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The uptake of anti-retroviral drugs (ARVs) and adherence to treatment regimes in South Africa has seldom been satisfactory. Health activists frequently invoke the absence of ‘treatment literacy’ to explain these disappointing results and have invested considerable resources in educating the general public in conventional scientific understandings of prevention, testing and treatment of HIV/AIDS. Drawing upon the results of ethnographic fieldwork in Bushbuckridge and upon the life history of a man living with AIDS this article points to a rather unstable relationship between ‘therapeutic literacy’ and ‘treatment efficacy’.  Many factors that have little to do with treatment literacy have impacted negatively upon ARVs. These include a lack of authorisation by government, the availability of alternative diagnosis, stigma, access to social welfare, and also gender constructs. Moreover, the concept of treatment literacy fails to capture the flexibility and inconsistency of local diagnosis of sickness and conceptions of healing, in situations of medical pluralism. Treatment literacy does not necessarily imply therapeutic efficacy and vice versa.                
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Whilst doing fieldwork in Impalahoek, a village in the Bushbuckridge municipality of South Africa, during August 2005, I found Reginald Ngobeni to be desperately ill. The cousin of my research assistant, he had recently returned from Johannesburg and suffered from familiar symptoms of AIDS. Reggie was extremely thin, coughed, had lesions on his body, and could hardly walk. Yet instead of seeking medical care, he was undergoing training as a diviner’s apprentice. I asked his brother to take him to hospital, but I was not optimistic about Reggie’s chances of recovery. 
I again visited the Ngobeni family in July 2007, almost two years later, and was prepared for the worst. Hence, I was extremely surprised when Reggie greeted me at the gate. He appeared to be in perfect health, and was busy cultivating a new patch of vegetables. Reggie said that he had made a miraculous recovery since he joined the ZCC (Zion Christian Church), and drank tea and coffee prescribed by the Holy Spirit. Later, he told me that he had also been taking ARVs (antiretroviral drugs), but remained adamant that the ZCC and not the HIV clinic healed him.

Reggie welcomed company and was eager, during the course of the next two weeks, to tell his cousin and me about his experiences of sickness and recovery. It dawned upon me that his detailed narratives about sickness, diviners, churches, hospitals, clinics and drugs might bear important lessons for anthropological notions of therapeutic efficacy, and for adherence to antiretroviral therapies, in contexts of medical pluralism (Jansen 1978) and poly-ontological beliefs (Scott 2007). In particular, they lead us to reconsider simplistic correlations between ‘treatment literacy’ and ‘therapeutic efficacy’. 

In recent years, health scientists have become increasingly aware that the challenges of effectively responding to the devastating HIV and AIDS epidemics in South Africa transcend that of merely supplying ARVs [2]. Even under conditions of optimal supply, the uptake of ARVs and medical adherence has often been poor. In neighbouring Botswana, the government proudly announced in 2001 that it could offer free ARV treatment to all citizens with AIDS. And yet, two years after the launch of this impressive programme, only 15,000 people (15% of those in need) had come forward for treatment (Steinberg 2009:1). Likewise, many South Africans have refrained from being tested for HIV antibodies, refused ARVs, an have defaulted on treatment. Workplace ARV treatment programmes implemented by certain companies to offset employee morbidity and mortality have not produced the desired results. Data pertaining to seven large corporations show limited participation by eligible employees, and a tendency only to seek treatment in the later stages of disease. By 2005 only 7,348 of the approximately 33, 500 HIV positive employees of the Anglo-American mining corporation had enrolled in the company’s wellness programme. 2,936 employees received ARVs, 29% dropped out of treatment and 8% did not adhere to therapy 
There have also been significant discrepancies between self-reported adherence and clinical success. A report from Durban was most striking: with 100% of patients self-reporting 100% adherence, only 57% actually achieved ‘undetectable viral load’ (Brown et al. 2004).                            

Health activists often blame such disappointing results on poor treatment literacy. In the case of ARVs, adherence is the most crucial criterion for treatment outcomes: missing more than 5% of doses is linked to incomplete suppression of viral replication (Bangsberg et al 2001). International studies show a robust association between adherence to treatment and literacy, knowledge and understanding of one’s health. In the United States, Graham et al (2007) found that 64% of patients with at least ninth grade reading levels took 95% of their ARV medication as indexed by pharmacy refills, compared to only 40% of patients with lesser reading skills. 
An International HIV Treatment Preparedness Summit held in Cape Town during 2003, outlined the need for treatment literacy. Participants emphasised that ‘education is as important as medicine’ and that without ‘good education’ one cannot expect good treatment adherence (Schenker 2006: 26). The Global Campaign for Education proclaimed that if all children received a complete primary education; 700,000 cases of HIV in young adults could be prevented each year (GCE 2004:2). 
Education for HIV/AIDS prevention, testing, and care has become an emerging professional field. After having fought for the provision of ARVs by public health care facilities for more than a decade, South Africa’s Treatment Action Campaign (TAC) have entered a new phase of activism by vigorously implementing treatment literacy programmes. Here a central question has been ‘how to signify concepts of the virus, immune system and anti-retroviral drugs for people with limited education and limited exposure to biomedical theories of disease’ (Ashforth and Natrass 2005:285). The TAC teaches conventional scientific understandings of HIV. At workshops throughout the country, treatment literacy practitioners explicitly use the language of biomedicine to convey information about immunology, microbiology, treatment, CD4 counts and legal rights (ibid: 297). The practitioners dispel information arising from alternative remedies and understandings of AIDS. There is a concerted attempt to democratise science: knowledge is presented as a means of empowerment, and through the use of body maps participants document how social worlds, interpersonal violence, and HIV affect their bodies (MacGregor 2009).
By contrast the KwaZulu-Natal Department of Health harnesses ‘indigenous knowledge’ in HIV/AIDS counselling. The department’s culturally sensitive audio visual material describes infection as ‘dirty’ or ‘polluted blood’, compares HIV to ‘poisonous snakes’, and portrays the immune system as ‘body soldiers’. However, critics argue that such material communicates ambiguous messages and risks connecting with fears about witchcraft. [3] 
This article points to limitations of treatment literacy as an explanatory construct to account for the therapeutic efficacy of ARVs in South Africa. Classical anthropological works on this topic distinguish between ‘curing’ and ‘healing’. Whereas curing refers to processes of restoring disorders or malfunctions of organ systems to conditions of normality, healing denotes the elimination of oppressive subjective feelings and experiences of distress (Kleinman 1978). In the article I adopt a broader approach, which does not view the biological and cultural as separable. My aim is to explore how the ‘social life’ of ARVs  intersect with South Africa’s political history, factors in village and township settings that affect their use, and with the biographies of persons living with AIDS, such as Reggie Ngobeni. [4] I argue that a plethora of factors that have little to do with treatment literacy have impacted negatively upon the uptake and effective use of ARVs. These include the absence of political authorisation, but also persistent social stigma and the availability of alternative diagnosis. Thus, treatment literacy does not necessarily imply therapeutic efficacy. But the opposite can also be true. Despite explicitly rejecting the biomedical diagnosis of AIDS, Reggie Ngobeni successfully used ARVs. Moreover, his life story shows how the concept of treatment literacy fails to capture the inconsistency and flexibility of beliefs about sickness, especially under conditions of medical pluralism.
Science and the Politics of ARVs in South Africa 
The distribution of ARVs has been one of the most contentious issues in South Africa’s recent political history. Activists of the TAC frequently portray their contest with government, which has impeded the distribution of ARVs, as a contest between ‘science’ and ‘ignorance’ (Geffin 2005). But such framing over-states scientific consensus. Though misplaced, the position of President Thabo Mbeki’s government has also drawn on medical sciences and on established concerns about Africans becoming guineas pigs for pharmaceutical research (Fassin 2007:82-85).        

