Health Care Services (1979), the National Health Planning Committee recommends 

that traditional healers be represented in the development of health planning. The Manual 

also examines a list of "controllable problems", one of which is "the need to develop use 

of traditional medical resources" (ibid. p.76). But the boldest declaration of commitment 

to develop local resources in health care came from the former president of Ghana, Dr. 

Hilla Limann, when he stated that "Traditional medicine continues to play an important 

role in the delivery of health care to the majority of our rural folk. My government will 

therefore encourage modernization of our traditional medical practices" (Limann, 1979). 
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Despite these apparently sympathetic assertions, the government of Ghana 

continues to spend billions of dollars on the orthodox health sector to the neglect of 

traditional medicine which serves a majority of the population and constitutes an 

important part of the solution to the health care problems of Ghana. In 1992 and 1993, for 

instance, the total health sector expenditure was 52.87 and 73.37 billion cedis 

respectively (MOH, 1994). Unfortunately such huge expenditures and efforts go to 

benefit only 25% of the population to the detriment of all other tax payers. It is worth 

noting that there are no official records on who Traditional Medical Practitioners (TMPs) 

in Ghana are, where they are located, and what they do. Attitudes of TMPs towards issues 

like regulation, their Associations, and collaboration with biomedical practitioners are 

also unknown. Attitudes constitute a social orientation — an underlying inclination to 

respond to something either favorably or unfavorably. As such, an attitude is a state of 

mind (Vander, 1987). Consequently, if we wish to influence people's behavior, one way 

to go about it is to influence their state of mind — hence the need for the Ministry of 

Health of Ghana to know the attitudes of TMPs towards these issues. 

The importance of this research lies in the fact that over 75% of the Ghanaian 

population rely mainly on traditional medicine to meet their health needs. Apart from the 

purely traditional or cultural reasons for their reliance on traditional medicine, the bulk of 

Ghana's rural and urban poor populations cannot afford to go to modern hospitals or 

clinics to receive even simple medication or to enter these hospitals for a minor or major 

surgery. The situation is even perpetuated by the government whose efforts at meeting the 

health care needs of Ghanaians has so far been directed at only 25% of the population 
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(mainly urbanites). Given this state of affairs coupled with Ghana's unacceptable levels 

of morbidity, generally uncontrolled population growth and shrinking per capita budgets, 

it is timely and prudent for the Ministry of Health to look beyond the current singular 

biomedical approach to health care. This makes it necessary to examine the main source 

of health care for the majority of Ghanaians, namely traditional medicine. Specifically, 

this research aims at looking at who TMPs are, where they are located, and what they do. 

Additionally, their attitudes towards issues like regulation, their Associations, and 

collaboration with biomedical practitioners shall be examined. This will allow a 

rationalized and well organized policy to be formulated and implemented that will 

maximize the strengths and minimize the weaknesses of this medical system for the 

benefit of the many people who believe in and use it. 

REVIEW OF THE LITERATURE 

Definition of African Traditional Medicine 

According to the World Health Organization, traditional healers are "a group of 

persons recognized by the community in which they live as being competent to provide 

health care by using vegetable, animal and mineral substances and other methods based 

on the social, cultural and religious backgrounds as well as on the knowledge, attitudes 

and beliefs that are prevalent in the community regarding physical, mental and social well 

being and the causation of disease and disability" (WHO, 1978, p.41). 

Koumare (1983) also describes African traditional medicine as the total body of 

knowledge, techniques for the preparation and use of substances, measures and practices 



6 

in use, whether explicable or not, that are based on the sociocultural and religious 

bedrock of African communities, are founded on personal experience and observations 

handed down from generation to generation, either verbally or in writing, and are used for 

the diagnosis, prevention or elimination of imbalances in physical, mental or social well-

being. 

For the purpose of this research, the 2 definitions given by WHO and Koumare 

shall be adopted. Thus we can group Ghanaian traditional healers into four main types of 

speciality groups: 

(1) traditional birth attendants (TB As) 

(2) faith healers 

(3) herbalists 

(4) spiritualists 

Traditional birth attendants (TBAs) focus on pregnancy problems. They have a 

special role to play at birth and at puberty ceremonies. In childbirth, they are the 

midwives and they are also recognized at times as godmothers to young children. 

Throughout Africa, especially in the rural areas, they are known as specialists in 

obstetrics. Their range of activities extend into the field of sex education and 

contraceptive counseling. Patients who seek the services of TBAs tend to be members of 

the same community. Thus, traditional birth attendants tend to have an intimate 

knowledge of their patients. 

TBAs are usually middle-aged and elderly women, with little or no formal 

education. Women who become TBAs learn their skills from relatives. They learn 
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through observation and apprenticeship, and the training period may last for 5 or more 

years. The apprentice is also trained in the preparation and administration of herbs needed 

for assisting deliveries (Twumasi, 1987). 

Faith healers are representatives and leaders of religious movements, especially 

the syncretic churches which have mushroomed throughout Africa since independence. 

Apart from church services, leaders of these churches operate healing sessions. Some 

have clinics where patients (both church goers and non-church goers) go to seek help. 

Faith healers use the Bible, "holy water" and prayer sessions to help "cure" 

patients who come to them. Certain days of the week are often set aside for healing 

purposes. Faith healers are of both sexes, but the majority of them are males. They deal 

mainly with social, psychological, spiritual, and physical problems. 

Herbalists are healers whose approach to healing is often related to the use and 

application of herbs. Their methods of treatment and operational procedures are often 

similar to the nosology of modern medicine. There are many sub-specialities in 

herbalism. They include bone setters, circumcisionists, and manufacturers and sellers of 

medical products. 

Spiritualists (or diviners) include fetish priests, fetish priestesses, ritual leaders 

and others who are specialists in divination. Possession is a common feature - as a 

therapeutic resource. Spiritualists claim that they are intermediaries between spiritual 

agencies and the patients who seek their help. They also claim their powers of healing and 

diagnostic techniques come from spiritual agencies. When a spiritualist is satisfied that he 

has discovered what is wrong with a patient, he resorts to an interviewing technique to get 
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more information in order to confirm the diagnosis. He often seeks social and 

psychological reasons for the illness. 

At times it is very difficult to make a clear-cut distinction between faith healers 

and spiritual healers. For analytical purposes, however, faith healers operate from a 

religious or church movement whereas spiritualists are priests and priestesses of shrines, 

cults, and other fetish agencies. 

A Historical Account 

Before the advent of colonial contact in Ghana, traditional healers were the sole 

practitioners of medicine in the country. They treated ills, had consultations with a wider 

public and gave protective charms to people who asked for their services. Theirs was an 

ongoing legitimate activity. Experienced healers instituted training programs, based on 

the informal apprentice model, to train young persons. They had consultations, referred 

patients and developed a medical culture. 

With the advent of colonial rule, a new medical system was instituted in the 

country. The justification for the introduction of the new medical system was that the 

explorers and the entire colonial administration found the country beset with many ills, as 

well as preventable and communicable diseases. With the advent of the germ theory, 

Western medical practitioners were therefore posted to the then Gold Coast (now Ghana) 

"to cure and treat these ills". 

Practitioners of the modern system of healing were trained in formal Western 

schools of medicine with a distinct professional culture. They used highly sophisticated 
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Western technological appliances in delivering health care. In essence, the practitioners 

of the new system of healing were organized under an umbrella system, i.e. the British 

medical profession. 

The collision of western medicine and the indigenous healing system produced 

several conflicts — conflict in operational style, theoretical orientation, and 

organizational methods. The colonial government encouraged the institutionalization of 

the new system, modern medicine, by providing it with a legislative instrument in 1987. 

Traditional healers were thought to be insincere quacks who lived on the neuroses of 

their illiterate patients. Christian missionaries also added their voice to downgrade the 

practice of traditional medicine. Due to ritual practices inherent in some traditional 

medical practices, traditional healers were also looked down upon by Christians at that 

point in time. Traditional healing therefore lost its prestige and was stigmatized. Healers 

became 'persona non grata'. The colonial government thus denied them any official 

mandate. Since they did not have any legal backing and their practice was not officially 

recognized as a legitimate activity, the healers practiced in secrecy and in isolation. 

It was, in fact, not until Ghana's independence in March 1957 that a new 

awareness was created by the Nationalist Government. Ghana's President, Dr. Kwame 

Nkrumah, sought to revive African arts, culture, and medicine. There was a quest then for 

an African way of doing things to distinguish the African from the European. To this end, 

in 1963, Nkrumah's Government appointed a scientist, Mensah Dapaah, who had an 

M.Sc degree in Biology to study and organize traditional healers to form an Association 

for the advancement of their art and techniques in the delivery of health care. After 
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touring the country, he categorized traditional healers into four main types: herbalists, 

faith healers, spiritualist-diviners (or fetish leaders) and traditional birth attendants. He 

classified them on the basis of their sources of power in healing and on their healing 

techniques. 

The foundation for the development of a national association of traditional healers 

was established, at least on paper, when, as a secretary, Mensah Dapaah drew up the 

following objectives: 

(1) to uphold, protect and promote the best in psychic and traditional healing in 

Ghana; 

(2) to encourage the establishment of advanced training programs in traditional 

healing; 

(3) to help to introduce and train medical students to appreciate the work of 

traditional healing; 

(4) to encourage research work into traditional medicine; and 

(5) to establish clinics in remote places and to educate traditional healers in the 

districts in order to improve upon their practices. 

Thus, political independence in March 1957 brought with it a social and cultural 

reawakening for the nationalists to organize traditional healers. It was a time to seek the 

revival of African cultural and historical heritage which would improve the image of the 

African. This drive towards cultural reawakening resulted in the formation and 

sponsorship, by Nkrumah's government, of the Ghana Psychic and Traditional Healing 

Association in 1963. It must be noted that herbalists and traditional birth attendants were 
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grouped under the traditional healing wing of the Association, and the spiritualists and 

faith healers were under the psychic wing of the association. 

Mensah Dapaah had previously undertaken research work at the Akonnedi-Shrine, 

a psychic healing cult, at Larteh-Akwapim in the Eastern Region of Ghana. He worked 

with Nana Oparebea, the priestess in charge of the Shrine, who later became the newly 

formed Association's President. After his research work, Mensah Dapaah reported that to 

understand the practice of traditional healing, one must be prepared to understand the 

healers in their own ways. The herbs can be studied from the scientific point of view but 

the total therapeutic process was hard to understand in a normal scientific way. To under-

stand the therapeutic methods and treatment potential of traditional healers, the scientific 

method was not the appropriate method. He also drew attention to the therapeutic skills 

of traditional healers in treating ills mainly in the field of psychosomatic diseases 

(Twumasi, 1987). 

The campaign embarked upon by the Nationalist Government to promote cultural 

identity created a favorable political climate for traditional medicine. It buttressed the 

confidence of traditional healers and improved their public image and their practice. 

Nevertheless, the position of the healers with regard to the law was still fairly ambiguous. 

They were not given any official recognition. It was not, however, an offence to practice 

traditional healing or for people to use the services of traditional healers. It was only 

when a healer used his medicine to harm or to kill a person that he was brought to the law 

courts. 

After the fall of Nkrumah in 1966, the organizational structure of the Association 
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drawn up by Mensah Dapaah fell to pieces. It was part of an attempt by the military 

National Liberation Council government, which overthrew Nkrumah's Government, to 

discredit the work started by Nkrumah. For example, no money was allocated to the 

Association, and Association members were pushed to the background by the officials of 

the Ministry of Health. 

It was not until Acheampong's military Government in 1972 that the association 

of psychic and traditional healers was given a new life. In 1975 Acheampong's 

Government opened a Center for Scientific Research into Plant Medicine at Mampong, in 

the Akwapim district in the Eastern Region. The main functions of the center were: 

(1) To conduct and promote scientific research into plant medicine; 

(2) To cooperate and liaise with the Ghana Psychic and Traditional Healing 

Association, research institutions and commercial organizations, in any part of the 

country, on matters of plant medicine; 

(3) To ensure the priority of drugs extracted from plants; 

(4) To undertake or collaborate in the collation, publication and dissemination of 

the results of research and other useful technical information; and 

(5) To establish, where necessary, botanical gardens for medicinal plants. 

Little was heard about the Ghana Psychic and Traditional Healing Association 

until July 1975, when the Government opened a center for the study of herbal medicine. 

This institution must be seen as a further attempt by the Government of Ghana to carry 

out systematic research into the potential of herbs used by traditional healers. 
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Consequently, a physician with considerable interest in cultural revival in Ghana, Dr. 

Oku Ampofo, was appointed by the Government to head the newly created institution. 

His mandate was to find appropriate ways and means to organize traditional healers and 

encourage them to bring their herbs to the center for scientific analysis and testing. 

Some of the healers cooperated, others did not and some of those who cooperated 

were employed in the clinic to help to extract the preparations of herbs they had brought 

for public scrutiny. In addition to the healers, some members from the Departments of 

Chemistry and Botany for the three universities in Ghana were recruited on a research 

basis to help analyze the medicinal plants. The Center has passed through many phases of 

growth. Today, it has 12 research staff made up of 2 pharmacists, 1 pharmacognosist, 1 

medicinal chemist, and 1 pharmacologist. The rest are, 1 medical officer (orthodox), and 

3 botanists. The Center has also been delineated into departments as follows: The 

Administration; The Clinic; The Microbiology; and The Pharmacology and toxicology. 

The rest are, The Plant Development and Production, and The Phytochemistry (MOH, 

1995). 

The Clinic has an orthodox medical officer as the head. It offers normal clinical 

services to the public using both herbal and orthodox drugs. Its research function includes 

the establishment and documentation of the efficacy of selected herbal preparations, 

documentation, if any, of adverse reactions of proven efficacious preparations in 

collaboration with other health institutions. 

The microbiology carries out general microbiosis of medicinal plants and herbal 

preparations both from the Center and from practicing herbalists. 
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The primary function of the Pharmacology and Toxicology department is to 

ascertain the safety and efficacy of herbal preparations by toxicological and 

pharmacological tests. The department also carries out general pharmacological screening 

and verification of documented medicinal plants and preparations from them. 

The department of Plant Development and Production incorporates the 

herbarium, arboretum, and botany. The herbarium deals with documentation of medicinal 

plants and the preparation and preservation of voucher specimens for reference. The 

arboretum controls the cultivation of medicinal plants. The botany undertakes the basic 

research at improving on medicinal plants. 

The Phytochemistry department conducts many activities including preparation of 

formulations for clinical trials, extraction, isolation and synthesis of compounds of 

medicinal value, and phytochemical screening of (i) plant members and (ii) herbal 

preparations. 

Currently all the departments in the Center are functioning, with the research 

laboratory conducting limited training for herbalists. These come in batches and they are 

taken through simple scientific processes like identification, time of collection, neat 

processing, storage, weighing and volume measurements to enable them give scientific 

touch to their operations. 

