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ABSTRACT 

 This dissertation consisting of three case studies, examines how the intersection of 

biomedicine and indigenous medicine in South Africa has formed and reformed 

indigenous medical practice over the past century. South Africa, like many other 

countries, has emerged from colonialism with the need to reassert its indigenous 

practices. In the case of medicine, this reformation is of particular importance because the 

last several decades have seen the development of the HIV/AIDS pandemic. Yet the 

contemporary discourses and policies surrounding indigenous medicine have much in 

common with their colonial predecessors. This research is interested in the way medicine 

has been constituted in a post-colonial context. In particular, how has the intersection of 

indigenous and biomedicine reconfigured and respatialized medicine in South Africa? 

The ways the colonial government acted to regulate indigenous medicine in 

essence simplified the practice and divided it into subcategories- ‘natural’ medicine (e.g. 

herbs), ‘modern’ medicine (e.g. stethoscopes) and ‘supernatural,’ (e.g. throwing bones). 

The natural was the only category of practice legal in the country. Even as the 

government structure changed, and the previously disadvantaged eventually came to lead 

the country, these categories still persisted. As such, when a crisis like HIV/AIDS strikes 

and the need to enroll the help of the indigenous healers becomes clear, calls for their 

regulation, as a way to gain their assistance, are made. Although the current call does not 

aim to limit the number of healers, there are similar public health goals of rooting out the 

‘bad’ indigenous healers.  

Overall three major findings emerged: First, colonial regulations are re-introduced 

in a post-colonial context as discourses, which are then reinstated as policies; second, 
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policy over the past century tends to view indigenous medicine in a simplified form (i.e. 

as plant-based and natural); and third, there is a constant tension between biomedicine 

and indigenous medicine where biomedicine works to extend its spaces of practice into 

the indigenous realm. 

  



12 
 
 

CHAPTER 1: INTRODUCTION 

Introduction 
The understanding of what constitutes medicine varies by era, location, culture, 

age, political and socioeconomic conditions. In many cases, the construction of medicine 

by a particular group conflicts with the dominant understanding. This has been the case in 

many former colonies, as medicine as practiced by the indigenous population has 

conflicted with western biomedicine.1 This project has come out of more than a decade of 

work in South Africa, where indigenous medicine2 and biomedicine have been practiced 

simultaneously for more than a century. I begin by examining colonial regulation of 

indigenous medicine, and show how regulation shifted the spaces of practice by limiting 

what aspects could be legally practiced. I then examine how the British and American 

media, from 1980-present, portrays indigenous medicine and healers and how that shifts 

with the introduction of HIV/AIDS as a dominate news story. I end with a current 

assessment of policies in place attempting to integrate indigenous medicine into the 

national health care system and show how these policies actually work to simply and re-

spatialize the practice.  

 

 
                                                      
1 I will use the term ‘biomedicine’ throughout this dissertation. Biomedicine is often called ‘western 
medicine’ or ‘modern medicine’ and refers to a medical model based on a scientific, biologically 
based approach to the body and illness. 
2 I am using the term ‘indigenous medicine’ throughout most of this dissertation’s introductory 
chapters. This system of medicine is commonly called ‘traditional medicine’ in South Africa, but I 
am choosing not to use that term because it implies a static system which does not incorporate 
modern innovation. However, in the papers in Appendix B and C the term traditional medicine is 
used because that is the term used in the documents I examined. 
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Research papers 

This dissertation consists of three distinct, yet related research projects. The first 

paper (Appendix A) is a colonial history of indigenous medicine in South Africa. This 

paper, titled “Colonial Medicine in South Africa: The Regulation of Nature, Witchcraft 

and Stethoscopes” has been submitted and is under review at the Journal of Southern 

African Studies. This article uses archival data from pre-apartheid colonial South Africa 

(1910-1948) to explain how colonial medical regulation operated. Colonial regulations 

outlawed the use of witchcraft, or any other supernatural diagnostic or healing practice, 

and restricted the use of materials and implements considered modern (such as 

stethoscopes) by indigenous healers. The use of herbs and other materials found in the 

local environment by indigenous healers was tolerated, and I argue that this coupled 

indigenous practitioners to specific visions of nature and bound them to circumscribed 

places on the land.  

The second paper (Appendix B), titled “Anglo American media representations, 

traditional medicine, and HIV/AIDS in South Africa: from muti killings to garlic cures” 

is in press in GeoJournal. This paper examines the American and British press’ portrayal 

of indigenous medicine in South Africa. I found that before HIV/AIDS became a leading 

story (around the year 2000), indigenous medicine and indigenous medical practitioners 

were portrayed as either dangerous witches, capable of killing children for body parts to 

use in medicine, or as quaint attractions, a fun stop for tourists wanting to see the real 

Africa. After HIV/AIDS broke as a major story, the tone shifts to a more serious one 

where indigenous healers are necessary partners in the fight against HIV. This 

participation is limited, however, to advising patients to take their antiretroviral (ARV) 
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drugs and referring those who may have HIV to biomedical facilities. The need for 

partnership is tempered by the need for regulation and control over activities seen as 

potentially dangerous by the west.  

 The third paper (Appendix C), “The Integration of Dreams and Drugs: South 

Africa’s Effort to Regulate Traditional Medicine”, comes out of interviews, surveys, and 

participant observation of indigenous healers as well as of biomedical doctors and nurses. 

In this paper I analyze contemporary government policies promoting the integration of 

indigenous medicine into the national health care system. I then compare the policies to 

the actual practice of healers working today. I conclude that the policies simplify the 

practice of indigenous medicine in an attempt to regulate them. These simplifications, 

similar to those of colonial regulation, portray indigenous medicine as a plant-based, non-

spiritual, aspatial practice, when in fact, quite the contrary is true. Although the policies 

state they were designed to protect indigenous healing knowledge, their assumptions 

about indigenous medicine actually act to erase the practice through an increase in the 

spatial extent of biomedicine, through training programs for indigenous healers, and 

through attempts to catalogue indigenous medicines. 

Background 
During the colonial era, South Africa passed a series of laws that regulated the use 

of indigenous medicine. By 1862 laws forbid sangomas, healers who use clairvoyant 

powers to diagnose the cause of illness or misfortune, to practice. Healers were termed 

‘witchdoctors’ and images of wild medicine men were published in European newspapers 

further promoting the image (Paarl 2003). Inyangas, herbalists who did not necessarily 

use clairvoyant or supernatural powers, were still sanctioned throughout most of the 
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country until 1928. It was then, under the Medical, Dental and Pharmacy Act of 1928, 

that practicing herbalists were barred in all parts of the country except Natal, where one 

could legally practice if granted a license (Flint 2008). 

In South Africa, as in many other colonized places, conflicts between the 

biomedical community and those practicing African indigenous medicine were common. 

Flint (2001) documents how the white doctors practicing biomedicine did not want to 

compete with the indigenous healers, and regulating the practice of indigenous healers, or 

outlawing it all together, was one way to insure business for the white doctors. The 1928 

Act also outlawed the indigenous use of ‘European’ methods of diagnosis and treatment, 

for example forbidding the use of stethoscopes by inyangas. Since it was also illegal to 

use divination to diagnose, most indigenous healers were practicing under restrictions 

which essentially relegated them to merchants of herbs.  

During apartheid, these regulations stayed in place. It was not until the end of 

apartheid and the establishment of a democratic government that restrictions began to be 

lifted. Some, like the Suppression of Witchcraft Act is still in place, but this is due to the 

provision which makes it possible to prosecute those who accuse others of being a witch. 

In the past decade several people have been charged under this law if the person they 

accuse of being a witch is later killed by community members who think they are killing 

a witch (Diwan 2004). The new government began to realize the importance of 

integrating the indigenous system in the national health care system. This began with the 

inclusion in the 1996 National Drug Policy which formally recognized indigenous 

medicine. Then the 2004 Traditional Health Practitioners Act (reintroduced in 2007) and 

the 2008 Draft Policy on African Traditional Medicine in South Africa were introduced 
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as an attempt to ‘integrate’ and ‘institutionalize’ indigenous medicine (Department of 

Health 2008).  

HIV/AIDS policy in South Africa 
By the end of the 1990s, South Africa was facing a new medical threat- that of 

HIV/AIDS. The government, not without controversy, declared that indigenous medicine 

was going to be on the front lines of the fight against HIV/AIDS. South Africa has one of 

the world’s highest rates of HIV infection, estimated at 5.7 million people, about eighteen 

percent of the adult population (UNAIDS/WHO 2008). In many rural areas over forty 

percent of all pregnant women have tested positive (UNAIDS 2008) creating a health 

emergency of unprecedented proportions.  

Creating an effective and comprehensive strategy for dealing with this HIV/AIDS 

epidemic has not been easy, in part due to other pressing social and political issues that 

were coincident with the introduction of the disease. In 1982, when the first case of AIDS 

was diagnosed in South Africa, the country was in a state of emergency due to the policy 

of apartheid. When apartheid ended in 1994, 4.3 percent of all pregnant women were 

testing positive. By 1997, as the rate of infection continued to rise (Figure 1), the 

government began denying the severity of the problem (Schneider & Stein 2001; van der 

Vliet 2004; Butler 2005). In 1999, Thabo Mbeki was elected president, and only one year 

later, he began to publicly state he did not believe HIV caused AIDS. He stated on 

several occasions that ARV drugs may be “toxic” (van de Vliet 2004), discouraging their 

use despite pleas from the international community, activist groups, and other health 

organizations for him to reverse this position. His Minister of Health, Manto Tshbalala-

Msimang, promoted the use of “traditional” and nutritional medicines—such as beetroot, 
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lemons, and garlic—as legitimate treatments for HIV/AIDS. His administration decided 

not to fund ARV treatment for HIV positive people using public services, including 

pregnant women who were at risk to pass the virus onto their child. Butler (2005) claims 

there were two main paradigms in South Africa at the time. One was “a 

'mobilization/biomedical' paradigm that emphasized societal mobilization, political 

leadership and anti-retroviral treatments” and the second was “a 'nationalist/ameliorative' 

paradigm that focused on poverty, palliative care, traditional medicine, and appropriate 

nutrition” (p. 592). He states that government chose the latter due to the viability of the 

option.  

In 2003, the South African government finally devised a plan to distribute ARVs, 

only after the Treatment Action Campaign, an AIDS activist group, sued the government 

and won, forcing treatment to become available. By this time, it was estimated that the 

lack of action on the part of the government had cost 330,000 people their lives 

(Chigwedere, et al. 2008). ARVs have become more readily available; in 2004 it was 

estimated that only four percent of those needing ARVs received them, but that had risen 

to twenty-eight percent by 2007 (UNAIDS/WHO 2008). Yet even with this increase, 

many South Africans chose to use indigenous medicine either in conjunction with or 

instead of ARVs. In fact, some estimates are that eighty percent of South Africans use 

indigenous medicine (Wilkinson, Gcabashe and Lurie 1999; Richter 2003; Department of 

Health 2008), which suggests that it is a favored approach to treating illness within 

households across the country. In light of the fact that many HIV positive people in South 

Africa are using indigenous medicine, a historical and contemporary ethnological 
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approach to understanding why and how government regulation has affected the practice 

of indigenous medicine is crucial.   

 

Figure 1: Estimated Adult HIV prevalence in South Africa from 1990-2007 (Source: 
UNAIDS/WHO 2008) 
 

Health care delivery in South Africa 
 In South Africa, as elsewhere in the world, when an individual believes he or she 

is sick, decisions must be made as to what approaches must be taken to cure or lessen the 

sickness. According to Parr (2003), health care “refers to the care of human health 
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through the interventions of medical treatment or staff, usually in specific institutions or 

community settings. Care in this sense is understood as potentially covering the use of 

drugs, surgery, therapeutic regimes and medical expertise of various sorts” (p. 231). In 

South Africa, two such systems of care exist. The first is the indigenous health care 

system, where the healers, known commonly as sangomas or inyangas, use a 

combination of muthi (indigenous medicine) and spiritual healing (fighting witchcraft or 

appeasing the ancestors) to cure disease. The second system is the biomedical system, 

often called western or modern medicine. In South Africa, this occurs mostly in small 

clinics, staffed by nurses, public state run hospitals, private hospitals, and in doctor’s 

offices. For most of the rural or urban poor, the local clinic would be the first place one 

would visit for minor illnesses or injuries. If the illness was severe, the patient would go 

to a state-run hospital. Generally, only the middle or upper class can afford the private 

hospitals. 

When a household member is ill, the household must evaluate all options and 

assess their resources in deciding  the best location and system of care. According to 

Ashforth (2005a) cost may not be the major factor here as indigenous healing can cost 

more than many biomedical options (such as the state-run hospital or clinic). Factors may 

include what locations for care and practitioners of care are most trusted, and what the 

household members and sick person believe to be the etiology of the illness. The etiology 

of illness in a biomedical model includes biological factors, such as an infection by a 

virus with HIV. In the indigenous system, however, the possibility that a sick person has 

been bewitched thus causing the illness, also needs to be considered by the indigenous 

medical practitioner and patient. Yet, with an ever-connecting society, it is possible for 
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individuals to subscribe to multiple belief systems about their illness. It is also likely that 

households and individuals with sickness use multiple forms of medicine for treatment. 

The state, as we will see, adds to the contradiction, by sanctioning both forms of 

medicine, and neither, simultaneously.  

The Nature of Disease, the Role of the Patient 
This dissertation seeks to explore how medicine, as a material and as a practice, is 

reconstituted due to the interaction between the indigenous and biomedicine. I examine 

these intersections of the two forms of medicine, which occur in colonial and 

contemporary policy, and in on the ground practice, where biomedical doctors and nurses 

are working in the same communities, with the same patients, as the indigenous healers. 

As such, we must understand the disease etiology (ontology) of the two medicinal 

practices.  

Illness, in biomedicine, can have various causes. Some illnesses are infectious 

(caused by an outside organism), some genetic (inherited), and some degenerative (often 

called “lifestyle diseases”). Discursively, concepts of health in the Western body invoke 

war images in the “fight” against illness (Martin 1994). Our immune system is 

responsible for fighting off many illnesses, especially the infectious ones, but often, when 

our body cannot on its own, we must use drugs, invented by scientists, and prescribed by 

a trained and licensed medical doctor.  

Using HIV/AIDS as an example, in biomedicine AIDS (Acquired immune 

deficiency syndrome) is a syndrome, a collection of symptoms which are caused by the 

Human Immunodeficiency Virus (HIV). The HIV virus can infect a person in four ways 

1) through sexual contact 2) through contact with infected blood 3) from mother to child 
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during birth and 4) from mother to child through breast milk. The virus is said to be able 

to attack anyone exposed. Only by protecting yourself by practicing safe sex or 

abstinence, not sharing needles, avoiding blood and using safer delivery and feeding 

practices for babies, can one totally avoid infection. The HIV virus attacks the immune 

system, killing the T4 cells. At some point, usually about ten years after infection, the T4 

count falls below 200 and the person is considered to have full-blown AIDS. At this 

point, without treatment, the person dies within a year or two. The person usually dies 

from a variety of infections that healthy individuals are able to fight. The treatments 

offered by biomedicine to treat AIDS include a regimen of ARV drugs that limit the HIV 

virus from reproducing and thus keep an infected person’s T4 count higher. With a 

stronger immune system, the ‘opportunistic infections’ which usually are the main causes 

of death can be kept at bay, sometimes for decades.  

 The indigenous etiology of illness in much of southern Africa differs from the 

biomedical view. Often factors such as luck or witchcraft play a role in explaining why 

one gets ill. Liddle, Barrett and Bydawell (2005) explore the proximate and ultimate 

causes of illness in Sub-Saharan Africa. The proximate cause is what directly makes one 

ill but the ultimate cause is the reason they became ill. They give the example of a Swazi 

mother who accepts that her child gets diarrhea from the flies in his food (the proximate 

cause) but to solve the problem also needs to establish who sent the flies to harm her 

child (ultimate cause). Often, the ultimate cause is either witchcraft or the ancestors who 

sent the illness. That said, not all diseases are caused by witchcraft or ancestors.  In many 

cases, nutrition, stress, and overall well-being are recognized as main factors of illness.  
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 HIV/AIDS is often explained by witchcraft due to the combinations of symptoms 

that make up the illness (Liddle et al 2005, Ashforth 2005a). It seems to randomly infect 

young people, and it slowly saps their energy, and symptoms vary from person to person. 

This combination is expected in many cases of bewitching.  

History of South Africa 
This dissertation partially focuses on historical aspects of indigenous medicine 

regulation. Here I will briefly recount South Africa’s history since colonization to help 

situate my research. 

Colonialism 1652-1910 
 At the time of colonization, South Africa was occupied by number groups 

including the San, the Khoikhoi, the Nguni, the Sotho and the Tswana people. The first 

European settlers in South Africa were colonists under the Dutch East India Company 

and settled in what is now the Western Cape in 1652. From 1652 to 1806, about 25,000 

Dutch settlers (called Afrikaners) arrived and spread to the northern reaches of the 

country, dispossessing local people of their land and killing many of them along the way 

(Sparks 1990). Then in 1806, the British set up a permanent colony in the Cape and 

British settlers began to emigrate to South Africa, but never in numbers large enough to 

outnumber the Afrikaners (Christopher 2001). 

 The English and the Afrikaners lived separate lives and had separate identities in 

South Africa. Afrikaners settled north in extremely isolated parts of the country, and most 

became farmers, Boer in Afrikaans. Afrikaans nationalism grew strong and stayed strong, 

and many of the events, such as wars and conflicts over political control, which took 
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place in the late ninetieth and twentieth centuries, occurred in part because of the strong 

desire for Afrikaners to stay unified 

 A defining moment in South Africa’s history was the discovery of gold in 1886. 

Suddenly the poorest region in South Africa, the Transvaal, became the richest gold 

mining area in the world (Callinicos 1981). This huge deposit of gold presented great 

opportunities for wealth and prosperity, but the issue of labor was a concern. The mines 

needed huge amounts of cheap labor so a system was put in place to ‘encourage’ black 

men to move to the mines to work. The solution was to make it necessary for all Africans 

to earn cash income, so three taxes were implemented, all designed to ensure that 

Africans had to earn money. The Hut Tax was an annual one-Rand tax on every hut. In 

the early 1900s this took one man three month’s labor to earn. Every man also had to pay 

a Toll Tax of two Rand a year. Finally, in the Cape, there was the Labour Tax, which was 

one Rand a year, which did not have to be paid if the man could prove he worked for 

wages for three months that year (Callinicos 1981). Just to pay the taxes a man would 

have to work for about nine months. 

 As a result of these taxes most African men were forced to find employment. 

Since very little paid employment was available in the rural areas where many blacks 

lived, the most common way to find labor was to become a migrant worker, usually in the 

mines. The men would leave home for the majority of the year and work in extremely 

dangerous and hard conditions in the mines. They lived in hostels set up by the mining 

companies. Women and children were not allowed to live with the men, creating a social 

situation that was unhealthy for families left behind, as well as for men living without 
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their families. The legacy of the migrant workers system is still in place today. It is a 

system which has likely contributed to the high HIV rate in the country (Campbell 1997). 

The Early Twentieth Century 1899-1948 
From 1899 to 1902, the Anglo-Boer War was fought over the control of the Rand, 

the area in the Transvaal where the gold was located. The British victory created an 

English state where English was the official language and English settlers controlled the 

country. In 1910, the Union of South Africa was established with four provinces: Natal, 

Cape Province, Orange Free State, and Transvaal. During the time of English rule in the 

early twentieth century many laws were created that would later become the backbone of 

apartheid. The 1913 Natives Land Act divided the land, setting aside the vast majority of 

the land for white farmers. In 1936, the act was modified and about thirteen percent of 

land was set aside for blacks. It became illegal for blacks to buy land in white areas, 

except in the Cape Province where the courts disallowed the act.  

The term apartheid, meaning separateness in Afrikaans, was first used in the 

1930s as a possible solution to the ‘Native question’ (Meredith 1988). The National Party 

(NP), an Afrikaans party, used the term as its platform for the 1948 election. They 

proposed that every aspect of life, from facilities, to transportation, education, and 

residence, be segregated according to four racial groups: Black, White, Indian and 

Coloured. In May 1948, they were victorious and apartheid became the official policy of 

the state. 

 Once the apartheid government took control, segregation in the country became 

even more pronounced. The first, and arguably one of the most influential, policies was 

the creation of African nation-states within South Africa. The government planned to 
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move all Africans into Bantustans or homelands, and grant them independence. This way 

South Africa could be solely a white state. Africans were divided by linguistic ethnic 

group and a ‘native reserve’ was created for each group. At that point in time, none of the 

ethnic groups had significantly more members than the whites, therefore lessening their 

threat (Christopher 2001). It was a strategy of divide-and-conquer. 