Following South Africa’s first democratic elections in 1994, the new ANC government set its priority on providing primary health care. In line with international procedure, government saw the social marketing of condoms, peer education, voluntary counselling and testing, and treatment for sexually transmitted diseases and for tuberculosis, as the most appropriate responses to HIV and AIDS. 

Experiments, starting in 1985, had shown that the antiretroviral drug AZT (azidothymidine) could halt the process by which HIV converted its RNA into the DNA of the host cell. But AZT was prohibitively expensive, costing $3,000 per patient per year, and delayed the death of people with AIDS by only six to twelve months (Illife 2005:140-143). By 1994, research showed that AZT could reduce the transmission of HIV from mother to child by 68%. Doctors at major South African hospitals argued that a shorter course of treatment in the last months of pregnancy cost less than treating paediatric AIDS.
However, the South African government pinned its hopes on Virodene, a ‘miracle drug’ developed by a chiropractic surgeon in Pretoria. After listening to the testimonies of AIDS sufferers in 1997, a cabinet meeting announced Virodene as an effective cure for AIDS. [5] However, the Medical Control Council determined that researchers had not followed appropriate testing standards, unfairly raised people’s expectations, and that Virodene contained a toxic industrial solvent. The Council thus brought a halt to clinical trails. This precipitated protracted conflict. The Health Minister claimed that secret agendas were behind the rejection of Virodene, and restructured the Council to avoid conflict of interest with the pharmaceutical industry (Fassin 2007:41-49). In addition to this, she ordered pilot tests on AZT to stop, claiming that AZT was too expensive and attacked inoffensive microbes. 
In 1999, researchers found that Nevirapine, a much cheaper transcriptase inhibitor, could reduce mother to child HIV transmission by 48%. Nevirapine initially cost only US$4 per case, and its price fell further, owing to competition from generic producers. The South African Health Department also opposed the new drug. It noted that Nevirapine produced side effects, did not combine well with tuberculosis medication, and offered no protection against breast-feeding. Only in April 2001 did government make Nevirapine available on eighteen pilot sites, where it tested the drug’s toxicity and the feasibility of administering it.         

Thabo Mbeki became receptive to the arguments of dissident scientists who denied the existence of HIV, and insisted that the pharmaceutical industry merely promoted ARVs because it had vested financial interest in their use. The dissidents claimed that people diagnosed with AIDS were in fact suffering from different poverty-related diseases. Mbeki’s denial of the sexual mode of transmission of HIV is partly a reaction to racist renditions of Africans as ‘promiscuous carriers of germs’, who display ‘uncontrollable devotion to the sin of lust’ (Posel 2005). The President subsequently proposed a panel including orthodox and dissident scientists. Whereas the former recommended sex education, condoms and ARVs, the latter argued that improved sanitation and reduced poverty could have a greater effect. 


In 2001 the TAC filed a legal case against the South African government in the High Court, claiming that it should distribute ARVs to satisfy citizens’ constitutional right to life. The Court obliged government to make Nevirapine available to pregnant women in all sectors of the public health system to halt mother-to-child transmission of HIV. Only in 2003, after government had unsuccessfully appealed against the validity of the judgement, did it begin to comply with the Court’s directives (LeClerc-Madlala 2005). 

The discovery of protease inhibitors that prevented virally corrupt DNA in cells from maturing into infectious viruses enabled the pharmaceutical industry to develop Highly Active Antiretroviral Therapy (HAART) in 1996. In combination with reverse transcriptase inhibitors such as Nevirapine, HAART avoids drug resistance and effectively represses, though not eradicates, HIV (Illife 1995:149). There is indisputable evidence of HAART’s efficacy: tests in Uganda show remarkable recoveries by persons even in the latter stages of disease. At a cost of more than $10,000 per person per year, HAART initially proved too expensive to form the basis of AIDS policies in developing countries. But its costs too began to fall, and by 2001 generic manufacturers sold triple therapy HAART drugs for $350 per person per year. In 2002 private sector companies and medical schemes already supplied HAART to 20,000 South Africans. Medicines Sans Frontieres supplied free generic HAART drugs in Khayelitsha, Cape Town (Coetzee et al 2004).

Prompted by the Global Fund for AIDS, Malaria and Tuberculosis; and by the US Presidential Emergency Programme for AIDS Relief (PEPFAR); South Africa’s Health Department approved a national public sector HAART ‘rollout’. But a lack of political will has impeded the programme’s success. This is evident in government’s failure to meet its own targets. In 2006 only 141,346 of an envisaged 456,650 public sector patients were receiving treatment (Natrass 2006:20). Moreover, South Africa’s health minister, Mantho Tshabalala-Msimang has repeatedly commented on the toxicity of ARVs and encouraged the use of ‘traditional medicines’, multi-vitamins, garlic, and hypoxis (extracts from the African potato) as alternative remedies. 
Barriers to Effective ARV Use
Despite government’s failure to ‘authorise’ ARV drugs (Biehl 2006), poor treatment literacy does not appear to be the most obvious barrier to their effective use. A study among HIV clinic patients in Soweto shows good knowledge about the causes of HIV infection, modes of transmission, and the importance of ART adherence. But even more striking are the overtly-optimistic impressions of ARVs: 98% of respondents believed these drugs can halt the progression of HIV, 49% that they can cure HIV, and 36% that they do not have any side effects (Nachega et al 2005:198). The authors see these attitudes as comparable to that of the general population.

