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1.Contextualisation
South Africa is a beautifully diverse country. However, South Africa is also a highly unequal society
where there seems to be a need for Mandela's honourable notion of the “rainbow nation” to undergo
a process of (re)construction and (re)definition. Slavoj Žižek confirms with regard to the icon's
recent, evocative death: “If we want to remain faithful to Mandela's legacy, we should thus forget
about celebratory crocodile tears and focus on the unfulfilled promises his leadership gave rise to”
(Žižek 2013), e.g. the active building of a diverse, yet unified society. Considering, amongst others,
the ongoing and increasingly loud protests for basic needs and against the perceived abuse of power
(cf. Bond & Mottiar 2013), it seems that the rainbow
“[…] society was from the start an 'imagined entity' […] [and] spent most of its life in the
garb of reality. […] 'Society' was reality, full stop – and it was easy to argue and demonstrate
that it did not differ in any important respect from other objects which we consider real on
account of the fact that we can neither wish them away nor try to break through the space
they occupy without bruising heads or knees.” (Bauman 2002, p.43; original emphasis)
Zygmunt Bauman's idea of a constructed and imagined societal reality (e.g. the whitewashed
“rainbow”) is explicitly juxtaposed by artist and commentator Musa Okwonga in the real South
African context:
“Because that’s South Africa now, a country long ago plunged headfirst so deep into the
sewage of racial hatred that, for all Mandela’s efforts, it is still retching by the side of the
swamp. Just imagine if Cape Town were London. Imagine seeing two million white people
living in shacks and mud huts along the M25 as you make your way into the city, where
most of the biggest houses and biggest jobs are occupied by a small, affluent to wealthy
group of black people. There are no words for the resentment that would still simmer there.”
(Okwonga 2013)
Though emotionally focused on the social extremes, his comment reveals both sides of the coin: the
nexus of the still prevailing colour lines and “what is increasingly referred to as class apartheid”
(Bond 2004, p.47). The rainbow disappears as certain as it appears. The power and “efficiency” of
constructs like “race” and class have far-reaching effects and are unveiled in diverse (everyday)
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settings where other concepts such as “culture”, “tradition”, “identity”, “nation”, etc. are negotiated
and (re)constructed.
One of these (metropolitan) settings where people from most diverse backgrounds coexist and
cooperate for a certain amount of business hours per day, proved to be the Central Business District
(CBD) in Durban; a place where modernity challenges tradition, newcomers challenge the
established and (material) desires challenge the (financial) means. Nowhere, it seems, are these
dualisms more visible than in the myriad of flyers and posters which cover the urban, metropolitan
areas of South Africa and promise its people, in the most stereotypical case, an instant relief from
all physical and mental problems orchestrated by a traditional healer from East Africa for only
R30.00 (~2€) consultation fee (see Fig.1 below).

Fig.1: Example of a typical flyer advertising
traditional health support - front and back; for
ethical reasons the contact number and address
were censored.
Though these flyers are targeted at a relatively specific clientèle, and do not necessarily represent
authentic traditional healing in South Africa (see section 4), three aspects seem to be relevant in
more general terms: public health, ethnicity and migration – alongside the overarching concept of
identity.
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1.1 Public Health and (Traditional) Healing in South Africa
“The need to provide sufficient and efficient medication is as old as humankind” (Kadenge &
Ndlovu 2012, p.461). Medication for real physical diseases like HIV/Aids and real psychological
desires like sexual enhancement seem to be a common factor irrespective of one's medical belief
system in South Africa or elsewhere. Whether seeking help from a traditional healer 1, biomedical
practitioner, religious healer or any other alternative healer, real diseases and real desires become
emblematic for any (capitalistic) society, where, in particular, desires – therefore consumption –
have a major impact on identities (Spencer 2006, p.26): “'Needs' grow, beefed up by opportunities
to consume. 'Needs' are desires prompted by exposure to such” (Bauman 2002, p.145).
Interestingly, “the growth of a consumer-oriented culture contributes to a growing public demand
for medicines, because it encourages individuals to seek help for their problems […]” (Busfield
2010 p.939). Though in the context of biomedicine, Busfield's notion of active patients/consumers
seems also to apply in the context of traditional healing. The (few) haves in South Africa (and
elsewhere) are encouraged to maintain the “healthy” status quo, hence the offer in Fig.1 to
“Fix/Protect Your Car, Home & Business Busy” (in other settings: “gated communities”). The
(many) have nots, on the other hand, are reminded of their “unhealthy” shortcomings by being
confronted (via advertisement, hence discourse) with their real physical ailments, their real (though
constructed) psychological desires and with the respective promising cures. Bauman generally
concludes with regard to advertisement and desires: “The self-proclaimed task of advertising is to
inform prospective consumers of new products that they could not have desired before since they
were not aware of their existence, and would not desire now if they were not tempted and seduced.”
(2002, p.145)
However, in relatively peaceful, but nevertheless turbulent times, people in South Africa (and
elsewhere) are looking for remedies for their various physical and psychological ailments in
different medical settings. “We might call this medical pluralism by the name of a favourite trope
for South Africa’s social diversity: medical rainbowism” (Thornton 2012, p.11). Chronic
unemployment (cf. Seekings and Nattrass 2005), severe, visible inequality (cf. Gumede 2012;
Wilson 2011) and the resulting poverty amongst many rainbow citizens seem directly to contribute
to their state of health (Wagstaff 2002, pp.97-8) and therefore, along cultural variables, also affect
the choices of medical treatment. The biologist Paul Martin identifies particularly unemployment as
1 An umbrella term which “[...] include[s] izangoma, who are diviners, izinyanga, who are herbalists, abathandazi, who
are faith healers, traditional birth attendants (TBA), traditional surgeons as well as muthi [traditional medicine] traders
who are involved in the trade and sale of traditional medicines.” (Devenish 2005, p.244)
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one of the main sources for physical and mental diseases of the homo economicus, the (neo)liberal
ideal of a self-interested, utility-driven profit maximizer (Foucault 2008, pp.225-6), who seemingly
opposes the homo sapiens:
“[U]nemployment and instability bring stress, both for those who lose their jobs and those
who fear the loss of their jobs; and stress brings ill health. […] [T]he harmful effects of
unemployment extend beyond out-of-work individuals to their immediate families, who
have a significantly higher mortality rate and incidence of illness than the partners and
children of people with jobs.” (Martin 1997, p.183)
It appears that insufficient access to proper employment for many South Africans creates, aside
from immediate consequences (e.g. poverty, malnutrition, etc.), a stigma for those who fail to
conform to neoliberal, market-oriented expectations of society, i.e. work/employment regarded as
virtuous and desirable (Russell 2004). According to Martin's quote above, this stigma then results in
physical and mental ill health and furthermore seems, in similar contexts as Fig.1, to create an
interplay of desires and needs regarding particularly wealth and sexuality. In his historical analysis
of polygamy in KwaZulu-Natal, Mark Hunter states that “colonial rule and capitalist penetration
significantly altered paths to manhood” (Hunter 2005, p.391). He continues: “The inability today of
many men to achieve umnumzana [household head] status through work, marriage and fulfilling a
'provider' role” (ibid., p.396) can be seen as one (socio-economic) context in which some meanings
attributed to the cures and remedies offered in Fig.1 (e.g. sexual enhancement, marriage problems)
could be understood. Another, rather socio-historical context, though inevitably linked to the
former, could be that
“the apartheid regime subjected sex and sexuality to particularly heavy censorship and
repressive policing, which actively excluded the kinds of public sex-talk which marked the
growth of consumer capitalism, particularly in the West, in the latter half of the twentieth
century.” (Posel 2005, p.128)
Given the opportunity to “sell sex” in a democratic and (neo)liberal environment, it does not seem
surprisingly that “public sex talk” entered the domain of traditional healing. “Essentially, the
advertisements on flyers and posters [offering traditional cures], like those in mainstream
advertising, thrive on selling hopes and dreams, moods and feelings” (Kadenge & Ndlovu 2012,
p.470) which mirror and answer certain needs and desires of certain social groups in contemporary
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South Africa.
However, “[i]n a context where many South Africans do not have access to adequate health care
services, and where HIV and AIDS is placing additional pressure on an already strained public
health sector, traditional healers currently provide important health care […]” (Devenish 2005,
p.245). Frequently cited percentages of (black) South Africans relying on traditional/alternative
healers as primary health care range between 60-80% (e.g. Kadenge & Ndlovu 2012, p.462; Fihlani
2013; Ross 2010, p.46). Contrary to this relatively high percentage, the 2011 General Household
Survey in South Africa posits that between 2004-2011 less than 1% (in 2011 only 0.1%) of the
South African population admitted to consult traditional or other health facilities (Stats SA 2012,
p.16). Whatever the case might be, an estimate of 190 000 traditional health practitioners (excluding
faith healers) in 2007 speaks for itself and elucidates their seminal societal position (Peltzer 2009,
p.956).
Traditional healing in South Africa was and still is a contested and controversial issue, seemingly
challenging and/or offering alternatives to the well-established (Western) monopoly of biomedicine
– with its scientifically proved and structurally accepted authority (Foucault 2008, p.3) – by its
deeply culturally and spiritually embedded, holistic understanding of illness (Mndende 2013).
Contrary to the Western notion of the 'Cartesian dualism', i.e. René Descarte's idea of a separated
body and mind (Martin 1997, p.271), traditional healers in (South) Africa rely on a unity of body
and mind, a rather communitarian approach to healing and the importance of ancestors, “the living
dead” (Maiello 2008).
Having been restricted during apartheid by a number of repressive legislations, in particular by the
Witchcraft Suppression Act of 1957 and the Witchcraft Suppression Amendment Act of 1970
(Kadenge & Ndlovu 2012), traditional healing was firstly officially recognised in 2004 after the
South African government passed the Traditional Health Practitioners Act (No. 35), giving healers
the option to professionalise and organise themselves (Devenish 2005, p.244), for instance in the
(since 1970 unofficially established) Traditional Healers Organization (THO), the biggest non-profit
organisation of its kind.
Notwithstanding this governmental recognition, negative and sceptical perceptions of traditional
healers prevail as they enter public discourse: “The epidemic of witchcraft accusations [in South
Africa], and the very real violence that results from it, has been serious enough to spawn
6

government commissions of enquiry” (Weller 2001, p.235). Alongside witchcraft accusations, the
notion of charlatanism clings to traditional healing. Regarding pamphlets similar to Fig.1 Kadenge
and Ndlovu posit: “Of course there are quacks in this healing system, and indeed some dangerous
pharmacologies, but to think that all the advertisers are dangerous quacks is to miss the point behind
the traditional/alternative healing system” (2012, p.464), which, as mentioned above, is culturally
distinct in its school of thought.
Following Robert Thornton, this paper takes the stance “that the 'magic' of traditional healing
practices, complementary, and alternative medicine are also efficacious – sometimes.” He
continues: “Just as ethnography is 'serious fiction', I take healing to be serious magic” (2012, p.2).
Similar to the logical errancy of the placebo effect in biomedicine, traditional healing is based, apart
from a century-old indigenous knowledge of herbs and plants with scientifically demonstrable
value, on belief, i.e. African Traditional Religion (Mndende 2013). Accepting that faith and belief
are integral aspects of peoples' realities, traditional healing in (South) Africa cannot but be taken
seriously, if only because of its societal omnipresence and the controversies it is said to (have)
cause(d).