The African National Congress (ANC), led by Nelson Mandela, fought 

apartheid’s oppression. Mandela spent twenty-seven years in prison for his actions to 

overturn apartheid, and was finally freed in 1990. In 1994, the first all-race election was 

held and the ANC, with Mandela as President, took over. The ANC has won every 

election since then with huge majorities. In 1999, Mandela stepped down and Thabo 

Mbeki became President. He was asked to step down in 2008, and Kgalema Motlanthe 

took over for the rest of the term. In 2009, Jacob Zuma was elected President, and 

currently holds the office.  

Health Geography, Vulnerability and HIV/AIDS in South Africa 
Debates over the direction of medical geography in the 1990s exposed a widening 

gap in the approaches taken by researchers. Kearns and Moon (2002) ask “whether there 

has been significant transformation over the past decade” (p 606) to a new health 

geography, which uses ‘critical’ research (Parr 2004) different from the positivist 

approach traditionally taken by medical geographers. More critical work, including 

feminist approaches (Craddock 2000; Dyck 1995; Dyck 2001), research examining the 

various ways health care is practiced in non-western settings (del Casino 2001; 2004), the 

importance of informal health care in developing countries (Robson and Ansell 2000) 
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have all added to the “increased interest in well-being and broader social models of health 

and health care” (Kearns and Moon 2002 p. 606).  

Yet, the debate about the direction of health geography has not ended. Parr (2003) 

for example, stated the need for more post-colonial health geography research, and 

recently King (2010) called for health geographers to consider the benefits of a political 

ecology approach to the study of health. The call for using political ecology is not new 

(Meyer 1996; Robbins and Bishop 2008), and some works, including Barnett and Blaikie 

(1992) which examined the ecological and household impacts of HIV infection in 

Uganda use a classic political ecology approach.  

With health geography, as well as other social science of health studies, 

vulnerability as an approach to understanding sickness is commonly used (Gould 2005). 

It is known that the more vulnerable populations, including the poor, women, children 

and those in the margins of society such as sex workers are often hardest hit by disease 

(Kalipeni 2000, Oppong 1998). It has also been established that the poor are more 

biologically vulnerable to diseases including HIV. Studies in nutrition have showed that 

nutritional deficiencies may lead to biological vulnerability to HIV and other diseases 

such as TB (Gillespie and Kadiyala 2004).  

In South Africa almost all indicators- child mortality, life expectancy, HIV 

prevalence rate- show that the ‘previous disadvantaged’ (the official term for non-white 

South Africans) are more likely to experience poor health (Statistics South Africa 2005). 

HIV rates are rising fastest among young women (estimated HIV prevalence rate of 12.7 

percent for females ages 15-24 versus 4.0 percent for males of the same age 

(UNAIDS/WHO 2008)), and the poor. Part of the vulnerability of young women, in 
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particular poor young women, is the extremely high rate of sexual violence. South Africa 

has the highest reported rape rate in the world. Almost one-third of girls report their first 

sexual contact to be rape (Jewkes and Abrahams 2002), and with HIV infection as high as 

it is, clearly many of these girls become infected through forced sexual activity.   

 Leatherman (2005) examines the ‘space of vulnerability.’ He argues that we must 

consider all the conditions of poverty to understand why some people get sick and some 

do not. Following Sen (1992), he argues that poverty is just part of the constraint that 

creates vulnerability. Poverty also limits the capability to engage in livelihood activities. 

Kalipeni (2000) argues that vulnerability also includes political and economic instability 

that can lead to the spread of diseases such as HIV.   

 One area of vulnerability understudied in geography is that of witchcraft, but in 

the case of indigenous medicine in South Africa, it can hardly be ignored. The perceived 

rise in witchcraft in post-apartheid South Africa (Comaroff and Comaroff 1999) is a real 

concern to many South Africans. Ashforth (2005a; 2005b) details the complexities and 

real dangers of living in a world with witches. He attempts to answer questions on how a 

modern democracy can adequately operate when the majority of its population feels the 

invisible forces of witchcraft.  

Nature/Society and Health 
This research not only explores concepts of medicine, but is directly interested in 

the construction of the indigenous and nature. The approach called for by King (2010), 

political ecology, is one way we can consider “how health is situated within political, 

economic, cultural and environmental systems that intersect to shape the spread of 

disease and decision-making options available to human populations.” (p 49). Political 
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ecology has many potential definitions (Robbins 2004), and none explicitly call for health 

studies, but Escobar’s (1999) interpretation where political ecology is “the articulation of 

biology and history, [which] examines the manifold practices through which the 

biophysical has been incorporated into history more accurately, in which the biophysical 

and the historical are implicated with each other” (p. 3) gives us room to consider the 

unfolding of disease as a social and natural phenomena.   

Colonial notions of the indigenous often revolved around local people’s tie to 

nature. Neumann (1998) shows how the colonial view of nature places some people, such 

as indigenous groups, inside and part of nature. Sluyter (2003) points out that those from 

the West, who are modern and are apart from nature, are unlike the “Rests”, indigenous 

people who are part of nature and therefore ‘unchanging’ (pg 221). Studies have shown 

how the construction of the indigenous as part of nature renders them invisible (Willems-

Braun 1997; Braun 2002) and incapable of managing nature (McDonald 2005; Fairhead 

and Leach 1996; Neumann 1998). Following Said (1979) the contemporary conditions 

for the acceptance or rejection of indigenous knowledge are prefigured by colonial 

history. For example, the colonial perception of the indigenous tied to nature, reflecting 

persistent modern assumptions (following Latour 1993), are present in numerous 

representations of indigenous medicine (i.e. healers using herbal medicines). 

A growing body of research indirectly links access to land and the experience of 

sickness. This literature explores the vulnerability of those with limited land tenure, 

especially women and orphans (Aliber and Walker 2006). A few researchers have begun 

to look at how land use changes when households are impacted by AIDS (Barnett and 

Whiteside 2002; Barnett and Blaikie 1992). These studies show that de-intensification of 
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agriculture takes place due to a lack of labor and leads increased vulnerability for the 

household food security. In some cases, the strategies used to offset the shortage of labor 

could lead to the loss of the land altogether. Drimie (2003) found that in Lesotho families 

rented out the land, but this led to the risk of losing the land either forcefully or though 

abandonment. 

Why South Africa? 
 South Africa was chosen as a study location for a number of reasons. First, I had 

extensive experience working in the region. Over the past twelve years I have established 

numerous contacts and am intimately familiar with Mpumalanga and Gauteng. Second, 

the country’s history makes it an ideal place to study the impacts of colonialism. The 

country was not only colonized with the rest of Africa, but the system of apartheid after 

the end of formal colonialism meant that many of the colonial systems were in place until 

just sixteen years ago. Third, the country has extremely high rates of HIV/AIDS and 

tuberculosis (TB). This sad fact means that many people are actively seeking health care 

and the health care system is a frequent topic of debate within the government, media, 

academic, and non-governmental arenas. Fourth, a high percentage of people do use 

indigenous medicine. Fifth, South Africa has one of the most advanced biomedical 

systems in the world, on par with the United States and most of Europe. All of these 

reasons make South Africa a good site for the study of the intersection of biomedicine 

and indigenous medicine, especially if examining this interaction through time.  

The three papers in this study all focus on the country of South Africa as a whole. 

Even so, much of my research took place in the northeast portions of the country, mostly 

with Nguni groups (Zulu, Swazi, and Ndebele). Figure 2 shows the communities where I 
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conducted interviews. Pretoria, being the country’s executive capital, is a multicultural 

city and those I interviewed were of various ethnic backgrounds. Ermelo is a medium 

sized town with a mostly Afrikaans and SiSwati population. Fernie and Mayflower are 

SiSwati villages, with a small Zulu population. Metsemadiba is primarily an Ndebele 

village.  

Figure 2: Map of study area 

Research questions 
 This research examines how medicine has been constituted in a post-colonial 

context. In particular, how has the intersection of indigenous and biomedicine 
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reconfigured and respatialized medicine in South Africa? The three research papers each 

explore this through a set of related questions: 

• How did regulations, along with other limits on the practice of indigenous 

medicine, work to spatially shift the practice of indigenous medicine in the 

colonial era? In particular, how did the colonial perception of indigenous 

medicine influence practice by healers? 

• How does the contemporary western media portray indigenous and biomedicine 

in South Africa and does the introduction of HIV/AIDS as a major news story 

shift this characterization? 

• What assumptions about indigenous medicine underlie the government’s 

contemporary integration policies? To what degree are these assumptions 

congruent with practices of indigenous medicine? Do indigenous healers 

participate in these policies or enroll them into their own practice? 

The remainder of this dissertation will specifically examine these questions and 

discuss the implications of the findings. 
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CHAPTER 2: PRESENT STUDY 
 

The methods, results, and conclusions of this study are presented in the papers 

appended to this dissertation (Appendices A, B, and C). The following is a summary of 

the most important findings in this document.  

Dissertation overview 
The three papers seek to better understand the points of intersection between 

biomedicine and indigenous medicine. The places and spaces of medicine have been 

reshaped, redefined and reformed several times over a century of regulation, discourse 

and practice. In a country where both indigenous and biomedicine are both tremendously 

important to the health care system, yet are ontologically different, understanding how 

the government (through policy) views them and how they view themselves is vital. This 

is especially true in a place with such high levels of disease, such as HIV/AIDS. 

This chapter will give an overview of each of the three studies conducted, and 

then discuss how they fit into one larger picture. Each paper is a unique study, each 

conducted independently (see Figure 3 for a timeline of research), yet the overall goal is 

to better understand the practice of medicine, in particular at the junction of indigenous 

and biomedical policy and discourse. I will next detail each study and then summarize the 

findings at the end of this chapter. 
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Dates Progress made 

February 2007 Comprehensive Exams 

2007-2009 ‘Anglo American media representations, traditional 

medicine, and HIV/AIDS in South Africa: from muti 

killings to garlic cures’ research, analysis and writing 

June-July 2007 Archival research in Pretoria, South Africa 

2007-2010 ‘Colonial Medicine in South Africa: The Regulation of 

Nature, Witchcraft and Stethoscopes’ analysis and writing 

January-March 2009 Research interviews and participatory observation in 

Pretoria, Ermelo, Mpuluzi, Fernie and Metsemadiba 

March 2009-2010 ‘Integration of Dreams and Drugs: South Africa’s Effort 

to Regulate Traditional Medicine’ analysis and writing 

Figure 3: A timeline of conducted research 

Study One: Colonial Medicine in South Africa: The Regulation of Nature, 
Witchcraft and Stethoscopes 

Overview 
This study is a historical examination of the regulation of indigenous medicine in 

South Africa from 1910-1948. In colonial South Africa, indigenous medicine was 

regulated, though a series of laws, in an attempt to discourage its practice. The 

regulations stemmed from both the desire of the biomedical practitioners to limit their 

competition and from the fears that indigenous healers were really just practicing 

witchcraft.  The continuation of that practice would mean that the African people would 

never be modern citizens. Regulations outlawed the use of witchcraft or any other 
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supernatural diagnostic or healing techniques. They also banned the use of any ‘modern’ 

or western medicine by anyone other than a biomedical doctor. This meant that 

indigenous healers were limited to the use of herbal medicines. Regulations further acted 

to spatialize indigenous medicine by limiting where it could be practiced through a 

system of granting licenses.  

Methods 
In July 2007, I spent three weeks in the South African National Archives 

Repository which houses all central government documents since 1910, collecting 473 

documents from 1910-1948 using keywords ‘medicine’ ‘traditional medicine’ and 

‘witchcraft’. The documents consisted of letters to and from officials, biomedical 

practitioners and indigenous healers, applications for inyanga licenses, court documents 

for healers accused of practicing illegally, and materials such as advertisements, 

newspaper articles and other secondary sources collected as evidence of wrong doing. I 

used a narrative analysis approach, by grouping the document into related 

‘conversations.’ Through these conversations I was able to piece together a chronological 

narrative. I then looked for themes in these conversations. Once I had a list of dominate 

themes, I went through all the documents again and pulled quotes related to each them 

and put those in a spreadsheet for easy viewing and comparing. The themes I found were:  

• White doctors fear of competition from indigenous healers. This group 

was mainly white doctors complaining to government officials that 

indigenous healers were practicing too close to them and taking 

potential patients from them. 
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• Indigenous healers are ‘quacks.’ This group was mainly white doctors, 

government officials, and ordinary citizens writing that the indigenous 

healers were ‘quacks’ and needed to be further regulated. 

• Witchcraft and the use of the supernatural. This group was a diverse 

group of letters and memos where white officials complained of the 

use of witchcraft, Christian missionaries noted their fears that 

witchcraft was prominent in African society, and indigenous healers 

either defending their rights to use the spiritual in healing (use of the 

supernatural), or their claim that they do not practice witchcraft.  

• Use of the ‘modern’ by indigenous healers. This was a collection of 

complaints that indigenous healers were using modern implements like 

stethoscopes in their practice. These were both letters and court cases 

where healers were accused of using modern practices. 

• Use of the natural (i.e. plants). These were references to herbal 

medicine used by healers. Letters, memos (from government officials 

as well as from indigenous healers), and court documents all discussed 

how this is the only truly African medicine.  

• Biopiracy. Several memos were put forth by indigenous healing 

associations accusing Europeans of biopiracy of the inyangas healing 

knowledge.  

• Urban/rural divide. These letters and memos discussed the differences 

between the urban and rural healers. 
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Findings 

Colonial archives reveal the way authorities actively suppressed the use of the 

supernatural and the modern by indigenous healers, defining legitimate indigenous 

practice as ‘natural’ and ‘local’ (see Figure 4). This occurred through a series of 

regulations which acted to both suppress indigenous medicine and promote the use of 

biomedicine. In sum, the regulations in place allowed indigenous healers to only treat 

other natives, treat them only in native areas, not travel to treat others outside of their 

province, and use what was defined as local and natural materials, i.e. roots, herbs, bark, 

animal parts, and other items ‘characteristically used by native medicine men.’ (Rex vs 

Ngcobo 1941). In addition, it was completely illegal to use any form of the ‘supernatural’ 

in healing. This would include ‘throwing bones’ or asking the ancestors for help. It also 

meant that seeking out witches was illegal (and, still this still is illegal today), so if one 

believed their problem was due to witchcraft, healers could not legally assist.  

The practical implication of these restrictions placed severe geographic limits on 

the indigenous healers. This occurred first by attempting to ruralise indigenous practice. 

Urban healers, who presented a more immediate threat than their rural counterparts, were 

often denied licenses to practice.  Secondly, since medicine was only legitimate if plant-

based, it was seen as only occurring in nature. These metaphorical plant-based boundaries 

transferred into physical boundaries tying medicine to the land. Healers were 

demobilized, much in the same way as a plant or rock is understood to be local, 

indigenous, or native.  
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Figure 4: Conceptual diagram of the categorization and legitimization of indigenous 
medicine by colonial officials 
 

But more profoundly, colonial regulations created distinctions that persisted into 

postcolonial South Africa, as we will see in the third paper of this dissertation (Appendix 

C). In addition, indigenous healers themselves came to embrace these understandings of 

the indigenous as natural, as they tied certain practices to a specific ‘nature’: African 

nature, found locally. Indigenous medicine continues to be viewed as natural, fixed in 

place, and local, despite the historical reality of a fluid combination of mobile practices. 

 

Study Two: Anglo American Media Representations, Traditional Medicine, and 
HIV/AIDS in South Africa: From Muti Killings to Garlic Cures 

Overview 
In this study, I use contemporary American and British newspaper articles to 

examine western representations of indigenous medicine. I found that from 1980-2000, 

NATURAL

SUPERNATURALMODERN
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before AIDS became a major news story, indigenous medicine was portrayed as exotic, 

dangerous, and quaint. The practice was not considered a serious medical option. Then, 

with introduction of AIDS as a dominant theme (after the year 2000), a new narrative 

surfaced, which called on indigenous medicine to help in the fight against AIDS. Yet, 

these calls also were conjoined to colonial thinking as they consistently called for the 

regulation of indigenous healers.  

Methods 
I examined articles from seven major American and British newspapers, chosen 

for their high circulation rates. American newspapers included: The New York Times 

(circulation 1,000,665), The Washington Post (circulation 622,714), USA Today 

(circulation 2,284,219), and The Los Angeles Times (circulation 739,147). British 

newspapers include: The Times of London (circulation 621,831), The Guardian 

(circulation 358,379), and The Daily Telegraph (circulation 835,497) (Audit Bureau of 

Circulation 2008ab).3  

 Using Lexis/Nexis, I search the newspapers for the keywords ‘South Africa’ and 

‘medicine,’ then sorted for relevance. Articles about medicine or medical services in 

South Africa were kept, while discarded articles included those that just mention South 

Africa in a story about a different location, or use the word medicine in a non-medical 

use (such as ‘a taste of their own medicine’). There were 376 articles analyzed for this 

study, 116 articles from The New York Times, 109 from The Guardian, seventy-eight 

from The Washington Post, forty-two from The Times of London, fifteen from The Daily 

Telegraph, twelve from USA Today and four from The Los Angeles Times. Based on the 

                                                      
3 The circulation numbers are total paid weekday circulation averages for 2008 
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approach taken by Joffe and Haarhoff (2002), Washer (2004), and Wallis and Nerlich 

(2005), I coded the newspaper articles with a qualitative software program (NVivo) for 

themes, dates, and source comparisons. 

Findings 
 The discourse about indigenous medicine in British and American newspapers 

shifted after the introduction if HIV/AIDS as a major story. The pre-AIDS period (before 

the year 2000, which is when AIDS began to dominate the stories about medicine) saw 

descriptions of indigenous healers as either quant, human interest stories, or as dangerous 

witchdoctors some of which partake in the killing of people for muthi.  

 AIDS became a major story, in part due to President Mbeki’s statements that HIV 

does not cause AIDS, and his Minister of Health’s call to use ‘traditional medicine’ 

instead of ARVs to treat. In addition a major court case where an international 

pharmaceutical company sued South Africa for producing generic ARVs increased 

coverage about medicine. The post-AIDS stories had four themes: 1) Mbeki’s denials 

have led to irrational fears of ARVs and a turn to indigenous healers; 2) The expense of 

pharmaceuticals has led to the use of unreliable indigenous treatments; 3) Healers 

therefore might be enrolled in AIDS management; and 4) Indigenous healers need 

extensive regulation and control.  

The conversation about indigenous medicine turned to one in which indigenous 

healers are viewed as a potential resource for managing the AIDS crisis. Yet the stories, 

while calling on their assistance, also portrayed them as threatening, ignorant, and 

demanding of control. As seen in study one (Appendix A), this is not new, as these 

images and discourses can be traced to colonial times. 
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Study Three: the Integration of Dreams and Drugs: South Africa’s Effort to 
Regulate Traditional Medicine 

Overview 
In July 2001, the African Union declared 2001-2010 to be the “Decade for 

African Traditional Medicine.” South Africa had already formally recognized TM as 

having a potential role in the national health care system , first in 1996, but then in 2004 

they became more ambitious by introducing the Traditional Health Practitioners Bill, and 

then in 2008 the Draft Policy on African Traditional Medicine. These policies of 

integration were met with praise by many working to curb the HIV/AIDS pandemic. 

Based on field work in Gauteng and Mpumalanga, South Africa in 2009, in this paper I 

ask what assumptions about traditional medicine the government’s policies entail and to 

what degree are these assumptions congruent with practice. How do traditional healers 

enroll these policies into their own practice? I examine the indigenous conceptions of 

medicine (muthi) and the spaces where healers practice, I argue that the policies in place 

simplify and naturalize traditional medicine practice, which leaves the policy of 

integration vulnerable to failure. 

 

Methods 
In 2009, I spent two months in South Africa conducting research for this paper. I 

divided my time between Pretoria, the executive capital and a large urban area with a 

multi-cultural population; Ermelo, a small town with a large Afrikaans and SiSwati 

population; Metsemadiba, an Ndebele village; and Mayflower and Fernie, two SiSwati 
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villages, both with small Zulu populations. At each of these locations I interviewed 

sangomas, inyangas, nurses, doctors and the general public (see Appendix E-G). In total I 

interviewed thirty-one people with an average interview length of twenty-nine minutes. I 

also administered fifteen written surveys to doctors in a large urban hospital (see 

Appendix D).   

