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Abstract

Background: In this article we describe a phenomenological lifeworld study based on the theory of
communicative action of 13 women with noncommunicable disease (NCDs) in a rural area in South Africa. The
purpose of the study was to generate key concepts of health care access and the management of NCDs in a rural
South African context.

Methods: The study employed a qualitative methodology with serial semistructured interviews. We used a content
analytical approach to analyse key themes and patterns in participants’ narratives of NCDs and health care access.

Results: The findings are reported by theme and include analyses of narrative sequences related to 1) family
environment, 2) experiences of NCDs, 3) understandings of the causes of NCDs, 4) accessibility of formal health care
services, 5) experiences of formal health care services, 6) treating NCDs, and 7) experiences of informal health care
services. The findings suggest that participation in the routines prescribed by formal health care services and
reinforced by families and faith-based communities normalises the experience of NCDs to the extent that narratives
of NCDs form the background, rather than the focus of broader illness narratives. Such narratives rather tend to
focus on significant life events and relationships. The key features of the narratives include connections between
social or autobiographical and biological understandings of NCDs, the appropriation of modern concepts of disease
in illness narratives, and reflexive commentary on the modern features of NCDs. In the context of such narrative
expertise formal health care services have a high level of acceptability in this rural area.

Conclusion: Lifeworld analysis of health care access based on the theory of communicative action places
consensual understandings of NCDs and their treatment as central to the health care experience. Our findings
suggest that such analyses can facilitate potential feedback processes between health care users and professionals
which generate consensus as well as institutional reform within formal health care services.

Keywords: Lifeworld, Theory of communicative action, Healthcare, Access to, Healthcare, Remote/Rural, Healthcare,
Users’ experiences, Health seeking, Illness and disease, Chronic

Background
Although standard definitions of “rural” have been lack-
ing in policy and research literature, one of the defining
characteristcs of a rural area is its relative lack of amen-
ities and infrastructure [1]. In rural South Africa, obsta-
cles to accessing healthcare are often related to the long
distances individuals have to travel, especially for

specialist care [2]. The distance of healthcare services in
remote rural areas has several implications for the qual-
ity of care, including long waiting times at the local
community clinic during doctors’ visitation periods,
shortage of medicines, long waiting time for emergency
services, and long and arduous travelling conditions to
far away secondary or tertiary medical facilities [2].
In these circumstances, it is often surmised that per-

sons with noncommunicable disease (NCDs) in rural
areas employ multiple health care paradigms to ensure
affordable healthcare access for the treatment of their
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conditions [3]. The use of a variety of health care service
providers, and the delayed use of modern allopathic
health care services are prevalent themes in much of the
health access literature in low- and middle-income and
rural settings in Africa [4–8]. Such health-seeking prac-
tices are characterised by “healer shopping” (switching
numerous times between healers), poor knowledge of
allopathic or formal clinical diagnosis, and using formal
health care facilities such as the clinic as a last resort
after traditional or informal therapies are judged to have
failed [9]. Elsewhere it has been argued that the strong
reliance on traditional therapies and folk beliefs in rural
areas has facilitated the transmission of disease, particu-
larly HIV/AIDS [10].
This article explores how different health care resources

might be utilised by women with NCDs in a rural setting.
The approach is phenomenological, focusing on the ex-
perience of living with NCDs and accessing different types
of care and support. We describe a qualitative study con-
ducted with 13 women with NCDs in rural north eastern
South Africa.
This paper forms part of a PhD by publication, and

the findings are partially explained elsewhere with refer-
ence to the broader project. The overall aim was to de-
scribe the experiences of women with NCDs with regard
to living with their illnesses and accessing health care in
an urban and rural area. This would form the beginning
of a description of the lifeworld in relation to illness and
health care [11]. The current paper describes in detail
the rural component of that study.

Conceptual framework: Lifeworld-based health care
research
Phenomenological studies of health care are charac-
terised by an interest in the experience of health care, ei-
ther from the perspective of health care providers [12],
health care users [13, 14], or both, in the form of inter-
actional studies [15, 16]. Phenomenological lifeworld re-
search which has focused on the embodied experience
of illness as expressed in illness narratives tends to focus
on elements of narrative which shape meanings of illness
[17, 18]. Such research is generally based on small sam-
ple sizes, as the focus is not on the representativeness of
the views expressed, but rather on the processes by
which meaning is constructed [12–18].
The lifeworld emerged as a conceptual unit of analysis

in the phenomenological and hermeneutical traditions of
the social sciences, and has often been posited in terms
of the contrast between subjective experience and mod-
ern rational social systems [19]. More recently, the con-
cept was systemised within the theory of communicative
action as the cultural, social and personal interpretive
framework through which an individual interprets and
interacts with others in formalised social situations
[19, 20]. Communicative action refers to the processes
whereby individuals in social interactions arrive at con-
sensual norms and reciprocal expectations regarding be-
haviour [20]. Such action has been posited as a moral
imperative for social scientists researching social interac-
tions [21], or as a goal worth attaining in its own right.
Lifeworld research focuses on such diverse aspects of