Distribution of Health Services in Ghana 

For the next three sub-sections of this chapter, I rely heavily on the work of 

Oppong (1994). There is overwhelming evidence to indicate that spatial imbalance to 
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health facilities persists throughout most of Africa, Ghana not being an exception, and the 

few facilities in rural areas are in poor shape. In the Cote d'lvoire for example, 

expenditures for the University Hospital located in Abidjan, the national capital, 

amounted to about 40% of the total health budget (Lasker, 1981). In 1981, there was one 

government physician for 66,000 people in the Western Region, compared to one for 

4,000 in Abidjan (the capital city). The story is similar in Zambia where expenditure 

patterns favor urban "line of rail" areas and three large hospitals (Freund, 1986). The 

provinces share 41% of the recurrent allocations but the University Teaching Hospital 

alone uses 40% of the Zambian health budget. In Nigeria, Okafor (1982) observed that in 

Bendel State, urban population was a far more important factor than total population in 

explaining the distribution of hospitals, hospital beds, and doctors. The Oredo Local 

Government Area containing the state capital and only 6.6% of the population, had 26.4% 

of all hospital beds and 59.3% of the state's doctors. Similarly, Stock (1982) reported that 

in Kano State, there were only 204 doctors for a population of 9.5 million — one doctor 

per 46,500 people. Only 30 doctors, all of whom were state employed, served the 8.7 

million people living outside Kano, a doctor/patient ratio of 1:289,000. Meanwhile, a 

single hospital in metropolitan Kano had 73 doctors. Overall, Kano, with only 10% of the 

population had 85% of the medical officers. 

Other examples include Senegal where the entire health post network reaches only 

20% of the rural population (McEvers, 1980). Dakar, the capital, has 76% of the nation's 

physicians but only 17% of the population (Menes, 1980). In Zaire, fewer than 25% of all 

facilities are located in rural areas where about 90% of the population live (Schoepf, 
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1986). 

There is evidence to indicate that the few facilities that exist in the rural areas are 

not properly maintained, not adequately staffed, nor provided with enough medical 

supplies. In some instances, basic sterilization of equipment is absent, disposable syringes 

are reused and injection needles are not changed for each new patient (Cole-King et al., 

1981). The potential for the spread of AIDS in such circumstances should be obvious. 

Elaborate and costly hospital based, doctor-dependent, and urban-based facilities 

catering to the urban population (about 25%) to the neglect of the rural population (about 

75%) dominates the provision of health services in Ghana. This is a legacy inherited from 

the British Colonial Government. Most of the Colonial officials lived in the urban 

centers, and health facilities were located to cater for their health needs. For instance, 

40% of the total 1975-76 Health budget was directed to tertiary hospital care that catered 

for only 1% of the population; 45% went to secondary care reaching only 9% of the 

people, and only 15% was allocated for basic preventive, promotive and curative services 

at health posts, health centers and satellite clinics that catered for 90% of the population 

(Sharpston, 1972). 

Distribution of health personnel and services has always been biased against rural 

communities. In 1972,149 of 298 government doctors worked in the Accra-Tema 

metropolitan area which contained about 8% of the country's population (Sharpston, 

1972). In the Ashanti Region (the 3rd largest region in Ghana), 35 of the 36 doctors were 

stationed in Kumasi, the regional capital, with 34 of them at the Okomfo Anokye 

Hospital. Furthermore, of the 33 doctors in the Western Region, 24 were at the Effia 
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Nkwanta Hospital (located in the regional capital), and 2 were in the regional office. The 

three centers, Accra-Tema, Kumasi, and Sekondi-Takoradi, with only 15% of Ghana's 

population, had 62% of all its doctors. Based on 1978 estimates, 70% of the population 

were unable to use the official health system (Ministry of Health, 1978) due to travel 

difficulties and poor geographical location. Only 20% of doctors served the rural 

population (80%) in 1982. In the same year, only one-third of the population had access 

to modern health care (Ministry of Health, 1982). In 1984, more than 605 of the 818 

doctors in Ghana were found in the Greater Accra (which houses the national capital) and 

Ashanti regions. Also, of the 197 government physicians in Greater Accra, 144 were in 

Korle Bu Teaching Hospital. Only one physician out of the remaining 53 worked outside 

the Accra-Tema metropolitan area. Moreover, 54% of the 262 private practitioners in the 

country were in the Greater Accra region. The Ministry of Health estimated that 64% of 

the entire Ghanaian population was within an hour's walking time of a basic health 

facility in 1984. However, the figure for Greater Accra was as high as 92% compared to 

only 45% for the Upper West region (the fifth largest region). Two of eleven districts 

surveyed by the Ministry of Health had no physicians at the time. The population per 

doctor ranged from 20,944 to 113,322 "in those that were lucky to keep doctors" (Adjei et 

al., 1988). The distribution of doctors is also skewed to the southern sector of the country, 

with the South having twice as many as the North on per capita basis (Adibo, 1987; Adjei 

et al., 1988). The situation has not changed much since. 

One major development in the health care system of Ghana which has worsened 

the plight of the poor (especially ruralites) has been this: medical care in all government 
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facilities used to be free to all sections of the population before July, 1985 when user fees 

were introduced. A comprehensive cost recovery legislation known as Hospital Fees 

Regulation(1985) was passed and went into effect on July 19, 1985. In their study of the 

impact of user fees, Waddington and Enyimayew(1989,1990) found that the introduction 

of user charges in 1985 was followed by an overall decline of out-patient attendances in 

both urban and rural areas. Nationally, out-patient attendance fell from 4.5 million in 

1984 to 1.6 million in 1985 and 2 million in 1986. While the attendance in urban areas 

showed a trend of recovery over the following six quarters, rural attendance did not 

recover from that shock — thus denying the people who need health care most access to 

it. 

Immunization Coverage in Ghana 

Immunization coverage in Ghana has not been satisfactory because of the inability 

to maintain vaccines at low temperatures (Agadzi and Obuobi, 1986). The problem has 

been particularly acute in Northern Ghana. A 1983 study by the Ministry of Health 

revealed that of the 588 refrigerators and 52 deep freezers for vaccine storage in 201 

hospitals, health centers or posts, only 322 refrigerators were functioning properly, 164 

were out of order but reparable, and 3 needed to be replaced. Interestingly, about 75% of 

the working refrigerators were located in the southern part of the country, where the 

infrastructure is better and the climate more favorable to the efficient performance of the 

equipment. 
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Transportation in Rural Ghana 

Transportation in rural Ghana is problematic, especially during the rainy season. 

Motor transport is either infrequent (often one vehicle, once a day), or completely absent 

in many places even during the dry season. Most roads are not fit for motor transport. 

During the rainy season, bad roads (saturated with pot holes), broken bridges, and floods 

compound the problem. Road conditions deteriorate so much that along Class 3 or poorer 

roads, access is frequently only by walking along muddy paths and sometimes wading 

through water. Physical accessibility is consequently a major deterrent to health facility 

use. Rural people who need health care most have the least access to the primarily urban-

based health facilities. This situation typifies what Hart (1971) called the Inverse Care 

Law — those who need health care services most have the least access to it. This 

underscores the importance of traditional medicine which is more accessible to, and more 

affordable by, the poor ruralites in Ghana. 

Previous research on initiation and training of 

Traditional Medical Practitioners(TMPs) 

The system of training of TMPs varies with the different specializations. In his 

"Medical Systems in Ghana", Twumasi (1975), gives a fairly detailed account of the 

training and initiation of spiritualists. Training in the traditional setting is by the method 

of apprenticeship - learning from seeing and by doing. All instructions are given orally. 

The period of training lasts for three years in normal cases but may go on for 10 years or 

more or even until the healer dies. 
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According to Twumasi the training starts with a ritual bath in the cemetery to 

enable the candidates get in touch with the spirits of his ancestors. Training also includes: 

(i) the observance of certain rules, chief among which is taking a vow of celibacy 

until the end of the training period; 

(ii) learning the names of herbs and their medicinal and spiritual properties; 

(iii) learning how to dance to call the god (deity) whom the candidate is training to 

serve; and 

(iv) learning how to construct charms and "perform propitiation by laying the 

fetish on the ground and kneeling in front of it and holding a live fowl. He is then told to 

cut off its head and allow the blood to drop upon the fetish, repeating certain words he 

has learnt from his trainer." During the third and final year, he learns the techniques of 

water-gazing and the art of divination. When he has attained proficiency he will be able to 

see the faces of spirits or ancestors in the water and communicate with them. Other rituals 

follow until graduation day and thereafter. 

Most TB As learn their skill from relatives. They learn their skills through 

observation and apprenticeship, and the training period may last for 5 or more years. The 

apprentice is also trained in the preparation and administration of herbs needed for 

assisting deliveries (Twumasi 1987). 

Faith healers are either trained in seminaries or they "teach themselves at home." 

In these seminaries, they are taken through a rigorous study of the Bible. The curriculum 

of the faith healer-trainee may include the art of healing. This is because some faith 

healers have clinics where patients go to seek help. 
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Most herbalists are trained by the method of apprenticeship — learning from 

seeing and by doing. Their trainers tend to be elderly persons with considerable 

experience in the profession. 

Attitude of TMPs towards collaboration with 

biomedical practitioners 

Having looked at the training of TMPs, we shall now concern ourselves with 

looking at their attitudes towards issues like regulation, their associations, and 

collaboration with biomedical practitioners. The importance of this lies in the fact that it 

will serve as a potent tool for behavior change. 

Traditional medicine in Ghana could have a stronger foundation through 

collaboration with biomedical practitioners. This is because both traditional medicine and 

biomedicine have a number of strengths and weaknesses and through active cooperation 

and collaboration, their strengths can be promoted and their weaknesses minimized. 

Unfortunately, most of the collaborative experiments which have been undertaken have 

failed. It is therefore important to know what TMPs think about collaboration with 

biomedical practitioners. 

One of the most interesting and possibly the most successful of collaborative 

experiments in tropical Africa is the Primary Health Training for Indigenous Healers 

(PRHETIH) program in Techiman, Ghana. Formally inaugurated with national media 

coverage in June, 1979, PRHETIH is the brainchild of Dennis M. Warren, an 

anthropologist based at Iowa State University. During this period he introduced the 
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Administrator and other staff members of Techiman's Holy Family Hospital to many of 

the local healers. These relationships were nurtured over the years as staff members 

attended festivals of the healers and healers came to the hospital for treatment of 

conditions they could not manage themselves. 

Prior to designing the PRHETIH program, detailed information was gathered from 

the local TMPs regarding their techniques, beliefs, perceived needs for training, and 

desire to participate in such a program. It was also necessary to select and train 

biomedical health workers (Ghanaians as much as possible) as trainers of the TMPs. A 

six-month survey conducted in Techiman Township (pop. 20,000) included 45 TMPs 

(69% herbalists and 31% priests/priestesses representing 12 ethnic groups). The TMPs 

unanimously supported the program from its inception and by the time the initial survey 

had been completed, healers from outlying villages were asking to be included in future 

training programs (Warren et al, 1982). 

In its essentials, the PRHETIH program consisted of two six-week cycles of 

weekly classes, plus review sessions, conducted by specially trained persons from the 

Holy Family Hospital staff, District-level Ministry of Health workers, and Field 

Coordinators. The teaching model features a question-answer format, the demonstration-

return method, visual aids, and drama followed by a summary. The training syllabus also 

contained topics of special interest to TMPs, such as methods for storage and preservation 

of medicinal herbs. The practitioners were also given instruction on simple but more 

rational and scientific procedures for the treatment of simple ailments pertaining to 

communicable and preventable diseases and measures to ensure good environmental 
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health. 

By mid-1983, over 80 TMPs had been trained, and there were plans to extend the 

program into surrounding rural communities. Some recommended that the positive results 

evident from the initial pilot programs should be of great interest to health authorities in 

other areas of tropical Africa who are searching for ways to make appropriate health 

care more accessible to their populations. 

In spite of this optimistic view, the PRHETIH project did not regard the healers to 

be genuine colleagues of biomedical practitioners, and so it collapsed. As Fink (1990) has 

observed, it is a fact that the healers who took part in the PRHETIH project complained 

that the doctors and the hospital personnel continued to show a lack of respect to them 

and did not accept them as colleagues. Eventually, the TMPs withdrew from the project 

because they did not feel accepted by their colleagues. This is a clear example of the 

distrust and suspicion that exists between practitioners of orthodox and traditional 

medicine. 

Yet another instance which exemplifies the attitude of TMPs towards 

collaboration with biomedical practitioners is the Center for Scientific Research into 

Plant Medicine, Mampong- Akwapim. Among its important functions, the Center was to 

conduct and promote scientific research into plant medicines and to cooperate with the 

Ghana Psychic and Traditional Healers Association, research institutions, and commercial 

organizations on matters of plant medicine. One of the problems which has been 

encountered by the Center is that physicians and researchers have requested that 

traditional healers share their knowledge about their treatment and medicine without any 
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systematic procedure for protecting the ownership of the information that is revealed. 

The natural reaction of the TMPs to this has been one of suspicion - for fear that once 

they share any information relating to their medication and therapies, they would lose 

proprietorship to the researchers and physicians. As the Director of the Center observed 

recently, "We are fighting a two-frontal battle: a battle against orthodox medical 

practitioners who do not want us to promote herbal medicine and against traditional 

healers who are suspicious of our activities" (Senah, 1995, p.l 16). 

Viewpoints regarding collaboration with biomedical practitioners vary. Some 

argue that because the two systems are disparate, they should be treated as such; that 

collaboration may result in Traditional Medicine losing its indigenous tradition and 

flavor. Others hold that traditional medicine may complement biomedicine in coping with 

illnesses for which the latter has no diagnosis, may misdiagnose, or incompletely 

diagnose. Moreover biomedical practitioners could provide training for TMPs in the area 

of dosage precision, methods of storage and preservation of medicinal herbs, hygiene and 

sanitation, and use of simple tools (Good, 1987). 

Attitude of TMPs towards regulation 

Webster's New Collegiate dictionary defines regulation as "a rule or order having 

the force of law issued by an executive authority of a government." For any regulatory 

programs towards TMPs to have the desirable impact, their attitudes towards regulation 

must be known. This becomes even more crucial due to the fact that traditional medicine 

has a unique modus operandi which sometimes cannot be subjected to scientific scrutiny. 
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Generally, the attitude of TMPs towards regulation of their activities has been one 

of resistance. This is because traditional medicine has a unique modus operandi which is 

sometimes incomprehensible to biomedicine. This attitude of resistance is therefore 

expressed in order to preserve the indigenous flavor of traditional medicine. 

Other concerns that are often expressed regarding regulation of traditional 

medicine is that the interests of TMPs may be sacrificed for that of regulators, and that 

traditional medicine stands to lose its unique holistic approach to health and healing. 

