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Contemporary views on dementia as witchcraft in sub-Saharan Africa: a systematic 

literature review. 

Brooke, J.M., Ojo, O.  

Abstract 

Aim: A systematic review to explore the impact of cultural beliefs of dementia as witchcraft in 

sub-Saharan Africa. 

Background: The population of sub-Saharan Africa is aging, which increases the number of 

those at risk of dementia. Mental health and physical diseases that affect behaviour have 

often been associated with witchcraft. Accusations of witchcraft leave individuals vulnerable 

and at risk. 

Method: A systematic review, which followed the Preferred Reporting for Systematic 

Reviews and Meta-Analyses (PRISMA) guidelines and completed a PRISMA checklist. 

CINHAL, PsychINFO, Web of Knowledge, PubMed and Science Direct databases were 

searched for relevant studies published from their inception to 31st May 2019 by applying 

appropriate Medical Subject Headings. Data analysis adhered to Thomas and Harding’s 

thematic synthesis. 

Results: The review identified limited literature on this topic, with only five papers meeting 

the inclusion and exclusion criteria. Studies explored health provision, and knowledge and 

beliefs of dementia in Tanzania and South Africa. Three themes emerged: 1) poor 

knowledge of dementia, including the belief of dementia as witchcraft; 2) challenges of 

supporting a family member with dementia in the community; and 3) health seeking 

behaviours of and for people with dementia.   

Conclusion: There remains a need for dementia awareness and education across sub-

Saharan Africa communities, including faith and traditional healers, and healthcare 

professionals to support pluralistic healthcare provision. Nurses are the best-placed 

healthcare professionals to support these initiatives and the development and 

implementation of low-resource non-pharmacological interventions to support people with 

dementia and their families living in the community.  

Relevance to clinical practice: Nurses working in sub-Saharan Africa and those caring for 

patients from sub-Saharan Africa can only provide person-centred care and support for a 

person with dementia and their family if they understand their cultural beliefs, one of which 

may include witchcraft.  
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What does this paper contribute to the wider global clinical community? 

 People in sub-Saharan Africa may hold incongruent beliefs of dementia, such as 

some accurate knowledge and the belief of dementia as witchcraft. 

 Supporting a person with dementia in the community in sub-Saharan Africa is 

challenging due to isolation caused by the stigma of dementia as witchcraft. 

 Health seeking behaviour in sub-Saharan Africa were pluralistic in nature, supporting 

underlying beliefs of dementia as witchcraft, whilst seeking modern care. 

 

INTRODUCTION 

The world’s population is aging and the most rapidly aging population is in sub Saharan 

Africa, as it has been estimated that those over the age of 60 will increase from 46 million 

people in 2015 to 157 million people by 2050 (Aboderin & Beard, 2014). The aging 

population increases those at risk of dementia. In 2015, an estimated 186,000 people were 

living with dementia in South Africa, which is predicted to increase to 275,000 by 2030, of 

which 225,000 of those are expected to be women (World Alzheimer Report, 2016). The 

portion of older women with dementia is important, due to the low status of women across 

regions of sub Saharan Africa, it is older women who are overwhelmingly accused of 

witchcraft or being a witch (Krug et al., 2002; Samber, Avanger, & Abanyam, 2004).  

In sub Saharan Africa, many traditional spiritual beliefs and practices include witchcraft 

(Appiah, 1991). An absolute definition of witchcraft is difficult, as the concepts and beliefs 

vary across sub Saharan cultures (Crampton, 2013). An understanding of witchcraft would 

need to include both the act of witchcraft “harmful actions carried out by persons presumed 

to have access to supernatural powers” (Ashforth, 1998: 64) and the impact of witchcraft the 

misfortune and loss, which has been inflicted onto a person (Simmons, 1980). However, 

witchcraft is a construct of modernity that addresses tensions within society, and provides an 

explanation for events, which have no logical explanation, such as illnesses, sudden death, 

misfortune, bad luck, and crop failure (Saunders, 2003).  

Elderly women are one of the most vulnerable members of society in sub-Saharan Africa, 

and at risk of being accused of witchcraft or being a witch, or are perceived to have outlived 

their usefulness (Bastian, 2002). Community accusations of witchcraft correspond with direct 

or indirect harm to others, such as road accidents, unemployment, infertility, and physical 

and mental health problems (Witchcraft and Human Rights Information Network [WHRIN], 

2013). From this perspective, a witch has caused harm in the physical realm by evolving a 
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malevolent force from the spirit world, such as an ancestors’ spirit (Ndamba-Bandzouzi et 

al., 2014).  