the illness experience as physical and social space, phys-
ical impairment, pain and the role of narratives and
strategy in shaping the relations between subjective ex-
perience and public accounts of illness [15–18]. Often
the relationship between the subjective experience of ill-
ness and public accounts is expressed in terms of con-
flict and intrusion upon private space, as indicated in the
standard term used in this connection: “colonisation of
the lifeworld” [20]. Life world colonisation is particularly
salient in health care settings which are characterised by
regular encounters of individuals with deeply-held per-
sonal understandings of their bodies and their illnesses
and health care personnel who are often trained to focus
on disease in terms of technical biomedical discourses.
Studies have shown, however, that lifeworld colonisation
is not a uniform process and that the nature of the inter-
actions between health care users and health care pro-
viders vary [15], indicating that the term may be
tendentious. The current study focuses particularly on
the experiences of health care users in living with NCDs
and accessing formal and informal health care services.
Methods
This study addressed the question: “How do women with
NCDs experience their illness and access health care in a
rural South African setting?” We answered this question
with a qualitative methodology, using serial semistructured
narrative interviews with women with NCDs.
Study Setting
The study was conducted in the Agincourt sub-district
in northeast South Africa, which at the time of fieldwork
consisted of 90 000 people residing in 16 000 households
in 27 villages [22]. The settlement patterns of the study
setting were typical of rural communities across South
Africa, particularly within areas (“homelands”) previ-
ously demarcated for black inhabitants of South Africa
under the apartheid regime. Being itself located in a
former homeland, the study setting consisted of a number
of densely populated villages surrounded by fields used for
grazing and harvesting of natural resources [23]. Infra-
structure within the subdistrict was limited, although
undergoing development. The area was marked by an ab-
sence of formal sanitation, erratic supply of piped water to
communal standpipes, gravel roads and limited electricity
supply. Local employment and farming was limited, with
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most adults seeking work elsewhere. There was one health
centre and five satellite clinics within the site, and three
public hospitals within 60 km of the site [24].

Study Sample
Our sampling strategy was shaped by the study’s theoret-
ical and institutional context. Theoretically, the study
was undertaken as part of a larger comparative study
[11]. Because we were interested in isolating cultural as-
pects of the rural lifeworld in relation to health care, we
purposively selected villages which were comparable to
urban areas in terms of the availability and affordability
of formal health care services [25]. In case study re-
search this is referred to as a “most similar” case study
design, which entails the exploration of outcomes of the-
oretical interest (features of the lifeworld) where both
cases share similar factors (availability and affordability
of formal health care services) [26].
The selection of villages which would best suit the the-

oretical concerns of the study was facilitated by the insti-
tutional setting. In particular, the study was nested
within the MRC/Wits Rural Health and Health Transi-
tion Unit in Agincourt (the Agincourt research unit),
and it was in consultation with members of this unit that
“most similar” villages (to urban settings) were selected
and a sampling frame produced.
The villages selected for the rural case study were

Agincourt, Cunningmoor A, and Kildare A. Each village
had access to basic facilities such as schools, churches,
businesses, communcal water taps and formal health
care services in the form of a clinic within the village.
There were no major cultural or infrastructural differ-
ences between the villages.
The sampling frame within the three villages con-

sisted of 28 women who had participated in the 2006
INDEPTH-World Health Organisation Study on Global
Ageing and Adult Health, and who had indicated the
presence of one or more long term illnesses, including
arthritis, stroke, angina, diabetes, chronic lung disease,
asthma, depression, hypertension, cataracts, and loss of
teeth [27].
The focus on women was guided by both pragmatic

and theoretical considerations. In both urban and rural
components of the broader study, the sampling frame
overwhelmingly consisted of female heads of households.
Theoretically, the study was definitional, and so we were
interested in views which could be delimited to compar-
able groups of individuals in both study sites who could
be considered expert-consultants in the illness and
health-seeking aspects of the lifeworld. Such expertise
was inferred by virtue both of their NCD status and
their experience in accessing health care systems on
their own behalf and on behalf of their family members
[28]. It was in the interest of delimiting the parameters
of our investigation and reducing potential complexities
in data collection and analysis that we chose to focus on
NCDs as the illness experience, rather than HIV/AIDS,
or infectious disease. Although the health transition in
South Africa has been characterised by the simultaneous
occurrence of all these diseases, the rise in NCDs and
associated risk factors is predicted to place increasing
burdens on South Africa’s health care system [29].
We employed a purposive sampling technique to en-

sure sufficient variation in terms of village of residence
and that we interviewed women with both single and
multiple cases of NCDs. Within a lifeworld approach to
the study of health care practices, study participants are
consulted as experts by virtue of their experience, rather
than subjects with representative views [14, 16–18].
Sample size is thus not determined by the extent to
which the views of participants represent those of a
broader population, but by the extent to which the data
gathered reveals key features of the process of construct-
ing meaning within a particular segment of the lifeworld.
In the current study data collection and analysis oc-

curred concurrently, with each process informing the
other, and data collection proceeding until a “saturation
point” had been reached (referring to the exhaustion of
conceptual categories for identifying key observations)
[30]. These conceptual categories form the framework
for reporting on key features of the lifeworld in relation
to the experience of NCDs and accessing formal and in-
formal health care services. We completed a total of 25
interviews with 13 respondents.