In addition to the interviews and surveys, I spent several days in muthi markets in 

Pretoria, as well as in the smaller towns and villages. I spent one day in a muthi market in 

Swaziland, which many people informed me was the largest market in the area and where 

most indigenous healers in Mpumalanga go to buy muthi. I spent several days at a large 

HIV/ARV clinic and in two small rural clinics, shadowing the head nurse. I also used 

visual methods (photographs) to document the spaces of practice (see Appendix J). 

To better understand how sangomas and inyangas practice, I not only conducted 

interviews, but was able to spend several days shadowing six sangomas (one in Ermelo, 

one in Fernie, one in Metsemadiba and three just outside of Pretoria). These sangomas 

allowed me to sit in on consultations with patients, and explained the intricacies of their 

work and world view. 

I felt I had very good access to people there that many foreign researchers may 

not be able to reach. In discussing my research with other academics doing similar work I 

was told I would most likely only have access to spokespeople for indigenous healer 

associations who would tell me the ‘party line,’ and that most researchers end up talking 

to the same people over and over. I had a very different experience, in large part because 

I have spent so much time in the country. I did not go through any formal organizations, 

but instead found my subjects through social contacts or my own knowledge of where to 
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look. For example, one of my most detailed interviews, with four sangomas and one of 

their patients, took place because the woman ringing me up at the butcher shop had on a 

small beaded necklace. When I asked her about it (knowing it meant she was a sangoma) 

she denied it at first. I then told her what I was doing and she smiled and said she was a 

sangoma who lived with three others, but that she generally does not tell white people 

what she does due to fear that they will not approve. I was invited to spend a day with her 

and her fellow sangomas the following weekend. I had similar experiences in each of the 

villages and towns. 

Findings 
The policies in place have manifest mostly through two types of programs: 

databases of indigenous medicine (muthi) and training programs where indigenous 

healers are trained in how to spot HIV/AIDS and TB and refer the patient to a clinic or 

hospital. For these programs to be effective standardization and accounting of the 

indigenous medical practice must be established. In order to accomplish this, the policies 

in place hold certain assumptions about indigenous medicine. First, muthi must be seen as 

herbal, biological material based medicine. Second, the spiritual must be erased, and 

third, the practice of indigenous medicine must be seen as aspatial, as the medicine and 

knowledge of how to use the medicine must be transportable and not tied to a particular 

place. 

The reality of the practice of indigenous medicine is quite different. As discussed 

in the previous chapter, indigenous medicine is very complex, and muthi can be 

constructed of many different materials, not just plants and biological materials. Also, the 

spiritual aspects of the practice are so integral to it that it is not conceivable to the healers 
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or patients that the medicine would work without it- the spirits are a necessary component 

of the muthi. Third, the practice of indigenous medicine is extremely spatial and 

particular spaces are needed for its success. The belief by the healers is that the 

knowledge of how to heal comes from the ancestors in dreams or through ‘the bones.’ 

The dreams only come if the healer sleeps in a particular location and the bones need to 

be thrown and read in a prepared place (the indomba).  

The regulations, in practice, actually work to shift the spatial process of healing. 

By training healers to spot HIV or by testing their muthi for its scientific properties the 

spaces of biomedicine are extending into the spaces of indigenous medicine.  It is a literal 

spatial extension, as well as a metaphorical extension, into the spaces of healing once 

solely belonging to the sangoma or inyanga. This is similar to the colonial regulation of 

healing space, where healers were restricted to a non-spiritual, plant based medicine 

(Appendix A).  

Discussion of broader findings 
 Through these three case studies, five major findings emerged: 

1)  Colonial authorities attempted to dismantle indigenous medicine by dividing the 

practice into controllable categories. Contemporary leaders, although unable to 

escape these colonially created categories, are attempting to re-regulate and 

promote indigenous healing as part of the strategy to fight HIV/AIDS.  

2) Policy over the past century tends to view indigenous medicine in a simplified 

form (i.e. as natural). 

3) Biomedicine has consistently worked to extend its spaces of practice into the 

indigenous realm. Indigenous medicine has been able to deflect some aspects of 
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biomedicine and incorporate useful aspects without compromising the 

fundamental practice. 

4) There has been a discourse ‘hysteria’ over indigenous medicine with has lead to 

the consistent call for its regulation. 

5) Indigenous healers continue to have power at the local level due to their spatial 

and cultural accessibility (see Figure 5). 

Colonial regulation (as described in Appendix A) attempted to institutionalize 

indigenous medicine in the hope to erase it from use. The goal of licensing inyangas, and 

limiting the use of the supernatural and the modern, were all part of a larger scheme to rid 

the country of the practice of indigenous medicine. The archival record shows that this 

goal was not some hidden agenda, or peripheral idea- eradication was the goal: 

 
The most serious competition which the Native Nyanga has so far 
received has been from our well equipped hospitals and the European 
medical profession, and I am of opinion that it is only by making available 
to the Native population something better than what he can get from his 
“Nyanga” that we will succeed eventually in eliminating this type of 
medicine man from their midst (Chief Native Commissioner 1938). 
 
The ways the colonial government acted to regulate indigenous medicine in 

essence simplified the practice and divided it into subcategories- ‘natural’ medicine (e.g. 

herbs), ‘modern’ medicine (e.g. the use of stethoscopes) and ‘supernatural,’ (e.g. 

throwing bones). The natural was the only category of practice legal in the country.  

 Even as the government structure changed, black citizens gained more rights, and 

eventually came to lead the country, these categories, which before colonialism did not 

exist, still persisted. The discourse used in contemporary media still recall the colonial 
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imaginaries of indigenous medicine (Appendix B). As such, when a crisis like the 

HIV/AIDS crisis strikes and the need to enroll the help of the indigenous healers becomes 

clear, calls for their regulation, as a way to gain their assistance, are made.  

As regulations and policy statements are passed, as happened in the 2004 

Traditional Medicine Act or the 2008 Draft Policy on African Traditional Medicine, we 

see the resurgence of these categories (Appendix C). In the case of these policies, the aim 

is to protect and promote indigenous medicine through its institutionalization, but by 

doing so there is a need to simplify and recreate the categories of the natural, modern and 

supernatural. Once again, the use of the natural is promoted. Plants and herbal medicines 

are tested for effectiveness, while discussions of the supernatural or the integration of 

modern implements in treatment are ignored.  

From the colonial to the contemporary era the spatial expansion of biomedicine 

into indigenous medicines realm can be felt. Colonial regulations actively attempted to 

ensure that patients would chose a biomedical practitioner over an inyanga. They did this 

by denying licenses to inyangas living close to a practicing biomedical doctor and by 

limiting how and where inyangas could practice. There were two stated goals in the 

attempts to limit the use of inyangas. One was the belief that inyangas and other 

indigenous healers were not effective, and therefore the stated goal was one of public 

health. The colonial officials believed that the indigenous population was better served 

medically by biomedical doctors. The second goal was to increase the business of 

biomedical doctors. As clearly laid out by Flint (2001), doctors lobbied for a limited 

number of inyangas in order to increase their number of patients.  
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In contemporary South Africa, regulations surprisingly similar to those of the 

colonial era have been proposed. There has been a call to license inyangas and sangomas 

(sangomas were completely banned in the colonial era). Although the current call does 

not want to limit the number of healers for the benefit of biomedical doctors, they do 

state similar public health goals of rooting out the ‘bad’ indigenous healers.  

In addition, numerous NGOs, universities, and governmental organizations have 

been working to train indigenous healers to spot HIV/AIDS and TB and to refer those 

patients to biomedical doctors. These programs, similar to colonial policies which current 

leaders worked so hard to overthrow, work to expand the spaces of practice of 

biomedicine into places once held solely by indigenous healers. Many do attend these 

trainings, but how often they refer patients to biomedical facilities is unclear. They do, 

however, use these trainings to help promote themselves as a healer the people can trust. 

Many prominently display the certificates they received from the trainings in their 

indomba. In sum, the biomedical spaces have expanded but indigenous healers are doing 

what they have always done, which is to take aspects of outside practice which they find 

useful or beneficial and use it to their own advantage.   
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Figure 5: Conceptual model of the three research projects’ interaction 
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Conclusion 
 This dissertation has used three case studies to examine how the intersection of 

biomedicine and indigenous medicine in South Africa has formed and reformed 

indigenous medical practice over the past century. South Africa, like many other 

countries, has emerged from colonialism with the need to reassert their indigenous 

practices, suppressed under European control. In the case of medicine, this reformation is 

of particular importance because the last several decades has seen the development of the 

HIV/AIDS pandemic. Yet the contemporary discourses and policies surrounding 

indigenous medicine have much in common with their colonial predecessors. Indigenous 

medicine has been simplified, categorized, and regulated all in the name of better public 

health. If the government, NGOs or activist groups truly want to collaborate with 

indigenous healers, they first must acknowledge the complexity of their healing 

techniques, and establish real two-way collaboration. The AIDS crisis will require a full 

effort by all involved to curtail. The policies and programs put forth by the government 

must respect and acknowledge the full practice of indigenous healing if they want 

collaboration to be effective.   
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Colonial Medicine in South Africa:  
The Regulation of Nature, Witchcraft and Stethoscopes* 

 
 

Abstract 

During the colonial era, traditional practices, indigenous experts and medicines in the 

European colonies began to threaten the emerging dominance of modern biomedicine. In 

colonial South Africa, indigenous medicine was regulated in an attempt to discourage its 

practice. Regulations outlawed witchcraft or the use of any supernatural diagnostic or 

healing techniques, and restricted the use of western or modern medicine by non-

biomedical doctors. The use of herbs and other materials found in the local environment 

by indigenous healers, conversely, was tolerated. Regulations further acted to spatialise 

indigenous medicine by limiting where it could be practiced. The resulting complex 

configurations of laws and discourses became sites through which concepts of nature, the 

indigenous, and modernity became entangled and disputed. Using archival data from pre-

apartheid colonial South Africa (1910-1948), this paper explains how colonial medical 

regulation operated: by coupling African practitioners to specific visions of nature and 

binding these practices to circumscribed places on the land. 

 
 

Introduction 
Materials found in the environment, such as plants, minerals, and animal parts, 

have long been understood to hold curative properties, with healers using such materials 

as medicines. As European colonization spread throughout the world, the importance of 
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local plants and other materials for medicine was soon realized by colonialists.1 During 

the same period, traditional practices, indigenous experts, and natural materials began to 

threaten the emerging dominance of modern biomedicine.2 The result was a struggle over 

what counted as authentic and effective medicine, with new regulations established 

throughout the colonies that limited the use of indigenous medicine.3 Complex 

configurations of laws and discourses became sites in which concepts of nature, the 

indigenous, and modernity became entangled and disputed.4 For example, during the pre-

apartheid, colonial era5 in South Africa, use by indigenous healers of materials including 

the supernatural6 (such as calling on the ancestors for guidance) and the modern (such as 

using European implements or medicines for treatment) were banned or limited in use. 

Often the result was that only products defined as local and natural were permitted to be 

used by indigenous healers. This paper examines how European concepts of Africans as 

                                                      
*This work was made possible in part by the National Science Foundation and the Social and 
Behavioral Sciences Research Institute at the University of Arizona.   

1 R.A. Voeks, ‘Disturbance pharmacopoeias: Medicine and myth from the humid tropics’, Annals 
of the Association of American Geographers, 94, 4 (2004), pp. 868-888. 
2 Biomedicine is the term referring to western or allopathic medicine. 
3 D. Arnold, Imperial Medicine and Indigenous Societies (Manchester University Press, 
Manchester UK, 1988); S. Khan, ‘Systems of medicine and nationalist discourse in India: 
Towards ‘‘new horizons’’ in medical anthropology and history’, Social Science & Medicine, 62 
(2006), pp. 2786–2797. 
4 J.T. Johnson, and B. Murton, ‘Re/placing Native Science: Indigenous Voices in Contemporary 
Constructions of Nature’, Geographical Research, 45, 2 (2007), pp. 121-129; and M. Taussig, 
Shamanism, colonialism, and the wild man: A study in terror and healing (Chicago, University of 
Chicago Press, 1987). 
5 I am defining the colonial era as from the formation of the Union of South Africa in 1910 until the 
beginning of formal apartheid in 1948 
6 I am choosing to use the term ‘supernatural’ to mean anything relating to the spiritual, including 
witchcraft, calling on the ancestors, throwing bones and prayer.  I use this term both because it 
can encompass all these concepts and because of its association with that which is beyond the 
‘natural’. 
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tied to a local nature influenced which aspects of indigenous medicine7 were tolerated, 

and how the limits placed on indigenous healers worked to shift the spaces in which they 

could work.  

 The Nature of Medicine 
Regulations were placed on indigenous healers throughout the world during the 

colonial era,8 and South Africa was no exception.9 South Africa’s colonial regulations 

have been extensively studied by Flint10 who has clearly laid out how fears of 

competition between white doctors and indigenous healers was one of the driving forces 

behind attempts to limit the practice of indigenous healers.11 In the beginning of the 

twentieth century, regulations were put in place that attempted to distinguished western 

biomedical doctors as legitimate practitioners, relative to indigenous or traditional 

healers. These regulations were in addition to mid-nineteenth century laws which made it 

illegal to practice anything considered witchcraft by the colonial powers. Both of these 

sets of regulations limited how and where indigenous medicine could be practiced. 

                                                      
7 I will use the word “indigenous medicine” here instead of the often used “traditional medicine.” 
Traditional medicine in South Africa is the broad term used which covers not only the medical 
practice of sangomas and inyangas, but also the practices of Christian profit healers. In this 
context, indigenous medicine more accurately defines the practices I am describing. In the 
archival record the term ‘native medicine’ is often used. I avoid this term due to its historically 
negative connotations unless it is part of a direct quote or referring to a quote.   
8D. Arnold, Imperial Medicine and Indigenous Societies; and S. Khan, ‘Systems of medicine and 
nationalist discourse in India’. 
9 A. Ashforth, Witchcraft, Violence and Democracy in South Africa (Chicago, University of 
Chicago Press, 2005); and F. Jolles, and S. Jolles, ‘Zulu Ritual Immunisation in Perspective’, 
Africa: Journal of the International African Institute, 70, 2 (2000), pp. 229-248. 
10 K. Flint, ‘Competition, Race, and Professionalization: African Healers and White Medical 
Practitioners in Natal, South Africa in the Early Twentieth Century’, Society for the Social History 
of Medicine, 14, 2 (2001) pp. 199-221; and K. Flint, Healing Traditions: African Medicine, Cultural 
Exchange, and Competition in South Africa, 1820–1948 (Athens OH, Ohio University Press, 
2008). 
11 K. Flint, ‘Competition, Race, and Professionalization’ 
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Flint has argued that indigenous healers challenged colonial regulations, and in 

the process changed how indigenous medicine was practiced.12 Advancing from this 

insight, it can further be argued that medicine changed not only in practice, but also in 

geography, by transforming its location and execution in/by space. This occurred in part 

due to the colonial authorities’ notion of normative indigenous practice. Colonial notions 

of the indigenous often revolved around local people’s tie to nature. Ideas of the ‘noble 

savage’ permeated European imaginations of Africans early in the colonial process. 

Neumann13 shows how the romantic, colonial view of natural places some people outside 

nature, and others, such as indigenous groups, inside nature. Sluyter considers the 

dichotomy between the West, who are apart from nature and therefore modern, and the 

Rests, who are part of nature and therefore ‘unchanging.’14 Other studies have shown that 

the construction of the indigenous as part of nature renders them invisible.15 As they are 

part of nature, they are also rendered incapable of managing nature.16 We can view the 

management of nature as a modern notion, one where science plays an active part. 

                                                      
12 K. Flint,  Healing Traditions 
13 R. Neumann, Imposing wilderness: Struggles over livelihood and nature preservation in Africa 
(Berkeley and Los Angeles, University of California Press, 1998). 
14A. Sluyter, ‘Material-Conceptual Landscape Transformation and the Emergence of the Pristine 
Myth in Early Colonial Mexico’, in K. Zimmerer and T. Bassett (eds), Political Ecology (New York, 
Guilford Press, 2003), p.221. 
15 B. Willems-Braun, 1997 ‘Buried Epistemologies: The Politics of Nature in (Post) Colonial British 
Columbia’, Annals of the Association of American Geographers, 87, 1 (1997), pp. 3-31; B. Braun, 
The Intemperate Rainforest: Nature, Culture and Politics on Canada's West Coast (Minneapolis, 
University of Minnesota Press, 2002); and M.L. Pratt, Imperial Eyes: Travel Writing and 
Transculturation (London and New York, Routledge, 1992). 
16 K.I. McDonald, ‘Global hunting grounds: Power, scale and ecology in the negotiation of 
conservation’, Cultural Geographies, 12 (2005), pp. 259-291; J. Fairhead and M. Leach, 
Misreading the African Landscape (Cambridge, Cambridge University Press, 1996); and R. 
Neumann, Imposing Wilderness. 
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Following Latour,17 we can approach an understanding of the indigenous as constructed 

in relation to nature by examining what we view as outside of nature - the modern. This 

linking of ideas of the ‘indigenous’ to ‘nature’ is also present in colonial representations 

of indigenous medicine, such as through images of indigenous practitioners (e.g. the San 

of Southern Africa) trekking through the desert, understanding the medicinal use of every 

plant, or of Native American ‘harmonious’ ties with nature, where medicine men were 

assumed to make teas from barks and flowers to cure ills.  

At the same time, colonial constructions of the indigenous stressed concepts such 

as ‘witchcraft’ and calling on the ancestors for support. The ‘supernatural’ as a 

conceptual system, although under-examined in health geography studies, can hardly be 

ignored in the case of indigenous medicine in South Africa. A significant proportion of 

local people in this context use various forms of indigenous medicine precisely because 

they believe their illness is caused by a spiritual factor (i.e., bewitching), as the well-

documented evidence of that etiological belief shows.18 Historically, the study of 

witchcraft by western social scientists has portrayed the ‘witchdoctor’ as an exotic, often 

feared, person.19 Recently, political scientists such as Ashforth20 have examined how 

                                                      
17 B. Latour, We have never been modern. Translator, C. Porter, (Cambridge MA, Harvard 
University Press, 1993). 
18 C. Liddell, L. Barrett, and M. Bydawell, ‘Indigenous representations of illness and AIDS in Sub-
Saharan Africa’, Social Science & Medicine, 60, 4 (2005), pp. 691-700; G. Mshan, M.L. Plummer, 
J. Wamoyi, Z.S. Shigongo, D.A. Ross, and D. Wight, ‘She was bewitched and caught an illness 
similar to AIDS': AIDS and sexually transmitted infection causation beliefs in rural northern 
Tanzania’, Culture Health & Sexuality, 8, 1 (2006), pp. 45-58; and J. Comaroff Body of Power, 
Spirit of Resistance (Chicago, University of Chicago Press, 1985). 
19 For examples see F.H. Melland, In Witch-bound Africa (London, Seeley, Service & Co. Limited, 
1923); and C. Clifton Roberts, ‘Witchcraft and Colonial Regulation’, Africa: Journal of International 
African Institute, 8, 4 (1935), pp. 488-494. 
20 A. Ashforth, Witchcraft, Violence and Democracy in South Africa 
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democracy, like that in the new South African state, is ill-equipped to deal with 

witchcraft, while anthropological studies have simultaneously examined the perceived 

rise in witchcraft in post-apartheid South Africa.21 These studies stress the discomfort, 

anxiety, and discontinuity between forms of local practice and those of the state.  