1.2 Migration to and Xenophobia in South Africa - “Africa's Fear of Itself”
The second seminal aspect in Fig.1 is that the herbalists claim to be of East African origin. Despite
or because of the ethnic diversity of South Africa, migrants from other African countries experience
major difficulties of acceptance and integration. Migration to South Africa, though, is not a new
phenomenon. Even before the gold rush in the late 19 th century, the colonial rulers utilised migrants
from all over Southern Africa as convenient labour power (Trimikliniotis et al. 2008, pp.1324-5).
Contemporary South Africa saw, particularly after the historic events in the early 1990s, a crucial
increase in the number of immigrants from as far as Nigeria, the Democratic Republic of Congo
(DRC) or Kenya. However, facing critical domestic issues such as unemployment and poverty, the
attitude towards (especially “illegal”) migrants centres about the perceptions that “foreign migrants
take away jobs from South African nationals” (Zuberi & Sibanda 2004, p.1464) and about “the fear
of being 'flooded'” (Trimikliniotis et al. 2008, p.1325). Estimates vary between 3.5 and 7 million
undocumented or irregular migrants, with some being as low as 0.5 million (ibid., pp.1326-7).
Whilst there may be discrepancies regarding the true scale of irregular immigration, “[i]ronically,
broad embrace of Nelson Mandela's unifying vision of a 'rainbow nation' may have given the state
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another reason to exclude foreigners, based on a commitment to ameliorate economic inequalities
among its citizens.” (Klotz 2012, p.190)
Though not entirely “excluding” foreigners2, public sentiments of reluctance and/or hostility
towards African immigrants prevail, often manifesting themselves in the creation of a “frustrationscapegoat” (Harris 2002, p.171):
“Since the collapse of apartheid, the phantom of Makwerekwere [foreigner] has been
constructed and deployed in and through public discourse to render Africans from outside
the borders3 orderable as the nation’s bogeyman. Waves of violence against Makwerekwere
have been rocking South Africa since 1994.” (Matsinhe 2011, p.295)
Negative stereotypes and labels of, for instance, Nigerian migrants, being constructed as criminals
and drug dealers, are omnipresent (Hweshe 2013) and obviously seem to contradict the progressive
constitutional mantra of a “non-racist” South Africa. “In this sense we cannot but refer to the acts of
the post-apartheid state [and society at large] against black migrants as 'racist': there is no reason
why one should refer to this […] exclusionary ideology as 'xenophobic' (Trimikliniotis et al. 2008,
p.1331; original emphasis). Whether 'racist' or 'xenophobic',
Africa’s fear of itself is exemplified by the loathing of black foreign nationals in South
Africa [as in May 2008] – peculiarly by the nation’s ex-victims of apartheid – which is
increasingly becoming a fundamental component of South Africa’s collective identification
and public culture. (Matsinhe 2011, p.295)

2. Theoretical Framework – (Ethnic) Identities in South Africa
Contrary to Mantsinhe's notion (on xenophobia) of one single collective identification – the process
of identity formation (Stets & Burke 2000, p.224) – Chipkin argues that “the common factor, the X,
on which to base a South African identity” (2007, p.178) is literally impossible to identify. The idea,
though, of culturally distinct groups constantly (re)constructing 'the Self' and 'the Other' is far from
2 “South Africa implemented substantial reforms, especially legal rights for refugees.” (Klotz 2012, p.190)
3 From the researcher's own experience, black South Africans who are not able to speak the respective, geographically
bound vernacular (e.g. isiZulu) are also labelled “Makwerekwere”.
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being new when considering the colonial impact on (South) Africa.
“With a "cluster" of socially disruptive and politicoeconomically devastating colonial
experiences, therefore, African identities, as they were embedded in precolonial African
ways of life, were either destroyed or relegated to the status of uncivilized and backward
beliefs, sometimes superstitious practices, or unacceptable challenges to colonial programs
and preferences.” (Abdi 1999, p.150)
Having been subjugated for centuries to sociocultural hegemony and politico-economic
exploitation, (South) African people only recently gained political independence. However, as Abdi
mentions above, a deep psychological wound was left in the identities of particularly the just
recently grown up “rainbow” citizens. Homi Bhabha puts it aptly: “We have entered an anxious age
of identity, in which the attempt to memorialize lost time, and to reclaim lost territories, creates a
culture of disparate 'interest groups' or social movements” (Bhabha 1996, p.56). Seizing on Žižek's
opening quote on Mandela's unfulfilled legacy and the above mentioned xenophobic violence, it
appears that one crucial issue (amongst many) in contemporary South Africa pivots on identity in
relation to the subjects of ethnicity and nationality between disparate 'interest groups'.
The theoretical concept of “identity” itself is complex and contested. “As a very basic starting point,
identity is the human capacity – rooted in language – to know 'who's who?' (and hence 'what's
what?' [and hence the title of this paper]” (Jenkins 2008, p.5). Identity broadly encompasses various
aspects such as ethnicity, social class, gender, nationality, sexuality, etc. (Spencer 2006, p.26). Only
those ones relevant to this paper (particularly ethnicity and nationality) will be considered. Avtar
Brah describes identity as following:
The idea of identity, like that of culture, is singularly elusive. We speak of ‘this’ identity and
‘that’ identity. We know from our everyday experience that what we call ‘me’ or ‘I’ is not the
same in every situation; that we are changing from day to day. Yet there is something we
‘recognise’ in ourselves and in others which we call ‘me’ and ‘you’ and ‘them’. In other
words, we are all constantly changing but this changing illusion is precisely what we see as
real and concrete about ourselves and others. And this seeing is both a social and a
psychological process. Identity then is an enigma which, by its very nature, defies a precise
definition. (Brah 1996, p.20; original emphasis)
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These constructed, fluid and multiple characteristics of “identity” leaves the concept vulnerable for
criticism. While some scholars, such as Brubaker and Cooper, deny it its analytical deployment
because of the concept's inherent ambiguity (Brubaker & Cooper 2000, p.1), this paper takes Stuart
Hall's stance that as long as “identity” is not replaced with an entirely new concept, there is not
much left than to continue thinking with it, albeit outside of the fixed and absolute paradigm in
which the concept was originally generated (Hall 1996, p.1). Accepting the slipperiness and
vagueness of “identity”, two more focal points need to be considered according to Hall. First, that
identities are products of the Foucauldian notion of the interplay between discourse and power
relations. And second, that identities are always constructed “[…] through the relation to the Other,
to the relation to what it is not, to precisely what it lacks […]” (Hall 1996, p.4). Only by telling the
story of the distinct “Other” do we (assume to) know who we are.
In social psychology two major intertwined theories cover the concept of “identity”. Though it
would go beyond the scope of this paper to detail them, it is important to address, at least briefly,
the interrelation between social identity theory and (personal) identity theory. According to Stets &
Burke (2000, p.225), social identity theory stresses an individual’s knowledge of belonging to a
certain social group. By comparing “the Self” to “the Other” in terms of belief, values or attitudes
an in-group (similar to “the Self”) and an out-group (different to “the Self”) are established – “us”
versus “them” categorisations along the lines of e.g. ethnicity, nationality or religion. These social
categories precede the individual's self-understanding as one is born into existing social structures.
From these social identities an individual can develop his or her own personal identity by
categorising “the Self” according to roles or positions (e.g. traditional healers) and incorporating
behaviour-guiding meanings and expectations (e.g. responsibility, integrity) linked to that role.
Additionally, meaningful activities within a role are connected to the control of resources (ibid.).
“In general, one's identities are composed of the self-views that emerge from the reflexive activity
of self-categorization or identification in terms of membership in particular groups or roles” (ibid.,
pp.225-6).
Additionally, according to Richard Jenkins, all identities (individual/personal and collective/social)
are simultaneously constituted within the “internal–external dialectic of identification” (Jenkins
2008a, p.40). The internal part of identification takes place when individuals distinguish themselves
from others with regard to similarities or differences. The external identification involves others
defining oneself as an individual or a member of a group (Code & Zap 2009, p.92).
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As established earlier, the concept of identity comprises ethnicity inter alia. This social construct is
closely linked to “race”, but instead of touching on physical traits, it refers to a particular group's
shared sociocultural characteristics, such as norms, values, behaviour (Spencer 2006, p.45).
Additionally to its attributional dimension (e.g. language, religion, music, clothes), ethnicity
incorporates also a relational dimension, which captures the interplay between an ethnically defined
group and the society in which it is located (e.g. lighter versus darker complexion) (ibid., p.252).
Moreover it is “[...] used both to distinguish diverse populations and to establish personal or group
identity” (Ford & Harawa 2010, pp.251-2). Forming identity on both individual and collective
levels, ethnicity also is negotiated in internal and external spheres. In internal processes, members
of a certain ethnic group signal individually or collectively to in-group members or “outsiders” their
identity (self-definitions of who they are). The processes of external definition are directed towards
“the Other(s)” during which “the Other” is individually or collectively defined by the in-group as
this or that (Jenkins 2008b, p.55).
Considering the above mentioned real social phenomena of traditional healing in and migration to
South Africa (including widespread negative sentiments against both realities), it seems that the
reciprocity of both phenomena, as exemplified in Fig.1, provides a relevant and urgent, though
academically yet unattended context to explore the relationship between ethnically diverse
individuals/groups in the field of traditional healing. As a point of departure for this exploratory
ethnographic study, the culturally diverse setting of Durban CBD (see section 1.) was identified. Of
particular interest to this paper is the mutual perception of migrant healers and their South African
counterparts in terms of (ethnic) identity formations, especially how, if at all, “the Self” (“I”/”us” –
personal/group identity) is regarded, articulated and constructed in relationship to “the Other”
(“them”) and which categories and themes are employed to justify perceived realities. These
preliminary deliberations led to the investigation of the following explicit research questions:
How do migrant traditional healers affect the identities of local traditional healers in South Africa?
What is the mutual perception of these ethnically diverse groups? How do general controversies of
migration and traditional healing (therefore stereotyping) in South Africa affect each group's
(cultural) self-definitions?
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3. Methodology
This study generally deals with individuals, their own subjective realities and their own subjective
interpretations of these. This fact mirrors itself in the ontological and epistemological stances this
paper takes. Additionally, the above outlined perspectives on social constructs such as ethnicity and
identity support the general methodological considerations.

