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Abstract The purpose of this article is to explain the rationale and development of a research
schema that focuses on reducing the unintended consequences of medical pluralism in the
context of communicable and non-communicable diseases in eastern and southern Africa. The
research schema represents a contribution to the field of action-oriented research relating to the
unintended consequences associated with medical pluralism that will be piloted in South Africa.
The principle consequences of the unintended consequences of medically pluralism are delays
in testing and treatment interruption. The research schema is framed through a resilience lens
because the unintended consequences of medical pluralism bear the hallmarks of a complex
‘wicked problem’. The resilience perspective will use grassroots agency as the initial referential
axis of enquiry. From this start point, broader systemic influences will be contextualized from a
realist perspective using the ‘AART’ model of enquiry as a guiding heuristic (‘abduction,
abstraction, retroduction and testing’). The ‘abductive’ component of the ‘AART’ model will
facilitate a re-interrogation of broader systemic influences that sustain contemporary forms of
medical pluralism as a precursor to the action-oriented phases. The methodological approach
will include the application of proprietary software called SenseMaker®which was designed to
enable research into complex anthropogenic phenomena. Analytically the re-interrogation aims
to ‘empower indigenous decision making alongside scientific data’ as a mechanism to develop
novel social practices that can reduce the unintended consequences associated with medical
pluralism. The forthcoming pilot will ultimately be the judge of this theoretical contribution.
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Introduction

The research schema that is described below aims to re-interrogate the way in which the
pluralistic health care environment in South Africa influences wellness in the context of both
communicable and non-communicable diseases from the perspective of indigenous treatment
seeking decision making and health seeking behavior. The research schema has been devel-
oped through earlier work that focused on the HIV and AIDS epidemic in South Africa
(Burman and Aphane 2016b). Medical pluralism refers to the co-existence of multiple health
care sectors within a particular geographical area which is Bfound in almost every country in
the world^ (WHO 2013, p 7). Over the last 15 years, there has been a steady flow of peer
reviewed reports relating to the unintended health-related consequences associated with
medical pluralism in eastern and southern Africa. In the context of HIV, medical pluralism
is primarily associated with delays in testing and treatment interruption (for one of many
examples, see Moshabela et al. 2017).

There is now a consensus that (1) the drivers of the unintended consequences associated
with medical pluralism are a combination of interdependent factors that are mostly framed
through technical, biomedical lenses (Heestermans et al. 2016) and, (2) the most promising
way to reduce the influence of this cycle is to improve the levels of collaboration between, of
full integration of, the traditional and biomedical health sectors (for examples see, Audet et al.
2017; Leclerc-Madlala et al. 2016; Zuma et al. 2018). Despite the commitments to increased
collaboration, realities on the ground suggest Bmedical cohabitation rather than truly integrated
medical systems^ remains the norm in sub-Saharan Africa (Gyasi et al. 2018, p 2) — and, on
the few occasions, when collaborative efforts have been achieved, they have tended to be
Bshort-lived^ (Leclerc-Madlala et al. 2016, p 186).

The research schema takes an alternative perspective which is influenced by plausible
weaknesses within the two statements provided above. The first critique is that by applying a
predominantly technical, biomedical mind-set to alter a system that is sustained by beliefs and
value systems that are variably distributed within a dispositional African context overlooks the
systemic perspective that theWorld Health Organization (WHO) has been promoting for almost a
decade. The (WHO 2009, p 19) argued that health systems are complex systems that are
Bconstantly changing, with components that are tightly connected and highly sensitive to change
elsewhere in the system. They are nonlinear, unpredictable and resistant to change, with seem-
ingly obvious solutions sometimes worsening a problem^. From the perspective of the research
schema, this complexity represents a justification for considering the plausibility that medical
pluralism contains sufficient nonlinearity to warrant a qualitatively different mode of enquiry.

The second critique is the assumption that improving the structural relationships between the
‘cohabiting’ health providers will necessarily reduce the unintended consequences.Whilst there is
a logic to this suggestion, there is limited empirical evidence to support the argument (Leclerc-
Madlala et al. 2016). Influenced by the WHO’s shift from a health sector to health systems
perspective and structuration theory (Giddens 1984), the research schema assumes an alternative
perspective that focuses on the agency of indigenous decisionmakers as a systemic referential axis
of enquiry because both agency and structure influence the ‘constitution of society’.

The alternative perspective aims to identify potential strategies to reduce the unintended
health impacts by initially focusing on indigenous decision making and subsequent health
seeking behaviors of clients (i.e., the agency of patients), rather than being reliant on waiting
for an improvement in the structural relationship/s between the ‘cohabiting’ health sectors. The
alternative position is framed through the following sub-perspectives: (1) the pluralistic health
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care environment in South Africa as being sufficiently nonlinear for it to be framed as a
complex challenge, thus should be responded to accordingly; (2) the clients within the system
being intentional agents who have the potentials to change system dynamics, irrespective of
the relationship/s between the ‘cohabiting’ health sectors, and (3) that the sustained presence of
the unintended consequences associated with medical pluralism reflects the characteristics of a
‘wicked problem’.

‘Wicked problems’ have been described as Bany complex issue which defies complete
definition and for which there can be no final solution^ (Brown et al. 2010, p 302). The
implicit ‘wickedness’ of medical pluralism reflects the tendency of the system to return to its
original condition in spite of interventions designed to improve it when only the structural
referential axis is used as the loci of change. The tendency of systems to return to their original
condition is attributed to the nonlinear relationships that are embedded within complex
systems (Burman and Aphane 2017). The nonlinear interconnections that sustain these types
of system enables them Bto reorganize and recover from change and disturbance [i.e.,
externally imposed interventions] without changing to other states^ (Ahern 2011, p 341).
Consequently, a research schema that is designed on the basis that complex systems are able to
return to their original condition after the Bremoval of, [or changes within, some] parts by
adapting to the change^ represents a pragmatic methodological stance (Rickles et al. 2007, p
933).

The article is structured in the following way: first, a summary of the community-university
partnership which has developed resilience to two unintended consequences associated with
medical pluralism is provided in order to demonstrate that it is possible to build resilience
without immediate recourse to either of the ‘cohabiting’ health sectors. This is followed by a
synopsis of the pluralistic health care environment in South Africa, using disease causation and
the ‘origins of HIV’ as an exemplar. Third, the design of the SenseMaker® instrument,
followed by a summary of the implementation details is provided. The concluding comments
return to the ‘wicked problem’ theme and argue that as there is no clear cut solution to the
unintended consequences associated with medical pluralism, an alternative, action-oriented
resilience strategy is a justifiable mode of enquiry.