The history of medicine, especially in a colonial context as described here, has 

long been a subdiscipline of history and anthropology.22 Health and medical geography 

have been interested in indigenous and alternative medical systems,23 but historical 

studies have been limited.24 This study utilizes archival documents from the South 

African National Archives Repository from 1910-194825 26and examines this historical 

                                                      
21 J, Comaroff and J. L. Comaroff, ‘occult economies and the violence of abstraction: notes from 
the South African postcolony’, American Ethnologist, 26, 2 (1999), pp. 279-303. 
22 See studies such as D. Arnold Imperial medicine and indigenous societies; In addition journals 
dedicated to the field include the Social History of Medicine and the Bulletin of the History of 
Medicine. 
23V. Del Casino, ‘(Re) placing health and health care: mapping the competing discourses and 
practices of “traditional” and “modern” Thai medicine’,  Health and Place, 10 (2004), pp. 59-73; C. 
Otutubikey Izugbara, I. Wilson Etukudoh,  and A. Sampson Brown ‘Transethnic itineraries for 
ethnomedical therapies in Nigeria: Igbo women seeking Ibibio cures’, Health & Place 11, 1 
(2005), pp. 1-14; and J. Adams, ‘Exploring the interface between complementary and alternative 
medicine (CAM) and rural practice: a call for research’, Health & Place 10, 3 (2004), pp. 285-287. 
24 Barrett (2000) wrote a detailed history of medical geography, but studies of historical events 
through the lens of medical or health geography have been scarce.  See F.A. Barrett, Disease & 
Geography: the history of an idea (Toronto, Geographical Monographs, 2000). 
25 It should be noted that using the South African archives has some limits.  First, one needs to 
consider what colonial officials considered important to keep. In most cases these are letters and 
memos from official to official, although I did find several letters from inyangas and sangomas to 
various colonial officials. However much of what was kept from the indigenous healers was tied to 
a pending case against them, such as letters they wrote supporting themselves if they are being 
tried in court, affidavits protesting their treatment, or confiscated advertisements from their 
practice. Yet one can gain valuable insights by examining the limits placed on the healers and the 
ways the healers practices both within the regulations and by pushing the limits of the regulations.  
These moments of friction reveal themselves in letters and memos between colonial officials and 
in what was kept from the healers themselves. 
26 V. Harris, ‘The Archival Sliver:  Power, Memory, and Archives in South Africa’, Archival 
Science, 2 (2002), pp. 63-86. 
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record by asking how regulations, along with other limits on the practice of indigenous 

medicine, worked to spatially shift the practice of indigenous medicine in the colonial 

era. In particular, how did the colonial perception of indigenous medicine influence its on 

the ground practice by healers? By examining this placement of the indigenous within the 

constructs of the ‘natural’, the ‘supernatural’, and the ‘modern’, we can understand the 

logics of colonial medical regulation and appraise their implications for contemporary 

management of medicine.  

The Regulations 
Indigenous medicine, as widely practiced in South Africa, depends heavily on 

materials drawn directly from the environment. Medicine (muthi)27 is often made from 

herbs, bark, minerals, and animal parts. Within the Nguni traditions28, medicine and 

healing are conducted by both inyangas (herbalists) who administer the muthi as 

infusions, washes, or burned and inhaled and by sangomas (spiritual healers) who use 

muthi to heal spiritual problems, which are often linked to a physical illness. Jolles and 

Jolles29 point out that due to colonial regulations banning the practice of sangomas, 

sangomas and inyangas tended to merge their practice throughout the past century and 

into the present. Traditionally, and still today, in indigenous medicine the use of the 

supernatural is integral to treatment. By the end of the colonial era some sangomas and 

inyangas were also using modern implements to diagnose and treat, for example, using a 

                                                      
27 The Zulu, Ndebele and Swazi word muthi (sometimes seen in the variation muti) meaning 
medicine, comes from the word umuthi meaning ‘tree.’ 
28 The four Nguni groups in South Africa are the Zulu, Swati, Xhosa and Ndebele. Although this 
study examines the policies of the colonial state as a whole, and therefore all ethnic groups were 
impacted, most of the archives I found were focused on these groups, particularly the Zulu who 
lived predominately in Natal. 
29 F. Jolles, and S. Jolles, ‘Zulu Ritual Immunisation in Perspective’.   
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stethoscope to listen for internal problems or integrating western medications into their 

muthi.  

From the view of colonial authorities, indigenous medicine combined the 

supernatural, the natural, and after the introduction of biomedicine, the modern, in 

problematic ways. Regulations implemented by the colonial government, therefore, 

shifted how and where it could be practiced with the intention of disentangling, 

categorizing, and ‘placing’ appropriate practices. In South Africa, this began with three 

acts: The Suppression of Witchcraft Acts, the Natal Code and Zululand Proclamation, 

and the Medical, Dental and Pharmacy Act of 1928. Each worked in their own way to 

limit the rights of indigenous healers, although with different intents. The Suppression of 

Witchcraft Acts outlawed the use of witchcraft or the seeking out of witches. First 

enacted in 1895 and then amended in 1957, they recognized indigenous medicine as part 

of the cultural heritage of Africans, but banned the divination or use of the spiritual in 

their medical practice. Imprisonment of up to five years was possible for anyone who was 

deemed a witch. It was also illegal to employ a witch to supply you with muthi.30 

 The Natal Code and Zululand Proclamation also recognized the right of 

indigenous healers to practice, with similar limits as the Suppression of Witchcraft Acts. 

This act was limited to the province of Natal. It banned the spiritual side of healing, 

which was seen as a threat to Christianity. By eradicating practices deemed to be 

witchcraft, it was thought that the act would save the ignorant African from him or 

                                                      
30 M. Chanock, Making of South African Legal Culture, 1902-1936: Fear, Favour, & Prejudice 
(Port Chester NY, Cambridge University Press, 2001).  
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herself. The Natal Code and Zululand Proclamation also allowed for the licensing of 

inyangas in Natal Province. These licenses were instrumental in shaping the spatial 

practice of indigenous medicine in Natal Province, as well as in areas near Natal. This is 

because those with licenses were only permitted to practice within their local community. 

I will discuss the ramifications of this later in the paper. The licenses were difficult to 

obtain, as the applicant had to convince the authorities that they were qualified as an 

inyanga. This had to be done in writing, and most of those applying for a license were not 

literate and therefore had to have the letter written on their behalf. He or she also needed 

the support of the tribal leaders and the community as a whole. They also needed to 

provide information about how they were trained and by whom. License applications 

were either accepted or rejected after review by the Secretary of Public Health. In my 

sample of 54 license applications from 1938-1939, fifty percent were rejected (27 of the 

applications).31 The reason cited for rejection was usually that there was another licensed 

inyanga or a white doctor nearby. Almost all the letters from the Secretary of Public 

Health denying an application stated ‘I am directed to inform you that as “inyangas” 

licenses are only granted under very exceptional circumstances the Minister is not 

prepared to approve of the issue of a license to the abovenamed (sic) Native’. Most 

approvals stated: ‘I am directed to inform you that the Minister approves of the issues of 

                                                      
31 1938-1939 were not necessarily representative years for applications, but the licenses were 
easily accessible in the archives.  However it is clear that the total number of applications 
approved decreased each year.  In 1938 in a letter from the Secretary for Public Health (SPH) it 
was stated that there was a decrease from 1000 licensed inyangas in 1928 to 566 by the end of 
June 1932. National Archives Repository RSA database (from here on out RSA), GES 745/25/30 
Inyanga Licences, Secretary for Public Health, 4 May 1933. 
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an “Inyanga” license to the abovenamed (sic) Native as a special case’.32 The approval 

made it clear the intent of the licenses were to limit the inyangas practicing in the area. 

In the other three provinces, licensing did not occur. This meant that practicing as 

an inyanga or sangoma was illegal. Conversely, the selling of herbs in their whole form 

remained legal. So one could go out into the bush, harvest a plant and sell it, provided 

one did not ‘compound’ it or mix it with other herbs. This practice was legal under all 

these acts, including the third related policy, the Medical, Dental and Pharmacy Act of 

1928. 

The Medical, Dental and Pharmacy Act of 1928 regulated biomedicine and made 

it the only recognized medicine. This had enormous ramifications for all medical 

practice, both indigenous and biomedical. Sections of the act restricted the use of 

biomedicine by non-western doctors and the use of the word ‘doctor’ to only recognized, 

i.e. biomedical doctors, made it illegal for non-biomedical doctors to advertise, and made 

it illegal for anyone other than a biomedical doctor to give medical care, including using 

medications.  

Limiting the non-natural 
The use of the supernatural was made illegal, and this limitation was clearly stated 

under all three sets of regulations. Punishments, which were commonly enforced, 

included prison, fines and hard labour.33 Christian missionaries and colonial officials 

                                                      
32 These quotes were found on almost all of the acceptance and rejection letters.  Found in RSA, 
1/NGA 3/3/2/15 Department of Health: Herbalist, Inyanga Licences. 1937-1939. 
33 For example, in a letter from the Native Commissioner (NC) in Nautu to the Secretary of Public 
Health (SPH) mentions that S. Ziqubu, who was applying for an inyanga license, should be 
denied this license because he was convicted in 1932 for practicing without a license and 
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understood the importance of the supernatural to indigenous healers and viewed the job 

of eradicating it as a challenge. In a letter to the Chief Magistrate of the Transkeian 

Territories from the Native Commissioner of Natal as much was stated: 

Natives in this Province are well aware of the fact that witch doctoring is 
prohibited and, though at times they consult these professing to have a 
knowledge of witchcraft, they do so, not because the person concerned 
holds a Herbalist’s licence, but by reason of his supposed knowledge of 
the unknown. The inherent belief in witchcraft, common to all Natives, is 
one of the last things which even Christianity and civilization will 
eradicate.34  

 
Unlike the clarity that defined the limits on the use of the supernatural 

(although legal limits clearly did not stop the indigenous population from using 

spiritual or supernatural techniques in their medicine),35 the limits on the use of 

modern techniques or equipment were more ambiguous. In part, this is due to 

the difficulty officials had in identifying the line between the modern and the 

traditional or indigenous, and what was perceived as spiritual or supernatural by 

the local population. The Medical, Dental and Pharmacy Act made it explicitly 

illegal for indigenous healers, or any non-western doctor, to use European 

medicine in their practice. Yet letters written between other colonial officials 

express some areas of ambiguity. It was unclear to legal authorities, notably, 

whether it was illegal for an indigenous healer to use a stethoscope. Some 

                                                                                                                                                              
sentenced to a fine of 10 Pounds or 2 months in prison with hard labour. Found in RSA 933/25/30 
NC to SPH, 10 January 1935. 
34 RSA 604/1913 R.H. Addison (Chief Native Commissioner: Natal) to the Chief Magistrate: 
Transkeian Territories: Umtata, 22 April 1913. 
35 This can be seen in the many court documents and letters to colonial officials discussing the 
extensive use of witchcraft by local people, as well in the many academic accounts of witchcraft 
from the era including E.E. Evans-Pritchard, ‘Witchcraft’, Africa: Journal of International African 
Institute, 8, 4 (1935), pp. 417-422. 
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colonial authorities argued that it was illegal, citing the Natal Code which states 

in Section 125(2): ‘Natives licensed as medicine men or herbalists may 

prescribe, deal in and sell native medicines only’.36 While this does not 

directly/explicitly address implements used in diagnosis, the ambiguity drew 

heated debate: 

Recently a native, Sam Shangaai, a “Native Inyanga” has commenced 
operations within the boarders (sic) of this local Authority and I am given 
to understand that he is making practice of using the stethoscope, besides 
which he smells out witches and throws bones. This he is doing, 
apparently, under his Native Licence. This kind of thing can lead to no 
good whatsoever, but in the meantime there is quite a large number of 
Natives who attend him for “treatment.” 37 
 

The conversation about the use of stethoscopes continued: 

 
The question is now put whether a licensed native medicine man may use 
a stethoscope in the course of his practice as a medicine man. This strictly 
is a point to be decided by the Attorney-General concerned, because if the 
use of a stethoscope is not permitted, the medicine man who does use this 
instrument would contravene section 34 of the Act, inasmuch as he is 
thereby performing an act specially pertaining to the calling of a medical 
practitioner. 
 
Any remarks we may make on the question cannot bind Attorney-General. 
It seems to us, however, to be doubtful whether the use of a stethoscope by 
a licensed medicine man would constitute a contravention of section 34 of 
the Act. The functions of a medical practitioner comprise; examination of 
the patient, diagnosis of his complaint and treatment. Presumably a native 
medicine man examines his patient, diagnoses his complaint and 

                                                      
36 ‘Natal Code of Native Law’. African Studies, 2, 1 (1943), pp. 20-21. 
37  RSA, 1/21/22, Town Clerk: Harding to Dr. G.A. Park Ross (Senior Assistance Health Officer), 
20 April 1934. 
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prescribes treatment: if he uses a stethoscope in the course of his 
examination, this is but a step in the process of examination.  
 
On the other hand there is some danger of the stethoscope being used as a 
kind of magic to impress the ignorant native, but this danger is met by the 
risk of the medicine man losing his licence and by the provisions of 
section 122(1) of the Code (sic)(emphasis added).38 
 

Adding to the conversation, the Secretary of Public Health wrote: 

I have to inform you that it is not considered desirable that an Inyanga 
should use a stethoscope in the course of his practice. An amendment in 
the provisions of the Native Code is being suggested prohibiting the use 
by an Inyanga of a stethoscope or other appliance, the use of which 
specially pertains to the calling of a medical practitioner.39 

 

The colonial officials were concerned with policing the boundaries between 

modern medical implements and practices and the indigenous practices, which 

were seen as magical or supernatural. In doing so, the officials became 

concerned with the indigenous view of the material used in medical practice. 

Here, the modern was conflated with the supernatural since it was feared that the 

native people would see the modern as magical. Thus, the perception of the 

object used in healing, as natural, modern or supernatural, made a difference as 

to its legitimacy.  

 The challenge of defining the limits to indigenous medicine was not limited to the 

friction points between the modern and supernatural. Some officials stressed that the use 

of modern implements and techniques should be banned because the use of the natural 

                                                      
38 RSA 1/217/36, Secretary for Justice to SPH, 17 October 1938. 
39 RSA 1285/25/30, E.H. Cluver (SPH) to L.G. Wynne Cole, 11 August 1938. 
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and local is the only acceptable form of indigenous medicine. In one case a judge, using a 

precedent for a case in which the man is accused of breaking the Medical, Dental and 

Pharmacy Act of 1928 states that in: 

 
Sitole Versus Rex 1932 N.P.D. 192 where the appellant, who was a native 
medicine man licensed under Section 119 of the Native Code, was 
convicted of contravening Section 34(a) of Act No. 13 of 1928, it was 
unnecessary for the purposes of those decisions to determine what was 
meant by the term “native medicine,” although a perusal of the judgments 
would appear to indicate that when employing the term “native medicine” 
the Court had in mind medicine characteristically used by native medicine 
men, such as bark, roots, herbs, leaves, fats, skin and bones, as 
distinguished from drugs and medical preparations which would ordinarily 
be called European.40 

 
The Europeans’ construction of indigenous medicine can only include treatments they 

consider characteristic of native medicine, which tend to only be those items considered 

from the local environment. 

When applying for an herbalist license, inyangas also stressed their knowledge of 

environmental materials which can be used as medicine. One license application stated 

about the applicant, ‘with each of the above he made medicines from roots & herbs & 

went with them searching for roots and herbs. [He] knows all the herbs used and can mix 

them properly’.41 Working through the complexities of what was allowable, authorities 

placed limits on the supernatural and modern aspects of indigenous medicine, leaving 

only the use of the ‘natural’ as legitimate. 

                                                      
40 National Archives Repository SAB (from here on out SAB) Rex vs Ngcobo GES 1788, 25/30M, 
1941. 
41 National Archives Repository NAB (from here on out NAB) 3/3/2/15 Application for Inyanga 
License for Absolom Xhakaza, 1941. 
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Bounded practice 
 In addition to limiting indigenous medicine to the materials deemed natural, 

regulations also had the effect (as well as the intent) to bound where indigenous medicine 

could be practiced. This had the effect of localizing medicine and attempted to make it 

largely rural. In Natal, where licensed inyangas could practice openly, this occurred in 

several ways. First, controls dichotomized rural and urban practitioners. Colonial 

documents portrayed urban healers as different and more dangerous than their rural 

counterparts, often due to their use of modern implements, and because they lacked 

access to environmental materials (e.g. local herbs). They also tended to practice in 

modern shops or storefronts, unlike rural healers who still practiced in traditional huts. It 

was pointed out that ‘...there is little in common between the traditional Native medicine 

man or herbalist contemplated by the Code,42 and his modern counterpart in Durban, with 

his shop, his leaflets, his stethoscope and the rest’.43 The practice in urban areas was 

discouraged through the regulations in place, with the hopes that the healers would return 

to the rural areas: 

 
As far as the general question of Native Medicine men is concerned, I am 
not opposed to a number of them being licensed to practice in large Native 
Areas, where no other medical aids are obtainable, but I strenuously object 
to them practicing in Urban Areas where there are sufficient European 
Medical men and...a Native Nurse engaged in medical work among the 
natives. 44 

 
                                                      
42 The Natal Code 
43 This quote was found in an article by E.E. Seymour. The quote is by the Hon. Mr. Justice 
Hathorn (first published on 25 June 1945), when discussing a case of an inyanga found guilty of 
contravening the Medical Dental and Pharmacy Act of 1928 (although this same person was later 
acquitted). RSA The Native Medicine Man and Herbalist in Natal, 12 January 1951. 
44 RSA 13/4/7 Magistrate to SPH, 5 October 1938.   
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Secondly, rules circumscribed the mobility of practitioners. Specifically, it was 

made legal to sell and compound herbs by licensed inyangas in Natal, but compounding 

of medicine remained illegal in the three other provinces in the country, where only the 

selling of whole herbs was allowed. Inyangas were therefore not able to travel to treat 

patients in other areas due to the variation in laws in the different provinces. There is 

evidence that inyangas living in Natal near the border travelled into other provinces to 

practice, however, causing legal controversies concerning movement and transportation 

of medicine. 

In 1934 there was a case of ‘alleged contravention of the Medical, Dental and 

Pharmacy Act’. An inyanga from Natal was accused of treating a woman and her child. It 

was unclear if he crossed out of Natal, which would have been a violation. The ruling 

determined that because he did not cross the border, he did not commit a crime. A 

‘watch’ (legal surveillance) was placed on him, nonetheless, in case he ever did cross into 

the Cape to treat. 45 This concern about inyangas travelling was raised repeatedly. Letters 

to and from officials, over the course of several decades, discussed limiting where 

licensed herbalists could practice in order to stop travelling inyangas. For example, a 

letter from the Chief Native Commissioner in Natal to the Secretary for Native Affairs 

stated ‘Native medicine men are departing from old Zulu custom by travelling round the 

country canvassing for patients instead of remaining at home until called in’. It was 

suggested adding an amendment to the Native Code and Zululand Proclamation which 

read in part ‘That no licensed medicine man, woman or herbalist shall leave his or her 

                                                      
45 RSA 785/9/5/34 A.T. Haywood (Deputy Commissioner: Transkei Division) to S.F. Henderson 
Everill (Acting District Surgeon), 16 November 1934. 
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kraal for the purpose of canvassing for patients’.46 In another letter from the Native 

Commissioner from Eshowe, which discussed where inyangas should be allowed to 

practice, suggested ‘that section 121 of the Code of Native Law should be amended by 

the deletion of the words “throughout the Province of Natal” and substitution of the 

words “in the Magisterial district in which they reside”’. 47  

Not only is there concern about crossing borders, but also about inyangas 

practicing close to white doctors, who could lose patients to inyangas.48 This concern 

appears repeatedly in the archival record, and is a primary stated reason for the rejection 

of an inyanga.  

Third, enforcement stressed the local sourcing of indigenous medicines; colonial 

officials typically insisted that medicines used by indigenous healers would, and should, 

be from local material. The colonial officials’ belief that indigenous medicine should be 

local was used as justification that a healer had broken the law if they used non-native, 

unsanctioned medicines. In a court case in 194049 an indigenous healer was charged with 

contravention of the Medical, Dental and Pharmacy Act of 1928. Part of the prosecution 

argument was that he was found in possession of non-local medicines. The transcription 

reads in part:  

Prosecution: What did you find it characteristics to be? 
Expert witness: I found its physical characteristics were those of a mixture 
of male fern and caster (sic) oil that has been coloured red. 
P: What is male fern? 

                                                      
46 RSA CNC 149/15 Chief Native Commissioner: Natal, to Secretary for Native Affairs: Pretoria, 6 
October 1915.   
47 RSA NTS J.P. Rawlingsow (NC, Eshowe), to NC, (Natal), 22 September 1938. 
48 See K. Flint, Healing Traditions for a detailed discussion. 
49 Rex vs Ngcobo 
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EW: It is the extract of the root of the male fern which is a plant. 
P: Where it is grown? 
EW: In England chiefly and also on the continent. 
P: Does it grow in South Africa? 
EW: I believe some species of fern are cultivated here 
P: It is not indigenous to the country? 
EW: Not to the best of my knowledge 
P: Caster (sic) oil is the oil extracted from the caster bean? 
EW: That is so 
P: Does that grow in the Union? 
EW: Yes 
P: Vaseline, that does not occur naturally? 
EW: It occurs in the petroleum springs. It is one of the by-products of 
petroleum… 
P: That is not obtainable in the Union? 
EW: Not naturally…No place that I know in Africa… produces it 
naturally 
P: By that you mean you know of no operating oil wells in Africa? 
EW: That is so 
P: All those drugs referred to by you in Exhibits 01 to G18, are they all 
listed in the British Pharmacopoeia? 
EW: (those) I have referred to, are listed.50 

 
The defendant was found guilty and sentenced to a fine of 25 pounds. The 

sentencing portion of the judgement states: 

It could never to my mind have been the intention of the Legislature that a 
native medicine man, scientifically untrained and possessing a somewhat 
superficial knowledge of the medicinal properties of certain drugs 
contained in roots, barks, leaves and herbs and other substances, 
transmitted to him by the medicine man for whom he carried and learn his 
calling, should in the compounding and preparation of his medicines be 
permitted to have recourse to drugs in the British Pharmacopoeia, the 
properties of which he is entirely ignorant, and the use of which in his 

                                                      
50 The examination continues, naming each herb and mineral recovered in Ngcobo’s shop and 
determining its origin. Rex vs Ngcobo  pp. 58-60. 
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unskilled hands might be extremely dangerous and ten to considerable 
harm to his clients.51 
 
 

So, material deemed to be natural also had to be local or indigenous to the area.  