Ethics
We discussed with each participant the purpose of the
study: namely to investigate the experience of NCDs and
accessing health care in a rural area. All personal infor-
mation is kept confidential. Each participant gave her in-
formed consent by signature to participate in the study
and to have the interviews recorded and the recordings
kept by the researcher for a period of 6 years. The re-
search was approved by the Human Research Ethics
Committee (Medical) of the University of the Witwaters-
rand (M090235).

Data Collection
We collected the data between July and September of
2010, during which time 2 interviews were conducted
with each respondent, with the exception of the last re-
spondent who was unavailable for the second interview.
The serial methodology allowed us to refine the initial
coding categories during the second interview. We inter-
viewed each respondent in her home, usually in a quiet
spot in the garden and beneath a tree. The interviews
were conducted in Shangaan by a local research assist-
ant. The principal investigator (first author) drove the
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research assistant to her interview appointments and
discussed with her the mood and content of the inter-
views after each interview. After the interviews for the
day had been completed, both research assistant and
principal investigator compiled detailed field notes on
each interview, and identified key themes for further in-
vestigation. We recorded each interview, which was later
transcribed and translated by the research assistant. An
independent reseach assistant at the Agincourt research
unit who was fluent in Shangaan checked a sample of
the translated transcripts and found a high level of
accuracy.
Our choice of narrative enquiry as the primary meth-

odology required us to view the interviewee as a narrator
with a unique life history [31]. As a result, we designed
the interview guide to invite life histories around specific
encounters, focusing on descriptions of NCDs, initial re-
actions to disease, experiences and observations of for-
mal and informal health care services, and the impact of
NCDs on daily life.

Data Analysis
We employed a content analytical approach to data col-
lection and analysis, and examined key themes and pat-
terns in participants’ accounts of NCDs and health care.
We derived the coding categories directly and induct-
ively through the raw data [30]. We derived the initial
coding categories during data collection via the analysis
of detailed fieldnotes. After data collection, we hand-
coded the transcripts using an open-coding technique to
sort through the data and develop additional coding cat-
egories. An independent scientist not connected with
the study coded a sample of the transcripts and we
found a high level of agreement in our coding. The cod-
ing processes resulted in the following broad coding
scheme:

1) Family environment;
2) Experiences of NCDs;
3) Understandings of the causes of NCDs;
4) Accessability of formal health care services;
5) Experiences of formal health care services;
6) Treating NCDs; and
7) Experiences of informal health care services.

We compiled and integrated all of the coded text from
the 25 interviews into a single document including all
coding categories. The document went through several
iterations during which we refined the coding categories
into a concise summary of the findings.

Results
The findings begin with contextual findings related to
family support, and continue to describe experiences
and explanations of NCDs, access to and experiences of
formal health care services, self-managed treatment of
NCDs and the use of informal health care services. The
13 participants were between 55 and 90 years of age,
and described a combination of NCDs, with hyperten-
sion being a common complaint. One participant re-
ported not taking any form of formal or allopathic
medicine, and eight participants reported using some
form of informal or complementary medicine (includ-
ing prayer) in conjunction with formal medicine. All
but one participant lived with relatives or family mem-
bers [Table 1].

Family environment
Generally, the family was the first to be informed of the
first signs of NCDs. In all cases, the family recom-
mended either the clinic or the doctor. With one excep-
tion, all respondents stayed either with their children,
their grandchildren, their husbands, or their relatives.
Living with the family ensured that they had someone to
talk to about their illness, to transport them to the clinic
or hospital, to promote their interests in interacting with
the clinic, and to help them with household duties. Only
one respondent, whose husband had recently passed
away, lived alone. The implications of living alone, as
she understood them, shed light on the important role
played by immediate, cohabiting family members in alle-
viating the burden of NCDs:

The sugar [diabetes] started together with high blood.
So the stress, I think it started the time I lost my
husband. I think it’s because I’m always thinking. As
you can see I’m staying alone, no one to talk to and
no one to share anything, so I’m thinking that maybe
they will attack me and kill me. Besides, as I’m having
sugar diabetes what if it drops? Who will assist me?
I’m always alone, and I have nowhere to go to, except
on Sunday when I go to church. My child stays far
away from me, so I think a lot (Interview F, age 67,
Cunningmoor A, July 29 2010).

This study participant continued to receive financial
support and regular visits from her son. She also regu-
larly visited with one of her sisters, who advised her
about which foods to eat and which to avoid. But her
anxiety and fearfulness about living alone was prominent
in the interview. She was advised by the nurses at the
clinic to participate in the counselling services offered at
the local clinic, but she preferred the counselling ser-
vices of a clinic further away, and so she was saving up
for the longer journey. The anxiety she felt about living
alone was related to the development of her illness, a
theme which we shall return to when we discuss the par-
ticipants’ understandings of the causes of NCDs.