3.1 Research Strategies
From an ontological point of view, which is concerned “with the nature of social entities” (Bryman
2012, p.32), a constructionist position was embraced to emphasise “that social phenomena and their
meanings are continually being accomplished by social actors” (ibid., p.33). Social entities (e.g.
traditional healing) do not only consist of interactions between actors, but they are also in a constant
state of (re)negotiation (e.g. criticism and reactions to it), whereby even the researcher's own
subjective construction of reality needs to be taken into account when analysing these entities
(ibid.). In this study these a priori perspectives need to be taken into careful consideration as the
exclusively qualitative data collection (see 3.3) in a sensitive, since controversial and above all
partly unexplored field required close interpersonal interactions between culturally diverse social
actors from seemingly opposing school of thoughts (so-called “African” versus “Western”).
In terms of epistemology, i.e. the question of what is acceptable knowledge, this paper follows an
interpretivist understanding. Social interactions and their respective meanings, particularly in the
field of traditional healing, can therefore not be explained with the application of natural sciences
(as in positivism), but should be understood in the Weberian notion of “Verstehen” (Bryman 2012,
pp.27-30). Howe claims that the interpretivist approach “emphasizes understanding people in their
own terms, in their own social settings” (Howe 2004, p.54). Commenting on qualitative research
strategies Howe continues: “[T]heir natural home is within an interpretivist framework with the
democratic aim of seeking to understand and give voice to the insider’s perspective” (ibid.; original
emphasis). By trying to understand how and why, if at all, certain relational perceptions between
ethnically distinct traditional healers exist, a qualitative research was chosen as the most suitable
strategy, as the aim is not to quantify results and outcomes or to test certain hypotheses and/or
theories, but to rather inductively explore identities amongst distinct social actors (see Bryman
2012, pp.35-7).
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3.2 Research Design
Aspects of different types of research designs (all within a qualitative framework) were embraced in
order to cover the exploratory nature of this study (Bryman 2012, pp.50-78). The overall thematic
complex of traditional healing in South Africa can be regarded as a case study. In order to
understand identities amongst healers, the “case” of traditional healing needs first to be explored.
Although commonly associated with a single location, such as a community or an organisation,
Bryman “would prefer to reserve the term 'case study' for those instances where the 'case' is the
focus of interest in its own right” (2012, p.68). The sample of the “case” (see 3.3) is admittedly
small (eight traditional healers). However, it is not the ambition of this research to draw generalised
conclusions from its findings (ibid., p.426). Stressing the exploratory character again, careful
conclusions will be able to be made, but no attempts to insist on the replicability or external validity
of this research. Delving into the overall “case” of traditional healing, elements of a comparative
design can be identified: two contrasting “cases” within traditional healing, i.e. local and migrant
healers, whose relationship should be understood in a comparative way using more or less the same
research methods (ibid., p.72). Despite not applying structured forms of data collection such as
surveys or questionnaires as, for example, in a cross-sectional design, its element of variation
shimmers through (ibid., p.59). Variation was employed in terms of location, at a more or less single
point in time, so that, apart from the urban starting point of this study (Durban CBD), also semirural areas, such as different townships around Durban and Pretoria were covered to identity
particularly South African traditional healers. The actual field work was carried out over a threemonths period from mid-September to mid-December 2013. Given this relatively short time frame,
major difficulties were encountered with regard to getting access to the quite close social setting of
migrant healers (see 3.3).

3.3 Research Methods
In order to investigate the above outlined research questions and, in Howe's words, democratically
understand the mutual perceptions of identities amongst South African and migrant traditional
healers, qualitative, in-depth and semi-structured interviews were considered the most appropriate
research method. Though some sort of triangulation of methods (including participant observation
and micro-ethnography) was the outcome of the exploratory character of the research, qualitative
interviews form the backbone of this study.
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“Individual in-depth interviews are widely used by […] researchers to co-create meaning with
interviewees by reconstructing perceptions of events and experiences” (DiCicco-Bloom & Crabtree
2006, p.316). These qualities of interviews were regarded seminal as personal and group identities
are central to this study. Seven out of eight respondents agreed to be interviewed in diverse settings,
such as their homes, places where they practice healing (partly overlapping) or neutral public
spaces. The eight, Dr. Ali, a healer with tertiary education of Ugandan origin in Durban CBD, who
also acted as a gatekeeper to migrant healers (see below), refused to be interviewed. His major
concern was that unexpected follow-up questions might occur which he is not prepared or willing to
answer. He proposed that a questionnaire (with pre-given answers) should be handed out to him and
other migrant healers. After several debates about advantages and disadvantages of qualitative and
quantitative research methods, he agreed to fill in the interview guide (see appendix) for the
intended semi-structured, in-depth interviews. The advantage of semi-structured interviews, e.g.
rich and detailed answers and the flexibility to ask follow-up questions (Bryman 2012, p.470;
Britten 2006) was then somehow lost, so that only a brief statement by this migrant healer
contributes to the findings. The other seven healers agreed to be interviewed and recorded; the
length of the interviews varied between forty and eighty minutes. All interviews were transcribed.
The accounts of the eight traditional healers were complemented by two interviews with a
biomedical practitioner from the Netherlands (who worked for two years as a Senior Medical
Officer in a public hospital in iNkandla, a rural village in KwaZulu-Natal) and an alternative healer
from Durban. Additionally, an interview with a secretary of the Traditional Healers Organization
(THO) in Johannesburg was conducted (though incomprehensibly terminated after thirty minutes).
These three additional interviews are intended to shed light on traditional healing in South Africa
from different perspectives, and especially the latter one on the issues of concern – ethnicity and
migration.
As mentioned above, some sort of triangulation between qualitative interviews, participant
observation and, what Bryman calls “micro-ethnography” (2012, p.433) was employed. The
ethnographic characteristic of this study manifests itself in “the fact that the participant
observer/ethnographer immerses him- or herself in a group [traditional healers] for an extended
period of time, observing behaviour, listening to what is said in conversations both between others
and with the fieldworker, and asking questions” (ibid., p.432). The “micro” in micro-ethnography
explains itself in the short (three months) and part-time engagement in the field of traditional
healing. Therefore, this study draws upon (previous) micro-ethnographic experiences, such as
14

spending a considerable amount of time in the field by engaging off-record and outside the context
of this research with South African traditional healers in townships around Pretoria in June 2012 as
well as participating as a “Minimally Participating Observer” (ibid., p.443) in two sangoma
ceremonies (a graduation in June 2012 and an honouring ancestors ritual in October 2013). Within
the context of this research, micro-ethnographic accounts, such as the above mentioned encounter
with Dr. Ali, will be offered if considered relevant.
The sample of eight traditional healers proved to be a difficult task to obtain regarding the relatively
closed, non-public social setting of traditional healing. As in other ethnographic scenarios, a
combination of opportunistic sampling and snowball sampling was embraced (ibid., p.424). Friends
and colleagues in Durban and Pretoria established most of the contact to South African traditional
healers, so that seven (three in and around Durban, four around Pretoria) were identified as potential
interviewees. Six (three in and around Durban, three around Pretoria) of them were be able to be
interviewed; one could not find time. In the case of migrant healers (all in Durban CBD) a
combination of opportunistic and snowball sampling seemed at first to be a success. Particularly the
opportunistic pursuit of flyers (as in Fig.1) led to several healers of foreign origin. Dr. Ali
additionally established contact to two more migrant healers. Only two, including Dr. Ali, were
prepared to share information although three more promised their participation. Despite persistent
attempts to arrange interviews, no sufficient contact could be established. This fact reveals the
major challenges of this study: getting access to traditional healers of foreign origin.
Though having always taken an overt role during conversations and having provided
identification/student cards as well as a research information sheet (see appendix) with the emphasis
on ethical principles (e.g. the confidential treatment of information and identity), it proved to be
almost impossible to gain the trust of and access to migrant healers during the limited time frame of
the field work. Only assumptions can be made about the reluctance of this group to be interviewed
or to fill in the interview guide (as proposed by Dr. Ali). The above mentioned negative perceptions
of migrants in South Africa, the notions of charlatanism which clings to traditional healing and/or
the negatively perceived conduct of the researcher might be possible explanations for this group to
abstain from participation in this study. Particularly the perception of a white, young and curious
researcher might have been interpreted as deceiving. Possible explanations could include that the
researcher was seen as a covert journalist or undercover police officer who tries, as media reports
prove, to expose charlatans or illegal migrants. In consideration of the illegal or irregular status of
many migrants in South Africa, these could be some (of many) possible reasons why the access to
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this group was basically denied. Only one traditional healer of Malawian decent agreed to be
interviewed and provided unsolicited his legal status by showing his South African identity card.
Unfortunately an almost insurmountable language barrier prevents his accounts to be of important
analytical utility, although his and Dr. Ali's responses will be used complementary.
Though having followed ethical principles (e.g. no intended harm to participants, offering informed
consent and no deceiving methods) (Bryman 2012, p.135), the lack of access provision to migrant
healers forced the main aim of the study to be adjusted. Instead of the intended investigation of the
mutual perception of local and migrant healers regarding identity formations, the focus needed then
to be placed on how South African healers construct their identities in relationship to migrant
healers.