The healers themselves came to embrace and ratify this elision of the natural with 

the local, in order to justify, defend, and explain their practice. In an attempt to gain some 

level of legitimacy for indigenous medicine a number of associations were formed to 

promote indigenous healer’s rights and these organizations often stated that they had 

rights to act as healers due to their unique and long-term understanding of the local 

environment: 

 
[This] Conference humbly submits to the Minster that members of the 
Association have a natural and inalienable right to make use of their 
natural African herbs which have been and have proved efficacious in 
healing divers diseases and infections among the African race (Passed at 
Conference on the 20-21 Dec, 1937). Conference desires to publicly 
declare that herbs and roots sold by members of the Association are of 
purely African origin and are wholesome. That this Conference strongly 
feel that we, as African herbalists dealing with herbs and roots have no 
record of ever having abused our knowledge and tried experience in the art 
of dispensing herbs and roots either by willful, careless or indiscriminate 
destruction of life, and this fact alone stands to discredit the assumption 
that we are a menace or danger to public life or health…That this 
conference feels that their petition is valid and reasonable in view of the 
fact that members of the Association have acquired the same knowledge 
and experience in the procuring- sale and administering of African 
natural, healing and wholesome herbs as the Natives herbalists in other 
parts of the Union of South Africa (emphasis added).52 

 

                                                      
51 Ibid p. 299 
52  RSA Memorandum from the Orange Free State African Herbalist Association, 20-21 
December 1939. 
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Another group, the Dingaka Association, stated in a letter to the Minister of Health in 

1935: 

 
The fifth Annual General Conference of the African Association held at 
Bloemfontein in 1932, by a unanimous and practical understanding arrived 
at the correct and appropriate term “Ngaka” or “Gqira”, being a word, 
name or designation derived in ancient times and before European 
invasion from a roots-and-herbs-producing Rock-and-Soil, which (Roots-
and-herbs) had healing properties when administered to afflicted human 
flesh... One who had acquired the practical knowledge of such Roots-and-
herbs was called a “Ngaka” or “Gqira.”53 

 

Colonial categories and partitions of local and indigenous were therefore embraced and 

naturalized by practitioners themselves, therefore, diffusing these tropes into the 

imaginaries and languages of inyangas. Healing organizations came to defend and 

celebrate the specifically local and African character of medicinal materials and practices. 

Discussion 
Colonial state archives reveal the way authorities actively suppressed the use of 

the supernatural and the modern by indigenous healers, defining legitimate indigenous 

practice as ‘natural’ and ‘local’. These partitions were never simple or uncontested, and 

there is evidence of ambiguity in the definition and enforcement of these categories. As 

other research has shown, these contests over regulation and meaning served to isolate 

indigenous practitioners to the benefit of white doctors.54 Xaba55 has further observed 

                                                      
53 RSA NTS 7202 53/326, President of the Dingaka Association, to Minister of Health, 24 April 
1935. 
54 K. Flint, Healing Traditions. 
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that these laws forced the use of modern medicine. By limiting the actions allowed by the 

indigenous healer, the sick native must go to the white doctor and abandon indigenous 

healing, forcing him to become ‘modern’. This mimics way colonial powers forced local 

populations to wearing western clothing or take western names, part of a larger project of 

modernization. 

The analysis reviewed here reveals something further. Specifically, these 

regulations reflect and enforce a colonial view of the indigenous as tied to nature and to 

place. The indigenous healer could only treat other natives, treat them only in native 

areas, not travel to treat others outside of their province, and use what was defined as 

local and natural materials, i.e. roots, herbs, bark, animal parts, and other items 

‘characteristically used by native medicine men.’56 In the process of defending and 

producing modern biomedicine, therefore, colonial regulations invented natural and local 

medicine, by partitioning legitimate practices and places, creating new geographies of 

health. 

The practical implication of these restrictions places severe geographic limits on 

indigenous healers, which forced them into increasingly circumscribed spaces. It further 

attempted to ruralise traditional practices, by limiting the number of urban healers, for 

example, who presented a more immediate threat than their rural counterparts, who were 

seen as having closer ties to the land and the native way of life. The state constructed 

boundaries around indigenous medicine by defining its occurrences in nature and these 

                                                                                                                                                              
55 T. Xaba, ‘Marginalized Medical Practice: The Marginalization and Transformation of Indigenous 
Medicine in South Africa’, in B. de Sousa Santos (ed), Another Knowledge is Possible (London, 
Verso, 2007), pp. 317-351. 
56 Rex vs Ngcobo p.299.  
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metaphorical boundaries transferred into physical boundaries tying medicine to the land. 

Healers became literally bound to the land, as they are unable to travel to treat, much in 

the same way as a plant or rock is understood to be local, indigenous, or native.  

But more profoundly, colonial regulations created distinctions that persisted into 

postcolonial South Africa. Insofar as indigenous healers themselves came to embrace 

these understandings of the indigenous, the natural, and the local regulatory portions 

became part of the vernacular of health and the common vocabulary of medicine. Healers 

came to tie indigenous practices to ‘nature’, and as noted above, to a specific kind of 

African nature, found locally. Indigenous medicine continues to be viewed as natural, 

fixed in place, and local, despite the historical reality of a fluid combination of mobile 

practices and combinations of what came to be called the natural, supernatural, and 

modern. These somewhat arbitrary distinctions became common-sense only in the wake 

of painstaking regulatory efforts to define and distinguish different forms of legitimate 

medical practice. 

Conclusion 
 This paper has shown how colonial regulations of indigenous medicine in South 

Africa acted to limit its use. The regulations banned or limited the use of the supernatural 

and the modern, leaving only the use of local environmental materials (those deemed 

‘natural’) and practices. This understanding of indigenous medicine aligns with current 

research which shows how colonial notions of the indigenous often tie local people to 
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nature.57 I argue that in the case of indigenous medicine, this goes one step farther by 

tying indigenous healers to the land, in effect binding their practice to local places. 

Although these regulations have since been amended, their impacts live on. 

Indigenous medicine is estimated to be used by upwards of eighty percent of South 

Africans and the state is currently grappling with how to integrate indigenous medicine 

into the national health care system.58 HIV/AIDS rates are as high as forty percent in 

many rural areas of the country59, and NGOs, AIDS activists and those in government are 

calling on indigenous healers to take an active role in HIV prevention. For example, 

indigenous healers are being trained to recognise symptoms of HIV and refer those 

patients to biomedical doctors for further treatment. It is recognised that indigenous 

healers play an important social role in many communities and they are a necessary part 

in the fight against HIV/AIDS.  

Ideas such as licensing inyangas and cataloguing muthi have been promoted by 

the current government as ways to ensure the effectiveness and quality of indigenous 

medicine. These efforts to integrate indigenous medicine into the modern medical system 

are predicated precisely (and ironically) on the distinctions created during the colonial 

era, even though current attempts are not aimed at limiting indigenous healers. The 

                                                      
57 P. Robbins, Political Ecology (Malden, Blackwell Publishing, 2004).; A. Sluyter, ‘Material-
Conceptual Landscape Transformation and the Emergence of the Pristine Myth in Early Colonial 
Mexico’; B. Willems-Braun, ‘Buried Epistemologies: The Politics of Nature in (Post) Colonial 
British Columbia’; B. Braun, The Intemperate Rainforest: Nature, Culture and Politics on 
Canada's West Coast 
58 Department of Health, ‘Draft Policy on African Traditional Medicine for South Africa’, (2008), 
available at http://www.doh.gov.za/docs/birchood-f.html , retrieved on 25 February 2010. 
59 UNAIDS/WHO. (2008). UNAIDS/WHO epidemiological fact sheets on HIV and AIDS, 2008 
update. http://www.who.int/globalatlas/predefinedReports/EFS2008/full/ 
EFS2008_ZA.pdf. Accessed 4 January 2009.  
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legacy whereas healers were regulated with the goal of limiting their practice may hurt 

current attempts at regulation.  Distrust between healers and those with the authority to 

regulate them may hinder these attempts, and with the crisis of HIV/AIDS growing each 

year, understanding the historical context of medical regulation may help those trying to 

reconcile the use of indigenous medicine and biomedicine in South Africa today. 
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Anglo American media representations, traditional medicine, and HIV/AIDS in 
South Africa: from muti killings to garlic cures 

 
 
Abstract: Before 2000 limited media coverage of medicine in South Africa existed, yet 

much of what did exist centered primarily on traditional healing practices. It was not until 

the introduction of HIV/AIDS that traditional medicine was seen as having some 

potential value to the population, but only so far as the ability of traditional healers to 

direct patients to biomedical treatment. This article examines how the contemporary 

western media portrays medicine in South Africa and how the introduction of HIV/AIDS 

as a major news story has shifted the depiction of western and traditional medical 

treatment. Insights from these questions are examined in light of the colonial context of 

South Africa’s political struggle over medicine.  

 
Keywords: HIV/AIDS, Media representations, Traditional medicine, South Africa  
 

‘‘What the government says and doesn’t say still matters, unfortunately. I 
met some South Africans who can get antiretrovirals free at their local 
clinic but still prefer herbal medicines. They could live, thanks to the 
government’s highly reluctant actions. Instead, they will die because of its 
words.’’  
-Tina Rosenberg in The New York Times, 2006  

Introduction  
On September 21, 2008, Thabo Mbeki resigned his position as the President of 

South Africa under intense pressure by the leadership of the ruling party, the African 

National Congress (ANC). The international news media showed no love lost for the 

former President. The Guardian called him a ‘‘failed hero’’ (September 22, 2008) and 

The New York Times stated he ‘‘leaves a legacy of squandered potential and significant 
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failures’’ (September 26, 2008). Although most news coverage readily reported Mbeki’s 

tragic political failures, including his policy of non-confrontation with Zimbabwe and a 

widening of the gap between rich and poor, his policy on HIV/AIDS medical treatment is 

what many agree he will be remembered for most. Mbeki and his Minister of Health, 

Manto Tshbalala-Msimang, systematically and aggressively promoted the use of 

‘‘traditional’’ and nutritional medicines—such as beetroot, lemons, and garlic—as 

legitimate treatments for HIV/AIDS, while deeming antiretroviral (ARVs) drugs toxic or 

poisonous. This public policy campaign greatly contributed to a general fear of western 

pharmaceutical medicines within the HIV positive population of South Africa. It is 

estimated that this policy cost about 330,000 people their lives from 2000 to 2005 

(Chigwedere et al. 2008).  

While it is widely agreed that Mbeki’s policies were detrimental to the general 

health of the HIV positive population in South Africa (Chigwedere et al. 2008; Nattrass 

2008), I argue that the condemnation of South Africa’s policy is not solely the result of 

South Africa’s failure to treat those infected with HIV, but rather is part of a larger 

discursive history coming out of a colonial past. More specifically, media representations 

of medicine in South Africa, which culminate in a mass condemnation of Mbeki’s 

HIV/AIDS policies, reflect an ongoing struggle between indigenous and colonial 

practices that have dominated South Africa’s social, cultural, and economic landscape for 

over a century.  

The devastating nature of AIDS, including the astonishing number of deaths and 

new HIV infections continually plaguing South Africa, has greatly influenced how the 
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West currently thinks about disease and medicine in Africa. Since South Africa is the 

most heavily infected and affected nation in the world, and its politics are well publicized 

in the United States and Britain, it is a good case study to explore the degree to which 

contemporary representations of the crisis continue to carry and convey persistent 

colonial discourses and tropes. This article examines the contemporary western media 

portrayal of western and traditional medicine in South Africa and how the introduction of 

HIV/AIDS as a major news story around the year 2000 shifted this characterization. 

Insights are then examined in light of the colonial context of South Africa’s political 

struggle over medicine.  

HIV/AIDS in South Africa  
South Africa has one of the world’s highest rates of HIV infection, estimated at 

5.7 million people, about 18% of the adult population (UNAIDS 2008). In many rural 

areas over 40% of all pregnant women have tested positive (UNAIDS/WHO 2008), 

creating a health emergency of unprecedented proportions. Creating an effective and 

comprehensive strategy for dealing with this HIV/AIDS epidemic has not been easy, in 

part due to other pressing social and political issues that were coincident with the 

introduction of the disease. In 1982, when the first case of AIDS was diagnosed in South 

Africa, the country was in a state of emergency due to the policy of apartheid. When 

apartheid ended in 1994, the new government began to show concern for controlling the 

HIV outbreak; 4.3% of all pregnant women were testing positive. Although ANC 

government started strong on HIV issues in 1994, by 1997, it had completely reversed 

course, going so far as to deny the severity of the problem (Schneider and Stein 2001; 
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Van der Vliet 2004, Butler 2005). In 1999, Thabo Mbeki was elected president, and only 

one year later, he began to publicly state he did not believe HIV caused AIDS. His 

administration decided not to fund antiretroviral (ARV) treatment for HIV positive 

people using public services, including pregnant women who were at risk to pass the 

virus onto their child.  

In 2003, the South African government finally devised a plan to distribute ARVs, 

only after the Treatment Action Campaign (TAC), an AIDS activist group, sued the 

government and won, forcing treatment to become available. By all accounts, the process 

of distributing ARVs has been slow and fraught with controversy. Currently, 429,000 

HIV positive people are on ARVs (UNAIDS 2008), yet the total number in need of ARV 

treatment is much higher (only about 17% of patients who qualified for ARVs received 

them in 2005) (Goggin et al. 2009). The government under Mbeki stated the cost of the 

medicines is too high, and their effectiveness is not known. Former President Mbeki 

stated on several occasions that ARVs may be ‘‘toxic’’ (Van der Vliet 2004), 

discouraging their use by his own citizens despite pleas from the international 

community, activist groups, and other health organizations for him to reverse his position 

on HIV/AIDS treatment. With President Mbeki’s resignation, many are optimistic that 

the new administration will do better in treating the HIV positive population. At this time 

it seems the new administration is more likely to support the use of ARVs, but President 

Zuma is not without his critics. In 2006, he was tried but subsequently acquitted for 

allegedly raping an HIV positive woman. At the trial he acknowledged having sex with 

the woman, who he knew to be HIV positive, but stated he took a shower after to prevent 



84 
 

infection. He was widely condemned for these actions by women’s rights and AIDS 

activists (BBC 2006).  

Medical geography and the colonial present  
Within the geography of health literature, there is extensive interest in the 

complex inter-relationships between ‘‘indigenous’’ and ‘‘biomedical’’ practice. Del 

Casino (2001) argues that medical geography needs to better understand the ‘‘many ways 

which health care is organized and practiced’’ (p.407), including the diverse indigenous 

and biomedical systems typical of South Africa and elsewhere. Kearns and Moon (2002) 

state there is an ‘‘increased interest in well-being and broader social models of health and 

health care’’ (p. 606) within medical geography, which would include non-western forms 

of medicine and health care. Globally, biomedical institutions such as universities and 

hospitals are beginning to recognize traditional medical practices and other alternative 

forms of care as important aspects of treatment and healing.  

Following Said (1978), the contemporary conditions for the acceptance or 

rejection of traditional knowledge are prefigured by framings and discourses established 

in earlier history, especially colonial history. For example, the colonial perception of the 

indigenous tie to nature, reflecting persistent modern assumptions (following Latour 

1993), are present in numerous representations of indigenous medicine. These range from 

images of the San of Southern Africa trekking through the desert, understanding the 

medicinal use of each plant, to the Native American ‘harmonious’ ties with nature, with 

medicine men making teas from barks and flowers to cure ills. By the beginning of the 

twentieth century African traditional practices, indigenous experts, and natural materials 
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began to compete with modern biomedical medicine practiced by doctors with scientific 

training. The result was a reconfiguration of what counted as authentic and effective 

medicine, with struggles throughout the colonies over the status of indigenous medicine. 

Complex configurations of laws and discourses became sites in which concepts of the 

indigenous and modernity became entangled and disputed (Flint 2008).  

Historically in South Africa, these imaginaries were translated into policies by 

colonial governments that effectively prohibited traditional medicines. The Suppression 

of Witchcraft Act (enacted in 1895, amended in 1957), banned the spiritual side of 

traditional healing because it was perceived as witchcraft (Ashforth 2005). Since 

traditional healing entails spiritual aspects as well as the use of herbs as medicines, and 

both are vital to the practice of traditional medicine-banning one effectively suppressed 

the other.  

Currently the South African government has begun to embrace many of the 

African traditions suppressed under apartheid and colonialism. This includes the use of 

traditional medicine. Due to the major health crisis of HIV/AIDS facing the nation this 

decision has been quite controversial. Yet many working on HIV/ AIDS issues see the 

inclusion of traditional medicine as necessary and helpful (Goggin et al. 2009). However 

as we will see, the portrayal of traditional medicine is still suffused with colonial images.  

The media and medicine  
The situation in South Africa has been covered extensively in the international 

media. This coverage, however, has been unable to unravel the complexities without 

relying on colonial notions of indigenous use and understanding of medicine. Since the 
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media is the main source of information on HIV/AIDS in South Africa to the western 

world, the discourses used tend to color the way the global population understands the 

crisis. This is important because countries like the United States and the United Kingdom 

invest heavily in South Africa, and the public’s understanding of the situation there can 

influence how money is spent. The money spent on HIV/AIDS is significant. For 

example USAID spent 5.5 million dollars out of a 5.7 million dollar budget in 2008 on 

HIV/AIDS outreach (USAID 2009).  

In this regard, several researchers have examined the role that media plays in 

shaping our understanding of medicine and medical treatment by considering the 

representation of particular illnesses and medical conditions, such as SARS in the British 

press (Washer 2004; Wallis and Nerlich 2005), Ebola in the British tabloids (Joffe and 

Haarhoff 2002), mad cow disease (Washer 2006), cancer (Clarke and Everest 2006), 

malaria, tuberculosis, and leprosy in popular African magazines (Pratt et al. 2002) and 

HIV/AIDS in mass media prevention campaigns (Hutchinson et al. 2007), in film (Hodes 

2007), and in magazines (Clarke et al. 2007). These examinations have found that the 

media can influence how people view disease through the use of metaphor and discourse. 

In some cases, such as that of HIV/AIDS, this can create or diminish stigma for those 

infected.  

Millions of people receive their daily news from newspapers. Although 

circulation numbers have declined for almost every major paper in the past year (Audit 

Bureau of Circulation 2008a, b), newspapers continue to play an important part in 

gaining knowledge about other parts of the world. Many newspaper articles are circulated 
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online and are picked up by major television news, radio networks and internet sites, so 

the same headlines and articles are presented several times (National Public Radio 2008; 

Alterman 2008). Therefore, examining newspaper articles is one way to gauge what 

information is disseminated on a topic, including the controversy surrounding South 

Africa’s HIV/AIDS policies.  

In this study, I use newspaper articles to demonstrate that representations of 

traditional medicine in the pre-AIDS period were suffused with pejorative images of 

traditional medicine as exotic, dangerous, and quaint. The introduction of AIDS as a 

dominant theme in news stories about South Africa (circa 2000) established several new 

narratives, but ones consistently conjoined to colonial thinking: (1) Mbeki’s denials have 

led to irrational fears of ARVs and a turn to traditional healers; (2) The expense of 

pharmaceuticals has led to the use of unreliable traditional treatments; (3) Healers 

therefore might be enrolled in AIDS management; and (4) Traditional healers need 

extensive regulation and control.  

Thus, in addressing the Mbeki administrations denials concerning antiretroviral 

medicine, the international media extended historic misunderstandings about the nature 

of traditional medicine. It further shifted the conversation about traditional medicine to 

one in which indigenous healers might be seen as a potential resource for managing the 

AIDS crisis, but it did so while maintaining a tendency to portray traditional healers as 

threatening, ignorant, and demanding of paternal control. This confusion is not new, of 

course, as such elisions over what traditional medicine is and does can be traced to 

colonial images of ignorant indigenous people relying on witchdoctors for treatment and 
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the need of the white doctors to truly heal them from the unhealthy African environment 

(Brantlinger 1985; Packard 1985; Crozier 2007).  