Experiences of stigma and ostracism have had greater effect in discouraging persons living with AIDS from seeking diagnosis and undergoing treatment. Even the TAC activists who disclose their status at public events do not do so in their own communities (Ashforth and Natrass 2005:293). Ethnographic evidence suggests that the stigma surrounding AIDS is due less to condemnation of sexual misdemeanours than to the location of the sick in the anomalous domain betwixt-and-between the categories of ‘life’ and ‘death’ (Niehaus 2007). This perception is a product of different discourses, including the initial presentation in public health propaganda of AIDS as an incurable, fatal condition. Saying that a person is ‘dead before dying’ generated a fatalistic attitude and raises questions about the pollution that he or she may represent to others. Being on ARV treatment does not reduce such stigma. 

A second factor is the presence of plausible alternative interpretations of sickness. What physicians diagnose as AIDS-related diseases, diviners and Christian healers may well interpret as signs of bewitchment. Ashforth (2002) argues that residents of Soweto often interpret the symptoms of AIDS as a type of slow poisoning inflicted by witches, called isidliso. Witches allegedly insert isidliso into their victim’s gullet in the form of a small creature that slowly devours him or her from the inside. Isidliso covers many symptoms – literally anything that affects the lungs, stomach and digestive tract – and leads to a slow wasting illness [6]. Ashforth (2002) finds the association of AIDS with witchcraft to be particularly appealing in places characterised by increased insecurity and inequality, where anyone is capable of envy. Diagnosis of witchcraft also has the psychological advantage of shifting responsibility from the victim onto others. 

Health professionals have been concerned that ‘traditional healers’ might undermine the success of treatment programmes and prescribe substances that might interact adversely with ARVs. Unlike clinicians, diviners and Christian healers do not regard diseases as incurable. This is to deny the power not only of medicines, but also of the ancestors, and ultimately of God to restore life (Ashforth and Natrass 2005).  In her moving account of the death of the popular Johannesburg DJ, Khabzela, McGregor (2005) shows how ‘township spiritual eclecticism’ can be counter-productive in the case of AIDS. In April 2003, Khabzela announced on Radio that he was HIV positive. Yet, though his employers agreed to pay his medical expenses, Khabzela refused to take the ARV drugs that might have saved him. Khabzela believed that a colleague bewitched him, and his kin blamed his fiancée for causing his sickness. He tried an ever-wider range of alternative remedies: prayer, various traditional healers and immune boosters touted as ‘miracle cures’. In the face of his impending death, South Africa’s health minister delegated a Dutch nurse to treat Khabzela with vitamins. The story presents a tragic case of treatment failure.  

Third, extreme poverty has undermined ARV treatment regimes. People with a CD4 cell count of 200 or less, are judged incapable of working and are entitled to receive monthly disability grants (valued at R780 in 2005). These grants are a significant source of income to many households, and have produced a situation of unintended conflict between people’s health and welfare. LeClerc-Madlala (2006) argues that patients at public hospitals use poor health as a bargaining chip to negotiate for income. She suggests that some patients would rather be HIV positive with money than HIV negative without money. They constantly fear losing their grant money once their health improves, and may default on ARV treatment to drive down their CD 4 cell counts.  

Gendered concerns also come into play. Women are more likely than men to verify their HIV status and to receive clinical care. This might be due to initiatives to prevent mother-to-child transmission of HIV, and because men are disproportionately blamed for the spread of HIV. Health facilities are often more accommodating of women and men are less likely to adopt the sickness role (Skhosana et al. 2005).  
Using ARVs in Bushbuckridge: The Story of Reggie Ngobeni
During the era of apartheid Bushbuckridge formed part of the Lebowa and Gazankulu Bantustans (reserved for the Northern Sotho and Shangaan people), and households depended upon wages earned in South Africa’s industrial and mining centres. After South Africa’s first democratic elections Bushbuckridge became a municipality, eventually incorporated into the newly constituted province of Mpumalanga. But although more than a decade of democratic rule had passed, the area still displays many features of a ‘Native Reserve’; such as very high levels of unemployment, morbidity and mortality and welfare dependency (Niehaus 2006).        


An epidemiological survey, conducted by health workers on common symptoms of death, shows that AIDS was responsible for a drastic reversal in mortality rates in Bushbuckridge during the 1990s. Kahn et al (2007) calculate that from 1992 to 2005 life expectancy in the Agincourt area of Bushbuckridge declined by twelve years in the case of females and by fourteen years in the case of males.  
Early days of the epidemic saw greater emphasis on education and propaganda about HIV and AIDS rather than treatment. Since the 1990s Non-Governmental Organisations launched various sexual health programmes. Staff members gave talks on sexual hygiene to different constituencies, trained teachers as sex educations and provided information and support to AIDS sufferers. In 2000, a Love Life Youth Centre, funded by the American Kellogs Foundation, was built near Impalahoek. The Centre aims to promote a lifestyle of positive sexuality based on romantic love, being faithful, abstinence or using condoms, involving trappings of what is perceived as global youth culture in the process. It hosts motivational workshops, dancing, studio broadcasting, computer training, drama, basketball and volleyball. In addition AIDS has also become an important part in the curriculum of ‘life orientation’ classes in school, and AIDS activists address high school learners as often as twice a week. Their instructions are mainly about condoms, but the activists also mention the benefits of voluntary counselling and testing, of medication and a healthy diet. 

Initially a network of three hospitals and six clinics in Bushbuckridge screened pregnant women for sero-prevalence, provided voluntary counselling and testing on request, and treated the symptoms of AIDS-related diseases. Only in 2003 did the Masana hospital (thirty kilometres away) begin to make Nevirapine available. In October 2005, the Rixile (‘rising sun’) HIV clinic was established at the Tintswalo hospital, within walking distance of Impalahoek. The clinic provides free HAART medication and out-patient nursing, conducts comprehensive treatment literacy programmes and regularly monitors CD4 counts. Though Rixile caters for nearly 6,000 patients, rates of HIV infection are high – antenatal seroprevalence being 32.1% - and its services reach only about 20% of HIV positive people in the catchment area (MacPherson et al 2008:2).    