Nevertheless, regulation is expected to help resolve the problem of variation in length 

and quality of training of TMPs; solve the problem of dosage imprecision, poor methods 

of storage and preservation of medicinal herbs, and poor hygiene and sanitation. 

Regulation of traditional medicine will also deprive quack practitioners of any market and 

help boost the image of TMPs (Good, 1987). 

Attitude of TMPs towards their Associations. 

From time immemorial, Traditional Medical Practitioners in Ghana have formed a 

number of Associations. Unfortunately all of these Associations have been beset with 

numerous problems. The effect of this has been that these Associations have existed 

merely in name, and not in function. Yet these Associations could constitute an effective 

tool in the promotion of traditional medicine. One outstanding advantage of having an 

Association of TMPs is that it may serve as a uniting front and constitute a mouthpiece 

through which their views and opinions regarding health care in Ghana could be 

expressed. TMPs could get their version of medical system given serious consideration by 
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government. 

Following the overthrow of Dr. Nkrumah in 1966, the activities of the association 

formed by his government, namely the Ghana Psychic and Traditional Healing 

Association, came to a stand-still. This was the result of internal squabbles that ensued 

between psychic healers and herbal practitioners and between the educated and the 

illiterate members. Today, the original Association has to contend with a number of 

splinter groups, all of which exist in name but not in function. 

Various attitudes have been expressed by TMPs towards their Associations. 

Positive beliefs include the belief that the existence of such an Association will promote 

collaboration of TMPs with fellow healers, protect healers against government regulation, 

offer financial support, and protect patent rights. Some of the negative attitudes that have 

been commonly expressed against Associations of TMPs include lack of trust, inability of 

the Associations to provide patent rights, and the Association executives condoning and 

conniving with the government against interests of TMPs. 

In view of Ghana's unacceptable levels of morbidity, the inequitable rural share of 

national biomedical resources, generally uncontrolled population growth, and shrinking 

per capita budgets, it is timely and prudent for Ghana's Ministry of Health to examine 

traditional medicine. This becomes even more crucial since over 75% of the population 

rely on this medical system for their health care needs. In the absence of any accurate 

information on who the providers of this health care system are, their location, and their 

practices, among others, however, no appropriate policies can be developed towards 

them; hence this research. 



CHAPTER 2 

METHODOLOGY 

The objective of this study is to examine the main source of health care for 

Ghanaians, which is traditional medicine. Specifically, this research aims at looking at 

who Traditional Medical Practitioners (TMPs) are, their location, and what they do. 

Additionally, their attitudes towards issues like regulation, their Associations, and 

collaboration with biomedical practitioners shall be examined. This will allow policy to 

be formulated and implemented that will maximize the strengths and minimize the 

weaknesses of this medical system for the benefit of the majority of Ghanaians (over 

75%) who use it. 

Data for this study was obtained from a Survey of Traditional Medical 

Practitioners in Ghana (1995). The following questions have been framed to guide the 

research: 

1. Who are the Traditional Medical Practitioners(TMPs) in Ghana? 

2. Where are they located? 

3. What do they do? 

4. What is the attitude of TMPs towards collaboration with biomedical practitioners? 

5. What is the attitude of TMPs towards their Associations? 

6. What is the attitude of TMPs towards regulation? 

27 
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7. What recommendations would the Traditional Medical Practitioners make 

towards improving the delivery of traditional medicine in Ghana? 

Hypotheses to be tested in the study 

1. TMPs are very likely to have a negative attitude towards collaboration 

with biomedical practitioners. 

2. TMPs are very likely to have a negative attitude towards their 

associations. 

3. TMPs are very likely to have a negative attitude towards regulation. 

Operational measures of variables 

A narrative of measurement of the variables used in the study is presented here. 

Who are the Traditional Medical Practitioners in Ghana? 

Seven measures of the socio-demographic characteristics of the traditional 

medical practitioners were used in this study. These include a measure of gender, age, 

marital status, number of wives, religion, education, and the areas of expertise of the 

respondents. 

Regarding the variable, gender, males were assigned a code of 1 and females, 2. 

The age categories ranged from 21-30, 31-40,41-50, 51-60,61-70,71-80, 81-90, and 91-

100. These categories were assigned a code of 1 through 8, respectively. 

The variable, marital status, had responses including married, single, separated, 

widowed, and divorced. These were assigned codes ranging from 1 through 5, 
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respectively. The variable, number of wives, had codes ranging from 1 through 4, 

respectively. 

Regarding the variable, religion, the category of responses included Christian, 

Islam, Atheist, and Traditional Religion. The code assigned these responses were 1 

through 4, respectively. 

Education was also another socio-demographic variable measured. The response 

categories included "none", some primary, primary school graduate, some middle school, 

middle school graduate, some secondary school, and secondary school graduate. Others 

are some commercial/secretarial/polytechnic/technical, 

commercial/secretarial/polytechnic/technical school graduate, some teacher training, and 

teacher training graduate. The rest are some university/advanced graduate, and 

university/advanced college graduate. These responses were assigned categories of 1 

through 12 respectively. 

Regarding the areas of expertise of the respondents, the response categories 

included the following: traditional birth attendants, faith healer, spiritualist, herbalist, 

manufacturer of traditional medical products, seller of traditional medical products, and 

clinic-based herbal practitioner. The codes assigned these responses were 1-7 

respectively. 

Location of respondents. 

One measure of location was included in the study to determine the town or 

village where respondents practice. 
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What do the TMPs in Ghana do? 

Ten variables were used to measure what the respondents do. These included 

town or village of initiation, who their trainers were, how long their initiation was, the 

number of years of practice, and whether they were practicing full-time or part-time. 

Other variables included in the measure were conditions treated, and the ones they are 

noted for treating. The rest are, whether they have apprentices, how many, and the period 

of apprenticeship. The variable, trainers, had responses such as family member, friend, 

and "other" with codes of 1, 2, and 3, respectively. 

The variable, period of initiation, had categories ranging from 1-10, 11-20,21-30, 

and 30 and over. These were assigned codes of 1-4, respectively. 

The variable, number of years of practice, had response categories ranging from 0-

10,11-20, 21-30, 31-40,41-50, and 51 and over which were assigned codes of 1-6, 

respectively. 

Regarding the status of their practice, some of the respondents practice full-time, 

others practice part-time, and others still do not practice at all. These 3 categories were 

assigned codes of 1-3 respectively. 

The variables, conditions treated and the ones noted for treating were measured by 

asking the respondents to answer "yes" or "no" as to whether they treat any of the 

following conditions: malaria, upper respiratory infections, diarrhoea/stomach disorders, 

skin diseases, orthopedics, worms, pregnancy-related complications, eye infections, and 

fertility disorders. The rest are, hypertension, diabetes, measles, convulsion, neurological 
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"yes" and "no" were assigned codes of 1 and 0 respectively. The variable, conditions 

noted for treating, was also assigned a code of 1 for "yes" and 0 for "no". 

Regarding the question as to whether the respondents have apprentices, a "yes" 

was assigned a code of 1 and a "no" a code of 2. The respondents were asked the number 

of apprentices they have. These were then categorized into groups of 1-5, 6-10, 11-15, 

and 15 and over. These categories were assigned codes of 1 - 4 respectively. 

For the respondents who have apprentices, they were asked the period of 

apprenticeship their trainees go through. These were then categorized into groups of 1- 5, 

6-10, 11-15, and 16-20 years, with codes of 1- 4 respectively. 

Attitude of TMPs towards collaboration with biomedical practitioners. 

As a measure of the attitude of TMPs towards collaboration with biomedical 

practitioners, the respondents were asked whether they were in favor of collaboration 

with biomedical practitioners. A "yes" response was assigned a code of 1, a "no" a code 

of 2, and a "don't know" a code of 3. For those who answered "yes" to the question of 

collaboration, the reasons they gave for their position on collaboration was assigned a 

code of 1. These responses include: biomedicine has a lot to offer in terms of 

standardized training for TMPs, traditional medicine may complement biomedicine in 

coping with illnesses for which the latter has no diagnosis, may misdiagnose, or 

incompletely diagnosed, and that biomedical practitioners could provide training for 

TMPs in the area of dosage precision, methods of storage and preservation of medicinal 

herbs, hygiene and sanitation, and use of simple tools. For those who oppose 
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collaboration, the reasons they gave for their position was assigned a code of 1. These 

responses include the following: biomedical practitioners look down upon TMPs, the two 

systems are disparate and should be treated as such, traditional medicine may lose its 

indigenous tradition/flavor, and that TMPs may be exploited by biomedical practitioners. 

Attitude of TMPs towards their associations 

As a measure of the attitude of TMPs towards their associations, the respondents 

were asked whether they were members of any association of TMPs. A "yes" was 

assigned a code of 1, and a "no" a code of 2. For those who answered "yes", they were 

asked what they gain and/or hoped to gain from their membership of these associations. 

They gave various responses including the following: that they hoped to gain 

collaboration with fellow healers/acquire new knowledge, protection against government 

regulation/decrees, and benefit from credibility in their practice. Others indicated that 

they hoped to benefit from the Association(s) serving as a formidable force against quack 

practitioners, offering of financial support, association serving as mouthpiece of healers, 

gain from promotion of discoveries, and benefit from provision and protection of patent 

right. They were also asked to mention what Ghana stands to gain from the existence of 

the association(s) in terms of improving health outcomes. Their responses were as 

follows: that the nation will gain from assurance of quality/safe service, warding off of 

quack practitioners, the nation will gain from affordable health care, and accessible health 

care. Other responses were that the nation will gain from protection of indigenous 

traditional medicine, the association offers security for consumers of health care, that 
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traditional medicine is simple and comprehensible as opposed to complex bureaucracies 

associated with biomedicine, and plurality of health care. The rest are: potency in 

treatment of psychosomatic disorders, and that the nation will gain from traditional 

medicine being holistic in its approach to health care. A "yes" to any of these responses 

was assigned a code of 1, and a "no", a code of 0. 

For the respondents who indicated objection to joining association of TMPs, the 

reasons they gave included the following: lack of trust in association, inability of 

association to provide patent right, association has nothing to offer, and association 

executives condoning and conniving with government against their interests. For these 

responses, a "yes" was assigned a code of 1, and a "no", a code of 0. 

Furthermore, as a measure of the variable, attitude of TMPs towards their 

associations, they were asked whether they objected to joining their colleagues in their 

various districts in forming one association with eventual representation at the national 

level. A "yes" was assigned a code of 1, a "no" a code of 2, and a "don't know" a code 

of 3. For those who answered "yes", the reasons they gave for their position included the 

following: that the association will offer assurance of quality/safe service, warding off of 

quack practitioners, the association will help promote indigenous traditional medicine, 

and that the association will promote security for consumers of health care. The rest are: 

potency in treatment of psychosomatic disorders, that the nation will gain from traditional 

medicine being holistic in its approach to health care, and the association being a 

potential source of financial support for the respondents. These responses were assigned a 

code of 1. 



34 

For those who raised an objection to the formation of one association, the reasons 

they gave were as follows: that previous attempts at forming such an association had 

failed, that they do not trust their colleagues, that they do not foresee any benefits from 

the existence of such an association, and executives of the association may condone and 

connive with government against interests of TMPs. These responses were assigned a 

code of 1. 

Attitude of TMPs towards regulation 

To measure the variable, attitude of TMPs towards regulation, the respondents 

were asked whether they think traditional medicine should be regulated. A "yes" was 

assigned a code of 1, a "no" a code of 2, and a "don't know", a code of 3. They were then 

asked their opinions regarding whether traditional medicine should be regulated by TMPs 

association or the government. A "yes" was assigned a code of 1, a "no" a code of 2, and 

a "don't know", a code of 3. For those who were in favor of traditional medicine being 

regulated by their associations or the government, the reasons given included the 

following: that it will help resolve the problem of variation in length and quality of 

training of TMPs, it will serve as panacea for dosage imprecision, poor methods of 

storage and preservation of medicinal herbs, poor hygiene and sanitation, that it will 

contribute towards improving upon general quality of health care, and that regulation will 

deprive quack practitioners of any market, and boost image of TMPs. 

For the respondents who think that traditional medicine should neither be 

regulated by TMPs association nor the government, their reasons were as follows: 
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traditional medicine stands to lose its indigenous tradition/flavor, interests of TMPs may 

be sacrificed for that of regulators, and that traditional medicine stands to lose its unique 

holistic approach to health and healing. A "yes" to these responses was assigned a code of 

1, and a "no", a code of 0. 

Recommendations towards improving upon the delivery of traditional medicine in Ghana 

Finally, the respondents were asked what recommendations they would make 

towards improving upon the delivery of traditional medicine in Ghana. The 

recommendations made include increased government regulation towards standardization 

of training and practice of TMPs, increased efforts at tracking down quack TMPs and 

punishing them, the associations of TMPs should exist not just in name, but also in 

practice, and increased interest, involvement, and commitment on the part of government 

in traditional medicine. Others include increased collaboration with biomedical 

practitioners, provision, protection, and enforcement of patent rights and the provision of 

training in methods of storage, preservation of medicinal herbs, hygiene, and sanitation. A 

"yes" to these responses was assigned a code of 1, and a "no", a code of 0. 

Description of the data 

The Survey of Traditional Medical Practitioners in Ghana was used as the data set 

for this study. This was a nationwide study conducted jointly by the Ministry of Health of 

Ghana and the University of North Texas. The study, sponsored jointly by the Ministry of 

Health of Ghana and the University of North Texas, began in October 1995. The purpose 
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of the study is to identify Traditional Medical Practitioners, their location, their practices, 

and their attitudes towards issues like regulation, their associations, and collaboration 

with biomedical practitioners. 

The sample 

The entire population of TMPs in Ghana were included in the sampling frame for 

the larger study. These are Traditional Birth Attendants, Faith Healers, Spiritualists, and 

Herbalists. For the current research, however, the first 202 completed surveys constituted 

the sample. These were conducted in 4 suburbs of Accra (the capital city of Ghana), 

namely, Adabraka, La, Mamprobi, and Kaneshie. 

Data Collection 

The data for the current study were collected between the months of October and 

December, 1995. Personal interviews were conducted by about 45 Public Health Nurses 

using close-ended questionnaires. These are employees of the Ministry of Health of 

Ghana and are also graduates of the various Schools of Public Health in the country. As 

the name suggests, they deal mainly with public health issues, and their curriculum (at the 

School of Public Health) includes courses in research methods. 

In the months of October and November 1995, the nurses were trained in the 

administration of the questionnaires. Because they spend the better part of their working 

hours in the communities, they have an intimate knowledge about its members, which 

enhanced the easy identification of the TMPs. In cases where they were in doubt as to 
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where to locate which practitioner, the method of Snowball Sampling was adopted, 

whereby the sample of TMPs was expanded through referrals. The validity and 

consistency of the responses were checked using information found elsewhere in the 

survey. 