4. Analysis
4.1 The Epistemologies of Health and Illness
Before exploring identity formations in the traditional healing sector, some crucial basics need to be
discussed. In order to understand why people in the 21st century are looking for remedies for their
various physical and psychological ailments, it seems to be of importance to try and understand, at
least briefly, why sicknesses (might be perceived to) occur in the first instance. As already indicated
in the introduction, a variety of reasons, aside from genetic, biological and behavioural explanations
generally offered by “Western” biomedicine, are at play causing real physical diseases and real
psychological desires. Depending on the sociocultural contexts and beliefs, different healing
concepts (such as traditional healing in South Africa) are deployed to solve these health issues.
Advocates of science, rationality and atheism, such as former Oxford University evolutionary
biologist Prof. Richard Dawkins, however, deny alternative, spiritual and complementary health
services any scientific credibility and critically assess them as an exploitation of peoples'
uncertainties and tendencies to a belief system (even if only based on the well-known placebo
effect). These rather positivist stances on 'What kind of knowledge is acceptable or not?' seem rather
contradictory to the paper's interpretivist position (see chapter 3.1 above), but still are of relevance
in portraying a rather objective and balanced perspectives on traditional healing as part of a belief
system. Dawkins argues in “The Irrational Health Service”, part two of the 2007 TV documentary
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“The Enemies of Reason”, that
the indulgence of superstitious alternative remedies [in the “West”] implicitly casts
doubt on scientific advance and undermines confidence in real medical progress. Yet, as we
have seen, the attack on medicine is just a small part of the creeping rise of irrational
superstition. In ayurveda or clairvoyance, homoeopathy or astrology, we are confronted by
those who deny evidence of the real world and instead bend realities around a dogmatic
belief system handed down by tradition. (Dawkins 2007 in urantivirus 2008, 07:58-08:35;
own emphasis)
Dawkins' perceptions on alternative healing practices are admittedly quite radical, but neglect, at
least in the above statement, the real, positive (though scientifically unacceptable) effects they have
regarding healing outcomes. Backed by rational, scientific “truths”, he is probably entitled to claim
that belief systems which include healing undermine the biomedical system to a certain degree, but
this notion again leads back to Foucault and whether or not the structural monopoly of “Western”
biomedicine can be challenged or at least complemented by alternative, or in the South African
socio-cultural context by traditional healing (see section 1.1). Dawkins' positivist positions do not
have immediate consequences on the paper, as it is not trying to prove scientifically if traditional
healing is fake or not, but rather implicit effects, as positivist world views (as prevalent in
“Western” biomedicine) affect healers' identities by undermining and discrediting their century-old
belief system in return (see chapter 4.2.2). A statement by Vine Deloria Jr., an indigenous American
author and activist, might reconcile the epistemological war fuelled by Richard Dawkins above:
“With the explosion of the atomic bomb, humankind moved far beyond the speculations of earlier
science and philosophy. It may be yet too soon to conclude that our science can determine
everything about the universe.” (Deloria 2003, p.91)

4.1.1 (Environ-)Mental Causes for Illness
This paper accepts that there is a variety of explanations and causes for illness. Depending on the
socio-cultural context a more scientific or a more spiritual view can be employed to describe
medical realities. The biologist Paul Martin, referring to illness generally, claims:
“That our mental state and physical health are inexorably intertwined. That stress,
depression and other psychological factors can alter our vulnerability to many diseases,
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including bacterial and viral infections, heart disease and cancer. […] That all illnesses have
psychological and emotional consequences as well as causes. […] That our social
relationships with other people are central to health. And that our dualist habit of contrasting
mind and body, as though they were two fundamentally different entities, is deeply
misleading.” (Martin 1997, p.314; own emphasis)

Though of course not universally applicable to every physical or psychological disease, Martin's
notions make, at least, some sense in the context of this study. In South Africa, where the colonial
wounds are slowly healing, spatial segregation is slowly overcome, and intercultural bridges are
slowly built, it seems that, despite this progress, public health is negatively affected by aspects such
as economic inequality and uncertainty (therefore stress, worries) and (partly) strained social
relations (therefore disfavour, etc.). Drawing upon Martin's views on psychological causes of
illness, Nic, an alternative healer4 from Durban, posits: “Anything that is in disharmony, e.g. worry,
stress, anger, fear and jealousy...all these things are creating disharmony and this will create
diseases in you”. He goes on with regard to the reason why people would consult a traditional
healer, as in Fig.1, to win the lottery (a quite common promise on flyers): “In a country which has a
high unemployment rate of 35-40%, quite a lot of poverty-stricken people and when we get brought
up in a world where material possessions are the ultimate, then this is what you are going to strive
for, and you would actually do anything to get there” (interview Nov. 2013). His understanding of
the interplay between the disharmonious socio-economic environment, public health and the mind
are to some extent mirrored in Zygmunt Bauman's comment on the omnipresent (capitalistic)
consumer society (including its catalyst: advertisement) the whole world finds itself in. Bauman
asserts
“that consumer society and consumerism are not about satisfying needs – not even the more
sublime need of identification, or self-assurance as to the degree of 'adequacy' […] but
desire – a much more volatile and […] capricious, […] a self-begotten and self-perpetuating
motive that calls for no justification or apology either in terms of an objective or a cause.”
(2002, p.184; original emphasis)
It would be fundamentally wrong to judge a society only according to its current consumer activity
4 Rejected any categorisation as a healer by commenting on his work: “I cant explain it, I guess I am just giving
alternatives of how people can perceive life, so maybe different information, codes and programmes which we can look
at and say “Could this be a truth? Could this be a possibility?” (interview Nov. 2013)
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and desires, where the majority was deprived for centuries, not only of any material wealth, but also
of their identities by the colonial yoke. Flyers, though, advertising traditional healing seem
somehow either to adapt to the changing mindset of a more consumer-oriented culture (and
therefore cater for desires) or to disrupt century-old traditions of the healing concept itself by
commercialising and commodifying this profession.

4.1.2 Metaphysical/Spiritual Causes for Illness
“In traditional African communities, health, sickness and healing are interrelated to the religious
beliefs of the person” (van Wyk 2009, p.16). Though there is undoubtedly diversity among subSaharan African cultures, commonalities can be found particularly within traditional belief systems,
leading Dr. Nokuzola Mndende, inter alia, to subsume them under the term “African (Traditional)
Religion(s)5 – ATR” (Berg 2012, p.54). The basic beliefs centre around a Supernatural Power
(Creator/God) whose world is linked to the world of those who are still alive by the departed spirits
(ancestors/amadlozi). Rituals play an important part in keeping these links intact and are
communally performed at special occasions (e.g. rites of passage) by the living for the ancestors
(Mndende 2013). This communication takes place not to worship but to remember, venerate or
appease ancestors who otherwise “may punish their descendants with sickness, disease and
calamity” (van Wyk 2009, p.15). It is within this traditional belief system, though today practised in
a mainly syncretistic form, i.e. “African Christianity” (Mndende 2013, p.79), that traditional healing
needs to be understood. Vusamazulu Credo Mutwa, an authority amongst traditional healers in
Southern Africa, explains it as follows: “Where illness or madness have come, the sangoma knows
that some power of the universe is disrupted and must be balanced or restored to harmony again”
(Mutwa 1996 in Maiello 2008, p.248; original emphasis). Vera Bührmann, referring to witchcraft –
“the dark side of the Self” (Johnson 1994, p.168) – states that
“[...] it is held [by the Zulu belief] that there is no such thing as chance except in the case of
most trivial events. Important events such as accidents, death, ill health, suffering and
misfortune of all kinds are believed to be due to some external agency and that “it is brought
on”. They always question the “how” and “why” of events and often also the “who”.
(Bührmann 1987, p.144)

5 For a critical discussion of terms, e.g. “traditional”, see (Mndende 2013).
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Lwandle (L.), a 25-year-old, recently graduated sangoma and university student from around
Pretoria, confirms: “We don’t necessarily study or know the symptoms of a disease. We can actually
draw back to where the disease comes from. And we can actually trace back to where even a dark
cloud you are wearing comes from” (interview Nov. 2013). After being asked why people generally
visit traditional healers nowadays, Margret (“M.”), a 34-year-old recently graduated sangoma and
insurer from around Pretoria, posits:
M.:

A belief, something that we grew up with, I think. If you, let me say, if you go into that
house over there and ask the lady or whoever you find there: “Do you know what a
psychiatrist does?” They won't tell you. “Do you know what an inyanga or a sangoma
does?” They will know exactly what you are talking about. It's is about information [about
biomedicine], I think some of them are informed but they still go there [to traditional
healers]. Why? Because there’s a lot going on around us, there is witchcraft, there are
beliefs, a whole lot of beliefs. (interview Nov. 2013)

Baba Majozi (“B.”), a senior, 52-year-old sangoma and a Mount Zion pastor from around Durban,
answers the same question by also explaining the spiritual element of illness and healing:
B.:

Sometimes a person is sick and visits a hospital. They do a check and find nothing on the
person. We find the problem because the person gets sick through ancestors, they are some
sicknesses which people don't understand. It's not through some sickness that a person gets
sick, it's because the ancestors want something from them. The hospitals can not help even if
they order an injection from overseas, but it won’t work. And then people come here and get
the help they need. (interview Dec. 2013)

Both, (environ-)mental and metaphysical/spiritual factors (e.g. ancestors, witchcraft) seem mutually
to contribute to people's need to seek help at a traditional healer. Considering the above mentioned
“pillars” of ATR (unity of body and mind, communitarian approach and importance of ancestors)
the holistic therapeutic system then requires not only the involvement of the patient's body and
mind and his/her ancestors, but also the healer (including his/her ancestors) and the patient's family
(Maiello 2008, p.251).
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4.2. Identities of South African Traditional Healers
Although the holistic approach is of utmost importance to traditional healing, the healer's position
and vocation appear to be crucial not only for the healing results, but also for the (internal) identity
formations of healers themselves. In all conducted interviews, before the relationship towards
migrant healers was explored, various aspects of identity were mentioned by local healers
characterising their (not uncontested) societal role in contemporary South Africa. In order not to
disregard these matters, a brief exploration of topics will be outlined before turning to the main
research questions.