The Community-University Partnership

In 2013 a community-university partnership in the Waterberg district, Limpopo Province,
South Africa began an action-oriented research initiative which was designed to align HIV-
related educational and awareness materials with UNAIDS’ (2014) 90–90-90 strategy to end
AIDS by 2030. One unexpected finding that emerged during the initiative was a theme that
was labelled the ‘origins of HIV’ (Burman and Aphane 2016a). In the language of complexity,
the ‘origins of HIV’ represents a local manifestation of a Bcore organizing principle [or]
attractor^ (Sturmberg andMartin 2010, p 527) which was adversely influencing health seeking
behaviors among traditionalists living with HIV (Burman and Aphane 2016a). Three years
later, the ‘origins of HIV’ has become the foundation of an educational and awareness package
which is contributing to a sustained increase in adherence to antiretroviral therapy (ART) and a
reduction in internalized stigma among rural people influenced by medical pluralism living
with HIV (Burman and Aphane 2016b). This has resulted in a localized reduction in two
national health priority areas (SANAC 2017) without any interaction with the ‘cohabiting’
health sectors.
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Reducing the Unintended Consequences of Medical Pluralism: A Nonlinear
Perspective

The bulk of the contemporary literature relating to medical pluralism recommends improving
the structural relationship/s between the ‘cohabiting’ health sectors as a mechanism to reduce
the unintended consequences because it could provide patients with a Btruly holistic and
comprehensive form of [African] care^ (Moshabela et al. 2016, p 89). The logic of these
recommendations are based on the linear argument that if the influence of the drivers of the
unintended consequences are reduced (in this instance the structural relationship/s between the
‘cohabiting’ health sectors), the unintended consequences will also, necessarily, decline which
will lead to Ban ultimate improvement in HIV patient care in rural South Africa^ (Audet et al.
2017, p 5).

The linear logic of this type of approach only remains coherent if the system that sustains
the unintended consequences is a linear system. As has been suggested, above, it is plausible
that medical pluralism is sustained by some nonlinearity, thus should be responded to
accordingly. One example of the nonlinearity contained within the pluralistic health care
environment in South Africa — disease causation — is presented below.

A Plausible Nonlinear Driver: Disease Causation

In 1948 the WHO defined ‘health’ as Ba state of complete physical, mental, and social well-
being and not merely the absence of disease or infirmity^ (WHO 1946). However, there are
varying beliefs— or Bcosmologies^ (De Roubaix 2016, p159)— that influence health seeking
behavior which includes two dominant ideal-type categories that are premised upon one
underlying dynamic: disease causation (Dubois 1961).

In sub-Saharan Africa, two dominant ideal-type categories manifest through western and
ethno-medicine aetiological frames (Legare and Gelman 2008). The western aetiological ideal-
type typically frames disease causation as a biological phenomenon that can be explained by,
thus optimally treated through, scientific rationality. In contradistinction, the ethno-medicine
aetiological ideal-type frames disease causation in relation to social phenomena— with social
being inclusive of Bspirits and supernatural forces^ — and are thus optimally treated through
Bculturally sanctioned methods, herbs, incantation, and soothsaying^ (Ibeneme et al. 2017, p
16). Both disease causation frames are cultural dispositions which are socially constructed
perspectives people use to negotiate complex health/disease journeys (Mkhwanazi 2016).
However, as with most ideal-types, realities on the ground are typically more nuanced. For
example, it has been convincingly argued that in much of sub-Saharan Africa people Bstraddle
two health-worlds simultaneously^ (Moshabela et al. 2017, p 4). One example of the way in
which the two ideal-types, combined with the notion of ‘straddling’, manifest through
localized South African idioms relating to the ‘origins of HIV’.

Disease Causation and the ‘origins of HIV’ in South Africa

In the context of HIV and AIDS in South Africa, medical pluralism is mostly associated with
conspiracy theories, Christian theology, traditionalism and the biomedical perspective. The
common theme within the different perspectives is particular beliefs about the legitimate
‘origin of HIV’ (i.e., disease causation). For conspiracy theorists, the ‘origin of HIV’ is
associated with the belief that HIV was deliberately manufactured by whites in an attempt
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to instigate racial control over the black population— or, in extremis, racial genocide (Nattrass
2013). The Christian theology perspective is associated with the ‘origin of HIV’ being a
punishment from God for immoral behavior (Smith et al. 2016). Traditionalism associates the
‘origin of HIV’ with the belief that HIV emerges from social causes (Kalichman and Simbayi
2004). The biomedical perspective takes the view that the ‘origin of HIV’ is best explained by
the zoonotic exaptation of simian immunodeficiency viruses (SIVs) into human immunodefi-
ciency viruses about a hundred years ago in the Congo Basin (Sharp and Hahn 2011).

From the perspective of the different sub-groups, each perspective represents a shared and
coherent account of the emergence of the HIV and AIDS epidemic that is oriented to a
particular belief relating to the bona fide ‘origin of HIV’. Each perspective is influenced by
broader systems within which the HIV narrative is nested. For example the conspiracy
theorists’ belief is influenced by South Africa’s colonial history. Each perspective is also
attributed to patterns of health seeking behaviors that manifest in self-similar ways among the
group members. For example, reports relating to conspiracy theorists’ account of the ‘origin of
HIV’ indicate that this perspective of disease causation is associated with men who have sex
with men who are typically situated in urban settings with a transatlantic presence who delay
HIV testing and interrupt treatment (New York (USA), Heller 2015; Pretoria (South Africa),
Vu et al. 2012). On the other hand, reports relating to traditionalism typically emerge from
rural sub-Saharan African contexts with a limited trans-global presence (one rare example is
Haiti, Rahill et al. 2016) who also delay HIV testing and interrupt treatment.

The sub-optimal patterns of health seeking behavior can be characterized as nonlinear feedback
because the feedback (different beliefs in disease causation) produces Bdisproportionately major
consequences^ (sub-optimal health seeking behaviors) (Snowden and Boone 2007, p 70). This
self-similar pattern manifests among traditionalists in parts of northern and central South Africa
through, what is labeled in this article as, the HIV/makgoma conflation.