The questionnaire 

The questionnaire used for the survey was jointly developed by the Ministry of 

Health of Ghana and the University of North Texas. It was a close-ended questionnaire. 

The first section was designed to capture the socio-demographic characteristics of the 

respondents. 

The next section examines the location and practices of the TMPs. This includes 

questions about the type of TMPs they are, what diseases they treat, as well as questions 

on apprenticeship and their clients. 

The 3rd, 4th, and 5th parts of the questionnaire look at the attitudes of the 

respondents towards their associations, collaboration with biomedical practitioners, and 

regulation of their work respectively. 

The last section focuses on conditions treated more effectively by traditional 

medicine than by biomedicine and vice versa, as well as recommendations towards 

improving upon the delivery of traditional medicine in Ghana. 
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Data Limitations 

This section examines the limitations of the data used for the study. Ghana is a 

country with about 60 different dialects, and the official language is English. The survey 

instrument was in English, and since most of the TMPs are illiterate, translation was 

necessary — translation of the questions into the local dialects, and translation of 

responses into English. Even though the interviewers had been trained regarding the 

"meaning" of each question (and they speak and write English fairly well), the danger of 

mis-translation and mis-interpretation of questions and responses cannot be ruled out. 

This shortcoming was evidenced by the fact that at the editing stage, a few of the 

questions were found to have been misinterpreted. 

Yet another limitation of the data has to do with the "skip pattern" of the survey 

instrument. Some of the interviewers had a hard time following this, consequently 

sometimes skipping appropriate questions and asking the wrong questions. This must 

have led to the loss of vital information given by respondents. 

Additionally, through my interaction with some of the TMPs and the feedback 

given me by the interviewers, I noted that the Ministry of Health of Ghana, students, 

various researchers, as well as a number of non-governmental organizations had used the 

TMPs as respondents in a number of surveys over the years. Yet, according to them 

(TMPs), they had yet to see any action taken by the government by way of policy 

implementation. Some of them were therefore unwilling to participate in the survey. They 

only yielded after a long period of persuasion. A few, however, declined to participate in 

the survey. In such instances, the responses given becomes suspect. 
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Data analysis 

The computer program, Statistical Package for the Social Sciences (SPSS) was 

used to analyze the data. Descriptive statistics were used in this analysis. 



CHAPTER 3 

DATA ANALYSIS 

This chapter consists of two parts. In the first part, the different responses to 

questions relevant to the study are displayed on tables and interpreted. A more thorough 

discussion of the findings is presented in the second part. 

Who are the Traditional Medical Practitioners (TMPs) in Ghana? 

Table 1 looks at who the traditional medical practitioners in Ghana are, that is, 

their socio-demographic characteristics. These include such variables as their areas of 

expertise, gender, age, marital status, number of wives, religion, and education. 

The Table shows that the category of expertise with the highest concentration of 

respondents is "herbalists" (27.9%). This is followed by sellers of traditional medical 

products (17.3), 16.9% are spiritualists/fetish priests, and 14.4% are faith healers. The rest 

are: manufacturers of traditional medical products (10.9%), traditional birth attendants 

(9.0%), and clinic-based herbal practitioners (2.0%). Three of the respondents fall in the 

"other" category, representing practitioners like circumcisionists. The dominance of 

herbalists in the Greater Accra region appears to be a reflection of a national picture. 

The next section looks at the gender of the respondents. Of the 202 respondents, 

the males represent 47.5% (96) of the sample, while the females constitute 52.5% (106). 

Thus, there are more females than males in this sample. According to the Ghana 
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Table 1. Who are the traditional medical practitioners in Ghana? 

Variable Frequency Valid percent 

Areas of expertise of respondents 
Traditional birth attendant 18 9.0 
Faith healer 29 14.4 
Spiritualist/fetish priests 34 16.9 
Herbalist 56 27.9 
Manufacturer of traditional medical products 22 10.9 
Seller of traditional medical products 35 17.3 
Clinic-based herbal practitioner 4 2.0 
Other 3 1.5 
Total 201 100.0 
Missing 1 

Gender of respondents 
Male 96 47.5 
Female 106 52.5 
Total 202 100.0 

Age of respondents 
20-30 18 9.0 
31-40 40 20.1 
41-50 53 26.6 
51-60 49 24.6 
61-70 23 11.6 
71-80 . 9 4.5 
81-90 5 2.5 
91-100 2 1.0 
Total 199 100.0 
Missing 3 
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Variable Frequency Valid Percent 

Marital status of respondents 
Married 138 68.3 
Single 21 10.4 
Separated 12 5.9 
Widowed 13 6.4 
Divorced 17 8.4 
Total 202 100.0 
Missing 1 

Number of wives 
1 55 69.6 
2 17 21.5 
3 4 5.1 
4 3 3.8 

Total 79 100.0 
Missing 123 

Religion of respondents 
Christian 135 67.5 
Islam 33 16.5 
Atheist 1 0.5 
Traditional religion 28 14.0 
Other 3 1.5 
Total 200 100.0 
Missing 2 
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Variable Frequency Valid Percent 

Education of respondents 
None 66 32.8 
Some primary 37 18.4 
Primary school graduate 11 5.5 
Some middle school 17 8.5 
Middle school graduate 43 21.4 
Some secondary school 7 3.5 
Secondary school graduate 10 5.0 
Some commercial/secretarial/polytechnic/technical 2 1.0 
Commercial/secretarial/polytechnic/technical graduate 3 1.5 
Teacher training graduate 1 0.5 
Some University/advanced college 2 1.0 
University/advanced college graduate 2 1.0 
Total 201 100.0 
Missing 1 
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Statistical Service (1992), females in the country generally dominate males. 

Next is the age of the respondents. About eighty percent of the TMPs fall within 

the ages of 20 and 61. This finding corroborates a popular concern which has been 

expressed about the dying out of TMPs in Ghana. About 9.0% aged 20-30 years; 20.1%, 

31-40 years; 26.6%, 41-50 years; and 24.6%, 51-60 years. Three of the respondents did 

not provide their ages. 

Additionally, Table 1 reveals that majority of the respondents (68.3%) are 

married. Almost 10.5% are single; 12 (5.9%) are separated; 13 (6.4%) are widowed; and 

17 (8.4%) are divorced. Of those that are married, 69.6% (55) of them have one wife, 

21.5% (17) have two wives, 5.1% (4) have 3 wives, and 3.8% (3) have 4 wives. 

In a country like Ghana where religion features so prominently, a research such as 

this cannot go without mention being made of the religion of the respondents. The next 

section furnishes us with this information. It reveals that 67.5% of the respondents are 

Christians. Islam comes second after Christianity in this research (16.5%). Traditional 

religion happens to be the 3rd most frequent response category in this research (14.0%). 

Atheism constitutes 0.5% of the responses in Table 1, with other religions accounting for 

1.5%. 

Having looked at the above socio-demographic characteristics of the respondents, 

the course of the analysis shall be turned towards an examination of the respondents' 

educational attainment. A knowledge about their highest level of formal educational or 

trade qualification would help us in this direction. According to Table 1, 32.8% of the 

respondents are illiterate. A total of 23.9% have either had some primary education or are 
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primary school graduates. Another 29.9% of the respondents are either middle school 

graduates or they have had some middle school education. Yet another 8.5 % have either 

some secondary education or they are secondary school graduates. Some of the 

respondents are either graduates of trade schools or they have had some training in these 

schools (2.5%), while one is a Teachers' Training College graduate. Two of the 

respondents have had some University/Advanced teacher training college education, 

whiles 2 are University/Advanced teacher training college graduates. Contrary to popular 

assumption, TMPs are not predominantly illiterate. 

Location of respondents 

Having looked at the socio-demographic characteristics of the respondents, we 

shall now concern ourselves with looking at where they practice (Appendix II). 

According to Table 2, almost 87.3% (165) of these towns/villages are located in the 

Greater Accra region. This is not surprising considering the fact that the data was 

collected from this region. The rest of the respondents practice in towns/villages located 

in other regions, namely, Central region 4.2%; Eastern region 3.7%; and 2.6% in Ashanti 

region. The rest are located in Northern and Volta regions (0.5% and 1.6% respectively). 

About 13 of the respondents did not give any response. The latter may well represent 

itinerant TMPs (mostly herbalists) who do not have a permanent town or village of 

practice, and tend to travel from place to place selling their products. 
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What do the TMPs in Ghana do? 

This subsection of the chapter examines issues like initiation, training, and 

practices of TMPs. According to Table 3, most of the respondents (84.2%) are full-time 

practitioners, while only a few (13.9%) practice part-time. Thus, for about 84% of the 

TMPs, their source of livelihood is the practice of traditional medicine. 

Table 2. Location of respondents 

Variable Frequency Valid percent 

Region of practice 
Greater Accra 
Central 
Eastern 
Ashanti 
Northern 
Volta 
Total 
Missing 

165 
8 
7 
5 
1 
3 

189 
13 

87.3 
4.2 
3.7 
2.6 

0.5 
1.6 

100.0 

Appendix III contains a list of the towns/villages where the respondents were 

trained. According to Table 3, 31.5% of them were initiated in the Accra Metropolitan 

district of Ghana. One respondent was trained in the Dangme East district, while 6 (4.6%) 

were trained in the Ga district. About 63.1% of the respondents were trained in "other" 

districts in the country, whereas 72 of the respondents did not provide any response. As 

mentioned earlier, some of the practitioners are itinerant in practice. For those that have 

apprentices, therefore, it stands to reason that they would be following their trainers from 
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place to place, learning the trade or profession. Thus they mat not be able to claim a 

particular town or village as the place where they were trained or initiated. 

The location in the various regions of the towns/villages where the respondents 

were trained is contained in Table 3. It shows that about 43.1% of them are located in the 

Greater Accra region; 16.2% in Central region; 19.8% in Eastern region; and 10.2% in 

Ashanti region. The rest are Northern region: 2.4%; Western region: 1.2%; Volta region: 

4.8%; and Brong Ahafo:0.6%. Three of the respondents were trained outside Ghana, and 

35 did not provide any response. 

Quite apart from our interest in knowing where the respondents were initiated or 

trained, we are also interested in knowing who their trainers were. Table 3 shows that 

most of the respondents (63.8%) were trained by family members, that is, their parents, 

grandparents, cousins, uncles, and aunts, etc. About 17.2% were trained by friends, while 

19% were trained by "other" people. The importance of this information lies in the fact 

that it is relevant towards the development of training policy for TMPs in Ghana. 

The next section of the table, gives us an insight into the period of 

training/initiation the respondents went through. This section indicates that over a half of 

them (72.4%) went through a period of training ranging between 1 and 10 years. Again 

16% of them spent 11 to 20 years in training, while about 7.7% spent 21-30 years in 

training. The Table also shows that six of the respondents spent 30 years or more in 

training, while 46 of them did not provide an answer. For those that did not provide any 

answer, one may attribute this to the fact that some of the respondents claim the source of 

their healing power is "supernatural powers", or that "they were born with the ability to 
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Table 3. What do the traditional medical practitioners in Ghana do? 

Variable Frequency Valid percent 

Full-time practice 170 84.2 
Part-time practice 28 13.9 
Other 4 2.0 
Total 202 100.0 

District of initiation 
Accra Metropolitan 41 31.5 
Dangme East 1 0.8 
Ga 6 4.6 
Other 82 63.1 
Total 130 100.0 
Missing 72 

Region of initiation 
Greater Accra 72 43.1 
Central 27 16.2 
Eastern 33 19.8 
Brong Ahafo 1 0.6 
Ashanti 17 10.2 
Northern 4 2.4 
Western 2 1.2 
Volta 8 4.8 
Other 3 1.8 
Total 167 100.0 
Missing 35 

Trainers 
Family member 111 63.8 
Friend 30 17.2 
Other 33 19.0 
Total 174 100.0 
Missing 28 
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Variable Frequency Valid percent 

Period of initiation (in years) 
I-10 113 72.4 
II-20 25 16.0 
21-30 12 7.7 
30 and over 6 3.8 
Total 156 100.0 
Missing 46 

Years of practice 
0-10 64 34.6 
11-20 45 24.3 
21-30 40 21.6 
31-40 18 9.7 
41-50 8 4.3 
51 and over 10 5.4 
Total 185 100.0 
Missing 17 

Conditions treated 
Malaria 
Yes 141 94.6 
No 8 5.4 
Total 149 100.0 
Missing 53 

Upper respiratory infections 
Yes 104 86.0 
No 17 14.0 
Total 121 100.0 
Missing 81 

Diarrhoea/stomach ache 
Yes 138 94.5 
No • 8 5.5 
Total 146 100.0 
Missing 56_ 
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Variable Frequency Valid Percent 

Skin diseases 
Yes 
No 
Total 
Missing 

Orthopedics 
Yes 
No 
Total 
Missing 

105 
14 

119 
83 

65 
40 

105 
97 

88.2 
11.8 

100.0 

61.9 
38.1 

100.0 

Worms 
Yes 
No 
Total 
Missing 

Pregnancy-related complications 
Yes 
No 
Total 
Missing 

Eve infections 
Yes 
No 
Total 
Missing 

Fertility disorders 
Yes 
No 
Total 
Missing 

67 
31 
98 

104 

130 
11 

141 
61 

50 
40 
90 

112 

156 
8 

164 
_3S_ 

68.4 
31.6 

100.0 

92.2 
7.8 

100.0 

55.6 
44.4 

100.0 

95.1 
4.9 

100.0 
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Variable Frequency Valid Percent 

Hypertension 
Yes 102 86.4 
No 16 13.6 
Total 202 100.0 
Missing 84 

Diabetes 
Yes 65 67.0 
No 32 33.0 
Total 97 100.0 
Missing 105 

Measles 
Yes 110 89.4 
No 13 10.6 
Total 123 100.0 
Missing 79 

Convulsion 
Yes 132 91.0 
No 13 9.0 
Total 145 100.0 
Missing 57 

Neurological disorders 
Yes 70 68.0 
No 33 32.0 
Total 103 100.0 
Missing 99 

Impotence 
Yes 128 94.1 
No 8 5.9 
Total 136 100.0 
Missing 66 
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Variable Frequency Valid Percent 

Sexually-transmitted diseases 
Yes 80 83.3 
No 16 16.7 
Total 96 100.0 
Missing 106 

Piles 
Yes 140 95.2 
No 7 4.8 
Total 147 100.0 
Missing 55 

Headache 
Yes 125 93.3 
No 9 6.7 
Total 134 100.0 
Missing 68 

Conditions noted for treating 
Malaria 
Yes 96 96.0 
No 4 4.0 
Total 100 100.0 
Missing 102 