4.2.1 Becoming/Being a Traditional Healer
In an increasingly “westernised” and modern society, traditional beliefs and values are no longer
always taken for granted. Education, technology, urbanisation and/or globalisation, etc. cannot but
contribute in certain ways to reconstructions and redefinitions of previously less questioned social
authorities, such as religion, culture or tradition. As outlined in section 1.1, traditional healers face
various challenges in the young democracy in (re)defining their social roles, therefore inevitably
their identities. Lwandle (“L.”) puts it quite interestingly after being asked how he became a
sangoma:
L.:

It is quite personal. There are different experiences that we all have. I think that the most
crucial one is what society and social dynamics all across the world are. We have reached a
place where instead of becoming someone, we now entering a stage of yearning to know
who we are and how to be ourselves and in that spectrum of life, given the fields that are, we
realize that we don't fit in. Some of us are meant to be messengers, some of us are meant to
be this or that. And then through these experiences you get the other side of the world that
actually speaks to us on what we should actually be doing instead of focussing on the
fabricated world, you know what I mean? The fabricated world is introducing materialism
and what not, hence trying to be someone. 'Go and get this and what not!' That is not the
only world that there is. […] We are all meant to understand ourselves and know who we
are. If not, yes, you can become subjected to what life is right now and lead your own life
and actually discover certain things that you can become. But while you are doing it: 'Do
you know who you are?' So it is like that. People face different experiences. Some actually
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see poltergeists, some others experience very bent events, like weird karmas of some sort.
Some get out-of-body experiences, some face traumatic experiences and stuff like that. And
then they wonder what is this ongoing circle that keeps recurring with these very
unexplained events and you only get to realise that, at the end of the day, you are not
necessarily the master of your own faith, you are just a vehicle. But being this vehicle you
have to be driven by certain aspects of life that we can only describe right now as demigods
or God himself. (interview Nov. 2013; original emphasis)
Lwandle's elaborations on (un)conscious and (meta)physical factors frame the internal processes of
becoming and being a sangoma as some sort of internal reinvention or reconstruction of one's
personal and social identity (see section 2.). Previous definitions of “the Self” are enriched or
replaced by spirituality and undoubtedly reshape understandings of the “I” (now as a sangoma) and
the “us” (now member of a group labelled “traditional healers”).
Generally, a call from the ancestors marks the beginning of the process of identification. This
calling is in most cases accompanied by physical and psychological symptoms “which a western
psychiatrist might diagnose as a psychotic breakdown” (Maiello 2008, p.251) and are commonly
described as the “sickness of calling” (Wreford 2008, p.104). It is diagnosed by a trained sangoma
(and very likely the future master of the sangoma-to-be) whereby “you don't just go; the ancestors
take you and show you where you must go” (Nompie/”No.” 6,). The thwasa (student) is then
initiated and stays with his/her mentor for the entire period of training (ukuthwasa). This training
includes interrelated disciplines, such as knowledge of medical herbs (muthi), performance of
various rituals and ceremonies, dancing, divination, etc. (Maiello 2008, p.252). Besides the
acquisition of knowledge and skills the training “is long, demanding and expensive and can
interfere with other duties and relationships” (Bührmann 1984 in ibid.). Margret, who paid R8000
(ca. 600€) for a three-months training (excluding living and graduation expenses), describes her
ukuthwasa as following:
M.:

It was hard, it was quite an experience. It was a very rural place. From sleeping on a
comfortable bed you have to get used to sleep on the floor without a pillow. These small
drums that we [sangomas] use would be your pillows. Sleeping on the floor and there is no
electricity. Every day you have to wake up before sunrise and have to take a bath before
sunset. If you don’t take a bath before sunset means you wont take a bath [laughs].

6 A 32-year-old recently graduated, but not yet practising sangoma from the greater Pretoria area.
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I.7:

And you always have to kneel down if you talk to people, right?

M.:

You always have to kneel down when someone walks in; you don’t look into people's eyes,
there is no eye contact. You have to kneel, you have to clap twice, we call it ukuthokoza, you
have to thokoza anybody and everybody who comes in, there has to be that sound, you
have to thokoza. Yoh, it's hard.

I.:

What does it mean to you to be a traditional healer, personally?

M.:

Personally? For me it was more of...When I started, when I went there, I just thought 'Let me
get this over and done with', because I would struggle, I would be sick, I would see things, I
would see peoples' things, things I never thought I would see in my life but now I have this
sense of peace, you know, I’m at peace with myself, I’m at peace with my whole
background. I can communicate better with people. I know exactly how to deal with things,
I didn’t know how to, I used to be short-tempered not knowing why. (interview Nov. 2013)

Both, Lwandle and Margret, are only “part-time” healers (following also more secular professions),
but it appears from their accounts that a healer's spiritual attainments and the preceding monetary,
physical and psychological “sacrifices” inevitably redefine personal and social identities. Derrick, a
23-year-old sangoma and subcontractor from around Pretoria, additionally experienced
(institutional) discrimination during his ukuthwasa. In this period he was a final-year student at a
high school in a township and was challenged by the school's principal for wearing beads during
classes. Though a necessary part of the training, his beads seemed, according to his own account, to
be the reason for him almost being expelled from school. The principal was apparently not willing,
at first, to accept traditional artefacts in his school. Only after the intervention of Derrick's master
was he allowed to stay in class and finish his degree (personal conversation Nov. 2013.)
Particular on a personal level, the circumstances of becoming and being a sangoma create the
impression of strongly resonating with the formation of one's personal identity. As the reflexive
understanding and formation of “the Self” is necessarily linked to a group affiliation (Stets & Burke
2000), general issues and controversies around traditional healing proved also to be of concern for
most interviewed healers.

7 I. = Interviewer
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4.2.2 Challenges for Traditional Healing
A general challenge raised by most of the interviewees was that of a decreasing recognition for
traditional healers. Commercialisation of the tradition (via advertisement), rapid increase in the
number of healers, charlatanism, technological developments, misinformation and “Westernisation”
of culture were identified as main concerns for traditional healers in today's South Africa.
Sbongiseni (“Sb.”), a 40-year-old South African sangoma practising in Durban CBD, summarises
his worries:
Sb.:

Some of the traditional healers today do not have proper qualifications or a calling. They
want to be something they cannot be. People want to be sangomas when they do not have
calling for it. Generally, it is not easy, but being a traditional healer means helping people.
(interview Oct. 2013)

Baba Majozi, though a pastor of a Christian denomination himself, sees religion as one cause for the
increasing lack of recognition and respect contemporary traditional healers have to face:
B.:

To be honest, no, we are not considered important. People don't bother any more, because
people say they are Christians; they do not do the sangoma thing. They don't even want
them, some of the people at least. So I cannot say that people are happy about us. Let's say
half of them respect us, half not. (interview Dec. 2013)

Margret, adding to Sbongiseni's statements, describes traditional healing as a some sort of
unconscious trend, ultimately undermining the real, conscious purpose of the concept:
M.:

You were like a medical doctor, people would believe in you and say you really, really have
powers and they would respect what you had. But in the past couple of years it's just, it's like
fashion [laughs], it's like stilettos. […] They are like, ‘I’m going to be a sangoma, I’m going
to be an inyanga', but they don’t even know why they are there. (interview Nov. 2013)

All three accounts have in common that the once respected and recognised social position of
traditional healers seems, as the entire rainbow nation since 1994, to undergo a process of identity
(re)construction. Various factors are at play whilst values, beliefs and ideas are (re)defined leaving
certain social groups more affected and/or vulnerable. As shown in 4.2.1, personal affiliation to and
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identification with the social group of traditional healers as a healer seem still to be quite strong and
explained mostly as metaphysical/spiritual purpose in life with the worldly intention of “helping
people” (see Sbongiseni's comment above). Despite or because of these values, identities as
traditional healers are perceived by most respondents to be challenged, not sufficiently
acknowledged, misrepresented, undermined or ignored today. These (perceived) developments then
prompt questions of authenticity, integrity or purpose in an increasingly modern and secular world
which in turn affect the personal and social identification of healers.
In particular, the relationship of traditional healing to medical institutions was foregrounded as one
main challenge. Although none of the interviewed healers doubted the overall efficacy of (Western)
biomedicine, it seemed, as Ntombizodwa (“N.”), a secretary at the Traditional Healers Organization
(THO) in Johannesburg, stated: “Traditional healing is about our background and our ancestors who
brought us here in this world and technology is trying to push away traditional healing” (interview
Nov. 2013). Baba Majozi, somewhat rumbling, adds when asked about whether he refers patients to
hospitals:
B.:

Exactly! I do refer special cases. If I don’t have the medicine for it, I refer them to another
traditional healer and if he fails we refer them to the hospital. And sometimes we see that
this person just needs to go to the hospital, we then refer them if we cannot handle them,
because we see the symptoms. The doctors do not refer patients to us because we are not
free.

I.:

Is there a lack of mutual respect?

B.:

Yes, they do not respect us at all.

I.:

Why is that?

B.:

They say we carry germs. They do not believe like we do. We still have a problem. There are
a lot of boundaries. Even the government, it is our nation...but still it can't do nothing for
us. (original emphasis, interview Dec. 2013)

Mapping a main problem traditional healers are facing, Baba Majozi is supported by Clemens
(“C.”), a 36-year-old Dutch medical practitioner who worked two years as a Senior Medical Officer
at a public hospital in a rural village in KwaZulu-Natal. From his experience, he claims that a
referral from a hospital to a healer “is rather an oddity” (interview Nov. 2013). Below he explains
why he referred patients at times to traditional healers:
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C.:

The idea was that my treatment was insufficient for their [the patients'] problems and it was
because it was neither medication nor an operation that could help them. I think the
language and maybe also the cultural barrier was too big for me to be of any service to
them as a doctor. (ibid.)

As mentioned in section 4.1 the complex epistemologies of health and illness are somewhat
revealed in Clemens' struggle to “be of any service to them as a doctor”. Baba Majozi, as a
custodian of traditional beliefs, insists on the position that:
B.:

[…] there are some sicknesses that cannot be cured in hospitals. They should bring these
people to us. They keep on trying hard, but still don’t know what is wrong with the person.
It is guesswork they are doing, they guess by numbers, they have been taught that numbers
tell the truth. But we have been taught that if someone gets sick, we need to find out why
someone has a leg or a stomach problem. You must answer the question why! (original
emphasis, interview Dec. 2013)

Sandile (“S.”)8, a 35-year-old sangoma and inyanga from the greater Durban area, offers an
interesting, diplomatic equation which describes how the relationship between biomedicine and
traditional healing could or should look like with regard to omnipresent health challenges in South
Africa:
S.:

God created a balance: X is equal to Y; African doctors need Western doctors and Western
doctors need Africans, but most of them they don't believe in that.

I.:

Is it all about believing?

