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PREFACE

On a sticky July day in 2008, I found myself 
sitting on the edge of a white, modern sofa in the immaculate living room of 
a brownstone in Brooklyn Heights. Perched on an ottoman across the room 
was Dr. Jack Geiger, an academic clinician and one of the best-known propo-
nents of social medicine. Social medicine is a branch of medicine that com-
bines an attention to the social determinants of health (often understood as 
poverty) and the biology of disease. I had come to talk with Dr. Geiger about 
the five months he had spent in South Africa while he was in medical school 
more than fifty years earlier learning about community-oriented primary care 
(copc), a brand of social medicine that I would come to learn was associated 
with an international movement to extend primary health care to the world’s 
poorest people. Back in the United States on a short break from my fieldwork 
in South Africa, I stopped in New York for a couple of quick interviews. This 
was my first.

I had spent the previous six months in the rural, mountainous, Zulu-
speaking area of South Africa, locally known as Pholela, investigating rela-
tionships between health and landscape and how they did and did not change 
between the 1930s and the present. I was drawn to this place in part because 
Pholela had been the site of a state-funded-and-run health center (later in co
ordination with the University of Natal and the Rockefeller Foundation). I took 
this to mean that there was a good chance of a strong archival record, which I 
presumed was important for understanding change over time. Only after I ar-
rived did I discover that the Pholela Community Health Centre (pchc) had an 
impressive global reputation. Indeed, historians and social medicine experts in 
academic and practitioner spheres remember it with great admiration.1 I had 
planned to do a project that would reframe understandings of health and land-
scape from the perspective of Pholela and its people. Because I was so focused 
on telling a story from Pholela, I originally imagined that the pchc, its program, 
and its staff would be only minor players. But even within just the first few 
months of research, it became clear that the pchc was important to life, liveli-
hoods, and health in Pholela (not to mention to social medicine more broadly), 
and further, that it would play an important role in the story I would tell.
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As I began to look for former staff members to talk to, I quickly learned 
that my search would be more difficult than I imagined. All of the doctors had 
long since left South Africa, and almost everyone who had worked at the pchc 
had passed away. It was in this search that I came across Dr. Geiger’s name. I 
knew only that he was American and that he had spent some time in Pholela as 
a medical student. I found Dr. Geiger’s email address and sent him a message. 
Remarkably, he responded, putting me in touch with a few other US-based 
people who had some experience with the pchc. He also agreed to meet me 
for an interview.

Dr. Geiger was a well-respected activist known for extending health care 
to people living in poverty. He was a founding member of a number of advo-
cacy groups, including Physicians for Human Rights, which won the 1997 No-
bel Peace Prize.2 He was also a member of the United States National Academy 

Figure P.1  South Africa in 1940 when the Pholela Community Health Center was es-
tablished. Map created by Jonathan W. Chipman, Citrin GIS Lab, Dartmouth College.
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of Medicine and the Institute of Medicine, which awarded him the Gustav O. 
Lienhard Award for Advancement of Health Care for his work with copc. As 
I fought my way through New York City traffic to visit Dr. Geiger, I had plenty 
of time to wonder why this world-famous doctor was willing to take time out 
of a Saturday afternoon to talk with me, a PhD student in the seemingly unre-
lated discipline of geography.

As anyone who had met him will attest, Dr. Geiger had tremendous energy 
and enthusiasm, and this showed the instant he opened the door. After we shook 
hands, he briskly walked me to his living room, where he asked if I would like a 
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Figure P.2  Map of Pholela. Created by Jonathan W. Chipman, Citrin GIS Lab,  
Dartmouth College.
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coffee or something else to drink. When I said I’d love a glass of water, he replied 
that he was going to brew some strong coffee because he knew he needed it for 
the conversation we were about to have. It was at that moment that I got the first 
hint that Dr. Geiger was as nervous about our meeting as I was.