Clinical evidence shows higher mortality rates than those previously reported from South African urban settings. Researchers monitored 1,353 patients who were initiated onto HAART at the Rixile clinic between October 2005 and September 2007. Their median age was 37, and median CD4 count 64, and 67% were female. After 24 months 83.6% of the patients (1,131) were retained on treatment: 9.2% (124) had died, 4.7% (63) had been transferred out, and 2.6% (35) could not be traced. Better results could not be attained due to fairly late presentation and advanced immune-suppression (MacPherson 2008). [7] 
The case of Reginald Ngobeni enables us to consider local understandings of AIDS and factors that might have impeded health delivery in greater depth. Like many other patients at Rixile, Reggie had hardly any formal schooling. He participated in criminal networks, worked on the lower echelons of Johannesburg’s labour market, and explicitly rejected the biomedical constructions of his sickness. Yet the case shows that therapeutic efficacy can be attained in the absence of what physicians would regard as appropriate health literacy. 
Reginald was born in 1961 in Calcutta – an ‘agricultural betterment’ village in the former Gazankulu, as the third son of his father’s first wife, Maria Mathebula. Reggie described his household as ‘nearly wealthy’. He recalled that his father married two wives, and that they had sufficient land to keep cattle and goats, and to cultivate maize, peanuts and sugarcane. 
Reggie’s father died in 1966, and his remaining paternal kin accused his mther of witchcraft. Hence she relocated to her own kin in Impalahoek, where Reggie grew up with her, his grandparents, two older siblings (Pertus and Shadrak), and two half-siblings (Steven and Aaron). Steven’s father was a Usinga man whom Reggie never saw, and Aaron’s father was Ndlovu, who worked as a security guard at a local supermarket. Both Steven and Aaron used the surname, Ngobeni, rather than that of their own fathers.

Reggie only attended school from 1971 until 1977. He seemed to have done fairly well in schoolwork, but dropped out during his first year at high school. Reggie himself attributed this to poverty. 

‘I went to high school for only three months. Then the teachers beat me because I could not cope with homework… It was really difficult to be without a father. At school I had no books, no shoes and no uniform. I had nothing. At home we kids used to crack [open] marula nuts for food, and even though we ate the whole day long we would never be full.’                

However, some of Reggie’s neighbours alerted me to another reason why he quit school. In 1976, the year of the national uprisings, a number of political activists fled from Soweto to Impalahoek to evade the police, and Reggie’s grandmother accommodated them in a building in her backyard. Some of the political refugees were renowned football players. Others possessed firearms and engaged in crime. Reggie was constantly seen in the company of these men, and it was alleged that he assisted them in their criminal operations, such as looting general dealer stores, and stealing from white-owned farms. 


Reggie was eager to relay how the men from Soweto taught him about politics. Although he did not say a word about crime, he boasted that he was a very successful gambler.       

‘From 1976 to 1988 I did nothing. My grandparents had no cows and I did not have to look after them. I was just running around at home. I used to play soccer and I also used to gamble. I was a very good dice player. My father’s grandfather was a powerful diviner [ngaka]. He once came to our home and asked me to fetch river stones, river sand, and a chameleon. He put the chameleon in a tin and waited for it to defecate and to urinate. Then he asked me to buy a set of dice and playing cards, and he rubbed the chameleon droppings and urine on the dice and cards. He also mixed them with potions [muti]. This man’s magic worked very well. I would put down R100 and asked the others to challenge me. I once won R1,000 in a single day from playing dice. On month end I would go to Hoedspruit to play with the construction workers and I also beat them. I was a winner all the time. I could feel in my arm when I was going to win. I could feel that my hand had power…Then I would call for more money and I would strike. The chameleon can change into different colours and I think it can change the dice into the numbers that I want.’ 

Be it from the proceeds of crime or from gambling, Reggie had enough money to send his younger siblings, Shadrak and Aaron, to school. Shadrak completed high school and Aaron left South Africa for Zambia to become a soldier of the ANC’s military wing, MK (Umkhonto We Siswe, Spear of the Nation). Unfortunately Aaron never returned from exile, and has been missing till this day.    

Reggie enjoyed fairly good health as a young man, but occasionally suffered from excruciatingly stomach pains. He first experienced these pains in 1980. 

‘It was on Christmas day that year my stomach became sore. It was so painful. I fell down and rolled from the pain. I felt pain whenever I moved my body…It felt as if there was something hot, burning inside my stomach. I went to many diviners and to many prophets. A diviner [ngaka] told me that Bandzau spirits possessed me and a prophet called Dlamini said that I was bewitched. Dlamini used the belt from her church robe [for divination] and prophesised that my enemies came at night to make me sick. They are witches. Dlamini lit candles and prayed for me. She asked me to return with my mother. But my mother did not come because she is ZCC member.’
Hence, Reggie encountered two contrasting accounts for his sickness, and though he found relief, he failed to identify the precise source of his distress. 

In 1988 Reggie left home to search for work in Johannesburg. At first he secured accommodation in Meadowlands in the garage of Nonyane and his father, who were also from Impalahoek. He paid only R150 per month in rent and was happy that his accommodation was ‘not too cold’. Reggie later found it more convenient to stay in Soweto with an old man called Matlale, whose son once resided with his grandmother in Impalahoek after the 1976 uprisings. He paid no rent, but he regularly bought the old man groceries, including meat and home-brewed liquor. 

Reggie soon found employment at an engineering company that repaired mining technology. He was very happy with his wage of R250 per week, but complained bitterly that the foul smell of the grease that he removed from the machines constantly made him feel nauseous. Whilst staying in Soweto Reggie fell in love for the first time: with Zanele Maseko, a Swazi woman. 

‘I met Zanele in 1990 at the place of the old man, Matlale. She lived only three homes away from me. At first she still attended school, but she later started working at a crèche. I loved her a lot. She was the darling of my life. She was everything to me. She satisfied my heart. She was the one and only. She was number one. She cooked and she cleaned for me, and she was very good looking: both from the front and also from behind.’ 

But the security that Reggie found in Soweto came to an abrupt end. In 1994 Matlale expelled Reggie from his home, for swearing and fighting with others late at night. Hereafter, he and Zanele rented a room for R150 per month. In February 1995, he also lost his job at the engineering company. Reggie claimed that his employer simply dismissed him because he was very interested in politics, and extremely excited about South Africa’s new black government. 

‘In Johannesburg I started reading the Post and City Press. Later on I also read the New Nation, Drum and Time Magazine. I also saw Mandela at the FNB [First National Bank] stadium. This was in 1990 after he came from prison. I spoke about politics all the time. I would say “Mandela is coming! I need this man!”’. 

‘They fired me [from work] because I was a union member and because I loved Mandela with all my heart. I belonged to SASTAWU – The South African Scooter and Allied Workers Union. I never went on strike, but I used to attend union meetings and I knew the law. My technical director blamed me for being clever. He said that I was a Comrade and a member of the Communist Party. But he did not know the organisations to which I belonged. He said that I was a rotten potato who would make all the other potatoes to be rotten.’ 