An accusation of witchcraft or being a witch has many negative connotations, as those who 

hold these beliefs, also believe that it is acceptable to dehumanise a witch and act violently 

towards them (Mouton & Southerland, 2017).  Elderly women believed to be witches become 

socially and physically isolated, often abandoned by family members. These women face 

abuse through the lack of basic amenities, including food and healthcare, which ultimately 

leads to poor health and death (Atata, 2018). In some areas of sub Saharan Africa, ‘witch 

camps’ have become a place of refuge for many elderly women, where those who have 

been accused of witchcraft live in exile under harsh conditions but free from violence 

(Palmer, 2010). 

The link between accusations of witchcraft of people with behaviours that are not understood 

by local communities is not a new phenomenon. Modern medicine in sub-Saharan Africa has 

identified people labelled as witches, who in fact had long term conditions, such as:  

Huntington’s disease (Loi & Chiu, 2012), Parkinson’s disease (Mokaya, Gray,  & Carr 2017), 

and epilepsy (Maiga et al., 2014). Accusations of witchcraft and the social stigma attached 

has implications on health seeking behaviours of those with diseases who have symptoms 

that are misunderstood. People who believe their symptoms to be ‘beyond human control’ 

will not seek advice, care or support from modern healthcare (Guerchat et al., 2017), but 

seek health care from faith and traditional healers. Faith healers, usually belong to one of the 

independent African churches, and aim to heal a patient through prayer, applying holy water 

and touching the person, whereas traditional healers are herbalists who aim to heal a patient 

through the provision of curative herbs and medicines of animal origin (Kings Fund, 2008). 

One disease, which affects a person’s behaviours that may be misunderstood, is dementia. 

The risk of dementia increases with age (Corrada et al., 2010), and neuropsychiatric 

symptoms of dementia, such as depression, anxiety, and irritability, are significantly more 

common in women than in men living in one of two countries in Central Africa (Yoro-Zhoun 

et al., 2019). Therefore, there is a strong possibility in sub-Saharan Africa that older women 

with dementia are at a greater risk of abuse and harm due to accusation of witchcraft. This 

risk is elevated due to a lack of awareness of dementia, and the neuropsychiatric symptoms 

of dementia in rural communities (Benade, 2012; de Jager, et al. 2015).  

Dementia is an umbrella term for certain progressive and life-limiting diseases of the brain. 

The three most common types of dementia are Alzheimer’s disease, vascular dementia and 

Lewy Bodies dementia (Goodman et al., 2017). The International Statistical Classification of 
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Disease and Related Health Problems, tenth addition (World Health Organisation, 2016) 

provides the following clinical information and description of dementia:  

“… a disturbance of multiple higher cortical functions, including memory, thinking, 

orientation, comprehension, calculation, learning capacity, language, and judgement. 

Consciousness is not clouded. The impairments of cognitive function are commonly 

accompanied, and occasionally preceded, by deterioration in emotional control, social 

behaviour, or motivation.” 

The prevalence of dementia in sub-Saharan Africa ranges from 2.3% to 21.6%, (Olayinka & 

Mbuyi, 2014). Previously, the prevalence of dementia in sub-Saharan Africa was estimated 

to be lower than Western countries, but recent data suggests prevalence is in fact parallel 

(Longdon et al., 2012), if not higher (de Jager, Msemburib,  Pepperc, & Combrincka, 2017). 

However, there is a paucity of research exploring the prevalence and incidence of dementia 

in Africa, and the need for epidemiological studies remains (Olayinka & Mbuyi, 2014; de 

Jager et al., 2017). An element that may be more relevant in African countries is the 

prevalence of HIV associated dementia (HAD), as prevalence of HAD ranges from 15% to 

30% in populations where the disease has gone untreated (Grant, 2008). 

Culturally sensitive services to support people with dementia in Africa have commenced, 

although these are small scale with limited resources (Benade, 2012). Due to the limited 

resources and interventions in sub-Saharan Africa, people living with dementia in this region 

have a mortality risk 2.5 times higher than people without cognitive impairment (Samba, et 

al., 2016). In addition, there are anecdotal reports, which suggest witch camps include a 

large number of people with dementia, who are living in extremely poor and harsh 

conditions.  