I had barely begun to explain my project and the research I’d been con-
ducting when Dr. Geiger jumped in and asked about the people in Pholela and 
how they were doing. He didn’t ask after anyone in particular; he wanted to 
know how the community was, how health was, and how the transition out of 
apartheid had been for the communities and families with whom the health 
center had worked most closely. Apartheid was the decades-long period of mi-
nority rule marked by oppressive policies of segregation and discrimination 
that began only a decade before Dr. Geiger went to Pholela and ended in the 
early 1990s when Nelson Mandela was elected president. As I described life 
in Pholela, Dr. Geiger sat balanced on the edge of the ottoman, rapt with at-
tention. He wanted to know anything I could tell him. He asked about the 
health center, but his real interests lay in the lives and homesteads of Pholela’s 
residents.

Our conversation shifted to Dr. Geiger’s experiences in Pholela. In 1957, 
he was a medical student at Case Western Reserve. Before medical school, he 
had a career as a science journalist and participated in what is today termed 
anti-racism work. This led him to an interest in the possibilities of medicine 
for social justice. He heard about the Institute for Family and Community 
Health (ifch) at the University of Natal’s Medical School in Durban. In this 
institute, a group of doctors, including Sidney and Emily Kark, the founders of 
the pchc, had developed a training center for social medicine based on work 
they had begun in Pholela. Soon Geiger had secured funding and time off from 
school, and he was in South Africa learning about copc.

Telling his story, Dr. Geiger fast-forwarded a few years to the 1960s. He was 
a professor at Harvard Medical School and it was Freedom Summer (1964). He 
was involved with an organization that provided free medical care to activists 
headed to Mississippi to register black voters. As he traveled around the state 
and saw how many people lived without health care, he began to think about 
what a health care intervention for people living in poverty might look like. His 
mind immediately returned to South Africa.

After that summer, Geiger got in touch with Sargent Shriver, who had 
taken charge of planning President Lyndon Johnson’s War on Poverty through 
the Office of Economic Opportunity. Geiger knew that the government was al-
ready hard at work on other aspects of the program and wanted to offer some 
ideas about the health component. As we sat in his Brooklyn brownstone, he 
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told me about a two-hour meeting he had with Shriver in which all that he had 
learned and experienced in Pholela poured out. Shriver took pages and pages 
of notes on a yellow-lined legal pad, as Geiger offered the Pholela Community 
Health Centre’s brand of copc as a model for health care delivery among eco-
nomically disadvantaged people in the United States. Once he had finished de-
scribing the model, he offered a plan to develop two health centers — one in the 
Mississippi Delta, where he had spent the summer, and one in Boston, where 
he lived and worked. Geiger estimated that he would need $30,000 (about 
$250,000 in 2020 terms) to develop an initial plan for the health centers. Gei-
ger recalls that Shriver replied, “Nonsense, you’ll take $300,000 and you’ll have 
the health centers up and running within a year.”

With colleagues at Tufts University, which had agreed to provide institu-
tional support, Geiger created the Columbia Point Community Health Center 
(now called the Geiger-Gibson Community Health Center) in a public housing 
project in Boston and the Delta Community Health Center in Mound Bayou, 
Mississippi, an independent Black community founded by former slaves. These 
establishments did more than function as clinics; they became access points 
for social services and hubs of community organizing for the people and places 
they serve. They were designed with the goal of absolute empowerment, to 
help raise people out of poverty and to end ill health. These two health centers 
then became the models for a network of more than eight thousand commu-
nity health centers in the United States that provide care for over twenty mil-
lion underserved individuals to this day.3 As he finished the story, Dr. Geiger 
repeated that it was the Pholela Community Health Center that the War on 
Poverty had to thank. Moreover, he said, millions of Americans are indebted 
to this remote place where copc was born for their health care and for access 
to social services.