S.:

You have to believe and then prove. X needs to be proved. X must be equal to Y. If X is not
equal to Y, then something is wrong. (interview Dec. 2013)

Though the perceived unequal relationships mentioned above seem to have a credible foundation,
they should still be treated carefully and not lead to premature generalisations, conclusions or
accusations. Other more moderate voices stress that there are also some shortcomings of traditional
healers which might also play a role in the decreasing recognition for traditional healing:

8 Pseudonym
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M.:

I believe in western medication, I believe in it although I need to get more knowledge. You
would go to meetings [of a traditional healers' association], they will tell you that there’s a
new this or that, anything that comes up that’s new, even herbs, they will tell you: ‘This kind
of herb it will do 12345, please use it cautiously.' […] They will tell you how far we can go,
they stress that all the time: 'Don’t tell people that you have a cure for AIDS. If a person has
diabetes, you know, he’s diabetic, do not do 12345.' They try and make the western culture
and us to be clued up. […] They would say: 'There’s people that don’t abide, you don’t clean
your practices.’ You know, when you walk into an inyanga’s practise sometimes, you won't
eat for days […] you can’t walk, there are herbs everywhere, you step on them. Imagine I
give them to you and say: ‘Drink it!’ How clean is that? Am I making things better, or am I
worsening everything? […] But if you walk into my practice and I tell you that I need to use
a razor or something, I would use a clean razor or you bring a clean razor yourself. And I
have to wear gloves, I can't just touch your blood without knowing. I really don’t believe in
those things. (interview Nov. 2013)

Margret's statements gives another quite valid and legit perspective on traditional healing and are
closely linked to the involvements of a multitude of organisations which register, train, guide and
protect traditional healers and, in Margret's words, “try and make the western culture and us to be
clued up”. These organisations, if registered and authentic themselves, provide (though also not
uncontested by some healers) an institutional structure which seems to assist healers in practical and
legal issues, but also on a more abstract level, in questions of identity revolving mostly around
authenticity and credibility. Ntombizodwa from the THO in Johannesburg adds:
N.:

We teach them [members] hygiene and cleanliness. We also encourage them to take their
medicine for research. We assist them working together with the SABS (South African
Bureua of Standards) because of the science and technology we cannot provide. We also
give them guidance and support through our conduct ethics. […] Our certificates are
accredited by the Health and Welfare Sector Education and Training Authority (HWSETA)”
(interview Nov. 2013)

Only with the above briefly unpacked issues of becoming and being a traditional healer and the
controversies, uncertainties and challenges, which to a smaller or larger extend mutually affect
processes of identifications amongst South African traditional healers, it seems, is it possible to
grasp the relationship between local and migrant healers.
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4.3 South African Traditional Healers' Perception of Migrant Healers
4.3.1 “Local” versus “Foreign”, “Good” versus “Bad” and “Real” versus “Fake”
To begin with, Sandile offers insights into the relationship (thus identities) between South African
and migrant traditional healers, revealing some crucial issues:
I.:

Do you know any foreign healers?

S.:

My neighbour, we are not close, because he is a healer, I am a healer. But the problem is, he
came, I don’t know from which country, and said he can help people with imbisa, a muthi
which can help you with physical problems. Then I went to iNkandla [a rural area in
KwaZulu-Natal where Clemens coincidentally also practised biomedicine] and learned a
very strong muthi which can help with a lot of physical issues. So I came home with this
muthi and mixed it. This muthi helped people even till now.

I.:

So what do you think about your neighbour? You said, you are not close? Why?

S.:

Because people told me that this guy has his muthi. He started to be jealous, came to me and
asked me to teach him this muthi I learned in iNkandla. I can't give him the South African
recipe.

I.:

You didn’t tell him?

S.:

No.

I.:

Why not?

S.:

The problem was he lied to me that he knows things. A person who is lying...no. If he
came to me and was honest, I would teach him, because this would help people.

I.:

Is he South African?

S.:

No. Most of them won't teach you their muthis. As we are South Africans, we want to help
our nation, it's about South Africa. I can only tell a South African person, even an Afrikaner
or an English person, because we need to help people. Here, it is about people, we will die
and then leave people dying, while we [they?] are gone with these muthis. It is about helping
people.

I.:

Another argument I heard from other local healers is: Why do migrant healers come here
instead of healing their own people?

S.:

Because there [where they come from] is no money. People have this belief that if I am
going to England [compares South Africa to England in terms of wealth], I will have
power. It is about money. But if you are a real sangoma or inyanga you will help people with
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small money. You can't ask for R5000 [~350€]. (interview Dec. 2013; original emphasis)
Several “us” versus “them” binaries are present in his accounts – “local” versus “foreign”, “real”
versus “fake”, “good” intention (helping) versus “bad” intention (business), etc. – and will be
discussed in detail below. Interestingly, while all six South African healers commented on migrant
healers, only Sandile claimed to know some of them personally:
I.:

Do you know African healers? Are you friends with some of them?

S.:

Yes, like from Zimbabwe, because we almost use the same muthis.

I.:

What about healers from further north, like Uganda or Malawi?

S.:

No, they wont allow us [to know them], because there is this competition, they are afraid
and they are not permanent residents. (ibid.)

While four South African healers (including Sandile) made rather negative comments about migrant
healers, only two young, recently graduated sangomas from around Pretoria, Lwandle and Nompie,
offer alternative, more neutral and differentiated explanations for the migration of healers to South
Africa :
L.:

Generally, it might be a way of expansion, to learn something new from another person.
Sometimes you get different roots that go from different regions, different plantations and
what not. Some people who come here might just want to chase for these certain plants.

I.:

What about the ones who are not temporary visitors, but who move, stay and practice
here?

L.:

Well, then it is either their calling or they could just be touring, like I said, wanting to learn
from other people from different regions. (interview Oct. 2013)

No.:

I don’t see a problem about them, because if you are a sangoma you don’t have to criticise
another person’s ancestors.

I.:

What do you think, why do they come to South Africa? And leave for example Uganda,
Malawi or Zimbabwe?

No:

I think, maybe at that side...as I have told you, that the ancestors took them to travel to
South Africa and told them that this is where they must work and this is where the money is.
Maybe that side they are poor, so they have to come this side. (interview Nov. 2013)
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While Lwandle and Nompie take quite neutral positions towards migrant healers, a quite negative
perception of migrant healers is visible in Sandile's story, though he is a rather sympathetic towards
healers from immediate neighbouring countries, such as Zimbabwe, which according to him, share
a similar healing tradition as local healers. Margret puts it as follows after being asked about her
general attitude towards migrant healers in South Africa:
M.:

I don’t have a problem with them. My problem is that they took - this is something that I
believe in very much – they took our tradition and everything that we believe in and they
commercialised it. They made it into something that is not worthy any more, if you gonna
walk on this street in Pretoria at Marabastad, you’d find an inyanga and inyanga and
inyanga and inyanga and only to find that they are not even from here. They are
misinforming people. If western medication says that we don’t have a HIV cure and
someone from Nigeria comes to South Africa and says I have a HIV cure, what does that
mean? And they use the words, ‘I’m a traditional healer’, they are not traditional healers.
What is it that they know, what calling did they have? How do you get that medication and if
they test it, it’s only a bunch of nonsense. (interview Nov. 2013; researcher's own emphases)

The above mentioned binary of “real” versus “fake”, thus “us” versus “them”, also occurs in
Margret's elaborations (migrant healers wrongly claim to have a HIV cure), but is additionally
framed within a broader context. “Real”, in her understanding, implies being faithful to “our
worthy” tradition of believing and subsequently healing, something which gives South Africans
meaning and support in life, something that is based on spirituality and values which are deeply
entrenched in a pre-colonial understanding of the world, i.e. what Nokuzola Mndende amongst
others describes as “African Traditional Religion” (Mndende 2013) and something, as shown in 4.2,
strongly affect personal and social identities of healers themselves. Insinuating that migrant healers
utilise this deep cultural understanding and belief of (South) African people for business purposes
creates clear boundaries between the in-group (tradition-conscious, authentic, “real” South African
healers) and the out-group (business-oriented, “fake” migrant healers). Though there are some
distinct characteristics amongst ethnically diverse groups (Zulu, Xhosa, Ndebele, etc.) in South
Africa regarding the interpretation of what Margret calls “our tradition” (see Ross 2010, p.45), it
seems that these (minor) differences are not at stake when it comes to group affiliations between
local and migrant traditional healers.
Drawing on the theoretical framework of this research (i.e. social and personal identity theory),
30

Gibson's model (2006, p.668) illustrates how strong group affiliations might lead to intergroup
conflicts (Fig.2). While Gibson's empirical findings on ethnic intergroup relations in South Africa
claim that group identities are not useful to explore ethnic intolerance amongst South Africans, his
model might be of some use to understand identities between groups which are distinct in terms of
ethnicity and nationality.

Fig.2: This model illustrates“the hypothesized pathways through which group identities might lead
to political intolerance and intergroup conflict. None of these relationships is inevitable; each
causal arrow (—>) represents only a tendency for the two variables to be linked.” (Gibson 2006,
p.668)
As mentioned in the theoretical part (section 2.), one can only (assume to) know one's identity by
telling the story of the distinct, (inferior) “Other” (Hall 1996). By telling their stories of the “fake”,
“bad” and “foreign” “Other”, Margret and Sandile clearly create an undesirable out-group and
affiliate themselves simultaneously with the desirable, “good” and “real” in-group. Their internal
processes of (ethnic and national) identifications, in terms of social identity theory, appear to be
quite strong and to create, what in Gibson's model is called “out-group antipathy”. Their in-group
membership is expressed by describing, from their own points of view, what migrants (in their
social roles as traditional healers) do wrong, thereby either explicitly or implicitly ascribing positive
attributes and behaviour to themselves and the in-group. This is where the already blurred lines
between social and personal identity theory seem to dissolve. A role (being a traditional healer) in
personal identity theory is associated with meanings and expectations (being tradition-conscious)
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which form a set of standards (being authentic, honest) which again guides behaviour (practising
traditional healing for the common good) (Stets & Burke 2000, p225).
Commenting on perceived wrong behaviour of migrant healers (being dishonest, business-oriented,
etc.), Sandile and Margret manifest primarily their own personal identities as “good” traditional
healers in South Africa. In doing so, consciously or not, these traits ascribed to their own identities
are transferred without immediate qualifications to the whole in-group, i.e. South African traditional
healers. Though Margret, in another context, admits:
M.:

If you can’t tackle a problem, tell a person that you can’t tackle a problem. We will tell you a
whole lot of nonsense. Inyangas, sangomas,they talk rubbish [laughs], some of them.
(interview Nov. 2013; researcher's own emphasis)

Baba Majozi (“B.”) confirms also in a general context that, even within the South African in-group,
there are subordinate in- and out-groups which South African healers identify themselves with:
I.:

What do you think of the people who are making traditional healing a business?