In the same year that Reggie became unemployed, Zanele left him for someone else. 

‘In May 1996, Zanele left for the crèche and did return for three days. When she came back I asked her where she had been and she told me that she had been with Flora [a woman colleague]. I phoned Flora and asked her why she had allowed Zanele to sleep at her place for three nights. But Flora said that Zanele was lying and that she was never there. That is when I decided to fire her. I later learnt that she was with her boyfriend, Findo. ‘
‘I had wanted a baby, but I never had a child with Zanele. Maybe I was not pushing well. Maybe I was not good at sex. Maybe she was preventing, but I don’t think so. I was with her for many years, but after only six months with another man she became pregnant. Findo took my girlfriend in 1996 and he made her pregnant in 1997. After losing her I hated everything. I was in love.’ 

In July 1997, Reggie found a new job as a shop assistant and security guard at Cardies – a shop that sold birthday, wedding, Valentine’s day and Christmas cards, as well as gifts such as glasses - in downtown Johannesburg. He worked from Mondays until Saturdays and earned only R150 per week. But Reggie commented at least the job provided him with the opportunity to meet new lovers.      

‘I used to proposition each and every beautiful girl who came into the shop. The girls came to choose cards. It was really not too difficult to grab them. Many of them accepted. At lunch we would go [to have sex] to the flat of one of my friends in Plein Street, and at night we would sleep at my own place. I really don’t know how many women I had, but it was a lot. It happened every day. Some days I had two women: one in the day and one at night. It was more than eighty or a hundred. My friends said that I was the principal of girls because I changed them so often. I tried to satisfy my painful heart.… I did not prevent because I was looking for a child. Most of the time I ate flesh-to flesh [had unprotected sex].I only wore condoms when the girls wanted it.’ 

Reggie only worked at Cardies for a year and a half. In 1998 the shop went bankrupt and closed down. He said that this was because black people do not really buy cards. But his friends insisted that Cardies went insolvent because Reggie stole so many items from the store to reward his lovers.

In 1998 Reggie befriended Clifford Mnisi, who was once President Mandela’s bodyguard and knew a great deal about politics. The two men moved to live in the very large home of a Portuguese man near the George Gough migrant hostel. He had asked them to look after his home whilst he was out of the country, but never returned. There were rumours that he was a fugitive from the police, and also that Reggie had forged documents, showing that the Portuguese man had actually sold the home to him. Clifford assisted Reggie to find a new position as a security guard at an ESCOM (Electricity Supply Commission) pay-point in a shopping mall. The position paid well over R1,500 per month, but was extremely dangerous. Masked men with AK 47 assault rifles twice robbed shops in the mall. Again Reggie had many opportunities to meet women. 

‘It was the same in the shopping mall as at Cardies. The girls were still there. During the day I screwed them at the RDP [Reconstruction and Development Programme] homes at George Gough, and at night they slept at my home. I would go with one at lunch and take another later. Then, tomorrow I would take syrup. All the time I did it flesh-to-flesh. I wanted to show that Zanele meant nothing to me. I used to screw all the nations: Shangaan, Pedi, Swazi, Venda, Ndebele, Zulu and Xhosa.’   

Reggie’s friends from Johannesburg confirmed that he had numerous lovers, and said that this was because he offered them accommodation at George Gough.  



In 2001 Reggie was retrenched and suffered two violent attacks. Once, he and a friend became involved in a fist fight with Zulu men at a drinking tavern. The Zulu men overpowered him and beat out two of his friend’s teeth that had gold fillings. On the other occasion, Coloured men robbed Reggie and threw him into a dam. A diviner told Reggie to sacrifice a goat, to thank his ancestors for having enabled him to survive these ordeals. At Snake Park in Soweto a Christian healer claimed that Reggie was contaminated by misfortune (bati). He asked Reggie to wash his body with water, in which he had to place an old brown cent, mutton fat, and a chicken egg. The prophet prayed for Reggie, and instructed him to pour out the water in the form of a cross, hide the egg in tall grass, and walk away without looking back. 

In Johannesburg Reggie’s illness episodes became increasingly severe. During 1989, he again experienced stomach cramps, and during 1996 he developed severe fever and returned to Impalahoek. Here a Christian healer claimed that Reggie’s blood was polluted because he had had sexual intercourse with a woman who had recently aborted. The healer cut a cross in Reggie’s hair, placed Sunlight soap on top, and used a red-hot steel poker to melt the soap three times. In 2003, he was again struck down, and this time his stomach pains were excruciating. 

‘It was very painful. I felt as if there was a tennis ball inside my stomach. I cried from the pain and I could not sleep, but I tried to hide it. I believed that people had used their magic [witchcraft] against me, and if they knew that I was sick they would throw more magic to finish me off. Some people said it was AIDS, but I did not believe them. I thought that it was my ancestors.’  

Reggie was now in a desperate situation. He was unemployed and extremely ill, and his friends were no longer prepared to support him. 

On 27 April 2004, Reggie’s younger half-brother, Aaron, came to fetch him by car and took him back to his mother’s home in Impalahoek. He constantly felt exceptionally tired, as if he had been lifting heavy cement slabs. Petrus’ wife, Afisi Khomane, who was a diviner, tried to nurse him back to health. Reggie initially suspected that his maternal aunt might have bewitched him. She apparently swore at him because he had not visited her for more than fifteen years. But Afisi insisted that Bandzau spirits from Mozambique afflicted Reggie and were calling him to become a diviner. These spirits strike the stomach. [8] Afisi thus arranged for her mother, who is an instructor of diviners (gobela), to train Reggie. 

‘I called my mother, my mother’s two sisters, and my brothers, Petrus and Shadrak. I told them that I wanted to practice as a diviner. We sat down and talked because this costs a lot of money. The full amount was R3,500. It costs R500 to enter the gate [of the instructor]. You also have to bring a full ton of wood, an 80 kilogram bag of maize meal, and a chicken for the rituals of the diviners. And you have to give the instructor a twelve-kilogram bag of sugar and a new blanket. My family members gave her all those things.’                              

‘I had old people on my body and I abided by their rules because I did not want to die. I did all the rituals. After some time five different spirits came out. The one was Magunela... He had a wife called Beta Nkeshane [‘to chase someone’]. The other one was Bandi [Belt]. Then there was Jeremia – who was a Christian – and Mathebula. I had to call all these spirits when I caste the divination lots, and I had to ask them to open the way so that the medicines could work.’ 