The United States is not alone in benefiting from the social medicine pro-
gram developed in Pholela. As work became untenable under apartheid, the 
doctors at the pchc left South Africa to continue their work elsewhere. Many 
of the doctors were Jewish and, inspired by the Kibbutz movement, emigrated 
to Israel, bringing the copc model with them. In the 1960s and 1970s, they 
managed to reorient Israel’s health care system around community health cen-
ters.4 Others found jobs in places like the United States, Canada, Colombia, and 
Uganda. As these doctors traveled, they brought copc with them. It became 
one of the most important models of social medicine worldwide in the second 
half of the twentieth century.5

In the late 1950s, the last medical director of the pchc, John Bennet, along 
with George Gale, a prominent doctor and social medicine proponent, left 
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Pholela and South Africa for Uganda and the Makerere University Medical 
School. Makerere was one of the premier institutions of higher learning in Af-
rica in the 1950s and 1960s, and at the university these two South Africans 
developed a curriculum centered around “community public health,” “which 
took into account traditional and cultural values of the local community”; this 
was copc.6 Thanks to this focus on social medicine at the country’s only medi
cal school, copc remained central to health care in Uganda, to the benefit of 
much of the population, until Idi Amin’s regime came to power in the 1970s, 
when many of the doctors and public health experts trained at Makerere Uni-
versity left the country.

In spite of copc’s relatively brief heyday in Uganda, universities, includ-
ing Makerere University, have long been key to its success globally. In South 
Africa, the Karks and their team trained a number of doctors, and once those 
doctors left, they took up positions at universities around the world teaching 
others how to practice copc. In 1959, the Karks themselves went to Israel to 
help set up what would come to be known as the Department of Public Health 
and Community Medicine at Hebrew University (now the Braun School) as 
part of a three-year who-funded program. Once the program was established, 
they stayed and Sidney chaired the department until he retired in 1980. To this 
day, the Braun School educates people from around the world in the principles 
and practices of copc, helping to extend its reach. For example, Gcina Radebe, 
a recent district manager of health for the area including Pholela, and current 
KwaZulu-Natal provincial head of primary health care, received her mph from 
Hebrew University, where she learned about the very copc that was originally 
developed in what would become her home district. She then brought that 
back to the work she does in KwaZulu-Natal.7

Still others who had worked and trained in Pholela brought the ideas and 
techniques of social epidemiology — the study of social factors shaping health at 
the population scale — which was integral to health center practice in Pholela, 
to universities around the world. For example, John Cassel, the second medi-
cal director of the pchc, moved from Durban, South Africa, to Chapel Hill, 
North Carolina, where he established and chaired the program in epidemiol-
ogy at the University of North Carolina, with a focus on social epidemiology.8 
And in 1978, Sidney Kark was among the authors of the World Health Organi-
zation’s Alma Ata Declaration on primary health care for all, based in part on 
ideas he first developed in Pholela.

The story I heard from Dr. Geiger and the stories I would hear a few days 
later from Mervyn Susser and Norm Scotch were the first of many stories about 
the history of copc and the role of the pchc that I would come to hear or 
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read in the years that followed. In each case, these stories reinforced my first 
impressions from Dr. Geiger; this out-of-the-way place in this country, deep in 
the Southern Hemisphere, had an impact on the world far beyond what any-
one expected.

The birth of copc in Pholela and social medicine more generally is a well-
known story. Yet in all of these truly remarkable stories, something was miss-
ing: the voices of Pholela’s people and the stories of their lives. When I sat down 
with Dr. Geiger, he wanted to know about the people of Pholela. He wanted to 
know about their lives, their health, and their experiences since the pchc had 
lost its funding in 1962. He knew how important they were to his life’s work.