Methodology  
Articles from seven major American and British newspapers were used in this 

research. The newspapers were chosen due to their high circulation rates and for being 

generally accepted as mainstream news sources (i.e., not tabloids, some of which have a 

higher circulation rate than the newspapers used in this study). American newspapers 

include: The New York Times (circulation 1,000,665), The Washington Post (circulation 

622,714), USA Today (circulation 2,284,219), and The Los Angeles Times (circulation 

739,147). British newspapers include: The Times of London (circulation 621,831), The 

Guardian (circulation 358,379), and The Daily Telegraph (circulation 835,497) (Audit 

Bureau of Circulation 2008a, b).1  

Articles containing the keywords ‘‘South Africa’’ and ‘‘medicine’’ from 1980 to 

2006 were collected from a major newspaper database then sorted for relevance. Articles 

included in this study meet the requirement that the story is about medicine or medical 

services in South Africa, while discarded articles included those that just mention South 

Africa in a story about a different location, or use the word medicine in a non-medical 

use (such as ‘a taste of their own medicine’). There were 376 articles analyzed for this 

study, 116 articles from The New York Times, 109 from The Guardian, 78 from The 

Washington Post, 42 from The Times of London, 15 from The Daily Telegraph, 12 from 

USA Today and 4 from The Los Angeles Times. Based on the approach taken by Joffe and 

                                                      
1 The circulation numbers are total paid weekday circulation averages for 2008.  
 



89 
 

Haarhoff (2002) Washer (2004) and Wallis and Nerlich (2005), I coded the newspaper 

articles with a qualitative software program, finding 15 themes. These themes were 

selected based on the dominant topic of each article.  

Results  
Five of the fifteen topics account for 74% of all articles. The most common theme 

found in the newspaper articles was that of denialism of HIV by top South African 

government officials and the associated withholding of ARVs from HIV positive people 

(Fig. 1). The second most common theme was the case in which major multinational 

pharmaceutical firms sued South Africa for violating patent laws concerning HIV drugs. 

Third were articles on traditional medicinal practices, including those about traditional 

healers and traditional medicine. This category includes articles about traditional 

treatments for disease as well as traditional practices such as circumcision. Articles about 

muti killings were also included in this topic because these are often considered to be 

murders for use in traditional medicine (a claim I will discuss further). Fourth most 
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Figure 1: Major topic of each newspaper article 

 

common were articles on how South Africans were sick from HIV, which ranged from 

human interest stories about a person who is HIV positive, to general articles about how 

South Africa has the world’s highest number of HIV positive people. Finally, the fifth 

most common stories were articles on why or how generic ARV medications are the 

salvation for HIV positive people in South Africa. These articles fall into two categories. 

They are either editorials that state that generics are needed due to their less expensive 

cost to fight HIV or they are articles about generic drugs being used already.  

Two time periods also emerged when the articles were coded, as there was a shift 

in tone and content from the year 2000 on. That year the international media took notice 

of the HIV/AIDS crisis facing the country. The following sections examine the pre and 
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post 2000 coverage, and show how the introduction of AIDS into the media 

consciousness changed how the media discussed medicine in South Africa.  

 

Figure 2: Number of articles for all newspapers by year 

 

Topics  

1980–1999: Coverage of medicine in South Africa  
Throughout the 1980s and 1990s, very few newspaper articles appeared in the 

American and British press regarding medicine in South Africa (17 articles were written 

between 1980 and 1989, while 50 articles were written between 1990 and 1999, see Fig. 

2). In the articles that were written, two dominant themes account for the majority of 

news coverage in American and British newspapers: (1) inequalities in medical care 

resulting from apartheid and other associated effects of apartheid on the medical system, 

and (2) traditional medical practices.  
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Articles on the inequalities found in the medical system under apartheid were 

common from as early as 1980. In a The New York Times (1980) article entitled ‘‘In ‘Tin 

Town’ Scant Water and Minimal Medical Care,’’ the author described life in an emerging 

shanty town that black South Africans had been forcibly relocated to under apartheid and 

shed light on the poor access blacks had to health care under apartheid conditions. 

Articles such as these were found until 1990. As apartheid was ending, articles began to 

focus on hospitals opening their doors to all races and the implications the end of 

apartheid would have on the medical system.  

There were 15 articles on traditional medicine in this time period, which were 

dominated by two very different storylines: muti killings and human interest stories about 

traditional healers. Muti killings (also spelled muthi) are particularly prevalent in the 

British press from 1980 to 1999. A muti killing is a practice where a person is killed so 

that his or her body parts may be used for ‘‘medicinal’’ purposes (the word muti is 

derived from the Zulu and Xhosa word for medicine). Several of the articles about muti 

killings, particularly those around 1995, discuss a very influential report commissioned 

by the government which came out on muti killings and witchcraft in South Africa. News 

coverage about muti killings during this time period usually tells of a child who was 

killed for his or her body parts, along with details of what each body part would be used 

for. One article in The Guardian chronicled the killings and associated report by stating 

that:  

 
A victim’s hands, or parts of the hands are, for instance, regarded as 
symbols of possession, of success or illegal appropriation,’ the report says 



93 
 

of the ingredients used in the brews. ‘The eyes of a victim symbolise 
vision and the blood can give vitality. The genitals and soft parts of a 
victim, such as parts of the ears, nose, the eyelids and lips, are also used 
(Beresford 1995).  

 
News coverage stresses the violent nature of this practice, but importantly, 

coverage of muti killings is also tied to traditional medicine in most of the articles. The 

conflating of traditional medicine with what most South Africans would consider 

witchcraft is rooted in colonial understanding of how traditional medicine is practiced 

(for an example see Melland 1923). Linking traditional medicine and violence 

perpetuates the notion that traditional healers are engaged in harming people, instead of 

healing. It was this concept that led to bans on traditional practices such as the 

Suppression of Witchcraft Act. This can be seen in statements such as this one in The 

Times:  

 
The commission blamed some traditional healers for contributing to the 
murders. The victims were often killed on the instructions of the healers 
after being consulted by people with grievances against the victims or who 
stood to gain from their deaths (Gulmore 1996).  

 
When covering and explaining traditional medicine and muti killings, race is also 

frequently mentioned as an important aspect of this practice in many newspaper articles. 

It is frequently cited that up to 80% of black South Africans use traditional medicine, or 

believe in witchcraft, including even the elite and educated. For example, The Guardian 

reported in 1990 that the ‘‘witchcraft problem is compounded by the belief that some of 

the most superstitious of the homeland’s inhabitants are to be found in the upper echelons 

of government (Beresford 1990).’’ Other newspaper reporters focus on the potential for 
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whites to be the victims of muti killings, primarily because it was believed that organs 

from whites (generally considered to be more successful and wealthy) would be more 

effective for use in traditional medicine healing, although none ever mention the actual 

harming of white South Africans (Gulmore 1996).  

The word ‘‘witch’’ also proves to be an important aspect of coverage on 

traditional medicine with nearly all newspaper articles covering muti killing using the 

term ‘‘witch’’ in some form (witchcraft or witchdoctor being the most common) to 

describe the events taking place. Drawing on the statement of a sangoma (traditional 

healer) provided to the Portfolio Committee on Arts, Culture, Science and Technology in 

South Africa, Ashforth (2005) provides an important distinction between witches and 

traditional healers. Only witches are involved in the intentional killing of individuals for 

‘‘health’’ reasons, which are usually related to the belief that an individual is captive to 

‘‘evil forces.’’ Conversely, traditional healers do not participate in the killing of 

individuals, and are more inclined to use spiritual means to heal or protect people who 

consult them for assistance. This critical distinction is rarely made in newspaper coverage 

of medicine in South Africa, where traditional healers are often called witchdoctors (see 

The New York Times (Eprile 1993), The Guardian (Beresford 1995) and (Dillner 1995), 

and The Times (Hornsby 1986)). Since traditional healers believe themselves to be 

protecting against witchcraft, the use of the word witchdoctor to describe them is 

considered insulting.  

Sexuality is also a reoccurring theme, with many articles discussing the 

importance of traditional medicine in curing sexual ailments, some going so far as to 
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claim that all traditional medicine is for sexual purposes (Hornsby 1986). Others discuss 

the practice of checking girls for virginity (Daley 1999). Still others examine the practice 

of male circumcision and its importance in becoming a man, often taking a critical view 

since several boys die each year due to infections (Taylor 1995).  

Distinct from the articles on muti killings, witchcraft and sexuality are those 

human interest stories in which traditional medicine is discussed in quaint, often 

pejorative, terms. The details given usually include the dress of the healers and the exotic 

appearance of the room:  

 
Inside a small mud hut in her back yard, Nomayeza Radebe begins her 
ritual. She wears the woven headdress of the spiritual healer, with beaded 
braids framing her face. For strength, amulets hang from her neck – one a 
goat’s horn, the other a small vial of mercury and herbs (Duke 1996).  

 
Others explain how much is being lost due to modern influences. For example 

The New York Times (Keller 1992) ran a story on the emergence of telephone sangomas-

‘‘new breed of seers who work at the intersection of African tradition and Western 

marketing.’’ Many see this infusion of the modern as a threat to the traditional.  

Representations of traditional medicine in the pre-AIDS period were suffused 

with pejorative images of traditional medicine as exotic, dangerous and quaint. These 

images of the witchdoctor with ‘‘amulets’’ hanging from her neck, or the dangerous 

image of children massacred for use in traditional medicine are the same images that 

dominated colonial representations. It was these images that led to the suppression of 

traditional medicine during the colonial and apartheid periods due to fear and 

misunderstanding of the practice.  
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2000–2007: The international press takes notice of HIV/AIDS  
Beginning in 2000, a shift takes place in news coverage of medicine in South 

Africa, and HIV/AIDS becomes a dominate theme. A clear change in coverage occurs as 

31 articles are written about HIV/AIDS in 2000 and 91 articles appear in 2001. Though 

the HIV infection rate had been increasing in South Africa for over a decade, it was only 

in 2000 that the international community began to take notice. As previously discussed, 

several events and circumstances forced the world to examine the epidemic occurring in 

South Africa, including the alarming percentage of pregnant women testing positive for 

HIV (approximately 24.5%, Department of Health 2000) and Thabo Mbeki’s public 

denial that HIV causes AIDS. From 2000 to 2001, there was also intense coverage of the 

international trial between pharmaceutical companies and the South African government 

over the patents of HIV drugs. These events, and the corresponding newspaper coverage 

that resulted, forced a change in the type of newspaper articles about medicine in South 

Africa. Suddenly, an HIV/AIDS crisis was at hand. While the topic of medicine was of 

little importance in western media coverage before 2000, it began to define how the 

western media saw the country after 2000. South Africa became a country with the most 

HIV positive people in the world; a place forgotten not only by the West, but also 

forsaken by their own government, and traditional medicine was now a cure and a curse 

for those sick with AIDS.  

Analysis of newspaper articles from 2000 to 2007 reveals the struggle 

surrounding what is considered appropriate medical treatment for HIV/AIDS. One of the 

most common story topics on HIV/AIDS during this time is that of the limited access to 

ARVs due to President Mbeki’s opposition to the treatment, along with the promotion of 
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garlic, lemons and beetroot as nutritional treatment of AIDS by his Minister of Health, 

Tshbalala-Msimang. The press dubbed Tshbalala-Msimang ‘Dr. Garlic’ in many of the 

articles, as she was quoted as ‘‘extolling nutrition over drugs” (Boseley 2005). The 

Mbeki administration’s denial that HIV caused AIDS or that ARVs were effective in 

treating the disease was the dominant topic in 91 articles in this period. All of these 

articles were critical of the administration, stating that the government ‘‘kills hope’’ 

(Boseley 2001), and uses ‘‘quackery’’ and ‘‘stupidity’’ (Goldacre 2007) to explain the 

policy. Many articles blame the rejection of ARVs on the government:  

 
Such ideas [the government policies] are dissuading many profoundly sick 
people from seeking powerful remedies only now becoming available on a 
wide scale…’’I’m an African,’’ said Tshabalala, 26, who has three 
children and favors stylish jeans and a short, spiky hairstyle. ‘‘I don’t 
believe in anti-retrovirals. I believe in traditional healers (Timberg 2004).  

 
A second theme is the lack of access to ARVs, which is blamed on both 

government policy and on pharmaceutical companies. In 2001, several pharmaceutical 

companies filed suit against South Africa for its attempts to produce generic ARV 

medication. In my sample, 54 articles were written on this trial, most discussing the cost 

of ARVs, which ‘‘few can afford’’ (Stolberg 2001). The combination of the high cost of 

ARVs and the denial that they work by the government are reasons stated that such a high 

percentage of South Africa’s HIV positive are visiting traditional healers instead of 

western doctors.  

Also prevalent are articles discussing the ways traditional healers could be 

enrolled to help stop the spread of HIV. They discuss programs implemented that train 
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healers to notice the symptoms and send the patient to a biomedical doctor or hospital, 

rather than treat the patient with potentially ‘‘dangerous’’ traditional medicine:  

 
Asked about those precautions, she proudly displayed the framed 
certificate from a 1998 workshop on ‘‘The Traditional Healer’s Role in 
AIDS: Sexually Transmitted Diseases and Primary Health Care’’ offered 
at Hlabisa Hospital, a 20-minute drive from her compound, where cattle, 
donkeys and chickens wander out as patients wander in (McNeil 2001).  

 
In these articles healers are seen as a necessary ally in the fight against HIV/AIDS. In 

addition, the notion of regulation is central to the debates over ARVs and traditional 

healing in South Africa in media coverage. Most of these articles focus on the difficulties 

in regulating traditional medicine, particularly because traditional healers are often 

uneducated and undertrained, creating potentially dangerous conditions for treating HIV/ 

AIDS patients:  

 
From the government’s standpoint, licensing sangomas as physicians 
cracks the door open to regulating practices and medicines that now cause 
untold misery (McNeil 2002).  

 
However, when coupled with the theme of healers as a possible solution to the 

AIDS crisis, the regulation takes on new importance. This is further complicated, since 

the media equates Mbeki’s policies on HIV/ AIDS treatment with an increase in the use 

of traditional medicine (this perceived increase is seen in articles such as ‘‘With Folk 

Medicine on Rise, Health Group is Monitoring’’ (McNeil 2002), although ‘folk 

medicine’ has been the dominant form of medicine throughout all of human history). This 

places even more importance on traditional medicine and indigenous knowledge although 
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the healers who might be a resource for managing the AIDS crisis are also seen as 

threatening, ignorant and in need of paternal control. These notions lead us back to the 

exotic and/or quaint healer, who has dominated the western consciousness around 

medicine in Africa since the colonial period (Arnold 1988; Vaughan 1991; Flint 2008).  

Discussion: medical colonial present  
Before 2000 there was limited coverage of medicine in South Africa, yet what did 

exist centered primarily on traditional healing practices (both the vilified and the quaint), 

and the inequalities of apartheid in the medical system. Those articles that focused on 

traditional medicine exhibited orientalist imaginaries which have been found in 

representations of African medicine since the colonial era. Traditional medicine as a 

potentially legitimate treatment option was absent from the representations in the 

international media. It was not until the introduction of HIV/AIDS, that traditional 

medicine was seen as having some potential value to the population, but only so far as the 

ability of traditional healers to direct patients to biomedical treatment.  

Once AIDS became the dominant story, there was a dramatic increase in 

coverage. AIDS breaks in the global consciousness as the new crisis facing Africa, and 

new stories emerge in the press, many of which focus on the lack of proper treatment for 

HIV positive people receive in South Africa. According to most newspaper articles, this 

is both the fault of the government’s lack of action and the high price of pharmaceuticals. 

At the same time the media is critiquing the government, they are exploring the concept 

of enrolling traditional healers into the fight against AIDS, as they can convince HIV 

positive people to take their ARVs. The South African government is represented as not 
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only passively allowing large segments of the population to seek traditional treatments 

over biomedical options, but as also actively claiming the traditional treatments are the 

better option. They also frequently deny those interested in ARVs access to the drugs, 

leaving them no choice than to rely on traditional remedies. This leads to confusion in the 

press. We have a population being directed to traditional healers, then from the healers 

being directed to a biomedical system not supported by the government and therefore not 

able to properly care for them. The media addresses this through reporting on a rise in 

regulation, or calls for regulation. The lack of regulation is seen, in part, as a cause of the 

AIDS crisis because unregulated healers will not refer a potentially HIV positive person 

to a biomedical doctor, increasing the chance that person will spread the virus due to their 

lack of knowledge of their HIV status. An increase in regulation, especially of traditional 

medicine, is one way to ensure that those who need it are treated correctly, with western 

medicine, the same western medicine unavailable to them.  

This call for regulation could lead us once again back to the colonial approach of 

dealing with traditional medicine. During the colonial period regulation of traditional 

medicine occurred on several fronts. First, the use of witchcraft, or the supernatural for 

diagnostic purposes or as a treatment was banned. This was largely due to the influence 

of Christian missionaries who saw such practices as threatening to their efforts of 

conversion and had a general fear of witchdoctors (Ashforth 2005). Second, healers were 

forbidden to mix or compound their own herbs as medicines. Although many policy 

makers at the time stated a fear that the compounded medicines made by traditional 

healers may do harm to the people using them, the more immediate reason for the ban 
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was that the white doctors did not want competition from traditional healers (Flint 2001, 

2008). In the colonial era, traditional medicine was often the only medical care available 

to the majority of the population, a situation we still find today.  

Currently, there is a widening debate about the legitimacy of traditional healing 

and appropriate regulation of the practice globally. The World Health Organization 

(WHO) is promoting formal recognition of traditional healers and publishing reports on 

integrating traditional healing and public health throughout Africa. The WHO has even 

unveiled a logo for African Traditional Medicine, in effect legitimating its use, even 

though the international press continues to exoticize it, is pejorative about people’s 

knowledge and narrates the African as victim. There is an inability of the orientalist 

western imaginary to understand traditional medicine outside of the already prefigured 

beliefs about Africans and their traditional healing practices, as seen in how the media 

often conflates witchcraft with traditional medicine. In addition, among conventional 

medical practitioners themselves in South Africa, there is widespread belief that 

traditional medicines are unproven, scientifically untested, and ineffective. To the degree 

that there are emerging calls for the inclusion of traditional healers in contemporary HIV/ 

AIDS treatment, informal discussions with members of the allopathic medical 

community suggests widespread skepticism and resistance.2 Media representations of 

traditional healing both support and challenge the medical establishment. By calling for 

inclusion, newspapers confront the expert power of doctors. By representing traditional 

                                                      
2 Based on unpublished interviews with biomedical practitioners from fieldwork in South Africa 
from January to March 2009.  
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medicine pejoratively, however, the media remains steadfastly in support western 

approaches to treatment.  

In the end, indigenous healers are indeed a critical part of the medical landscape 

of South Africa and any serious efforts to manage the disease requires their enrollment 

and participation. So too, the government response to HIV/AIDS must be seen as largely 

political and potentially dangerous. Nevertheless, the western media remains unable to 

convey and evaluate the fast-moving events taking place within South Africa without 

recourse to colonial discourses and assumptions. The discourse of indigenous knowledge, 

specifically here-healing knowledge-is still relegated to a magical, dangerous practice 

that requires control for the good of the people. Until the global public receives 

ethnographically rich and historically contextualized information about traditional healers 

and indigenous medicinal knowledge, century-old stories will continue to be recycled and 

retold, with critical implications for human health in the 21st century.  
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The Integration of Dreams and Drugs: South Africa’s Effort to Regulate 
Traditional Medicine 

 

Abstract: In July 2001, the African Union declared 2001-2010 to be the “Decade for 

African Traditional Medicine.” A plan of action was adopted in 2003 which called upon 

member states to have plans of “recognition, acceptance, development and integration of 

Traditional Medicine (TM) by all Member States into the public care system on the 

continent by 2010 (African Union 2009).” South Africa had already formally recognized 

TM as having a potential role in the national health care system in the 1996 National 

Drug Policy, then in 2004 South Africa began the process of integrating the traditional 

health care system into the national health care delivery system by introducing the 

Traditional Health Practitioners Bill. Based on field work in Gauteng and Mpumalanga, 

South Africa in 2009, in this paper I ask what assumptions about traditional medicine the 

government’s policies entail and to what degree are these assumptions congruent with 

practice. How do traditional healers enroll these policies into their own practice? By 

examining the traditional conceptions of medicine (muthi) and the spaces where 

traditional healers practice, I argue that the policies in place simplify and naturalize 

traditional medicine practice, which leaves the policy of integration vulnerable to failure. 