But Reggie’s training did not have the desired effect. His health continued to deteriorate, and his instructor eventually felt compelled to take him to hospital. 

‘One day my stomach was loose and runny. When I went to the toilet my intestines came out. I could not push them back, but a certain old man helped me. Hereafter, I felt relaxed and I slept on a mat. Then I felt no pains. But Afisi’s mother phoned Petrus and asked him to take me to hospital.’   

‘When we arrived my instructor filled in the forms. But she wrote lies. She did not say that I suffered from the stomach. She said I was coughing. I did not cough and I did not feel any pain in my chest. It was nonsense. The doctor then took the file and she asked me what my problem was. I said ‘my intestines’. The doctor put on a glove and put her hand up my backside [anus]. She asked me if I felt pain and I said “No”.’    

‘After I slept in the hospital for three nights, they put something like toothpaste on my chest and took x-rays of my lungs. They said the screens showed that I had TB and then transferred me to the TB ward. After I slept there for two weeks my legs became dry. They were numb and they could not move. Petrus and my instructor came to visit me in hospital and I told them about my legs. My instructor said this was a sign that the spirits wanted me to dance.’    

Reggie described the hospital as a smelly and polluted space of death with little water and food, and very bleak prospects for recovery. 

‘Each morning they woke us at six’ o clock and gave me two tablets. Then we had to wash ourselves. But there was no water in the taps in our ward, and the nurses would bring water in buckets. You also had to buy your own soap, washing rag and Vaseline.  I did not wash because the space for washing was too small and because don’t like standing naked with others. In the TB ward I wore cloth for the spirits. The nurses told me to take it off, but I refused. My mattress stank. It had the bad smell of urine. ‘
‘At tea-time they usually gave us tea and bread. Sometimes it was different. Then we would get Jungle Oats [porridge]. This is No 1. Visiting time was from ten o’ clock to half past ten, and again from two o’ clock till three. There was nothing in the evening. If you wanted to eat you had to bring your own food. Each day there was a preacher, who preached and told us the word of God. ‘
‘More than six people died in the ward when I was there. One of them died this side of my bed. The other one died that side of my bed. They brought other patients, but they also died. They put something like a tent at the place where someone had died, and removed the dead bodies with noisy trolleys. I was so scared. I feared that I might follow them. I shivered. After the deaths there is a bad aura [seriti ] and I feared that the aura might come to me. I was afraid. In that ward you never knew who would die next.’ 

‘It was then that I had this dream of a very large snake with seven heads. The snake came to me. It flew like a strong wind. The trees blew in the wind and the snake was in the trees. The snake said the TB tablets won’t help me and that I won’t be healed in the hospital. The snake also promised to show me a place where there was lots of money.’ 

Though 48% of TB patients at this hospital were co-infected with HIV (Pronyk 2001:620), Reggie claimed that no doctor tested him for HIV antibodies. After three weeks Reggie was discharged, and resumed training as a diviner. He defied the snake of his dream, and continued taking his tablets.     

‘I returned to my instructor. I was not better, but I did not tell her about my pains. I slept and I ate at her home. The instructor’s home is nearly the same as the hospital. You must follow the customs there. You must wake up early. When people visit, you must invoke the spirits to greet them. You have to sing songs and practice with the bones [the divination lots]. You must also go to the bush to dig herbs and medicines. My problem was that I could no longer dance nicely because my legs were dry.’      

‘My instructor argued with me. First she said that the spirits affected my legs, but now she changed her story. Now she said that other people were against me, and that they lay xifulane [a potion] on my path when I went to buy a cold drink at the shop. She lied. The spirits now became xifulane. I no longer trusted my instructor. She treated me badly. She said that because I did not want to dance, I should pay her and go home. She still wanted R3, 000. She said that if I do not pay her, AIDS would attack me. I cried when she said those painful words.’ 

Reggie, nonetheless, endured the pain, danced and graduated as a diviner on 31 May 2005. By now, he said, his family had paid his instructor nearly R15,000 for his services. But at his mother’s home Reggie again became terribly ill. 

‘As I entered the yard of my mother’s home everything turned upside down. I started to be sick again. I slept in a tent outside, vomited and coughed throughout the night. It was so painful in my chest. I also had diarrhoea and my nose bled. I thought that I was dying. On night I dreamt that there were people who came to drink tea at my funeral. There was a signboard the gate, saying “Reggie is dead! Come! Make a Collection!”’   

During this time his instructor’s apprentices (matwasane) came to dance for him, and relatives gave him red medicine and ointment for his legs. In June 2005, Reggie consulted a general practitioner, who did not test him for HIV antibodies, but merely prescribed tablets and told him to eat boiled, rather than fried, eggs. 

Petrus eventually took his ailing brother to the Rixile HIV clinic, where he tested positive. 
‘I heard about Rixile and I did not want to go there. But Petruswanted to know what was bugging me. When I first went to Rixile they took blood from the second finger of my right hand. Then they said I had HIV and that my CD 4 count was 94. They told me to drink ARV tablets. First I had to choose a time. I chose eight o’ clock in the morning and eight o’ clock at night. They showed me two tablets that I had to take in the morning and a big one – this was the ARV – I had to take at night. It is called ‘Aspen Stavusine’. They told me never to forget to take the tablets, and always to drink them at the right time. Otherwise the tablets won’t work. If I only miss one day I’ll die. The tablets won’t cure AIDS. They will only make the AIDS weaker.’   

‘They did not tell me from where I got the AIDS. But they said that I must not sleep with a woman without a condom. I must also not kiss someone with sores on the mouth. They also told me not to touch anybody when I am bleeding, and that I must wear gloves if I touch someone who is bleeding at an accident. The AIDS will jump. It can come to you with a scratch or a cut... At the clinic they told me that it is a secret. But as I went out of the [hospital] gate the security guards could see that I had tablets. This is very bad. If people know that you have AIDS they do not want you. They think you will give them AIDS’     

Reggie disbelieved the test results, arguing that he did not have AIDS, but that that his instructor had bewitched him, so that he could display the symptoms of AIDS.   

‘I don’t know if they are correct. This is because I do not know what AIDS pains are like. Then, I did not believe the doctor. I thought that my instructor had bewitched me. This is because I started vomiting and bleeding through the nose at her home. She and her child put potions and stones in the corners of my room, and told me not to sweep. I did not give them permission to do so. I did not like this…When someone promises you that you will get AIDS, you will remember it. I thought my instructor was responsible. I thought she gave me AIDS.’  

