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This dissertation is an ethnographic exploration of gossip and rumour around the fear and distrust that surrounds a local hospital in KwaNdebele that has acquired a reputation as a slagpale (an Afrikaans term for slaughterhouse). Using ethnographic data gathered over an 18 month period, I examine how gossip (ukuhleba) and rumour (amahemuhemu) capture patient voices of discontent with hospital service while also being a means by which patients seek to discipline medical professionals and to warn others about possible abuse when visiting the hospital. The focus on gossip and rumour answers an often neglected question in scholarship, which is how patients respond to the widely reported power that medical professionals exercise over them? Furthermore, having broadly traced the uses of gossip and rumour in resistance to biomedical technologies to the 1800s, this dissertation moves beyond a focus on patient responses to examine the logic underpinning this resistance. To do this I compare three categories of traditional healers in KwaNdebele. I found that gossip and rumours also circulated about traditional healers although unequally among the three types. There is particular suspicion around non-initiating healers called amagedla who are thought to practice outside ancestral structures of control. I read the emphasis on ancestral regulation as a metaphor for communal control and accordingly conclude that biomedicine and its practitioners similarly meet with much resistance particularly because they are far removed and disempowering to what are often semi-literate and illiterate residents. Finally, the dissertation focuses on stories of hospital hauntings and deaths said to be connected with a diminishing traditional practice of ‘fetching’ the spirits of those who die at the hospital and shows that discourses around hospital deaths and burial rites are intimately connected to broader considerations that extend beyond the hospital setting to encompass socio-economic changes and resultant anxieties. These considerations are framed through an idiom of a call for a return to tradition and ultimately express a perceived crisis of social reproduction in post-apartheid KwaNdebele. 
Keywords: Gossip and rumour, nurses, patient agency, patient-nurse relations, biomedicine, traditional medicine, South Africa, Mpumalanga, KwaNdebele
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[bookmark: _Toc520205535]Chapter 1
[bookmark: _Toc520205536]Doing Ethnography at Home
[bookmark: _GoBack]Unlike anthropologists who have returned from the field to write ethnographies that contain accounts of reaching ‘their’ island or village, I saw no possibility of framing an arrival scene to represent the inauguration of my fieldwork, except perhaps by drawing on the novelty of the first friend who asked (with a sidelong glance), ‘Are you taking notes on this?’ (Weston 1996: 14). 
[bookmark: _Toc520205537]1.1 Introduction
A hospital in the Mpumalanga province’s Nkangala region  has become the object of gossip and rumour following what some believe are patient ‘killings’ by nurses and doctors. This has led some, in the communities that benefit from the services this hospital provides, to avoid going there for help in times of sickness, opting instead to travel to other facilities further away or to spend their meagre incomes on consultations with private doctors. This ethnographic study consequently investigates the cause for the proliferation of this gossip and rumours and contributes to understandings of seeming community resistance to biomedicine and its practitioners.[footnoteRef:1] [1:  Although much of the resistance appears (on the surface) to be about biomedical technologies what is really at issue is the perceived abuse of the model by its practitioners (see for example Chapter 4).] 

I began my fieldwork by visiting various beer halls and taverns in KwaNdebele in order to get a feel for daily conversation there. On 15 February 2015 Sunday morning I visited a local tavern in the Tweefontein E village. I prefer to visit drinking places on weekdays and Sundays owing to the fact that Fridays and Saturdays are days when taverns are usually swarming with patrons most of whom have come to relax and enjoy a cold beer with friends after a loathsome week of hard work and commuting on a PUTCO[footnoteRef:2] bus with some waking up as early as two o’clock in the morning in order to accommodate for possibilities such as a bus breaking down (which has become rather habitual). Needless to say, Fridays and Saturdays make doing fieldwork a lot more difficult as there is usually a lot of noise and dancing happening which make for a poor conversational setting and makes it impossible to record important exchanges. Whereas in the middle of the week people are usually seated in groups conversing amongst themselves and are more willing to have discussions with strangers. On this day, I approached the tavern popularly known as KwaMabhoko accompanied by a friend, we joined a group of young men (mostly in their mid-twenties) seated outside the yard on a poorly manicured lawn under a shelter made from wood and corrugated iron.  Protecting themselves from the scorching sun, this group of seven men was peacefully seated, enjoying quarts of beer and entertaining conversation. Topics of discussion were wide ranging and sporadic – we talked about anything from local politics, supernatural phenomena and rumours about how Satanists use WhatsApp to scout for unwary victims. At the time there were rumours circulating that a certain +91 number on WhatsApp was being used to send text messages to unsuspecting victims who all died from a terrible headache. I saw this topic as an opportunity to do some digging on gossip and rumours about patient ‘killings’ in the local Modimolle Hospital that have been making rounds around Tweefontein and elsewhere in KwaNdebele about which I had chosen to write my Masters dissertation. An intriguing response was one which drew parallels between the said hospital deaths and the R573 Moloto Road. This road is infamous for its high death toll due to habitual car crushes[footnoteRef:3] that have caused concerned residents to appeal to traditional healers and various religious communities to pray for the deaths to come to a stop. The comparison was that since the spirits of those who die on the road and those who die  in the hospital are never ‘fetched’ by their surviving kin, they are unable to transition to the astral dimension and now haunt these spots, causing more deaths.  Residents of KwaNdebele draw comparisons between the said hospital killings and other stories that usually appeal to the supernatural – I surmise – to make sense of and comment on broader socio-economic and political processes (see Chapter 5). Luise White (2000: 8) explains that those who listen to gossip stories (even those which vary or explain events in different areas) take them to be a part of a bigger picture – that a story about events in one context can confirm another in a slightly different context (also see Butt 2005: 424).  [2:  The Public Utility Transport Corporation (PUTCO) is South Africa’s biggest bus company and the cheapest mode of transportation for commuting village and township dwellers second to the state-owned Metrorail trains.]  [3:  See for example https://www.pressreader.com/south-africa/pretoria-news/20141231/281556584189953 ] 

Stories of the infamous Moloto Road reel around car crashes and how pedestrians are lured by ghosts to cross the road despite oncoming traffic. The story goes that spirits, usually masquerading as ordinary pedestrians, lure their unwary victims to cross to their deaths. This story was contested by Velly[footnoteRef:4], a young man in his mid-twenties who was part of the conversation. He, rather jokingly, asked: ‘Who told these stories if all victims die while crossing?’ He then continued to voice his doubts about ghosts in Modimolle Hospital, adamant that there were no supernatural agencies at work but that medicine is a trade and that like any other profession medical professionals needed people to get sick in order to stay in business, and that they were in fact the ones infecting patients with a variety of diseases.[footnoteRef:5]I then asked Velly why a patient would make repeated visits to a doctor who never makes them feel better (assuming that this would be the aim of a doctor who intentionally never fully cures a patient, or worse, cause them to be ill)? This is notwithstanding the fact that we were talking about a government hospital wherein patients are not expected to pay for services rendered. However, Velly, adamant that doctors and nurses were responsible for killing patients, explained that even when people went to other clinicians this helped to keep the medical fraternity afloat. During the course of my fieldwork I came to hear many stories similar to these, they ranged from mundane gossip and rumours around the alleged mischief of medical professionals (especially nurses) to fantastic tales of the supernatural involving spirits that haunt both Modimolle Hospital and Moloto Road. These formed part of everyday conversations in PUTCO and mini- buses, beer halls, and on such social media platforms as WhatsApp and Facebook.[footnoteRef:6] Towards the end of my fieldwork I decided to consult a few traditional healers in Tweefontein and the surrounding villages, who, I correctly concluded, would be able to help me make sense of the stories I was hearing. This has resulted in a dissertation which chronologically explores gossip and rumour around nurses in Modimolle Hospital to a broader exploration of stories of ghosts that haunt both the hospital and the road.  [4:  Not his real name. ]  [5:  In Chapter 3 I discuss, in detail, the perception by many in KwaNdebele that they have become expendable or fodder for ‘greedy’ and ‘wicked’ healthcare professionals (in particular nurses) who are said to care more about making money (or getting a salary) than saving lives.  ]  [6:  Rumour (not necessarily gossip) is very much circulated via electronic mediums of communication such as SMS, email, and social media. For example, Fraser McNeill (2015: 46) writing about the funeral parlour industry in Venda, observed the circulation of rumours around the use of a poison called ‘seven days’ by email and Facebook.   While Michelle Osborn (2008: 317) observed the uses of SMS in the circulation of rumours that led to the post-election violence in late 2007 and early 2008 in Kibera (Kenya’s most densely populated informal settlement).] 

The fieldwork for this dissertation was conducted in the former ‘homeland’ of KwaNdebele[footnoteRef:7] which forms part of what is today the Mpumalanga province’s Nkangala region (located some 122 kilometres east of Pretoria) where I was born, grew up and still live. Needless to say, the most spoken language here is IsiNdebele which I can read, write and speak fluently. This made gaining people’s trust and gaining entry into certain spaces a lot easier than experienced by most anthropologists who study cultures other than their own. I spent most of my time in Tweefontein which is a constellation of villages located some 23, 5 kilometres east of KwaMhlanga,[footnoteRef:8] and a few other surrounding villages such as Vlaklaagte and Phola (see Figure 2). My subject of study was the Modimolle Hospital and the object the residents of KwaNdebele and their subjective experiences of a hospital which has become the object of gossip and rumour following a series of what some believe are ‘killings’ of sickly patients by nurses and doctors.  [7:  Although the KwaNdebele ‘homeland’ ceased to exist as a geopolitical entity with the end of apartheid in 1994, it is however still popularly referred to as ‘KwaNdebele’.]  [8:  The capital of KwaNdebele from 1986 to 1994.] 

This fear and distrust has earned Modimolle Hospital a reputation as a slagpale, an Afrikaans term for ‘slaughterhouse’.  I have decided to substitute the hospital name with ‘Modimolle’ and use this name interchangeably with ‘Slagpale’ for ethical considerations. I have chosen to use this pseudonym because of apparent similarities in the stories surrounding both the hospital and the ‘sacred’ mountain of Modimolle – a town in the province of Limpopo named after this majestic mountain. According to folklore, the mountain is sacred ground and its very name corroborates this fact, modimolle means ‘God has eaten’ in Sepedi. The mountain is infamous for ‘swallowing’ unwary visitors or anyone who dares defy ‘age-old’ proscriptions that warn against ascending its summit. It is said that no one in recent memory has ever defied this age-old rule and lived to tell the tale. Well almost no one, except for one malome (uncle) Boy-Boy. Even though Boy-Boy had climbed the sacred mountain and returned seemingly unharmed he has never been the same ever since – it is said that the experience impaired him in some way (Ledwaba 2008; also see Masiye oa Motupu 2008; Leshilo 2010). Like the stories surrounding the Modimolle Mountain, Slagpale patients are rumoured to either die after being admitted or, if they happen to still be alive when they leave the hospital, it is said they are likely to be worse off than they had been when they were admitted. The belief that hospitals are spaces of death rather than life and healing is not unique to KwaNdebele but has a long history dating back well into the early eighteen hundreds. In her Master’s dissertation which looked into experiences of women living with HIV/AIDS in Soweto, Nokuthula Skhosana (2001) also recorded beliefs among HIV/AIDS patients that going to a government hospital would hasten one’s death rather than restore them back to health (p119).[footnoteRef:9] [9:  This was before antiretroviral drugs were readily available in the healthcare system because some key people in the government of the time believed them to be poisonous. ] 

I begin this chapter with a brief history South Africa’s ‘homeland’ system, focusing on the particular history of KwaNdebele, discussing, among other factors, when, why and for whom the ‘homeland’ was established. I then move to offer a theoretical background of the discipline that is anthropology and define some important methodological concepts – participant-observation and reflexivity – that form the basis of this dissertation. I also briefly discuss the methodological challenges around hospital ethnographies and then give a few examples of anthropologists who have researched gossip and rumour and briefly discuss how they carried out their fieldwork. Following this I give a detailed discussion on the ways in which I ensured that this study was ethically considerate and not harmful to participants while also pointing out when and why this was difficult and sometimes impossible to achieve. I also discuss, in detail, the means by which I gathered data – pointing out the many advantages of doing ethnography at home and, equally, the many challenges I came across in the course of my fieldwork. Given that this dissertation is an ethnographic exploration of gossip and rumour, I define these two important concepts which will be important for the rest of the discussions and conclusions I make. I also give a few examples of how these have played a part in resistance to biomedical technologies in South Africa since the early days of colonial (missionary) medicine, leading up into the current post-apartheid period. I conclude this chapter with an outline of all chapters that make up the rest of this dissertation. 
[bookmark: _Toc520205538]1.2 A Brief History of KwaNdebele and South Africa’s Homeland System
KwaNdebele was a ‘homeland’ located in the then Eastern Transvaal, and was apportioned to southern Ndebele speakers who were fleeing persecution in neighbouring Bophuthatswana (I return to this point below). Today KwaNdebele houses villages and townships such as Bundu, Ekangala, Moloto, KwaMhlanga, Phola, Tweefontein, Kwaggafontein, and Verena, among many other places. KwaNdebele was established in the late 1970s and achieved self-governing status in April 1981. The ‘homeland’ was created by the apartheid government in line with its policy of separate development to house scores of southern Ndebele people who at first, along with the Swazi,[footnoteRef:10] had been left out when the government created ‘homelands’ in the 1960s starting with the granting of certain measures for self-government of the Transkei in 1963, and followed by the establishment of KwaZulu, Ciskei, Lebowa, Bophuthatswana, Venda, Gazankulu, and QwaQwa (see Phatlane 2001; Delius 1987). The area is now mainly occupied by southern Ndebele speakers as well as groups of Sotho, Tswana, Pedi, and Tsonga speakers, and forms part of the Nkangala district which comprises six municipalities (see Figure 1). [10:  The Swazi were later apportioned the ‘homeland’ of KaNgwane which was granted self-governing status in 1984.] 

[image: ]
Figure 1: The Nkangala region in the province of Mpumalanga (www.municipalities.co.za)
[image: ]
Figure 2: The study site crudely encircled with a green marker (Maphill 2011).     
South Africa’s ‘homeland’ system (see Figure 3) emerged out of the context of the Second World War with increasing demands from industrialists and commercial farmers for cheap labour, and increased opposition to apartheid rule by popular movements in the 1950s which saw the ruling National Party impose more stringent restrictions on the movements of people in the ‘native’ reserves into urban spaces (Evans 2012: 118). ‘Homelands’ thus became enclaves for cheap migrant labour and spaces wherein unwanted or surplus people were sent during various forced removals (Walker & Platzky 1985). 
[image: ]
Figure 3: South Africa’s ‘homeland’ territories (Encyclopaedia Britannica 2009).
Laura Evans (2012) explains that the move by the apartheid government to establish self-governing ‘homelands’ through the 1959 Promotion of Bantu Self-Government Act was presented as a means to forge spaces wherein black South Africans would exercise ‘democratic’ rights and ‘national sovereignty’ (p121-2), whereas in truth this was a ploy, as Joanne Yawitch (1986) explains, ‘to shed … responsibility for the political rights and economic well-being of as many black South Africans as possible’ (p24). Evans (2012) explains that the ‘homelands’ system was correctly received as a top-down attempt by the government and some crooked ‘homeland’ elites to protect rising labour exploitation without much support from people on the ground (p132). William Beinart (2012) explains that government funding into the ‘homelands’ (or more accurately into the pockets of ‘homeland’ elites) ‘created the setting for patronage, personalised power and corruption’ (p15). 
In the periods between 1976 and 1981 only four of the ten ‘homelands’ were granted ‘independence’ by the government. These were the Transkei (in 1976), Bophuthatswana (in 1977), Venda (in 1979) and the Ciskei (in 1981). However, because of the geopolitics of the time these states were never formally recognized by the international community (Evans 2012: 119). KwaNdebele was one of the last ‘homelands’ to be granted self-governing status in 1981 with Simon Skhosana as its President and Pete Ntuli as his Deputy. Soon afterwards talks ensued in 1982 around the subject of ‘independence’ for the ‘homeland,’ and with 1984 initially set as a date when this would be achieved. This date was, however, later revised to December 1986 (Yawitch 1986: 24). As a result of growing opposition to Simon Skhosana’s administration in the periods between 1985 and 1986, the projected 1986 deadline for KwaNdebele’s ‘independence’ from South Africa did not obtain. And the cause, among other factors, was the proposed incorporation of Ekangala and the actual incorporation of Moutse into KwaNdebele. Residents of both townships resisted their incorporation into a ‘homeland’ that was soon to be granted ‘independence’ as they feared losing their South African citizenship (Yawitch 1986: 24-5). Protests soon followed which saw increased repression by the administration culminating in the creation of a vigilante group called iMbhokodo in 1986. Armed with sjamboks, knobkerries, pangas and on some occasions, guns, this group began its reign of terror on all those who opposed ‘independence’. The group is reported to have carried out assaults, abductions, torture, arson, rape and murder. Most of their victims were school going teenagers or ‘comrades’ who were thought by the group to be the main culprits against ‘independence’ (Yawitch 1986: 25). It was only after several months of fighting and killings that the KwaNdebele legislative assembly in the then capital of Siyabuswa finally held a debate on August 13 1986 to discuss the issue of proposed ‘independence’ and resolved that this proposal was to be rejected thus putting an end to the violence (Yawitch 1986: 25). 
According to Joanne Yawitch (1986) of the Black Sash,[footnoteRef:11] in 1986 KwaNdebele’s population stood at 645 000 residents (now around 1 308 129 residents according to the 2011 Census).[footnoteRef:12] Many of these people ended up in the ‘homeland’ as a result of various forms of forced removals; they were either evicted from farms, forced out of urban spaces as a result of pass laws, or expelled from Bophuthatswana (Yawitch 1986: 24; also see Platzky & Walker 1985: 369). According to Laurine Platzky and Cherryl Walker (1985) of the Surplus People Project (SPP),[footnoteRef:13] southern Ndebele people (as non-Tswanas) were being refused work permits by Bophuthatswana authorities as a means to get them to leave and settle in KwaNdebele (p371). The move to KwaNdebele was, however, a disadvantage for many who soon found that they were now further away from work and that their living conditions were now harsher than before, Yawitch (1986: 24) explains: [11:  A civil society organisation founded by a handful of White and predominantly English-speaking women to oppose racial oppression in apartheid South Africa. ]  [12:  The villages wherein I carried out my fieldwork form part of the Thembisile Hani Local Municipality which has a population numbering at 310 458 residents according to the 2011 Census. ]  [13:  An NPO established in the 1980s to aid victims of forced removals at the time and to publicise their struggles.] 

Conditions are appalling. Water is scarce and some has to be trucked in. There are no jobs. The territory's expanding commuter population has to leave home from as early as 2 am in order to reach work in the urban area four hours later. Life is a never ending round of work and travel interrupted by only a few hours of sleep. The daily struggle for survival in this stony, dry and inhospitable land is exhausting and wearying, as the lines etched on the faces of the residents tell. Since the time they first came to Kwandebele they are likely to have moved from a wagkamp where they lived in tents to a small plot where they built their shack. They are likely to have seen their cattle die of starvation. Their children are likely to be suffering from malnutrition and the small savings they came with are probably long gone. There are few other places in South Africa that are as depressing and dreary as Kwandebele's endless hills of shacks.
Reading field notes of SPP fieldworks, Platzky and Walker (1985: 374-5) also give a gloomy image of KwaNdebele’s earliest days and describe it thus as a ‘dustbowl’ or a place of ‘dust, wind, long distances, isolation, extremes of heat and cold, [and] environmental degradation’. These descriptions do not sound to me so far removed from the current conditions here, although many of the shacks have since been replaced with mud and cement brick houses, nevertheless people still get up as early as two o’clock in the morning to prepare to catch a PUTCO bus to work in Pretoria, while dusty roads and piles of scattered garbage are not an uncommon thing to come by.  
[bookmark: _Toc520205539]1.3 Theoretical Background
Classical anthropology emerged out of the colonial context (through missionary ethnographers) wherein the subject of study was ‘culture’ and the object the ‘primitive’ peoples of the ‘new’ world. This was indeed one of the key peculiarities between anthropology and sociology; the former entailed travelling abroad and documenting the lived realities of colonized peoples whereas the latter entailed the study of western, industrializing, societies wherein practitioners hailed. Where in the past anthropology might have centred on the notion of ‘making the strange familiar,’ as the cliché goes, today anthropologists also study within their own societies where they make the familiar strange. This has proven to be both fruitful and limiting. Limiting because being too familiar with the social milieu within which you study might render one insensitive to some of the diminutive, but equally important, ethnographic details. While it is fruitful because it eliminates some of the usual conundrums to doing anthropology in faraway places such language barriers. 
Clifford Geertz (1973) wrote that ‘man is an animal suspended in webs of significance he himself has spun, I take culture to be those webs, and the analysis of it to be therefore not an experimental science in search of law but an interpretive one in search of meaning’ (p5). Here Geertz makes a telling distinction between social sciences (particularly anthropology) and the natural sciences. The latter is indeed an experimental science, always testing hypotheses under controlled conditions in the laboratory, in search of law. Anthropology, on the other hand is an interpretive science in search of meaning, as Geertz puts it. This implies that anthropology is experiential (rather than experimental) involving participant-observation and reflexivity – these entail studying people in their natural environments (instead of setting up a controlled environment in a laboratory) and immersing or situating oneself into the study (see Denzin & Lincoln 1998). Edward Evans-Pritchard’s (1937) writings on the Azande are a classic example of hermeneutics in anthropology. The Azande ascribe supernatural explanations to almost all unfortunate events. This is not to say they do not understand natural causality, but that natural explanations answer but one aspect in a system of dual causation, which is how bad things happen whereas supernatural explanations provide a social explanation, which is why bad things happen.  Natural scientists have come to abhor the why question, seeing it as fertile ground from which irrational thoughts sprout. For example, world renowned evolutionary biologist Richard Dawkins once argued that it is illogical to ask why mountains exist as if mountains serve some teleological purpose, he proposed instead that one ought to ask what are the antecedent factors that lead to the existence of mountains. Dawkin’s question, like all of natural sciences, is concerned with how things happen (for example, how mountains come into existence) and completely disregards the why question (as a symbolic category and only accept it as a mechanical category). Contrariwise, social sciences (anthropology in particular) cannot afford to disregard the why question  since the discipline is premised on the search for what it means to be human and humans happen to be animate entities fitted with consciousness and sentience (see Barry & Yuill 2012: 8). To get a glimpse into why people believe what they believe or think the thoughts they think we ought to put ourselves in their shoes and experience their lived realties. The sure way to do this is through participant-observation and reflexivity.
Participant-observation entails immersing oneself within the social milieu one is studying with the intention of gaining an emic perspective (or the view from within) as opposed to an etic perspective (or the view from outside). Whereas reflexivity is an acknowledgement that your thoughts, emotions, cultural dispositions, and your interaction with those you study works to produce a certain kind of social reality which is relatively different from the one which could have transpired had you not been there. This approach is in direct contrast to the positivist approach which maintains that researchers ought to divorce themselves from the study, only observing from the outside. Philip Salzman (2002) explains that reflexivity is ‘the constant awareness, assessment, and reassessment by the researcher of the researcher’s own contribution/influence/shaping of intersubjective research and the consequent research findings’ (p806).This is to say that the anthropologist’s presence on the field contributes towards producing the social reality that will then form part of the researcher’s ethnographic description. 
Both participant-observation and reflexivity allow us to see things from the perspective of those studied, allowing us to prioritise local understandings and interpretations of social phenomena while also remaining aware of our own biases and how those biases shape our interpretations of that which we observe. Andrea Cornwall and Rachel Jewkes (1995) explain that ‘participatory research’ enables us to explore ‘local knowledge and perceptions’ and also allows researchers to interact with those studied as co-researchers and not as mere objects of study. Through immersion ‘researchers become learners and facilitators, catalysts in a process which takes on its own momentum as people come together to analyse and discuss’ (p1668).  This kind of research is ‘collaborative’ – enabling both researchers and those they study to work together as partners, Cornwall and Jewkes (1995: 1670) call this type of arrangement a ‘Freirean approach’ (after the famous Latin American liberation theology proponent Paul Freire) because it acknowledges that 
…people’s own knowledge is valuable, these approaches regard people as agents rather than objects; capable of analysing their own situations and designing their own solutions. A central thread which runs through these approaches is an emphasis on changing the role of the researcher from director to facilitator and catalyst. 
Participant-observation enables researchers to tackle health related issues with more tact; taking into account local interpretations and perceptions of health and attempting to reconcile these with biomedical interpretations. This is done so as to mend bridges between these two bodies of knowledge and thus enable clinicians to be fluent in folk aetiology while also adapting and presenting biomedical knowledge in ways that resonate better with local people (see Chapter 4).
Anthropologists who have researched gossip and rumour mainly used participant-observation as a primary tool of data collection, recording everyday conversation and activity. For example, Daniel Smith (2007, 2001) investigated rumours of cannibalism and corruption in south-eastern Nigeria, and relied on interviewing people, following stories in the media, observing and recording popular narratives or ‘discourses of complaint’ about corruption. Important to Smith were ordinary Nigerians’ experiences with, and interpretations of, corruption. Jonathan Stadler (2003) researched gossip and rumours around the origins of the HIV/AIDS epidemic and how people apportioned blame for AIDS-related deaths in Bushbuckridge. Stadler (2003) made use of open-ended interviews, focus group discussions and less formal methods such as ‘hanging about’ on the field and recording gossip and rumour – a tool he maintains proved more fruitful than more positivistic measures as it ‘yielded rich and detailed narratives of village life that may well not have otherwise been encountered’ (p355). Fraser McNeill (2011, 2009) researched, among other phenomena, gossip and rumours in Venda that condoms and the peer educators who distribute them were the cause of the HIV/AIDS epidemic. McNeill used the art of immersion to gain entry into Venda society as a guitarist in a local reggae band, an English and AIDS educator, and later as a researcher. He recorded music, everyday conversations, gossip, rumour and scandal as a primary means of data collection. He also furnished his research informants with diaries which they used to record their daily activities – this proved to be an effective research tool. Historian Luise White (2000) recorded stories of colonial blood sucking vampires in East and Central Africa which she obtained through gossip as a sole historical source. White explains that we need not concern ourselves with what makes those who believe such stories believe them, but rather we should concern ourselves with what these stories tell about a given time and place in history. Michael Burawoy (1998) explains that we also need to ‘extend out’ and connect the local to the extra-local or mapping or situating what happens within the communities we study into a broader historical context (p5). In this dissertation I try to extend out by situating my observations of residents’ experiences and perceptions of one small community hospital in KwaNdebele to a broader historical context and an analysis of South Africa’s healthcare system. 
[bookmark: _Toc520205540]1.4 Hospital Ethnography 
Biomedicine is a cultural product of nineteen century France and Germany, and first moved to North America before it spread to most parts of the globe. At first it would be the purview of missionaries who used it as a tool of conversion into Christianity, and a tool to the colonizers who used it as a means of ensuring a healthy labour force that could reproduce itself and also as a means of protecting and saving themselves from new diseases. The hospital, however, predates the invention of biomedicine by at least a century. The modern hospital can be traced to eighteen century Europe mainly as a place of training for physicians. Prior to that, ‘hospitals’ were mostly places or warehouses of charity for the poor. Through various technological advances, hospitals gradually shifted from being spaces of charity to spaces we see today (van der Geest & Finkler 2004: 1996-7). 
Whereas in the past anthropologists dedicated themselves to studying ‘primitive’ societies and their folk or indigenous medical practices (as discussed above), contemporary anthropology has only recently turned its attention to studying western institutions and, among these, biomedicine (van der Geest & Finkler 2004: 1995). Despite these changes in the discipline, hospital ethnographies are still limited especially outside industrialized societies (p1998). This arises from the fact that biomedical practices appear on the surface to be quite universal and this has been assumed to be true (p1995-6). However, one other explanation for why hospital ethnographies have been lacking in the anthropological literature is the gate-keeping that anthropologists often experience at the hands of hospital administrators and staff who are sometimes worried that social scientists will unduly criticize their work (van der Geest & Finkler 2004: 1996; Mulemi 2010: 200-1). 
Sjaak van der Geest and Kaja Finkler (2004) comment that contrary to what might have been initially assumed about the universality of the hospital space and the practices within it, anthropologists are now coming to terms with the fact that hospitals vary from one cultural setting to another. And that hospitals as spaces for the practice of biomedicine are spaces wherein the core cultural values of a given peoples come into the fore (see Chapter 5) (p1996-7). Benson Mulemi (2010) also explains that the recognition that hospitals in different social settings present cultural variations that influence how healthcare is practised in those spaces has created an interest in hospital ethnography (p23). 
However, van der Geest and Finkler (2004) explain that the tenets of ethnographic research (particularly participant observation) pose some challenges for an anthropologist bent on studying the hospital. The anthropologist is usually presented with three options as guises under which he or she will undertake his or her fieldwork: namely, as a patient, staff member, or visitor. Most anthropologists choose the guise of staff member in which case they become lumped in with clinicians by patients. Van der Geest and Finkler (2004) also maintain that such research is most likely to represent staff sentiments. Nevertheless, carrying out research from the point of view of the patient is both ethically and practically challenging (p1998). Even after gaining entrance, the anthropologist is sure to meet with difficulties when carrying out research in a hospital setting. First, clinicians are usually busy with hardly any time to spare for ‘nosey’ ethnographers, and secondly, patients are most likely to be distressed during the course of their hospitalisation. In his ethnographic research in a Kenyan hospital’s cancer ward, Mulemi (2010: 28) met with this problem, he explains that
My ‘hanging around’ some medical personnel while they worked made them uneasy. A few of them either asked me to ‘give them a minute’ to finish their work or ignored my attempts to communicate with them. It proved easier to be with patients than the medical staff who were often busy and needed their work space to themselves. However, I considered study participants’ emotional disposition before proceeding with conversations with them; distressed patients, relatives and hospital staff could resent the presence of a researcher.
More importantly, Mulemi (2010) observed that cultivating relationships with study participants (be it patients or hospital staff) remained important beyond clearance. Establishing rapport and negotiating access proved to be a continuous process (p27).
Mulemi (2010) also explains that hospital ethnography does not limit itself to what happens in a hospital ward but actually takes into account patients’ wider contexts (p204). Although this dissertation does not cover what happens in a hospital ward in real time it makes up for this by extensively recording patients’ experiences post hospitalisation, and by covering family dynamics, socio-economic, and socio-political processes that affect health and clinician-patient relations.
[bookmark: _Toc520205541]1.5 Ethics and Methods
Ethical considerations in anthropology call for research that is transparent about its intentions, methods, and the possible aftereffects of its findings. This means that researchers should obtain informed consent from prospective participants. For a study of this nature, obtaining consent from some has proved rather difficult as evidenced by my being refused to interact with hospital staff. On June 6 2014 I visited the hospital in question and met with the then CEO to discuss with her my intentions and research interests (with regard to possibly interviewing hospital staff and capturing their voices). I was categorically denied access on grounds of the sensitivity of the project. Consequently, my research only seeks to capture the stories that residents tell about the hospital and not the view from inside. My initial objective, especially after having been denied access, was simply to investigate residents’ perceptions and experiences of Modimolle Hospital. To do this I used two questions that I asked every respondent, namely: ‘Do you know the hospital in question?’ and ‘Would you or members of your family consider going to this hospital for medical attention?’ Gossip and rumour that targeted and commented on the behaviour of hospital staff were the most recurring of themes from the majority of respondents, followed and paired with explanations that drew on tales of the supernatural that linked the happening in the hospital with the carnage on the R573 Moloto Road. Following this, three main concerns became the focus of the study, with the first concern being the nature of the gossip and rumours around the hospital, its professional staff, and the R573 Road. Followed by the particularities of each gossip and rumour and how they spoke to specific conditions in KwaNdebele. And finally, the relation between such gossip and rumours to broader socio-economic processes of post-apartheid KwaNdebele. 
My fieldwork methods mostly comprised of participatory observation and reflexive measures such as ‘hanging out’ on the field and limited references to more positivistic scholarly sources such as surveys. All in all, I made use of both semi-structured and structured interviews, group discussions with informants, and captured gossip and rumour through everyday conversations in taverns, minibus taxis and PUTCO buses. Permission to carry out the fieldwork for this dissertation was granted in December 2014 by the Research Ethics Committee of the Faculty of Humanities at the University of Pretoria. This dissertation draws on ethnographic data around gossip and rumour gathered between February 2015 and June 2016 through over 50 recorded conversations/interviews, and many other chance encounters and conversations that were not recorded. 
Research informants included young and old, male and female, residents of KwaNdebele. I targeted women mainly through ‘house calls’ where I carried out semi-structured interviews. I targeted men mainly through beer hall hang-outs where I took part in wide-ranging conversations over drinks. And of course there was the occasional minibus taxi and PUTCO bus conversation. When doing ‘house calls’ I targeted families whose members had been patients of the hospital, and places of trade close by the hospital such as the taxi rank and hawkers. I also interviewed lay people, private paramedics, and traditional healers. I use pseudonyms for some of my research participants due to the sensitive nature of the information they provided. Interviews were recorded mostly in IsiNdebele, and sometimes in a mixture of English and IsiNdebele. I then transcribed and translated them verbatim into English and provided them as quotes but mostly as excerpts in conversational form. The length of the excerpts serve – I hope – to illicit in the reader further analysis I might have overlooked (especially since I might be insensitive to other details due to being an insider). I also provide a few photos of informants who gave me permission to use their real names and have their photos included in the dissertation. These were mainly traditional healers who were mostly very eager to be interviewed and on some occasions even followed up on my progress with the dissertation. I mostly chose to ask for photos rather than take some myself. I think researchers can always take photos in ways that advance their own imaginations or constructions of places, people, and events.  To ask informants to provide you with their own photos, the ones they are most comfortable to have put in a dissertation, I think offers them that small – perhaps only – chance to be seen how they choose. 
To be realistic, I will add that there are certain cases where informed consent is impossible to obtain, suppose (as was the case on several occasions) I am seated in a beer hall and a few men seated beside me start discussing the surge in mysterious deaths of the elderly in Modimolle Hospital. Hearing this I would obviously join in on the conversation intent on recording it. If I were to stop the drunken men so as to explain to them that I am an anthropology student conducting research on the hospital and ask their permission to record the conversation, this would not only be tedious but would likely sway the conversation otherwise and raise suspicion around my intentions. In such situations, I quickly learnt to exercise dynamic informed consent wherein consent was obtained in the midst of the research process and was continuously renegotiated. This means I sometimes joined in on conversations without disrupting their natural flow; I listened and questioned (without recording) only to later explain my intentions and ask permission to record the rest of the conversation. 
There were occasions, however rare, where informants enquired whether they would be financially compensated for participating in the study to which I quickly and unequivocally explained that they would not, that this was a school project without any financial reward for myself save for the promise of being awarded a higher degree should the project be successfully completed. There was at least one occasion where I was suspected of spying for the hospital, although I suspect that this was more a nervousness provoked by the nature of the accusation the informant herself was making and an attempt therefore to absolve herself should there be repercussions. Here is an excerpt: 
Jane[footnoteRef:14]: The Modimolle Hospital has no care. Let me tell you, the nurses there are disrespectful in the first place. They left us sitting there and took out blankets in their cars and went to sleep -- she [her mother] begged me not to take her there -- but that they finish off people, that they kill people, that I do not know, I do not attest to that. [14:  Not her real name. ] 