This is a book about social medicine, its possibilities, and its limitations, 
told through the lives and experiences of those people. It is not a book about 
the history of the pchc, of copc, or of social medicine more generally, at least 
not in any narrow sense. (And it is no longer a book about the relationships 
between health and landscape, though they do play a role.) It is first and fore-
most a book from Pholela. As such, this book offers a story of social medicine 
as developed and practiced by the pchc and as experienced by the people who 
lived around it. It also offers stories of medicine practiced by traditional healers 
like izangoma and izinyanga and experienced by Pholela’s residents.9 All of these 
stories of doctors and izangoma, of health assistants and residents, of nutri-
ents and witchcraft, are anchored in the lives and homes of Pholela’s residents. 
Telling a story of social medicine from the home landscapes and lives — from 
the worlds — of Pholela’s residents, offers important insight into what happened 
in Pholela, into the social medicine that began there and moved around the 
world, and into global health today.

As this book reveals, the history of social medicine isn’t just a story of fa-
mous doctors and epidemiologists; it’s a story of rural African peasants, vege
table gardens, nutrients, witchcraft, ancestors, healers, and more. To think 
about social medicine without these actors is to miss a big piece of the story. As 
I argue in this book, it is not possible to understand the global story of social 
medicine without understanding the lives of Pholela’s residents, their home-
steads, their health, and their worlds. Examining social medicine and health 
and healing from Pholela teaches much about the possibilities and limitations 
of this science and pushes for a more-than-human understanding of social life 
in health and healing.
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INTRODUCTION

Telling the Story  
of Social Medicine  
from Pholela

One hot April afternoon in 2009, I sat with 
a remarkably healthy older Zulu-speaking woman in her garden in Pholela, 
South Africa. We were discussing common health concerns among her genera-
tion. Gogo (Grandma) Ngcobo had an impressive garden. In addition to maize, 
millet, and sorghum, she grew vegetables like spinach, green peppers, beetroot, 
and carrots. Organized in separate beds and planted in rows, Gogo Ngcobo’s 
garden could have served as an advertisement for scientific management. 

As we sat under a shady tree, she told me that the loss of “traditional” 
foods had led to hypertension and type 2 diabetes. In particular, she blamed the 
“new” store-bought maize meal people consumed in large quantities, claiming 
it was not as healthy as the maize meal made by people from their own corn. 
When maize meal is processed, she explained, “this little thing in the middle of 
the maize kernel is taken out,” and the maize is ground without it. This little 
piece was important, Gogo told me, because it was the “healthy part.”1

As conversations about health in 2009 were wont to do, Gogo’s became a 
lament about the poor health of the “youth” (people between the ages of fifteen 
and thirty-five). While she acknowledged that the youth were suffering (and 
dying) from “these diseases” (often understood as a gloss for hiv/aids), she 
claimed that bad food was the reason the youth were so sick in the first place.2 
According to Gogo, young people in Pholela were getting sick because they had 
“weak blood.” She blamed this weak blood on the consumption of “bad food” 
like commercial maize meal and cooking oil. Cooking oil, she explained, goes 
to the knees and makes them sore; even the smell makes her stomach “sad.” 
She went on to say that undercooking and boiling (as opposed to frying) food 
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from the garden is the healthiest option. This cooking method is important for 
preserving the food’s “nutrients.” “Nutrients are important because they help 
the blood to function well.” And well-functioning blood is key for good health.

As I sat in the shade chatting with Gogo, I remembered one of my first 
visits to her garden. I had asked her to give me a tour. We ambled around and 
she showed me the grains and vegetables that she would later reap and eat and 
pointed with pride to the ornamental plants and trees she had received from 
her children working in distant cities. As we got to the middle of the garden, 
I pointed to a small, unfamiliar plant with long leaves and asked Gogo what it 
was called and what it was for. She looked at me and smiled, slightly embar-
rassed, “Oh that? It’s nothing. It’s just intelezi.” Intelezi is the plant used to make 
the umuthi (medicine or potion) for annual protection rituals, which protect 
people, animals, and crops and the spaces they inhabit from witchcraft. Gogo 
was growing intelezi so that she could protect her home, her garden, and her 
family. While Gogo Ngcobo had a sophisticated understanding of nutrition 
and its importance for health, she also understood that she needed to protect 
herself and her family from witchcraft.