AIM 

The aim of this systematic review is to explore the cultural belief of ‘dementia is witchcraft’ 

and the impact of this belief on healthcare providers, people with dementia and their families 

in sub-Saharan Africa.  

METHODS 

A systematic review was completed following the Preferred Reporting Items for Systematic 

Reviews and Meta-Analyses (PRISMA) guidelines (Moher, Liberati, Tetzlaff, & Altman, 

2009). Please refer to Supplementary File 1 for the completed PRISMA checklist. 

Search Strategy 
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The following electronic databases were searched from inception to 31st May 2019: CINHAL, 

PsychINFO, Web of Knowledge, PubMed and Science Direct. Search strategies were 

tailored for each database and included recognised Medical Subject Headings (MeSH), with 

Boolean operators of AND and OR. For example the following was applied to search 

CINHAL: “dementia or alzheimers or cognitive impairment or memory loss” AND “witchcraft” 

OR “witchcraft in Africa” OR “witches”. 

The review process also included a hand search of a number of prominent journals in 

dementia, although no specific journals on witchcraft or cultural and spiritual elements of 

sub-Saharan Africa were identified. Following the search for literature, screening of the 

reference lists of all identified material was manually completed. 

Inclusion and Exclusion Criteria 

Inclusion criteria were studies presenting primary data related to dementia and witchcraft in 

sub-Saharan Africa published in peer reviewed journals from inception to 31st May 2019 in 

the English Language. Exclusion criteria were studies presenting primary data focusing on 

witchcraft and older women in sub-Saharan Africa with no inclusion of dementia, non-peer 

reviewed publications, such as newspaper articles and reports. 

Data Extraction 

The first author extracted the following data from each study: reference, aim, data collection 

and analysis, participants, results and discussion. The second author checked the accuracy 

of the data extracted, and discrepancies were resolved through discussion. 

Data Synthesis 

Data synthesis occurred through the analysis of extracted data to identify emergent themes. 

Due to the different approaches and focus of the included studies, a thematic synthesis of 

the data was completed. The authors adhered to three stages of thematic synthesis as 

described by Thomas and Harden (2008). The first stage included the coding of extracted 

data, this process was completed by both authors and included line by line coding of 

extracted data according to its meaning and content. The process of line-by-line coding is an 

essential element in the process of synthesis of qualitative data, which supports the 

translation of concepts (Britten et al., 2002). The second stage involved the expansion of 

coding, by grouping codes together and the development of new codes to capture the 

meaning of each group of codes. The first two stages of analysis remain embedded in the 

analysis of the primary data, whereas the third stage involved an interpretative phase to 

develop analytical themes. The third stage developed additional concepts, knowledge and 
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understanding from the primary data. The first author completed the three stages of analysis, 

and then discussed in depth with the second author.  

FINDINGS 

Study selection 

Relevant papers were identified through the application of the inclusion and exclusion 

criteria; this process is summarised in the PRISMA diagram (Moher et al., 2009). Due to the 

small amount of papers identified (n=71), all abstracts were screened; this process was 

important as few papers focused on witchcraft and dementia, the majority focused on 

dementia with the element of witchcraft reported within the results of the study as an 

incidental finding. Full papers were then obtained (n=14), of which five met the inclusion and 

exclusion criteria (refer to Diagram 1). 

Quality Assessment 

A number of quality assessment tools were applied to appraise the included studies, the 

CASP checklist for qualitative studies (CASP, 2018) for Mushi et al. (2014), Hindley et al. 

(2016), Mkhonto & Hanssen (2018) and Kehoua et al. (2019), and a critical cross-sectional 

appraisal tool (Downes, Brennan, Williams, & Dena, 2016) for Khonje et al. (2015). Overall, 

the qualitative studies were robust in nature. One study presented rigorous translation and 

transcription processes, although the analysis was completed by one author, therefore the 

development of themes was not crosschecked by another member of the team (Hindley et 

al., 2016). The only cross-sectional study, was representative of the population studied, 

however the Alzheimer’s disease quiz (Ayalon & Arean, 2004) was adapted, which the 

authors stated was necessary to support the needs of their participants, although the 

reliability and validity of the adapted questionnaire was not reported (Khonje et al., 2015). 