 

Introduction 
In July 2001, the African Union declared 2001-2010 to be the “Decade for 

African Traditional Medicine.” A plan of action was adopted in 2003 which called upon 

member states to have plans of “recognition, acceptance, development and integration of 
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Traditional Medicine (TM) by all Member States into the public care system on the 

continent by 2010 (African Union 2009).” South Africa had already formally recognized 

TM as having a potential role in the national health care system in the 1996 National 

Drug Policy. In 2004, South Africa began the process of integrating the traditional health 

care system into the national health care delivery system by introducing the Traditional 

Health Practitioners Bill. This was regarded by many as a huge step forward, as during 

colonial and apartheid eras traditional health care systems were suppressed throughout 

the country.   

Since the majority of people utilize the traditional health care system, and with 

significant rates of HIV/AIDS and tuberculosis (TB) in the country, the need to recognize 

and support the traditional system became clear. When the announcement was made that 

the Traditional Health Practitioners Bill of 2004 had passed, the World Health 

Organization (WHO) reacted with praise, stating: “The World Health Organization has 

welcomed the South African government's commitment to African Traditional Medicine 

in the health care delivery system…WHO country representative, Dr Welile Shasha, said 

that official recognition and respect of traditional medicine was the right step towards 

integration into national health systems and services (World Health Organization 2004).” 

The 2004 act was rejected by the constitutional court in 2006 due to a lack of public 

hearings on the bill, and then reinstated in 2007. Then, in 2008, a policy statement by the 

Department of Health, the Draft Policy on African Traditional Medicine, was introduced. 

This policy was “designed to provide a framework for the institutionalisation of African 

traditional medicine in the South African healthcare system” (Department of Health 
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2008). These continued efforts at regulation show how serious the South African state is 

in attempting to bring traditional medicine into the mainstream health care system. This 

paper utilizes these legal attempts at integration as a starting point for examining how 

South Africa is grappling with its need to regulate ‘traditional’ systems of medicine. 

Integration of traditional medicine into the national health care system makes 

sense considering the following: it is widely cited that eighty percent of the South African 

population uses traditional medicine (Richter 2003; Department of Health 2008) 

(although the original source of this number is not clear, see Wilkinson, Gcabashe and 

Lurie 1999; Ashforth 2005b). Undeniably for many, traditional medicine is the first 

treatment sought for conditions such as HIV/AIDS and traditional healers are more 

conveniently located than clinics or hospitals to many rural South Africans. 

Based on field work in Gauteng and Mpumalanga South Africa in 2009 (see 

Figure 1), I ask what assumptions about traditional medicine underlie the government’s 

integration policies. To what degree are these assumptions congruent with practices of 

traditional medicine? Do traditional healers participate in these policies or enroll them 

into their own practice? By examining the traditional conceptions of medicine (muthi) 

and the spaces where traditional healers practice, I argue that state policy simplifies 

traditional medicine, which leaves the policy of integration vulnerable to failure.  
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Figure 1: Map of study area 

 

The Geographies of Health and State  
The call to further our understanding of health geographies has been made 

recently by King (2010) who states that taking a political ecology approach can help: 

uncover these subaltern health narratives that potentially challenge 
conventional disease orthodoxies produced by the biomedical model, or 
representations of disease that are created by powerful institutions, 
including national and international agencies. Among the many benefits 
this provides would be the identification of failures in health policy that 
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stem from misunderstandings of local practices and knowledge systems. 
(emphasis in original p 50). 
 

Political ecology, as defined by Robbins (2004) is the “empirical, research-based 

explorations to explain linkages in the condition and change of social/environmental 

systems, with explicit consideration of the relations of power” (p 12).  Since it is 

understood that human health and environmental systems are linked (Collins 2002), 

political ecology as a framework is one approach health geographers can take. King is not 

the first to call for this approach to research (see Mayer 1996; Robbins and Bishop 2010) 

and in AIDS in Africa Barnett and Blaikie (1992) take a political ecology approach by 

examining how AIDS in a household can shift agricultural land use, which in turn affects 

households, communities and regional economies. Yet other health studies with such an 

approach have been scare (Kalipeni and Oppong 1998 being one of the more notable).   

Within the broader geography of health and medical geography literature, there 

has been interest in relationships between “indigenous” and “biomedical” practice, 

including work by Del Casino (2001) who argues that medical geography needs to better 

understand the “many ways which health care is organized and practiced” (p.407). In 

addition, Kearns and Moon (2002) state there is an “increased interest in well-being and 

broader social models of health and health care” (p. 606).  

Outside of geography, anthropologists, sociologists, and political scientists have 

extensively studied traditional medicine (for example Kirkland, et al. 1992; Wayland 

2004; Thornton 2009) and examinations of witchcraft in society (which is often related to 

the use of TM) (Ashforth 2005b; Comaroff 1985; Comaroff and Comaroff 1999; Mshan, 
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et al. 2005). There have also been studies of the histories of traditional medicine (Flint 

2001; 2006; 2008), the use of TM in HIV/AIDS and TB treatment (Wilkinson, Gcabashe 

and Lurie 1999; Mills, Cooper and Kanfer 2005) and the use and knowledge of TM by 

women (Varga and Veale 1997; Nattrass 2008a). All of these works show just how 

complex the practice and use of traditional medicine can be, yet within these studies few 

(see Wreford 2005 and del Casino 2001 for exceptions) have examined the relationship 

between government polices and traditional practice in a place with exceptionally high 

rates of illness, such as South Africa. 

Regulation of medicine as a project of modernity (Foucault 1994) necessarily 

requires quantification, classification, and surveying of medical products and practices. 

This ‘rationalizing and standardizing what was a social hieroglyph into a legible and 

administratively more convenient format’ is what Scott (1998) calls ‘state 

simplifications’ (p 3). This concept has been explored and articulated by several state 

scholars (e.g. Elden 2006; Hannah 2000; Whitehead, Jones and Jones 2007). In other 

words, where it has been deemed necessary to enroll ‘traditional’ medical systems into 

the modern state, such systems can be predicted to be dramatically (and possibly 

dangerously) simplified into a form recognized and ordered within state practice. These 

simplifications tend to erase diverse pre-colonial knowledges, often by imposing a 

scientific knowledge (Robbins 1998; Fairhead and Leach 2003; Kull 2004). In many 

cases, the ‘traditional’ system does not easily lend itself to modern assumptions of a 

reality which can be scientifically explained. For example, Ashforth (2005a) asks if it is 

possible to regulate witchcraft in a modern democratic South Africa. The majority of 
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South Africans believe in witchcraft yet there are no scientific means to understand its 

impacts. If someone falls ill and blames a neighbor for bewitching her, science can only 

acknowledge the biomedical reason for the illness. The underlying spiritual beliefs 

surrounding the illness are not quantifiable. Yet if the community sees the cause of the 

illness as a neighbor causing harm on another, can justice ever occur in the eyes of that 

community under a modern democratic system? South Africa, as I will show, tends to 

deal with it by not dealing with it, by its glaringly obvious absence in policy.  

Methodology 
In 2009, I spent two months in Gauteng and Mpumalanga, South Africa, although 

I have spent the past twelve years working in the communities where this research took 

place. I interviewed thirty-one people, consisting of traditional healers (from the Nguni 

groups Swazi, Zulu, and Ndebele), traditional medicine merchants, biomedical doctors 

and nurses and users of medicine/patients. I also conducted fifteen written surveys of 

doctors and users of medicine/patients. In addition, I conducted field observation where I 

spent time with traditional healers during sessions with patients, visited muthi markets, 

both rural and urban, and spent time in a large HIV clinic, two large urban hospitals and 

three small rural clinics. I also use visual methods, mainly photographs, to document the 

spaces where traditional medicine is practiced. Finally, I used narrative policy analysis 

(following Roe 1994) to evaluate the policies put forth by the South African government. 
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Traditional Medicine in the Era of HIV/AIDS 

HIV/AIDS in South Africa 
South Africa has one of the world’s highest rates of HIV infection, estimated at 

5.7 million people, about eighteen percent of the adult population (UNAIDS 2008a). In 

many rural areas, over forty percent of all pregnant women have tested positive 

(UNAIDS 2008b). The crisis of HIV/AIDS has brought global attention to TM in South 

Africa (Bishop 2010), and traditional healers are often portrayed as the frontline in the 

fight against HIV/AIDS (Goggin, et al. 2009).  

Sick patients go to either a traditional healer (TH) or a biomedical practitioner or 

may go to both depending on the perceived cause of the illness. The fundamental 

difference in disease etiology between biomedicine medicine and traditional medicine is 

particularly important and noticeable with HIV/AIDS (Ashforth 2005a). The biomedical 

etiology of HIV states HIV is a virus spread through blood or sexual contact. 

Scientifically developed drugs treat the illness. This is different from the commonly 

understood etiology of HIV/AIDS in many parts of southern Africa. That belief system 

incorporates luck, witchcraft, cures, jealousy, and the ancestors to explain why some 

people get sick and some do not. With HIV/AIDS it is particularly common to hold such 

beliefs because those who tend to get infected seem like unlikely candidates for a ‘usual’ 

illness. They are young and often appear healthy and strong. They suddenly are sapped of 

energy, lose weight, and tend to get minor illnesses, all of which are common beliefs of 

what happens to a bewitching victim (Liddle, Barrett and Bydawell 2005). Since many 

see HIV/AIDS as a spiritual problem, they are more likely to go to a TH.  
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The high rate of HIV and the use of traditional healers is why so many interested 

in improving health, from government officials to academics to HIV/AIDS activists, see 

the importance in enrolling TH into the national health care system (Richter 2003; Mills, 

Cooper and Kanfer 2005; Khangale 2006; Goggin, et al. 2009), but this goal has not been 

without controversy. The previous President, Thabo Mbeki, and his Minister of Health, 

Manto Tshbalala-Msimang often promoted the use of ‘traditional’ and nutritional 

medicines—such as beetroot, lemons, and garlic—as treatments for HIV/AIDS, while 

stating that antiretroviral (ARVs) drugs could be toxic or poisonous (Nattrass 2008b). It 

is estimated that this policy cost about 330,000 people their lives from 2000-2005 

(Chigwedere, et al. 2008). The African National Congress (ANC) government 

consistently denied the severity of the epidemic (Butler 2005, Schneider and Stein 2001, 

van der Vliet 2004), and refused to widely distribute ARVs. Only after the Treatment 

Action Campaign, an AIDS activist group, sued the government and won, did ARV 

treatment become more widely available. Yet the process of distributing ARVs has been 

slow, and as of 2008 only 429,000 HIV positive people were on ARVs, although the total 

number in need of ARV treatment is much higher (about 28% of patients who qualified 

for ARVs received them in 2007 (UNAIDS 2008b)). 

Traditional Healers Today 
I now turn to the actual practice of traditional medicine in South Africa today. TM 

is a complex mix of the use of spiritual, physical diagnoses and treatments, with many 
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types of healers. Sangomas1 are spiritual healers who work with the ancestors to diagnose 

and treat illness. They often communicate with the ancestors through dreams, trances, or 

by ‘throwing bones,’ a practice where a sangoma and his or her patient toss a group of 

objects, including bones, dice, shells, on the floor and the sangoma ‘reads’ the patterns 

(see Figure 2). The sangoma then tells the patient if their problem is spiritual in nature 

(an upset ancestor, or maybe a jealous neighbor who has bewitched the patient) or if it is 

a physical problem (like the ‘flu’) with no spiritual concerns. Muthi (muti)2 which consist 

of herbs, fat, bark, salts, or even over-the-counter drugs, is given to the patient as 

infusions the patients drink or wash with, burn and inhale, through injections (often using 

a porcupine quill) or as enemas. I will focus more specifically on muthi below. In the case 

of a spiritual problem an (often expensive) ceremony is needed to correct the problem. 

Some healers are inyangas, herbalists who tend to deal more with physical problems. 

They diagnose problems through physical examinations and may use muthi as treatment 

as well. Both sangomas and inyangas say they came to be healers through a call from the 

ancestors, and that their knowledge of healing is a gift the ancestors gave them. This also 

accounts for the fact that methods vary (sometimes greatly) from healer to healer, as the 

ancestors may guide each person individually. A third group of healers is the umthandazi, 

who are Christian faith healers who use the power of the Holy Spirit and muthi to heal. 

Umthandazis, who are often affiliated with one of the African Christian Churches, use the 

                                                      
1 I am Anglicizing the plural of the Zulu and Swati words to help with comprehension. The plural 
of sangoma is izangoma, of inyanga is izinyanga and of umthandazi is abathandazi.  
2 Muthi (also spelled muti) comes from the word meaning ‘tree’ in the Nguni languages Zulu, 
Swati, and Ndebele.  It can be translated in English to either medicine or poison, depending on 
the context, but it refers to the substance give by a TH to heal, or if given by a witch, to harm.  
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Bible, prayer and trances to help them diagnose problems, but in a distinctly African 

approach.  

In the literature, the categories of healers are commonly pointed out; however my 

fieldwork showed that there is much fluidity between them. All the traditional healers I 

interviewed called themselves ‘sangomas’ even when they described themselves (in 

terms of how they practice) as an inyanga or umthandazi. Several of the healers told me 

that it is possible, and even common, to be more than one of these types of healers. Jolles 

and Jolles (2000) point this out as well, stating that the limits imposed during colonialism 

and apartheid, especially on sangomas (who were completely banned and worked under 

the constant threat of harassment or even arrest), worked to blur the lines between the 

types of healers. Due to these categories which I have found to be arbitrary, I have 

refrained from using the terms sangoma, inyanga or umthandazi in this paper and instead 

used the term ‘traditional healers.’ Unfortunately, this term is also problematic, as 

traditional medicine as practiced today is arguably not ‘traditional’ as methods and 

practices change with time and with available resources (Flint 2008; Thornton 2009), but 

the term is more inclusive for the purposes of this paper.  
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Figure 2: The ‘bones’ after a reading. The bones consist of bones, as well as shells, 
dominos, dice, and coins. The 100 Rand bill was the payment thrown on the bones after 
the reading by the patient (photo by author). 

 

Regulation and Integration 
Since the end of apartheid in 1994, the South African government has put forth 

several policy statements and enacted laws calling for some form of integration of TM 

into the national health care system. This began in 1996 with the National Drug Policy 

which recognized potential role for TM in the formal health care system. Then in 2004 

the Traditional Health Practitioners Act (No. 35 of 2004: Traditional Health Practitioners 

Act 2005) was passed: 

To establish the Interim Traditional Health Practitioners Council of South 
Africa; to provide for a regulatory framework to ensure the efficacy, safety 
and quality of traditional health care services; to provide for the 
management and control over the registration, training and conduct of 
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practitioners, students and specified categories in the traditional health 
practitioners profession; and to provide for matters connected therewith 
(No. 35 of 2004: Traditional Health Practitioners Act 2005 p 3). 
 

This act was declared invalid by the court in 2006, but was reenacted in 2007 (No. 22 of 

2007: Traditional Health Practitioners Act 2008). Then in 2008, a new policy statement 

was put forth by the Department of Health, the Draft Policy on African Traditional 

Medicine in South Africa which states: 

The official recognition, empowerment, and institutionalization of African 
Traditional Medicine, and its incorporation and its utilisation within the 
National Health System would be an important step towards delivery of 
cost effective and accessible clients based healthcare (Department of 
Health 2008 p 9). 

 
To do this the policy lays out several steps which will take place including:  

• The registration of traditional medicinal plants (p 10) 
• “Creation of linkages between African Traditional Medicines of South Africa 

(ATMSA) and other paradigms of theory and practice of medicine and to strengthen 
corporation in the area of ATM and TM, both regionally and internationally” (p 13) 

• a recommendation to consider the WHO’s recommendation to register and license 
TM providers (p 13) 

• to ‘strengthen cooperation between traditional medicine providers and other health 
care providers” (p 11) 

• setting up of “a hospital or other facilities where traditional practitioners (alone or in 
collaboration with allopathic doctors) provide health care. There should be a separate 
pharmacy where traditional remedies are dispensed (as is in the case of China, for 
example).”  (p 37) 

• The draft also calls at length for the use of ‘science’ in legitimating ATM. Use of 
‘evidenced-based public health and epidemiological approach, supported by 
laboratory-based investigations’ which will allow for “a high standard of scientific 
excellence in African Traditional Medicine research…” (p 38). 

 
The specifics of how TM will be integrated and institutionalized into the national 

health care system, are not clear, but we may get some idea of what integration will look 
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like by examining private and publically funded programs already in place. Currently 

there are two types of programs working towards some form of integration. One type of 

program is aimed at learning about traditional medicines and researching the properties of 

plant materials used by healers. Programs like these are specifically called for in the Draft 

Policy on African Traditional Medicine (p 10). For example, the University of Cape 

Town and Western Cape created the TRAMED (traditional medicine) research program 

which is working to create a database of African Traditional Medicine. In addition, the 

publicly funded South African Medical Research Council has a Traditional Medicine 

Research Unit. Among their objectives is “to establish a research culture, and to 

introduce modern research methodologies around the use and understanding of traditional 

medicines” (South African Medical Research Council 2008).  

The Medical Research Council, along with many other organizations, also works 

on the second type of program, those aimed at training traditional healers in recognizing 

health problems like HIV and TB. Many NGOs and governmental organizations offer 

workshop style trainings for THs on HIV/AIDS and TB awareness and prevention. The 

traditional healers are often given a certificate of completion after the training (see Figure 

3). The goal is to have the healers refer patients who may have HIV or TB to biomedical 

doctors for further assessment and treatment. Programs like these are offered by The 

Nelson Mandela School of Medicine at the University of Kwa-Zulu Natal, with support 

from the Department of Health and the United States Emergency Plan for Aids Relief, 

(Khangale 2006) and the non-profit AIDS Foundation (AIDS Foundation South Africa 

2005). Other programs train THs to be caretakers. The healers are asked to follow the 
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HIV positive patients’ treatment and refer patients to biomedical doctors if their CD4 

blood counts are low enough to qualify for ARVs (below 200 in South Africa, although 

the WHO calls for ARV treatment when CD4 counts go below 350). If their CD4 count is 

too high to qualify for ARVs the TH could continue their care (Goggin, et al. 2009). 

There are smaller programs aimed at biomedical practitioners interested in learning about 

TM as well (Goggin, et al. 2009). Programs like these aim at respectful cooperation 

between THs and biomedical practitioners, yet the power structure is still highly unequal, 

with program objectives usually being a high ARV, biomedical adherence rate and 

referral from TH to biomedical care.   
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Figure 3: One of three framed certificates in a traditional healer’s indomba stating he had 
been trained in ‘Traditional Primary Health Care” including on AIDS and TB. The name 
and image of the healer has been blocked out for confidentiality. (photo by author) 
 

Muthi, Space and Practice 
 Here, I will detail the use of muthi (muti), the common word for traditional 

medicine in much of southern Africa. Understanding how muthi is constructed by healers 

can help us more critically evaluate the integration policies and the programs aimed at 

cataloguing (databasing) traditional medicine. The word muthi comes from the word 

umuthi meaning ‘tree.’ Ashforth (2005a) defines muthi as “a category of substances that 

act both on persons and with persons –and not only human persons as ordinarily 
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understood. Muthi also plays a part in communications between humans and spirits. 

Spirits both activate the powers inherent in muthi and empower these substances with 

new force (p 213).” Thus, muthi only works if the spirits (of the ancestors) gives it the 

power to work.  

The muthi itself is made up of many substances. The most common muthi is that 

made of herbs, bark, and other plant material, but animal parts including skin, bones and 

fat, as well as minerals, over- the-counter drugs, and even household chemicals (such as 

iodine or alcohol) can be used as muthi. THs are often told by the ancestors (whom some 

THs say get their knowledge directly from God) in dreams how to prepare muthi and 

what materials to use. Without this knowledge given from the ancestors, THs claim it is 

not possible to practice and unless the ancestors want to give the muthi power, it will not 

work. One healer told me, “But anything I can say to you, this is from God you can’t do 

this job if you are not given from the God from your ancestors. If you do yourself, if you 

force it is not right.”3 Some of the THs claim no actual knowledge of plants or other 

materials used in muthi other than the knowledge given to them through the ancestors. As 

one person explained to me: 

…the traditional doctors, they don’t do things by themselves. There is a 
communication between them and the ancestors. At the same time, those 
people have power because the power that they use, it is not their own 
power, does not come from themselves. Let me give example, I brought a 
glass full of water. You don’t have a glass and you don’t know how to 
drink water. I took this glass, then I say, if you want to drink the water, 
you have to hold the glass tight like this. Then you drink up and you put 

                                                      
3 I am using direct quotes, which were obtained in interviews in English, which is not the first 
language of most of those I interviewed. Therefore, the words used may not be grammatically 
correct, but one should focus on the intent of the statement. 
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the glass down. So you have learned something. You took the instructions 
from me and use those instructions and then you have done the right thing. 
That is what these people are doing currently. They just listen to the 
ancestors and then they will be a telephone back. No, no, it is a spiritual 
telephone. They do communicate with the ancestors and believe me there 
is nothing they are not going to achieve (personal communication 2009). 