‘I don’t think I have HIV. I do not believe it comes from unprotected sex. I was in Johannesburg when people started talking about AIDS. They told us not to use the small street next to the Carlton hotel. This is because there are thugs in the street. They have syringes and they put HIV on your buttocks, so that you will later get AIDS. They also stopped us from eating navel oranges because they said the farmers put AIDS in those oranges. Later they said a sore with a black spot is a sign of AIDS. My friends said that Basson [Dr. Wouter Basson, head of the apartheid government’s chemical weapons programme] came here with the disease. AIDS is like Ebola. It kills people. I wanted to know from other friends where AIDS comes from. They said it is in the condoms.’ [9]      

‘I’m not HIV positive. The disease that I have is the very same stomach cramps that started in 1980. I do not know the name of this sickness. My disease does not come from sex. By 1980 I did not have a girlfriend. My girlfriends started in 1990. If it had been AIDS it would have killed me long ago. People with AIDS die in fifteen years: not in twenty-eight years. It is not sex. I never took dirty girls. I would only take good looking and clean ones. Ones who wash and wear clean clothes. AIDS might be there, but I selected my girlfriends.’
Reggie, nonetheless, took the ARV tablets. His reasoning expresses his belief in the innate agency and power of the words. In a similar manner as his instructor had cursed him, he said, the doctor at Rixile told him that unless he took ARVs he would die. Reggie feared that these words might well bring about a tragic end to his life. 

‘All of those who have HIV die. I only hear about HIV when people are dead. There at the Rixile clinic where I collect the tablets – some people die and some are still alive. I decided to drink the tablets because I’m afraid to die. If I do not take these tablets people will lie. They will say that AIDS killed me because I did not take the tablets or follow their instructions. I want people to be sure of what they’re saying.’      

The ARV tablets had severe side effects and caused Reggie to dream uncanny dreams about money and death. But this did not dissuade him from continuing with treatment. Instead, these effects attested to the power of the tablets.    

‘The tablets made me sweat and made me dream about dangerous things and about good things. Many times I dreamt about money. I once dreamt that I had R266 million. I dreamt that the whole plaza [shopping centre] and the sub-station [for electricity] was mine. I dreamt that the ancestors had given me these things. But it was not the ancestors – it was the tablets. ‘
‘Maybe there are drugs in those tablets. They reminded me about dead people and about forgotten things. Another time I dreamt that I saw seven-year-old kids. They had khaki uniforms and were holding cell [mobile] phones in their right hands. I did not know one of them, but I was meant to follow them. The kids were zombies. [10] They were not living human beings.’ 

‘The tablets also caused me to hear voices of people calling me and promising me money. Once I woke up at three o’clock in the morning and I heard voices. They called me to come to the dam. They asked me to bring my shit to them in a bucket and they promised to give me lots of money. I walked to the dam, but I did not find the place [from where the voices came]. I was full of mud and I was very tired. I heard music coming from a door and I wanted to listen to the music. Then I entered the yard, carrying a five-litre bucket of shit. There was a woman with a young boy and she gave me soft porridge. She begged me to eat. She asked me what the shit meant and I told her that I came with the shit so that people could give me money. She thought that witches were trying to turn me into a zombie. I thought I was mad. When I came home my clothes were full of mud and were filthy. My mother washed them.’ 

These visions articulated Reggie’s fear of death. Although money sustains life, it is also the basis of strife and of murder. Diviners recognise dreams of bronze and nickel coins as symbols foretelling death. The mamlambo, a snake-like witch familiar, is said to enrich its owner by predisposing him or her to luck in financial matters. But in return, it demands regular sacrifices of human blood, and will eventually consume its owner (Niehaus 2000).    

On 26 December 2006, Reggie received a vision from his ancestors, telling him to go to the Zion Christian Church. Here a prophet gave him holy water to drink and pour at his gate to protect the home against witchcraft. The prophet instructed Reggie to drink Joco tea, FG coffee and salt each day.    

‘The prophet said that the witches will send snakes to my home and that I have to kill the snakes. So far I have killed about thirteen snakes in our yard. I found one in the shack and one underneath the drum of water in the kitchen. There was one on the kitchen door and another in between the bricks...These are not snakes from the ancestors [noga ya badimo] who bring luck to the family. They are the ones from the bush and they bring bad luck. They have the devil in them.’ 

Since then, Reggie has attended church each Sunday, and drank Zionist coffee and tea each day. This, he said, facilitated his recovery.   

‘When I was sick my mother did everything for me. At first I could not wash my own clothes. I was too weak. I could not jump and I could not walk to the plaza [shopping centre] or to church. I moved very slowly. I only became better after I went to church and took their prescriptions. Now I can walk and I can run. I can also carry three twenty-five-litre barrels of water, and I can plough maize in the garden. They fixed my leg and the pain is better.’  

         Reggie’s most serious concern was that he had not yet received a disability pension. The nurses at the HIV clinic asked him to consult the social workers and to obtain an affidavit from the police station before forwarding his application. He desperately needed a regular income to purchase the proteins and vegetables, nurses recommended he should eat. 


The case of Reginald Ngobeni shows how, in situations of medical pluralism, knowledge does not imply unswerving commitment to one set of beliefs – be it witchcraft, pollution, spirit possession or viral infection – and to a single elusive truth. New concepts and beliefs are constantly tried out and added on, and practical considerations often outweigh explanatory consistency. Different specialised authorities – diviners, Christian healers, politicians, general practitioners and HIV clinics – act as guarantors for the status of fact (Lewis 1992). In such contexts, healing is understood in terms of rapidly changing, constantly shifting, meanings and expectations (Etkin 1992). As Helman (1984) reminds us, biomedicine itself, comprises multiple, co-existing and competing paradigms. Consultations with biomedical practitioners do not necessarily imply diagnosis in terms of the HIV, and might well impede effective treatment of AIDS. Reggie was admitted to hospital as a tuberculosis patient, and consulted a general practitioner without being tested for HIV antibodies.               


The case highlights other factors, seldom considered by advocates of ‘treatment literacy’. It demonstrates how decisions about therapeutic consultations are not those of individual sufferers, but are made by broader ‘therapy management groups’ (Janzen 1978) comprising carers and kin. Reggie’s experiences point to complex emotional advantages of being a victim of witchcraft rather than AIDS. The pain, misfortune and interpersonal tensions that he associated with witchcraft, had a long history, preceding his ‘HIV positive’ diagnosis. Witchcraft was less stigmatising, perceived as more amenable to cure by healers who do not operate in dreaded hospitals, and also more tolerable to the self. Reggie expressed profound fear of dying. Moreover, accepting an HIV positive diagnosis would imply that he, himself, might have infected numerous sexual partners with an incurable illness. Yet, the acceptance of an alternative label for his illness did not prevent him from taking ARVs and from carefully adhering to prescriptions about their use. This was based as much upon their innate efficacy as upon the meanings they encode. The therapeutic milieu Reggie encountered at the ZCC complemented the effects of ARVs: providing much needed social support, and powerful religious rationale for health maintenance, refraining from smoking and drinking alcohol.     