Table 1 Summary description of study participants (N = 13)

Interview Village Name Age NCDs Treatment Cohabiting primary
support

A Agincourt 79 Arthritis Clinic medication Daughter-in-law

B Agincourt 63 Arthritis and ulcers Clinic medication Husband

C Agincourt 90 Hypertension Clinic medication and holy water Daughter

D Agincourt 55 Hypertension and ulcers Clinic medication, diet and holy tea Daughter

E Cunningmore A 80 Hypertension and diabetes Clinic medication, diet and holy tea Co-wife

F Cunningmore A 67 Hypertension, diabetes and arthritis Clinic medication and diet Living alone

G Cunningmore A 89 Hypertension, diabetes and ulcers Previously traditional medicine, now clinic
medication, prayer and diet

Grandchildren

H Cunningmore A 82 Hypertension and diabetes Clinic medication, physical activity, prayer
and holy tea

Daughter and
grandchildren

I Cunningmore A 60 Hypertension Clinic medication and diet Daughters

J Cunningmore A 63 Hypertension and arthritis Clinic medication and diet Daughters

K Kildare A 63 Hypertension and arthritis Clinic medication and home remedy Husband

L Kildare A 61 Hypertension and arthritis Previously clinic medication, now physical activity,
diet and home remedy

Husband

M Kildare A 70 Hypertension and poor vision Previously traditional medicine, now clinic
medication and home remedy

Daughters
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Whereas all the participants could refer to some form
of care they were receiving from family members, a few
spoke at greater length about their own caregiving roles
within their families. One respondent spoke about her
responsibility for monitoring her grandchilren, whom
she had cared for since her children passed away:

When they are ill I always take them to the clinic and
make sure that they take the pills accordingly. And if I
see that my grandchild is taking the pill and alcohol at
the same time I will shout at him because it is not
good (Interview H, age 82, Cunningmoor A, August
02 2010).

Experiences of NCDs
Respondents described their condition as “high blood”,
“dizziness”, “headaches”, “not having power”. “sugar dia-
betes”, and “stress”. The impression we gained from the
interviews was that most respondents were not greatly
inconvienced by their illness, although most of them
were using part of their pension money to employ
people to help them farm and perform domestic duties,
particularly washing. None of the participants appeared
uncomfortable during the interviews. The chronic condi-
tions imposed some inconvenience, but were not in
themselves major causes of distress. Consequently, their
illness narratives were devoid of emotive or dramatic
terms. Rather, their experiences were expressed in pro-
saic language.
A respondent might answer the question “What is your

condition?” with the words “I am fine, it’s just that I was
not feeling well”, (Interview I, age 60, Cunningmoor A,
August 02 2010), spoken by someone with high blood
pressure. Another respondent, who had arthritis, ulcers
and skin sores, said: “I can say that I am not that much ill
exactly”. This particular respondent went on to describe
her first reactions to her conditions by saying “I didn’t go
anywhere and I didn’t do anything about it”, and when she
consulted her husband, he told her that “it’s just the illness
of nowadays”. She went on to say “I agree with him, but I
ended up going to the doctor because I was feeling the
pain” (Interview B, age 63, Agincourt, July 26 2010).
From this narrative, as well as others, it appeared that

the experience of NCDs in and of itself was not charac-
terised by great anxiety. Another respondent who had
been diagnosed with high blood pressure, and who had
been experiencing headaches and sore legs said “I’m fine.
Even the high blood is not high nowadays”. She attrib-
uted her mild condition to the good advice she had re-
ceived during a home visit by professional health care
workers:

They advised me to avoid stress. They also told me to
keep myself always busy for my health and to always
drink one liter of water. So I’m doing as they told me
and it has helped me (Interview L, age 61, Kildare A,
August 6 2010).

In this case, the mild experience of NCDs was attrib-
uted to the success of a personal health regime initiated
by a home visit, but sustained by a desire to avoid a life-
long dependence on formal medication, for she went on
to say: “I ended up leaving the pills because I was train-
ing myself”. This portion of the narrative describes a
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redemptive moment initiated by the home visit because
the health care workers at the clinic had previously told
her that she would have to take formal medication for
the rest of her life. She said that they told her: “as I was
taking the pills then, so I would take them for the rest of
my life. So it is not like that because I’m not taking them
now” (Interview L, age 61, Kildare A, August 6 2010).

Understandings of the causes of NCDs
Respondents attributed their NCDs to naturalistic
causes, including occupational, dietary and social causes.
Occupational causes include strenuous work done dur-
ing one’s youth, as with one respondent, who said, “I
was farming a big farm alone and baking bricks on my
own, so that is why my back is painful” (Interview H,
age 82 Cunningmoor A, August 02 2010). In speaking of
dietary causes of NCDs respondents observed the chan-
ging nature of diets as a consequence of modernisation.
The same respondent quoted above, who had been diag-
nosed with high blood pressure and diabetes, said during
her second interview: “We don’t eat vegetables and other
food that we were getting from the farm. Nowadays we
are used to buying food” (Interview H, age 82 Cunning-
moor A, August 23 2010). Another respondent expressed
herself as follows:

I was always listening to the programme on television.
Sometimes they interview the doctors about the
illnesses of nowadays. You find that sometimes we
create illnesses on our own, by eating Rama
[margarine], or meat. . . . So you find that all these
foods are not good for you. Sometimes they will say
you must avoid cooldrinks, sweet things . . . and if you
are following you will be better (Interview L, age 61,
Kildare A, August 06 2010).