 Some recognize this method of transferring healing knowledge makes it 

impossible to test scientifically: 

There are people who can communicate with the force of nature…they can 
gain knowledge of certain things and so now the problem is, is that the 
western approach is still very materialist. Anything that you cannot prove 
in the laboratory, they will not accept. But the dilemma comes in because, 
you cannot prove that these people who claim to dream, not just ordinary 
dreams, they will tell you that “so and so instructed me to do this” and 
what they do bring are results… So it is they who are coming between the 
spiritual world and the material world. They cannot prove what they say in 
the laboratory, but it works for them. And in South Africa, they even say 
that many people live in both worlds. That during the day they are 
western, during the night they are Africans (personal communication 
2009). 

 
Muthi is a conduit to healing, and not fully capable of healing without spiritual 

intervention. It is not quantifiable, nor standardized. It is as important how the muthi is 

dispensed (spiritually) as how the muthi is made. The same muthi may be used for many 

different illnesses and different healers may use it in different ways.  

The spaces where traditional healers practice are as important to them as the 

muthi they use. THs tend to work out of their homes (there is a large minority, 

particularly in the urban areas, who have stores or shops, often set up like doctor’s 

offices, but I am not going to focus on this group). The TH has a space of practice called 

indomba. This is often a separate room or hut in the yard of the TH. More prosperous or 

older THs might have more than one indomba, each with a different purpose (one to store 
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muthi, one for patients, one to talk to the ancestors). The indomba usually has dirt or 

dung floors, grass mats on the floor, the walls are made of mud, and has a thatch roof. 

The ancestors come to the TH in a dream and explain how they want the indomba to be 

built, and most prefer the traditional style. Even those THs I interviewed who didn’t have 

the traditional style (they had a tin roof) stated that it is preferable to have it traditional if 

you have the means. Indombas also have muthi stored in bottles or gourds along one wall, 

and many have animal remains hanging from the walls or ceilings for use in muthi. Most 

also have candles or incense burning and offerings of food or drink available for the 

ancestors4.  

When a patient visits the healer, they first wait outside the indomba for the TH to 

prepare. Upon entering the indomba the healer does the examination. Some may do a 

physical exam, some may drum or call the spirits with prayer, and some throw the bones 

and read them to figure out the problem. The healer asks for confirmation that they 

understand the problem, then determine if it is a spiritual problem (i.e. witchcraft or upset 

ancestors) or a physical problem. Muthi is then prepared and if needed administered, or 

directions on how to take it at home are given.  

 The traditional healers insist they need to practice within the indomba, and that 

the ancestors will not speak to them in a different setting, such as a hospital. Their 

knowledge comes from the ancestors who will only speak with them through the bones or 

through dreams in a particular location. They must sleep on the floor of the indomba to 

have the ancestors come to them in dreams. One healer stated: “…when you sleep on the 

                                                      
4 One healer I interviewed kept a bottle of Coca Cola for the ancestors, saying they told him in a 
dream it is what they preferred. 
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bed, sometimes when they want to speak to you, you can’t sleep on top of the bed. You 

must sleep down. It is easier to come.” In sum, these complex practices of healing require 

specific spatial and spiritual configurations.  

The Muthi Regulatory Mismatch 
With the goal to integrate traditional medicine into the national health care 

system, the South African government put forth the series of acts and policies detailed 

above. They were developed to address the “need for a policy to institutionalise and 

regulate African Traditional Medicine” (Department of Health 2008 p 12). The policies 

in place have manifest mostly through two types of programs: databases of traditional 

medicine and the training programs for healers, as discussed above. These programs and 

policies can only be effective if some form of standardization and accounting (using tools 

such as databases of medicinal plants, licensing of traditional healers, and scientifically 

testing and approving medicines used) has been established. For this to occur, certain 

assumptions about traditional medicine must hold true. First, muthi must be seen as 

herbal, biological material based medicine. Second, the spiritual must be erased, and 

third, the practice of traditional medicine must be seen as aspatial (that is, not tied to a 

particular space of practice to be effective).  

The goal of cataloguing muthi and entering it into a database is predicated on the 

notion that traditional medicine is plant (or in some cases animal) material. The Draft 

Policy even recommends that “traditional medicine be classified into two categories. i.e. 

indigenous plants, animals or other biological materials for domestic use and indigenous 

plants used for the commercial production of medicine” (Department of Health 2008 p 7). 
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Since one of the goals is the scientific testing of traditional medicines, the assumption is 

that these medicines are completely based on an indigenous knowledge of plant 

pharmacopeia. In practice, traditional medicine is much more complex. First, not just 

plants, but just about anything can be muthi. In addition, there is a reliance of the spiritual 

for both the transfer of knowledge of what muthi to use and how to prepare it, as well as 

the need for spiritual to instill power to the muthi. Depending on the situation and the 

healer, the uses each plant may be very different. Although plants and biological 

materials often are the main components of muthi, they are often not the only 

components. Healers also view their use of muthi as individualized knowledge passed 

down from the ancestors.  

Secondly, the spiritual is erased in these policies. A perfunctory reading of the 

Draft Policy on African Traditional Medicine, might lead one with the impression that the 

spiritual has been taken into account since the introduction acknowledges the deep 

spiritual nature of traditional medicine when it states: “African Traditional Medicine is 

holistic in approach; that is, processes of the physical body, mind, emotions and spirit 

work together in determining good health or ill health. The equation of good or ill health 

includes the interaction and relationship between nature, the cosmos, and human beings” 

(p 8). But the rest of the policy goes on to detail possible new regulations that are 

incompatible with the spiritual aspect of traditional medicine. In part, this harks back to 

the idea that muthi is herbal (plant-based) medicine. It is assumed that the herbs ARE the 

medicines, when in fact most healers describe them more as a conduit to healing, given 

power by the ancestors and God. In addition, the policies and programs in place, 
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particularly the programs developing databases, rest largely on the scientific approach to 

legitimatization of the medicines. Healers note that their system of healing is not 

compatible with science (see previous quote for an example). The point of my argument 

that you cannot scientifically test muthi for effectiveness does not come out of a personal 

belief that muthi needs the ancestors to work. It is more a point that by doing so, by 

testing the muthi, it is no longer muthi. It is simply a plant. That might be the goal of the 

government, but if it is, it is no longer ‘integration’ of any sort. 

The third assumption is that the practice of traditional medicine is aspatial, 

insomuch as it is assumed that healing can take place anywhere and that the knowledge 

of how to heal is transferable. The muthi is seen as transportable and able to be processed 

in a laboratory as easily as in an indomba. For a country which so aggressively controlled 

space with the system of apartheid and the creation of Bantustans (King 2010) it is 

notable that policy ignores the importance of space in health practices. In practice, 

however, the practice of traditional medicine is place based, as the knowledge transfer 

can only happen in particular spaces, either through dreams, trances, or though throwing 

the bones. 

Respatializing the Aspatial 
The regulations, in practice, actually work to shift the spatial process of healing. 

This is not by some sort of integration of the two systems, but rather by attempting to fold 

TM into biomedicine, with no reciprocation. In essence, by training healers to spot HIV 

or TB and send those patients to the clinics or hospitals, the system is working to extend 

the spaces of the clinic and hospitals into the ‘traditional’ realm. It is an extension- a 
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literal spatial extension, as well as a metaphorical extension- into the spaces of healing 

once solely belonging to the traditional healer. This harks back to the colonial regulation 

of healing space, where healers were restricted, similarly, to a non-spiritual, plant-based 

medicine.  

This increase in the spatial extent of the biomedical realm is taking place in large 

part by the training programs aimed at teaching the healers about the signs and symptoms 

of HIV/AIDS and TB. The goal of these programs is an increase of biomedical treatment 

and adherence to medicines such as ARVs or antibiotics for TB. Some pilot studies 

(Wreford 2005; Shuster, et al. 2009; Goggin, et al. 2009) show promise at these 

programs, and in my research, every healer I asked told me they had attended such a 

training program. Most even had certificates (framed and hung on the wall of the 

indomba. See Figure 3) showing they had completed the program. It is possible that these 

programs do increase the rate of referral. My study did not address this, although I did 

ask the healers if they had ever referred a patient and none said they had. I would argue 

that the weakness with these programs is that they in effect all depend on the healer 

willingly sending a patient to a biomedical practitioner if symptoms of HIV or TB are 

apparent, which results in an extension of the spaces of biomedicine, not an ‘integration,’ 

into the healer’s spatial domain. Yet the healers are using the programs to add to their 

power. They are enrolling the certificate given to them, by its prominent display in the 

indomba, as part of their practice. Certificates add to the authority of the healer, and give 

an authenticity to their practice as healers in new ways. Traditional medicine, as a system 
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is a robust and complex enough system that it is able to absorb modern practice, in ways 

that modern practice could never absorb the traditional.   

 

Conclusion 
 Traditional medicine in South Africa has been suppressed since the mid-

nineteenth century, in an attempt to stop its use by the indigenous population. With the 

end of apartheid, and a major health crisis facing the country, the government has moved 

to integrate traditional medicine into the national health care system. Since HIV positive 

rates are as high as forty percent in some rural areas, and estimated use of traditional 

medicine is eighty percent, this move seems sensible. However, the policies put in place, 

as well as the programs which support them, have actually worked to simply this 

complex practice to a point where if practiced as the policies and programs suggest, is no 

longer ‘traditional medicine.’ This paper has argued that the policies, which were 

designed to help preserve African traditions and help alleviate some of the pressure 

biomedical system is facing by acting as a mediator between the people and the 

biomedical system (through a system of referrals and trainings), have a high likelihood of 

failure. There is an asymmetric integration which assumes TM can be adjudicated 

through science and these programs ignore how the indigenous knowledge was produced 

in the first place. If the government, NGOs or activist groups desire a true collaboration 

with traditional healers, they first must genuinely acknowledge the complexity of their 

healing techniques. There also must be real two-way collaboration, not the inclinatory 

attempts currently underway called ‘integration’ but are really are an unintentional 
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erasure of traditional healing. The AIDS crisis will require a full effort by all to curtail, 

and policies and programs must respect and acknowledge the full practice of traditional 

healing if they want collaboration to be effective.  
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APPENDIX D: SURVEY OF BIOMEDICAL PRACTITIONERS 
 

Title of Project: The nature of medicine: 

Colonial regulation, nature and medicine in South Africa 

 
Hello. My name is Kristina Bishop and I am a PhD candidate from The University of Arizona in 
the United States of America. I am here conducting research for my dissertation. You are being 
invited to voluntarily participate in the above-titled research study. The purpose of the study is to 
learn more about the how people in South Africa view traditional or indigenous medicine and 
western, sometimes called biomedicine. You are eligible to participate because you are over the 
age of 18 and either are a medical practitioner. 
 
If you agree to participate, your participation will involve at least one survey. The survey will 
take can be completed at your convenience and will take approximately 10 minutes. You may 
choose not to answer some or all of the questions. Your name will not appear on the survey and 
this release form will be kept separate from the survey form.  
 
Any questions you have will be answered and you may withdraw from the study at any time. 
There are no known risks from your participation and no direct benefit from your participation is 
expected. There is no cost to you except for your time and you will not be compensated for your 
participation. 
 
Only the principal investigator will have access to your name and the information that you 
provide. In order to maintain your confidentiality, your name will not be revealed in any reports 
that result from this project. Survey information will be kept in a secure place. 
 
You can obtain further information from the principal investigator, Kristina Bishop at 079-049-
5566 or kmbishop@email.arizona.edu. If you have questions concerning your rights as a research 
subject, you may call the University of Arizona Human Subjects Protection Program office at +1 
(520) 626-6721. 
 
By participating in the survey(s), you are giving permission for the investigator to use your 
information for research purposes. 
 
Thank you. 
________________________________________________________________________ 
Signature                                  Date 
 
Kristina Bishop, M.A. 
University of Arizona       
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Please fill out the questions below.  You may circle the answer if a selection is 
provided. Please feel free to comment on any question. If there is not enough space, 
you may use the back or attach another sheet of paper. 
 
Date: 
 
1) Gender:            {Male}          {Female} 
 
2) Race:       {Black}       {Coloured}      {White}        {Indian}      {Other} 
 
3) Age:       {18-25}     {25-35}   {35-45}   {45-55}   {55-65}   {65-75}  {75+} 
 
4) How many years have you practiced in medicine? {0-4}  {5-9}  {10-14}  {15-20} 
{over 20} 
 
5) First Language:{Tswana} {Zulu}  {Sotho}  {Afrikaans}   {English}  {Other:             } 
 
6) Are you a practising {doctor} {nurse} {other} and what is your specialty? 
 
7) What ethnicity are most of your patients? 
 
8) What percentage of your patients would you think go to any kind of traditional healer 
(sangoma or other traditional healer)? 
 
9) What percentage of South Africans in general do you think go to traditional healers?   
 
10) Do you think this good or bad for medical treatment in this country? Why? 
 
11)Do you think South Africans in general have a good idea of health and taking care of 
themselves?  Why? 
 
12)Are you aware of government policies which attempt to regulate traditional medicine 
(such as the Traditional Health Practitioners Act)?  {yes}  {no} 
 
13)Would you agree with regulating traditional medicine?  In your view would regulation 
of traditional medicine be helpful for your patients?  
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14)Can traditional medicine be integrated with western medicine? If so, have you ever 
done this? 
 
15)Are you aware of programmes that train traditional healers to spot HIV or TB?  
{yes} {no} 
 
16)Do you think there are more traditional healers in rural or urban areas?  
{rural}  {urban}  {same number} 
 
 17) Have you ever noticed a difference in the percentage of you patients that might use 
traditional medicine who are from the rural versus the urban areas?  
 
18)In your opinion, do you think traditional healers are more legitimate if they are from 
the rural or urban areas?  Please then comment on why you believe as you do. 
{rural}  {urban}  {both are legitimate}  {neither are legitimate} 
 
 
Thank you for your time! 
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APPENDIX E: INTERVIEW QUESTIONS FOR TRADITIONAL HEALERS 
 

Location of Interview                                                               Date of Interview:  

Gender:            {Male}          {Female} 

Race:       {Black}       {Coloured}      {White}        {Indian}      {Other} 

Age:       {18-25}     {25-35}   {35-45}   {45-55}   {55-65}   {65-75}  {75+} 

Education:  {Primary}  {Secondary}  {Standard 5-8} {Matric} {More} 

First Language:   {SiSwati} {Zulu} {Sotho}  {Afrikaans}  {English}  {Other:                 } 

Occupation: 

Do you practice healing? {Full time}        {Part-time} 

Are you practicing mostly in an urban or rural area? 

What are some common medicines that your customers require?   

Do you specialize in any kind of treatments? {STD}{cold/flu}{Women}{Elderly}{Any} 

Do you ever incorporate western medicine (store bought medications) in your diagnosis?  
{Yes}     {No}    If yes, what? 

How important is the use of nature (herbs, plants, other parts of nature) in your 
medicines? 

How many people do you treat each week?  

Who are your customers?  {Black} {Coloured} {White} {elderly} {other} 

How do they find you?    {location} {word of mouth} {referral} {adverts} 

Is there a difference between healers in the city and in rural areas?  

Who is more effective? 

Is there a difference is what diseases or aliments they treat? 

Where are more traditional healers located?  Why? 
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How important is calling the ancestors, throwing bones or other spiritual methods in 
treatment? 
 
Are you aware of any programmes through the government or with other organizations 
that train traditional healers to understand HIV and TB?  Have you gone to any of these 
programmes? 
 
Do you belong to a professional association?  {yes}      {no} 

 

 Thank you for your time and assistance with this project. If you would like, I can 
send the results to you. 
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APPENDIX F: INTERVIEW QUESTIONS FOR USERS OF MEDICINE 
 

Location of Interview                                                               Date of Interview:  

Gender:            {Male}          {Female} 

Race:       {Black}       {Coloured}      {White}        {Indian}      {Other} 

Age:       {18-25}     {25-35}   {35-45}   {45-55}   {55-65}   {65-75}  {75+} 

Education:  {Primary}  {Secondary}  {Standard 5-8} {Matric} {More} 

First Language:   {SiSwati} {Zulu} {Sotho} {Afrikaans}  {English}   {Other:                 } 

Occupation: 

Where do you live (urban or rural area)? 

When is the last time you visited a 

Doctor or nurse: 

Traditional healer: 

Pharmacist: 

Bought your own medicine such as Dispirin: 

Do you prefer to go to traditional healers or western doctors? Or both? 

What are some common medicines used by sangomas and inyangas?  What are common 
medicines used by doctors and nurses?   

Can any medicine be used by both?   

If so, why and how?   

Is one more effective than the other, and if so why and how? 

How important is it to you that traditional healers use local plants and herbs? 

How important is the spiritual side of traditional healing to you? 

Ask based on who they visit: 

How far would you travel to visit a western doctor?  What about a sangoma?   

Who would you be willing to pay more for?  A western doctor or sangoma/inyanga? 
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Would you prefer to visit a western doctor in the city or in rural areas if time and money 
were not factors? 

What about visiting an inyanga or sangoma- rural or urban if time and money were not 
factors? 

Are they more effective in one place or another? More expensive? Treat different 
illnesses? 

Are you aware of government policies which attempt to regulate traditional medicine in a 
similar way as western medicine? 

Would you agree with doing this?  

What percentage of South Africans in general do you think go to traditional healers?   

Is this good or bad for medical treatment in this country? 

Do you think South Africans in general have a good idea of health and taking care of 
themselves? 
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APPENDIX G: INTERVIEW QUESTIONS FOR BIOMEDICAL 
PRACTITIONERS 

 
Location of Interview                                                               Date of Interview:  
 
Gender:            {Male}          {Female} 
 
Race:       {Black}       {Coloured}      {White}        {Indian}      {Other} 
 
Age:       {15-25}     {25-35}   {35-45}   {45-55}   {55-65}   {65-75}  {75+} 
 
Education:  Medical school attended 
 
First Language:   {SiSwati} {Zulu} {Sotho} {Afrikaans}   {English}  {Other:                 } 
 
Specialty: 
 
 
What ethnicity are most of your patients? 
 
 
What percentage of your patients would you think go to any kind of traditional healer? 
 
 
Even if it is low in your practice, what percentage of South Africans in general do you 
think go to traditional healers?   
 
Is this good or bad for medical treatment in this country? 
 
Do you think South Africans in general have a good idea of health and taking care of 
themselves? 
 
Are you aware of government policies which attempt to regulate traditional medicine in a 
similar way as western medicine? 
Would you agree with doing this?  
 
 
Can traditional medicine be integrated with western medicine? How? Have you ever done 
this? 
 
Are you aware of programmes that train traditional healers to spot HIV or TB?   
 
Do you think there are more doctors and nurses in the city or in rural areas?  What about 
sangomas?  If there is a difference in numbers, why? 
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Is there a difference between healers in the city and in rural areas?  
Who is more effective? 
 
 
Thank you for your time 
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APPENDIX H: HUMAN SUBJECTS LETTER 
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APPENDIX I: DEFINITION OF TERMS 
 

 
Term  plural    translation 
 
 
Indomba izindomba   hut or place where healers work 
 
Inyanga izinyanga   herbalist 
 
Muthi (also spelled muti)   medicine or poison 
 
Sangoma izamgoma   spiritual healer 
 
Tokoloshe otokoloshe   small, evil elf-like creature  
 
Umthandazi abathandazi   Christian faith healer  
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APPENDIX J: PHOTOGRAPHS 
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The following are photographs taken by the author during field research from 

January-March 2009.   

 
 
 

 

 
Photograph 1: Muthi in an indomba 
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Photograph 2: The ‘bones’ after being thrown for a reading by a sangoma 
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Photograph 3:Muthi as stored by a sangoma 
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Photograph 4: Muthi bought from a store in Pretoria.  It translates ‘rocks that give you 
the luck of a white person.’   
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Photograph 5: A muthi market in Swaziland. This is one of the main markets in the area 
and many healers from Mpumalanga buy their herbs from here. 
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Photograph 6: A price list of services on the door of one healer’s indomba (exchange 
rate at the time was about R10 to $1) 
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Photograph 7: The indomba of a healer who described himself as a sangoma and an 
umthandazi.   
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Photograph 8: An advertisement for a traditional healer in KwaNdebele 