The ‘origins of HIV’ in Northern and Central South Africa: The HIV/Makgoma
Conflation

One exemplar of how medical pluralism influences health seeking behaviours in South Africa
relates to an association of HIV with a disease that traditionalists call makgoma. Makgoma is a
disease that traditionalists associate with ritual defilement — which means breaking a cultur-
ally prescribed convention, or rule — that can be rectified through ritual cleansing processes
prescribed by a traditional health practitioner (THP) (Shirindi and Makofane 2015). Makgoma
has been reported on for at least 40 years (Mönnig 1978), but has recently become more visible
in South Africa due to the convergence of makgoma with the HIVand AIDS epidemic because
the symptoms of makgoma are similar to some HIV-related co-infections (Burman and
Aphane 2016a). This is exemplified in a report from a popular national newspaper that cites
a representative of the House of Traditional Leaders.

BCulturally, we believe that you have makgoma (dirty blood) if your lover passes away,
and if you don't get proper cleansing and rituals, anyone you sleep with will get so sick,
and even have the same symptoms as someone with full-blown AIDS. So it is imper-
ative to follow the correct rituals^ (Disetlhe 2014).

The similarity between the symptoms of makgoma and an HIV co-infection can produce
conflicting decision making options for traditionalists which typically results in delays in
testing at a biomedical facility and/or treatment interruption (Shirindi and Makofane 2015).
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There are two ideal-type representations. The first is that if the symptoms are classified
using a traditionalist frame (i.e. social/ritual defilement) the culturally endorsed, normative
health seeking response is to seek a consultation with a THP and enact prescribed cleansing
rituals (Niehaus 2013a). The second ideal-type is that if the symptoms are classified using a
biomedical frame (i.e., biological/zoonosis), the culturally endorsed, normative health seeking
response is to seek biomedical advice and follow prescribed treatment regimens (typically,
ART). However, returning to the notion of ‘straddling’, the ideal-types are — once again —
not the norm. There is a third scenario which is the use of both biomedical and traditional
health seeking options that has been described as Btherapeutic eclecticism^, influenced by
Blocal logics^ which are deployed as Btrial and error^ health seeking strategies representing a
real-world example of ‘straddling’ (Tariq et al. 2018, p 36).

The two ideal-types, combined with the notion of ‘straddling’, suggest that the ‘origins of HIV’
is one example of the way in which a global abstraction (disease causation) manifests through the
HIV/makgoma conflation and influences treatment seeking journeys in contemporary South Africa.
This represents a form of mythopraxis which has been described as the way in which Bpeople set
new events in story lines already established by their mythology…. [and the] reenactment of myth
in contemporary circumstances …. [but the reenactment] never fully replicates the prototypical
mythical structure^ (paraphrasing Marshall Sahlins, Niehaus 2013b, pp. 652–3).

Framing Medical Pluralism as a Complex Issue

In 2007 the WHO revised their definition of a health system to a construct that Bconsists of all
organizations, people and actions whose primary intent is to promote restore or maintain health^
as part of their global commitment to health systems strengthening (emphasis added,WHO 2007,
p 2). In the revised definition, the emphasis moves from ‘health sector’ to ‘health system’, with
the latter positioning traditional and biomedical practitioners — as well as their patients — as
interdependent components nested within broader socio-economic systems. Shortly after the
revised definition was released, the WHO went a step further and defined the characteristics of
health systems as Ba complex adaptive system— one that self-organizes, adapts and evolves with
time. The complexity arises from a system’s interconnected parts, and adaptivity from its ability
to communicate and change based on experience^ (WHO 2009, p 40). This shift in emphasis
from compartmentalized health sectors, to interdependent health systems is as relevant to medical
pluralism as it is to the broader health system that it is nested within, Table 1.

The WHO’s shift from health sector siloes to interconnected, complex health systems
enables broader, transdisciplinary insights from complexity theorizing to be introduced into
the research schema.

Complex Systems

Complex systems are comprised of agents (any internal entity that influences the system), are
open to interactions with other systems and demonstrate nonlinear characteristics. Most of the
time, the feedback within a nonlinear system generates linear incremental change, but some-
times the nonlinear feedback produces disproportionate consequences (Snowden and Boone
2007). The combination explains why complex systems typically demonstrate Bpatterns of
[emergent] behaviour. .. which are never exactly repeated but are always similar to each other^
(Stacey 2003, p 24) — which echoes the ‘mythopraxis’ observation that is referred to above.
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The consequence of the nonlinear characteristics is that attempts to Btackle them must be
every bit as nonlinear^ (Pacanowsky 1995, p 37). Tackling complex challenges requires
moving away from change strategies that are based on mechanistic, cause-effect mind-sets
(Jayasinghe 2011), towards strategies that focus on altering the attractors which represent Bthe
core organizing principles within complex systems^ (Sturmberg and Martin 2010, p 527).
Identifying attractors requires retrospective analysis of the emergence in relation to the
feedback between the characteristics and properties of the system at variable levels of
abstraction. Recent findings in Waterberg district can be summarized from this perspective
using a heuristic called the ‘Iceberg Metaphor’ which was developed to simplify complex
system dynamics (Inayatullah 1998), Fig. 1.

During the Waterberg partnership the ‘origins of HIV’ represented a persistent theme that
was discussed during many of the interviews. Subsequent analysis of the ‘origins of HIV’
suggests that (1) the characteristics of the system related to individually experienced treatment
outcomes; (2) the properties related to disease causation; (3) the feedback within the system
related to critical cognitive/discursive reflection about the utility of different treatment proto-
cols (i.e., ritual cleansing and/or ART), and (4) the emergence from the system related to
variable levels of HIV testing and adherence to ART (Burman and Aphane 2016a).

Table 1 The similarities between the WHO’s definition of the characteristics of a complex health system and
medical pluralism

(WHO 2009,pp.40–42): the WHO argue that most
social systems, including health care systems are —

Examples that relate to the pluralistic health care
environment in Africa

BSelf-organizing: system dynamics arise spontaneously
from internal structure^.

The different beliefs— or understandings — about the
‘origins of HIV’ are self-organizing phenomena.

BConstantly changing: systems adjust and readjust at
many interactive time scales^.

Medical pluralism continues to adapt and change
(‘mythopraxis’ / ‘therapeutic eclecticism’ based on
‘local logics’).

BTightly linked: the high degree of connectivity means
that change in one sub-system affects the others^.

Different beliefs or understandings about disease
causation influence testing and treatment.

BGoverned by feedback: a positive or negative response
that may alter the intervention or its expected
effects^.

Efforts to improve the relationships between the
biomedical and traditional health sectors in
sub-Saharan Africa that have sometimes made peo-
ple feel ‘disrespected and collaborations being
short-lived’ (Leclerc-Madlala et al. 2016, p 186).