Job: Who said that?
Jane: Don’t you know what happens there? Today I’m not going to sleep at home; I don’t know where I’m going to sleep--
Job: What are you afraid of?
Jane: --and I don’t know who the matron at Modimolle is but I don’t even want to know them because if I did I would tell them shit or maybe it’s you with your glasses--- or maybe I should put this in [se-]Sotho-- the death of a person is like that of an ant. When we discuss things let us look who might be sitting behind us, you will die for nothing--[footnoteRef:15] [15:  I provide a fuller quote and context in Chapter 3. ] 

Suspicions of this nature are expected during fieldwork, more especially when one conducts research on controversial topics. For instance, in his research on a local funeral industry in Venda, McNeill (2015) discovered that he was suspected of being a spy, he thus writes: ‘A researcher with no relative to bury is met with suspicion when entering parlours to enquire about their products. I was suspected of conducting research in order to assess and undercut the competition for the benefit of my own funeral business’ (p43), and that because ‘many of the ‘mobile insures’ allegedly act as a cover for illegal loan sharks and various illicit dealings. It is hardly surprising that the men in charge of these outfits – and their customers – were suspicious of my presence there. Not knowing me, I was a potential spy’ (p44). This speaks to the fact that sometimes trust is never fully given, that doubts linger in our informants that prompt them to withhold some information they might consider damaging to others or to themselves.  I noticed that to deal with this anxiety informants would attempt to distance themselves from the accusations they were making by either feigning ignorance or making as though they were only bringing up a certain topic merely to dispel or expose its faults whilst in truth they were communicating quite the opposite.  
[bookmark: _Toc520205542]1.6 Understanding Gossip and Rumour 
Understanding gossip requires understanding social rules, values, and conflicts; such understandings put scholars on the same ground as the gossipers (White 2000: 58).
It is important to define the concepts gossip and rumour and to offer a few examples of how these have featured in the expression of seeming distrust and resistance to biomedical technologies, past and present. Gossip is information about a person or persons who are the object/s of the information being circulated. Therefore any piece of information which is disembodied or whose relevance or importance does not depend on the object/s cannot pass as gossip. This emphasis on the object/s helps distinguish between gossip and rumour. For example, any information (disembodied or otherwise) which speculates about an event or events can pass as rumour, however gossip is talk about a person or persons alone whereas rumour is talk about either persons or events (Gambetta 1994: 204). Engaging in gossip, according to Max Gluckman (1963), makes one part of a group as it requires that the interlocutors share similar moral values in that gossip is talk that condemns the moral transgressions of others and so to share in gossip is to join in condemning the behaviour of others (also see Stadler 2003: 358). Therefore, in situations where minor differences on moral values exist gossip will act to establish consensus however if there are basic differences on moral values gossip, in this context, will not thrive (Gambetta 1994: 212). Hence Andrew Stewart and Pamela Strathern (2004: 38-39) explain that ‘gossip takes place mutually among people in [closed] networks or groups.’ An important distinction between gossip and rumour is that whereas gossip, as shown above, is about reinforcing normative group behaviour and suppressing dissent, rumours circulate in wider or more open networks (Stewart & Strathern 2004: 38-39), and challenge the status quo or seek to disturb, subvert or make collective commentary on, the social order within which they sprout (Ghosh 2008:1235). Luise White (2000) also explains that ‘rumour may simply be poised between an explanation and an assertion: it is not events misinterpreted and deformed, but rather events analysed and commented upon’ (p58).
Jonathan Stadler (2003) explains that among the local Shangaan population in Bushbuckridge the terms gossip and rumour, although related, have distinct meanings. The latter, locally maveriveri, connotes a widely circulated story whose truth is yet to be confirmed whereas the former, locally ku hleva, describes the secretive exchange of information between confidants. With maveriveri, ‘the characters remain mysterious and the location murky’ (p358). There are interesting parallels between what Stadler (2003) describes and what I discovered in the course of my fieldwork. In KwaNdebele, the term rumour, locally amahemuhemu, also connotes a widely circulating story whose truth is yet to be confirmed whereas the terms for gossip, locally ukuhleba and ukugobhoza, connote the secretive exchange of sensitive information within closed circles. However, residents further distinguish between two types of gossip, that which carries true but damaging information about others, and another which carries untrue but still damaging information (I return to this distinction below). Amahemuhemu are unconfirmed news mostly about events and sometimes people that are quite distant to interlocutors. They are also news shared quite unashamedly as they are often poised as commentary or an explanation for that which is being described (see White 2000: 58).  A more telling synonym for amahemuhemu is izwangobatjho which loosely translates to ‘news heard from others who have also heard them,’ this is a direct admission that rumour is unconfirmed and circulated in wider circles without a definite source. Whereas in gossip the source is more generally known (or thought to be) and this sometimes leads to confrontations which end in beatings of identified culprits. It is for this reason that ukuhleba is very much frowned upon and only shared with people who can be relied on for complete discretion thus confirming one’s place in a group (Gluckman 1963). That ukuhleba is frowned upon is evident in the terms used to described those who share in it which are all derogatory such as ushwashi and imenemene (the snooping or prying one) and umamgobhozi (mother-of-gossipers).
 A further category of gossipers includes people who are very known to not only spread sensitive or damaging information about others (like does ushwashi or umam’ghobhozi) but someone who completely fabricates damaging information, while sometimes relaying the said information between two parties who are both duped into believing that the other camp is saying disparaging things about them, this kind of gossiper is termed usomalakazi (the lying one) and sometimes inyoka (the snake). In KwaNdebele it is commonly believed that rumour-mongering is the province of women,[footnoteRef:16] expressed through terms, seen above, such as umam’gobhozi whereas there are no local terms to describe men who engage in gossip. However, this is not to say men do not engage in gossip but in fact speaks to a patriarchal allocation of blame on women who are thought to possess damaging information or information that would, if revealed, could disrupt the project of domestic reproduction. This is information, for example, about whose children are fathered by a neighbour, which widow poisoned their now dead husband, who has given their now agreeable husband isidliso (a love potion), and who takes a bus to town daily pretending to go to work while all they do is play cards. Much of the data I gathered for this dissertation could be classed as rumour although there were a few cases where informants shared disparaging information about specific persons. Rumours sprout in times of crisis where there is heightened anxiety, for example, Ghosh (2008: 1236) explains that ‘rumours fill up the informational vacuum during contingent situations.’ Therefore, rumours help to give people (marginalized people that is) a sense of control in precarious moments (Ghosh 2008:1238; also Musambachime 1988: 201).  It is for this reason that rumour has been and continues to be a potent weapon, among the marginalized, in expressing discontent with biomedicine and its practitioners. [16:  Stadler (2003: 358) explains that gossip in Bushbuckridge is gendered – with women being thought of as gossip-mongers whereas even though men do engage in rumour-mongering their involvement is believed to be miniscule.] 

[bookmark: _Toc520205543]1.7 Gossip and Rumour in Resistance to Biomedicine and its Practitioners 
The distrust of biomedicine and its practitioners in South Africa can be traced to colonial, apartheid and post-apartheid health services which were all met with varying degrees of suspicion. Under colonial and apartheid rule, the distrust of health services was imbued with racial undertones whereas in the post-apartheid period (during former President Mbeki’s tenure) suspicions, especially of HIV/AIDS drugs, were directed towards the West. Robert Shepherd (1941: 345-6) recorded gossip and rumours in 1839 that two white missionaries brought measles to Lovedale’s Victoria Hospital. Shepherd (1941) further commented that the ‘Bantu associated hospitals more with death than with healing’ (p347). There were also widespread fears by some in Zululand in the eighteen nighties that the serum meant to vaccinate cattle against rinderpest actually was the cause of the outbreak (Carton 2003:203). While in 1913, families of Basotho migrant miners in South Africa objected to the performance autopsies on the corpses of their dead kin by the then newly established South African Institute for Medical Research. This was due to widespread beliefs that whites, like witches, used human body parts for the manufacturing of certain medicines (Maloka 1998: 22-6; also see White 1997: 330; Scheper-Hughes 2006: 6). Maloka (1998) commented that ‘not surprisingly the Sesotho word for operation room/theatre is madimong [meaning] the place of cannibals’ (p22). When the Spanish influenza affected the Transkei and the Ciskei in 1918 interventions from colonial health authorities were viewed with a sceptical eye. For example, Carton (2003) explains that ‘government action failed to ease the suffering. In fact, similar to the period of rinderpest, when colonial public health officials conveyed flu inoculation kits to a black reserve; they often incited whispers that the “long needle” of the “White man” came to inject more harm’ (p204). 
Looking at post-apartheid South Africa, Stadler (2003) came across rumours in Bushbuckridge that condoms cause AIDS and as a result, residents, especially younger males, refused to use condoms in apparent ‘resistance against government health messaging’ which emphasized the use of condoms (p364). McNeill (2009, 2011) came across rumours of AIDS-causing condoms in Venda and gossip that the peer educators who distribute them were agents in the employ of the ‘American Institute to Destroy Sex’. Nicoli Nattrass (2013) detected racialized patterns of AIDS conspiracy theories in South Africa (and similar beliefs among African Americans in the US) which have their genesis in ‘the history of bio warfare, racial oppression and medical abuse’ and roused suspicions around ‘the intentions of whites and the Americans’ (p115-21). Isak Niehaus and Gunvor Jónsson (2006) encountered  AIDS conspiracy theories in Bushbuckridge, while Saethre and Stadler (2013) recorded widespread beliefs in Soweto and  Orange Farm that clinical research was intended to spread HIV by ‘malicious whites’ or that the trial drug microbicide PRO2000 intended for HIV prevention actually caused AIDS (p106-7). Even government officials in high office harboured some versions of these conspiratorial beliefs. For example, President Thabo Mbeki’s insistence that AIDS treatment drugs were not just ‘ineffective’ but were actually ‘poisonous’ and that people would die from taking the treatment and not from the syndrome (Fassin 2008: 319; also see Schneider & Stein 2001: 728: Lodge 2015: 1575). 
What may be different about the fear and distrust surrounding Modimolle Hospital might be that it is entirely devoid of any racial undertones and/or the fear or suspicion of the West. However, it does seem to be about political marginalization and widespread poverty in a system where the poor believe that they have become expandable in a brutal scramble for resources, or a system in which the rich or greedy prey on the poor, and/or nurses on patients (see Chapter 3). Leslie Butt (2005) shows that AIDS conspiracy theories among indigenous Papuans in Indonesia are linked with political marginalization. This disempowerment is caused by the alienating effects of modernization and its technological innovations which find expression in critiques of apparent contradictions in the healthcare system that lend credence to AIDS conspiracies. More importantly, state provision of incomplete information such as an over focus on the effects of AIDS while leaving out information about how the virus spreads and how best to protect oneself from infection while offering this very service to Indonesian sex workers servicing the Papuan population. These inconsistencies fuel notions of a state-funded genocide (p431). Butt (2005) explains that ‘articulating claims to genocide through critiques of government inconsistencies in the field of health care and sex is a safe way to be political without getting into trouble’ (p433).
[bookmark: _Toc520205544]1.8 Outline of Chapters
Against this wider background, Chapter 2 looks, broadly, at the history of the state of the South African healthcare system under successive segregationist administrations and compares this history with the current state of affairs. In the post-apartheid period, the healthcare system is still in a state of crisis as evidenced by under-resourced public hospitals staffed with overworked clinicians. I pay particular focus on how missionary control of the nursing profession in the early 1900s produced fraught social distance between African nurses and their patients, and show how continuing problems in nursing education in the post-apartheid period could still be contributing to poor nurse-patient relations in the country.
Chapter 3 examines patient responses to the widely reported power hospital staff exercise over patients. I show how residents of KwaNdebele use gossip and rumour as a ‘social weapon’ or a means of disciplining nurses and alerting other residents to possible abuse when visiting the hospital. More importantly, I show how a focus on patient voices of discontent adds nuance to popular representations of patients as docile or passive recipients of healthcare services. 
Chapter 4 examines a cultural logic that places the malleable moral decisions that healers make around the use of medicine into fixed categories of ukulapha (to heal) and ukuloya (to bewitch) and shows how this logic can be used to understand some moments of apparent resistance to biomedicine and its practitioners by marginalized communities. Through drawing comparisons between amagedla (non-initiating traditional healers) and nurses, I explain why healers – biomedical or otherwise – will always meet with suspicion whenever they are thought to be beyond the reach of communal or ancestral control.  
Chapter 5 shifts focus from relations between residents/patients and hospital staff to focus on the nature of the hospital as a space fraught with contradictions that make it suited for hauntings. This follows stories that attribute hospital deaths to ghosts of past patients who did not receive ‘proper’ burials. These stories extend well beyond the hospital setting to encompass deaths that result from automobile accidents on the infamous R573 Moloto Road. I conclude that these stories are commentaries or critiques of certain aspects of Ndebele society such as greater mobility, emigrations to the city, insecure and intermittent employment, and other processes that have given rise to a perceived crisis of social reproduction as signified by the perceived breakdown of the family as an institution charged with reproducing society.
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[bookmark: _Toc520205546]Healthcare in South Africa – Past and Present 

[bookmark: _Toc520205547]2.1 Introduction
In the previous chapter I have shown that apparent resistance to biomedicine and its practitioners can be traced to as early as 1839 where there were rumours that missionaries in Lovedale’s Victoria Hospital in the Western Cape were responsible for the measles outbreak (Shepherd 1941), and how in 1913 people in Zululand circulated rumours that the serum meant to vaccinate against rinderpest was actually its cause (Carton 2003). And more recently, the circulation of rumours in Venda (and elsewhere) that condoms and the peer educators who distribute them are in fact HIV vectors in the employ of the ‘American Institute to Destroy Sex’ (McNeill 2011, 2009).
In this chapter I develop this narrative by discussing, broadly, the historical roots of fraught social distance between clinicians (particularly nurses) and patients, and compare this history with the current state of affairs and show how continuing resistance to biomedicine is shaped by existing failures in the healthcare system. The history of poor healthcare services in South Africa can be traced to successive colonial administrations and the apartheid regime, all of which deliberately undermined the health of black population groups. For instance, the migrant labour system undermined migrants’ psychological wellbeing, while poor working conditions in the mines and a parallel prostitution industry exposed them to a plethora of respiratory and venereal infections. Many health activists at the time made representations and repeated appeals to the state to mitigate the problem by improving the socio-economic conditions of affected groups. This was to be done through better and healthier working conditions, wage increments, the building of more hospitals, and pioneering ventures into social medicine practised in newly established health centres in various urban and rural communities. The position of the state on the problem of poor health for black population groups, however, was attributed to ‘spiritual and moral degeneracy’ rather than institutional or structural failures.
More importantly, this chapter pays particular focus on the history of the South African nursing profession, specifically the training of African nurses by missionaries which reveals the historical roots of poor nurse-patient relations in South Africa. African nurses were trained to see themselves as agents of change in their communities – ridding them of superstition and ‘barbarity’ and fostering, within their patients, attitudes that were more fitted to modernity. This gave rise to a paternalistic nursing ethos, hence popular conceptions of African nurses at the time were those of none-caring ‘bullies’ who treated patients (including the elderly) like children or with indifference. Through a comparison of missionary and post-apartheid nursing training, I conclude that poor nurse-patient relations in South Africa are attributable to problems in nursing education.
[bookmark: _Toc520205548]2.2 Healthcare in the Apartheid Period 
Since 1948 until the first democratic elections in 1994, racial discrimination in South Africa extended to healthcare. The prevailing social conditions, that is, the segregation of, and unequal spending on, healthcare services rendered the black population prone to ill health. For example, Rachel Jewkes and colleagues (1998) explain that ‘health services in South Africa, like every other aspect of life in the country, were profoundly influenced by the oppressive, separate and unequal rule of apartheid’ (p1783). The migrant labour system was the biggest contributor to poor health conditions of the African population during apartheid. Black people were forced to reside in townships located near white urban areas, these townships were places characterised by less access to hospitals and clinics, this often led to the overcrowding of the few available healthcare facilities at the time (Hassim et al. 2007: 11; also see Figure 4). Adila Hassim and colleagues (2007) explain that because the migrant labour system also encompassed the compound system or single-sex hostels that saw scores of African men leave their homesteads in the countryside for extended periods of time, this negatively affected their mental health as they were separated from their families for extended periods of time and as a result alcohol abuse became habitual in these single-sex hostels. Furthermore, the poor living arrangements such as overcrowding and poor working conditions in the gold and diamond mines opened up a space for a plethora of epidemics including Tuberculosis (TB), HIV/AIDS, and other sexually transmitted diseases (p11-2). 
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Figure 4: A cartoon depicting crowded hospital conditions and the closure of health centres in 1950 (Umteteli wa Bantu 1950: 3). 
Hassim and colleagues (2007: 12) argue that this was part of a concerted effort by the apartheid government to render black population groups more prone to illnesses while all the while depriving them of access to healthcare:
For over 40 years, an environment that encouraged disease was created. The lack of health services, or medicine, helped create a culture of ill health – one where people did not seek early diagnosis or treatment of illness – simply because they could not get it. 
Figure 5 below shows the gaps in per capita spending on healthcare between 1985 and 1987 by the apartheid government based on race. Healthcare departments were at this time segregated according to race across provinces and ‘homelands’ which gave rise to huge disparities in spending.
	
	1985
	1987

	Africans
	R115
	R137

	Coloureds
	R245
	R340

	Indians
	R249
	R356

	Whites
	R451
	R597


Figure 5: Government’s per capita spending on healthcare (adapted from Hassim et al. 2007: 13).
The problem of healthcare for black population groups however did not start in 1948 but dates back to successive colonial administrations. This is to say, the apartheid government which came to power in 1948 did not solely bring about these critical conditions, but that it simply perpetuated and worsened a problem that already existed in previous colonial administrations.
[bookmark: _Toc520205549]2.3 The National Health Services Commission, 1942-1944
The National Health Services Commission (popularly known as the Gluckman Commission after its chairman Dr Henry Gluckman) was appointed by the Smuts government to look into issues of healthcare in the Union.[footnoteRef:17] This commission was more of a nation-wide survey which looked into the state of health and healthcare in the country and to find possible solutions for the shortfalls thereof. Its end goal was to advise the government of the time on how to go about establishing an organized healthcare system on par with world standards (Phillips 1993: 1037; Marks 1997: 452). In the early 1940s Umteteli wa Bantu[footnoteRef:18] reacted to the establishment of the Gluckman Commission by publishing a series of articles which reported on its deliberations, and other articles which generally exposed the problem of overcrowding in ‘non-European’ hospitals while also rallying a crying call for the government to build more hospitals and/or improve the capacity of already existing facilities. For example, in 1941 Dr David Landau, a member of the Far East Rand Hospital Board in Springs Johannesburg, complained that ‘the present native accommodation provided only one bed for every 2, 000 Africans, whereas for Europeans the provision was five beds for every 1, 000’ (Umteteli wa Bantu 1941: 3). While another article reported that  [17:  Dr Henry Gluckman later went on to become the Minister of Health in 1945.]  [18:  A newspaper established by the South African Chamber of Mines in the aftermath of the 1920 mineworkers’ strike. The paper was initially aimed at weakening support for Abantu Batho – an ANC newspaper. Umteteli wa Bantu later became the magazine Umteteli wa Bantu eGoli in 1956. ] 