Figure I.1  Gogo Ngcobo with Thokozile in Gogo’s garden. Photo by author.
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Gogo Ngcobo grew up in the catchment of a major social medicine pro-
gram. In 1940, in a rare moment of concern for the health and welfare of all 
South Africans, the government sent a young, untested team to a remote, 
mountainous area in an African Reserve in what was then the province of Na-
tal to set up the Pholela Community Health Centre (pchc). Together, they de-
veloped an experiment in social medicine that became known as community-
oriented primary care (copc). This new brand of social medicine stressed the 
social as well as the biological causes of illness, blending clinical care at the 
health center with health education and extension work in the homes of area 
residents. This multisited approach required the efforts of doctors, nurses, 
health educators, and Pholela’s residents, as the health center sought to im-
prove health and lives collaboratively. And it did. Infant and crude mortality 
plummeted, gross malnutrition all but disappeared, and new cases of illnesses 
like syphilis decreased markedly. Just a decade after its inception, and by many 

Figure I.2  Intelezi 
from Gogo Ngcobo’s 
garden just behind 
her. Photo by author.



	 4	 INTRODUCTION

measures, the pchc was a rousing success. It was so effective, in fact, that it 
has been referred to as “a model for the world,” and some call it one of the most 
successful social medicine interventions in history.3

As the conversations I had with Gogo Ngcobo in her garden reveal, the 
work of the pchc shaped the ways in which residents understand their health 
and the homesteads they reside in. Gogo Ngcobo’s comprehension of the role 
of food in health, her eating habits, her own good health, and the scientific 
form of her garden reveal the long-lasting impacts of the social medicine de-
veloped in Pholela. In many senses, Gogo Ngcobo and her garden offer a pic-
ture of the success of the health center’s work in transforming homesteads and 
improving health. But Gogo’s garden shows something else too. It shows that 
she continued to be concerned about illnesses the health center could not see 
or treat. The intelezi in the garden reveals that the health center’s approach to 
healing was not monolithic. Gogo Ngcobo and her homestead inhabited two 
different, if interconnected, worlds of health and healing.

This book offers a story of social medicine, written from an out-of-the way 
place in sub-Saharan Africa that happens to be one of its most important origin 
sites. It tells a story of social medicine’s possibilities and limitations through 
the lives, homesteads, and health of the people who were the subjects of the 
Pholela Community Health Center’s experiment. As such, it offers an alter-
native to more common accounts, which tend to feature laudatory narratives 
of white, male doctors who practice medicine to fight for social justice. While 
doctors are an important part of this story, they are not at its center; Pholela’s 
residents are. In this place, people lived in and made different worlds as they 
got sick and became well. These worlds were populated by people, things, and 
harder-to-categorize beings like ancestors. From the pchc’s perspective, there 
was one health reality on top of which different sets of “beliefs” accumulated. 
The way to understand and intervene in health outcomes was through scien-
tific study, not through consultation with ancestors. Gogo Ngcobo’s garden 
challenges this singularity. The worlds that residents and their gardens occupy 
shaped health outcomes in ways social medicine could not always understand 
and treat. For all of its many successes, the pchc was limited by its own faith 
in science, both biomedical and social, as well as by broader political-economic 
forces at work in South Africa.

In the story I tell here, the successes and failures of social medicine resulted 
from the relationships among humans, nonhumans, and harder-to-categorize 
beings. Some of these relationships, like those between livelihoods and health, 
the pchc recognized and actively worked to shift, drawing on the best social 
science of the time. But it did not and could not see all of the relationships. 
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For example, the pchc failed to take account of Pholela’s residents’ roles in 
the development of its practice, and it never recognized the sociality of the 
nonhuman things (nutrients, protected water sources) that were integral to 
its program. Moreover, the pchc did not understand how important Pholela-
specific social relationships, including those with ancestors, were to health and 
healing. Paying attention to social medicine in Pholela reveals that unexpected 
and entangled more-than-human relationships are the basis of social life and 
health and healing. By starting with relationships, this book offers a vision of 
social life in which individual actors disappear and health and illness emerge as 
the product of entanglements.