BNon-linear: relationships within a system cannot be
arranged along a simple input-output line^.

Problematising disease causation has produced an
increase in adherence to ART and a decrease in
internalized stigma among traditionalists living with
HIV (i.e., a small input produces a disproportionate
output.

BHistory dependent: short-term effects of intervening
may differ from long-term effect^.

‘Collaborations being short-lived’ (Leclerc-Madlala
et al. 2016, p 186).

Technically, the WHO’s focus of ‘history dependency’
is different to the more generally accepted concept of
‘initial conditions’.

BCounter-intuitive: cause and effect are often distant in
time and space, defying solutions that pit causes
close to the effects they seek to address^.

Despite the South African National Department of
Health (NDoH) providing ART free, some people
prefer to pay for the services of THPs to treat HIV
(Audet et al. 2017).

BResistant to change — seemingly obvious solutions
may fail or worsen the situation^.

Despite the South African NDoH providing ART free,
some people prefer to pay for the services of THPs
to treat HIV (Audet et al. 2017).
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Indicators in Waterberg suggest that the ‘origins of HIV’ represented the local narrative
through which the ‘core organizing principle’ — the HIV/makgoma conflation — was
articulated. In this example, the ‘core organizing principle’ was neither the characteristics
nor the properties of the system. It was the feedback between the characteristics and the
properties of the system which reflected indigenous perspectives that emerged from lived
experiences relating to the HIV/makgoma conflation that was indirectly interconnected with
the global disease causation theorem that is referred to above, Fig. 2.

From the perspective of complexity, the ‘core organizing principle’ at the localized,
Waterberg, level was the HIV/makgoma conflation which was articulated through narrative
relating to the ‘origins of HIV’. From the perspective of the action-oriented research in
Waterberg district, the HIV/makgoma conflation represented an opportunity for the peer
educators at WWS to problematize the nonlinear dialectic between beliefs about disease
causation and individually experienced health outcomes relating to the different diagnostic/

Fig. 1 The dynamics of the complex system associated with traditionalists living with HIV. Source: adapted
from Burman et al. (Burman and Aphane 2016b, p 571)

Fig. 2 The ‘HIV/makgoma conflation’ nested within the broader system. Source: author’s contribution
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treatment journeys that people utilize as they negotiate their localized, pluralistic heath care
environment. Problematizing the dialectic catalyzed, and then reinforced, treatment decision
making towards a commitment to the biomedical option (Burman and Aphane 2016a).
Identifying and then problematizing the nonlinear dialectic was a critical mediator of the
achievements in Waterburg district and has thus been incorporated into the research schema
along with other factors.

Factors that Have Influenced the Development of the Research Schema

The sections above have provided background information which indicates that (1) the
patterned manifestations of the unintended consequences associated with medical pluralism
(delays in testing and interruption of treatment) remain similar, despite efforts to encourage
universal testing and treatment; (2) efforts to improve the collaboration between, or integration
of, the ‘cohabiting’ health sectors in sub-Saharan Africa remain — despite the WHO’s global
policy shift from health sectors to health systems thinking— at an impasse, and (3) a localized
intervention in Waterberg district was able to build resilience to some aspects of the ‘wicked-
ness’ associated with medical pluralism using the ‘origins of HIV’ narrative to problematize
the ‘core organizing principle’.

The research schema attempts to incorporate these different perspectives in the following
ways: (1) By developing a research schema that is inclusive of the interconnected agents that
influence the pluralistic health care environment in order to avoid producing a linear analytical
perspective that omits the nonlinear dynamics that are also likely to be discretely embedded
within — and influencing — the system, and (2) identifying the narrative through which the
‘core organizing principle/s’manifest, rather than focusing exclusively on the ‘core organizing
principle’ as the primary object of research. Prior to that a statement is provided about why the
research is justifiable using the influence of the HIV/makgoma conflation as an indicator.

Justification for the Research Focus: The Potential Influence of Medical Pluralism

Despite the difficulty of capturing a precise definition of either the cultural dynamics, or the
influence of the HIV/makgoma conflation, it has been possible to identify the approximate
geographical boundaries within which makgoma has been documented. The expression
makgoma is associated with the Sotho-Tswana speaking language group (Makgahlela and
Sodi 2016) and is also recognised by diverse language groups in South Africa and beyond (for
example, Lesotho and parts of Botswana). In South Africa, Sotho-Tswana languages are
spoken in Limpopo, North West, Gauteng and Free State Provinces and makgoma has been
documented in each province (Limpopo Province, Makgahlela and Sodi 2016; Gauteng
Province, Niehaus 2007; North West Province, Sebata 2015; Free State Province, Serekoane
2010). Cross referencing the provinces where Sotho-Tswana is spoken with statistics from the
most recent ‘South African National HIV Prevalence, Incidence and Behaviour Survey, 2012’
(Shisana et al. 2014) enables an estimation of the number of people living with HIV that could
be influenced by the HIV/makgoma conflation, Table 2.

There are two factors which make the figures in Table 2 approximations. The first is that the
density of Sotho-Tswana speakers within the provinces is unequal. It is also difficult to be
precise about the percentage of population that is influenced by traditionalism due to the high
levels of secrecy associated with reporting on traditional practices (Reid 2013). Consequently,
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five scenarios relating to the percentage of population living with HIV who may be influenced
by the HIV/makgoma conflation within the Sotho-Tswana language area, ranging from 50%—
10%, have been provided.

The figures in Table 2 suggest that of the total number of people known to be
living with HIV in South Africa between 23% (about 1.5 million people if the 50%
influence indicator is applied) and almost 5% (about 300,000 people if the 10%
indicator is applied) could be influenced by the HIV/makgoma conflation. By default,
this suggests they could have delayed testing, might be interrupting treatment and the
de facto likelihood is that these figures omit people who are currently undiagnosed —
which has been estimated to be as high as 18.9% in one hyper-endemic community
(Vandormael et al. 2018).

The combination of traditionalists living with HIV, and the undiagnosed possibles, repre-
sents a low-visibility cohort of people at risk due to one manifestation of medical pluralism that
is labelled as the HIV/makgoma conflation. It should also be noted that the HIV/makgoma
conflation is only one manifestation of medical pluralism in South Africa. It is likely that there
are other locally defined manifestations relating to HIV in other parts of the country which
could increase the numbers of affected people. Based on the estimations in Table 2, the
likelihood that there are other locally manifestations and the possibility that there may be
similar patterns affecting people living with non-communicable diseases it was decided that
the research focus is legitimate.