No attempt has been made yet to improve the terrible overcrowding at the Johannesburg Non-European Hospital. Men’s, women’s and children’s wards are tightly packed with patients, many of whom have to sleep on the floor and under beds. … Although numerous representations have been made to the hospital, municipal and provincial authorities this appalling state of affairs is continuing without relief for the suffering patients’ (Umteteli wa Bantu 1941: no pagination). 
Fast forward to 1943, according to reports at the time, the situation had not significantly improved; if anything things had worsened (Umteteli wa Bantu 1943: 2). In January 1943 Dr D. L. Smit, the Secretary for Native Affairs, appeared before the Gluckman Commission in Cape Town in an attempt to convince the government to improve medical services for Africans which he argued were inadequate. Smit outlined the causes of poor health among Africans and called on government to undertake some reforms. Smit identified the following problems:
… the loss of tribal laws and the breaking up of family life. The change over to European food and clothing and unsatisfactory housing conditions had disastrous effects on the people’s general health. The influx to the towns of Africans, many of whom left their children in the reserves, had had the result of spreading venereal disease. The urban African became the prey of African prostitutes and from them the disease was taken back to the reserves (Umteteli wa Bantu 1943: 2). 
In February of 1943, Bishop Sidney Lavis, Advocate Douglas Buchanan, and five other activists appeared in front of the Gluckman Commission in Cape Town to submit a memorandum which underscored the need to improve healthcare services for black population groups. Among their suggestions on how best to deal with the problem of the dwindling quality of health for the African and coloured populations, was the proposal to abolish the ‘tot’ or ‘dop’ system of payment for farm labourers (Umteteli wa Bantu 1943: 4). This system allowed farmers to pay their mostly coloured labourers in the Western Cape through surplus or poor quality wine in lieu of cash payments. This had adverse health and social consequences as labourers remained in bondage through alcohol addiction. In June 1943, struggle activist and ANC NEC member under President A. B. Xuma, Dr Roseberry Bokwe also gave evidence before the Gluckman Commission in Cape Town citing cases of malnutrition among some Africans due to an inability to afford meat and vegetables (Umteteli wa Bantu 1943: 2). In July 1943, the Gluckman Commission visited Umtata to look into health issues in the ‘Transkeian Territories’ and representations from health activists echoed those which were made in previous sessions in Cape Town, they centred on the fact that medical and nursing services were inadequate. The Gluckman Commission later visited Kimberly where Mr T. M. Chisnall, a representative of the Native Labour Advisory Board, argued ‘that during the past 20 years 1, 606 inhabitants of Kimberly and district died from tuberculosis, of whom 1, 125 were Africans, 366 Coloureds and 115 Europeans’ (Umteteli wa Bantu 1943: 2). In its visit to Bloemfontein in July 1943, the Gluckman Commission received a memorandum from the Bantu Trained Nurses Association (hereafter BTNA) arguing that African workers were the least paid in the Union and were therefore the most vulnerable to fall prey to malnutrition and ill health in general. The BTNA thus proposed wage increments for African workers and the training of more African nurses to care for African patients (Umteteli wa Bantu 1943: 11). Three months later in Johannesburg, Dr Neil MacVicar, a medical superintendent at Victoria Hospital in Lovedale, appeared before the Gluckman Commission and petitioned that: 
The health of Africans cannot be substantially or permanently improved without an improvement in their economic position. To build up the health of the people of all races, a great increase is called for in the production of the more nutritive and health-producing foods. The people need more milk, eggs, green vegetables, fruit, soya beans, peanuts and sweet and common potatoes (Umteteli wa Bantu 1943: 2).
 Dr Neil MacVicar had also made a similar call earlier in 1932, arguing in the South African Medical Journal that:
In the Ciskei the reserves are overcrowded. In good seasons the people enjoy on the whole good health, especially during the season of green mealies. But the rainfall is uncertain, and the meteorological records kept at Lovedale show that at least 18 out of the last 50 years were years of such drought that no crops were possible, while a good many other years had rains at such awkward intervals during the hot months that nothing except the most scientific dry farming could save the crops. The total loss of the mealie crop is naturally a heavy blow to a family whose food supply depends largely upon their little plot of cultivable land. All these people, however, are now in great measure dependent upon wage-earning for their subsistence, and with the money from Cape Town or other centre they can make good their loss by buying mealies at the stores. What they cannot make good is the loss of the fresh element in their diet. The people generally, and particularly the children, are dependent for their vitamins, both A and D and C, upon their milk. During a severe drought many cattle die, and the survivors give no milk. As the months go on, scurvy and xerosis begin to appear, and if the drought is one of those terrible ones that lasts from year to year, the effects are very serious (MacVicar 1932: 723).
Dr Hamilton Dyke, a Principal Medical Officer at the Bechuanaland Protectorate Government, explained, during the 1932 Conference on The Training of African Nurses in Bloemfontein, the effect that forced removals were having on the health of African population groups, pointing out the prevalence of venereal diseases and arguing for the urgent need for nurses in the reserves:
More recently, however, due to economic pressure and being forced into small native areas, the original food supplies which they were in the habit of using—wild game, large quantities of milk, wild foodstuffs—have become to a great extent a thing of the past, and that native has acquired the habit of using both for himself and his small children the least expensive and most easily acquired form of nourishment—maize and kaffir corn. A few of them, by contact with and through the example of Europeans, are growing vegetables and fruits, but these are very much the exception. So that from time before the child is born and through the periods of infancy and childhood, it is deprived of these essentials—the vitamins—and the result is what we now see, a deteriorating race. Add to this the ravages of syphilis and gonorrhoea, and very little is left to complete a picture which calls for urgent and immediate action (Dyke 1932: 547; also see Sweet & Digby 2005: 112).  
Dr Peter Allan, Secretary for Public Health, argued, in an annual report which had been tabled in the House of Assembly, that the high incidence of venereal diseases among the African and coloured populations posed a grave danger for the Union: 
The medical Officer of Health at Kimberly had found that in one area the incidence of positive results in tests of African labourers was 43 per cent. and 30 per cent. in another. In the case of abattoir employees the incidence amounted to 32 per cent. and at the ante-natal clinics the proportion was 34 per cent. in the case of Coloureds and 46 per cent. in the case of Africans (Umteteli wa Bantu 1944: 4).
The Gluckman Commission concluded its deliberations in 1944 and recommended that a centralised healthcare system that put emphasis on community-based health centres (modelled on an already existing centre in Natal called Pholela which the commission visited during the course of its deliberations) was the key to a comprehensive healthcare system on par with modern standards (Jeeves 1988: 8-9; Marks 1997: 452). These recommendations proved correct as evidenced by the successes of a number of health centres which impressed and inspired the international community.  
[bookmark: _Toc520205550]2.4 A Brief History of Social Medicine in South Africa
In the early 1940s South Africa was a site of experimentation with social medicine. Despite its successes, this venture was unfortunately abandoned in the mid-1950s with the increasing influence of the National Party (Phillips 1993: 1038-9; Yach & Tollman 1993: 1047; Jeeves 1988: 10). This experiment was considered – while it lasted – to be a huge success, so much so that it became a model for the international community. For example, Alan Jeeves (1988: 2) commented that ‘South Africa became a world leader in experiments designed completely to reorient the way modern medicine delivered health care to impoverished rural and urban communities’. The leading proponents of this movement in South Africa actually ‘contributed to the development of international models of community health care’ (Marks 1997: 453; also see Susser 1993: 1039; Yach & Tollman 1993: 1044). However impressive and successful the centres must have been, they must have met with some resistance. This is at least true for one of the earliest centres (Pholela) which encountered some pushbacks around the issue of periodic home visits by the centre’s health assistants. Jeeves (1988: 4-5) explains that this approach 
… was [considered to be] intrusive and paternalistic; some heads of families refused to admit the health assistants, regarding them as spies and interlopers bent on undermining authority structures within the family.
This resistance was shortly overcome as it became clear that the visits were greatly beneficial. 
South Africa’s experiment with social medicine was an upshot of discussions in the late 1920s and early 1930s within the Union’s Public Health and Native Affairs departments (which were grappling with the general problem of health and healthcare in the country but more in particular among Africans both in the urban and rural areas). These were problems largely caused by the government’s labour policies (especially migrant labour) which, as discussed in the previous section, produced high rates of TB and venereal infections. These problems had a negative impact on the economy hence the mining industry was increasingly becoming concerned about their ability to reproduce the labour force which their policies were rapidly depleting. Additionally, there were also concerns about the costs of African hospitalization. Hence, in 1939 the Secretary of Health Eustace Cluver decided that three public health centres be established to deal with this problem however only one of these centres was established. Sidney and Emily Kark (both medical doctors) were called in at Cluver’s and Harry Gear’s (Deputy Chief Health Officer) invitation to establish one such centre called Pholela in south-western Natal (Yach & Tollman 1993: 1044; Marks 1997: 453-4; Phillips 1993: 1038; Jeeves 1988: 3). 
Before this, Sydney Kark and Emily (then Jaspan) along with other students at the Wits Medical School had in 1935 founded the Society for the Study of Medical Conditions among the Bantu in Johannesburg. This was an organization which conducted the health and nutrition survey of African schoolchildren in Johannesburg (Susser 1993: 1039). When the Karks arrived in 1940 at Pholela they found a community ravaged by disease as TB and congenital syphilis were among the leading causes of death. Even though the Karks initially received directives from the government to focus only on those who came to the clinic it soon became clear that there were many others who were infected who were unaware of their condition (Jeeves 1988: 5). The Karks highlighted the role of the migrant labour system in spreading venereal diseases from urban to rural areas, and also highlighted the role of the absence of other basic amenities in worsening health standards such as inadequate water and sanitation facilities, poor education, and the sole focus of available health services on curative measures instead of a ‘broader social health scheme’ (Yach & Tollman 1993: 1044).  Derek Yach and Steve Tollman (1993: 1046) explain: 
Through meticulously carried out epidemiological studies in Pholela and in urban areas, Kark showed that migrant labor and the associated urbanization of Blacks 40 years before promoted instability and pathology in both rural and urban family relationships. Changing patterns of sexual behavior and high rates of promiscuity were outcomes of these processes.
Also, working with children in Pholela the Karks discovered that a lot of them were suffering from scabies and malnutrition which prompted the clinic to start its own gardening project (Jeeves 1988: 5). 
While the Karks were making great strides in Pholela, the Gluckman Commission was coming to an end of its two-year long deliberations. It produced a 219-page report which recommended that a national health service be established and along that was the proposal for the health centre (as exemplified by Pholela) to be the basic unit of healthcare provision. It was not a coincidence that Pholela was the commission’s preferred model since Sydney Kark was the commission’s technical adviser (Phillips 1993: 1037-8). Following the recommendations of the Gluckman Commission, 44 health centres were established between 1946 and 1948 around rural and urban areas in South Africa. The centres had a holistic or epidemiological approach to practicing medicine by putting emphasis on the environment, establishing feeding schemes, gardening, recreational, and discussion clubs (Marks 1997: 454-5). Although the Karks are deservedly the most notable of the pioneers in South Africa’s short experiment with social medicine, they are not the only ones. Other husband-wife teams include those of Mervyn Susser and Zena Stein, and Harry Phillips and Eva Salber. Susser and Stein worked at the Alexandra Health Centre and University Clinic focusing on mental, pre-natal, and child health at the time when health centres were losing popularity in the mid-1950s as a result of apartheid policies (Yach & Tollman 1993: 1046). Susser and Stein, like many of their contemporaries, were inspired by Sidney Kark’s innovations (discussed above) in the field of social medicine while they were in their second year of medical school. When they completed their medical internships in 1952, the couple (along with Michael Hathorn and Margaret Cormack, another husband-wife team) took over the Alexandra Health Centre and University Clinic (Paneth 2003: 748-9; Gerald & Rosner 2002: 50; Smith & Susser 2002: 34). When at the centre, the couples set about setting up speciality clinics, establishing multi-professional healthcare teams that included local residents, and also establishing domiciliary obstetrics and TB programmes (Gerald & Rosner 2002: 51). Because of the couple’s connections with various political activists at the time (most notable Nelson Mandela and Walter Sisulu), Susser was fired from the centre in 1955 and the couple soon left the country the following year fearing arrest for their underground political activities (Gerald & Rosner 2002: 51). 
Harry Phillips and Eva Salber, like many of the pioneers discussed above, also joined the social medicine movement in the aftermath of the Second World War doing work in a health centre located in the village of Lamontville in Natal. The couple also focused on child health, and much like Susser and Stein they also left South Africa in 1956 at the time when the apartheid regime was becoming more and more repressive (Fee 1990: 266; Yach & Tollman 1993: 1047). Other key figures in the movement were those who were part of the Public Health department of the Union such as Drs Raymond Dart, George Gale, and David Landau  (see Marks 1997: 453-4). However, influential the latter had been there were others in the government who held opposing views on the causes of poor health among black population groups. Among those was Dr Peter Allan, the Secretary for Public Health, who questioned whether the creation of more healthcare facilities would do much to remedy the problem:
It seems to be a popular belief that the remedy lies in the department providing increased facilities for treatment… Yet it is apparent that large numbers of the population carry on a life of gross immorality, unheeded and unchecked—a life which can only lead to physical, moral and spiritual degeneracy. That is the crux of the problem (Umteteli wa Bantu 1944: 4). 
These sentiments were characteristic of the government’s approach to the problem of healthcare for black population groups as it subscribed to a ‘blame the victim’ philosophy. Nowhere was this more evident than in the training of African nurses who were taught to see the ‘individual rather than the social origins of ill health’, and to not only nurse the sick but to rid the communities within which they worked of superstition and ‘barbarity’ (Marks 1994: 209).   
[bookmark: _Toc520205551]2.5 A Brief History of the South African Nursing Profession
The nursing profession in South Africa was reserved for middle-class English-speaking white nurses and was the purview of religious organizations or orders until the 1960s and 1970s where there was a transition into State control of the nursing profession (Sweet 2004: 179-80). Lower-class Afrikaner nurses entered the profession in the 1920s and 1930s as a means to achieve middle-class respectability (Packard 1996: 324), right about the time daughters of the Black elite also entered the profession especially during the Second World War as a result of mounting casualties and a need for more nurses (Jewkes et al. 1998: 1782). Accounting for the surge in ͞the training of African nurses after the Second World War, Charlotte Searle (1965: 273, 282) explains that increased migration of Africans from rural to urban spaces exacerbated existing slum conditions thereby creating a need for the training of more nurses to help deal with resultant sociological problems. Figure 6 shows this surge in the number of African nurses who qualified for the profession after the war.
	Year 
	Female General Nurses
	Male General Nurses 
	Male Mental Nurses 
	Female Mental Nurses 
	Midwives 
	Total 

	1907
	1
	-
	-
	-
	-
	1

	1912
	-
	-
	-
	-
	-
	-

	1917
	-
	-
	-
	-
	-
	-

	1922
	2
	-
	-
	-
	1
	3

	1927
	2
	-
	-
	-
	3
	5

	1932
	4
	-
	-
	-
	16
	20

	1937
	8
	-
	-
	-
	36
	44

	1942
	89
	-
	-
	-
	71
	160

	1947
	217
	-
	-
	-
	118
	335

	1952
	289
	-
	-
	-
	195
	484

	1957
	433
	22
	-
	-
	423
	856


Figure 6: Number of African nurses who passed the final examination for professional nurses and midwives in the years 1907-1957 (adapted from Searle 1965: 273).
Grace Mashaba (1995:12) explains that earlier training of African nurses was also exacerbated by the outbreak of the First World War in 1914 which put strain on the few existing nurses and led to the closure of a number of hospitals. The first African nurse, not just in the country but in the continent of Africa, to qualify was Cecilia Makiwane who was a graduate of Lovedale’s Victoria Hospital in 1907. Shula Marks (1994) explains that the training of African nurses in the early 1920s by various religious orders sought to create a disconnect between nurses and their patients, by inculcating among the latter certain class attitudes that saw African nurses attempt, like their missionary mentors, to distance themselves from the ‘lower orders’ in society:
Depoliticised by a training that leads them to see the individual rather than the social origins of ill health, many black nurses have imbibed the common sense racist discourse of their white mentors and have the same ‘blame the victim’ attitude to their patients, accusing mothers of stupidity and neglect when they bring their malnourished infants to hospital. Given these attitudes, it is often difficult for nurses to switch to the more flexible and empowering modalities needed for primary and community health care (Marks 1994: 209-10).
Sweet and Digby (2005: 122) echo these sentiments and comment that
Their acculturation in a Western-style hospital had thus served to distance some Black nurses from the majority of their own people and contributed towards the development of a Black bourgeois elite who lived, intermarried and socialized with similar professionals. 
This training fostered among African nurses attitudes that convinced them of their duty to not only nurse but to act as a conduit between ‘barbarity’ and modernity for their communities. Marks (1994: 207-8) explains
Their entire education from mission school to nursing college was designed to give them a new identity that was far removed from the ‘ignorance’ and ‘superstition’, the ‘barbarity’ and ‘bestiality’ of native life. They were to moralise and save the sick, not simply nurse them.
Simonne Horwitz (2007: 131) quotes Wendy Petersen, the Senior Principal of the Baragwanath Nursing College from 1954 to 1963, who had this to say about the hospital’s badge: 
To lighten the darkness of ill health over Africa is the wide vision which Baragwanath Hospital has for its nurses. This is depicted in its badge which shows a radiant lamp, the symbol of Nursing, casting light over the whole continent.
Wendy Petersen’s words are characteristic of the ethos of the nursing establishment at the time, which was a profession that had fully embodied the colonial pretext of the ‘civilizing mission’. Horwitz (2007: 131) further explains:   
These words of Wendy Petersen… capture the way in which the predominantly white nursing establishment and the hospital administration characterised the role of black nurses in South Africa. The notion that Baragwanath nurses would bring to the world not only good health but also ‘light’—which here implied a western educated outlook—is something which runs throughout the history of black nursing both in South Africa and right across the continent.
In 1954 Ms F. M. Roberts, the Superintendent of the King Edward VII Order of Nurses, in her report to the president of the Order, remarked that African nurses 
…still encounter prejudice and superstition, and a reluctance to accept modern methods and principles of hygiene. “What was good enough for my grandmother is good enough for me,” seems to be a frequent objection; particularly if the modern, scientific treatment of a disease entails more time and trouble than ancient tribal treatment (Umteteli wa Bantu 1954: 4). 
This was a prevailing attitude towards African traditional medicine in that the then Medical Association of South Africa had in 1953 declared alternative medicine ‘illegal and unscientific’ and took steps to prevent any sort of cooperation between biomedicine and its less acclaimed counterpart. Four years later, the government introduced the 1957 Witchcraft Suppression Act followed by the Witchcraft Suppression Amendment Act of 1970 which proscribed diviner-diagnosis (Hassim et al. 2007: 205). In 1954 a certain ‘Mary B’ (who claimed to be an African nurse) wrote to Umteteli wa Bantu expressing concern over the dismissal of African traditional medicine (in her training) as mere superstition:
Modern science scoffs at Native doctors (dingaka) but everybody knows of illnesses that have been cured by dingaka after European doctors had failed. Non-European hospitals get cases to treat that sometimes puzzle them. If the white doctor cannot tell what is wrong, he diagnoses the disease as “native poison,” and washes his hands of the patient. When that happens, the patient is discharged from hospital, and is taken back to his home by his relatives, however ill he may still be. It is an admission of failure by the white hospitals. … The usual thing is for relatives to call in the dingaka, who … throws the bones. He examines the bones very closely, and from what he has learned of his profession, the position of the bones relative to each other … indicates to him what is wrong with the patient and that tells him how to set about the cure. … What influences the bones to take up the position they do upon the floor of a hut I cannot say. … I know very little about this except from what I have heard; in fact I am a nurse, and have been taught that bone-throwing is idle superstition and has no meaning except in the imbalanced brain of the savage. Well, if that is so, how are we to account for the fact that the patient given up by the European doctor begins to mend as soon as the dingaka’s treatment has had time to take effect? … Are we to believe the evidence of our sense or only what we read in learned books or hear in lectures? Is it possible that the lectures on European medicine are not infallible, or maybe have not studied certain aspects of medicine and deny, not what they know to be wrong, but merely what they cannot understand? (Mary B 1954: 6, my emphasis).
Mashaba (1995: 32), a nursing academic and the first African nurse to head a university department in nursing studies, also took issue with certain aspects of nursing training, in particular, the harm to African traditions (although altogether praising this training for some of the benefits it presented to black women and the black population in general). She writes:
The nurses’ training for black students was significant in that it was educationally enlightening, socially uplifting and economically advancing for black people in general, and for black women in particular. The foundation was thus laid not only for black nurses to be given academic opportunities but also for a massive campaign against culturally induced ill health. Unhealthy and harmful cultural customs were gradually abandoned through ongoing nurses’ training. However, in the process some beneficial and innocent cultural customs were also lost because of the misconception that black values were synonymous with evil.
Furthermore, it seems it was a prevailing popular conception that nurses treated patients ‘roughly’ as evidenced by an op-ed penned by one Reverend M. Bukuca for Umteteli wa Bantu in February 1954. The article titled Don’t be afraid of Going into Hospital, which features an introduction by the paper, reads like an attempt by both the author and the publication to persuade the general African public to use available health facilitates: 
It is obvious that some people fear to go to the hospital. Some think they may be treated roughly by the nurses. Mr. Editor, it isn’t so. On Sunday, the nurses went from ward to ward and stood in each one singing hymns. On Monday I was discharged from the hospital. … I left with nothing but gratitude for all their kind treatment (Umteteli wa Bantu 1954: 6). 
Letters praising the good treatment of patients by nurses in Umteteli wa Bantu numbered in the minority, in fact what was habitual were complains about the purported callousness of nurses. Below I provide two examples published in 1950:  
Do Nurses Fail As Wives?
PERPLEXED BACHELOR of King Williamstown, writes: Sir, --- I congratulate myself on my courage in broaching a thorny and painful subject: Why do African Nurses fail as wives? I am writing as one very much interested. I have made observation over many years. It does not matter what town or dorp one goes to in the Union, one is bound to find some of these women no longer living with their husbands. Can all husbands be as bad as they would have us believe? A girl may be good, well-bred and refined, but if she is a nurse, she changes as soon as she is married. She becomes an intolerant, hyperactive bully. Nurses want to build their homes on false foundations and this accounts for their miserable homes. The duration of their marriage seldom exceeds two years and then you see them back to spinsterhood again. Is it not a fact that in the towns (and it does not matter what town you think of) you find nurses actually “widows” whilst their husbands are very much alive? Can it be incompatibility of temperament? Or is the poor husband really always to blame? (Umteteli wa Bantu 1950: 6).  
Why Nurses Fail as Wives
SWORN BACHELOR of Johannesburg, writes: Sir,--- Florance Nightigale would close her eyes were she to see what shame has been brought upon her good work by her African followers. She sacrificed happiness to bring freedom from pain to the physically sick, relief to the insane and comfort to the spiritually depressed. To my perplexity, I see our African nurses bringing unhappiness, distress and shame to already miserable souls. Admitted as a patient to a local hospital, I watched these potential wives and mothers practice their skill, the principles of which make them hard at heart (they qualify, on the other hand, as tough women). What else can one expect from a little girl that will smack the face of an old sick man big enough to be her father. Pray your gods not to strike you ill, but allow you sufficient strength to sit on your toes to escape those smacks, they toughen themselves up, these poor little girls; and practice makes them perfect bullies, and worse bullies in their own homes, where husband and children must obey the regulations laid down by the superintendent of the hospital (Umteteli wa Bantu 1950: 6).
In her autobiography My Life in the Struggle anti-apartheid struggle activist Maggie Resha, who also trained as a nurse, writes that:
I was debating fiercely with myself about why I should not take up nursing. My mother had, on several occasions when I was still at primary school, suggested that she would be happy if I took up nursing, but I had rejected the idea. The reports which were circulating in the community in those days were that nurses were cruel to their patients, that they beat them up when they refused to take their medicines (Resha 1991: 21). 
These extensive quotes establish that African nurses were largely shaped by their missionary training, which rendered them indifferent to their patients and their patients’ customs. Furthermore, African nurses worked in overcrowded and under-resourced hospitals with a clientele plagued by a cascade of diseases. A look at healthcare services in the post-apartheid period, however, still paints a gloomy picture. Week after week, various media houses publish reports broaching stories of negligence, abuse, drug stock-outs, under-staffed and over-worked hospital staff among other problems, all of which tell a tale of persistent disparities in dispensing healthcare services. Once again, those who had been excluded in the past and have now come to heavily rely on public healthcare find themselves at the receiving end of poor service delivery.  
[bookmark: _Toc520205552]2.6 Healthcare and Nurse-Patient Relations in Post-Apartheid South Africa
Commissioners Bishop Paul Verryn, Thembeka Gwagwa and Thokozile Madonko listened carefully. They heard a grieving mother’s pain as she told of the death of her baby because she was unable to give birth in the hospital. About a brother’s unanswered requests for a post mortem report for his 21-year-old brother, who died having been misdiagnosed and mistreated by doctors. Elderly patients spoke of their difficulty to get to clinics in time to get a place in the queue, then waiting hours to see the one — over-worked — nurse available. About a young woman whose friend was stabbed in a tavern and bled to death in a casualty waiting room chair (Carmody 2015: no pagination).
The block quote above is from an opinion piece by Louise Carmody, a researcher with Amnesty International and the International Secretariat Southern Africa, who was commenting on the stories shared by residents in front of an independent panel of three commissioners convened by the Treatment Action Campaign and Section 27 dubbed ‘the People’s Commission of Inquiry’. The commission set out to look into issues of public healthcare in the Free State province. Louise Carmody explains that: 
Each emotional story wove together into a powerful tapestry which illustrated systematic failures of the public health care system. Families losing loved ones, too many people sick and dying for lack of accessible, acceptable and quality health care services. Mothers and babies at risk due to the shortage of ambulances, health care workers and equipment, and traumatic experiences at health facilities driving people away from health care services.
The South African healthcare system is generally plagued by scandal, whether it is the 498 cases of forced-sterilization of HIV-positive women in some of the country’s public hospitals (mostly in Gauteng and KwaZulu Natal) exposed by a Human Sciences Research Council (HSRC) 2015 survey (Child 2015; Koka 2015), or medication stock-outs (in almost all provinces) which have seen many impoverished patients using their meagre government grants to buy medication over the counter (Dipa 2015; Malan 2015). The decision by then Gauteng Health MEC Qedani Mahlangu in 2015 to terminate government’s contract with Life Esidimeni (a private mental institution) which housed and administered highly specialised chronic psychiatric care to about 2000 mental health patients is another example of the many ways the South African healthcare system continues to fail those who have come to depend on it. The patients were moved into NGOs and psychiatric hospitals resulting in the deaths of over a hundred and forty patients. This was done despite repeated warnings from civil society organisations and professional associations about the possible ramifications of moving the patients (see Makgoba 2017). Beyond shocking inadequacies in government’s ability to provide comprehensive mental healthcare, the healthcare system is altogether in shambles. For example, Eyewitness News reported that patients in Gauteng were being made to wait long hours before being attended to, this followed complains about Edenvale and Bheki Mlangeni hospitals, among others, wherein patients waited for medical attention for between 12 to 14 hours before eventually receiving attention. In some cases patients waited for days, leading to unnecessary deaths (Rahlaga 2015). In June 2015 the Sowetan ran a front-page story citing appalling conditions in Modimolle Hospital – the main focus of my Master’s dissertation. The article mentioned regular water supply shortages in the hospital, staff shortages and the general poor service rendered to patients. Among the many complains mentioned in the article was the rather shocking news that a man who had been admitted a week prior after he had been run over by a car was still wearing the same blood-soaked clothes he had on upon admission and showed signs of having not been attended to, while patients had not eaten anything by half-past one in the afternoon and had thus taken medication on empty stomachs. One patient was quoted as saying ‘This is unhygienic. We have to use dirty toilets. I just wish I could get out of here.’[footnoteRef:19]  [19:  I removed the reference (including the date of publication) to conceal the identity of the hospital.] 

On 30 June 2015 a 64 year old man had died at Bheki Mlangeni Hospital in Soweto after hospital staff refused to attend to him because he did not have the required R20 admission fee. The old man’s son had earlier trotted out to beg for the money from hawkers and taxi drivers stationed outside the hospital and was fortunate to raise R15 but even this proved not enough for staff.  When staff eventually tended to the man it was however already too late (Rahlaga 2015). Ten days later, at the same hospital, a mother who had lost her son after giving birth to him was subsequently given the wrong body to bury (Kubheka 2015). On 17 August 2015, an expecting mother gave birth prematurely on her own at Rahima Moosa Mother and Child Hospital in Johannesburg, this was after nurses refused to come to her aid, her baby later died as a result. According to Eyewitness News’s Mia Lindeque (2015), ‘Stephanie Dyker [a witness] was at the same ward when the drama unfolded. She claimed the nurses called the woman stupid before shouting at her and telling her to stop crying.’ Lindeque (2015) further quotes other patients as saying: ‘The baby was kicking and moving and she started going crazy and screaming, ‘sister please help me, my child is still alive’’. On 13 July 2015 a 19 year old teenage boy who was severely injured from being run over by a car died in a Durban hospital during the weekend after being rejected by two public hospitals (the Osindisweni Hospital and the  Mahatma Gandhi Memorial Hospital) in what sounds like unnecessary bureaucratic knots, ‘One hospital reportedly did not have doctors or nurses who could handle trauma cases and the other would not admit him because he was injured in a location outside its area of responsibility’ (Savides 2015). Much more appalling are allegations reported by Eyewitness News that a miscarried women was turned away by the Doctor Yusuf Dadoo Hospital while the foetus was still in utero, she was told to return after three days when she would finally be induced. The hospital, however, denies this claiming she insisted on going home (Lindeque 2015; also see Malala 2015). This story resembles one which was reported back in 2013 wherein doctors at Modemolle Hospital performed a Caesarean section on a woman pregnant with twins. However, as it turns out they only took out one baby and only realized after they had stitched the woman back that there was another baby in utero, as a result the woman later died from complications.[footnoteRef:20] [20:  I removed the reference to conceal the identity of the hospital.] 

Modemolle Hospital is not the only South African public hospital to be compared with or dubbed a ‘slaughter house’, according to reports Stanger Hospital in Durban is also referred to as a ‘butchery’ by residents, especially after four of its nurses were suspended citing negligence after two maternity patients died in their hands in 2015. One patient is reported to have died ‘after her bowel was accidentally punctured during a Caesarean section delivery’ while another patient died after giving birth in the hospital’s toilet the previous year. KwaZulu Natal MEC for Health, Dr Sibongiseni Dhlomo, was quoted saying ‘I have spoken to staff to get the feel of the situation. I also want to allay fears that if you come to this hospital, you are going to die: it is not true’ (Nene 2015). These and many other stories in the media point to a crisis in the healthcare system and in nurse-patient relations. Tensions between patients and nurses sometimes escalate to physical fights wherein family members are reported to carry out revenge beatings on hospital staff. This is all when nurses find themselves understaffed and overworked (see Mafokwane 2015: 2). However, despite this gloomy picture there are some positives in the country’s healthcare system especially in regards the fight against the HIV/AIDS epidemic that inspire some hope for a better future. For instance, in the early 2000s HIV/AIDS treatment drugs were not available in the public healthcare system and could thus only be privately accessed by a handful of affluent citizens (Mbali 2013). However, in 2009 the South African government took a positive turn and went on to launch a highly successful public treatment programme (the largest in the world) that saw 3, 4 million people accessing HIV/AIDS medication by the year 2015 (UNAIDS 2016). Nevertheless, there are still many hurdles to be overcome, especially regarding improving conditions for nurses who are usually the first ‘line of defence’ in healthcare facilities.   
According to Laetitia Rispel and Duane Blaauw (20015) agency nursing and ‘moonlighting’ wherein nurses take up concurrent employment (usually between the public and private sector) leads to, in the public sector, nurses who are often tired or exhausted during shifts. This has negative implications for dispensing healthcare services in the country as nurses end up staying away from work without permission from hospital management, putting strain on the few available nurses. There are also apparent asymmetrical power relations between nurses especially in rural hospitals and clinics who work in a very harsh environment with limited resources and patients who are mostly illiterate or semi-illiterate (see Kruger & Schoombee 2010). This is while there are also corrosive hierarchies amongst hospital staff, especially between doctors and nurses (Breier et al. 2009:97). The poor conditions under which nurses work and the kinds of diseases they fight (HIV/AIDS and resistant strains of TB) work to frustrate nurses who sometimes take out these frustrations on their patients (Breier et al. 2009:105).[footnoteRef:21]As a result, nurses working under these conditions have been reported to use humiliation, verbal, and sometimes even physical abuse to reassert their authority over patients. Factors that contributed to the abuse of patients included perceptions that nurses were themselves abused by patients, the belief that punitive measures were necessary to maintain control over patients, and ‘an underpinning ideology of patient ignorance and inferiority’ (Jewkes et al. 1998:1781).  [21:  Most cases of nurse on patient abuse are reported in obstetric services (see Jewkes et al. 1998; Kruger & Schoombee 2010) and in family planning (see Wood & Jewkes 2006) than in other fields of nursing.] 