Furthermore, the application of the questionnaire was through isiXhosa translators who 

accompanied the English-speaking researchers, although there is no information on the 

consistency of translations that occurred (Khonje et al., 2015).  

Study Characteristics 

Studies were completed in Tanzania (Hindley et al., 2016; Muschi et al., 2014), Republic of 

Congo (Kehoua et al., 2019), and South Africa (Mkhonto & Hanssen, 2018; Khonje et al., 

2015). Studies included the exploration of: community knowledge, attitudes and experiences 

of people with dementia (Muschi et al., 2014; Khonje et al., 2015); understanding traditional 

healers and Christian faith healers knowledge of dementia and how to support people with 

dementia (Hindley et al., 2016), and the cultural beliefs of people with dementia, family 

members, nurses, traditional healers and church leaders regarding dementia as witchcraft 
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(Mkhonto & Hanssen, 2018; Kehoua et al., 2019). Refer to Table 1 for further details of each 

study. 

Study Designs 

Qualitative data collection methods included semi-structured interviews (Muschi et al., 2014; 

Hindley et al., 2016), narrative interviews (Mkhonto & Hanssen, 2018) and non-directive 

interviews and participant observations (Kehoua et al. 2019). Quantitative data collection 

methods included the Alzheimer’s disease Knowledge Scale (Carpenter, Balsis, Otilingam, 

Hanson, & Gatz, 2009) and open and closed questions of a questionnaire adapted from the 

Alzheimer’s disease quiz (Ayalon & Arean, 2004), which included sections on: knowledge, 

attitudes, experiences and practices towards people with dementia (Khonje et al., 2015). 

Participants 

The number of participants within the qualitative studies ranged from 8 – 66, with a total of 

227, which included: nurses (n=10), family member caring for a person with dementia 

(n=97), people with dementia (n=81), traditional healers (n=17), GP (n=1), and Christian faith 

healers (n=18). The quantitative cross-sectional study recruited 100 community members 

living in the township of Khayelitsha, of whom 68% were women (Khonje et al., 2015).  

Themes 

Three themes emerged from the analysis: 1) poor knowledge of dementia and the belief of 

dementia as witchcraft; 2) challenges of supporting a person with dementia in the 

community; 3) health seeking behaviour of and for people with dementia. 

Poor knowledge of dementia and the belief of dementia as witchcraft 

People living in the community did not recognise or understand the term dementia, and 

therefore the disease could not be described (Mushi et al., 2014). Similarly, faith healers and 

traditional healers did not know the word dementia, although understood the symptoms of 

dementia (Hindley et al., 2016). Nurses working in a care home also acknowledged a lack of 

understanding of dementia prior to commencing their current role, however caring for people 

with dementia supported the development of their knowledge (Mkhonto & Hanssen, 2018).  

Beliefs of dementia and the causes of dementia could be contradictory and held 

simultaneously. Khonje et al. (2015) found participant’s (n=100) believed dementia was 

related to witchcraft (28%), punishment from ancestors (18%) or God (14%), although 87% 

accurately understood dementia to be a disease of the brain. Faith healers and traditional 

healers believed the causes of dementia included witchcraft, possession by devils, ancestral 
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problems and punishment by god, but also: aging, other diseases and stress (Hindley et al., 

2016).  

Witchcraft was associated with people who demonstrated strange and abnormal behaviours 

according to community norms (Mkhonto & Hanseen, 2018). Informal family caregivers living 

in urban (68.4%) and rural (26.9%) areas identified accusations of witchcraft against their 

relative, due to these accusations families suffered physical, psychological and financial 

abuse (Kehoua et al. 2019). When a person who had been accused of witchcraft or being a 

witch was diagnosed with dementia, they were still believed to be dangerous, violent and 

needed to be avoided (Khonje et al., 2015). Beliefs of witchcraft also caused people to fear 

people with dementia and fear for their property (Mkhonto & Hanseen, 2018).  