This respondent was diagnosed with high blood pres-
sure, a condition which she associated with the “illnesses
of nowadays”. This term was used in an earlier excerpt
from interview B in Agincourt village, where the respon-
dent’s husband reassured her that her symptoms were
“just the illness of nowadays.” This phrase appeared on
one other occasion during the course of our interviews,
in interview H quoted above, when the respondent said
of her own parents’ health: “I can say that they died a
long time ago, but at that time there was no illness of
high blood. I think that high blood is the illness of now-
adays” (Interview H, age 82, Cunningmoor A, August 02
2010).
Narratives indicating social causes of NCDs have already

been referred to in the previous discussion on family en-
vironment. Just as family life provided the greatest support
for participants with NCDs, it was also a source of anxiety
and stress, particularly when a relative or family member
passed away. For example, one respondent attributed her
symptoms of dizziness and fatigue to the stress of caregiv-
ing: “if you are a mother everything that is painful, it will
pass by you”. But upon further probing, she explained:
“when my relatives die it becomes painful to me, so I think
that is the reason” (Intervew B, age 63, Agincourt, August
24 2010). The stress brought about by the death of chil-
dren brought the added responsibility on elderly care-
givers of caring for and regulating the behaviour of
grandchildren. One respondent, for example, attributed
her high blood pressure to “thinking too much” about her
grandchildren:

I’m thinking too much because of my grandchildren.
You find that I don’t have anything to help them. I do
get the pension, but I can’t get by with that only, so
I’m always thinking. That is why I know that the
cause of the high blood is because I’m thinking too
much (Interview H, age 82, Cunningmoor A, August
2 2010).

Four respondents had lived through the death of chil-
dren, which brought added pain to the stresses of life.
One respondent said: “if you have lost your children
things are difficult. I have some [children left], but I am
not satisfied” (Interview K, age 63, Kildare A, August 06
2010).

Accessibility of formal health care services
Our study design was intended to focus on health care
access in terms of acceptability, rather than affordability
and availability. We selected villages with clinics. Clinical
health care services were free of charge and within walk-
ing distance of the homes of the study participants, and
therefore no concerns were raised during the interviews
regarding the general accessibility of the clinic. In terms
of the acceptability of formal health care services, the
clinic or hospital was usually the first point of call. Diag-
nosis and treatment for either high blood pressure or
“sugar diabetes” was described as a straight-forward af-
fair, with little variety in experience. One respondent
summarised the general experience: “I first consulted the
clinic. I was given the pills and instructed to take them
on time and the right dose. So I’m doing like that even
now” (Interview I, age 60, Cunningmoor A, August 02
2010).
Neither in the course of the illness narratives, nor in

response to direct probing were significant problems or
negative experiences at the clinic raised. It did emerge
however that although the clinic is often the preferred
health care option, this is not always the local clinic.
Several respondents described travelling great distances
to clinics or doctors in other villages or the nearest
town. This has already been alluded to in an earlier
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excerpt in the discussion related to the family environ-
ment. The respondents who described using health care
services further away explained their decisions in terms
of looking for better services with regard to staff atti-
tude, availability and expertise.
Another common feature emerging from narrations of

the first access of the clinic was the cross-referral. From
the first presentation at the clinic with a physical ail-
ment, respondents described being referred to the local
hospital for diagnosis, a process which often required a
stay of some days at the hospital. Following the diagnosis
was the course of treatment, which was described as a
standard process of collecting medication. Because this
was a standard process, it could be carried out more eas-
ily for the patient at the local clinic. It was left to the pa-
tient to request a referral back to the local clinic.
Experiences of formal health care services
We asked the respondents a series of questions designed
to elicit narratives about their experiences at the clinics.
The questions included: “what is a typical visit to the
clinic like?” “What are the problems you experience?”,
and “How are patients treated at the clinic?” Respon-
dents described going to the clinic, collecting pills and
going home, without much interaction with the clinic
staff or other patients. When the narratives did turn to-
wards interaction with clinic staff, they were generally
characterized by expressions of sympathy, appreciation,
and the tendency to excuse any shortcomings which
might have been observed. One respondent said: “At the
clinic they are taking good care of us. What I have seen
is the shortage of nurses: one person must do a lot of
work” (Interview F, age 67, Cunningmoor A, July 29
2010).
In other narratives, these expressions of sympathy

were connected with a sense of etiquette which prohib-
ited gossip at the clinic or about the clinic. One re-
spondent said:

…if some one has a problem with a nurse or something
at the clinic they just write their concerns and put it in
the suggestion box…. We are not telling each other
what happened. No. We just write if we want
(Interview J, age 63, Cunningmoor A, August 02 2010).

Informal discussion regarding any perceived shortcom-
ings was regarded as spiteful because, in the words of
one respondent: “it will be like we want them to be
fired” (Interview K, age 63, Kildare A, August 06 2010).
This indicates a sense of kinship or community with the
nurses at the clinic.
The reticence of interview participants regarding their

experiences of formal health care services can also be
explained by the uniformity of those experiences. One
respondent described the process:

What they do at the clinic, they check the BP [blood
pressure]. So they will tell you if it is high or low. If
they find that it is high they will give you the small
pill. After a few minutes they will recheck, and if they
find that it is still high they will give you the same pill.
Then you go home (Interview J, age 63, Cunningmoor
A, August 02 2010).