Despite this critical state of affairs for poor South Africans who depend on the public healthcare system, matters are even worse for foreign nationals (refugees, asylum seekers and undocumented immigrants) who are in the country and who, during the course of their stay, might need medical attention. Ina Skosana (2016) reported that foreign nationals are either made to pay exorbitant prices for medication or are turned away in public hospitals (or falsely told that there are stork outs for medications they seek). This goes on despite the fact that the South African Constitution (Section 27) guarantees access to healthcare to everyone in the country including foreign nationals. A report compiled by the Migrant Health Monitoring Forum found that the cause for this mistreatment is grounded in baseless beliefs by some hospital staff that most foreign nationals immigrated to South Africa specifically to seek treatment. This has been proven to be incorrect since the majority of immigrants either fled war-torn countries, for example those from the Democratic Republic of Congo, and economic hardships for example those from Zimbabwe (Nazareth House 2008: 6). According to the report, false beliefs that immigrants were in the country specifically to seek healthcare gave rise to fears that this will put more strain on an already wrecked national healthcare system, however research shows that less than half of all foreign migrants report ever needing treatment while inside the country (Nazareth House 2008: 6).[footnoteRef:22] Figure 7 below shows some of the problems faced by foreign nationals when trying to access healthcare services in South Africa: [22:  Reason Beremauro (2013) shows that immigrants are more likely to want to travel back home when sick than stay and risk dying away from home (also see Chapter 5 of this dissertation). ] 


	Language problem
	28%

	Treated badly by nurse
	23%

	Denied treatment because of documents
	22%

	Denied treatment because foreigner
	21%

	Could not get treatment/medicine because of cost
	16%

	Treated badly by clerk
	14%

	Treated badly by doctor
	10%

	Denied treatment because I have moved and no longer fall under catchment area
	4%

	Other
	14%


Figure 7: Problems faced by immigrants when trying to access healthcare in South Africa (Nazareth House, A.R.T., 2008: 6).)
This section has presented material that is disconcertingly similar to material I presented earlier on the South African healthcare system during colonial and apartheid periods. Hospitals are still mostly under-resourced and overcrowded. Nurse-patient relations are still significantly poor despite the fact that missionary control of the profession (should we wish to blame the current problems on this tainted history) handed over to government control in the 1960s onwards. There have also been significant reforms in nursing education in the period between 1997 to 1998 which are on par with international developments however nurse-patient relations are nevertheless poor (see Chapter 3) or rather reminiscent of the profession’s early days (at least among black population groups). I tackle this and other questions in the following section.
[bookmark: _Toc520205553]2.7 Nursing Training in the Post-Apartheid Period
Nursing training in post-apartheid South Africa takes place in 20 (out of the 23) public universities, 12 public colleges run by the respective nine provincial health departments, colleges run by the South African National Defence Force, private colleges run by the three major private hospitals in the country, and various for profit colleges.  Needless to say, these conditions make for fragmentation and a very complex training environment (Armstrong & Rispel 2015: 6). Laetitia Rispel and Judith Bruce (2015: 119) explain that one of the main challenges facing the training of nurses include the lack of cooperation between the Department of Health and the Department of Higher Education and Training. There are also concerns among medical specialists that the nursing curricula is out-dated and unresponsive to the needs of people on the ground, and that the types of students selected for training are unsuitable (I return to these points below).There are also concerns that both training institutions and health facilities are having significant resource challenges such as inadequate budgets, poor infrastructure, shortage of student accommodation, and teaching equipment. This is said to have a negative bearing on students who, upon entering the field, struggle to use equipment they are encountering for the first time (Armstrong & Rispel 2015: 9-10).
Mignonne Breier and colleagues (2009) lament the decline of government’s role in training nurses which is caused by cuts in funding by provincial health departments (affecting public colleges and hospitals responsible for training nurses) and the closure or merger and incorporation of nursing colleges into the higher education sector in the period between 1997 to 1998 (p82).This has also lead to a shift to a baccalaureate four-year university degree programme as a requirement for registration as a professional nurse (previously a three-year college diploma to qualify as a registered nurse), and the shift to a three-year college diploma to qualify as a staff nurse (previously a two-year college diploma to qualify as an enrolled nurse) (Breier et al. 2009: 82; Blaauw et al. 2014: 18-9). Breier and colleagues (2009: 83) also postulate that the emphasis on the four-year university degree programme (and its stringent admission criteria) could actually be preventing candidates for whom nursing is a first choice from entering the profession (also see Armstrong & Rispel 2015: 6). Rispel and Bruce (2015) in fact observed that this shift significantly reduced the output of nurses (p120). It would appear that South Africa is not producing enough nurses and of those who form part of the output many do not have the necessary skills needed in the public sector. Again, there seems to be a discrepancy between the number of graduating students and those registering with the South African Nursing Council (hereafter SANC)[footnoteRef:23] which suggests a high attrition rate (Breier et al. 2009: 65). [23:  SANC is the regulatory authority which is responsible for setting standards and accrediting nursing education institutions against the said standards.] 

Breier and colleagues (2009) acknowledge that there is always a mismatch between the number of graduating nurses and the number of SANC registrations due to retirements, deaths, morbidity and emigration. However, they argue that an attrition rate of 67% suggests that many graduates are choosing not to enter the profession (p78). This, according Breier and colleagues (2009: 80-5), is because a large number of students leave the profession immediately after graduating. This is while a large number of nursing students do not have nursing as their first choice (or choice at all) when enrolling but are rather lured into the profession by bursaries and the prospects of earning while studying. While for others, nursing is considered to be a stepping stone to medicine or other related disciplines which have admission criteria they do not meet. However, some students grew to love the profession and planned to stay after graduating. The belief among medical specialists is that while some students might be using nursing as a stepping stone, there are others who grow to love the profession and decide to stay, while on the other hand there are those for whom nursing is a first choice who, upon entering the field, get disillusioned and decided to leave (Breier et al. 2009: 89). Nevertheless, reforms in nursing education have proven to be a major source of concern among medical specialists. Blaauw and colleagues (2014) explain that proponents of the baccalaureate degree argued that changing disease profiles, innovations in medical and information technology, and the demands of ongoing healthcare reforms, among other factors, called for this shift. However, they also observed that this shift was influenced by a desire to bolster the professional status of nurses as well as an attempt to escape medical domination in favour of a more autonomous profession (p14-5). 
Medical specialists have, paradoxically, criticized the baccalaureate degree for excessive theoretical training of nurses while inadequately preparing graduates for the realities of the field (Blaauw et al. 2014: 16). Some have raised concerns that the four-year university degree programme has made nurses overqualified and thus emboldened their aspirations of obtaining higher qualifications with the result being poor primary patient care (Armstrong & Rispel 2015: 9).There are also concerns over a shortage of nursing educators, and that of those who are available in the training institutions many are out of touch with the realities of the field as they hardly spend time in actual hospitals, and that they are using out-dated and non-South African prescribed books to teach (Armstrong & Rispel 2015: 9). Although it has been frequently asserted that the shift to a baccalaureate degree is in keeping with the demands of contemporary nursing, evidence from comparative studies of both the baccalaureate and diploma programmes is quite mixed (Blaauw et al. 2014: 22), this could mean it depends on the environment – some conditions might be soothed for the four-year degree programme while others might not, further research on the South African situation is in order.
[bookmark: _Toc520205554]2.8 Conclusion 
A brief look into the history of healthcare services in South Africa reveals that poor health conditions for black population groups were a result of a deliberate and concerted effort by successive segregationist administrations. The resultant failures of the healthcare system and the worsening health conditions of the populace were blamed on the poor lifestyle ‘choices’ or the ‘moral and spiritual degeneracy’ of its victims. Furthermore, the training of African nurses by missionaries in the early 1900s reveals that they were taught to distance themselves from the communities within which they practiced and to regard themselves as superior. This, as we have seen, had negative ramifications for nurse-patient relations in the country. 
A look at the South African healthcare system in the post-apartheid period suggests a continuing crisis. The Life Esidimeni saga (which was just recently the object of a commission of inquiry) has further exposed cracks in the healthcare system. Public hospitals are often under-resourced and staffed with over-worked nurses with the result being poor nurse-patient relations akin to the early days of the nursing profession. The training of nurses (who make up the bulk of hospital staff) appears to be in disarray as evidenced by a relatively low output and a high attrition rate. The use of out-dated and non-South African prescribed textbooks and out-dated equipment in nursing colleges means students are not properly and adequately prepared for the realities of the field. Nursing educators who barely spend time in hospitals also add to this problem. While the shift to a baccalaureate programme as a requirement for registration as a professional nurse might be producing nurses who are unsuitable for existing conditions on the ground (this of course requires further rigorous research). The many problems in the training of nurses, discussed in this chapter, coupled with resource constraints in public hospitals such as the shortage of drugs, beds and other amenities put strain on both patients and healthcare professions deepening social distance between the two parties. In the next chapter I explore these divisions with a particular focus on patient responses to the widely reported power that healthcare professionals exercise over them. 






[bookmark: _Toc520205555]Chapter 3 
[bookmark: _Toc520205556]The ‘Wicked’ and ‘Greedy’ Nurses of Modimolle Hospital

[bookmark: _Toc520205557]3.1 Introduction
There has been considerable scholarship on the unequal power relations between nurses and patients and the many structural failures within South Africa’s healthcare system that partially account for nurse on patient abuse. However, this has often left unanswered questions on patients’ responses to the said power imbalances. Through a focus on patient gossip and rumour, this chapter shows how patients/residents navigate the hospital space and ultimately try to circumvent the widely reported power hospital staff (particularly nurses) exercise over them. In the previous two chapters I have shown that the fear and distrust that surrounds Modimolle Hospital is located within a broader historical context of an under-resourced healthcare system in which the poor have come to believe they are expendable. And an ethos to nursing, handed down from colonial and apartheid health systems, which has produced fraught social distance between nurses and patients. I have shown in chapter 2, for example, that historically, social tensions between nurses and patients can be located in how African nurses were trained to think themselves superior to those they sought to nurse. This cultivated, in them, paternalistic attitudes towards their African patients and an overall divide between the now distinct classes   (Marks 1994: 207; also see Sweet & Digby 2005: 122; Horwitz 2007: 131-5; Horwitz 2009: 15-7). These attitudes seem to have filtered through into the post-1994 era (see for example Jewkes et al. 1998), wherein an aging[footnoteRef:24] and slowly changing profession is riddled with considerable human resource challenges, heightening tensions between those who serve within, and those who rely on, a broken health care system (Kruger & Schoombee 2010; Rispel & Bruce 2015; also see Armstrong et al. 2015; Rispel 2015; Coovadia et al. 2009). The frustration on the part of nurses results from being under-staffed and overworked in overcrowded and poorly resourced public hospitals. Whereas the strain on patients is epitomised by the fear of being expandable whenever one is admitted into a public hospital with immense human resource challenges and limited equipment.  [24:  Laetitia Rispel and Judith Bruce (2015: 118) explain that one of the major challenges that face the nursing profession is an ageing workforce with 43.7% of nurses aged over 50 years.] 

In this chapter I discuss responses to the widely reported power that hospital staff exercise over patients. I argue that gossip and rumours around ‘wicked’ and ‘greedy’ nurses of Modimolle Hospital transmit patient voices of discontent with hospital services while they are also attempts by residents/patients to discipline hospital staff by targeting their reputations.[footnoteRef:25] Moreover, patient gossip and rumour work to alert other residents to possible abuse when visiting the hospital. Slagpale gossip and rumours are therefore not idle talk but depict a grim picture of the kind of service the hospital provides to patients. The moral condemnations contained in patient gossip and rumour centre on the perceived lack of passion for the nursing profession by nurses, said to stem from a greater concern to obtain a salary than to care for patients and to save lives. Nurses are said to be ‘wicked’ because they let those in their care die out of ‘laziness’ and ‘apathy’, while others are ‘greedy’ because they accept bribes to ‘finish off’ sickly patients, or that they care more about getting a salary than saving lives. These gossip and rumours express a ‘tactical agency’ on the part of residents in dealing with healthcare professionals who in turn exercise extensive power over them.[footnoteRef:26] Here I wish to present Slagpale gossip and rumours as a ‘social weapon’ (Stewart & Strathern 2004), used as an attack on the reputations of hospital staff, in particular its nurses.  [25:  Gambetta (1994) explains that the prominent use of gossip is in affecting reputation. He further explains that ‘the effects of gossip are hard to predict in theory: gossip can build reputations, destroy them or make no difference to them at all’ (p216).]  [26:  Helen Schneider and colleagues (2010: 2, 5) also explain that there are times when patients take advantage of the gaps in the power system of the hospital space, by both cooperating with the system when it suits them and also challenging the system when opportunities to do so arise. They term these strategies ‘patient tactics’.] 

I begin this chapter by briefly exploring the history of biomedicine (in particular missionary medicine) in Africa in general and South Africa in particular. I then provide a brief history of Modimolle and discuss some of the challenges that face the hospital and contribute to poor nurse-patient relations. Second, I present everyday discourses of Modimolle that paint it as a horrid space, these discourses circulate in minibus taxis, PUTCO buses, taverns, beer halls and social media platforms (in particular Facebook). Third, I give a detailed ethnographic account of moments when I spent time on the field ‘hanging out’ while also actively interviewing informants about the hospital. During this time I observed that there were three ways in which people spoke about the hospital – it was either through fantastic stories that bordered on conspiracy, or mundane or plain complaints about ‘apathy’ and ‘incompetence’ on the part of healthcare professionals, and, on occasion, a blend of the two with informants oscillating between fantastic and mundane versions of the stories. Finally, I conclude that a focus on gossip and rumour produces an account that does not only represent patients as docile or passive recipients of healthcare under the sway of nurses and doctors but rather casts them as actors who exercise a kind of tactical agency (see Schneider et al. 2010: 5), in the way that they use gossip and rumour as a ‘social weapon’.
[bookmark: _Toc520205558]3.2 A brief History of the Hospital  
Biomedicine entered colonial Africa (at least Central and East Africa) in the late ninetieth century trough Christianisation.  Megan Vaughan (1991: 56) explains that 
It was missionaries who in East and Central Africa from the late nineteenth century who pioneered the setting up of rural hospitals and rural clinics, who trained African medical personnel, who introduced ‘western’ midwifery and childcare practices, and who dealt with chronic and endemic disease. For most Africans, then, any prolonged encounter with biomedicine was likely to have been an encounter with an explicitly Christian version of this.
Vaughan (1991: 56-7) further juxtaposes missionary medicine which traced disease to individual responsibility and sin and prescribed Christian morality as part of the healing regimen, and secular medicine which traced disease to modernisation and the disintegration of traditional African social structures. Secular medicine only became more involved in campaigns against epidemic disease in the 1930s throughout to the 1950s and 1960s. The dialectical relationship between missionary and secular medicine goes to show that the contestation for hegemony on healing existed not only between indigenous healing systems and western biomedicine but that there also existed a gulf between missionary and secular medicine.[footnoteRef:27] In South Africa it was missionaries like Dr RT Rev Henry Callaway[footnoteRef:28] of St Johns (formerly Kaffraria) along with the Society for the Propagation of the Gospel in Foreign Parts (SPG) who were mostly responsible for setting up missionary hospitals in remote rural areas in the late eightieth and early ninetieth centuries. These mission hospitals were largely ignored by the apartheid government and mostly relied on philanthropic assistance from Britain and aid obtained through other foreign associations (Horwitz 2009: 4), the government only started taking over control of mission hospitals in the early 1970s onwards. Modimolle is a small district hospital which does not share this long history or any connections with missionary Christianity. The hospital was built by the then KwaNdebele government in the early 1990s under the leadership of Chief Minister James Mahlangu, a Ndebele royal who took over power in 1990 through his Intando Yabantu Party (an organisation which was secretly formed in 1984 and formed part of the struggle against the proposed independence of the ‘homeland’). [27:  This divide can be traced back to colonial empires themselves – particularly with regards to missionary medicine where there were debates on healing practices between 72 different denominations of Christianity such as Protestants, Catholics and Anglicans among others. There were also further divisions between churches of the same denominations (Vaughan 1991:  71-72). This goes to prove that medical knowledge has always been highly contested.]  [28:  Another notable figure is Victoria Hospital’s Dr Neil Macvicar who, through this hospital in Lovedale, played a key role in the training of African nurses (see Chapter 2). ] 

The hospital first opened in 1995 as a 50 bedded[footnoteRef:29] facility and was later expanded to a 153 bedded[footnoteRef:30] hospital in 2004. Modimolle was however first intended as 500 bedded hospital, the reasons for this shortfall were nevertheless unknown to current hospital management. I can only infer based on an article that appeared in the Star on 20 June 1991 which mentions complains by ‘homeland’ authorities that the South African government was withholding funds meant for the general development of the ‘homeland’ including the building of a hospital as punishment for KwaNdebele’s refusal to accept independence in 1986 (Kotlolo 1991; see Chapter 1). Government justifications for withholding funds needed for building the hospital and for other services mostly cited the 1989 Parsons Commission (which looked into to the events of 1986 and the mismanagement of the ‘homeland’) especially around high levels of corruption and wastage. In actuality, it was not only the KwaNdebele government that experienced resource constraints as a result of underfunding from the South African government (especially on health) but many other ‘homelands’. Coovadia and colleagues (2009: 825-6) explain that [29:  This included an out-patient department (OPD), theatre, a general ward for both males and females, and a maternity ward. ]  [30:  Separate male and family wards (both medical and surgical) were added. These also comprised cubicles converted for use by mental health patients.] 

Health services in the bantustans were systematically underfunded—by 1986/87, public sector health-care spending per head ranged from R23 (about $11) in Lebowa to R91 (about $45) in Ciskei (bantustans) and from R150 (about $75) in Transvaal to around R200 (about $100) in Natal province and the Cape province. Until the 1960s and 1970s when they were taken over by the state, the backbone of the health system in the bantustans were non-profit, missionary-run hospitals.
This is against the background that South Africa was by the early 1970s up until the dawn of democracy in 1994 collapsing. This was a result of stagflation and a massive outflow of foreign capital. Around the same period the liberation struggle was intensifying and enjoyed widespread support from the international community, the result of which was the imposition of sanctions on Pretoria (see Terreblanche 2002).
Modimolle Hospital is a referral to fifteen clinics, six community health centres and three mobile units. Its referral hospital is Witbank (a provincial tertiary hospital located some 104 kilometres away). Among many problems that face Modimolle is a shockingly high vacancy rate for nurses and doctors which in the year 2015 stood at 49% for professional nurses and 82% for doctors. This implies that existing is staff overworked.[footnoteRef:31] Some critical facilities at the hospital are either inadequate or debilitated; these include poor accommodation facilities for doctors and staff which works to impinge the recruitment of needed critical staff. Facilities used for the care and observation of mental health patients are inadequate and not safe for both healthcare professionals and mental health patients.[footnoteRef:32] There is also a shortage of vehicles while the available fleet is said be to be unreliable.  Furthermore, there is no adequate security personnel and perimeter lighting around the hospital. Coovadia and colleagues (2009) comment on the state of the South African healthcare system and explain that although we are considered to be a middle-income country our health outcomes are worse than those observed in many lower income countries (p817). Conditions are especially worse at the district level (p830), where there is often a high vacancy rate as we have seen with Modimolle Hospital. [31:  Information obtained from a 2015 oversight visit report of the Portfolio Committee on Health and Social Development. ]  [32:  These include facilities for mental health patients as well as rehabilitation and wellness units which are respectively run in containers. ] 

Human resource challenges From 1994, the health sector in South Africa has been aﬀected by a legacy of maldistribution of staﬀ and poor skills of many health personnel, which has compromised the ability to deliver key programmes, notably for HIV, tuberculosis, child health, mental health, and maternal health. The staﬃng crisis is especially acute at the district level and has persisted, despite 60% of the health budget being spent on human resources. This situation has been aggravated by several unfortunate policy decisions—such as the oﬀer of voluntary severance packages to public sector staﬀ  in the mid-1990s that had the eﬀect of moving (often skilled) staﬀ  out of the public sector and into the private sector, international agencies, or early retirement (Coovadia et al. 2009: 830).
Modimolle Hospital (although not having any connection to missionary medicine) allows for various religious communities to hold prayer sessions at the hospital for entire wards. This is usually done on weekends which are often less busy and thus very quiet (especially on Sundays). The hospital also allows families of deceased patients to come perform rituals meant to retrieve the spirit of a dead person; this is ideally done as soon as a patient dies and before staff has repurposed the bed for another patient (see Chapter 5). A visit to Modimolle (especially one not caused by an urgent need for medical attention) and in the middle of the week gives off a misleading appearance of a calm setting save for that occasional walk-in of a patient clad in blood-soaked clothes or a patient whose forehead is marked with a gushing wound. However calm the setting seems, when one talks with those in the foyer it becomes clear that many are rather displeased with the long waiting hours. 
Modimolle is built on the outskirts of a relatively affluent residential area by local standards, residents here are mostly teachers, social workers, nurses, businessmen and civil servants. The majority of houses are first-brick built and roofed over with clay tiles unlike houses in surrounding villages which are mostly built of mud- and cement-block bricks and roofed over with corrugated iron sheets. Stationed outside the hospital’s concrete palisade fence are a handful of hawkers selling sweets, fruits, kotas, and other snacks. Nearby are a handful of minibus taxis waiting to transport patients, family members and friends back to their respective villages. Having walked passed the boom gates and security personnel; one is sure to be greeted with a sight of cars belonging to professional hospital staff. Upon entering the foyer the site is that of patients and accompanying family members who, as mentioned above, appear calmly seated and chatting among themselves. Others appear quietly seated by themselves and seemingly staring into nothing save for those occasional moments when they gaze expectantly when a nurse, file in hand, walks out of one room, passes through the foyer and quickly disappears into another room. One is likely to see a lot of children loitering about while others sit still beside their parent or grandparent. The majority of those seated in the waiting room are elderly women in their sixties, while some are teenage girls and women in their mid-twenties to fifties. Men are present in this space although they are fewer in comparison. When one enters the main hospital building, they first pass through a reception desk to their left meant to help patients (especially first-time visitors and the elderly) quickly establish where they need to be or ought to go. 
Across the entrance are bank teller-type counters with security screens or windows, here patients ‘open’ a hospital medical file or, if they are repeat visitors, retrieve an existing file and proceed, if have not come for a follow-up visit, to a triage room where it would be determined by a medical professional whether they require urgent or immediate attention or if they are simply to be sent to queue in an appropriate ward. In the middle of the foyer room are three-seater metal chairs arranged in rows with a pathway in-between. The space is arranged such that when one is seated the information desk is on their right and the entrance on their left. When seated down one has the full view of five official portraits of Health Minister Aaron Motsoaledi, Deputy President David Mabuza, President Cyril Ramaphosa, Premier Refilwe Mtsweni, and Health MEC[footnoteRef:33] Sasekani Manzini. However normal a hospital Modimolle appears at first glance, especially to someone not desperately seeking medical attention, it nevertheless features as a horrid place in discourses of complaint in taxis, buses, beer halls, and on social media platforms such as Facebook.      [33:  Provincial Member of the Executive Council.] 

[bookmark: _Toc520205559]3.3 The Fear and Distrust of a Hospital Dubbed ‘Slagpale’
Encounters with Modimolle by most of KwaNdebele’s residents are characterized by fear and distrust as evidenced by their having dubbed the hospital Slagpale. Sometimes Facebook ‘sign-ins’ where people post on their ‘walls’ that they’ve been admitted to the hospital receive comments like ‘What are you doing in Slagpale?’ or ‘Get out of there.’ Indeed many residents dread being taken to Modimolle opting instead to see a private doctor or to travel to a different hospital. Preferred alternatives include Steve Biko Academic Hospital in Pretoria (located some 73, 9 kilometres west of KwaMhanga[footnoteRef:34]) followed by Philadelphia Hospital in Dennilton (located some 56, 4 kilometres east of KwaMhlanga). My conversation with two paramedics working for a private ambulance service company stationed in the Kwaggafontein[footnoteRef:35] village reflects the paranoia that surrounds Modimolle, here is an excerpt: [34:  Formerly the capital of the KwaNdebele ‘homeland’ from 1986 to 1994. ]  [35:  Located some 32, 9 kilometres east of KwaMhlanga.] 

Job: Let’s say the patient is not critically injured, they are still conscious, have you ever had a situation whereby a patient would refuse to be taken to Modimolle, say, if they don’t have medical aid?
Moses: Yes, a lot of them.
Job: Is it?
Moses: Yes, a lot of them because sometimes you will find that [clears throat]-- some of them will tell you that you know what they once transported my sister there or my brother or my father there and they didn’t make it and I’ve also heard a lot of patients saying Modimolle is not the best, it’s not a good hospital, a lot of people die there. So I’m not from here [the respondent is from Limpopo and came to KwaNdebele for work reasons] but people from around here say the hospital is not good, people who work there they are negligent. Sometimes you find a patient and the minute you mention that you want to transport them to Modimolle, let’s say it’s your only scene, someone is busy treating them, like this guy [James[footnoteRef:36], his colleague] is a new guy he doesn’t know about those things, but the patient has a right, maybe I’m busy taking the registration of the cars which have been involved in an accident and so he’s busy treating those patients, some of them will tell you that I prefer to be taken to the clinic than Modimolle Hospital and which is not allowed. If somebody has been in an accident that somebody has to be transported to the nearest hospital-- to Modimolle. So you tell that person that it’s highly impossible, that’s not how it works, we have to take you to the nearest hospital and the nearest hospital is Modimolle so there is nothing we can do except that we can transport you to Modimolle unless if you have cash so that we can transport you to a private hospital.   [36:  Not his real name. ] 

Job: Would this have an impact on you, I’m thinking morally, for example here is someone [who’s injured] crying and pleading that they don’t want to be taken to Modimolle. You understand [their worry/fear] but you are obligated to take them to the nearest hospital but they don’t want to go there--
Moses: Honestly speaking, some of them I’ve realised by myself that people at the hospital have more experience more than myself, and there are people who are qualified more than myself. I also don’t have all the equipment that they have at the hospital, so what I do on an accident is sometimes I try to improvise, at least just to save that person from the scene to the hospital thinking that if that person can get to the hospital his life will be saved, but maybe when I get to the hospital within a period of 20 minutes that patient dies and there are doctors and nurses there. That’s why I’m saying some people are qualified more than myself, sometimes I just [sighs].. you know, it’s because of negligence. They take a lot of things for granted at the hospital, especially there at Modimolle, because there are some people I can see that this person can survive and if you can transport that patient to private most of them survive. 
Job: Okay, just roughly speaking, can you say that most of the patients that you transport to private hospitals usually live?
Moses: Ja.
Job: Okay.
Moses: Honestly some of them we even advise them-- it’s like, some of them we go and take them from the hospital, maybe they’ve been there for two weeks and then they phone us and tell us that you know this patient has been here for two weeks and they didn’t give anything to the patient so the patient is deciding to move to another hospital. But we advise that if you’re going to leave the hospital you’re going to sign a form called Refusal of Hospital Treatment, because if you sign that thing and something happens along the way to another hospital it’s not going to be their responsibility-- Sometimes a family will say we brought this patient here two weeks back and they haven’t given him anything so we would rather take that risk and have him transported to another hospital, or maybe to.. it can be Steve Biko or Tshwane. Most of them say ‘You know what, they are a government hospital but they are much better’.  I’ve also heard things, they say there was a child who had a broken leg but the other leg was okay, so normally when someone has a fractured leg we splinter them, we put something so that they can balance their bones, so what the hospital did was that instead of splintering him here [motioning to indicate which leg] they splinted him this side, on the left. So it’s advisable that if you work and can afford it you should have medical aid.
Job: -- but would you say it’s specifically this hospital or it’s government hospitals [in general that are underperforming]?
Moses[footnoteRef:37]: I can’t say it’s exactly this one but compared to a lot of hospitals Modimolle is worse. There are people who go there and I can see that this person can survive [but] most of them don’t, and a lot of people are afraid to go there. There were at least three or four patients who got off the ambulance-- [37:  Not his real name. ] 

Job: They got off the ambulance and walked on their own?
Moses: Yes, they said we are not going to Modimolle. They said unless you are taking us to another hospital, but we won’t go to Modimolle. 
Job: You’ve mentioned that some actually prefer going to clinics. Are these local clinics?
Moses: Yes these are local clinics. You know, a lot of people around here don’t want Modimolle, sometimes people go there because they don’t have a choice -- and there are many patients who were in Modimolle who called us and asked us to take them to a different hospital -- they sign those papers [the Refusal of Hospital Treatment] then you can go wherever you want to go.
Moses’s view of Modimolle Hospital is indeed corroborated by many stories I heard while conversing with residents in beer halls around Tweefontein. On a Wednesday evening of March 2015 I visited a tavern called KwaFaras which has since been renamed Kilowatt after its acquisition by a new owner sometime in 2016. On this day the tavern was relatively swarming with patrons who had come to watch a soccer match between Keizer Chiefs and Ajax Cape Town. Most of the patrons were somewhat quietly seated with their faces glued to the TV screen and made boisterous sounds whenever their favourite teams scored or came close to scoring a goal. I however managed to start a conversation with one patron, Bongani[footnoteRef:38] (a security guard aged somewhere in the early thirties) who, unlike other patrons, did not seem altogether absorbed in the soccer match. After establishing rapport and explaining my intentions for visiting the tavern, I proceeded to ask Bongani about the hospital in question. Unsurprisingly, he expressed much discontent towards Modimolle and even threatened to have the hospital reported to the Minister of Health – that is if he should one day happen upon him. Bongani relayed stories about how the hospital had turned away a man with an open fracture. And how his mother had refused to be sent there when she caught a severe cold and was taken to a private doctor instead. He then told of how his grandmother had died in Modimolle under what he describes as ‘mysterious’ circumstances.  [38:  Not his real name. ] 