Complexity and Medical Pluralism: Framing the Research Schema Systemically

Medical pluralism is well researched, manifests in variable ways, is dynamic and is one of many
co-factors that influences linking and retaining people living with HIV in biomedical care (Flores
et al. 2016). There have also been multiple reports that indicate that the influence of medical
pluralism produces ‘disproportionately major’ unintended consequences (delays in testing and

Table 2 The plausible influence of the HIV/makgoma conflation on the trajectory of the South African HIVand
AIDS epidemic

Province HIV prevalence
by province, 2012
(7.2 million*)

50%
influenced by
traditional
values

40%
influenced by
traditional
values

30%
influenced by
traditional
values

20%
influenced by
traditional
values

10%
influenced by
traditional
values

Free State n = 399,197 199,599 159,679 119,759 79,839

39,920

Gauteng 1,670,814 835,407 668,326 501,244 334,163 167,081

Limpopo 534,947 267,473 213,979 160,484 106,989 53,495

North

West

505,650 252,825 202,260 151,695 101,130 50,565

Total 3,110,609 1,555,304 1,244,244 933,183 622,122 311,061

Free State % 5.1 2.6 2.0 1.5 1.0 0.5

Gauteng 24.1 12.1 9.6 7.2 4.8 2.4

Limpopo 10.4 5.2 4.2 3.1 2.1 1.0

North

West

6.8 3.4 2.7 2.0 1.4 0.7

Total 46.4 23.2 18.6 13.9 9.3 4.6

*The South African National HIV Prevalence, Incidence and Behaviour Survey, 2012 estimated that the national
HIV prevalence rate in South Africa was 7.2 million (Shisana et al. 2014)
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interruption of treatment). This has epistemological implications relating to the suggestion, above,
that medical pluralism has the characteristics of a nonlinear system which is nested within a
broader complex system (Fig. 2). From an action-oriented research perspective it is thus necessary
to incorporate the nonlinear influences within the system into the research schema— rather than
develop an analysis that isolates medical pluralism from the broader context.

Framing Medical Pluralism as a Complex Challenge

In the sections above causality is barely mentioned. This is because the HIV/makgoma
conflation is an influential component within a nonlinear system comprised of a mosaic of
interdependent co-factors that influences health seeking decision making. This is not to say
there is no causality at play, but it is to say that this research schema is designed on the basis
that the pluralistic health care environment in South Africa contains sufficient nonlinearity to
frame it as a complex social phenomenon. The consequences are that the research schema was
designed to identify and respond to the narratives associated with the ‘core organizing
principles’ within the system as a mechanism to build resilience to the unintended conse-
quences associated with medical pluralism.

The ‘core organizing principles’, Attractors and the Research Schema

Strictly speaking, attractors, or ‘core organizing principles’ are defining characteristics that enable
differentiation between system typologies (Pascale et al. 2000). However, from the perspective of
designing an action-oriented research schema, reflections from the earlier work in Waterberg was
influential. The Waterberg experience indicated that the essential component of relevance in the
action-oriented research was not the attractors, or the ‘core organizing principles’, within the
system of interest. The essential action-oriented research component was the narrative through
which the attractors, or the ‘core organizing principles’, manifest because the narrative enabled
critical cognitive/discursive reflection about the dialectic/s within particular treatment seeking
journeys and subsequent health-related outcomes that are experienced at both an individual and
social level of granularity. It is believed that reaching those variable levels of granularity can be
achieved by adopting perspectives associated with the Mauri Model decision making framework
using an analytical method associated with critical realism called ‘AART’.

Framing the Research Schema through Indigenous Decision Making: The Mauri
Model Decision Making Framework

In order to reach the variable levels of granularity that influenced theWaterberg experience, the
Mauri Model decision making framework perspective has been adopted. The Mauri Model
decision making framework is designed to provide a Btemplate within which indigenous
values are explicitly empowered alongside scientific data^ (emphasis added, Morgan and
Fa’aui 2017, p 4). The word mauri is a Māori expression that refers to ‘life force’, or an aura
that supports a form of life. The Mauri Model decision making framework represents the
process through which an indigenous concept became officially endorsed as a goal within a
government-led strategy to mitigate the impact of a national environmental disaster (Faaui
et al. 2017). The negotiated process represents a first in New Zealand’s history and the concept
has subsequently been re-used in other action-oriented projects (for one example relating to
chronic disease mitigation, see Oetzel et al. 2017).
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What makes the Mauri Model decision making framework relevant to the research schema
is that in New Zealand approximately 17.5% of the population are of Māori dissent (Statistics
New Zealand 2013)— and they represent a historically marginalized group. Nevertheless, the
New Zealand government endorsed the Māori request that their values and beliefs become
integrated into the environmental disaster mitigation plan. In contradistinction, in rural South
Africa the majority of the population are indigenous and yet the formal health system tends to
be both framed and operationalized through a biomedical lens which has led to reports that
sometimes traditionalists feel Bdisrespected^ (Leclerc-Madlala et al. 2016, p 286). It is
anticipated that adopting the principles of the Mauri Model decision making framework will
enable Bthe development of more nuanced, context-sensitive^ insights into the pluralistic
health care environment within the study area (Hernandez et al. 2017, p 5) that avoids
Bothering those central to the story^ (Mkhwanazi 2016, p 7).

Analytical Frame of the Research Schema: Critical Realism and ‘AART’

Critical realism is a sub-domain of philosophy of science that is recognised for the epistemo-
logical contributions it has made to the social sciences. Recently, ethnographic critical realism
has been used to contribute to literature relating to HIV and medical pluralism by Decoteau
(2017). In 2005, Decoteau reported on seemingly contradictory qualitative ethnographic
findings relating to medical pluralism in South Africa. In order to find coherence within the
seemingly contradictory findings she convincingly re-analyzed them using a method that she
labelled BAART (abduction, abstraction, retroduction, testing)^ (Decoteau 2017, p 58).

For Decoteau the first step in the method— ‘abduction’ — is to re-contextualize the object/
s of the research and then ask how the object/s of research interact with associated structures
and social relations as a mechanism to generate new ideas which enables Bhypothesis-
generation for innovative theorizing^ (Decoteau 2017, p 72). From this basis she argues that
the next step is ‘abstraction’ which involves using the empirical findings to consider new
theoretical perspectives about the relationships that connect the object/s of research to the
entities identified in the ‘abduction’ phase. The third step— ‘retroduction’ — involves
building a model, or models, that can explain how the emergent abstraction would actually
work in practice. After the modelling, Decoteau argues that rigorous ‘testing’ of the model —
the ‘T’ in ‘AART’ — is required to determine its utility in real-world settings. Due to the
synergies between the potentials of Decoteau’s method and the ambition of the action-oriented
research schema it was decided that the ‘AART’model would be co-opted. In order to catalyze
the first ‘A’ (‘abduction) in ‘AART’ from the perspective of indigenous decision making and
health seeking behavior required an innovative design. It was subsequently decided that
proprietary software called SenseMaker® would be incorporated into abductive phase of the
project.