Challenges of supporting a family member with dementia in the community  

Challenges of caring for a family member with dementia in the community included: not 

knowing how to provide care, the concern that someone with dementia would not cooperate 

and receive care, and the person with dementia would cause destruction to the family home 

if left alone (Khonje et al., 2015). The constant worry of not leaving a person with dementia 

alone needed to be balanced with keeping them safe and the need for the family caregiver 

to complete other activities outside of caring. The balance of keeping the person with 

dementia safe, while the family caregiver was not at home led to the person with dementia 

occasionally being locked alone inside the family home (Muschi et al., 2014).  

A further challenge for family members providing care was the isolation that the situation 

created. Family members reported communities and their own relatives would not support 

them to care for the person with dementia, due to fear and cultural beliefs of dementia as 

witchcraft (Mkhonto & Hanseen, 2018). Nurses feared for people with dementia, as they 

identified physical abuse, which occurred to people with dementia whilst living in the 

community, due to the community’s belief that the patient was a witch, therefore the care 

home was a necessary and safe place for them to receive care (Mkhonto & Hanseen, 2018).  

Health seeking behaviour of and for people with dementia  

Health seeking behaviours overlapped with participant’s beliefs of dementia; 54% sought 

help from modern healthcare providers, 32% from faith healers, and 15% from traditional 

healers (Mushi et al., 2014). Help from traditional and faith healers were more likely to be 

sought if their beliefs of the cause of dementia included witchcraft or punishment from God 

(Khonje et al., 2015). Traditional healers provided treatment with unknown herbs, whilst faith 

healers provided prayers and medication, and those who believed dementia was related to 

witchcraft reported an improvement in their symptoms, but not a cure (Hindley et al., 2018).  
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Health seeking behaviour was also pluralistic, 73% of people with dementia reported seeking 

help from more than one source, although modern care and faith healers were reported as 

more being the most effective (Muschi et al., 2014). The pluralistic nature of healthcare was 

discussed, as faith healers and some participants were concerned traditional healers would 

not support collaboration with modern care (Hindley et al., 2016). Traditional healers 

reported they would not refer people with dementia to modern care because the cause of 

dementia was witchcraft and ‘doctors cannot manage witchcraft’; this belief was congruent 

for some people with dementia and their family members (Hindley et al., 2016). 

The complex nature of pluralistic health seeking behaviours are not consistent across urban 

and rural areas in the Republic of Congo (Kehoua et al. 2019). Informal family caregivers 

living in urban communities first sought care for the person with dementia from church 

leaders (68.4%), and when the treatment provided was unsuccessful, sought care from 

traditional healers (26.3%). Whereas, informal family caregivers living in rural areas first 

sought care from traditional healers (58.5%), and then church leaders (29.4%). Only one 

person with dementia living in the urban area visited a GP, and two people living with 

dementia in the rural area were admitted to hospital, suggesting a lack of collaboration 

between church leaders, traditional healers and modern healthcare provision across both 

urban and rural areas. 

DISCUSSION 

Three broad themes emerged from the literature. First was the overall poor knowledge of 

dementia and the belief of dementia as witchcraft, this involved the holding of incongruent 

beliefs such as an accurate understanding of dementia as a disease of the brain and 

dementia as witchcraft. Secondly, the challenges of supporting a family member with 

dementia in the community with dementia was related to a lack of understanding on how to 

provide care, and the isolation caused by the stigma of dementia as witchcraft. Lastly, 

health-seeking behaviour of and for people with dementia was pluralistic in nature, 

supporting underlying beliefs of dementia as witchcraft but also seeking modern care. 

Therefore, in order to ameliorate these challenges three key strategies have been developed 

and are discussed below. 

Need for dementia education 

Poor knowledge and misconceptions of dementia were identified in this review, and these 

were found amongst people with dementia, their families, nurses, faith and traditional 

healers. Contemporary research supports this finding, as participants from Africa and Asia 

had significantly less knowledge of cognitive decline and dementia compared to those from 
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Europe, US and Canada, even when education levels were accounted for (van Patten & 

Tremont, 2018). Therefore, there is a need for education and training of nurses and other 

healthcare professionals to support diagnosis, treatment and care, alongside public 

awareness of dementia as a biological disease.  