Bongani was convinced that although his grandmother had always been frail she was not so critical so as to raise expectations of her inevitable death.  On the contrary, the family was rather confident that she had several more years to live. One fearful day however, they were visited by relatives from Gauteng who upon realizing that their grandmother was sickly decided to help. And seeing that they also owned a car, they offered to drive her to the nearest hospital which, unfortunately for her, was Modimolle. Following the day their grandmother was admitted, they went back to visit her in the afternoon and found that she was recuperating and in good spirits. However, a while after they had left the hospital they were shocked to receive a call from Modimolle informing them that she had died shortly after their departure. During the course of my field work I came to hear many stories akin to what Bongani describes. These stories have earned Modimolle many names, Slagpale (sometimes spelt Slagpan) being one. 
In the following section I discuss, in detail, gossip and rumours that hospital staff in Modimolle are ‘greedy’ and ‘wicked’. This talk is often delivered mainly through different types of narratives – one mundane and another fantastic. For example, during the course of my fieldwork residents often talked plainly when voicing their discontent and described their encounter with hospital staff as unpleasant and concluded that hospital staff was ‘lazy’ and ‘uncaring’ and only in the profession to obtain a salary. However, some residents told stories about hospital staff conspiring with funeral directors or  family members of admitted patients and concluded that nurses and doctors were ‘wicked’ and ‘greedy’. Nevertheless, not all residents subscribed to only one of these two narratives of discontent as there were those who held both at the same time. I will argue that both these narratives are congruent with each other in that they are both a means of evaluating reputations and the ‘callous’ behaviour of hospital staff.  I also draw from Avery Gordon’s (1997) formulation that ‘complex personhood means that the stories people tell about themselves, about their troubles, about their social worlds, and about their society’s problems are entangled and weave between what is immediately available as a story and what their imaginations are reaching toward’ (p4).
[bookmark: _Toc520205560]3.4 The ‘Wicked’ and ‘Greedy’ Nurses of ‘Slagpale’ 
On a Wednesday afternoon in February 2015 I visited a place called the Old Jays Tavern in the Tweefontein RDP village (located some 25 kilometres east of KwaMhlanga) with a friend who served to keep me company and help me blend in. The Tweefontein RDP village is often referred to as ‘emaRDP’ (the RDPs) which is a reference to the fact that the place was born out of the ANC government’s housing project for poor South Africans who cannot afford decent housing (although this housing settlement does not come close to what most South Africans would call ‘decent’). Its residents rarely think of it as part of Tweefontein mainly because of its archetypal matchbox houses which set it apart from the rest of the surrounding villages, and also because it is located on the outskirts of the area.
The Old Jays Tavern sells mainly alcoholic beverages and fast food. I had passed by the place two days prior, on a Monday, when I was scouting for potential fieldwork sites and the place was swarming with patrons. This was a surprise to me since drinking places in this part of the country are somewhat empty during weekdays. I later learned that on Mondays customers are served free traditional food called skopo (sheep’s head) which is paid for by the South African Breweries (SAB) and some free beers also paid for by the SAB. Skopo is said to be babalaas (or hangover) food which is why it’s served on Mondays normally following a weekend of binge drinking. The free beers that SAB provides, coupled with skopo, are an integral part of the babalaas antidote – as the saying goes – it takes a thorn to plug out another. We arrived at the tavern to a pool contest played by a group of men in their early twenties, seated in a table next to them were a few women of mix age groups playing cards. We were repeatedly asked for R5 coins by some in this group as the wagers were set at R5. After buying two quarts of beer we joined with a group of three men on the veranda, one of whom was Sipho[footnoteRef:39] (a young man in his late twenties) who was very friendly and talkative. He told us stories about his sex escapades in Joburg[footnoteRef:40] and his run in with the law a week prior after beating up his girlfriend. He then spent a night in a holding cell where his cell mates took turns beating him with the soles of All Star sneakers on his bare chest after which, he claims, they would repeatedly pick him up and throw him to the air and let him hit the floor – a practice called upmazoloman. [39:  Not his real name. ]  [40:  A countrywide colloquial term for Johannesburg. ] 

We were later joined by two females who, according to Sipho, are regulars at Old Jays Tavern. One, Thuli,[footnoteRef:41] seemed to be in her early twenties and the other, Jane[footnoteRef:42], is in her early thirties. Jane looked frail and older than her years though she was the most talkative of the duo and occasionally made sexual advances to my friend to which we would all laugh. After we had sat and talked generally for quite some time, and when I was confident that rapport was more or less established I then broached the subject of my research on the hospital. I asked if they could tell me anything they could about Modimolle. None of them had anything positive to say, Sipho was been admitted to the hospital on several occasions including when he sustained head injuries as a result of a bottle assault after one drunken night, this is what he had to say about the hospital:  [41:  Not her real name. ]  [42:  Not her real name. ] 

You know how that hospital works, you could be sitting in a drinking place like we’re doing [now] and you get seriously hurt and go there, they won’t pay any attention to you, at that time you’re hurt, they’ll only pay attention to you after two or three hours. That is why a lot of people die there. -- You will be lying on top of a stretcher for a very long time -- when I went there I ended up going back home before my discharge time and recovered on my own at home-- This other time I got ran over and broke a leg, I was then taken to Modimolle, we arrived there at ten o’clock but they attended to me around half past twelve in the morning (Interview with Sipho 2015).
Jane also had bad experiences with Modimolle including when she accompanied her mother there and later when she took the youngest of her two daughters. Here is an excerpt of our conversation: 
Job: Would you consider taking your child to Modimolle?
Jane: No.
Job: Why not?
Jane: You know why? At Modimolle there is no care. I saw with my mother when she was having heart problems. We took her to [Vlaklaagte] Number Two clinic [the nearest clinic from Tweefontein RDP] and they put some drips on her and took her to Modimolle -- You know, what I hated about that place was that my mother said she didn’t want to sleep there and I knew I had to listen to her. The Modimolle Hospital has no care. Let me tell you, the nurses there are disrespectful in the first place. They left us sitting there and took out blankets in their cars and went to sleep -- she [her mother] begged me not to take her there -- but that they finish off people, that they kill people, that I do not know, I do not attest to that.
Job: Who said that?
Jane: Don’t you know what happens there? Today I’m not going to sleep at home; I don’t know where I’m going to sleep--
Job: What are you afraid of?
Jane: --and I don’t know who the matron at Modimolle is but I don’t even want to know them because if I did I would tell them shit or maybe it’s you with your glasses-- or maybe I should put this in [se-]Sotho-- the death of a person is like that of an ant. When we discuss things let us look who might be sitting behind us, you will die for nothing--
Job: But let’s talk about where you heard about the killing of patients--
Jane: Don’t you know that? How do you think the hospital got blown off by the wind?
Job: Did that happen?
Jane: The Modimolle Hospital was blown off. I was with Nelly[footnoteRef:43] when it happened, I was living in Gembokspruit at the time-- the [life support] machine went off because of an electricity blackout, the child [Nelly’s child] died as a result-- however I don’t know whether or not they finish off people because I never saw a doctor or a nurse or even a matron taking a syringe and injecting to someone.  [43:  Not her real name. ] 

Jane: Why are you asking about the Modimolle hospital?
Job: Like I said, we’re doing research--
Jane, like Sipho, mainly complained that nurses were negligent although she was grateful that her daughter recovered and was discharged from the hospital. She however tried to distance herself from gossip and rumours that nurses ‘finish off’ patients. Thuli, on the other hand, did not seem too worried in sharing gossip and rumours of ‘hospital killings’ as she claimed, outright, that nurses ‘switched off’ the life support machines that kept her aunt alive after accepting a bribe from her uncle who hoped to inherit her would be deceased aunt’s estate. Here is an excerpt of our conversation: 
Thuli: I wouldn’t go to Modimolle because they kill patients; I would rather go to [Vlaklaagte] Number Two Clinic. At Modimolle they kill patients, they killed my aunt, I would rather die at home.
Job: Why do you say they killed your aunt?
Thuli: My aunt was still alive when they switched off the [life support] machine and said she’s dead but she was still alive. 
Job: Wouldn’t you say that was a mistake rather than intentional?
Thuli: It was intentional. The nurses that switched off the [life support] machine were bought. 
Job: Bought by who?
Thuli: They were bought by my uncle -- my uncle thought he was in the will. Let’s say, for example, you are my husband and then I put you in my will and then if I die you will get my things, but my aunt changed [the will]-- but my uncle thought he was still in the will.  
If we back up a little, we see that Sipho’s take on the hospital and its staff is that of negligence and apathy shown when nurses take hours to attend to him. Jane also complains about nurses who failed to attend to her ailing mother because they were sleeping thus leaving the poor woman to die. Jane, however, further mentions hearsay about nurses ‘finishing off’ patients by ‘injecting’ them although she tries to distance herself from these accusations. On the other hand, Thuli outright accuses nurses of accepting a bribe from her uncle to ‘switch off’ the life support machines keeping her aunt alive. 
Both Jane and Bongani, who I mentioned in the preceding section, seem to oscillate between two versions of these blame stories, while Sipho and Thuli each firmly believe either a mundane or fantastic version. In the case of Bongani, his first version graphically describes indifferent and/or incompetent staff, shown when they carelessly discharge an untreated patient with a broken bone prodding out of his skin. While his second version, much like Jane’s, borders on the fantastic as he believes that hospital staff is part of a rather sinister agenda to ‘kill off’ those  in their care shown when a somewhat healthy patient dies suddenly under mysterious circumstances. This was the same in conversations I had with informants I contacted through ‘house calls’ or home visits. In either guise they are narrated, these gossip and rumours imply that Modimolle nurses are either or both uncaring and after money. This is clearer in comments some residents make while speculating about the motives of nurses for joining the profession. Tebogo[footnoteRef:44] (a young woman in her early thirties), tells of nurses who joined the profession solely to make money: [44:  Not her real name. ] 

Most of the nurses there, most of them became nurses, like, especially the older folk nurses in the hospital, became nurses when you could only do nursing and teaching as a Black young woman-- They just went there because their parents could afford to pay the nursing college and it was a profession that was respected by everybody, it’s either you were a teacher or a nurse. So it wasn’t because they loved the job, you know. They don’t have the patience for this job; they are doing it for money-- They don’t have patience, they don’t have motivation to do the job except that on the fifteenth they are getting paid-- even the doctors come to the hospital because they are forced to do community service, if you don’t do community service your surgery will become closed off-- they don’t even have the motivation, they’re in the business for money (Interview with Tebogo 2015).[footnoteRef:45] [45:  Although there is some truth in what Tebogo describes here however Breier and colleagues (2009: 89) explain that although, historically, African women could only become nurses, teachers, secretaries and social workers, of those who opted for nursing out of the few choices they were presented this did little to lower the quality of service they provided to patients. On the other hand, there are people to whom nursing is a first choice who, upon entering the field, get disillusioned and end up leaving the profession.  ] 

While Mishack[footnoteRef:46] (an older gentleman in his mid-sixties), tells of a conspiracy between nurses and funeral parlours, and other chilling details: [46:  Not his real name. ] 

If you go to Modimolle Hospital while you’re very sick you won’t come back. There is this woman who spoke about this, she was speaking on radio, and she said she saw mortuary people at night in the hospital, wandering about in the wards. The nurses there are paid bribes to finish off people. So if you have a minor illness you can go there and you will come back but if you’re too sick you won’t come back. -- If I get sick I’m never going there, I would prefer to go to Dennilton [Philadelphia Hospital]. -- In other hospitals, when patients wake up at four o’clock [in the morning] they are given tea, at Modimolle there is no such thing, the staff there keeps it for themselves. The woman [matron] in charge there is this big [motioning to indicate the weight of the matron in question], even meat, they take all these things. -- If you are very sick, the nurses talk among themselves and say ‘so and so is troublesome’, then you are gone. -- There was this one man who complained when his family came to visit him that he wasn’t well looked after, that night he died. Nurses don’t want people who complain, they make it clear that they’re in charge (Interview with Mishack 2015).
A great many other residents told me these seemingly contradictory stories. It is immaterial that these narratives be consistent or that a given respondent firmly believe one version. Indeed, during the course of my fieldwork it was commonplace for purveyors to oscillate between their nuanced versions. What matters is not so much that the stories are consistent, or that there be no discrepancies contained in the details therein, but rather what the stories symbolize and what is common in all of them. This is to say that there may be all sorts of nuanced versions of these stories however they all centre on the ‘callous’ behaviour of hospital staff (in particular its nurses) – that is, those who spread Slagpale gossip and rumours all share a desire to taint the reputations of those implicated. White (2000:60) writes that ‘Put simply, gossip is a matter of context and convention. It is talk about people when they are not present, but it is not just any kind of talk: it reports behavior; it rests on evaluating reputations.’
[bookmark: _Toc520205561]3.5 Conclusion
A salient characteristic of gossip is that it usually occurs in asymmetrical power relations, and often with the powerless gossiping about the powerful. This, according to Diego Gambetta (1994: 220), is because authority makes one visible and therefore more prone to be gossiped. For example, Gambetta (1994: 220) comments that ‘servants gossip about masters, students about teachers, [and] women about men.’ Anjan Ghosh (2008: 1239) echoes these sentiments when explaining that 
Rumour commonly represents a plebeian discourse distinct from the elite’s, though it can be deployed at times by the elite for its own purposes. Studies of rumour have thus principally been associated with the peasantry (Ghosh 2008: 1239; also see White 2000: 58).  
Also drawing from Michel Foucault (1975), we can frame gossip and rumour as a form of ‘disciplinary power’, however not wielded by those in authority but by patients who, being marginalize others, wield this invisible power (which is a product of their anonymity as collective others) against nurses who, by virtue of the authority they exercise, are rendered atomised and visible, and if we follow Foucault’s formulation that ‘viability is a trap’ we can thus conclude that this makes them easy targets for gossip and rumour.[footnoteRef:47]  However, there are other ways in which patients achieve a state of ‘invisibility’ or where they inadvertently elude the ‘medical gaze’ (to their detriment). According to Diana Gibson (2004: 2017) these are the ‘gaps in the gaze’ – moments wherein patients are admitted but ‘…‘forgotten’ or ‘lost’ in transit while in foyers, in waiting bays, and between wards.’    [47:  Gibson (2004: 2017) explains that because nurses are mostly assigned to specific wards, or sections of those wards, this renders them highly visible and thus equally and ironically subject to the ‘medical gaze’.] 

A focus, in Chapter 2, on nursing training in the post-apartheid period and the many structural failures in the healthcare system has helped shed light and account for some of the abuse that goes on in South Africa’s rural hospitals. For instance, skewed power relations between what are often poor, illiterate and semi-literate patients and relatively privileged healthcare professionals in rural areas sometimes gives rise to patient abuse. The focus on structural problems in the healthcare system and in nursing education however still leaves open questions on how patients navigate the hospital space and try to circumvent the said power imbalances. Through a focus on gossip and rumour, I have shown how patients respond to the widely reported abuse that goes on in the hospital system and that a focus on gossip and rumour, as shown in this chapter, offers a glimpse into patients’ tactical attempts to counter and comment on the widely reported power that healthcare professionals exercise over them. More so, it adds nuance to popular representations of the poor as docile or passive recipients of healthcare by casting them as agentive actors who wield disciplinary power.  I have thus read gossip and rumours of ‘wicked’ and ‘greedy’ nurses in Modimolle Hospital as a ‘social weapon’ or a response to, and a means by which residents attempt to discipline healthcare professionals and alert other residents to possible abuse when visiting the hospital. 




[bookmark: _Toc520205562]Chapter 4
[bookmark: _Toc520205563]‘Sisters Do as They Please’: Why Nurses Become the Object of Gossip?  

[bookmark: _Toc520205564]4.1 Introduction
This chapter moves beyond a focus on patient responses to the widely reported power that nurses exercise over patients (discussed in the previous chapter) to examine the logic underpinning this resistance. To do this I compare three types of traditional healers I discovered in KwaNdebele (focusing on how they are each received) to biomedical practitioners. I found that gossip and rumours also circulated about traditional healers albeit unequally among the three types I found there. There is particular suspicion around non-initiating healers called amagedla who are thought to practice outside ancestral structures of control while their ritually initiated counterparts practice medicine within the parameters prescribed to them by the ancestors. Without any regulatory structures to keep healers in check what remains are the moral decisions that healers make. Consequently, in this chapter I show how a closer examination of a cultural logic that places the malleable moral decisions that healers make around the use of umuthi into fixed categories of ukulapha (to heal) and ukuloya (to bewitch) can be used to understand some moments of seeming resistance to biomedical technologies by marginalized communities. Through drawing parallels between amagedla and nurses I explain why healers – biomedical or otherwise – will always meet with suspicion whenever they are thought to be beyond the reach of communal and/or ancestral control. 
I begin this chapter by distinguishing all the different types of traditional healers found in KwaNdebele, and then offer ethnographic accounts of some of the encounters I had with some healers while providing some excerpts of the interviews. Second, I show how medical knowledge is generally perceived to be both a tool to do good and a tool to cause harm, and how this reading can enable scholars to better understand some moments of apparent resistance to medical services. Third, I compare the process by which people in KwaNdebele categorise different healers as either ‘witches’ or ‘genuine’ healers. Finally, I conclude that there is a general distrust of healing practices that seem far removed from the control of the people and/or of medical practitioners that appear ‘untouchable’.
[bookmark: _Toc520205565]4.2 Categories of Traditional Healers in KwaNdebele 
In KwaNdebele and other parts of South Africa, a distinction is made between isangoma or ithwasana, inyanga, igedla, and um’loyi.[footnoteRef:48] Izangoma are a category that includes persons who, in addition to being ‘called’ (ukubizwa) have also been ritually trained and make a logical progression from being isangoma to inyanga. This ‘calling’ or ‘gift’ is usually handed down from one generation to the next in particular families (see Mlisa 2009: 218; Granjo 2013: 215). The term ithwasana which translates to initiate or neophyte is derived from the word ukuthwasa which translates to initiation, while the term isangoma which also translates to initiate or neophyte is a combination of two isiNdebele words – isango denoting a door or entrance and ingoma which translates to both an initiation and/or a song. Amagedla are those who have not gone through the ‘proper’ ukuthwasa ritual, unlike their counterparts iinyanga, but rather study (as one does in an ordinary school or university) the art of using herbs to heal (or in other cases, to kill). Although amagedla do not go through the ‘proper’ initiation rituals to attain the title ‘inyanga’ they still possess a ‘gift’ that allows them to communicate with the ancestors (amadlozi/abezimu), mostly through dreams wherein secretes about the healing or killing properties of certain plants and animals are revealed to them. The term igedla is derived from isiNdebele word gedla which translates to loose, relaxed, or slacken. [48:  I was made aware that these distinctions are not always fixed but are sometimes fluid and the differences between them blurred. This however did not arise during the course of my field work.   ] 

Witches (abaloyi) on the other hand, are people who either learn how to use umuthi to inflict harm to others, or buy umuthi to deploy for nefarious ends. And also those who inherit the power to conjure evil spirits to bring pain and suffering to others.  This distinction is not unique to KwaNdebele but is observed in other parts of the country. For example, Adam Ashforth (2005: 212-3) observed that people in Soweto do not differentiate between people who have an inborn inclination for witchcraft; people who harbour secret knowledge about how to use umuthi for immoral causes, and; people simply buying umuthi in order to cause harm to others. That in fact all these people are categorised as witches. Thokozani Xaba (2002: 24), doing research in the province of KwaZulu-Natal, explains that while in the past the term umthakathi (witch/wizard) was used solely to refer to specialists of this craft ‘over the years, any person who uses medicines that produce such results is referred to as umthakathi’.  Ultimately what separates inyanga from um’loyi are the moral decisions these parties make, for example the former’s use of umuthi to heal disease and ward off evil spirits and the latter’s use of umuthi solely to cause harm. 
[bookmark: _Toc520205566]4.3 Ethnographic Encounters with Traditional Healers in KwaNdebele
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Figure 8: Some of the traditional healers I interviewed during my fieldwork.
In my quest to uncover how healers are categorised in KwaNdebele I spoke to at least one, and sometimes more, of each member of the categories I mentioned above. In this section I therefore give detailed accounts of my interviews with various traditional healers in KwaNdebele and make use of long quotes from the interviews in order to give the reader a feel for how healers distinguish themselves from each other. In some of the interviews I was accompanied by either of my two older sisters who knew some of the informants and thus served to build trust and guarantee my ease of access while also dispelling any suspicions that could arise around what my intentions, as was often the case in some instances. However, when I later went back to some of the informants for follow up interviews or to collect photographs they were very trusting and welcoming, some even called me from time to time to ask about my progress with the dissertation (see Chapter 1). 
[bookmark: _Toc520205567]4.3.1 Interviewing Gogo Skhosana
First, we went to speak with ugogo[footnoteRef:49] Skhosana (see Figure 8) and upon entering her yard I was quite surprised to find that she did not have indumba (a hut used as a consultation room between a healer and his or her clients, this is also a place the healer uses to communicate with the ancestors). However I did see four drums of slightly different sizes by the door of her house. These drums are used extensively during ukuthwasa ritual and help the neophyte establish contact with their ancestral spirits. Ugogo Skhosana is a sangoma who was ‘called’ in December 2014 through a dream and had been in training for almost a year at the time of the interview. She is an elderly woman in her mid-sixties and is very outspoken. Despite her warm demeanour the interview was not all smooth sailing since her husband, who emerged out of the house mid interview when we had already explained the purpose of our visit, angrily looked at us and asked what our business was in his house. After carefully explaining the reasons behind our visit the seemingly grumpy old man was still unconvinced as he turned and stared into his wife and ordered that she dare not sign anything we give to her. It was only after I explained that I was from the area, both ugogo Skhosana and her husband know my parents, and also having reiterated that this was a school research project that tensions cooled and as it turns out the old man was only worried about being scammed out of his government old-age grant (something that is increasingly becoming a regular occurrence in the country). Here is an excerpt of what ugogo Skhosana had to say about the different types of diviner-healers in KwaNdebele: [49:  In isiNdebele the term gogo is generally a reference to a grandmother however it not only denotes this status but can further be used as a title or reference of seniority for any women depending on the context but despite chronological and biological age. It is particularly a term or title that connotes respect especially in the world of diviner-healers and ancestral spirits.   ] 

Izangoma are those who go through ukuthwasa ritual wherein they inherit the powers of long-dead amagedla healers. Amagedla are those who avoided the ukuthwasa ritual and instead became amagedla-- they worked and practiced as amagedla until such a time when they passed on. They later awaken [as spirits or ancestors] and order us to take over their iinkhwama [literally, bags – this refers to assuming the position of healer in the stead of one’s long dead ancestor], you see? What has happened is that their spirits have awakened. People whose grandmothers or grandfathers were amagedla are called to undergo the ukuthwasa ritual. As you see us now we are always with them [the spirits] wherever we go-- Igedla is someone who has not gone through the ukuthwasa ritual but has iindawula [bones of divination], they are someone who goes to learn much like you going to learn at a school, you never go through a ritual, and like that you become igedla-- Igedla is also called by the ancestors, you see like us [izangoma] we were called by our ancestors who were themselves amagedla, even the amagedla of today are called by their ancestors but do not go through ukuthwasa. -- When you go through ukuthwasa you first become isangoma, you first go to inyanga who is going to ukukugajela [train you] after that you become isangoma, you don idumani or idzugu [headdress or dreadlocks dyed red] on your head-- you then learn for a period of time and when they [the ancestors] see that you are ready they come to you and tell you that you are now ready, you are now inyanga. -- For you to know that you are supposed to undergo ukuthwasa you come across a lot of hardships. These hardships are meant to show that you have idlozi [an ancestral spirit] although the nature of the hardships differ from person to person, some people lose money or go broke and suffer in a way that even when people look at you they instinctively dislike you-- or you can just get confused, wander off and get lost. -- Amagedla are people who had killed a lot of people when they were still living, they now come to us and caution us [izangoma] against using umuthi for killing, they tell us to build the nation instead. -- Even though igedla who is living today also has an ancestor watching them, they [ancestors] do not prescribe to them how to use umuthi or instruct them on which umuthi to use. When we go through ukuthwasa we do so for all ancestral spirits and this is why we are called abonobezimu [the ones who are possessed by the spirits] but they speak in one voice, igedla on the other hand has just one spirit watching over him (Interview with ugogo Skhosana 2016).
[bookmark: _Toc520205568]4.3.2 Interviewing Gogo Vilakazi
Next we went to speak to ugogo Vilakazi (a middle-aged woman in her mid-fifties, see Figure 8) who was at the time isangoma. We found her lying down on a mat in her sitting room where there were also four drums. Her voice was coarse and she struggled to greet us but managed to mumble something that sounded like a greeting and an invitation to sit down. She explained to us that she had caught a cold from the night before when she was attending a night church vigil (it was not surprising to us that ugogo Vilakazi attended church as many traditional healers attend African Independent Churches that are mostly syncretic or accommodating of African traditional beliefs). We explained the purpose of our visit and she seemed to be gaining her strength and enthusiasm as she talked about her ‘calling’ and answered some of our questions. Here is some of what ugogo Vilakazi had to say on the subject of traditional healers:
Igedla is someone who when they are asleep at night receive instructions for umuthi, through dreams, from their ancestral spirit. They are someone who just learns which umuthi to use for a certain illness. They are someone ozankhe agide, akanasigubhu, azankhe abethe inyawo phasi [they have not danced the dance, they do not have the drums, their feet have not touched the ground]. Let me give you an example, you could be sleeping at night, and they [the ancestors] show you [through a dream] umuthi, then you learn about umuthi from these dreams, such a person we call igedla because they have never been isangoma, they did not don all the traditional garbs. Isangoma is someone who has gone wayogida [to dance], like me, I have trained and know which umuthi to use for which illness. Igedla does not use iindawula [divination bones], when you go to consult igedla you just tell him what the problem is and from that information they know which umuthi they will use to solve the problem. -- Sometimes isangoma dances not so that they can heal people but so that they themselves can be better or be cured from a certain affliction [induced by ancestral spirits in order to force one to take up the call]. Inyanga is someone who knows all of these things, he knows how to use iindawula and all these other things, and they are able to combine the work of igedla [using umuthi] and isangoma [using fate reading]. -- When you undergo ukuthwasa [as isangoma] you are given a set of rules, they instruct that you should not use this and that umuthi, on the other hand igedla uses whatever umuthi he or she pleases. -- This is why there is a perception from people that igedla is a much stronger healer. If a person goes to igedla and says I want to kill Job igedla will give them umuthi to do just that but inyanga will be afraid to give out such umuthi. Also, if a person got caught [using witchcraft] there will be questions about who taught them-- When you are igedla you never become a slave to anyone [here she is alluding to the initiation phase or ukuthwasa undertaken by izangoma which often entails hard labour in service of the ritual expert or ugobela]. -- For you to know that you need to undergo ukuthwasa initiation-- it is different for everyone. Sometimes you could fall ill-- then when you go consult inyanga about your affliction they will see through iindawula [bones] that among your ancestors there was one who was a healer and wishes for you to take over from them, the inyanga will tell you that for you to be cured of your affliction you have to undergo ukugida [the dance or initiation] and ultimately become inyanga. Others find out through dreams where an ancestor visits you in a dream and instructs you to undergo the initiation-- others it would seem they lose their sanity for a little while and then while in that trance they wander off and wind up, through no choice of their own, at the place where the will undergo training-- The issue of when does one [isangoma] graduate into inyanga does not rest in the hands of the trainer or ritual expert but on idlozi of the trainee, for example you [the initiate] will dream and in that dream will be instructed to get a goat and there will also be instructions on how to prepare this goat. You then tell your trainer who is able to interpret the dream and is able to understand that the message in the dream is that the initiate is ready to graduate, so in actual fact it is not really inyanga/the trainer that initiates you, it is in fact idlozi. Inyanga only serves to guide you-- so you can take only one month to graduate or even two years, it all depends on your idlozi. The reason some people take longer to graduate is sometimes because of the trainer who keeps the person longer than necessary in order to keep receiving payments for the training they administer to them (interview with ugogo Vilakazi 2016).
[bookmark: _Toc520205569]4.3.3 Interviewing Gogo Shabangu
After we had met with ugogo Vilakazi we met with ugogo Shabangu (an elderly woman in her early sixties, see Figure 8). We realized that ugogo Shabangu was more senior than everyone we had interviewed at the time. First, there were cars parked outside her home and were people seated in chairs waiting to step inside her indumba (for what I imagine might include seeking help around fate reading, relief from illness, marital problems and so forth) which the other two sangomas did not have. This served as proof that ugogo Shabangu was a practicing inyanaga unlike my other informants who were still in training. She emerged out of her indumba before we could even step inside. We then greeted her and explained the purpose of our visit and were fortunate enough for her to grant us an interview, albeit very short. I was intrigued by the people seated outside waiting in a queue, my sister did not seem to recognize any of them and when I probed she explained that people would not consult inyanga from their own area lest their problems become community gossip. However it is not only the fear of having your ‘dirty laundry’ laid bare in public (I am not aware of this ever happening) but also the belief that consulting healers and using umuthi from faraway places had the advantage of extra protection since it was thought more powerful simply because it was not well known in the area where the person concerned hailed and therefore this meant ethnomedical technologies of defusing or circumventing it were less developed and therefore less effective (also see White 2010: 504). Here is some of what ugogo Shabangu had to say:
Inyanga is someone like me who has gone through the phase of being isangoma and is able to heal people. Igedla is someone who has also been called but does not train, they do not come to someone like me to learn how to heal people, and they get all this from their idlozi. Amagedla do not use the same umuthi that people who have gone through the ritual of ukuthwasa use (Interview with ugogo Shabangu 2016).
[bookmark: _Toc520205570]4.3.4 Interviewing Thomas
By the time I met Thomas, I had interviewed at least one representative of all diviner-healer categories in KwaNdebele except igedla. My coming into contact with one was entirely a chance encounter. I met with Thomas[footnoteRef:50] in a minibus taxi from Tweefontein to KwaMhlanga where I was going to board a taxi to Johannesburg. By sheer luck I happened to be seated in the back seat next to Thomas (a thirty-two year old young man) who told me that he was from Gembokspruit. He donned red and white beads bracelets on both wrists; these are mostly worn by traditional healers which prompted me to enquiry about his profession. To my amazement Thomas turned out to be igedla and was willing to assist me by answering any questions I had for him. Unfortunately our journey was short, about twenty minutes, and equally our conversation was short nevertheless it was fruitful. Here is an excerpt of our conversation: [50:  Not his real name. ] 