In our small sample of interviews, we could detect no
point of view which challenged the established diagno-
sis and treatment procedures offered at the clinic. Ra-
ther, the general acceptance of the clinic as part of the
experience of NCDs meant that the the overall experi-
ence was marked by regular and formal interactions
which seemed to provide a sense of stability for the par-
ticipants. For example, the respondent quoted in inter-
view J above regularly went to the clinic and took her
medication. She also reduced her sugar intake, in ac-
cordance with advice received at the clinic. Neither she,
aged 63 at the time of the interview, nor her mother,
who had passed away three years earlier, used home or
traditional remedies for the treatment of their high
blood pressure.

Treating NCDs
We have seen in the discussion of experiences of NCDs
the description of one respondent who had stopped tak-
ing pills because she was training herself. A different
part of the same narrative was excerpted in the discus-
sion of understandings of the causes of NCDs, where the
respondent attributed her high blood pressure to mod-
ern diets. She went on to describe a life change from
relying on daily medication, to a proactive approach in-
cluding physical activity, drinking one litre of water per
day, abstaining from soft drinks, sugar and condensed
milk, and regularly drinking aloe tea. This allowed her to
stop taking pills to control high blood pressure, which
she felt able to control by her new lifestyle (Interview L,
age 61, Kildare A, August 06 2010).
For the most part, however, respondents described a

treatment schedule which was compliant with the in-
structions they had received from the clinic. One re-
spondent said:

I don’t use any home remedy. I don’t even know how
to mix it. Even if you can explain to me how they mix
I will forget, because I’m not used to it. What I know
is the medicine from the clinic. . . . I’m not educated,
but I know how to take the pills and how they are
working (Interview H, age 82, Cunningmoor A,
August 02 2010).
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This respondent was very clear about relying only on
formal medication, saying “if you concentrate on the
pills you will live”. However, her faith in the efficacy of
the medicine from the clinic was in itself cited as a re-
source for getting better. She went on to say: “Even if
you just drink medicine, if you don’t believe you won’t
get well. So the only thing is to believe in what you are
doing”. Faith and a proactive view of living with her ill-
ness formed her core belief with regard to coping with
NCDs, while medication from the clinic played a sup-
portive role. She went on to say:

Even if I can show you my card you will see that my
high blood is not too bad because I can control it
every time. I laugh with people to avoid thinking, or
take a hoe to clean the farm. I can’t sit still because I
know that I will start thinking, so I always do some
jobs to avoid stress (Interview H, age 82,
Cunningmoor A, August 02 2010).

Experiences of informal health care services
Home remedies refer to herbal supplements based on
folk knowledge of local herbs and their properties, and
which might or might not be prescribed by a traditional
healer. Traditional medicine refers to medicine, includ-
ing home remedies, which is specifically prescribed by
traditional healers who base their therapies on powers of
divination [32]. In their eagerness to dissociate them-
selves from traditional healers, some respondents would
also deny the use of home remedies, although they
would later mention taking some form of informal medi-
cine based on their own knowledge of treating disease.
The strong disavowal or disapproval of traditional

medicine seemed to stem from church membership,
particularly of African Christian Churches, although
the high cost of traditional healers was also mentioned
as prohibitive, at least in terms of treating NCDs. One
respondent, when asked whether she used any home
remedies said: “I don’t want any [such] medicine be-
cause I’m a Zion”, (Interview C, age 90, Agincourt, July
27 2010) referring to her status as a Zionist Christian.
At the same time it was clear that she took some kind
of informal medicine in the form of holy water, which
did not replace medicine from the clinic, but which was
held to assist in the treatment of NCDs. Other respon-
dents followed the same practice.
Another respondent explained in more detail how her

church membership placed restrictions upon the use of
traditional medicine:

I was consulting the traditional healer because of the
illness, but since I’m now going to [the Pentecostal]
Church I no longer consult the traditional healer
(Interview G, age 89, Cunningmoor A, July 29 2010).
As a member of the congregation this respondent was
expected to abstain from consulting traditional healers.
Her membership of this particular church placed her at
odds with members of her family, who still consulted
traditional healers, but, she explained: “I have withdrawn
from the traditional healer. I can’t go there” (Interview
G, age 89, Cunningmoor A, July 29 2010). Her church
“said that we must concentrate on the pills only”, al-
though ultimately health came from spiritual practices.
She said: “If I was not praying I don’t think that I would
be here now, so I’m praying” (Interview G, age 89,
Cunningmoor A, July 29 2010).
Some respondents admitted to consulting traditional

healers, but, in these cases, the consultation was not in
relation to their NCDs, but for other purposes. For ex-
ample, one respondent, who was a member of the Zion
Christian Church, said that in her youth she had con-
sulted a traditional healer for the purposes of conceiv-
ing a child. The social expectation to have children
proved stronger than either her or her husband’s com-
mitment to their churches to avoid traditional healers.
She said:

…if people say “go there” you will go to try. Even my
husband, he was not consulting traditional healers
because he was going to the Apostolic church, but he
was the one who took me to the traditional healer for
the child (Interview E, age 80, Cunningmoor A, July
29, 2010).