Health awareness and education of dementia needs to commence with the introduction of 

the term dementia, as there is no equivalent term in many of the local languages in sub-

Saharan Africa (Faure-Dalage et al. 2012; Muschi et al. 2014; Hindley et al. 2016). The 

introduction of the term of dementia and the symptoms of dementia from a modern 

healthcare perspective can begin to challenge the beliefs of dementia as a condition that is 

‘beyond human control’ (Guerchat et al., 2017). Challenging cultural beliefs of dementia 

needs to occur to support the understanding of dementia as a medical condition, which to be 

diagnosed, treated, and the implementation of long-term support from healthcare 

professionals. 

The delivery of health education and promotion in sub-Saharan Africa to support public 

awareness and education of dementia is possible through previously applied frameworks. 

Currently health education has focused on providing knowledge to prevent diseases, such 

as cardiovascular disease, hypertension and diabetes (Abanilla et al., 2011; Cappuccio, 

Kerry, Micah, & Plange-Rhule, 2006). These health education interventions were successful 

due to their approach of engaging with local communities, Abanilla et al. (2011) implemented 

a cardiovascular disease prevention programme within faith-based organisations, while 

Cappuccio et al. (2006) obtained the endorsement of local chiefs and community leaders to 

support a programme to reduce salt intake. When considering how to improve public 

awareness and understanding of dementia, engagement with faith and traditional healers as 

well as local chiefs and community and church leaders is essential to support the awareness 

of dementia as a biological disease throughout communities in sub-Saharan Africa, and 

begin the process of disconnecting the symptoms of dementia with witchcraft.   

Need for community support to care for a person with dementia  

Family members caring for someone with dementia in Tanzania and South Africa lacked the 

necessary knowledge and skills, which demonstrates a need for community based services 

to inform and support both the person with dementia and their family members. Cognitive 

stimulation therapy (CST), although developed in high income countries is a low-resource 

non-pharmacological strategy for people with dementia that improves quality of life, cognition 

and reduces dependence on community support (Augiree et al., 2014). The implementation 

of CST for all people with dementia regardless of the income status of the country is 

essential (Prince, Albanese, & Guerchet 2014). CST is a programme that engages with 
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people with dementia through respect and activities that stimulate discussions, promoting 

learning and the formation of new neuronal connections (Hall, Orrell, Stott, & Spector, 2013). 

A feasibility study for the adaptation of CST for use in Tanzania and Nigeria found 

substantial improvement in participant’s cognition and behavioural symptoms (Mkenda et al., 

2011). Therefore, there is tentative support and evidence for CST in sub-Saharan Africa as a 

low-cost sustainable approach to support people with dementia and their families.  

Need for a pluralistic approach to dementia  

The pluralistic approach to health seeking behaviours identified in this review from modern 

care, faith healers, traditional healers and church leaders is a recognised approach in Sub-

Saharan Africa (Gurechat et al. 2017). Medical pluralism or pluralistic healthcare is the co-

existence of multiple health care providers within one geographical location (World Health 

Organisation, 2013). Pluralistic healthcare in Ghana has been widely acknowledged with 

biomedical and traditional healthcare existing in parallel, but simultaneously integrated by 

patients (Moshabela, Schneider, Silal, & Cleary, 2012; Sato, 2012).  

Pluralistic healthcare can impact negatively on patient outcomes due to delayed diagnosis 

and appropriate treatment. The exploration of collaboration between modern healthcare and 

traditional healthcare within the provision of biomedical HIV treatment, found the need to 

support both a patient’s spiritual needs and biomedical needs (Audet, Ngobeni, & Wagner, 

2017; Zuma, Wight, Rochat, & Moshabela, 2018). Therefore, highlighting the importance of 

maintaining an integrated approach to support a patient’s health and well-being (Zuma et al., 

2018). An integrated care model to support people living with dementia and their families 

across sub-Saharan Africa has yet to be developed. Further research to support the 

understanding of how to integrate traditional and modern healthcare for people with 

dementia and their families’, whilst addressing cultural beliefs of dementia is urgently 

required. 

The effectiveness of an integrated approach depends on the education of traditional 

healthcare providers, with the inclusion of when it is appropriate and necessary to refer 

patients to biomedical services (Audet et al., 2017). The education needs of traditional and 

biomedical healthcare providers regarding dementia is essential to address to support an 

integrated pluralistic healthcare approach to support people with dementia and their families. 

An integrated pluralistic healthcare approach in dementia is especially important including 

supporting the biomedical aspect of dementia and the psychosocial impact on the person 

with dementia and their family members. 