SenseMaker®

SenseMaker® is a browser-based software program licensed by Cognitive Edge that provides
opportunities for rapid online mixed method data collection and real-time data analysis/
retrieval (UNDP 2013). Reports relating to the use of SenseMaker® in peer reviewed journals
are limited, but include applications in the contexts of child refugees in Syria (Bakhache et al.
2017); gender relations (DFID 2014) and climate change (Lynam and Fletcher 2015).
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SenseMaker® enables analyses of respondents’ stories, by provisioning the end-user with
both a data collection template and a suite of data analysis tools (Lynam and Fletcher 2015). The
underlying logic of the data collection tool is that people tell stories, but the particular meaning
that is attributed to that story, by the story-teller, is embodied within interdependencies between
both the story-teller and context. The implication is that the optimal mechanism to gain insights
into the embodied meaning of the story is to have the respondents (the story-tellers) self-code
the stories, rather than have an expert code it on their behalf (Mausch et al. 2018). The self-
coding capability that SenseMaker® provides represents a form of disintermediation which
reduces researcher bias during the data collection phase (Bartels et al. 2018).

The underlying logic of the data analyses component of SenseMaker® is to convert the
qualitative associations represented within the self-coding into quantitative data. This enables visual
patterns of the qualitative data to be examined using the different quantitative functions, as well as to
generate some purely quantitative outputs. This enables the end-user to examine the narrative data
from a mixed methods perspective at multiple levels of granularity (Casella et al. 2014).

Why SenseMaker®?

This application of SenseMaker® has been enabled through a partnership with the Cynefin
Centre, University of Bangor. The Cynefin Centre is currently engaged in a global project
called the Making of Meaning which focuses on how people are making contemporary
meaning in a changing world (The Cynefin Centre 2018). The decision to use SenseMaker®
was prompted by (1) the potentials that the self-coding capability could provide for generating
insights into indigenous decision making to be ‘empowered alongside scientific data’, and (2)
the potential of the findings to stimulate the first ‘A’ (abduction) in ‘AART’.

The Sensemaker® Instrument

For optimal outputs a SenseMaker® instrument requires being designed from both a social and
individual perspective. The social perspective enables the end-user to examine the results using
aggregated visualizations of the findings and the individualistic perspective enables deep dives
into particular aspects of disaggregated findings. Typically, a SenseMaker® instrument should
aim for about 300 responses per study area to facilitate the movement across different levels of
granularity during the analysis phase (Bakhache et al. 2017).

The SenseMaker® instrument that will be applied includes five components: (1) a story
prompt; (2) a series of signifiers, including (2.1) six triads which the respondents use to self-
code, thus contextualize, their story, (2.2) six dyads along which the respondents are asked to
situate (self-code) their stories; (3) a series of multiple choice questions; (4) a change story for
those people who have switched from using a THP to an biomedical health practitioner, or
vice-versa, and (5) respondent demographics, Table 3.

The signifiers that have been developed for this SenseMaker® instrument include triads and
dyads. Prior to explaining how the signifiers were designed, the use of the signifiers is
explained for the sake of clarity.

Using Triads and Dyads

Each corner of a triad represents a variable, or co-factor, which could influence the issue under
investigation. For example, if the story prompt were a request for a story that happened in the
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last 3 days, the respondent would then be asked to situate (self-code) their story within a series
of triads. This provides the story-teller with an opportunity to contextualize their story by
situating it relative to each of the three co-factors, or variables, in each triad. One example of a
triad relating to the above prompt — the ‘last 3 days’ — is provided below, Fig. 3.

To self-code the story within either a triad or dyad the respondent moves the ball in the
center of the triad or dyad to the position that most reflects their contextualized response. In the
example above, Fig. 3, if the respondent’s last 3 days had included a public holiday and
weekend, they might situate their story somewhere between ‘Relaxing’ and ‘Sleeping’.
However, if they had an overdue deadline to complete, they might move the ball somewhere
closer to ‘Sleeping’ and ‘Working’. A similar approach is used to self-code the story along a
dyad which is designed using the principles of Aristotle’s golden mean— with one polarity of
the dyad reflecting a scale of excess and the other polarity, a scale of deficiency, Fig. 4.

Table 3 An overview of the SenseMaker® instrument that is presented to respondents

The components of the instrument Details

(1) Story prompt (story requested
from the respondent)

One story is requested from each respondent. The current prompting
question that may be adapted after piloting/translating is:

‘Sometimes when people feel a need to consult a health practitioner
they consider different options. Some go to traditional healers,
some seek spiritual healing, others go to clinics / hospitals and
some use a combination of these options. Can you think of a time
when you faced such a decision? What happened? Describe it in a
few sentences’.

The story prompt is deliberately open ended, allows the respondent to
decide which story is relevant to them and does not mention the
focus of the research (medical pluralism) in order to reduce social
desirability bias (Bakhache et al. 2017).

(2.1) Triads (self-coded by
respondent)*

The triads enable the respondents to situate their story within a
particular context (self-coding). This means that the first round of
coding is undertaken by the respondent — not an expert
intermediary. This disintermediation enables dispositional
indigenous values to be situated within both everyday wisdom and
scientific data by the respondent.

(2.2) Dyads (self-coded by
respondent)*

Dyads are used to test perceived and/or taken for granted wisdoms.
Respondents also situate their story within the dyad (self-coding).

(3) Multiple choice questions
(self-coded by respondent)*

The multiple choice questions are the same as a standard survey. They
are linked to the triads and dyads by the software and used as filters
during the analysis phase. The purpose of the electronic linkage is
to analyze particular patterns (for example gender, age,
employments status etc.) relating to the relationships between the
triads and/or dyads at multiple levels of granularity.

(4) Change stories (story volunteered
by the respondent)*

Literature indicates that some people who begin the journey from
pre-decision making through to subsequent health seeking behav-
iours start in the traditional health sector then commit to biomedical
treatment. This means that people may have experiences of what
influenced them to make the change. In the genre of the ‘Most
Significant Change’ technique (Dart 2003), it is hoped that insights
about the change process will emerge.