Another respondent was more reticent concerning her
reasons for consulting a traditional healer. She said: “I’m
not taking home remedy, but I do consult the traditional
healer, but not because of high blood. It is because of
something else” (Interview I, age 60, Cunningmoor A,
August 02 2010). It is probable that the primary motiv-
ation for consulting traditional healers in this region is
to address one’s social relations with family members or
neighbours. For example, one respondent admitted to
consulting a traditional healer due to her suspicion that
she had been “poisoned” by an envious neighbour:

Respondent: I consulted the traditional healer because
I ate something like poison.

Interviewer: What have you eaten?

Respondent: It is like when some one gives you food
and you don’t know if she has given it to you with
pleasure or with bad intentions.
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Interviewer: What did the traditional healer do?

Respondent: She removed it.

(Interview A, age 79, Agincourt, July 23, 2010).
Discussion
This study began as an exploration of rural experiences
of living with NCDs and accessing formal and informal
health care services using the lifeworld approach. From
the beginning we focused our data collection on the ex-
periences of women in a rural area where formal health
care facilities were both available and affordable, so that
the acceptability dimension of health care access would
form the core of our investigation [25]. It is evident from
our findings that such a strategy proved successful: all
our respondents lived in villages with clinics. The char-
acter of the narratives we encountered may be described
as rural South African reflections on living with NCDs
and accessing formal and informal health care services.
The question may be raised regarding the extent to

which the villages selected were representative of rural
areas in South Africa. Literature indicates that rural
areas in South Africa vary substantially in terms of cli-
mate, environment, demography and infrastructure [1,
2]. The Agincourt sub-district, in which this study was
conducted, has generally been accepted as a rural area,
whose development, although perhaps more closely
monitored than most areas in South Africa, has still
been characterised as slow and uneven [22–24]. Besides
these considerations, the use of a phenomenological life-
world approach implies that the relevance of our find-
ings to other contexts lies in the recogniseable and
orderly features of narratives describing the experience
of NCDs and health care access. The distinctly rural or
South African features of these narratives emerge in re-
lation to similar themes from similar contexts.
Within the lifeworld approach, we adopted the theory

of communicative action which focused our attention on
the concerns of individuals with NCDs in arriving at
common understandings of their illnesses with family
and community members, as well as with clinicians [19,
20]. This orientation may be contrasted with approaches
to health care research which assume that health, rather
than health care, is the primary concern of patients [33].
The theory of communicative action does not exclude
the importance placed by individuals with NCDs on
their health, but rather focuses on how such concerns
are articulated in the context of regular social encounters.
All the research participants held broad understand-

ings of NCDs which encompassed their social as well as
their biological lives. We have seen, for example, how
the family was acknowledged as an important resource
in living with and accessing treatment for NCDs, but we
have also seen how disturbances in family life, particu-
larly the death of relatives or children, were spoken of as
causes of illness. This raises the question of the extent to
which traditional African concepts of health, which are
relational in nature, as seen for example in the Basotho,
persist in modernising contexts [34]. Such a relational
concept of health, where the health status of the individ-
ual is inextricably linked with his or her family and com-
munity relationships, would be considered a feature of
the lifeworld. It should be added, however, that these un-
derstandings of health and illness were not expressed in
traditional terms, which in this region of rural South Af-
rica historically consisted of an elaborate system of social
taboos [35]. Rather, our narratives indicate that the rela-
tional concept of health and illness, particularly of dis-
ease causation, were pragmatic and consistent with
modern discourses of disease which locate stress and
anxiety as triggers of illness episodes.
The modern features of the narratives presented here

relate to more than their content, such as the positing of
naturalistic causes for NCDs; they also, in some in-
stances, were evident as reflexive commentaries of the
modern, or as perspectives in which the subject of ex-
perience was removed from her modernising context as
a knowledgeable observer and commentator. This was
most evident in the positioning of NCDs as “the illness
of nowadays”.
It was clear from the narratives we examined that “the

illness of nowadays” referred to NCDs, and was in one
instance more specifically reflected upon as a disease of
lifestyle, in this case, diet. The narratives suggest that
this understanding of NCDs, by which they were related
to the modernising environment of this rural area,
formed part of a broader project which included adapt-
ing modern resources to rural lifestyles. For example, we
have seen in our narratives that formal health care ser-
vices had a high level of acceptance. Our respondents
generally used either the clinic or the doctor as the first
option in treating their NCDs. Switching of healers oc-
curred largely within the paradigm of western health
care, manifested as looking for better clinical services
elsewhere.
The readiness with which participants in our study