Thomas: Let me tell you about myself, I am igedla. Igedla is someone who when they are born have idlozi, they do not go through ukuthwasa, and [instead] you just do touch-ups here and there-- Inyanga is someone who helps heal people while isangoma is someone abamushayela amatjomani [someone for whom drums are beaten], someone who dances [ogidayo], I don’t do that. Isangoma is someone who is still learning, he or she is still going through ukuthwasa.
Job: Is it possible to teach someone who does not have the gift how to heal people using umuthi?
Thomas: Umuthi is a very powerful thing that cannot be toyed with. You have to already have a gift to be able to learn.
Job: Do you, as igedla, have more autonomy to use umuthi in whichever way you choose, I mean as opposed to inyanga or isangoma?
Thomas: What it means is that you might do that but it will be your problem, it will come back to you in the future, umuthi is not something to be toyed with and to do with it as you please (Interview with Thomas 2016). 
After all these conversations one thing was clear – that amagedla are considered dangerous not because they are untrained, on the contrary it was pointed out that they were well trained (although not through the ‘proper’ ukuthwasa ritual) and very skilled in their use of umuthi. The fact that they are mostly considered unsupervised by the ancestors is the source of the respect many have for their powers, while at the same time it is this unchecked power that casts them as potential witches. 
[bookmark: _Toc520205571]4.4 Experts in Death
The lifeblood of all healing systems – biomedical or indigenous – is quintessentially the saving and betterment of lives. However, although medical doctors and diviner-healers deal in saving lives and are therefore experts in this regard, this also makes them experts in death (at least in the eyes of those they serve), for example, Martin Lindhardt (2009) commented that for some ‘the power needed to identify and neutralize witchcraft must itself be a power of witchcraft’ (p48).As a result the differences among those who use umuthi often appear blurred; on the one hand there are those who use umuthi to heal (ukulapha) and those using umuthi to harm (ukuloya). Consequently, ‘the distinction between healing and its antithesis, witchcraft, is an essentially moral one, based on interpretations of the motives of persons deploying muthi’ (Ashforth 2005: 212).
Fraser McNeill (2011) argues that in Venda public displays of specific knowledge are related to death, for example open, public knowledge of why someone has died has the potential to  implicate one in the fatalities. Because of this the avoidance of public dialogue about HIV/AIDS, for example, should not be read as ‘AIDS denialism’ but  should rather be read as a safety precaution – to avoid guilt by association. The logic at play here seems to be that those with seemingly extensive knowledge about the causes of death (for example HIV/AIDS peer educators) who, because of this knowledge, are better positioned to offer or suggest solutions are often the first suspects when ‘unnatural’ death occurs (McNeill 2011). 
I want to suggest here that the fear and suspicion that surrounds the staff at Modimolle Hospital is rooted in a similar cultural logical as McNeill outlines from ethnographic encounters in the Venda region.  It has, I would argue, its genesis in community beliefs about medicine as being both a tool to do good and/or to cause harm. In other words, knowledge of medicine can be a dangerous thing to possess since practitioners of medicine are not only professioned in the curing of disease but also possess a latent ability to cause it (McNeill 2011; also see Vaughan 1991; Ashforth 2005; Lindhardt 2009). The moral decisions that biomedical and diviner-healers make when using umuthi determine whether they will be considered genuine or dismissed as witches. This however leaves open questions on how residents decide which healers are to be trusted as ‘authentic’ and which are witches masquerading as healers? 
Louis White (2000) writes about gossip and rumours of ‘blood sucking vampires’ in Central and East Africa during the colonial period. She writes about stories of European and African colonial workers, such as fire-fighters and the police, who were believed to abduct Africans for the purpose of stealing their blood. It is interesting to note that Europeans who were more suspect in the eyes of locals were those who were fluent in local African traditions. Similarly, African colonial workers who were most suspect were those who were more fluent in the traditions of their colonial masters. These colonial workers were understood to be ‘friends or protectors of the people’ but were also thought to be ‘enemies who infiltrated under a guise of goodwill’ (Stewart & Strathern 2004: 83-6). What both parties have in common is the ambiguous nature of the positions they occupied which placed them between and betwixt African and European traditions.
Isak Niehaus (2001) explains that in Busgbuckridge a witch is defined as an individual who occupies an ambiguous position which places them between and betwixt tradition and modernity. In fact, practices that fall between these dichotomies, especially those that threaten established community values, meet with much suspicion. Much like the ‘vampires’ described by White (2000), hospital staff at Modimolle Hospital occupy a highly ambiguous position – their role as healers casts them as defenders of the community against disease while at the same time this position is sometimes taken to be a cover for more sinister intentions, for example that they are in league with funeral directors (see Chapter 3) or that they are involved in the illicit sale of placentas or afterbirths to herbalists (and possibly witches) for use in concocting potent muthi.[footnoteRef:51]  [51:  The fear around the possible theft of human body parts is rooted in witchcraft beliefs that paint a picture of a witch as ‘a cannibal who consumes the life-force of victims’ in order to strengthen their own life or the lives of those whom they serve (Stewart & Strathern 2004:  81; also see Bloch and Parry 1982: 8). Pertinent here is a belief that life is about balance – that is, for one to save or ‘give’ life another must take its place to restore or maintain cosmological order. Hence it is believed that patients (especially older patients) whose lives are thought to be nearing an end can be ‘finished off’ to make way for others who are younger.] 

Niehaus (2001: 63-81) explains that witches in Green Valley village in Bushbuckridge were understood through a dichotomy between tradition (setšo) and modernity or the ‘ways of the whites’ (sekgowa). According to Niehaus (2001: 67) ‘the concept sekgowa tended to be used only to refer to new items and practices that seemed ambiguous, or threatened to undermine established interests within the community. By calling a specific practice sekgowa, people were, in fact, saying it should not belong to the village. At the same time, they were asserting their own rights.’ Witches were therefore perceived to be those who were between or betwixt these two opposing domains, as Niehaus (2001: 68) explains that ‘witches were batho (literally people, but also used to denote only Africans) who lived in the motse.[footnoteRef:52] Yet they derived much of their power from their liaisons with whites and makgoweng.’[footnoteRef:53] However Niehaus (2001: 67) underscores the fact that not all products of sekgowa met with resistance as ‘villagers readily sent their children to school, went to hospital, adopted new rituals and used new commodities.’ It was therefore, only those that were ambiguous and threatening to undermine established community interests that were thought to be subversive.  [52:  According to Niehaus (2001: 67), a familiar space where people live and socialize.]  [53:  According to Niehaus (2001: 67), an alien space where people work for whites, also a space associated with technology, innovation and power.] 

In KwaNdebele biomedicine seems to be more equated with modernity which is in turn equated with ‘the ways of the Whites’ (or isikhuwa). And because nurses and doctors are thought to be quite proficient in such methods – this depicts them, at least in the eyes of some in the community, as liminal beings fitted with alien powers that can be dangerous if used carelessly. I want to suggest that what is pertinent here is control or the lack thereof, in other words the level of autonomy (perceived or otherwise) afforded hospital staff, and the seemingly murky manner in which biomedical technologies are deployed (here this could mainly be due to little or no doctor/nurse-patient communication, for example when patients/residents talked about their ‘horrid’ hospital encounters they made reference to ‘secret information’ being revealed) acts to paint biomedical practitioners as ‘untouchables’. The following quote elucidates this point and is an excerpt of a focus group discussion I had with students enrolled in a government learnership programme for a certificate in Early Childhood Development at the Nkangala TVET College. There were in total 15 participants all of which were female and between the ages 27 to 45. The quote is quite lengthy however it serves to convey, for the reader, some telling emotions expressed by participants about their interactions with healthcare professionals: 
Busisiwe[footnoteRef:54]: --Now the problem with our government is that I live at Delmas but I come to work at Modimolle [Hospital]. I don’t care about the community here. I am going to do whatever [I want] because when I knock off I am going back to Delmas. That is also a cause, you see? But someone who lives here will make sure that they treat people well because they will pass them on the streets, people would beat them up-- but they hire people from there at Limpopo to come and work here, they don’t care. --   [54:  Not her real name. ] 

Job: Where do you live?
Busisiwe: At Delmas.
Job: Who works at the hospital there?
Busisiwe: People from outside, and that’s the big challenge. 
Job: So you have the same problems?
Busisiwe: We had but now it’s better, now since we reported them. He came, who’s this person from [the Department of] Health? 
Zanele[footnoteRef:55]: [Minister Aaron] Motsoaledi.   [55:  Not her real name. ] 

Busisiwe: Yes. Now it’s better but you know other people are not brave to talk, because even if they put the complains box they [the nurses] remove those complains. Those are the challenges that make help impossible. --where are you going to complain? Unless this happens to someone big [ meaning someone important] then things will happen, but it’s just us-- Something else is that, the way I see it brethren, if you’re at the hospital and you don’t know the doors, you don’t know your rights, you will die there. Nobody will know, no one will do a follow up. I was pregnant in 2010, at Delmas, so I went to give birth, when I got there it was around twelve [o’clock midnight], the nurses were sleeping, I was alone, these brothers [people who accompanied her to the hospital] left me there, I enter, they tell them that this lady is here to give birth, what do the nurses do? They check me and put me on the bed since twelve until three [o’clock in the morning]-- it was painful, I was alone. This other sister came around three to four [o’clock in the morning] to tell us ‘You’re making noise, is this the first time you’re giving birth?’ You know what nurses do? They check what sort of life you live when you are there, who you are, what are you wearing, and then they will treat you bad. But because you are dressed well-- and we dress for them because they fight with you and they say we’re dirty, you dress for her so that when she checks you she sees that you’re clean. This other one when she came to check me she told me that ‘You know what there are other women out there who have no babies and you call them barren, so help yourself give birth, call your husband and tell him to come help you give birth, if this baby can die you will handle it yourself” You see, I don’t know this sister, it was the first time I was admitted [at this hospital] but that’s the treatment I received. Then came the time for the baby to come out, at around six [o’clock in the morning], I gave birth alone, they were sleeping. You know what I did? This is what I mean when I say if you don’t know anything, you don’t know your rights you will die alone, and you don’t know the doors, but I had a husband and my husband somewhere somehow knew what to do, I didn’t call them, I didn’t tell them the baby was dead, even with me they only came after an hour to check what’s going on-- the one who said to me ‘if this baby dies you will handle it’ came and said ‘You see, I told you.’ At that time I had called my husband and told him everything-- he came and found the next shift, the seven o’clock shift, the previous shift was washing, the other one was just waking up-- I told my husband where to go, where he’ll find them-- you know I hate nurses, when I see them wearing the uniform I hate them, because they don’t know how do their job--
Thandeka[footnoteRef:56]: They are just eating the money-- [56:  Not her real name. ] 

Busisiwe: --they are just there for their medals, that I am a nurse, you see? They are killing us these people, they know how long we’ll keep on dying-- When my husband arrived he came in, he didn’t ask questions, he beat them up. He brought them where I was and asked them what’s this? They said I was wrong, that I shouldn’t have phoned my husband, I said who was I supposed to call because I was alone, if you were here I could have communicated with you-- so the doctor came and called the police on my husband, you will see that nurses have power, they have people who defend them, even when they do wrong things. Me as a patient I don’t have a right at the hospital, even if I can talk and say the sister did not give me treatment, others [fellow patients] say keep quiet they will shout at you. No we have to stand for ourselves, especially us mothers they treat us very badly-- You know I lost my only girl, even now if I say I try a baby it’s only boys, I have no girl-- this issue pains me, so as I said nurses go to the hospital to show their cleanliness, to show off, to show us that they have medals, I hate them, I hate them! So government, I want government here, to sit with them down so we can talk, because if I went to private hospital my child would be alive because I pay them for this life, so these ones I haven’t paid them. This issue of public hospitals should be fixed. At the clinics it’s better now because we’re able to tell them that we’ll be waiting for you at the gates, we beat them up. But at the hospital its difficult because they are far from us and it’s people from outside [KwaNdebele]-- I sued them and got the two sisters fired, since then things have been better, even today I am able to go and ask the matron ‘how many children died today?’ Then they say why are you asking that and I tell them that I lost a soul here and in your file you hid information about how many children died, until my husband took your file and went to the wards to make sure. When he got there he found that six children had died but the matron has written that only two children have died, how come? So the secret is here in the office, which is why sisters do as they please because they kill ten children but then because the matron wants her hospital to look good she writes that her hospital only killed two children, how come?  So I saw that my husband’s involvement in that issue helped me because secret information was revealed, information that also helped other people, now when you go to Delmas to give birth they treat you very well-- the problem, I am sure, is also with those in charge, when they have meetings they [nursing management] tell them [the nurses] that I’ll say only one child died.
What is clear from reading the excerpt above is the attribution of blame to nurses who are being portrayed as dangerous outsiders; of course this is one of the main social functions of gossip as Gluckman (1963) explained. However, to reiterate, it is very apparent that issues of control (or the lack thereof) are most pertinent. For example, in Chapter 5 I show that the hospital space is itself very disempowering to patients and that this powerlessness finds expressions through stories of hauntings that link deaths in Modimolle Hospital to those on the R573 Moloto Road. However, here what is clear is that patients/residents are uniting against healthcare professionals who they see as being beyond reproach. The use of the hospital in Delmas as an example of a place where nurses and doctors once enjoyed ‘free reign’ over patients, at least until there was oversight in the form of the Minister of Health – Dr  Aaron Motsoaledi – is testament to these feelings of powerlessness and insecurity.[footnoteRef:57]   [57:  According to Thokozani Xaba (2007: 321, 323), South African traditional medicine (especially prior to colonization) was largely egalitarian and not merely the preserve of specialists. He explains that lay people possessed enough of the knowledge to relieve themselves off of minor ailments. More importantly, a typical household would have its own quasi ‘medicine man’ who would take on the role of a ‘genuine’ healer for the family until such a time when serious illness struck in which case a fully-fledged traditional healer would be consulted. Xaba (2007: 321) comments that ‘the practice of having a “medicine man” in each household ensured that medical knowledge and skills were widely available. The ready availability of medicines in plants and animals ensured the egalitarian nature of the system.’ In light of the argument made in this chapter around issues of patient ‘powerlessness’ and what Xaba (2007) explains, it may very well be true that what makes for smooth patient-clinician relations is patient participation in the healing process (also see the section on social medicine in Chapter 2).  ] 

That local clinics are said to be more tolerable because they are places where residents have better access to staff members and can therefore, if needed, mete out revenge beatings for any bad service they receive, whereas hospitals are ‘far from us and it’s people from outside’ is testament to a need to domesticate this uncertainty[footnoteRef:58]. References such as ‘where are you going to complain?’, and ‘unless this happens to someone big … but it’s just us’ indicates the extent to which residents/patients feel powerless and expendable whenever they are admitted into a government hospital. While references such as ‘nurses check what sort of person you are, what are you wearing’, and ‘they say we are dirty’ reveal fraught social distance (or class cleavages) between nurses and patients and are a testament to an awareness of skewed power relations even by patients who are relatively educated.[footnoteRef:59] The complaint that nurses also assess what patients are wearing and whether or not patients are hygienic as a means of determining whether they will be treated with dignity or not resembles the kind of attitude African nurses had towards their patients in the twentieth century as a result of their missionary training (see Chapter 2). Also, what this reveals is a lack of appreciation for the poverty that many in the country live in.  Other references such as ‘nurses have power, they have people who defend them even when they do wrong things’, and ‘sisters do as they please’ – from which I took the title for this chapter – reveal the extent to which nurses are considered unchecked in how they dispense healthcare. The perception that nurses are ‘untouchable’ or that they can ‘do as they please’ is a trait that they share with amagedla, I will now further attempt to defend this assertion.  [58:  I borrowed this phrase from Paulo Granjo’s (2004, 2013) ‘domestication of uncertainty’ by which he refers to the idea (pioneered by Edward Evans-Pritchard in his 1937 canonical text Witchcraft, Oracles and Magic Among the Azande) that explains the means by which people attempt to control and ascribe meaning to random events (also see Gmelch 2000).  ]  [59:  All those who participated in this focus group discussion had a Grade 12 education. ] 

[bookmark: _Toc520205572]4.5 Of Diviners, Witches and Healers 
According to Nomfundo Mlisa (2009: 67) there exists, among amaXhosa, something of a distinction between diviners (amagqirha) who are thought to be ‘clean’ and ‘pure’ in their use of muthi which they use to benefit the community, and herbalists (amaxhwele) who behave more like witches (amagqwirha) who use umuthi (sometimes concocted from human body parts) for nefarious ends. I have explained in previous sections that in KwaNdebele it is generally believed that amagedla are more likely to practice witchcraft or to give their patrons umuthi to kill whomsoever they desire. The same could be said about iinyanga or izangoma, however to a lesser extent. This is because it is believed that izangoma and iinyanga are being guided by ancestral spirits (amadlozi) who watch over them and also make certain that they do not squander the ancestor’s gift for destructive or nefarious ends but use it only in ways intended or decreed by them. This is, however, not true for amagedla. 
The belief, among both lay persons and traditional healers, that using umuthi in ways that served to harm rather than heal or advance the community would result in the responsible isangoma or inyanga losing their powers or ‘gift’ made many to have confidence that healers would heed the ancestors’ proscriptions. If this were to happen – that a healer uses umuthi to harm or bewitch others – this is believed to attract the wrath of the ancestors who then take back a ‘gift’ they have bestowed. In such an event the healer in question will continue to claim the title of inyanga but their powers would be curtailed. It is for this reason that iinyanga are rarely suspected of practicing witchcraft or of using umuthi for nefarious ends. Lucas Mahlangu (see Figure 8) who is a practising inyanga explained this phenomenon to me: 
You find that when a person was given the gift they were meant to heal people, that they must work, or their ancestors have opened the way for them. You arrive at this person and ask that you want, to kill so and so. Now because this person has a gift when they mix herbs things happen, they mix and give you and say do this at the gate and then when people wake up in the morning that person is dead. However, their ancestors don’t like this. They say we have not given you this gift so that you can kill, they say we have given you this gift to heal. Then they close so that the person is no longer able to do that. The person loses importance; you see them even when they attend ceremonies that they no longer have taste. The person is an old ugobela [ritual expert] and we are young, we have just graduated but the person now bows for me [ugobela mina]. The ancestors have returned them to a condition of being a junior so that they now bow for me (Interview with Lucas 2016).  
Because amagedla are believed to be exempt from this kind of supervision from the ancestors they are often treated with suspicion as people understand that their power is unchecked. Contrariwise, it is this recognition of the kind of autonomy they exercise that makes people treat amagedla with a great deal of reverence for the potency of their umuthi. Nevertheless, they are also thought to be more callous than their counterparts solely because their trade entails less or no restrictions from the world beyond. The autonomy to use umuthi with little or no restrictions from the ancestors is a characteristic that amagedla share with witches who use umuthi to enrich themselves by devouring others, and ‘callous’ practitioners of biomedicine such as nurses. Medical practitioners thus occupy a symbolically similar position with amagedla in that they are also seen to operate freely from any supervision and are often perceived to be free to use their own discretion in how they dispense healthcare.
The fear and suspicion that surrounds Modimolle Hospital and the medical practitioners who practice there can therefore be understood to be predicated on the ambiguous nature of the position they occupy, and the ambiguous nature of the knowledge that they possess. This works to raise such concerns that medical practitioners might not have the interests of the community at heart. For example, the belief, discussed in Chapter 3, that they do not have a passion for the profession as their foremost goal is to generate money. This belief that medical practitioners use the medical fraternity in order to ‘infiltrate’ the community under the guise of medical ‘do goodery’ is underpinned by a cultural logic that sees hospital staff as occupying this highly ambiguous position without much control from the community or from traditional institutions (for example, the ancestors).  Nurses and doctors occupy what is largely perceived by most residents of KwaNdebele as a white institution which transcends or is outside the bounds of traditional ‘African’ (ancestral) authority. This acts to create an impression that hospital staff are ‘untouchable’ or that they face no consequences for abusing their powers.  
[bookmark: _Toc520205573]4.6 Conclusion
This chapter has distinguished three types of healers in KwaNdebele: first, isangoma or ithwasana who is an apprentice diviner-healer; second, inyanga who is a practicing diviner-healer and; third, igedla who is somewhat also a practicing diviner-healer but is ritually untrained. What differentiates amagedla from iinyanga is the manner or process by which the two become healers. Iinyanga, unlike amagedla, go through the ‘proper’ ritual of ukuthwasa and slowly work their way up into becoming fully-fledged diviner-healers. Even when iinyanga have graduated from their training they are to a large degree accountable to the ancestors who continue to supervise them in all their dealings as diviner-healers. Should inyanga fail to adhere to the ancestors’ prescriptions for how to conduct themselves punishment for them is the loss of their ‘gift’. Inyanga is expected to use their ‘gift’ solely to heal and aid the community, and never to harm. On the other hand, igedla does not go through the ukuthwasa ritual. They inherit the ability and/or study to use umuthi while also drawing on an ancestral spirit who, unlike the spirits watching over inyanga, does not prescribe how igedla ought to practice. Igedla is therefore thought to be free to use umuthi in whichever way they see fit and at no cost to their healing abilities. It is for this reason that amagedla are thought to be more likely than the other two categories of healer to practice witchcraft. 
I have drawn parallels between amagedla and medical staff (especially nurses) at Modimolle Hospital, both of whom occupy highly ambiguous positions within Ndebele society. Doctors and nurses are thought to be ‘untouchable’ because they are ‘unaccountable’ to any structures of authority, much like amagedla, which allows them to act with impunity and without any prospects of ever facing retribution for their actions. I have argued here that community members will for this reason tend to distrust healers – biomedical or otherwise – who appear unaccountable to any structures of authority. The distrust residents/patients have of healthcare professionals, as we have seen in this chapter, is rooted in beliefs that medicine or medical knowledge can be a dangerous thing to possess as it can both be a tool to do good and to cause harm. That the moral decisions that healers make determine the ways in which they will use this knowledge. In the next chapter I show that this two-pronged way of viewing medicine and the moral decisions that its practitioners make extends to hospitals. Hospitals are seen as places of healing while at the same time they are thought of as spaces where some go to die. This view of hospitals arises from discourses around deaths in Modimolle Hospital that do not necessarily implicate hospital staff. These deaths are said to be caused by ghosts of past patients whose spirits were never ‘fetched’ from the hospital through certain ritual incantations. These stories are also linked to deaths on the R573 Moloto Road and speak to broader social processes that have given rise to a crisis of social reproduction. 













[bookmark: _Toc520205574]Chapter 5
[bookmark: _Toc520205575]The Ghosts of Modimolle and Moloto: Kinship and Hauntings in Post-Apartheid KwaNdebele
You could be sick for a very long time and then you get admitted to a hospital where you [eventually] die-- some people do go and fetch the spirit of the dead person while others do not because they now believe in something different. This leads the spirit to attach itself to other sick people in the hospital and [thus] cause more deaths (Interview with Agnes 2016).
[bookmark: _Toc520205576]5.1 Introduction
In Chapters 3 and 4 I have shown how discourses of complaint around hospital deaths implicate hospital staff. In this chapter I show how these discourses also have countenances that extend beyond concerns over ‘greedy’ and ‘wicked’ nurses to encompass concerns about broader social processes and resultant anxieties as I discuss stories of ghosts that spread through gossip and rumour about Modimolle Hospital. These stories placed blame on what residents claim to be frequent deaths at the hospital to the ghosts of past  patients who died there but whose ‘spirits’ were never ‘fetched’. These stories were linked to road accident deaths in the R573 Moloto Road, another site believed to be haunted and hailed as one of the deadliest roads in the country and dubbed, accordingly, the Death Road. It is said that the spirit, which has been ‘neglected’ at the hospital or on the roadside, visits living kin through dreams where it communicates that it is feeling ‘cold’. Such dreams are taken to mean that the spirit feels isolated in the absence of kin (living or dead) and yearns to be reunited with them. In other cases, it is taken to be an allusion to the coldness of mortuary refrigerators, signalling that only the body was retrieved and buried while the spirit was abandoned and condemned to perpetual refrigeration. In my conversations with residents and traditional healers in KwaNdebele, both the hospital and the road featured prominently in haunting stories, these sites were said to be littered or swarming with ‘wandering’ spirits.[footnoteRef:60] I was repeatedly told that to prevent these spirits from haunting the living  it is important to perform the ritual incantations of ‘fetching’ the spirits of the dead where they died and return them to a mediated network of dead and living kin, a practice many fear is quickly diminishing. [60:  There are similar beliefs in Zimbabwe about mashave, (alien) spirits which are lost or wandering spirits who possess strangers and endow them with healing, hunting and artistic abilities (see Jones 2008: 133).] 

In Chapter 1 I discussed in detail the unifying effect of gossip and its uses in reinforcing normative group behaviour while suppressing dissent (Gluckman 1963), and the uses of rumour in subverting and making collective commentary about the prevailing social order (Ghosh 2008). I explained that both gossip and rumour constitute a plebeian discourse as they give voice to what are otherwise marginalised sections of society (Ghosh 2008: 1239; also see Gambetta 1994: 205; White 2000: 58). In this chapter I argue that the unifying aspect of gossip is also fitting in a context where there exist anxiety over fragmenting families (given its unifying effect), while the subversive aspect of rumour to the prevailing social order is theoretically consistent with community hopes for change. The plebeian quality of both gossip and rumour confirms the powerlessness of interlocutors as they have limited means of voicing their grievances (see Chapter 3). Against this background, the circulating stories about hauntings in Modimolle Hospital and Moloto Road do two things: first, they critique the abandonment of ‘traditions’ in handling dead bodies in a period of greater individualism (fragmenting families and greater mobility in a neoliberal period); and second, they call for a return to ‘tradition’ (or the deepening of kinship ties). In both objectives we see attempts to disrupt the prevailing social order (which is thought to be too individualistic) and replace it with closely knit kinship networks.
I begin this chapter by examining the reasons why a hospital would be a fitting space for hauntings and a similar account of the road followed by an ethnographic account of one of my many travels by minibus taxis on the infamous Moloto Road. These travels were often punctuated by petrol garage and taxi rank stops, taxi breakdowns and, sometimes, even tales of the supernatural. I then provide a reflexive account of ghost stories I heard growing up in KwaNdebele in the late 1990s and early 2000s. These stories warned against neglecting one’s homestead and, worse, absconding to the city. Using these stories and some analysis, I provide a glimpse into residents’ fears around death away from home, and show how these fears fit into a broader historical context of mine migrant labour in the late nineteenth-century down to present-day accounts of Zimbabwean migrants living in Johannesburg who, whenever they are gravely ill, must always return home. Lastly, I explain how stories of hauntings in Modimolle and on Moloto, framed through an idiom of a call for a return to ‘tradition’, express anxieties around a perceived breakdown of the family as a sacred institution charged with reproducing society. I thus conclude that hauntings in post-apartheid KwaNdebele ultimately speak to a perceived crisis of social reproduction.  
[bookmark: _Toc520205577]5.2 Hauntings in a Hospital
There is no hospital without ghosts because many people die there-- In our culture when a person has passed on you must go to the place where they died and tell them that we are here to take you-- then you take them to the mortuary and from the mortuary you tell them that we are now taking you home. Many people do not do that, people no longer do these things (Interview with Linah 2015).
Scholarship on hospital ghost lore is surprisingly scarce; Dayle DeLancey (2009) explains that academics have tended to be sceptical of hospital haunting legends, leaving them to the entertainment media for analyses.  However, in her attempt to fill this gap in scholarship, she makes a connection between historical accounts of patient abuse and hospital ghost lore, and argues that hauntings detail abuses long visited on patients in what are now abandoned hospitals. This is especially true when we consider that patient abuse in medical settings can often be ‘covered up’ or, like ghosts, be rendered invisible.[footnoteRef:61] Although I am in agreement with the interpretation offered by DeLancey (2009), I also suggest that hospitals are not only haunted because of the indiscretions of those who work within them, but that they are liminal or indeterminate spaces fraught with contradictions. And that it is these contradictions that render hospitals particularly suited for hauntings.  [61:  Avery Gordon (1997: 17) explains that ‘to write stories concerning exclusions and invisibilities is to write ghost stories.’] 