B.:

Correct! Plenty! More than plenty! Most of them, there is very few people who believe in
helping people.

I.:

Even South Africans?

B.:

Yes, even South Africans.

I.:

Why do you think there are so many traditional healers who are doing this?

B.:

To be honest, I cannot say why. People think it is easy to do this trade, but the truth is it is
not easy. So others just lie and do fake healing. There are a lot of fake people. (interview
Dec. 2013)

These multiple and fluid group affiliations on different levels are emblematic for the afore
mentioned complexity and ambiguity of the theoretical concept of “identity” (Brubaker & Cooper
2000). It seems that even if being aware of the not entirely desirable behaviour of one's compatriots,
this knowledge or understanding is of little importance when it comes to group affiliation regarding
ethnicity and nationality. By attributing negative character traits or behaviour (being fake, dishonest
and business-oriented) to foreign individuals, the positive “Self” is implicitly or explicitly
manifested (in terms of personal identity theory). Then, with varying degrees of differentiation, it
appears, a process of generalisation takes place, whereby the undesirable roles an individual
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migrant healer takes are projected to the whole group of foreign traditional healers in South Africa.
More or less clear boundaries are drawn (in terms of group identity theory) between the in-group
(“us”) and the out-group (“them”), resulting in Margret's elaborations in the perception of the outgroup as a(n) (ideological) threat, i.e. bringing “our” culture, tradition and belief into disrepute.
This paper does not attempt to defend migrant traditional healers or to expose xenophobic
tendencies of local healers by all means. It is rather about trying to understand and analyse
individual behaviour and opinions and, in the end, to accept that the complete understanding of their
reasons is a physical impossibility. This again does not mean that trying to understand will not pay
off, at least to some extent.

4.3.2 “Tradition” versus “Business” and “Non-Advertising” versus “Advertising”
As exemplified in Sandile, Margret and Baba Majozi's accounts (though in varying degrees), a
major concern is that traditional healing is losing its “worthy” intention to actually heal people from
their various physical and mental problems. Many individuals, foreign or not, see it rather as a
business opportunity to earn money and, by that, unintentionally lose or intentionally discard the
original positive meaning of this cultural tradition.
Dr. Ali (“A.”), a herbalist from Uganda, comments (via written statement) on the importance of
traditional healers in today's South Africa: “They promote and preserve our traditions and heritage
by using our local environment for treating our people” (researcher's own emphasis). In contrast to
local healers' perceptions (see above), Dr. Ali emphasises one common tradition, belief,
environment and people. By using the pronoun “our”, he stresses similarities instead of differences
and perceives himself to be part of one common in-group (i.e. African traditional healers) or rather
implies that there are no group divisions at all. His reason for leaving Uganda were “visitations to
South Africa” and an unspecified partnership. He posits that no discrimination was encountered,
“because we offer the same services” (researcher's own emphasis). Again, an in-group affiliation is
implied by his usage of “we”. With regard to his strategies to get patients, he says: “I advertise in
mass media in order to let people know where to find me and what services I offer.” (written
statements, Nov. 2013)
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This is the point where most of local criticism comes in. Sbongiseni posits after being asked about
his opinion on flyers advertising traditional healing (as in Fig.1).
Sb.:

I think it is not right, because if you are a true healer you do not call people, people come to
you. Here in my practice we do not have a board that advertises our services. Our customers
are those people who heard some of my clients' recommendations, so it becomes a chain
referral. People call each other we do not call them.

I.:

What is your opinion on people who advertise their businesses?

Sb.:

I personally think it is wrong to advertise yourself or your business as a traditional healer,
because, what happens is that, people come to you with sicknesses which sometimes you
cannot heal and imagine what happens when you cannot heal this person. This paints a
wrong picture about traditional healers. We do not advertise our business because we do not
want to promise people what we cannot deliver. For instance, if a person has a headache we
want to give him or her headache medicine not stomach pain medicine instead. (interview,
October 2013; researcher's own emphases)

Stressing the healing character of traditional medicine, his stance on advertisement and on chain
referrals are mirrored in all other accounts of South African healers participating in this study. None
of them advertise their services. Sbongiseni's comment was made before the question of migrant
traditional healers was discussed. He knew, though, before the interview was started, what research
questions and topics are of relevance to this study. Therefore his usage of pronouns must be treated
carefully, as in all other interviews. Nevertheless, it seems interesting how he switched from “I/my”
(personal identity) to “we/our” (group identity). It is not clear who the in-group (“we”) consist of. It
could be that he refers to authentic healers or South African healers generally. The context of the
interview might help. All the previous questions dealt only with general issues surrounding
traditional healing. The question following the above excerpt was: “Do you think they can cure
HIV/Aids?” The answer to this vague question without reference to any grouping revealed nothing
contextually important. The next question, though admittedly leading, might give more insights:
I.:

What else do you know about the people who advertise? People like Dr Fasa, Mama Nabu,
Dr Abidil and Mama Nandi [showing flyers]. Their names do not sound South African. What
do you know about these people? Do you think they are advertising too much...promising
things they cannot cure, such as winning the lottery?

Sb.:

This has bothered a lot of people. I remember working at the Tazmin Centre [building in
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Durban CBD], while I was there I would see a lot of non-South African guys who claimed to
be sangomas and robbed people. They are really destroying our reputation; using the wrong
herbs. This was back in 2006, this was happening very often.
I.:

How does it affect you as a South African traditional healer that people from other countries
come here and pretend to be sangomas and inyangas when they are not?

Sb.:

It really hurts because the clients come to us crying that they have been robbed and now we
are perceived as crooks. (researcher's own emphasis)

Sbongiseni's attitude towards advertising healers centres about the fact that advertising is perceived
(by all interviewed South African healers) as undesirable if you are a true healer. In addition, “they”
rob people and thereby destroy, as in Margret's, Sandile's and Baba Majozi's perceptions above, the
reputation and tradition of South African healers. Word-to-mouth advertisement (after a successful
healing) was a common aspect amongst all of them. Baba Majozi puts it very explicitly:
I.:

Why do people come to you and not go to other sangomas?

B.:

It works like this my man: If a patient comes and I help them they will go and tell others and
others will come and that is how it works. We do not put boards or posters advertising us.
People from other countries come here and advertise themselves and what they can do. I am
a sangoma, I do not advertise. (own emphasis)

After being asked what kind of help his patients want from him, his attention was drawn back to
advertisement:
I.:

In town there are flyers claiming to make your penis stronger...

B.:

I do not believe in that because here in South Africa we do not do it. Only those people,
Nigerians and other people, they do it, we don't do it, I don't believe in that, because I don't
even know what's the use of that.

I.:

What about winning the lottery?

B.:

Honestly man, there is no such thing as that. If there were, then they should win looooong
time ago and go back home. They are just bluffing the people. People get bluffed, that's it.

Apart from the obvious “us” versus “them” divisions regarding advertisement, authenticity, honesty,
tradition-consciousness, country of origin etc., a quite frequent stereotype is introduced, i.e.
Nigerian criminals. Though no Nigerian traditional healer was met during three months of extensive
35

field-work (of course no proof that they do not exist), this notion kept on recurring (without leading
questions) in three out of six interviews. “A common concern among Nigerians was that most South
Africans and local institutions unfairly labeled and discriminated against them, stereotyping them as
drug dealers and criminals” (Hweshe 2013). Matsinhe (2011), in his analysis of the position of the
“Makwerekwere” (foreigner) in South Africa confirms that black foreign nationals (e.g. Nigerians)
experience major discrimination.
Surprisingly or not, also the Traditional Healer's Organisation (THO), the biggest of its kind in
South Africa, refuses to accept Nigerian traditional healers as members in general. Ntombizodwa
describes the situation as follows after being asked how traditional healers can become members of
the THO:
N.:

If you want to be a member you must be a South African citizen and have a valid South
African ID. If you are not a South African citizen, you must have valid papers that allows
you to be here. You must have proof that you are a herbalist or traditional surgeon or
whatever, but we do not register people from Nigeria, we only register people from the
neighbouring countries.

I.:

Even if they have valid papers?

N.:

Yes, because there is a lots of scams around traditional healing.

I.:

But is it not discrimination?

N.:

It is! But we fear danger that they will spoil the name of the organisation. (Interview Nov.
2013)

This paper does not intend to prove whether migrant healers are real or fake, criminal or genuine,
but it seems that there is evidence showing that at least some of the migrant healers take advantage
of people's beliefs. Especially, people who were robbed, or perceived to be robbed 9, are used as key
witnesses to prove that migrant healers are a real threat to traditional healing in South Africa (see
Sbongiseni's comment). In particular “undesirable” individual behaviour of migrant healers (such as
advertising, “lying”, etc.) was often projected with little differentiations to the whole out-group.
In short, the following ethnographic experience can be seen as a general illustration of perceptions,
concerns or interpretations of a reality which is real in the sense that it is “out there” and has real
consequences on all members and bystanders of certain social phenomena (i.e. traditional healing)
9 How can one proof that a certain muthi did not work, if every interviewed local healer emphasises that you need to
believe in the medicine – similarly to the biomedical placebo effect?
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and real in the sense that it is up to the interviewee's individual subjective judgement to pin this
reality down.
After the official part of the interview with Sandile was over, I accompanied him to his destination
in Durban CBD. During our walk the topic of “fake” migrant healers came up again leading him to
suggest that he can prove “their” charlatanism. Randomly following one of the omnipresent flyers
in Durban CBD, Sandile made sure by asking the lady who was distributing them that the
advertising healer is from abroad. The lady led us into one of the buildings and showed us the
practice of the East African healer. Sandile introduced both of us as researchers who are engaged
with a study on traditional healers for some governmental office. Undeterred by this, the healer
asked whether he can offer any service for one of us. Sandile took the initiative and let the healer
throw bones (in this case: shells) for him. Within a few minutes the healer diagnosed various issues,
ranging from marriage and job to financial problems and offered a 1.5l bottle of muthi for R300
(~20€) as a cure for Sandile's apparent ailments. Asking for some time for consideration we left the
healer and Sandile, feeling confirmed in his assumption that the healer is “fake” and only there for
money, announced that none of the diagnoses was accurate.
Avoiding analytical judgement of this experience (because nothing in the given context can be or is
intended to be ultimately proved), this ethnographic episode rather shows how deeply entrenched
certain problems, perceptions and interpretations of lived realities are.