Upper respiratory infections 
Yes 66 85.7 
No 11 14.3 
Total 77 100.0 
Missing 125 

Diarrhoea/stomach ache 
Yes 90 94.7 
No 5 5.3 
Total 95 100.0 
Missing 107 
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Variable Frequency Valid Percent 

Skin diseases 
Yes 
No 
Total 
Missing 

Orthopedics 
Yes 
No 
Total 
Missing 

59 
13 
72 

130 

33 
24 
57 

145 

81.9 
18.1 

100.0 

57.9 
42.1 

100.0 

Worms 
Yes 
No 
Total 
Missing 

Pregnancy-related complications 
Yes 
No 
Total 
Missing 

Eve infections 
Yes 
No 
Total 
Missing 

Fertility disorders 
Yes 
No 
Total 
Missing 

33 
18 
51 

151 

92 
7 

202 
103 

26 
21 
47 

155 

126 
4 

130 
72 

64.7 
35.3 

100.0 

92.9 
7.1 

100.0 

55.3 
44.7 

100.0 

96.9 
3.1 

100.0 
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Variable Frequency Valid Percent 

Hypertension 
Yes 63 86.3 
No 10 13.7 
Total 73 100.0 
Missing 129 

Diabetes 
Yes 35 64.8 
No 19 35.2 
Total 54 100.0 
Missing 148 

Measles 
Yes 63 84.0 
No 12 16.0 
Total 75 100.0 
Missing 127 

Convulsion 
Yes 89 93.7 
No 6 6.3 
Total 95 100.0 
Missing 107 

Neurological disorders 
Yes 37 67.3 
No 18 32.7 
Total 55 100.0 
Missing 147 

Impotence 
Yes 80 92.0 
No 7 8.0 
Total 87 100.0 
Missing 115 
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Variable Frequency Valid Percent 

Sexually-transmitted diseases 
Yes 4 3 79.6 
N° 11 20.4 
T o t a l 54 100.0 
Missing 148 

Piles 
Yes 103 92.8 
No 8 7.2 
T o t a l 111 100.0 
Missing 91 

Headache 
Yes 7 9 9 1 9 

N o 7 8.1 
T o t a l 86 100.0 
Missing 116 

Do vou have apprentices? 
Yes 88 4 5 . 4 
N o 106 54.6 
Total 194 1 0 0 0 
Missing 8 

Number of apprentices 
l~5 72 84.7 
6-10 8 9 4 
11-15 4 4J 
Over 15 1 12 
Total 85 100.0 
Missing 117 

Period of apprenticeshipfin years) 
i-5 4 9 710 
6-10 15 21.7 
11-15 2 2.9 
16-20 3 4 3 
Total 69 100.0 
Missing 
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heal". As such they did not have to go through the informal training most TMPs go 

through. The lack of standardization in the training period for TMPs has been one of the 

criticisms leveled against traditional medicine. 

The respondents have practiced in their various professions for a number of years 

(Table 3). About 34.6% have practiced between 0 and 10 years, whereas 24.3% have 

practiced between 11 and 20 years. Those who have practiced from 21-30 years account 

for 21.6% of the respondents. Additionally, 9.7%, 4.3%, and 5.4% have practiced for 

periods ranging between 31-40, 41-50, and 51 and over years respectively. Seventeen of 

the respondents did not give any response to the question. With such a wealth of 

experience accumulated over the years, the younger generation of TMPs have a lot to 

learn from their "seniors". 

The respondents treat a number of conditions. This information comes next in 

Table 3. It shows that 94.6% of the respondents treat malaria, 86% treat upper respiratory 

infections, 94.5% treat diarrhoea/stomach disorders, 88.2% treat skin diseases, and 

61.9% treat orthopedics. Treatment of worms account for 68.4% of the responses, 92.2% 

of them treat pregnancy-related complications, 55.6% treat eye infections, 95.1% treat 

fertility disorders, and 86.4% treat hypertension. Additionally, 67% of the respondents 

treat diabetes, 89.4% treat measles, 91% treat convulsion, 68% treat neurological 

disorders, 94.1% treat impotence, and 83.3% treat sexually transmitted diseases. The rest 

treat piles (95.2%,), and headache (93.3%). 

The respondents are also noted for the treatment of a number of conditions 

(Table 3). About 96% are noted for the treatment of malaria, while 85.7% are noted for 
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the treatment of upper respiratory infections. Those noted for the treatment of 

diarrhoea/stomach disorders account for 94.7% of the respondents; skin diseases, 81.9%; 

orthopedics, 57.9%; worms, 64.7%; pregnancy-related complications, 92.9%; eye 

infections, 55.3%; and fertility disorders, 96.9%. The rest are, hypertension; 86.3%; 

diabetes: 64.8%; measles: 84%; convulsion: 93.7%; neurological disorders:67.3%; 

impotence: 92%; sexually-transmitted diseases: 79.6%; piles: 92.8%; and headache: 

91.9%. This shows that Ghana stands to benefit a lot from the existence of plurality of 

health care in this country, namely, biomedicine and traditional medicine. 

The next sub-section of this chapter deals with issues of apprenticeship. Asked 

whether they have apprentices, 45.4% of the respondents answered yes, 54.6% said no, 

and 8 respondents did not provide any answer (Table 3). The Table also tells us the 

number of apprentices the respondents have. Over a third (84.7%) have between 1 and 5 

apprentices; 9.4% have between 6 and 10 apprentices; 4.7% have between 11 and 15 

apprentices, and only one respondent has more than 15 apprentices. 

On the question of length of period of apprenticeship, 71% of the respondents 

indicated their apprentices spend between 1 and 5 years in training. About 21.7% said 

their apprentices are trained for a period ranging between 6 and 10 years. Additionally, 2 

of the respondents have 11-15 years' training programmes, whereas 3 of them have 16-20 

years of apprenticeship. This again raises one criticism leveled against traditional 

medicine — the lack of standardization in the training period for TMPs. 

Attitude of TMPs towards collaboration with biomedical practitioners. 
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The next sub-section of the chapter examines the attitudes of the respondents 

towards collaboration with biomedical practitioners. Asked whether they are in favor of 

collaboration with biomedical practitioners, about 80.3% of the respondents answered in 

the affirmative, thus refuting the first hypothesis, namely, "TMPs are very likely to have a 

negative attitude towards collaboration with biomedical practitioners." Only 14.5% said 

no (Table 4). On the issue of why they gave these responses, those who answered in the 

affirmative gave the following responses: biomedicine has a lot to offer in terms of 

standardized training for TMPs (99); traditional medicine may complement biomedicine 

in coping with illnesses for which the latter has no diagnosis, may misdiagnose, or 

incompletely diagnosed (82); biomedical practitioners could provide training for TMPs in 

the area of dosage precision, methods of storage and preservation of medicinal herbs, 

hygiene and sanitation and use of simple tools (102). 

Some of the respondents expressed disapproval of collaboration with biomedical 

practitioners for various reasons (Table 4). These include the fact that biomedical 

practitioners look down upon TMPs (12); the two systems are disparate and should be 

treated as such (17); traditional medicine may lose its indigenous tradition/flavor (6); 

TMPs may be exploited by biomedical practitioners (10). 
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Table 4. Attitudes of traditional medical practitioners towards 
collaboration with biomedical practitioners 

Variable Frequency Valid percent 

In favor of collaboration? 
Yes 139 80.3 
No 25 14.5 
Don't know 9 5.2 
Total 173 100.0 
Missing 29 

Reasons given in support of collaboration 

Biomedicine offers standardized training for TMPs 
Yes 99 100.0 
No 0 0 
Total 99 100.0 
Missing/not applicable 103 

Traditional medicine may complement biomedicine in coping with illnesses for which the 
latter has no diagnosis, may misdiagnose, or incompletely diagnose 
Yes 82 100.0 
No 0 0 
Total 82 100.0 
Missing/not applicable 120 

Biomedical practitioners could provide training for TMPs in area of dosage precision, 
storage, preservation of medicinal herbs, hygiene, sanitation, use of simple tools 
Yes 102 100.0 
No 0 0 
Total 102 100.0 
Missing/not applicable 100 
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Variable Frequency Valid percent 

Reasons given by TMPs for opposing collaboration with biomedical practitioners 

Biomedical practitioners look down upon TMPs 
Y e s 12 100.0 
No 0 o 
T o t a l 12 100.0 
Missing/not applicable 190 

The two systems are disparate and should be treated as such 
Y e s 17 100.0 
No 0 o 
Total 17 100.0 
Missing/not applicable 185 

Traditional medicine may lose its indigenous tradition/flavor 
Y e s 6 100.0 
No 0 o 
Total 6 100.0 
Missing/not applicable 196 

TMPs may be exploited bv biomedical practitioners 
Yes 10 100.0 
No 0 0 
Total 10 100.0 
Missing/not applicable 192 
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Attitude of TMPs towards their Associations 

This sub-section of the research deals with issues related to the Associations of 

the respondents. Asked whether they are members of any TMPs Associations, 45.7% 

answered yes; 54.3% answered no, and 16 of them did not provide any answer (Table 5). 

The respondents were also asked their opinions regarding what they hope to gain from 

their membership of their Associations. According to Table 5, 58 said they hope to gain 

collaboration with fellow healers/acquire new knowledge; 42 said they hope to gain 

protection against government regulation/decrees; 33 hope to benefit from credibility in 

their practice. Yet another 43 of the respondents indicated that they hoped to benefit from 

the Association(s) serving as a formidable force against quack practitioners. Other 

responses include offering of financial support (36); association serving as mouthpiece of 

healers (55); gain from promotion of discoveries (33), and benefit from provision and 

protection of patent right (39). 
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Table 5. Attitude of Traditional medical practitioners towards their Associations 

Variable Frequency Valid percent 

Membership of any traditional medical practitioners association 
Yes 85 45.7 
No 101 54.3 
Total 186 100.0 
Missing 16 

Benefits derived from membership of association 

Collaboration with fellow healers/acquire new knowledge 
Yes 58 100.0 
No 0 0 
Total 58 100.0 
Missing/not applicable 144 

Protection against government regulation/decrees 
Yes 42 100.0 
No 0 0 
Total 42 100.0 
Missing/not applicable 160 

Credibility in practice/work 
Yes 33 100.0 
No 0 0 
Total 33 100.0 
Missing/not applicable 169 

Formidable force against quack practitioners 
Yes 43 100.0 
No 0 0 
Total 43 100.0 
Missing/not applicable 159 
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Variable Frequency Valid percent 

Financial support 
Yes 36 
No 0 
Total 36 
Missing/not applicable 166 

Association serving as mouthpiece 
Yes 55 
No 0 
Total 55 
Missing/not applicable 147 

Promotion of discoveries 
Yes 33 
No 0 
Total 33 
Missing/not applicable 169 

Provision and protection of patent rights 
Yes 39 
No 0 
Total 39 
Missing/not applicable 163 

100.0 
0 

100.0 

100.0 
0 

100.0 

100.0 
0 

100.0 

100.0 
0 

100.0 

What Ghana stands to gain from existence of association 

Assurance of qualitv/safe service 
Yes 
No 
Total 
Missing/not applicable 

Warding off of quack practitioners 
Yes 
No 
Total 
Missing/not applicable 

62 
0 

62 
140 

53 
0 

53 
149 

100.0 
0 

100.0 

100.0 
0 

100.0 
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Variable Frequency Valid percent 

Affordable health care 
Yes 
No 
Total 
Missing/not applicable 

Accessible health care 
Yes 
No 
Total 
Missing/not applicable 

51 
0 

51 
151 

37 
0 

37 
165 

100.0 
0 

100.0 

100.0 
0 

100.0 

Protection of indigenous traditional medicine 
Yes 4 7 

No 0 
Total 47 
Missing/not applicable 155 

Security for consumers of health care 
Yes 4 3 

No 0 
Total 43 
Missing/not applicable 159 

Simple and comprehensible health care system 
Yes 
No 
Total 
Missing/not applicable 

Plurality of health care 
Yes 
No 
Total 
Missing/not applicable 

23 
0 

23 
179 

27 
0 

27 
175 

100.0 
0 

100.0 

100.0 
0 

100.0 

100.0 
0 

100.0 

100.0 
0 

100.0 
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Variable Frequency Valid percent 

Potency in treatment of psychosomatic disorders 
Y e s 20 100.0 
No 0 o 
Total 20 100.0 
Missing/not applicable 182 

Holistic health care 
Y e s 23 100.0 
No 0 o 
Total 23 100.0 
Missing/not applicable 179 

Reasons for not joining any association of TMPs 
Lack of trust in association 
Yes 18 100.0 
No 0 o 
T o t a l 18 100.0 
Missing/not applicable 184 

Inability of association to provide patent rights 
Y e s 17 100.0 
No 0 0 
Total 17 100.0 
Missing/not applicable 185 

Association has nothing to offer 
Y e s 16 100.0 
No 0 o 
Total 16 100.0 
Missing/not applicable 186 

Association executives condoning and conniving with government against interests of 
TMPs 
Y e s 9 100.0 
No 0 0 
Total 9 100.0 
Missing/not applicable 193 
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Variable Frequency Valid percent 

Objection to joining colleagues in forming one association 
Yes 52 
No 91 
Don't know 17 
Total 160 
Missing 42 

32.5 
56.9 
10.6 

100.0 

Reasons for objecting to joining colleagues in forming one association 

Yes 19 100.0 
No 0 0 
Total 19 100.0 
Missing/not applicable 183 

Lack of trust in colleagues 
Yes 20 100.0 
No 0 0 
Total 20 100.0 
Missing/not applicable 182 

Do not foresee any benefits in existence of such an association 
Yes 25 100.0 
Total 25 100.0 
Missing/not applicable 177 

Executives of association condoning and conniving with government against interests of 
TMPs 
Yes 11 100.0 
No 0 0 
Total 11 100.0 
Missing/not applicable 191 



67 

Variable Frequency Valid percent 

Reasons in support of joining colleagues in forming one association 

Assurance of quality/safe service 

Yes 66 100.0 
No 0 0 
Total 66 100.0 
Missing/not applicable 136 

Warding off of quack practitioners 
Yes 50 100.0 
No 0 0 
Total 50 100.0 
Missing/not applicable 152 

Protection of indigenous traditional medicine 
Yes 54 100.0 
No 0 0 
Total 54 100.0 
Missing/not applicable 148 

Promotion of security for consumers of health care 
Yes 53 100.0 
No 0 0 
Total 53 100.0 
Missing/not applicable 149 

Potency of traditional medicine in treatment of psychosomatic disorders 
Yes 20 100.0 
No 0 0 
Total 20 100.0 
Missing/not applicable 182 

Traditional medicine offers holistic health care 
Yes 27 100.0 
No 0 0 
Total 27 100.0 
Missing/not applicable 175 
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Variable Frequency Valid percent 

Potential source of financial support 
Yes 34 100.0 
No 0 0 
Total 34 100.0 
Missing/not applicable 168 

The respondents were also asked their opinions regarding what they consider 

Ghana as a whole stands to gain from the existence of the Associations in terms of 

improving health outcomes. Their responses were as follows: that the nation will gain 

from assurance of quality/safe service (62); warding off of quack practitioners (53); the 

nation will gain from affordable health care (51) and accessible health care (37). Another 

47 of the respondents indicated that the nation will gain from protection of indigenous 

traditional medicine; again 43 mentioned that the association offers security for 

consumers of health care; that traditional medicine is simple and comprehensible as 

opposed to complex bureaucracies associated with biomedicine (23). Plurality of health 

care is yet another benefit mentioned by 27 of the respondents. The rest are: potency in 

treatment of psychosomatic disorders (20); that the nation will gain from traditional 

medicine being holistic in its approach to health care (23). 