(5) Respondent demographics* Demographics are standardized and have followed the same
categories that were applied in the most recent South African
National HIV Prevalence, Incidence and Behaviour Survey, 2012
(Shisana et al. 2014).

*All have a ‘NA’ option
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In this instance, the ball is placed closest to the position that represents their interpretation
of their last 3 days. For optimal benefit to be exploited from the triads and dyads they need to
be rigorously designed and piloted. In this instance, both the triads and dyads were designed
using a polymorphic technique.

Designing the Data Collection Instrument

The design process was iterative and included the following phases: (1) receipt of a polymor-
phic signifier design template that included some triads by the Cynefin Centre, University of
Bangor; (2) development of a draft signifier set — both triads and dyads — that was aligned
with the polymorphic template; (3) a 2 day workshop with academics from the Universities of
Witwatersrand and KwaZulu-Natal, the Human Sciences Research Council and community
based experts facilitated by a signifier design expert from More Beyond to design a new set of
polymorphic triads and dyads; (4) the development of a new signifier set based on the 2 day
dialogue which was partially combined with the earlier version, and (5) a pilot, followed by
further modification.

Fig. 3. A triad: the ball in the center is placed in the most appropriate position within the triad by the respondent
(i.e., self-coded).

Fig. 4. A dyad: the ball in the center is placed at the most appropriate position along the continuum by the
respondent (i.e., self-coded).
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Designing Polymorphic Signifiers

When an end-user designs a SenseMaker® instrument they begin with an empty signifier
template which they populate depending on the focus of their study. In the context of the
Making of Meaning project, the local partners are provided with a set of polymorphic triads
which relate to the focus of the global project. The partners are then asked to use some of the
polymorphic triads and re-purpose them to meet their local needs. The first draft signifier set
was influenced by a global meta-synthesis of factors that influence linkage and retention in
HIV care (Flores et al. 2016). The meta-synthesis identifies three dominant streams that
influence linkage and retention in HIV care — intra-personal, social and cultural/attitudinal
— which are all populated by multiple sub-themes. For full details see Supplementary
Material, Table A.

During the 2 day signifier design workshop the first draft was not shared with the
participants. The participants were asked to use their intuitive expertise to design a new
polymorphic template. During the discussions that took place it was suggested that the findings
of ‘The determinants of traditional medicine use in Northern Tanzania: a mixed-methods
study’ (Stanifer et al. 2015) could influence the design process. This was an extremely relevant
contribution which enabled the focus on both communicable and non-communicable diseases
to be included into the research schema because the first draft had unintentionally become
exclusively focused on linkage and retention in HIV care, despite the project focus on medical
pluralism.

The addition that this suggestion brought to the design process was determi-
nants that influence the use of traditional medicine including: (1) the credibility of
traditional practices; (2) the health status of an individual; (3) disease understand-
ing, and (4) the quality of biomedical health care delivery (or full details see
Supplementary Material, Table B). Despite the study being done in Tanzania, the
findings are based on empirical evidence, have similarities with findings from
South Africa and were sufficiently succinct to be absorbed into the polymorphic
design.

Triads

The combination of influences has resulted in six polymorphic triads all of which have three
analytical levels that can be used during the analysis, Fig. 5.

Compressing so many analytical potentials into conventional mixed method data
collection instruments is unusual. However, the polymorphic design enables this
because the respondent is only presented with one triad, but the underlying layers
can be analyzed from multiple perspectives at varying levels of abstraction. The
perspectives that influence decision making include Level 1: linkage and retention
in HIV care (Flores et al. 2016); Level 2: the determinants of traditional medicine
utilization (Stanifer et al. 2015), and Level 3, indigenous values and beliefs (The
Cynefin Centre 2018). This combination dovetails with the ambition of the Mauri
Model decision making framework to ‘empower indigenous decision making alongside
scientific data’. One triad — the ‘knowledge triad’ — is presented to explain in more
detail, Fig. 6 and Table 4.

The polymorphic approach enables the following potential levels of analysis relating to
‘knowledge’ to be re-interrogated, Table 4.
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The links to the three levels of analyses are not perfect fits. However, the links represent a
start point for the ‘AART’ analysis. For the six triads and associated levels of analyses see
Supplementary Material, Table C.

Dyads

The purpose of the dyads is to test general assumptions associated with medical pluralism and
health outcomes from the perspective of indigenous decision makers. For example, one dyad is
designed to test the hypothesis that disease causation influences health seeking decision
making, Fig. 7.

Fig. 5 The polymorphic, multi-level analyses triad design

Fig. 6 The polymorphic ‘knowledge triad’ that will presented to the respondents
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The purpose of this dyad is to validate whether the literature relating to disease causation
and the findings from the Waterberg experience are reflected in the self-coded opinions of the
respondents. Dyads do not offer the potential depth of analysis that the triads do, but may assist
to draw boundaries around the concepts that are relevant during the subsequent analysis. See
Supplementary Material, Table D, for the six dyads.

Data Analysis

The start point of the analysis will begin with observing screen shots of the distributions of
clustered patterns that represent the aggregation of the individual stories within each triad and
then to begin analyzing the patterns at different levels of granularity using the multiple choice
responses as filters. An imagined scenario is played out below, Fig. 8.

Table 4 The multiple analytical levels contained within the ‘knowledge triad’

Theme of
the triad

Triad prompt Visible triad
label
presented to
the
respondents

Level 1: Linkage
and retention in
HIV care (Flores
et al. 2016)*

Level 2: Traditional
medicine use
(Stanifer et al.
2015)**

Level 3: the
Cynefin
Centre’s
template***

Influential
knowl-
edge
sources

Important
information that
influenced
decision making
came from…

- My own
experiences
over time

- Trusted
friends and
/ or family

- Respected
profes-
sionals

• Informational
challenges

• Disease
understanding

• Strong cultural
identities

• Credibility of
traditional
practices / bio-
medical
healthcare deliv-
ery

• Emergent
knowl-
edge

• Distributed
knowl-
edge

• Routine
knowl-
edge

*See Supplementary Material, Table A for full details of the potential scope that can be used to analyze the
findings
**See Supplementary Material, Table B for full details of the potential scope that can be used to analyze the
findings
*** There is a sizeable body of material relating to ‘knowledge’ that can be used to analyze the different
knowledge typologies that are referred to.