4.4 Proposed Way Forward
Given the interrelated complexities and controversies in the field of traditional healing in South
Africa, including perceived, therefore real structural misrecognition, internal/external challenges
and a more diversified zeitgeist, questions of how to solve these difficulties are raised. Some of the
interviewed, more well-off healers seem not to be affected by the challenging circumstances. After
being asked about his opinions on migrant healers, charlatans, advertisement or membership in the
THO, Lwandle repeatedly emphasises: “It doesn't really make a difference in my life!” (interview
Nov. 2013) The majority of local interviewees, though, expressed concerns in various degrees about
the circumstances which, as shown above, cannot but affect identities of traditional healers.
With regard to biomedicine's (perceived) lack of recognition of traditional healing, a seminal role is
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ascribed to non-government or non-profit organisations (like the THO) which claim to represent
healers. Because of their apparent business intentions and failure to adequately represent healers,
their role is not entirely uncontested but seems to be generally recognised. Complementing
Margret's statement on organisations representing healers in South Africa (see 4.2.2) that they “try
and make the western culture and us to be clued up”, Baba Majozi, a member of the THO, states:
“They are good because they help sangomas to bring their minds in action. One could still do
everything without them, but with them you know what to do and what not to do.” (interview Dec.
2013) Nompie adds, referring to certificates issued by these organisations as proof of authenticity:
No.:

You can't be a sangoma without a certificate, if you don't have a certificate and you are a
sangoma, you are not a true sangoma. If a patient comes into your indumba, your ancestor's
house [healing hut/shrine] and they see the certificate, they will know that you are a real
sangoma and that they can trust you. (interview Nov. 2013)

The importance of organisation like the THO cannot be overlooked in the mediation of the
“conflict” between spiritual and scientific understandings of health. On a legislative level, though,
traditional healing faces difficulties of being recognised as an integral part of the health system.
Despite supportive frameworks initiated by the African Union (AU) and the World Health
Organization (WHO) at the beginning of the millennium to promote traditional medicine, an
implementation of legislative recognition has not yet taken place in South Africa. The Traditional
Health Practitioners Act (THPA) of 2004 and the THPA (No. 22 of 2007) provide the legal
framework for the establishment of an Interim Traditional Health Practitioners Council (Mbatha et
al. 2012). According to current Deputy Health Minister, Gwen Ramokgopa, the role of this statutory
body, which was finally inaugurated in February 2013 by the Department of Health, is to assist the
integration of traditional medical treatment into the National Health System (Department of Health
2013). It remains to be seen if the official integration (therefore recognition) of traditional healers
into the National Health System will be as time-consuming as the heavily delayed establishment of
the Interim Council, if the integration will have the desired positive impacts on identification
processes of South African traditional healers and how organisation like the THO will be involved
in the whole process.
With regard to migrant healers, the paper's analysis provides a rather unfriendly perspective on
future relationships. Against the backdrop of socio-economic inequality in South Africa and quite
entrenched perceptions of undesirable out-groups, migrant healers (and African migrants generally)
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are rendered the scapegoat of the nation (see Matsinhe 2011) and, in particular, responsible for the
degradation of “our traditions” (see above). One way forward proposed by Margret centres around
more governmental regulation of healing practices by migrant healers: “So with South Africa and
these foreign healers, I think...if you walk into a country and say ‘I’m a western doctor’ they would
need your papers before you open your practice, isn’t it? Which is something, I think, that they
should do with these people with flyers.” (interview Nov. 2013) Sandile adds that migrant and local
healers should be assessed by a governmental organisation, which would be free of charge unlike,
for example, the THO which charges its members a R80 annual fee (interview Dec. 2013). He
continues with regard to migrants generally:
S.:

[…] and make sure that the people who are coming here are permanent.

I.:

Sounds difficult...

S.:

You can see now that we are more than 50 million and the government is trying to get
people for some jobs. People who are coming from other countries they are just adding to
the 50 million, you can't even get a basic job, because these people are doing the job for
some R20, they are killing the market. I am not saying these people must do something, the
government must protect our...us! And they should make some new rules for traditional
healers. If the government won't protect us, it will be a bad country. We will be dying right
away. And then try to define the medical doctor and the traditional healer. I think they should
know what the job of a doctor and a healers is. (original emphasis, interview Dec. 2013)

Some crucial facts (irregular migration, need for more governmental regulation and protection)
along with some common anti-immigrant sentiments are visible in his account. The need for more
governmental involvement, not only in the traditional medicine sector (recently via the Interim
Council), but also in the field of migration cannot be denied. What seems to be the biggest
challenge, though, is a socio-culturally deeply embedded perception of African migrants bearing a
significant part of the blame for a variety of social and economic shortcomings in South Africa
(Matsinhe 2011). The ideology of Makwerekwere (ibid.) seems to have a major influence on how
the “unknown Other” is perceived and interpreted not only in traditional healing, but also in a more
general South African context. Only by information and education, therefore communication
between all the parties involved, can intercultural bridges be built and lead to an idea Baba Majozi
proposes: “People from South Africa and the people from African countries should come together
and form a strong organisation, where people could talk strictly about healing and get guidelines on
how to heal the people.” (interview Dec. 2013) His idea, along with Sandile's call for more
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governmental regulation, comes quite close to the recently inaugurated Interim Traditional Health
Practitioners Council. It remains to be seen what role, if any, migrant healers will play in this
governmental attempt to support traditional healing and the variety of identities surrounding it.

5. Conclusions
Insurmountable methodological difficulties in this exploratory (micro-)ethnographic study, i.e.
getting access to migrant traditional healers, led to reformulations of the initial research questions.
Instead of analysing mutual perceptions of local and migrant traditional healers in South Africa, the
main focus of the study, with its initial point of departure being Durban CBD, was then placed on
narratives of South African healers. Despite problems in the field, exclusively qualitative research
methods and the theoretical concept of “identity” proved to be useful instruments in shedding at
least some light on the controversial and complex issue of traditional healing in South Africa and
the processes of identity construction within this societal reality. The employment of social and
personal identity theory (see section 2.) in the contextual light of quite shaken and shaking sociocultural relationships (apartheid and xenophobia) seemed to reveal, notwithstanding the admittedly
small sample of interviewees and the exploratory character of the study, valuable insights into the
fluid and complex psychosocial dynamics within the spiritual field of traditional healing.
According to all six interviewed local healers and the representative of the THO in Johannesburg,
traditional healing as integral part of African (Traditional) Religion faces various interrelated
challenges which directly seem to affect identities of practitioners. These challenges range from
general issues of decreasing recognition and acceptance by society at large to more immediate
problems such as the perceived undermining and devaluation of the tradition in various forms by
particularly migrant healers.
The first findings of this study are concerned with mostly internal dimensions of identification. The
processes of becoming and ultimately being a traditional healer seem as if they cannot but affect
one's identity in an increasingly modern and secular world. Becoming and being a custodian of a
century-old, though nowadays contested, belief system require (as shown in 4.2.1) not only personal
and material sacrifices, but also affect personal and social identities as one's spiritual understanding
of “the Self” (“I”/”us”) and one's societal role is somewhat reinvented and reconstructed. In
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Lwandle's words, “yearning to know who we are and how to be ourselves” (interview Nov. 2013;
original emphasis) is a significant process of internal personal and social identity construction as a
traditional healer.
Identifying one's “Self” as a member of a particular social group (traditional healers), more external
factors are also at play which influence healers' identities. Closely linked to the contested
epistemological dynamics of health and illness (see 4.1), most of the interviewed traditional healers
face (perceived) challenges such as technological development, commercialisation of the tradition,
misinformation, charlatanism, etc. Additionally, the strained relationship to “Western” biomedical
institutions was foregrounded by some healers. A perceived lack of recognition and
acknowledgement on the part of biomedicine leads for example Baba Majozi to claim that “they
[“Western” doctors] do not respect us at all. […] They say we carry germs.” (interview Dec. 2013)
These (assumed) external descriptions of traditional healers surely play a significant role in personal
and social identification processes as they manifest a discrepancy between desired recognition (by
the in-group) and undesirable (perceived) defamation of a belief system (by the out-group). Various
(non-)governmental institutions, such as the Traditional Healers Organization (THO) in
Johannesburg, attempt to act as mediators in this conflict.
The main part of the analysis (see 4.3) maps certain trends and perceptions of local traditional
healers towards migrant healers under the consideration of the above summarised more general
findings. Though five of the six South African interviewees stated not to know migrant healers
personally, the majority (four) displayed clear, mostly negative attitudes towards the “intruders” by
employing various “us” versus “them” and in-group versus out-group categories in order to
manifest (with little differentiations) one's own “good” (group) identity by telling the story of the
“bad”, but unknown ethnic “Other”. Two local healers (Lwandle and Nompie), though, offered
more neutral attitudes.
Generally, narratives centre around the impression that migrant healers (excluding migrant healers
from immediate neighbouring countries) are not authentic or even “fake” (i.e. not having a calling
therefore “bluffing” and “robbing” people), that they are only in South Africa for business purposes
(i.e. not being tradition-cautious or intending to help) and that they commercialise a belief system
by mass-advertising in urban areas. Despite statements admitting that local healers also do not
always conform to positive values and display appropriate behaviour which characterises “real” and
genuine practitioners (see Baba Majozi and Margret), this fact seems to be of little importance once
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the question of migrant healers arises. In most interviews, (perceived, but probably existing)
undesirable behaviour of individual migrant healers was projected to the whole group, portraying
the ethnic “Other” as an out-group which constitutes a threat to the “worthy” traditional beliefs
protected and represented by the local in-group.
In a broader context, the perceptions of most local healers mirror the generally negative,
stereotypical attitudes towards black African migrants in South African. The “makwerekweres”
seem not only to “flood” the country and “take away the jobs” (see 1.2), but to contribute
significantly, in the context of this research and according to most interviewees, to a decline of “our
worthy” tradition and therefore are inter alia perceived to be responsible for the decreasing
recognition and acknowledgement for traditional healing in South Africa.
Although some or even most of the local concerns might be justifiable and noteworthy as they
directly affect processes of identification and therefore realities, it seems that more structural
problems (lack of governmental regulation of traditional healing, immigration and integration) are
at play. It will remain to be seen if and how the recently established Interim Traditional Health
Practitioners Council will be able to address the challenges traditional healers in contemporary
South Africa are facing with regard to their identities.
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