Arnold van Gennep (1960) wrote that life, from birth to death, consists of a series of events or stages, and that each stage necessitates a set of rites or rituals to help one cope with their new station in life, whatever that station might be. Such rites include but are not limited to baptisms, puberty initiations, and matrimonial rituals. However, one could not attain a new position or station without going through an intermediate phase. Victor Turner (1969), following van Gennep, wrote about this intermediate phase as ‘neither here nor there,’ or ‘betwixt and between,’ and as a position not marked by clear classificatory boundaries, as merely transitional. Turner thus wrote that ‘liminality is frequently likened to death, to being in the womb, to invisibility, to darkness, to bisexuality, to the wilderness, and to an eclipse of the sun or moon’ (p95).
Most ghost stories are set in liminal spaces such as bridges, staircases, bathrooms and toilets, these are ‘betwixt and between’ spaces, as Turner explained (see Dundes 1998; Thomas 2007a: 37-8; Grider 2007a: 153; Gider 2007b: 132). Growing up in KwaNdebele in the late 1990s and attending primary school there I can draw on a plethora of stories my peers and I exchanged in class and on the playground. One fascinating story, which was more popular among girls than boys, was that of Pinky-Pinky – a ghost, said to have been seen only by young girls (not boys and not adults), which haunted school toilets. According to some, Pinky-Pinky targeted young girls who were just entering puberty. The creature itself was believed to be neither male nor female and was said to prey on young girls who would dare visit the school toilet unaccompanied by peers or unsupervised by adults. Sometimes a young school girl would have in her possession a coin, to be presented as a bribe, should she find herself attacked in her next toilet visit. This and many other such stories were popular around South African townships at the time. One has to note that the toilets which were said to be haunted by Pinky-Pinky were pit latrines or ‘long drops,’[footnoteRef:62] these toilets are scary not only for possibly harbouring spectral creatures but because they are mostly not tailored for use by children and can prove fatal should one fall inside.  [62:  The state of toilets in public schools has not changed to this day, this is despite calls by several NGOs (most notably Section 27) for greater government intervention to improve infrastructure in public schools especially since the year 2014 where a pupil fell to his death in a pit latrine in a Limpopo school.] 

That Pinky-Pinky is said to be genderless – I surmise – is itself an expression of the uncertainties of using a pit toilet or the nature of the act of relieving oneself (at least for children), and the anxieties of entering puberty, a phase better endured accompanied by peers. Alan Dundes (1998) writes about a Western equivalent of Pinky-Pinky in the form of the Bloody Mary ritual performed by pubescent American girls, and gives a menstrual interpretation of this ritual – that is, the legend expresses young girls’ fears about menstruation and that the ritual serves as a preparation for the imminent onset of the menses.[footnoteRef:63] By drawing on these examples I want to demonstrate that Modimolle and hospitals in general are uncertain (read transitional or liminal) spaces. It is for this reason that hospitals should be the most haunted of places, which indeed they are.  [63:  According to Dundes (1998) the ritual (which taps into the legend of Bloody Mary) involves teenage girls having a ‘slumber party’ where they dare each other to individually go into the bathroom, turn off the lights, look into the mirror and with a lit kindle in one hand summon the ghost of Bloody Mary by saying her name three, six or forty-three times (the number varies). ] 

One particular hospital which has attracted wide attention not just from lay ghost hunters but the media as well is the abandoned Kyalami Hospital in Kempton Park. This hospital was abandoned in December 26 1996 and is now a favourite spot for those searching for ethereal adventures. Also haunted, and once abandoned, is Durban’s Addington Children’s Hospital, which is said to be haunted by a certain grey lady who roams and terrorizes its wards. First opened in 1931, this hospital shut down in 1980 and remained closed until it was reopened in 2013 as KZN Children’s Hospital. However, it not only abandoned hospitals that are haunted, some of the biggest and still operational hospitals in South Africa are rumoured to be haunted. For example, the Port Elizaberth Provincial Hospital is said to be haunted by a ghost of an old nun, Cape Town’s Groote Schuur Hospital is said to be haunted by several ghosts including, among others, a pants-less man and the friendly Sister Fatima who is occasionally seen helping nurses by handing out drinks to patients, Eugene Marais Hospital is said to be haunted by a certain blood-soaked bandaged male patient, while Steve Biko Academic Hospital is said to be haunted by a ‘blue-eyed nurse in a white veil’ (Health24 2015).
Writing about haunted houses, Sylvia Grider (2007a: 155) explains that those who enter a haunted house and come into contact with spectres who dwell within it, if they are ever lucky to survive the encounter, come out profoundly changed by the experience. They are often found catatonic, with their hair having turned white. Like haunted houses, people enter hospitals and (if they are lucky to survive) come out profoundly changed – symbolically, and sometimes physiologically as well. The process by which this unfolds is quite temporal. Individuals first enter the hospital; queue to open a hospital file or to retrieve one from the front desk, they proceed to triage where (depending on the nature of their condition/s) are then transformed into patients, and after consulting with a nurse (or on rare occasions with a doctor) exit the hospital with new identities. This means they might exit the hospital with a new disease having been confirmed or a previous one having been cured – for example, one may exit as a cancer patient or as a cancer survivor (see Long et al. 2008: 73; Biddiss et al. 2013: 50).This extends to cases where family members accompany one of their own into the hospital, say, for a surgery. Those accompanying a patient undergo a process of separation from the patient who is then taken into an operation theatre. The period during which the patient is in surgery constitutes a liminal phase for those waiting for the outcome (while also oscillating between hope and fear). And finally, the process is concluded by a reunion between those waiting and the patient (Trimm & Sanford 2010: 454-5). 
Time spent in the hospital waiting in a queue contributes to the uncertainty of the hospital space. Waiting, as discussed above, is itself a liminal phase since one is in transit to consult with a nurse or doctor, and is awaiting either good or bad news (see Strathmann & Hay 2009). The time spent in a queue is often in-between the phase where an illness is suspected and the phase where it is confirmed or, if we’re lucky, a phase where our suspicions are proven false (see Irvin 2001). Debbi Long and colleagues (2008: 72) write that 
Hospitals are places of intensity, of life-and-death drama, creating moments of truth, self-discovery and rites of passage. In being removed from ‘normal’ life, a patient is frequently given the opportunity – or confronted with the necessity – of taking stock of kinship, friendship, meaning, finitude, mortality and other core issues of life.
The hospital is therefore a place where ultimate or existential questions become more pertinent and marked relative to our mundane everyday experiences. It is in the hospital that we come to terms with our mortality (Long et al. 2008: 73), and where our concerns begin to transcend and extend beyond our individual bodily disorders and wellbeing to encompass the welfare of society as a whole. More importantly, hospitals are fraught with many contradictions in that while many go to the hospital to be healed, others – especially the elderly – go to die. Hospitals are thus spaces of health and sickness, life and death, hope and despair. To borrow from Rose Coser (quoted in Long et al. 2008: 71) ‘the hospital is a battlefield between life and death, the focus of intensive anxieties and hopes.’ I submit therefore that the indeterminateness of the hospital space – induced by the fact that both the triumphs and failures of the project of (biologically) reproducing society play out within this space – inspires both hope and despair. Spectrality thus serves to express this contradiction or the alternation between being there (life) and not being there (death), which is the way of the ghost.
This section has  shown that it is not only the indiscretions of staff that render hospitals haunted but the nature of the hospital space which brings to fore collective anxieties or any misgivings people might have concerning the direction society is headed. Hospitals are highly liminal spaces fraught with contradictions that make them particularly suited for hauntings. The ghost therefore serves to externalise or bare these contradictions. In the next section I show that roads, like hospitals, are fraught with contradictions that find expression through spectrality. For example, economic inequality in South Africa has grown since 1994, and roads provide a platform for the conspicuous display of this discrepancy in incomes: a few very fast, powerful and expensive cars side by side many old, unreliable vehicles.  This set of dynamics has contributed to the exceptionally high number of fatalities on South African roads, and it speaks to wider processes of economic and social inequalities.  Also, roads take people to work in the city, enabling them to earn a living – an undeniably liberating thing – but to work is also to be exploited. Roads reorder space and blur boundaries and thus bring people or families together but greater mobility also means greater exposure to automobile accidents and the resultant deaths of kin (see White 1993: 7-8; Masquelier 2002: 833; Green-Simms 2010: 62).
[bookmark: _Toc520205578]5.3 Hauntings on the Road
The road in Africa is more than a direction, a path to take. After you’ve paid the passage and taken your seat, the road becomes the very concern, the center of life over every mile, a place where you realize, suddenly, that you have surrendered everything. Even the right to survive (Chilson 1999: 7). 
The road in Africa is a space fraught with untold dangers which must be tamed if travellers are to surrender themselves to it. In Ghana, the use of stickers by commercial drivers which read ‘RELAX. God is in control’ speak not only to the dangers of road accidents but to broader uncertainties that encompass the insecurities – economic and social – that surround the nature of their work (Klaeger 2009: 214; also see Verrips and Meyer 2001: 173). Jojada Verrips and Birgit Meyer (2001: 175) also recorded stories told by taxi drivers of ‘strange beings’ that wander about Ghanaian roads at night intent on distracting unsuspecting drivers and causing them to crash and die. As a result some drivers relied heavily on their Christian faith or their trust in God to see them through the road unharmed. Gabriel Klaeger (2009: 223-5) also writes about the Accra–Kumasi Road in Ghana which is said to harbour spectral beings that persecute passers-by as well as cause accidents to an extent that calls have been made for the performance of ‘pacification rites’ or rituals meant to drive away spirits of ghosts responsible for accidents in specific sections of the road.  Road cleansing rituals, according to Klaeger, ‘convey a sense of roadworthiness.’[footnoteRef:64]  [64:  Also see Peter Chilson (1999) for an example of a similar phenomenon in Niger.] 

Adeline Masquelier (2002) writes about malevolent spirits (isikoki) that haunt roads in southern Niger (especially Route 1) seeking to lure travellers to their untimely deaths. These spirits are said to be dangerous because they ‘belong to the bush, that unknown and mysterious realm outside of human control and always threatening to impinge on human space,’ it is thus for this reason that they have to be tamed or domesticated through ‘nature cults’ in order to render them harmless (p830). Masquelier (2002) explains that talk of spirits that haunt the road in southern Niger is a means of making sense of the ‘dislocations’ that followed colonial occupation or the construction of colonial roads that saw the destruction of vast landscapes cleared to make way for colonial expansion thus leaving the spirits displaced and without homes. Now homeless, these spirits wander about wreaking havoc wherever they pass (p838-9). Masquelier (2002) further explains that the spirits that haunt the road in southern Niger are not all destructive, that there are those that protect drivers by helping them avert potential crushes. This seeming contradictory nature of spirits as both destructive and protective works to present ‘roads as objects of both fascination and terror’ and road travel ‘as a process fraught with risky and contradictory possibilities’ (p831-2).
Lindsey Green-Simms (2010) arrives at a similar conclusion about the road in Nigeria and presents it thus as a site that brings forth ‘both the possibilities and impossibilities of progress’. She explains that ‘the road is particularly well suited to metaphorical expressions’ because it ‘contains a constant slippage between the geographical road and the metaphorical quests of the road’s users’ (p54). Furthermore, Green-Simms (2010: 57) explains that unlike in first-world countries where drivers or travellers can insulate or shield themselves (through various automobile designs and smoother roads) from all that would remind them of the perils of road travel, many Nigerians do not have this luxury and thus suffer from ‘a state of continued anxiety’ and hence they perpetually prepare themselves for future shock. 
Perhaps equally terrifying to roads are the automobiles that trundle and speed on them, which necessitate certain assurances of a supernatural kind. For example, Paul Virilio (2007) explains that every technological innovation brings to the fore new forms of accidents, that ‘to invent the sailing ship or steamer is to invent the shipwreck. To invent the train is to invent the rail accident of derailment. To invent the family automobile is to produce the pile-up on the highway’ (p10). Verrips and Meyer (2001) explain that ghosts of people who died in car accidents can affect cars in the same way that they affect roads. Persons who either died in cars or persons whose corpses were transported in particular cars can haunt those cars sometimes even stopping them from functioning altogether; it is for this reason that cars, like roads, have to be ritually purified (p176). 
I have observed in KwaNdebele, and elsewhere in South Africa, the use of talismans mostly tied to and hanging from the rear-view mirror, either prayed over and sprinkled with holy water from a priest or prophet or endowed with protective magic from isangoma or inyanga to serve as some form of protection from potential crushes. Other measures taken to avoid a car meeting with bad fortune on the road include avoiding having sex in it. That one would park a car on the side of the road and engage in sexual encounters with a girlfriend or mistress is seen as a polluting act to the car and is thought likely to render it prone to accidents. Being extramarital, sex in the car, is likely to be recreational rather than procreative. And should it be uncovered it might lead to divorce thus directly disrupting the project of domestic reproduction.  
Wolfgang Schivelbusch (1977) argued that technological accidents or catastrophes are inherent within capitalist industrial organization and are thus symptomatic expressions of disharmony within the system (p131). More recently, Mark Lamont (2012) has read road accidents and resultant deaths as an upshot of a ‘misrecognised industrial catastrophe, a state-effect of global capitalism,’ and warns against a move to shift focus from broader factors that contribute to road accidents to an ‘epidemiological turn’ or a focus on individual behaviour as a means to deal with the carnage (p178). Lamont and Lee (2015) explain that this ‘epidemiological turn’ to road safety both in Kenya and in South Africa shifts blame from historical and socio-economic factors (for example, the road as a site of inequality) that exacerbate road danger (p467-8). 
In the case of South Africa, this ‘epidemiological turn’ with its emphasis on behavioural change (for example attributing the road carnage merely to drunk driving and speeding) has left out important discussions around systemic or structural factors that account for increased road deaths. These factors range from poor road conditions, unsafe public modes of transportation (especially in rural areas) and issues of inequality that have led to the poor using unroadworthy and second-hand automobiles (Lamont and Lee 2015: 478). For example, Mpho Mmadi (2012) describes the speeding habits of minibus taxi drivers in the township of Mamelodi in Gauteng and Jane Furse in Limpopo, and explains that their livelihoods depend on how much they succumb to pressures from the owners of the taxis they drive, and that speeding is one of the few tools at their disposal by which they attempt to undercut intense competition from other drivers and thus satisfy their bosses’ demands (also see Klaeger 2009: 214). Thus Lamont and Lee (2015) alert us to the ways in which this ‘epidemiological turn’ side-lines ‘popular understandings of road danger and the ways in which ordinary Africans debate and respond to situations and economies of risk’ (p483).  
Klaeger (2009: 214-8) explains that while for road safety experts accidents are attributable to ‘human and material failure’, however for some, as we have seen, ‘accidents can equally be provoked by spiritual forces, bewitched vehicles or curses on sections of the road’ and thus it is crucial to write about the ‘road perspective’ of road users or to focus on ‘the representational aspects of roads through the study of the semantics of symbols, metaphors and narratives.’ I now turn to present a reflexive account of my own travels – both geographical and metaphorical journeys – through the Death Road. This road is said to be inhabited by homeless spirits of those who, in the past, perished in fatal crashes on some of its specific sections, and like the spirits of Modimolle Hospital, have since been abandoned to wander around in limbo. 
[bookmark: _Toc520205579]5.4 Journey Through the Death Road
On 14 July 2015 I boarded a minibus taxi from Johannesburg CBD to KwaMhlanga in the Mpumalanga province where I would finally board a second taxi to the Tweefontein E village where I live. I arrived at the taxi rank around two o’clock in the afternoon and found that a few fellow commuters had already gathered there since noon, waiting for the taxi to reach its required quota before we could begin our journey to Mpumalanga. There were now only three empty seats that still needed to be filled so we patiently waited until at around three o’clock when the quota was finally reached. We then drove to Bronkhorspruit in what felt like a long drawn out journey. I was dozing off for the most part of it. When we finally reached the Bronkhorspruit taxi rank we sadly discovered that we were to be moved into a different taxi. This angered many of us as we quickly learned that the queue marshals meant to divide us in terms of different village locations – those going to Verena and those going to KwaMhlanga were to travel in separate taxis. We now had to wait several more minutes or, worse, hours for all we knew, in order to fill the new quota. 
A formally clad young man (who appeared to be in his early thirties) seemed more agitated than the rest of us. He complained that he was in a hurry to get to a meeting he was already late for. It was now around five o’clock in the evening and he threatened that if fifteen more minutes passed while we remained at the rank he would collect his fare and go ‘[hitch-]hiking’. An elderly woman seated beside him cut in, and with a stern look on her face and a quivering voice, remarked ‘you should be careful about hiking’ sounding and looking more concerned for the young man’s wellbeing and safety as she spoke. The elderly woman then continued to relate a story of how in the not so distant past and in a predicament very much like the one we were in, she had travelled in a minibus taxi one  evening with a certain young woman who carried with her many plastic bags. Like the rest of us in the taxi, the elderly woman and her travelling companions were impatiently waiting to fill a quota, and much like the well-dressed agitated young man they too felt largely inconvenienced. After she had lost her patience in a manner akin to what the young man expressed, the elderly woman demanded that she be reimbursed her fare following which she planned to go ‘hiking’. 
The young woman who was seated beside her, carrying many plastic bags, cautioned, ‘I don’t think it’s safe to hike, I have lost my children’s birth certificates because of hiking.’ I struggled to understand how losing one’s identity documents was proof that hitchhiking was dangerous, nevertheless the elderly women continued, ‘When we finally left the taxi rank, having filled the quota, we spoke some more with this young woman. She told me where she was headed but I was stunned to discover that we had long passed her supposed destination without having stopped to drop her off, but somehow she had left the taxi. She was no longer seated beside me and her many plastic bags seemed to have vanished along with her. It then dawned on me that she was a ghost, it seems she had died on the road while travelling to her home, sadly, she obviously is dead but isn’t aware of it, that is why she is forever travelling back home but never arriving, condemned to play out this circle over and over again.’  
After working through conflicting feelings of excitement and trepidation since this was a story about dying on the road while our own safety was still uncertain as we were still scheduled to travel through the infamous Moloto Road, otherwise known as the ‘Death Road’. I nevertheless quickly recollected my critical faculties and was soon calm again. Nevertheless, this story left me with some unanswered questions – did the young woman or phantom hitchhiker get murdered while hitchhiking? Or, she had previously been robbed of her belongings (resulting in the loss of her children’s identity documents) by a driver who had given her a lift and then, perhaps, on a separate and later occasion died in a taxi accident?[footnoteRef:65] There is no way of knowing, the chain by which events unfold in this story is opaque, however I would submit that the sketchiness of the details could themselves be a metaphor for the uncertainties of travelling in a minibus taxi (hailed to be one of the most dangerous mode of transportation in the country) and on one of the country’s deadliest roads, the R573. Only one thing was certain to me – that is, the elderly woman had an agenda in her chilling telling of this story. It was clear to me that she was cautioning the young man about the dangers of hitchhiking. However, more apparent, at least to me, was the fact that this seeming concern for the young man’s safety was self-interested – she did not want him to abandon the taxi leaving us with more empty seats to fill and thus delaying our already prolonged journey. More important for me was how my concerns shifted, when we left Johannesburg, from merely musing about whether I would get home before dark so I could also manage to visit friends to whether I would get home at all by the time we left the Bronkhorspruit taxi rank. It seems I had journeyed both geographically and metaphorically (see Green-Simms 2010: 54).  [65:  Gillian Bennette (1998) explains that in the West there are many variants of the vanishing hitchhiker story, however what is common among the hitchhikers is that they all ‘betray themselves by exhibiting a non-natural alternation between being there and not there (the disappearance which has given the stories their title)’ (p4), and that  ‘the hitchhikers’ social position is most commonly liminal in some way – for example they might be a new father, a bride-to-be, a promising student, or a girl on the brink of adulthood’ (p8). According to Bennette (1998) modern-day phantom hitchhikers or ‘destination-giving phantoms’ stories, at least in the West, are no longer underpinned by concepts of Heaven and Hell, they seem to underscore the cruelty of death and as such they set out to save others (fortunate drivers) from meeting the same fate (p12).  ] 

It is clear that a ghost story is never just a story. Although entertaining, it is more a means of imparting information and cautioning or instilling fear to bring about a change in behaviour.[footnoteRef:66] The stories of hauntings in Modimolle and Moloto, unlike the vanishing hitchhiker story relayed above, concern themselves with cosmological and ontological throes that while they encompass road travel also extend beyond to express concerns over what increased mobility and emigrations to the city mean to kinship networks. I now turn to explore concerns over death away from home, and locate these concerns in history and also show that they are generalizable to most of southern Africa. [66:  This story was entertaining, emotional, murky, and it contained a bit of fact. It was entertaining because as we listened we passed time while waiting to fill a quota. It was emotional because it was obviously meant to illicit a feeling of fear.  And it was murky since it was largely inconsistent or opaque; however it was grounded in fact as it aimed to warn against the real dangers of hitchhiking.] 

[bookmark: _Toc520205580]5.5 Death Away from Home
The ghost stories I grew up hearing in KwaNdebele were almost all similar in structure. They involved a man (husband or father) either returning, unwarily, drunk from a shebeen or late from work, he then finds himself a victim of a haunting. He would spend hours walking but never arrive home. He would sometimes see his house and be walking towards it but somehow he could never reach it. And this would continue until dawn when he eventually regains his senses and finds his way home. In another variation, the man would be lured or happen upon a beautiful house in a remote plot of land where he enters and explains to his genial hosts that he is lost, he is then treated to a hot meal of pap and stew (the meal often depends on who’s telling the story) and offered a bed to lay on for the night. He is, however, woken up by the cold of dawn or by rain drops falling on his exposed body and realises that he has spent the night in a ruin of what once was a house.  Or more chillingly, he wakes up in a graveyard and realises that his seemingly friendly hosts were in fact ghosts. That the comfortable bed he was offered the previous night is in fact a grave, and the rail he used to hang his coat, the tombstone. More embarrassingly, he discovers remains of last night’s super or rather lingering bits of cow dung in his mouth – proof that the pap and stew he had enjoyed contained less scrumptious ingredients than he first thought. 
The meaning in these stories is two-fold, one obvious and another subtle. The stories serve as a warning against spending too much time either in the shebeen or wandering about in the city after work, away from home. Tacitly, however, the beautiful house – usually said to be luminous and decorated with fine-looking furniture – could be an opaque allusion to the city and all the glamour it contains. Its disappearance is therefore a reminder that it holds false promise or rather that it is not home. No matter how hospitable one’s stay in the city might seem it is always a short-lived illusion for, sooner or later, one must return home. That the victim wakes up in the graveyard – I surmise – is merely for dramatic effect, after all what good is a ghost story if it does not terrify the audience?
Recently, I have been party to conversations about husbands who have absconded to the city, with rumours that they had been sighted in such-and-such a place either in Pretoria or Johannesburg resurfacing every year, although a few do come back. However, for those who are rumoured to be dead it is often painfully exclaimed that if only the family could get, if anything, the bones that they can then burry.  It is a horror to not know what became of a member of the family – the probability of being lost in the city – or, receiving a pauper’s burial in a municipal cemetery faraway, or in an unmarked grave causes many to lose sleep at night. These concerns are expressed with such painful facial expressions – closure for the family attained from burying a member, and to bear the costs for this (even for those who have absconded) points to a greater responsibility towards one’s kin. A way should always be paved for one to re-join the family, if not in this life, in the afterlife. To be buried away from home and by strangers is ‘to be buried like a dog.’ Even when a family has succeeded in burying a loved one, relations with the dead do not cease. There is continued interaction with the spirit of the dead person by visiting the grave (this is done at least once a year, where surviving kin ‘clean’ the grave after which they communicate with the spirit). Or, in times of great difficulty or perceived witchcraft attacks, the spirit is asked to follow those visiting back to the homestead wherein it will stand watch and ward off any evil that may befall the homestead (I return to this point in the next section). 
Despite the growing costs of funerals, families often fight over who gets to bury the corpse. To clarify, these disputes are about assuming responsibility and incurring the costs for burying a corpse than about averting responsibility. It is always bad to abandon kin, even in death. It is also bad for the family to cast out one of their own (even those who had absconded) in such a way that they find themselves seeking the company of strangers and inadvertently killing them in the process.[footnoteRef:67]The funeral and all rituals performed prior, during and post burial are crucial to ensure that the family gets on with life and living as soon and as normal as possible. These rituals are thus essentially not for the dead more than they are for those who survive the deceased. Therefore critiques about the wastefulness of funerals, for example, ignore the fact that rites of interment are more for the living than for the dead (see Lee & Vaughan 2008: 342-4). Sometimes the apparent ostentatious spending on a funeral is mostly a means to show off the family’s financial standing. Therefore spending huge amounts of money on a funeral sometimes does not reflect the reputation of the deceased or his or her kinsfolk’s affections for them. Rather, the corpse is merely a means to an end, funerals are for the living and not the dead (see van der Geest 2006: 487; Lee 2011: 226). Today in KwaNdebele, as well as elsewhere in the country, funerals (especially those of young people) are often sites for older residents, clerics and community elders, to launch their complaints about the young generation and make appeals for a return to the ‘old ways’. The night prior to the funeral, usually a night vigil held by the church the family of the deceased belong to, is meant to help the family of the deceased get through their loss – although this does happen to a certain extent – a significant portion of this time is spent cautioning those in attendance about the dangers of living a life devoid of community values. [67:  It was explained to me that when a restless spirit (or a spirit that has not been guided back to the homestead after death) tries to connect with a stranger or a person with whom it has no prior blood relations that person dies as a result. ] 

Rebekah Lee and Megan Vaughan (2008) explain that historically African funerals have always been sites where concerns about societal issues could be voiced and struggles over political power could be launched within the ‘contested space’ that funerals provided. Furthermore, mourning rituals provided a space within which ‘appeals for political reform or renewal could be framed by a mobilizing rhetoric of return’ (p345-6). Tshidiso Maloka (1998) explains that the fear of death away from home among Basotho migrant miners in the period between 1890 and 1940 was so great that those who fell sick while living in the mine compounds demanded to be taken home (in the country) often against the wishes of medical staff and friends taking care of them. This sometimes led to the deaths of those who otherwise would have recovered had they stayed (p24). This became so habitual an occurrence that the first sitting of the Basutoland National Council of chiefs in 1903 discussed this pattern and resolved that the sick who were being repatriated to the countryside be accompanied by a member of the family to lessen chances of death on the road (ibid). Lee (2011: 228) explains that the fear of death away from home among migrant mine workers living in the compounds of Johannesburg in the late 1800s led to the formation of the first burial societies. Such burial societies helped fund and facilitate the transportation of the corpse and mourners to the countryside (also see Dennie 2009). The fear of dying away from home and being given a  municipal or pauper’s burial (in an unmarked grave) without the proper rituals to reunite one with their shades haunted miners who literally faced death every time they ventured into the belly of the earth. Interestingly, it was not so much the fear of accidental or premature death that terrified miners but rather dying ‘far away’ or ‘far from home’ (Lee 2011: 228). 
It was thus the possibility of death away from home and from one’s kinsfolk that perturbed miners who feared they would not transition to the astral dimension without the presence of their kin to ensure this through certain ritual performances (Lee & Vaughan 2008: 356). Garrey Dennie (2009) explains that what seems to have been a problem for the migrants and their families was the fact that municipal and mine funerals disturbed the very essence of burials which were (and are) more about kinship relations symbolized by the mourning process and the coming together of the family in order to help each other get through the loss (p320).[footnoteRef:68] According to Maloka (1998: 24), although the urge to repatriate the dead for ‘proper’ burial in the country was so great there were instances where this was not possible.  In cases where the repatriation of the dead to the country could not happen (mostly due to the exorbitant costs families incurred when repatriating their dead) the family of the deceased alternatively would, after thorough confirmation of the said death, hold a fictional burial. Moloka (1998: 24) is however not certain how the Basotho conducted fictional burials but postulates that they were most likely akin to those of the Shangaan (who formed a bulk of the labour force in the gold mines at the time). Fictional burials encompassed the gathering of the deceased’s kin who would dig a hole and bury all items (clothes, blankets and so forth) the deceased used on a daily basis. Drawing on contagious magic logic, it was believed that all items soiled by the deceased’s sweat, for example, were themselves the deceased. Those families who could not give in to a pauper’s burial and to holding fictional funerals but still could not afford the exorbitant fees charged by undertakers to transport the corpse to the countryside went as far as opting to transport the corpse on the top of the hood of a car (Dennie 2009: 321). [68:  See Robert Hertz’s (1960: 28) formulation that death is an ‘object of collective representation’.  ] 