Limitations 
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Only papers published in the English language were included in this review, which due to the 

subject matter is a limitation. However, this review highlighted a number of abstracts 

presented at international conferences exploring dementia in Africa, although no full papers 

from these streams of work were found. The abstracts explored dementia sensory simulation 

training in Kenya (Chira Kangethe, & Mutunga, 2016), and the challenges of obtaining 

healthcare by people with dementia in Ghana (Spittel & Wolf-Ostermann, 2013). Therefore, 

there is a need for these research studies to be published beyond that of an abstract. 

CONCLUSION 

The results of this review identify the need to progress beyond a focus on the prevalence, 

incidence and risk factors of dementia in sub-Saharan Africa. There is now an urgent need 

to explore the diagnosis, treatment and care of people with dementia in sub-Saharan Africa. 

This includes the need for community support through low-resource interventions such as 

CST, a pluralistic approach to providing healthcare and public education, all of which need to 

challenge cultural beliefs of dementia as witchcraft to support a reduction in stigma and an 

increase in support for people living with dementia and their families.  

RELEVANCE TO CLINICAL PRACTICE 

Nurses are the best-placed healthcare professionals to support the dissemination and 

implementation of dementia awareness and non-pharmacological interventions to support 

people with dementia and their families to remain living well in the community. However, this 

review identified the lack of knowledge and understanding of some healthcare professionals 

of dementia until working with patients with dementia, therefore the inclusion of dementia in 

undergraduate nurse training is essential. Nurses and those caring for patients can only 

provide person-centred care and support for a person with dementia and their family if they 

understand their cultural beliefs. 
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Table 2: Overview of included papers 
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Year 

Country 
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Data Analysis 
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Results Discussion 

Hindley et al. 

2016 
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To explore how 

traditional healers and 

Christian faith healers 

understand and manage 
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and why people with 

dementia present to 

these healers 

In-depth semi-structured 

interviews 

 

Convenience purposive-

stratified sample 

 

Thematic analysis 

 

Traditional healers (n=11) 

Christian faith healers (n=10) 

People with dementia (n=18) 

Family caregivers (n=17) 

Three themes emerged: 

 

-conceptualisation of dementia by 

healers as a normal part of the 

ageing process 

 

-people with dementia 

and family members’ reasons for 

seeking help from healers was due 

to the concern it was witchcraft 

and the need for treatment, such 

as prayers and herbs  

 

-all participant were open to the 

idea of collaboration with 

allopathic healthcare services 

Traditional healers (TH) and faith 

healers (FH) both identified the 

cause of dementia as: old age, 

other diseases, stress, witchcraft, 

and possession by devils, 

ancestral problems or God’s 

punishment. 

 

FHs believed prayers would 

improve a person’s memory 

problems, however TH would not 

treat a person with herbs if they 

thought their condition was due 

to old age. 

 

People with dementia visited THs 

because they believed their 

condition was due to witchcraft, 

and obtained courses of unknown 
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herbs. Whereas, FH would visit 

the person with dementia at their 

home to pray for their health 

rather than provide treatment. 

  

Kehoua 

2019 

Republic of 

Congo 

To explore the social 

representations of 

people with dementia, 

and the consequences 

of witchcraft 

accusations in urban 

and rural areas of the 

Republic of Congo 

Non-directive interviews and 

participant observations 

 

Qualitative analysis 

 

Urban participants (n=51): 

-people with dementia 

(n=19) 

-informal carers (n=19) 

-General Practitioner (n=1) 

-traditional healers (n=4) 

-church leaders (n=5) 

-members of customary 

jurisdiction (n=3) 

 

Social interactions with informal 

caregivers 

-main (daughter-in-law) and 

privileged (grandchildren) 

caregivers were identified 

 

Therapeutic itineraries 

-urban caregivers itineraries: 

1. church leaders, who provided 

exorcism sessions and plants 

revealed by divine inspiration 

2. traditional healers, who 

provided medicinal plants 

3. Only one person visited the 

above and then a GP 

-rural caregivers itineraries 

There is a need to work with all 

therapeutic providers to identify 

people with dementia. 

 

In the Republic of Congo the 

stigma and social representations 

of dementia and informal 

caregiving impacts on health 

seeking behaviours. 