For the respondents who mentioned that they are not members of any TMPs 

association, these are the reasons they gave for their decision: lack of trust in Association 

(18, Table 5); inability of association to provide patent right (17); association has nothing 

to offer (16); and association executives condoning and conniving with government 
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against their interests (9). 

The respondents were asked whether they objected to joining their colleagues in 

their various districts in forming one association with eventual representation at the 

national level. To this question, the majority of them (56.9%) indicated they had no 

objection. This refutes the hypothesis "TMPs are very likely to have a negative attitude 

towards their associations." About 32.5% raised an objection (Table 5), and 10.6% of 

them did not take any position on the issue. 

For the respondents who indicated support for the formation of one association of 

traditional medical practitioners, they gave the following reasons: that the association will 

offer assurance of quality/safe service (66, Table 5); and warding off of quack 

practitioners (50). Also, 54 of the respondents indicated that the association will help 

promote indigenous traditional medicine. Another 53 mentioned that the association will 

promote security for consumers of health care. The rest are: potency in treatment of 

psychosomatic disorders (20); that the nation will gain from traditional medicine being 

holistic in its approach to health care (27), and the association being a potential source of 

financial support for the respondents (34). 

For those who raised an objection to the formation of one association, the reasons 

they gave were as follows: that previous attempts at forming such an association had 

failed (19); that they do not trust their colleagues (20); that they do not foresee any 

benefits from the existence of such an association (25); executives of the association may 

condone and connive with government against interests of TMPs (11). 
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Attitude of TMPs towards regulation 

This section examines issues having to do with regulation of traditional medicine 

in Ghana. The respondents were asked their opinions as to whether traditional medicine 

should be regulated at all. Most of them (70.2%) answered in the affirmative, thus 

refuting the hypothesis "TMPs are very likely to have a negative attitude towards 

regulation." About 21.1% of them answered no, and 8.7% answered "don't know". They 

were also asked whether they think traditional medicine should be regulated by TMPs 

associations. About 67.1% of them answered yes, while 26% answered no (Table 6). 

They were also asked whether they think traditional medicine should be regulated by the 

government. Only 39.1% (9) answered yes, and 13% (3) answered no. For those who 

answered yes to the question about regulation, they were asked to give reasons for their 

response. The responses given include: that it will help resolve the problem of variation 

in length and quality of training of TMPs (94); it will serve as panacea for dosage 

imprecision, poor methods of storage and preservation of medicinal herbs, poor hygiene 

and sanitation (75); that it will contribute towards improving upon general quality of 

health care (103); regulation will deprive quack practitioners of any market (76); and 

boost image of TMPs (70). 

For the respondents who think that traditional medicine should neither be 

regulated by TMPs association nor the government, their reasons were as follows: 

traditional medicine stands to lose its indigenous tradition/flavor (24); interests of TMPs 

may be sacrificed for that of regulators (29); traditional medicine stands to lose its unique 

holistic approach to health and healing (17). 
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Table 6. Attitude of traditional medical practitioners towards regulation 

Variable Frequency Valid percent 

Should traditional medicine be regulated? 

Yes 113 70.2 
No 34 21.1 
Don't know 14 8.7 
Total 161 100.0 
Missing 41 

Opinions on whether traditional medicine should be regulated by TMPs association 
Yes 116 67.1 
No 45 26.0 
Don't know 12 6.9 
Total 173 100.0 
Missing 29 

Opinions on whether traditional medicine should be regulated by the government 
Yes 9 39.1 
No 3 13.0 
Don't know 11 47.8 
Total 23 100.0 
Missing 179 

Reasons given in support of regulation of traditional medicine by association of 
TMPs/government 

Regulation will help resolve the problem of variation in length and quality of training for 
TMPs 
Yes 94 100.0 
No 0 0 
Total 94 100.0 
Missing/not applicable 108 
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Variable Frequency Valid percent 

Regulation will serve as panacea for dosage imprecision, poor methods of storage and 
preservation of medicinal herbs, poor hygiene and sanitation 
Yes 75 100.0 
No 0 0 
Total 75 100.0 
Missing/not applicable 127 

Regulation will help towards improving upon general quality of health care 
Yes 103 100.0 
No 0 0 
Total 103 100.0 
Missing/not applicable 99 

Regulation will deprive quacks of any market 
Yes 76 100.0 
No 0 0 
Total 76 100.0 
Missing/not applicable 126 

Regulation will boost the image of TMPs 
Yes 70 100.0 
No 0 0 
Total 70 100.0 
Missing/not applicable 132 

Reasons given in opposition to regulation of traditional medicine bv TMPs 
association/ government 

Traditional medicine stands to lose its indigenous tradition/flavor 
Yes 24 100.0 
No 0 0 
Total 24 100.0 
Missing/not applicable 178 

The interests of TMPs may be sacrificed for that of regulators 
Yes 29 100.0 
No 0 0 
Total 29 100.0 
M i s s i n g / n o t app l i rah lp 1 2 3 



73 

Variable Frequency Valid Percent 

Traditional medicine stands to lose its unique approach to health and healing 
Yes 17 100.0 
No 0 0 
Total 17 100.0 
Missing/not applicable 182 

Recommendations for improving upon the delivery 

of traditional medicine in Ghana 

Finally, the respondents were asked what recommendations they would make 

towards improving upon the delivery of traditional medicine in Ghana (Table 7). As many 

as 102 suggested increased government regulation towards standardization of training and 

practice of TMPs. Yet another 88 suggested increased efforts at tracking down quack 

TMPs and punishing them. Another response given was that the associations of TMPs 

should exist not just in name, but also in practice (74). About 93 of the respondents 

suggested increased interest, involvement, and commitment on the part of government in 

traditional medicine (Table 7). Increased collaboration with biomedical practitioners was 

also mentioned by 62 of the respondents. Provision, protection, and enforcement of patent 

rights was the suggestion made by 62 of the respondents. Yet another response mentioned 

by about 115 of the respondents was the provision of training in methods of storage, 

preservation of medicinal herbs, hygiene, and sanitation. 
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Table 7. Recommendations towards improving upon the delivery of traditional medicine 
in Ghana 

Variable Frequency Valid percent 

Increased government regulation towards standardization of training and practice of 
TMPs 
Yes 102 100.0 
No 0 0 
Total 102 100.0 
Missing 100 

Increased efforts at tracking down quack TMPs and punishing them 
Yes 88 100.0 
No 0 0 
Total 88 100.0 
Missing 114 

Existence of association of TMPs in practice, not just in name 
Yes 74 100.0 
No 0 0 
Total 74 100.0 
Missing 128 

Increased interest, involvement, and commitment on the part of government in traditional 
medicine 
Yes 93 100.0 
No 0 0 
Total 93 100.0 
Missing 109 

Increased collaboration with biomedical practitioners 
Yes 62 100.0 
No 0 0 
Total 62 100.0 
Missing 140 
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Variable Frequency Valid percent 

Provision and enforcement/protection of patent rights 
Yes 62 100.0 
No 0 0 
Total 62 100.0 
Missing 140 

Provision of training in methods of storage, preservation of medicinal herbs 
Yes 115 100.0 
No 0 0 
Total 115 100.0 
Missing 87 

Discussion 

The analysis reveals that females outnumber males in the sample. This is not 

surprising for the fact that it reflects the general gender distribution in the country. 

According to the Ghana Statistical Service, as at 1992, the male to female ratio for the 

country as a whole, was 97.2 (Ghana Statistical Service, 1992). 

There has been a popular concern expressed about the dying out of TMPs in 

Ghana. This study reveals that the majority of the respondents (80%) fall within the ages 

of 20 and 61. With life expectancy at birth standing at 56 years (Fellman, Getis, and 

Getis, 1995), this concern may be genuine. True as it may sound, however, this fear may 

well be compensated for by the replacement of the aged and "dying" TMPs by their 

apprentices. 

Marriage is the recognized institution for the establishment and maintenance of 
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family life all over the world. When a couple is joined in marriage, their respective 

lineages and families automatically become affinal relatives while the children of the 

marriage are kin to all those mentioned above. It is therefore the institution through which 

kinship ties are both established and extended. Marriage is therefore a basic institution in 

every society. Considering its importance, therefore, it is not surprising that such a high 

percentage of the respondents (68.3%) are married. The Ghana Demographic and Health 

Survey conducted in 1993 showed that 59% of a sample of 4562 women were married 

and 19.5% were single. For a sample of 1302 men, 49.4% of them were married, and 36% 

were single. This reflects the high premium Ghanaians place on marriage. 

Religion may be described as the beliefs and practices associated with the 

supernatural. Thus defined, the concept embraces many aspects of man's relations with 

the supernatural including magic, witchcraft, as well as practices associated with the 

dead, the ancestors. Beliefs and practices associated with the supernatural in Ghana 

operate at many levels and in different forms. They also differ from place to place, though 

some general categories could be isolated including the High God, small gods, ancestors, 

witchcraft, magic and sorcery. 

The concept of the High God, also described as the Supreme being, appears to be 

common to all Ghanaian societies long before the advent of Christianity and Islam. In 

fact, in all cases, it is the traditional name for God that was adopted by the missionaries 

who came from Europe to Christianize Ghanaians (Nukunya, 1992). 

The analysis reveals that 67.5% of the respondents are Christians. This finding 

presents a two-sided picture — one side being surprising, and the other not surprising. 
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The side of the picture which is not surprising is that 64% of Ghanaians are Christians 

(Ghana Living Standards Survey, 1995), with the southern sector of the country being 

predominantly Christian. Granted that this study was conducted in the southern sector of 

the country, it is not surprising that such a large percentage of the respondents are 

Christians. 

The surprising side of the picture, however, is this: there is a popular belief that 

most TMPs in Ghana are converts of traditional religion. For the TMPs in the Greater 

Accra Region, however, (and possibly TMPs in southern Ghana as a whole) this is not the 

case. The explanation may be for the fact that from the time the first Europeans touched 

the Ghanaian coast in 1471 and the foundation of Elmina Castle in 1482 until the 

beginning of the 19th Century, there had been attempts at the dissemination of the 

Gospel. The churches, however, were formally opened in the early 19th Century. The 

changes Christianity introduced into Ghanaian life were many and varied. In the religious 

sphere, it led to the alienation of the Christians from their traditional religion, namely, 

African Traditional Religion. This is due to the fact that the tenets of Christianity run 

counter to almost everything traditional religion stands for — beliefs in the various 

figures and practices in the religious hierarchy (Nukunya, 1992). This is confirmed by the 

very low percentage of respondents (14.0) who fall within this category. 

On the (low) proportion of our sample representing Moslems, this may be 

attributable to the Islamization process in the Northern part of the country (before the 

17th Century). Those responsible for its introduction are said to be Moslem Wangara 

traders in Gold, followed by Hausa immigrants trading in kola. Converts of Islam in the 
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southern sector, therefore, are in the minority, and constitute 16.5% of the respondents in 

this study. 

The data shows that only 32.8% of the respondents are illiterate. This is 

corroborated by reports on the official adult literacy rate in Ghana, which stands at 60% 

(Fellman, Getis and Getis, 1995). This high rate of literacy among the respondents may 

well be due to the fact that the study was conducted in a region in Ghana which houses 

the nation's capital, Accra. It stands to reason, therefore, that the Greater Accra region 

would be far more urbanized and developed compared to the rest of the nation. 

Considering the fact that urbanization comes with formal education, the educational 

attainment of the respondents is not surprising. This finding also refutes the popular 

notion that TMPs in general, are illiterate. However, it is possible TMPs in the less 

urbanized parts of the country have lower levels of educational attainment, but not totally 

illiterate. 

One interesting finding is the fact that most of the respondents (63.8%) indicated 

that they acquired their skills from family members through the method of apprenticeship. 

This corroborates Twumasi's (1987) account of the training and initiation of TMPs in 

Ghana. Still on the question of apprenticeship, as high a percentage as 84.7 of the 

respondents indicated that they have between 1 and 5 apprentices, with the rest having 6-

10, 11-15, and 15+ apprentices. This finding reveals that the TMPs may well be "over-

replacing" themselves. As such the popular fear of "extinction of TMPs in Ghana", may 

only be a myth and not a reality, after all. 

The finding above on the trainers of TMPs is important for the fact that the former 
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is a very important target for developing training policies for TMPs. If the trainers are 

well trained, they will be in a better position to impart their knowledge to their 

apprentices. 

Yet another interesting finding is the period of training/initiation. Twumasi (1987) 

argues that the training period for TMPs may last for three years, in normal cases, but 

may go on for 10 years or more, or even until the trainer dies. This is supported by the 

current study — an overwhelming majority, 72.4%, went through a period of training 

ranging between 1 and 10 years. Interestingly enough, 71% of the respondents indicated 

that their apprentices spend between 1 and 5 years in training, which falls within the 

period of training for TMPs mentioned by Twumasi (1978). One shortcoming of 

traditional medicine is the varying length of training periods for TMPs. This further 

presents the problem of differences in the knowledge acquired over the training period as 

well as competence. There is therefore the need for policy formulation towards some 

form of standardized training for TMPs in Ghana. 

The data shows that about 84.2% of the respondents practice full-time. For these, 

therefore, the practice of traditional medicine is their main, and probably their only, 

source of livelihood. This underscores the importance of traditional medicine to 

Ghanaians. The promotion and proper development of this form of health care could 

provide a wide range of employment avenues for a large proportion of the Ghanaian 

population. 

The study also shows that the TMPs have practiced in their various areas of 

expertise for a number of years, for some of them over 51 years. With the acquisition and 
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accumulation of such a wealth of knowledge and experience, these "seniors" have a lot to 

impart to the younger generation of TMPs for the benefit of the consumers of traditional 

medicine. 