adopted modern naturalistic understandings of NCDs
and corresponding formalised treatment regimens may
be contrasted with other findings of qualitative studies
of chronic disease. Elsewhere it has been argued that the
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bodily disruption brought about by NCDs brings the
focus of individuals with NCDs on the minutia of their
bodily functioning in the form of body narratives. In
such a process, the use of informal medicine has been
argued to enhance the process of forming coherent body
narratives in which subjective control over the interpret-
ation of bodily change is emphasised [36, 37]. Others
have described the experience of NCDs in terms of exist-
ential chaos and confusion, characterised by a resistance
to accepting the illness label and a sense of loss of one’s
earlier life [38]. The narratives we have examined appear
to tell a different story, in which straightforward or mild
descriptions of NCDs are consistent with overarching
narrative tones extending to descriptions of formal
health care encounters as smooth social interactions
characterised by camaraderie with the clinic staff and of
medicine-taking as part of a familiar routine. The overall
experience of NCDs was generally positioned as inciden-
tal to the real concerns of life, expressed as family con-
cerns regarding the deaths of children or relatives, or the
behaviour of grandchildren.
Such observations do not suggest that problems do

not arise in accessing health care, or adhering to medical
regimens. Rather, they emphasise a feature of social ac-
tion which is often overlooked in public health dis-
course: namely it’s knowledgeable and order-sustaining
character in relation to social institutions. This has been
a subject of theoretical elaboration in modern socio-
logical theory [39].
Finally, the narratives indicate that the accomplish-

ment of situating NCDs within a modern and pragmatic
context, both in terms of their causes and their treat-
ment by formal regulated processes, is greatly facilitated
by personal faith and membership of faith communities.
We have seen how clinical treatment is reinforced by
church-based healthcare practices, which are charac-
terised by a disapproval of traditional medicine and
worldviews as well as faith in the efficacy of formal clin-
ical treatment. It appears as if churches and clinics share
similar orienting functions within the larger project of
the modernisation of rural areas, entailing the erosion of
traditional worldviews. Whether this can be termed a
type of colonisation of the lifeworld would require fur-
ther investigation along these lines, but our own study
suggests that a revision of terms commensurate with the
practical agency of lifeworld subjects be explored.

Conclusions
The limitations of our study have been alluded to in our
paper. Primarily, these relate to the representativeness of
our findings to rural contexts, and to the general experi-
ence of NCDs. It may be argued that our choice to focus
on the generic experience of NCDs, as well as our focus
on the social aspects of that experience have rendered
our findings irrelevant in clinical settings, where it is as-
sumed that persons with particular forms of NCDs are
primarily interested in clinical endpoints [33, 40]. Our
response to these potential objections has also been indi-
cated in our discussion. Our study was not intended as a
situational analysis of NCD prevalence or health care
utilisation. Rather, the study was undertaken with the
aim of defining health care access with reference to a
lifeworld analysis of the most frequent users of health
care services [11].
It may be argued that there is the possibility of social

desireability biases in the findings, particularly in rela-
tion to the expressed approval of the clinic and dis-
avowal of traditional medicine, especially since use of
the latter is discouraged both by the church and the
clinic. There is nothing within the narratives themselves,
however, to suggest that this is the case. There is no rea-
son not to accept the explanations for these preferences
as evident in the narrations: the simplicity and regularity
of clinical treatment, as well as its social acceptability,
make it a natural preference in this context. It should
also be noted that traditional healers were not altogether
disavowed; rather, their relevance was confined to spe-
cific situations, whereas NCDs, which were naturalistic-
ally understood and accepted as a regular feature of life,
required treatment approaches which were simple, inex-
pensive, regular, socially accepted and at least partially
effective. Finally, it is clear that the clinic and clinical
medication emerged in the narratives as suitable means
of treatment within broader treatment strategies which
included prayer, faith and a positive outlook. This deeper
consideration of the findings suggest that they cannot be
explained by recourse to social desireability biases, but
rather indicate that they are best understood when ac-
cepted in their own terms.
Our findings indicate several broad themes related to

the modernisation of spaces and lifestyles in South Afri-
can rural settings, and point to potential structures of
the lifeworld which accommodate these processes. With
regard to clinical relevance, our assumption has been
that the mutual recognition and articulation of meaning
is just as valuable to individuals with NCDs as health
outcomes. A consideration of our findings may contrib-
ute to public health discourse by stimulating a reflective
process on the mutual expectations held by public health
care officials and health care users of the role of formal
health care services in managing NCDs. Lifeworld ana-
lysis based on the theory of communicative action is a
means of ensuring that the experiences and goals of in-
dividuals with NCDs feedback into the review of such
expectations [21].
Lifeworld rationalisation, or processes whereby insti-

tutional values are shaped by the lifeworlds of users
and members of formal health care services, requires
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institutional space, time, personnel, and commitment.
In consideration of our findings reported here and else-
where [11] four factors emerge which can guide future
processes of lifeworld rationalisation with regard to
health care services and NCDs:

1. Individual processes of constructing health and
illness narratives;

2. Interactions with formal health care systems;
3. Interactions with informal health care systems

(including traditional and contemporary); and
4. The mediating role of social support systems

(including family and faith communities).

The relationship between each component of this emer-
ging model is characterised by the first component - the
process of constructing health and illness narratives - as
the central component which is shaped by various types
of social interaction, as it in turn shapes individual re-
sponses to social obligations. Research which is directly
connected with processes of lifeworld rationalisation can
confirm the tenability of this model.
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