Conclusions

The epidemiological and ethnographic material presented in this paper calls for a measured response to HIV and AIDS in South Africa. Merely distributing ARVs is not enough. Even under conditions of optimal supply, uptake and adherence to treatment regimens has seldom been satisfactory. Teaching biomedical knowledge of HIV and AIDS is unlikely to dramatically improve these results. In Africa, the relationship between ‘treatment literacy’ and ‘therapeutic efficacy’ appears to be far less robust than in the United States. Many African countries with high HIV prevalence rates also have high national literacy rates. In 2006 ‘HIV prevalence’ in South Africa was 21.5%, and ‘literacy’ 86.4%. The comparative figures for neighbouring Mozambique were 12.2% were 47.8% (Schenker 2006:17). In addition, HIV prevalence amongst South African health care professionals and teachers was similar to that amongst the general population (ibid: 19). Whilst the factors facilitating the transmission of HIV differ from those inhibiting the use of medication, knowledge alone appears inadequate.        


The emphasis upon treatment literacy in understanding the efficacy of ARV use, resonates with those of studies that purport to explain the efficacy of folk healers, such as Taiwanese and South American shamans, independently of biology, as resting upon their ability to construct meaningful explanations, and create myths to order painful, incoherent, and chaotic sensations, and render these sufferable to patients (Kleinman and Sung 1979, Levi-Strauss 1963). In retrospect, Kleinman (1995) himself warns that his earlier work inappropriately treats medical meanings as entities, outside the contexts of experience. Symbolic meanings are contradictory and seldom systematically interconnected, and clients regularly fail to grasp their meanings (Atkinson 1987). In the long term drugs such as HAART win over users by demonstrating their biological effectiveness on a wider scale (Ashforth and Natrass 2005:292-3). After a slow start, effective use of ARVs has increased steadily in countries such as Botswana (Illife 2006:153).  
In contexts of medical pluralism, the emphasis of many treatment literacy programmes upon conversion to biomedicine might well be counter-productive. Gausset’s (2001) comments on HIV prevention are equally pertinent to the treatment of AIDS. He argues against that it is more sensible for HIV prevention programmes to focus on negotiating safe sex, rather than to target African sexual practices such as polygamy, multiple partners, wife exchange, dry sex, and pollution beliefs, that are seen to promote the spread of HIV. These practices are not necessarily incompatible with safer behaviour and fighting them would alienate those the programmes are intended to help. Paradigms within biomedicine, itself, have stigmatised AIDS and impeded the use of ARVs, and alternative forms of therapy might well be complementary to treatment. 
Notes

1. I have conducted ongoing ethnographic fieldwork in Bushbuckridge since 1990, visiting the field for intermittent periods each year. I wish to thank Eric Thobela and Eliazaar Mohlala for their assistance during fieldwork, and also Tim Allen, Fraser McNiel, Jonathan Stadler and Sjaak van der Geest for their suggestions. I use pseudonyms to describe the village of fieldwork and all personal names. Unless specified otherwise, local expressions are in Northern Sotho.     

2. By 2007 2.1 million South Africans had died of AIDS-related diseases, and another 5.5 million were HIV positive. See Plusnews. HIV/AIDS Barometer-May 2007, Mail and Guardian Online (May 2007), available at http://www.mg.co.za/articlePage. aspx?articleid=306829&area+/insight/hiv-aids-barometer, retrieved on 20 July 2007.
3. The messages ignore the culturally specific meanings of different types of snakes, as sources of body power, manifestations of the ancestors and witch-familiars. Moreover, the language of ‘attack and defence’ is similar to the language people use to describe witchcraft-induced poison (Ashforth and Natrass 2005).            
4. Following Appadurai’ (1986), some anthropologists have used the ‘social life’ or ‘biography’ of pharmaceuticals as an analytical starting point for understanding therapeutic efficacy. This approach implies following ARVs as they move through different phases: production, marketing, distribution, purchasing, prescription, consumption and finally the evaluation of treatment outcomes. In each phase the drug enters a new context, marked by a different set of social actors, and by a distinct ‘regime of values’. Pharmaceutical companies, they contend, often produce ideas about sickness, and sell diseases before they sell drugs. These meanings, as well as the distribution, cost, treatment guidelines, and side effects of drugs shape assessments of efficacy (Van der Geest, Whyte and Hardon 1996; Van der Geest and Hardon 2006). A consideration of all phases in the social life of ARVs is well beyond the scope of this article.

5. The temporary recovery of patients to whom Virodene was administered was the likely result of the well-known placebo effect (Moeran 2002).  

6. Yamba (1997) too detects a link between witchcraft and HIV/AIDS in Zambia, and documents a resurgence of witch- cleansing movements in response to the epidemic.                

7. In a study of 298 tuberculosis patients at the Tintswalo hospital, Pronyk (2001) determined a median delay of ten weeks between the onset of symbols and the initiation of hospital treatment. In 14 cases the total delay exceeded 1 year. Many patients first sought help from spiritual and traditional healers (p.264).  
8. Informants identified three different kinds of spirits: the Malopo, who were Sotho spirits; the Ngoni those of Tsonga, Zulu, and Swazi ancestors; and the fierce Ndau who came from Musapa in Mozambique. Spirit possession involved a degree of culpability, and spirits usually possessed the descendents of those who killed them in ancient battles. In a ritual, which included drumming, the possessed person danced until he or she experienced a trance. The instructor then exhorted the spirits to speak through the mouth of the afflicted person and to state their demands. In this manner they aim to convert the spirits from a hostile to a benign force.            
9 The HIV/AIDS epidemic provides fertile ground for laying blame, accusing disreputable others, and for invoking conspiracy theories (Farmer 1992, Niehaus with Jonnson 2005).
10. Witches allegedly changed their victims into zombies (ditlotlwane), by first capturing their aura or shadow (seriti) and then progressively taking hold of different parts of their bodies, until they possessed the entire person. But witches would deceive the victim’s kin by leaving an image of him or her behind. The kin would believe that the victim was dead, but they would, actually, bury the stem of a fern tree that had been given the victim’s image. At home witches employed their zombies as servants (Niehaus 2005).  
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