It has been argued that for over 75% of the Ghanaian population, traditional 

medicine is their only hope of health care. Meanwhile the respondents treat and are noted 

for the treatment of various conditions. The development of this form of health care 

presents Ghana with an added advantage of plurality of health care. This may well be the 

path to achieving the goal of "Health for all by the year 2000" — the slogan of the 

Primary Health Care Strategy. 

The literature suggests that most of the collaborative experiments which have 

been done between TMPs and biomedical practitioners have failed. Two such 

experiments are the Primary Health Training for Indigenous Healers (PRHETIH), and the 

Center for Scientific Research into Plant Medicine. The first experiment (PRHETIH) 

failed for a number of reasons. Fink (1990) observes that the healers who took part in the 

project complained that the doctors and the hospital personnel continued to show a lack 

of respect to them and did not accept them as colleagues. Eventually, the TMPs withdrew 

from the project because they did not feel accepted by their colleagues. This is a clear 

example of the distrust and suspicion that exists between practitioners of orthodox and 

traditional medicine. Regarding the collaborative work between TMPs and the Center for 

Scientific Research into Plant Medicine, the Director of the Center observes: "we are 

fighting a two-frontal battle: a battle against orthodox medical practitioners who do not 

want us to promote herbal medicine and against traditional healers who are suspicious of 
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our activities" (Senah, 1995, p.l 16). Considering the circumstances and the suspicion 

surrounding these two experiments, one would think that the TMPs would be unwilling to 

collaborate with biomedical practitioners for any reason. The contrary, however, is the 

case. Asked whether they are in favor of collaboration with biomedical practitioners, 

80.3% of the respondents answered in the affirmative, possibly for what they believe 

could be positive benefits from collaboration with biomedical practitioners. These include 

the fact that biomedicine has a lot to offer in terms of standardized training for TMPs, 

traditional medicine may complement biomedicine in coping with illnesses for which the 

latter has no diagnosis, may misdiagnose, or incompletely diagnosed, and that biomedical 

practitioners could provide training for TMPs in the area of dosage precision, methods of 

storage and preservation of medicinal herbs, hygiene and sanitation and use of simple 

tools. 

On the issue of the attitude of TMPs towards their associations, majority of them 

(54.3%) do not belong to any association. Most of them (56.9%), however, indicated they 

had no objection to joining their colleagues in their various districts in forming one 

association with eventual representation at the national level. Interestingly enough, this 

finding contradicts previous attitudes the TMPs had expressed towards their associations. 

Since 1963 when the foundation was laid for the development of a national association of 

TMPs, all such associations which have ever been formed have existed merely in name, 

and not in function. This is because the associations have been beset with numerous 

problems. For the benefits they hope to derive from their membership of TMPs 

association, however, they are willing to join their colleagues in forming a national 
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association. Such benefits mentioned include the fact that the association will offer 

assurance of quality/safe service, ward off quack practitioners, promote indigenous 

traditional medicine, and promote security for consumers of health care. The rest are: 

potency in treatment of psychosomatic disorders, that the nation will gain from traditional 

medicine being holistic in its approach to health care, and the association being a 

potential source of financial support for the respondents. 

Generally, the attitude of TMPs toward regulation of their activities has been one 

of resistance. One interesting finding which came out of the study, however, was the fact 

that most of the TMPs are of the view that traditional medicine should be regulated, and 

that it should be regulated by TMPs associations rather than the government. The benefits 

they hope to derive from regulation include the following: it will help resolve the 

problem of variation in length and quality of training of TMPs, it will serve as panacea 

for dosage imprecision, poor methods of storage and preservation of medicinal herbs, 

poor hygiene and sanitation, that it will contribute towards improving upon general 

quality of health care, will deprive quack practitioners of any market, and boost image of 

TMPs. 



CHAPTER 4 

SUMMARY, RECOMMENDATIONS AND POLICY 

IMPLICATIONS, CONCLUSION 

The purpose of the study was to address the following questions: 

1. Who are the Traditional Medical Practitioners(TMPs) in Ghana? 

2. Where are they located? 

3. What do they do? 

4. What is the attitude of TMPs towards collaboration with biomedical practitioners? 

5. What is the attitude of TMPs towards their Associations? 

6. What is the attitude of TMPs towards regulation? 

7. What recommendations would the TMPs make towards improving upon the 

delivery of traditional medicine in Ghana? 

The study also aimed at testing the following hypothesis: 

1. TMPs are very likely to have a negative attitude towards collaboration with 

biomedical practitioners. 

2. TMPs are very likely to have a negative attitude towards their associations. 

3. TMPs are very likely to have a negative attitude towards regulation. 

83 



84 

Summary 

A concern has been expressed about the aging and dying out of TMPs. With 80% 

of the respondents aged between 20 and 61 years, and with life expectancy at birth 

standing at 56 years, this fear may sound real and genuine. The study, however, shows 

that about 85% of the TMPs have between 1 and 5 apprentices, with the rest having 6-10, 

11-15, and 15+ apprentices. It may, therefore, be said that the TMPs are "over-replacing" 

themselves, thus alleviating the apparent myth of "extinction of TMPs in Ghana". 

Contrary to expectation, not as many of the respondents are converts of traditional 

religion. About 68% are Christians, with Islam and traditional religion in second and third 

places, respectively. 

As far as their educational background is concerned, the study shows that about 

one-sixth of the respondents are illiterate. About a seventh are either middle school 

graduates or they have had some middle school education. Those with primary and 

secondary school qualifications follow in that order. Only a few of the respondents have 

some qualifications from trade schools, teachers' training college and/or university. Thus 

this finding shows that, contrary to popular belief, the TMPs are fairly well educated. 

This may be counted as an added advantage for effective communication as well as 

effective implementation of policies aimed at improving upon the practice and delivery of 

traditional medicine in Ghana. 

Yet another interesting finding is the fact that most of the respondents (about 

64%) indicated that they acquired their skills from family members through the method of 

apprenticeship. This corroborates Twumasi's (1987) account of the training and initiation 
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of TMPs in Ghana. 

An interesting finding which came out of the study was the fact that even though 

most, if not all, collaborative work between TMPs and biomedical practitioners in the 

past have failed, over 80% of the respondents expressed interest in collaborating with 

biomedical practitioners. This, therefore, refutes the hypothesis "TMPs are very likely to 

have a negative attitude towards collaboration with biomedical practitioners." 

On the question of the attitude of the respondents towards their associations, about 

half of them do not belong to any TMPs associations, with about 46% belonging to some 

associations. About 57% of them, however, are willing to join their colleagues in their 

various districts in forming one association with eventual representation at the national 

level, thus refuting the hypothesis "TMPs are very likely to have a negative attitude 

towards their associations." 

Yet another interesting finding was the fact that most of the respondents (70.2%) 

are in favor of regulation of traditional medicine. This finding also refutes the hypothesis 

that "TMPs are very likely to have a negative attitude towards regulation." Most of them 

are also of the view that traditional medicine in Ghana should be regulated by TMPs 

associations rather than the government. 

Finally, the respondents have made various recommendations towards improving 

upon the delivery of traditional medicine in Ghana. These include increased government 

regulation towards standardization of training and practice of TMPs; increased efforts at 

tracking down quack practitioners and punishing them; and association of TMPs existing 

not just in name, but also in practice. The rest are increased interest, involvement, and 
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commitment on the part of the government in traditional medicine, increased 

collaboration with biomedical practitioners, provision, protection, and enforcement of 

patent rights, and provision of training in methods of storage, preservation of medicinal 

herbs, hygiene and sanitation. 

Recommendations and policy implications 

Contrary to popular belief, the study shows that the TMPs in the Greater Accra 

Region of Ghana are fairly well educated and may not be dying out. These are positive 

strengths which make for effective communication and implementation of policies. The 

TMPs may thus be a very important asset for meeting the health needs of the majority of 

Ghanaians (over 75%) whose only hope of health care is traditional medicine. In the 

interest of the majority of Ghanaians, the Ministry of Health and the government of 

Ghana would do well to shrug off their apparently sympathetic attitude towards 

traditional medicine and take advantage of the strengths of this form of health care. 

Another important finding which came out of the study was that the TMPs spent 

varied number of years in training. This "legacy" has been passed on to their apprentices, 

and they also spend various number of years in apprenticeship. Unfortunately, the lack of 

standardization in the training TMPs receive does not make for uniformity in the 

knowledge acquired and the quality of training. The universities, research institutions, 

and biomedical practitioners in general can be of an enormous assistance in the 

formulation and implementation of policies towards standardizing the training TMPs 

receive. 
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The TMPs have indicated that they treat various conditions with various herbal 

preparations. One weakness here, mentioned by the respondents, however, is the lack of 

dosage precision, poor methods of storage and preservation of medicine, and poor 

hygiene and sanitation. Since biomedicine has made considerable strides in dosage 

precision, methods of storage and preservation of medicine, the Ministry of health could 

offer training for TMPs in these areas. The School of Public Health as well as public 

health workers in Ghana could also offer a lot of assistance to TMPs in the area of 

hygiene and sanitation. It would be recommended that periodic training sessions and 

seminars be organized by the Ministry of Health for TMPs. The health research 

institutions (particularly the Center for Scientific Research into Plant Medicine) as well as 

the Universities, should not be left out of such programs. 

Collaboration provides a comprehensive and integrated system where 

complementation takes place and the patient receives full benefit. The respondents have 

expressed their willingness and interest in collaborating with biomedical practitioners. 

Previous research, however, have shown that most, if not all, collaborative experiments 

have not been successful. One example is the Primary Health Training for Indigenous 

Healers (PRHETIH) program in Techiman, Ghana, a brainchild of D.M. Warren(1979). 

PRHETIH has been described as the most interesting and possibly the most successful of 

collaborative experiments in tropical Africa. In spite of these expressions, the PRHETIH 

project did not regard the healers to be genuine colleagues of biomedical practitioners, 

and so it collapsed. As Fink (1990) has observed, it is a fact that the healers who took part 

in the PRHETIH project complained that the doctors and the hospital personnel continued 
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to show a lack of respect to them and did not accept them as colleagues. Eventually, the 

TMPs withdrew from the project because they did not feel accepted by their colleagues. 

This is a clear example of the distrust and suspicion that exists between practitioners of 

orthodox and traditional medicine. It goes without saying, then, that for any collaborative 

work between TMPs and biomedical practitioners to yield any successful results, 

practitioners of both systems must develop mutual trust and respect for each other. 

One problem which has thwarted the "performance" and activities of TMPs is 

their inability to operate under one unified association. They have however expressed 

interest in joining their colleagues in their various districts in forming one association 

with eventual representation at the national level. The Ministry of Health of Ghana needs 

to spearhead the efforts at getting the TMPs organized. One possible path to the 

formation of the association is to have TMPs organized in line with the local 

government's decentralization policy and should be as follows: 

1. Each district would register, organize and elect its officers. 

2. District officers for each region would meet to elect their regional officers. 

3. Regional officers would elect the national officers. 

The organization of TMPs under one unified association will serve as a 

mouthpiece, and will also act as a catalyst in getting their version of health care 

implemented for the benefit of the majority of Ghanaians who believe in and use 

traditional medicine. The internal squabbles which have prevailed within the various 

associations of TMPs must give way to efforts towards unity, trust, honesty, cooperation, 

respect, tolerance, and understanding. The lack of these honorable virtues has thwarted 
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the growth of the various associations of TMPs and has also prevented some TMPs from 

joining these associations. 

The TMPs are of the view that traditional medicine should be regulated, and that 

regulation should be done by TMPs associations. They have also indicated that regulation 

will help resolve the following problems: variation in length and quality of training for 

TMPs, dosage imprecision, poor methods of storage and preservation of medicinal herbs, 

poor hygiene and sanitation. Yet another advantage of regulation is the fact that it will 

deprive quacks of any market, boost the image of TMPs, and improve upon the general 

quality of health care for Ghanaians. This, then, calls for proper organization of the 

association of TMPs. Without the existence in practice, of any association of TMPs, not 

much can be achieved. 

One of the problems which has been encountered by the Center for Research into 

Plant Medicine is that physicians and researchers have requested that traditional healers 

share their knowledge about their treatment and medicine without any systematic 

procedure for protecting the ownership of the information that is revealed. The natural 

reaction of the TMPs to this has been one of suspicion - for fear that once they share any 

information relating to their medication and therapies, they would lose proprietorship to 

the researchers and physicians (Senah, 1995). As a step towards acknowledging any 

discoveries made by TMPs, therefore, the government must provide and enforce patent 

rights. This may serve as an effective tool for breaking through the apparent secrecy 

surrounding the practice of traditional medicine. 

By way of promoting traditional medicine, the herbal preparations which have 
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been found to be potent by the Center for Scientific Research into Plant Medicine should 

be made available to patients in pharmacies of health institutions across the country. 

It is common knowledge that in any human institution, quackery and fakery exist. 

This assertion is true to traditional medicine. The government must put in place structures 

for tracking down quack TMPs and punish them. For more effective outcomes, this must 

be pursued in cooperation with the association of TMPs. 

The recommendations made above can yield positive results if and only when 

traditional medicine is given recognition and support by the government of Ghana. The 

apparently sympathetic position taken so far by the government must give way to 

sufficient political will, appropriate and adequate institutional infrastructure. This should 

begin with the strengthening of the traditional medicine directorate of the Ministry of 

Health, to handle matters affecting the profession, practice, administration, and financing 

of traditional medicine in Ghana. The directorate should be closely associated with the 

Center for Scientific Research into Plant Medicine, Universities, and other research 

institutions in Ghana. 

Conclusion 

This study aimed at examining the socio-demographic characteristics of 

Traditional Medical Practitioners (TMPs) in Ghana as well as their attitudes towards 

collaboration with biomedical practitioners, their associations, and regulation. Contrary to 

expectation, only 14% of the TMPs are converts of traditional religion, with an 

overwhelming majority (67.5%) being Christians. The respondents are also fairly well 
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educated, and "replace" themselves through the method of apprenticeship. This negates 

the popular fear expressed regarding the aging and dying out of TMPs in Ghana. The 

TMPs have a positive attitude towards collaboration with biomedical practitioners, their 

associations, and regulation. 

Like any form of health care, traditional medicine has its strengths and 

weaknesses, but the weaknesses can be turned into a blessing if only the government of 

Ghana and the Ministry of Health of Ghana would give it the needed attention. 

For the people of Ghana in particular and Africans as a whole, traditional 

medicine may well be the means to attaining the goal of "Health For All By The Year 

2000" — the slogan of Primary Health Care introduced by the World Health Organization 

in 1978. Traditional medicine is affordable, accessible, comprehensible, acceptable, and 

available to over 75% of Ghanaians. This is a priceless form of health care, the potential 

of which needs to be tapped for the benefit of the majority of Ghanaians whose only 

hope of health care is Traditional Medicine. 