Fig. 7 The ‘knowledge dyad’ that will presented to the respondents
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The patterns of the total response are the start point. In this imagined example,
similar amounts of women and men have situated (self-coded) their story close to the
‘Respected professionals’ label. However, the type of professional is not known. In
the SenseMaker® instrument, one multiple choice question asks the respondents which
type/s of health practitioner they were consulting with (i.e., traditional or biomedical
health practitioner, or a combination of both). The software enables the female/male
clusters, Fig. 8, to be disaggregated into any of the three health practitioner/
consultation response options. This can then be further disaggregated using other
variables, such as age or employment status etc.

Once the level of granularity under re-interrogation is established it is then possible to
analyze individual stories within the particular sub-clusters because they are also electronically
linked to the sub-cluster that remains on the screen. Analyzing the individual stories— another
level of granularity — provides insights into the characteristics of the particular sub-cluster.
Analysis of the stories in the sub-cluster may also provide insights into the properties of the
system. However, it may be necessary to identify a representative sample from within the
original sample and request key informant interviews to clarify issues to augment the original
story in order to gain insights into the feedback between the properties and the characteristics
of that particular sub-cluster.

This analytical technique holds potentials to provide a qualitative re-interrogation
of the complex system under analysis from the perspective of indigenous decision
makers in ‘relation to scientific data’. The qualitative re-interrogation can be aug-
mented using the quantitative functions of SenseMaker® — including correlations, t
tests and three dimensional modelling (Lynam and Fletcher 2015) and more in depth
analysis has been reported on using a combination of Tableau V.10.1.5, SPSS (IBM

Fig. 8 An imagined data set of total responses for female and male cohorts
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SPSS Statistics V.24.0.0.0) and R scripts (R V.3.4.0) (Bartels et al. 2018). The
combination of qualitative and quantitative insights generates momentum for the
subsequent phases of the ‘AART’ method because the first ‘A’ (abduction) has been
initiated in the steps outlined above.

Other Research Considerations

For the sake of brevity, the planned implementation details are summarized below. Some of
these details may be subject to change due to the exploratory nature of the pilot, Table 5.

It is not expected that the implementation phases of the research will require any
special preparation — with the exception of training relating to the use of the triads
and dyads.

Anticipated Limitations

At this stage it is difficult to predict the limitations. One consideration includes the
limited battery life of electronic devices used for data collection and network coverage
in deep rural areas. Another anticipated challenge is that traditional medicine use is
typically associated with secrecy (Reid 2013), thus respondents may be unwilling to
volunteer related experiences. Secondary literature also indicates that the statistical
functionality of SenseMaker® is weak (Lynam and Fletcher 2015), but exporting the
data for quantitative analysis should reduce this reported caveat. Nevertheless, the
research schema is considered to be a pilot so all weaknesses and limitations will be
documented.

Table 5 Summary of technical research details

Protocol
requirement

Comment

Sampling Purposive / snowballing. (1) Adults living with a chronic disease will be targeted (HIV,
TB, diabetes and hypertension) and (2) People affected by a chronic disease who may
have insights to offer (e.g., community health workers, peer educators, nurses, family
members). The focus has shifted away from an exclusive focus on HIV due to the
multiple choice functionality in SenseMaker®. In practice this means that there will be
one multiple choice question asking which chronic disease the respondent is living with
and this will then enable analyses of any combination of the diseases reported on.

Study sites Waterberg district, Limpopo Province (rural); the Dikgale Health and Demographic
Surveillance System (HDSS) site, Capricorn district, Limpopo Province (rural); a study
site to be selected by the Africa Health Research Institute, KwaZulu-Natal Province
(rural); a study site to be selected by the Centre for Learning and Evaluation on
Research, University of Witwatersrand (urban).

Training of field
workers

Training will include a minimum 2 day workshop to explain the rationale of the instrument
and the data collection requirements.

Data collection A combination of IPads and laptop computers will be used to collect data. Paper data
collection will be used as a last resort. All normal ethical protocols will be applied
throughout.

Facilitation of
research

Each study site will be assigned a team leader to troubleshoot using appropriate support
measures. Four trained facilitators will collect data in each site over a 2 month period.
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Concluding Comments

In the context of the HIV and AIDS epidemic in sub-Saharan Africa the most prevalent
unintended consequences associated with medical pluralism are delays in testing and treatment
interruption. There is also a consensus that the optimal way to reduce the unintended conse-
quences is to improve the structural relationship/s between the ‘cohabiting’ health sectors. The
WHO have committed to a shift from mechanistic health sector thinking, to an interconnected
systems paradigm. This commitment provides a timely opportunity— invigorated by the findings
in Waterberg district, Limpopo Province — to re-interrogate the pluralistic health care environ-
ment in study sites in three South African provinces. The re-interrogation will include the agency
of the clients (the patients) within the health system as intentional actors who could contribute to
reducing the unintended consequences, irrespective of the structural relationship/s between the
‘cohabiting’ health sectors. This represents a methodological shift from using ‘structure’ as a
systemic referential axis of enquiry (the norm, in the context of medical pluralism) to using the
agency of indigenous decision makers as an alternative, exploratory referential axis of enquiry.

The research schema that has been presented aims to achieve this in the following way. First, the
research schema frames the pluralistic health care environment in SouthAfrica as a nonlinear system
comprised of interconnected health practitioners, patients and other influential agents. Second,
acknowledging that there have been very few, if any, attempts to frame the pluralistic health care
environment in South Africa from the perspective of nonlinear complexity, it is pragmatic to begin
with an ‘abductive’ focus (the first ‘A’ in the ‘AART’model). Third, in order to avoid the potential
caveats within the linear preference for using ‘structure’ as a systemic referential axis of enquiry, the
research schema is framed through the perspectives of both indigenous decision making and
scientific data (the Mauri Model decision making framework), whilst being cognizant of the
importance of ‘core organizing principles’ and associated narratives (such as the ‘origins of
HIV’). From this foundation novel opportunities may emerge that can be directly applied by
grassroots actors (the patients) which could, indirectly, influence the health practitioners and other
relevant social actors (family, friends, trusted confidants and community) with whom they interact
(‘testing’ in ‘AART’). Fourth, due to the exploratory nature of the research schema, a significant
amount of effort will focus on critically reviewing the research process to ensure that lessons learnt
are properly recorded because the schema may have potentials to be applied in other contexts.

From this basis, it may be possible to build resilience — in the form of emergent, novel
social practices — that could contribute to reducing the unintended consequences (delays in
testing and treatment interruption) of the ‘wickedness’ associated with medical pluralism in
parts of South Africa and — possibly — beyond. However, only empirical evidence from the
forthcoming pilot can validate these theoretical claims.
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