Reason Beremauro’s (2013) study of present-day destitute Zimbabwean migrants living in the Central Methodist Church in Johannesburg records attempts by many among the cohort who try to return home when faced with terminal illness in a bid to avoid dying away from home. And worse, avoiding the ‘disgrace’ of a pauper’s burial. This fear, according to Beremauro (2013), is informed by beliefs that ‘burials away from home may in future arouse the anger of ancestors and result in the living facing misfortunes’ (p174). In the next section I show that it is not only burials away from home but burials not done ‘proper’ that prevent the reincorporation of the spirit to a mediated network of dead and living kin as I discuss the particularities of death and mourning in post-apartheid KwaNdebele. 
[bookmark: _Toc520205581]5.6 Death and Mourning in KwaNdebele
In my conversations with residents and traditional healers in KwaNdebele, hospitals and roads featured prominently in haunting stories, these sites were said to be littered or swarming with ‘wandering’ spirits. I was repeatedly told that to prevent these spirits from haunting the living one must perform the ritual of ukuthatha ithunzi likamufi (literally, fetching the spirit of a deceased person). Bheki Mathibela (a traditional doctor from the Phola village) explained, in detail, the purpose of this ritual, here is an excerpt of our conversation:
Bheki: Death rituals are performed for people who died by accident. These incidences include [for example] car accidents or miners that are trapped in the ground. Family members usually consult where they state that they have strange dreams of someone who has passed on. We [traditional healers] are then tasked to go fetch the spirit of the late. Actually, we pick up the bad spirit from the point of [the] accident. This is the very same bad spirit that continually disturbs family members. These rituals differ from one ethnic group to the next, and [also] in terms of gender.  There is muthi that we use, especially among the Zulu tribe, this muthi is called umlahla nkosi, we then use it to fetch a male spirit, then umgany’ we use it to fetch a female spirit. We use a branch from a morula tree to fetch the spirit [the branch is dragged on the ground so as to leave a trail that the spirit then follows].
Job: Is the spirit that leaves the body the same spirit that haunts the family?
Bheki:  The spirit left at an accident scene can haunt the family in dreams. A deceased [person] may say that they are feeling cold.
Job: So usually when one encounters odd dreams it is usually the bad spirit left at an accident scene?
Bheki: Yes.
Job: What causes a spirit to haunt the family?
Bheki: It is usually that the spirit wants to be united with other ancestors-- the spirit of the late person wants to be united with other spirits of the family (Interview with Bheki 2016).
As discussed above, the spirit is in fact said to be yearning for familiar surroundings (this is either the presence of living kin or their shades). When this is impossible for the spirit, which now finds itself trapped in the wards of the hospital or confined to a particular section of the road, it searches within these surroundings for familiarity and ‘attaches’ itself to strangers who are then killed by this act.[footnoteRef:69] To prevent this from happening, there are strict rules one must follow when handling dead bodies before they are buried. The body, since it is believed to be a vessel, hosts the spirit which to an extent is considered to be eternal in that is survives the death of the vessel.[footnoteRef:70]  [69:  It was not made clear or fully explained to me how a stranger dies when coming into contact with a spirit that is attempting to foster a bond or connection. My tentative conclusion is that this works to stress the belief that when we neglect our kin they become a burden to outsiders. ]  [70:  Hylton White (2004: 154) explains that through failure to further the family bloodline, the living can kill the dead.   ] 

At the moment of death the spirit, although it leaves the body, lingers on at the site of death. Whoever removes the body from this site has the duty to inform the bereaved family of this exact location so they may come to perform the ritual incantations of ‘fetching’ the spirit. This is to ensure that the spirit follows the corpse to the mortuary, and later to the homestead where the corpse will lie following which there will be a burial wherein both, body and spirit, can be put to rest. In occasions where the family is present at the moment of death (said to have been common in a ‘pristine’ past where people did not move around so much) this conveniently allows for both the body and the spirit to be simultaneously taken to the mortuary. The corpse (and by extension the spirit) is told that we are now taking you to the mortuary. And again, when the corpse has to be moved from the mortuary to the homestead for the night vigil that precedes the burial in the morning, it is told that we are now taking you to your final resting place. The conversation with the corpse does not end with a burial. After a year has passed since the funeral, kith and kin can return to the grave during a death cleaning ceremony called umhlubulo wesifo where members of the family who had been grieving remove their mourning garbs and are ‘cleansed’ of isinyama  (literally a black fog, denoting a state of moral pollution) that death has brought into the homestead. 
These ceremonies take place within a year of a burial (also see White 2004), and only half a year if the deceased person was a child.[footnoteRef:71] Whenever there is a death in a family children often go through the ritual of umhlubulo wesifo within six months of the burial, this is because children are said to be less fixed within the homestead and move about freely and can, through coming into contact with strangers while in mourning, pollute them, hence the cleansing ceremony always has to be held early for them.  While for the widow or widower the period lasts exactly for a twelve month period. This ceremony is also called isibuyiso (the returning) which denotes the belief that the spirit accompanies the living back to the homestead wherein it will stand watch and watch over the inhabitants of the homestead.[footnoteRef:72]    [71:  Age in this context is not necessarily defined by a tallying of chronological lapses in years as any person remains a child when in their parents’ homestead, even when they have now established their own homestead they however retain this status in their parents’ homestead.  ]  [72: In the popular IsiNdebele novel Mbala Ngubaba (1994) by P. B. Skhosana the narrator details the events surrounding the mourning period of the widow NaMtshweni: ‘Isibuyiso sakaBongwe besele sidlulile naso. Abantwana bakhe besele batjhaphulukile kokunengi, okukhambelana nokuzila. nguNaMtshweni yedwa obasasele. Njengekosikazi etlhagileko, kufuze bona izambatho zakhe ezinzima azembathe, bekuphele unyaka. Njengomuntu osele akhulile, amdala ngengqondo yendabuko isanzinzile kuye, lokho uyakwazi. Uyakukhumbula. Futhi uzimisele ukukugcina.’ [The ceremony of isibuyiso for Bongwe had at that time passed. His children were now free in many things that have to do with mourning. It was only NaMtshweni who was still bound by this tradition. As a wife whose husband has passed, she is supposed to wear her black garbs for a full year. As a person who is old and well versed in matters of tradition she knows this fact very well. She remembers that she is supposed to do this. And she is determined to do so.] (p44). ] 

The ceremony is mostly accompanied by a bull sacrifice especially if one was not sacrificed during burial, and takes place over a two day period, from the morning of a Saturday where the family visits the grave and informs the deceased person’s spirit that a ceremony is being held in their name. Then later on the same day a night vigil is held which ends on the morning of the Sunday where all those in attendance travel to the gravesite to pay their respects. This ceremony marks the end of the mourning period and, as discussed above, sees the bereaved remove their mourning garbs (iinzilo). For widows (abahlolokazi), these garbs usually include a black turban and a matching dress or two-piece garment. A widower (umfelwa), however, merely wears a piece of cloth that is wrapped around his left sleeve and fastened with a pin. Or, if the person is fond of wearing hats, the cloth is wrapped around the hat like a band, with both ends joined and fastened with a pin. The same thing is done for other members of the family except children (this is anyone considered young enough to not be trusted with a sharp needle), for whom pieces of cloth are woven and made into necklaces which they then wear around their necks. Nowadays the colour of the cloth used in mourning varies (they mostly resemble the family church’s uniform) whereas before it is said to have been exclusively black. It was stressed that this resulted from a growing influence of Christianity which gave rise to syncretic approaches to the handling of death and mourning. 
In the past, say, a widow who was in mourning would experience almost total isolation, and that the black garbs she donned would serve to signal to others to avoid any contact with her. It is said that when one was visited by a mourning person he or she, out of custom, would welcome and genially attend to the visitor however upon their departure the mat on which they sat would be burnt, and in some cases the section of the earth where the mat was placed would also be scooped to be thrown away. Such was the extent to which death was considered polluting.[footnoteRef:73]  [73:  In the popular IsiNdebele novel Mbala Ngubaba (1994) by P. B. Skhosana , NaTltharini, an attendant or companion to the widow NaMtshweni, reminds two visitors who are requesting an audience with the widow about this custom: ‘Iye, ukhona umma wala ekhaya, kodwana njengobana nawe wazi bona sibabantu abanamasiko aqinileko nazothileko, akakafaneli bona aphume ngendlini angakahlubulisi abantwana bakhe. Sekunobana aphume eze la kini, kufuze nina ningene niye kuye lapha afukamele khona.’ [Yes, the lady of the house is available, however as you well know we are a people of strong traditions and as a result she is not supposed to leave the house and come to you, you are supposed to go to her.] (p7).] 

It is through the rituals of ukuthatha ithunzi likamufi and umhlubulo wesifo that the spirit can be taken from the site of death to the homestead and then to the gravesite and from the gravesite back to the homestead where it can stand watch and ward off evil spirits. Through these incantations and rituals the spirit is domesticated and made to serve the homestead.[footnoteRef:74] Failing this, the spirit can prove rather dangerous (especially for outsiders who, we have seen, become collateral damage). Some in KwaNdebele lament that people no longer perform these rituals and fear that there will be more deaths as a result. The solution to the deaths is proposed in a form of a call for a return to ‘tradition’.   [74:  In Mbala Ngubaba (1994) the late Bongwe is asked to watch over his livestock from beyond the grave.  ] 

[bookmark: _Toc520205582]5.7 A Call for a Return to Tradition
Stories of hauntings in Modimolle Hospital and Moloto Road reveal cultural values and conflicts of a given time or period in history. In KwaNdebele, the insistence on bringing the spirit of the dead home and reuniting it with the family expresses anxieties and concerns about the perceived breakdown of the family and a move towards greater individualism. Rebekah Lee (2012: 196) writes about a similar phenomenon among  amaXhosa of the Eastern Cape and explains that the act of ‘talking to’ the dead in spots where car accidents happened and also while transporting the corpse to its resting place indicates, and domesticates, spiritual threats of road travel.
According to Lee (2012), in Xhosa cosmology the performance of ‘proper’ rituals such as animal sacrifice for blood shedding prior to burials works to ensure the smooth passage for the deceased’s spirit to the astral dimension, therefore should the family fail to perform this ritual ‘the spirit could lose its way’ and thereby bring upon the family misfortune (p204). Lee (2012) puts emphasis on accidental or rather ‘violent and sudden’ death on the road. Also the restless spirits in her account bring misfortune to their own families, whereas in my observations the spirits bring misfortune to strangers. However, there are important parallels in that the ritual is there to re-establish a connection with living kin and to foster a belonging for the spirit, thus she writes that ‘a twofold reconciliation is necessary involving the ‘fetching’ of the spirit at the scene of the accident to reunite it with its body, and secondly the ‘reconnection’ of the dead to a larger and usually kin-mediated framework of belonging’ (p205).
The key to understanding Ndebele cosmology lies in beliefs around the metaphysics of a dead body. In IsiNdebele, a corpse is often referred to as isidumbu sikamufi (the corpse of the late) or less formally umzimba kamufi (the body of a deceased person). If the family of the deceased person were to visit a mortuary to identify if indeed the deceased person is their kin they sometimes would not refer to the corpse by its name when it is shown to them. They may say ‘yes, this is the corpse of our son,’ rather than say ‘yes this is our son.’ This points to a belief that the spirit within the corpse has now left the body. This is in fact a proclamation that corporeal bodies are mere vessels ‘worn’ for a short time span whereas the spirit must live on. I submit that the ‘spirit’ should be read as a metaphor for society which, being eternal, must always be able to regenerate itself. This is demonstrated by beliefs that ancestors are not really extra social entities but co-exist with the living and can, from time to time, be corporeally ‘woken up.’ 
It was explained to me that there in fact isn’t an astral dimension where the dead are confined but that they coexist with the living in this world.[footnoteRef:75] More specifically, one could temporarily be an ancestor until such a time that they are ‘woken up’. This is done through the ritual of ukuvusa abezimu (waking up the dead) where those who have passed on are brought back to life through, for example, the naming of new-born babies in the family after a dead grandfather or grandmother. This was explained to me using the analogy of wearing clothes. It is believed that the spirit of the deceased person who is being ‘woken up’ or resurrected ‘wears’ the corporeal body of their new-born namesake.[footnoteRef:76] Bheki Mathibela explained this phenomenon to me: [75:  Paulo Granjo (2013: 221) writes about a similar phenomenon in Mozambique.]  [76:  This practice is not to be confused with the naming of children after grandparents who are still living. In those cases when the child’s older namesake dies their spirit might still demand that they be ‘woken up’ through naming a new-born in the family after them. This is because their first namesake is now a person in their own right or that their body is now ‘worn’ by a distinct spirit. I know a few homesteads wherein two siblings share the same name because of this ritual of ‘waking up the dead’.] 

Bheki: For as long as the spirit has not occurred in any child a dead person is regarded as an ancestor. Often the spirit could bring about health problems. This is why one would find a child named after the deceased; this is because the spirit has identified itself with the child. 
Job: Is renaming a child by the deceased’s name the same as the process of resurrecting ancestors?
Bheki: Yes, because the child’s behaviour will change, it will be more like that of the deceased. In some families one would find that the child is addressed as an elderly person.
Job: How do you name a child, who decides the name, is it [through] dreams?
Bheki: Not necessarily, sometimes from birth a child may have health problems where medical doctors cannot diagnose the problem. Then when parents consult traditional doctors it is then declared that the child actually needs to be named after their forefathers in order for the child to heal. In some instances rituals are performed, sometimes a goat is sacrificed. When a goat is slaughtered it is to acknowledge the original owner of the name that their name will be used. If a proper ritual is not performed then the child may continue being sick (Interview with Bheki 2016).
Robert Hertz (1960) writing about a similar phenomenon elsewhere explains that the act of resurrecting a spirit ‘pacifies the deceased and return him to life’ (p75), while it also ‘relieves the relatives of their mourning who see the one they have lost return in a new form’ (p74). This points to the belief that life is a but a cycle that depends on the living generation for its complete and successful gyration. Failing this, surely the future is in jeopardy and soon calamity will follow of which hospital deaths and the carnage on our roads are but a warning signal.
In my many conversations with residents and traditional healers, I have come to the realization that it matters not whether the persons to whom the now restless or wandering spirits belonged had lived virtuous lives that should have earned them a place among their shades. Instead what matters is whether their surviving kin had done their duty in giving them a ‘proper’ burial. It was thus stressed that the family has to perform the ritual of ‘fetching’ the spirit – the reiteration and emphasis on the importance of this ritual – I surmise – is a stern call for a return to tradition. Ugogo Vilakazi (an apprentice traditional doctor from the Tweefontein E village whom I mentioned in earlier chapters) explains:
Gogo Vilakazi: That a person is alive is because of the spirit, is that not so? So when you die and they only come to take the body but leave behind your spirit you end up wandering around and not knowing where to go. This is because in that place where you are there is no one that you know, when you see someone [a living person] you want to attach yourself to this person who will in turn lose their mind and this will cause accidents, you see? You haven’t found peace, you are not resting. --Your spirit keeps wandering around looking for a resting place and finds none. --Even here on the country’s roads, you might hear that there are accidents on a certain road around a particular time of the year and this repeats itself in the following year in the same place-- when someone dies in that situation the mortuary people come and collect only the body leaving the spirit behind to keep roaming that place. In the olden days there weren’t a lot of deaths because even if the person died in the middle of nowhere they would always try to go and collect their spirit. Do you understand me, did I explain clearly? [Ugogo Vilakazi asks my sister, a former emergency services volunteer, who had accompanied me to conduct the interview].
Delina: I understand you very well; especially when you talk about spirits because I used to work with ambulances and we would always pick up victims of accidents at the same places. 
Gogo Vilakazi: Yes, also back then people were not moving around like they do today, people mostly died at home and when the mortuary people came to fetch the body they would also call out to the spirit and announce that they were now taking the spirit to its resting place.
Delina: Yes, I also see sometimes that even when the corpse is being taken to the cemetery to be buried they first place the coffin at the gate and tell the spirit that we are now taking you to your resting place (interview with Ugogo Vilakazi 2016).  
Traditional healer Lucas Mahlangu explains further:
Lucas Mahlangu: It’s like, you see also with Moloto Road-- even Whites when they have an accident tomorrow they put a flower there. Why? Isn’t that communicating with the ancestors? That’s communicating with the ancestors! So with us Black people you find that someone dies there, they call and say this person has died in such-and-such a place and you take them to a mortuary, and then later you bury them. Even when they leave the mortuary you don’t go and tell the person that we’re now taking you home, and in the morning you again tell them that we’re now taking you to your final resting place. Let’s say now you are working, you are living in a rented place and then you die there in this rented room, can you see that you have left isinyama [literally a black fog, denoting a state of moral pollution] in that house? You find that every person who now rents that room dies because you kill them, you tell them that you want to go back home, you see? A person must be taken [back home] (Interview with Lucas 2016).  
The assertions by both Ugogo Vilakazi who is adamant that ‘back then people were not moving around like they do today, people mostly died at home’ and Lucas who insists that ‘no matter where you go you cannot abandon your shades’ are – I would argue – a lamentation over greater mobility in a period wherein people move frequently and die away from home (thus the constant reference to an aimlessly wandering spirit which has drifted away from home). This when the bulk of the workforce in KwaNdebele commutes to Pretoria by PUTCO bus on a daily basis. For women, the main source of employment is domestic work in the ‘kitchens’ of Pretoria’s suburbs, while for men it varies from garden, construction, truck and bus driving among other kinds of work. There are some who have taken to renting backrooms and shacks in townships surrounding either Pretoria (mainly Mamelodi and Soshanguve) or Johannesburg (mainly Thembisa and Soweto). There is also a tiny group of students commuting for colleges and universities in Pretoria, and some who are renting flats in Sunnyside and some parts of Johannesburg.  
[bookmark: _Toc520205583]5.8 Conclusion
The focus of this chapter has been the circulation of stories of ghosts that haunt both Modimolle Hospital and Moloto Road that spread through gossip and rumour in KwaNdebele, and to investigate what makes both sites suited for spectrality. I have shown that both hospitals and roads are highly liminal or indeterminate spaces fraught with contradictions that make them suited for hauntings. Roads, for example, are sites for the conspicuous display of inequalities while hospitals register as both sites for life or healing and death or disease. Hauntings in both sites centred on a ‘wandering’ spirit that, through the neglect of living kin, has drifted away from home. The focus on the importance of dying at home reaffirms the family as a sacred institution charged with reproducing society. Cries that ‘we ought to keep in touch, let us not only meet at funerals’ (a repeated expression whenever relatives meet after they had been parted for some time) speaks to the importance of maintaining kinship ties. This is all in a period when the family is thought to be breaking apart, first, as we have seen, during the period of migrant labour in the late nineteenth-century, leading up to the current period where people leave the countryside to rent backrooms or shacks in townships around Pretoria and Johannesburg while others commute daily using PUTCO buses that trundle, breakdown and crash on the deadly Moloto Road.  I have read hauntings in post-apartheid KwaNdebele as expressions of anxieties about (perceived) familial fragmentation in a neoliberal period. The prominence of an aimlessly wandering spirit in the haunting stories expresses increased and less controlled mobility in a period where people frequently commute between the countryside and the city, sometimes shifting from one form of employment to the next, while others experience infrequent moments of unemployment. 
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Chapter 1 has introduced and outlined all the chapters that make up this dissertation. The focus of the study has been to understand gossip and rumour around KwaNdebele’s Modimolle Hospital as a place of death. I have tried to locate the hospital in history as well as place it within the South African healthcare system. Historically, Modimolle Hospital is not unique or isolated as there exists a long history of apparent resistance to health services in South Africa. This history can be traced to missionary medicine in the early ninetieth and twentieth centuries – one example being the widespread beliefs in 1839 that missionaries in Lovedale’s Victoria Hospital were behind the measles outbreak (Shepherd 1941: 345-346).
I argued in Chapter 2 that continued resistance to medical services in many parts of the country can be linked with systemic failures which also have a very strong historical basis. South Africa’s segregationist and apartheid past produced racial divisions that extended to many areas of life including the provision of healthcare services. I have shown in Chapter 2 that the problem of ill-health among black population groups was a result of dispossession and forced removals that produced mass poverty and a malnourished population prone to disease. Compounding these challenges were various socio-economic factors resulting from apartheid spatial engineering, the migrant labour system, poor work conditions, low wages, and neglect by the state. For example, poor work conditions in the gold and diamond mines exposed miners to respiratory infections while a parallel prostitution industry exposed them to various venereal infections including HIV/AIDS. Evidence for this was presented during the 1942-4 National Health Services Commission (popularly known as the Gluckman Commission).
By the end of apartheid rule in 1994 South Africa had a deeply fragmented healthcare system. Apart from systemic hurdles, what often added to a seeming reluctance to fully embrace the biomedical model by especially the rural poor has been perceptions of its practitioners, in particular nurses. African nurses entered the profession in the 1920s and 1930s (mainly as a result of mounting World War Two casualties and the corresponding demand for more nurses). From early on, their training by missionaries sawed divisions and created social distance between themselves and their patients. Their training had at its core the colonial pretext of the civilising mission as it emphasised their role not only as healers of disease but also as bringers of light set to root out any vestiges of ‘barbarity’ among their African patients who, consequently, they treated like children (Marks 1994). As part of the civilizing mission, missionary training of African nurses took a particular dismissive approach towards African traditions and customs. Nursing academic Grace Mashaba (1995: 32), herself a product of missionary nursing, took issue with this aspect of the training which portrayed African customs as ‘evil’. 
Many of the attitudes adopted by African nurses at the time such as tracing illness to individual responsibility (or lack) than to its social origins led them to accuse their patients of ‘stupidity’ and/or ‘neglect’ when mothers brought malnourished children to the hospital (Marks 1994: 209-210). In Chapter 2 I provided a few examples of letters penned by ordinary South Africans and published in Umteteli wa Bantu complaining about the ‘rough’ treatment meted out by nurses on patients. This paternalistic attitude in treating patients still persist in post-apartheid South Africa and is especially reported in obstetric services (see Jewkes et al. 1998; Kruger & Schoombee 2010), and also in family planning services (see Wood & Jewkes 2006) wherein nurses are reported to use humiliation, verbal and sometimes even physical abuse to ensure patients toe the line.
Poor nurse-patient relations are, as we have seen, rooted in the history of the South African nursing profession which created social distance between relatively educated and affluent African nurses and their illiterate and semi-literate patients. This social distance seems to be maintained by systemic hurdles in the post-apartheid era that put strain on both patients and nurses. Nursing training in post-apartheid South Africa also faces a plethora of challenges that add to the backlog in the healthcare system. Among many of the challenges is a very fragmented training environment with less than harmonious relations between the two responsible departments – the Department of Health and the Department of Higher Education and Training (Rispel & Bruce 2015: 19). There are also resource constraints such as inadequate budgets, poor infrastructure, shortage of student accommodation in colleges, shortage of nursing educators, the use of out-dated and non-South African prescribed textbooks (Armstrong & Rispel 2015: 9-10).
More importantly, there has been a significant decrease in the output of nurses since the 1997-8 merger and incorporation of nursing colleges into the higher education sector accompanied by a shift to a baccalaureate four-year university degree programme as a requirement for registration as a professional nurse while prior to the 1997-8 reforms one needed a three year college diploma to qualify as a registered nurse (Breier et al. 2009: 82; Blaauw et al. 2014: 18-9). This new requirement could be a major contributing factor in preventing suitable prospective students who do not meet the stringent requirements from enrolling – this is while the country is faced with a very low output of nurses and a very high attrition rate (Breier et al. 2009: 83; also see Armstrong & Rispel 2015: 6; Rispel & Bruce 2015: 120). 
Resource challenges in the healthcare system coupled with the low nurse output and the high attrition rate has put train on both nurses and their patients (particularly in rural hospitals) and thus worsened historically tense relations between the two parties. In Chapter 3 I have discussed patient responses to the widely reported power that healthcare professionals (in particular nurses) exercise over patients. I have argued that patient gossip and rumour of ‘wicked’ and ‘greedy’ nurses express discontent with the kind of service patients receive in the hospital system and also work to caution fellow residents/patients about possible abuse when visiting the hospital. Moreover, I have argued that patients use gossip and rumour as a way of exercising tactical agency over hospital staff – by targeting the reputations of hospital staff patients/residents attempt to discipline the conduct of healthcare professionals in dealing with their patients. 
The gossip and rumour that circulated about Modimolle Hospital’s nursing staff centred on their said lack of passion for the profession as they either ‘sit idle’ and let patients in their care die or ‘accept bribes’ to ‘finish off’ sickly patients. Residents/patients talked about these indiscretions either through mundane or fantastic narratives. In other words, there are those residents that talked plainly about the bad service they received in the hands of nurses; those that told colourful tales of nurses conspiring to finish off patients, and; some who seemed to oscillate between both versions. I concluded that both narratives were in essence similar as they served to portray nurses as uncaring and only concerned about receiving a salary. More importantly, the focus on patient gossip and rumour has produced a view of the hospital space that does not only represent patients as docile or passive recipients of healthcare but as agentive players who use gossip and rumour as a ‘social weapon’ (Stewart & Strathern 2004; also see Schneider et al. 2010). Furthermore, I have argued that in relations between patients and nurses gossip and rumour can be framed in Foucauldian terms and read as ‘disciplinary power’ (Foucault 1975), however with the roles reversed. The anonymity of patients as marginalised collective others enables them to wield and exercise ‘invisible power’ over nurses who, by virtue of the authority they exercise over patients, are rendered visible and atomised others making them the easy targets of gossip and rumour.
Having discussed the historical and structural roots of social distance between nurses and patients, and having discussed the uses of gossip and rumour in transporting patient voices of discontent with hospital service and patients’ attempts to exert some control over healthcare professionals, I then discussed – in Chapter 4 – the cultural basis for resistance to biomedical technologies. I explained that medical knowledge is considered to be both a force for ‘good’ and ‘evil’ – that ultimately what separates a cure from a poison are the moral decisions that healers make. Moreover, in some cases the efficacy of a particular medicine works to intensify suspicions of its practitioners who are entrusted with this knowledge – this follows from beliefs that practitioners of medicine are not only professioned in the curing of disease but that they also possess a latent ability to cause it (McNeill 2011; Ashforth 2005; Vaughan 1991; Lindhardt 2009).
In investigating different forms of traditional healing practices in KwaNdebele I found that residents differentiate between three types of healers – isangoma (apprentice healer), inyanga (healer) and igedla (also a healer). The distinction between a sangoma and inyanga is based on the fact that the former is undergoing training while the latter has completed their ritual training and is thus a fully-fledged healer. Igedla also enjoys a status as a fully-fledged healer much like inyanga, however they differ in that igedla has not gone through the ritual training process. During the course of doing fieldwork I found that there was much suspicion around amagedla as there was gossip and rumours of their involvement in witchcraft. This was mainly because as non-initiated healers amagedla were thought to operate without restrictions from the world of the ancestors. They are thus believed to be free to use medicine in ways they see fit without much oversight from the ancestors (this is not true for the two other categories who remain guided by the shades in all their dealings with clients). Throughout this dissertation I read most references to the ancestors as a metaphor for the people per se and as a result I have concluded that amagedla are treated with suspicion mainly because their use of medicine lies solely on the moral decisions they make, this make their trade removed from control by the people and thus deemed threatening. Comparing amagedla and healthcare professionals (in particular nurses) I concluded that healers – biomedical or otherwise – whose use of medicine is seen to be beyond community control are bound to meet with resistance. 
The powerlessness felt by patients in their dealings with healthcare professionals extend beyond asymmetrical power relations as, in Chapter 5, I showed that the hospital is itself an anxiety-inducing space as it is liminal or indeterminate – its contradictory nature as both a site of death and healing makes it particularly suited for the ethereal. Furthermore, the infamous Moloto Road, dubbed the Road of Death, also features in these haunting stories as it also constitutes an indeterminate space fraught with contradictions. For instance, roads display the huge disparities in incomes symbolised by luxuries cars driving side by side un-roadworthy and second-handed cars. I have thus shown that the gossip and rumours of hospital and road hauntings are connected to what is perceived to be diminishing traditional practices of ‘fetching’ the spirit of those who die in these spaces. More importantly, I have shown that discourses of complaint around hospital deaths do not only implicate hospital staff (as shown in Chapters 3 and 4) but rather extend beyond to encompass concerns about broader social processes and changes and their resultant anxieties. These considerations are framed through an idiom of a loss of ‘traditions’ – decrying the perceived breakdown of the family as an institution charged with reproducing society in the face of increased mobility and migrations to the city. The call for a ‘return to tradition’ expressed in the circulating stories (which centre on a spirit which has wandered away from home) serve to critique these changes in post-apartheid KwaNdebele.  
In conclusion, the notion that gossip and rumour act as a ‘social weapon’ and demonstrates that patients are not docile or passive recipients of healthcare presented in Chapter 3 warrants a more critical engagement as it poses some challenges. For example, Helen Schneider and colleagues (2010), in their study in a Johannesburg hospital, explain that the options presented to patients to negotiate access to care are quite limited, while also there are risks to overstating the amount of agency or control patients exercise over this space. However, it is still useful to investigate whether or not patients are successful in those fronts (p2). Schneider and colleagues (2010) explain that patient attempts to confront healthcare professionals in order to improve the quality of care they received proved futile at best, and harmful at worst, as they risked having care altogether withdrawn (p3-4). Forms of patient negotiation that proved effective were those in which patients cooperated and demonstrated some knowledge about their medical conditions (p4), this I find worrying with regard to my study site in that patients/residents are largely illiterate and semi-literate. The very use of gossip and rumour (an alternative to direct confrontation) is an indicator of their powerlessness. For example, Schneider and colleagues (2010) also explain that their research participants were most vocal in expressing their dissatisfaction with the kind of care they received when talking to a researcher who they were confident was not part of hospital staff, and also when they were bonding with fellow patients, however they would become docile when dealing with a staff member (p5). Benson Mulemi (2010: 201), in his study in a Kenyan hospital, made similar observations and explains that patients ‘may endure perceived suffering in silence. They carefully choose the audience for and timing of their complaints’. What this says about the uses of investigating gossip and rumour in negotiating the quality of care patients receive in the hospital system is its efficacy in measuring patient discontent and not necessarily in demonstrating patient agency, especially inside healthcare facilities. Of course more research in this regard is in order.
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