 

The need for dementia 

awareness across society in the 

Republic of Congo is crucial to 

support effective interventions 

and support for people living with 

dementia. 
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Rural participants (n=42): 

-people with dementia 

(n=19) 

-informal carers (n=19) 

-nurses (n=3) 

-traditional healers (n=2) 

-church leaders (n=3) 

 

1. traditional healers 

2. church leaders 

3. nurses in emergency 

departments 

 

Accusations of witchcraft against 

people with dementia: 

Urban areas 68.4% 

Rural areas 29.6% 

 

Khonje 

2015 

South Africa 

To explore the 

relationship between 

dementia knowledge, 

attitudes and practices 

toward people with 

dementia in an urban 

community setting 

Cross-sectional 

Questionnaire (open and 

closed questions): 

-dementia knowledge and 

understanding 

-dementia attitudes 

-dementia practices 

-30 closed questions 

-8 open questions 

Dementia knowledge 

-dementia knowledge was lacking, 

only 10% knew the term dementia 

-a proportion believed that 

dementia was a curse or due to 

witchcraft (28%) 

 

Dementia attitudes 

Limited knowledge of dementia 

was demonstrated by the 

participants in this study 

 

The lack of knowledge of 

dementia did not influence their 

tolerance to people with 

dementia 

 

Knowledge concerning elder 

abuse was demonstrated, 
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Descriptive statistics 

Chi-squared tests to evaluate 

relationships 

 

Cluster sample (n=100) 

-participants would share their 

house with a family member with 

dementia (88%) 

-a proportion believed a person 

with dementia was responsible for 

their own illness (7%) 

 

Dementia practices 

-participants reported not knowing 

how to care for a person with 

dementia  

-elder abuse was understood (64%) 

and participants were able to 

identify elder abuse (97%) 

 

including indicates of abuse of 

elders with dementia and 

participants knew of community 

services for abused elders 

 

The importance of education 

throughout the community 

through workshops in schools, 

halls, churches 

Mkhonto and 

Hanssen 

2018 

South Africa 

To explore the link 

between culture and 

dementia with a focus 

on the influence of the 

belief in dementia as 

witchcraft and 

people with dementia 

are witches 

Open, narrative interviews 

 

Purposive sampling 

 

Content-focused 

hermeneutic approach  

Two themes emerged: 

 

-belief in witchcraft: any person 

who behaved strangely or 

abnormally would be consider to 

be a witch, which would cause 

Accusations of witchcraft 

continue and within this study 

were directed towards vulnerable 

older women. An element of 

ingrained fear of witchcraft led to 

violent acts against these women, 

which led some to be cared for in 

a nursing home 



 

27 
 

 

Phenomenological analysis 

 

Family members (n=1) 

Nurses working in a care 

home (n=7) 

people to become fearful of this 

person 

 

-need for dementia knowledge and 

education: nurses viewed this as a 

priority for the general public and 

the need for sessions to be 

delivered widely including in 

churches and schools 

 

Nurses beliefs and perceptions of 

dementia as witchcraft only 

changed due to working in a 

nursing home with people with 

dementia 

 

The importance of education for 

the general public, and health 

care professionals remains 

essential 

 

Mushi 

2014 

Tanzania 

To explore how the 

community describes 

dementia and the 

experiences of people 

with dementia and their 

family members, 

including social support 

 

Cross-sectional qualitative 

study 

 

Purposive sample 

 

Content analysis 

 

Four themes emerged: 

 

-lack of knowledge of dementia, no 

participant knew the term 

dementia, some participants (n=9) 

believed dementia to be a curse or 

witchcraft 

 

-symptoms identified as dementia 

included forgetting: things or 

The knowledge of dementia in 

these participants was 

inadequate and was generally 

accepted as a problem of old age 

and therefore family members 

lacked the basic skills to care for a 

person with dementia 

 

Education regarding the risk 

factors, cause, treatment and 

care people with dementia are 

urgently required at family level 
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25 paired interviews (a 

person with dementia and a 

carer) 

16 interviewers with carers 

places, people and repeating the 

same stories 

 

-health seeking behaviour included 

seeking modern care alongside 

prayers and help from traditional 

healers 

 

-social and economic support was 

received from close family 

members and friends 

and at a national policy level to 

support the implementation of 

community-based dementia 

interventions 

 

 

 

 

 

 