Avenues for future research may include a comparison of the TMPs in the Greater 

Accra Region with those in the other regions in Ghana. Such research may focus on an 

examination of such socio-demographic characteristics as age, education, religion, and 

the nature of the training they received. A study of their attitudes towards issues like 

collaboration with biomedical practitioners, their associations, and regulation will be in 

the right direction. 



APPENDIX I 

OPERATIONAL DEFINITION OF VARIABLES MEASURED 
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OPERATIONAL DEFINITION OF VARIABLES MEASURED 

Research question 1: Who are the traditional medical practitioners in Ghana? 
To answer this question, the variables measured were gender, age, marital status, 

number of wives, religion, education, and type of healer. The questions used to measure 
each of these variables was as follows: 

Gender: 

1. Sex of respondent 

1 Male 2 Female 

Age: 2. How old are you? 

Marital Status: 

3. What is your marital status? 

1. Married 2. Single 3. Separated 

Number of wives: 
4. Number of wives 

Religion: 
5. What religious denomination do you belong to? 

1. Christian 2. Islam 3. Atheist 4. Traditional religion 
5. Other 
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Education: 
6. What is your highest level of formal education? 

1. Some primary school 
2. Primary school graduate 
3. Some middle school 
4. Middle school graduate 
5. Some secondary school 
6. Secondary school graduate 
7. Some Commercial/Secretarial/Polytechnic/Technical 
8. Commercial/Secretarial/Polytechnic/Technical graduate 
9 Some Teacher Training 
10.Teacher Training graduate 
11. Some University/Advanced College 
12. University/Advanced College graduate 

Type of traditional healer: 

7. Which of the following best describes you? 

1. Traditional birth attendant 

2. Faith healer 
3. Spiritualist 
4. Herbalist 
5. Manufacturer of Traditional Medical products 
6. Seller of Traditional Medical products 
7. Clinic-based Herbal Practitioner 
8. Other(specify) 

Research question 2: Where are the Traditional Medical Practitioners in Ghana located? 
To answer this question, the variable measured was location. The question used to 

measure this variable was: 

Where do you practice? Town/village Region 

Research question 3: What do the TMPs in Ghana do? 
To answer this question, the variables measured were initiation, training, and 

practice. The questions used to measure each of these variables was as follows: 

Town/Village of initiation 
1. Where were you initiated/trained? Town/village 

District Region. 
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Trainers 

2. What is the relationship between you and your trainer? 

1. Family member 2. Friend 3. Other 

Period of initiation 
3. How long was your initiation/training(in years)? 

Years of practice 
4. How long have you practiced? (in years) 

Status of practice 
5. Are you still practicing? 

1. Yes, full-time 2. Yes, part-time 3. No 
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Conditions treated 
6. What are the diseases you treat? (Yes = 1, No = 0, check all that apply) 

Condition Yes = 1 No = 0 

Malaria 1 0 

Upper respiratory infections 1 0 

Diarrhoea/stomach disorders 1 0 

Skin Diseases 1 0 

Orthopedics 1 0 

Worms 1 0 

Pregnancy-related complications 1 0 

Eye infections 1 0 

Fertility disorders 1 0 

Hypertension 1 0 

Diabetes 1 0 

Measles 1 0 

Convulsion 1 0 

Neurological Disorders 1 0 

Impotence 1 0 

Sexually transmitted diseases 1 0 

Piles 1 0 

Headache 1 0 
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Conditions noted for treating 
7. Which one(s) are you well noted for treating? (Yes = 1, No = 0, check all that 

apply) 

Condition Yes = 1 2 o II o 

Malaria 1 0 

Upper respiratory infections 0 

Diarrhoea/stomach disorders 1 0 

Skin Diseases 1 0 

Orthopedics 1 0 

Worms 1 0 

Pregnancy-related complications 1 0 

Eye infections 1 0 

Fertility disorders 1 0 

Hypertension 1 0 

Diabetes 1 0 

Measles 1 0 

Convulsion 1 0 

Neurological Disorders 1 0 

Impotence 1 0 

Sexually transmitted diseases 1 0 

Piles 1 0 

Headache 1 0 

Apprenticeship 
8. Do you have apprentices? 

1. Yes 2. No 

Number of apprentices 
9. If yes, how many?. 
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Period of apprenticeship 
10. How long does the apprenticeship take on average (in 

years)? 

Research question 4: What is the attitude of TMPs towards collaboration with biomedical 
practitioners? 

To answer this question, the variable measured was attitude of TMPs towards 
collaboration. The questions used to measure this variable was as follows: 

Position regarding collaboration 
1. Are you in favor of collaboration between traditional healers and 

biomedical practitioners? 

1 Yes (if yes, go to Q2) 
2. No (if no, go to Q3) 
3. Don't know 

Reasons in support of collaboration 
2. If yes (to 01), why? 

Responses Yes No 

Biomedicine has a lot to offer in terms of standardized training for TMPs. 1 0 

Traditional medicine may complement biomedicine in coping with illnesses 
for which the latter has no diagnosis, may misdiagnose, or incompletely 
diagnosed. 

1 0 

Biomedical practitioners could provide training for us in the area of dosage 
precision, methods of storage and preservation of medicinal herbs, hygiene 
and sanitation, and use of simple tools. 

1 0 

Other(specify) 1 0 

Reasons for opposing collaboration 
3. If no (toQl), why? Because 

Responses Yes No 

Biomedical practitioners look down upon TMPs 1 0 

The two systems are disparate and should be treated as such. 1 0 

Traditional medicine may lose its indigenous tradition/flavor 1 0 

TMPs may be exploited by biomedical practitioners 1 0 

Other(specify) 1 0 
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Research question 5:What is the attitude of TMPs towards their Associations? 
To answer this question, the variable measured was the attitude of TMPs towards 

their associations. The questions used to measure this variable was as follows: 

Membership of TMPs Association 
1. Are you a member of any Traditional Healers Association? 

1 Yes(If yes go to Q2-3) 
2 No(If no go to Q4) 

Benefits derived from membership of Association 
2. What do you gain and/or hope to gain from your membership of this 

association? 
(Yes=l, No=0) 

Responses Yes No 

Collaboration with fellow healers/acquire new knowledge 1 0 

Protection against government regulation/decrees 1 0 

Credibility in my practice/work 1 0 

Credibility in my practice/work 1 0 

A formidable force against quack practitioners 1 0 

Financial support 1 0 

Association serves as mouthpiece of healers 1 0 

Promotion of discoveries 1 0 

Provision and protection of patent right 1 0 

Don't know 1 0 
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What Ghana stands to gain from Association 
3. In your opinion, what does the nation as a whole stand to gain from the 

existence of this Association in terms of improving health outcomes? 

Responses Yes No 

Assurance of quality/safe service 1 0 

Warding off of quack practitioners 1 0 

Affordable health care 1 0 

Accessible health care 1 0 

Protection of indigenous traditional medicine 1 0 

Security for consumers of health care 1 0 

Simple and comprehensible as opposed to complex bureaucracies 1 0 

Plurality of health care 1 0 

Potency in treatment of psychosomatic disorders 1 0 

Holistic health care(treats not only symptoms but social and spiritual 
causes of diseases) 

1 0 

Don't know 1 0 

Other (specify) 1 0 

Reasons for not joining Association of TMPs 
4. If no (to Ql), why? 

Responses Yes No 

Lack of trust in Association 1 0 

Inability of Association to provide patent right 1 0 

Association has nothing to offer. 1 0 

Association executives condoning and conniving with government against 
our interests 

1 0 

Don't know 1 0 

Other(specify) 1 0 
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Objection to joining colleagues in forming one Association 
5. Do you object to joining your colleagues in your district and region in 

forming one Association with eventual representation at the national level? 

1. Yes(if yes go to Q6) 
2. No(if no go to Q7) 
3. Don't know 

Reasons for objecting to join colleagues in forming one Association 

Responses Yes No 

Previous attempts at forming such an Association had failed. 1 0 

I do not trust my colleagues 1 0 

I do not foresee any benefits from existence of such an Association. 1 0 

Executives of the Association may condone and connive with government 
against interests of TMPs 

1 0 

Other(specify) 1 0 

Reasons in support of joining colleagues in forming one Association 
7. If No to (Q5), why? 

Responses Yes No 

Assurance of quality/safe service 1 0 

Association will help ward off quack practitioners 1 0 

Association will help protect indigenous Traditional Medicine 1 0 

Association will help promote security for consumers of health care 1 0 

Because of potency of traditional medicine in treatment of psychosomatic 
disorders 

1 0 

Because traditional medicine offers holistic health care 1 0 

Potential source of financial support for my work 1 0 

Other(specify) 1 0 
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Research question 6: What is the attitude of TMPs towards regulation? To answer this 
question the variable measured was attitude of TMPs towards regulation. The questions 
used to measure the variable was as follows: 

Position regarding regulation 
1. Do you think traditional medicine should be regulated? 

1. Yes 2. No 3. Don't know 

Opinion regarding who should regulate traditional medicine 
2. Do you think traditional medicine should be regulated by TMP 

Associations? 

1. Yes 2. No 3. Don't know 

3. Do you think traditional medicine should be regulated (controlled, 
standardized) by government? 

1. Yes 2. No 3. Don't know 

Reasons for regulation of traditional medicine bv association of TMPs/government 
4. If yes (to Ql/2), why? Because 

Responses Yes No 

It will help resolve the problem of variation in length and quality of 
training of TMPs 

1 0 

It will serve as a panacea for dosage imprecision, poor methods of 
storage and preservation of medicinal herbs, poor hygiene and sanitation. 

1 0 

It will contribute towards improving upon general quality of health care 1 0 

It will deprive quack practitioners of any market I 0 

It will help boost the image of TMPs 1 0 

Other(specify) 1 0 
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Reasons for opposing regulation bv TMPs association/government 
5. If no (to Ql/2), why? Because.. 

Responses Yes No 

Traditional medicine stands to lose its indigenous tradition/flavor 1 0 

The interests of TMPs may be sacrificed for that of regulators 1 0 

Traditional medicine stands to lose its unique holistic approach to health 
and healing 

1 0 

Other(specify) 1 0 

Recommendations towards improving upon the delivery of traditional medicine 
6. What recommendation(s) would you make towards improving upon the delivery 
of Traditional Medicine in Ghana? 

Responses Yes No 

Increased government regulation towards standardization of training and 
practice of TMPs 

1 0 

Increased efforts at tracking down quack TMPs and punishing them 1 0 

Existence of Association of TMPs in practice, not just in name 1 0 

Increased interest, involvement, and commitment on the part of 
government in traditional medicine 

1 0 

Increased collaboration with biomedical practitioners 1 0 

Provision and enforcement /protection of patent rights 1 0 

Provision of training in methods of storage, preservation of medicinal 
herbs, hygiene and sanitation 

1 0 

Other(specify) 1 0 
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TOWNS/VILLAGES WHERE RESPONDENTS PRACTICE 

NUNGUA SOKO 
LA AGBOZUME 
ACCRA WINNEBA 
KORLE GONNO KANESHIE 
TESHIE ABEKA 
KALDAMALA ODORKOR 
AKIM AKROSO LAPAZ 
KONONGO SONKWAA 
KARJARNOR FADAMA 
TAMALE MAMPONG 
ZONGO KEDZI 
NUNGUA OBUASI 
KLAMADU NIMA 
KORMANTSIN ASAMAMMA 
LAWEDA OSU 
TESHIE TSUIBLEOO KOFORIDUA 
ABOMOSO ABORA 
ADJEIMAN ADABRAKA 
BONTRASE ASESEESO 
CHORKOR ASIAKWA 
LATERBIOKORSHIE SUKURA 
NMEMETE SABON ZONGO 
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LA 
NUNGUA 
OJERE 
KWABENYA-DOME 
AKUSE 
TESHIE 
AKROPONG 
KONONGO 
KUMASI 
YESELI-NORTH 
ASHANTIMAMPONG 
ASSIN NGERASI 
ACCRA 
ADEN KOTOKU 
LA-GONSE 
NAKWA 
MAMFE- KUMASI 
KOFORIDUA 
ASAMANKESE 
AKPAFU 
AN YIN AM 
OYIBI 
KORMANTSIN 
ODORKOR 
ADENTA 
DODOWA 
SWEDRU 
MADMA 
LAGOS 
ANKAFUL 
TESHIE 
OLD NINGO 
GOMOA ASHIAMAN 
MOZANO 
AYEM 
SAMSAM 
BONTRASE 
DAHOMEY 
GOMOA 
BROFOYEDUR 

NZEMA 
CHORKOR 
ADDO ADJIRI 
PAGA 
AGONA SWEDRU 
ZONGO DAWATU 
ISLAMIYA 
KPANDO 
ADABRAKA 
KETE KRACHI 
BIMBILLA 
RUSSIA 
AGBOZUME 
WENCHI 
WINNEBA 
TOWN COUNCIL 
TOGO AGBOZUME 
SUKURA 
DENKYIRA 
NIGER 
AKOTO LANTE 
ZONGO 
ASHONGMAN 
OBUASI 
FADAMA 
KWAHU ABETIFI 
OBOM 
WEUA 
KUMASI 
THE GAMBIA 
GBAWE 
NIMA 
GOMOA AKRAMAN 
ABODOM 
KPODZI 
MAMPONG 
ANYINASE NZEMA 
ABOMOSU 
AGONA DUAKWA 
ANLOGA 

KIBI 
ABEKA 
AKROPONG 
CAPE COAST 
KETA 
ABEKA 
KOFORIDUA 
KANESHIE 
ABEKA 
TAMALE 
ENYAMBREM 
MAMPONG 
KEDZI 
AKOMADAN 
ABIRIW 
KUMASI-BOADI 
AKIM-SWEDRU 
LONDON 
ASAMAMMA 
MAMPONGTENG 
TWENEDURASE 
ASOKORE 
KOFORIDUA 
KWAASO-ASHANTI 
BENIN 
ASESEESO 
BEKWAI 
MPRIM-ASHANTI 
ASSIN FOSU 
ASIAKWA 
ADJAKA MANGO 
GYEGYETI-ASUO 
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FIGURE I - BAR CHART OF AREAS OF EXPERTISE OF RESPONDENTS 
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FIGURE II - BAR CHART OF GENDER OF RESPONDENTS 
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FIGURE IH - BAR CHART OF AGE OF RESPONDENTS 
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FIGURE IV - BAR CHART OF RELIGION OF RESPONDENTS 
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FIGURE V - BAR CHART OF EDUCATIONAL ATTAINMENT 
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FIGURE VI - BAR CHART OF REGION OF PRACTICE 
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FIGURE VII - BAR CHART OF ATTITUDE TOWARDS COLLABORATION 
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FIGURE VIII - BAR CHART OF MEMBERSHIP OF TMPs ASSOCIATIONS 
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FIGURE IX - BAR CHART OF REGULATION OF TRADITIONAL MEDICINE 
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