To make this relational approach to health and healing clearer, I return to 
Gogo Ngcobo’s garden. In some senses, the form of the garden, its diversity, 
and her ongoing good health could be attributed to the lessons she learned as 
a girl and the influence of the pchc’s health educators. It was also testament 
to the relationships she and her family developed with the pchc and with the 
things of health center work, like seeds and nutrients. The limitations of copc 
remained visible in the garden and in our conversations too. The garden was 
small; its contents could last only a couple of weeks after the last harvest. As a 
result, Gogo Ngcobo and her family bought most of the food they ate. Gogo’s 

Figure I.3  Homesteads in Pholela. Photo by author.
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concern over processed maize meal reveals an anxiety about the ways in which 
racial capitalism curtailed the nutritional and health-related possibilities she 
and her family had access to by restricting land and wages for Africans. (Ra-
cial capitalism refers to the idea that capitalism has always been co-constituted 
with racism.)4 Gogo’s understanding of her limited food was evidence of the 
work of the pchc and its health education efforts. While the health center 
could help residents modify homesteads and offer clinical care, it could not 
change the broad structures of racial capitalism that shaped livelihoods and 
health. This was not its only limit; the intelezi Gogo grew in her garden and 
her slight embarrassment at being asked about it (in the larger context of a 
conversation about agriculture and nutrition) reveal a second limit. This plant, 
the illness it was to prevent, and the world of health and healing it came from 
pose a challenge to an understanding of social life circumscribed by the social 
sciences. In Gogo Ngcobo’s good health and her knowledge, and in her garden’s 
contents and form, the relationships that set the stage for both the possibilities 
and the limitations of the pchc’s social medicine remain visible to this day.

The Story of Social Medicine, Commonly Told

Social medicine, the marriage of an attention to the social determinants of 
health with clinical care, has a long history, most often told from Europe and 
North America. A representative narrative of social medicine traces its roots 
to nineteenth-century Germany, where the scientist Rudolph Virchow called 
medicine a social science and combined an attention to pathology with sta-
tistical data collected at the population scale. The solutions to health prob-
lems that he proposed tended to be political, focused on broad-scale political 
changes like access to affordable housing, clean water, and education. These, he 
asserted, were the bases for health.5 In this vision, the “social” of social medi
cine is couched in terms of what basic services the state could provide to its 
people. In 1920, the United Kingdom’s government commissioned the Daw-
son Report, the blueprint for what would become the National Health Ser-
vice. This report called for universally accessible medicine and is often credited 
as one of the foundational documents of social medicine.6 Soon thereafter, in 
the 1930s in the United States, a medical historian named Henry Sigerist wrote 
about and advocated for what he called “socialized medicine.” By socialized, he 
was referring to an attention to the factors that made some people sicker than 
others and a practice that addressed those factors.7 He later helped to construct 
Canada’s national health care program. Following these threads, in the mid-
dle of the twentieth century, Thomas McKeown used population-scale data to 
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argue that late nineteenth-century population growth in England was due to 
improvements in economic conditions, public health, and access to medicine, 
rather than rises in fertility.8 This analysis centered the very kinds of medical 
and social programs so crucial to social medicine.

The ideas of these men and these reports traveled around the world. In 
Latin America, social medicine became a rallying cry of revolutionaries like Ar-
gentine doctor Che Guevara in Cuba and President Salvador Allende in Chile. 
These leaders asserted that access to health care and the basic building blocks 
of a healthy life were key for functioning societies. As such, they used concerns 
over health to call for a comprehensive restructuring of society and a redistri-
bution of wealth. For these leaders, economic status was the basis for health, as 
economics represented the social of social medicine. While not directly related, 
what happened in Pholela and South Africa more generally was part of this 
bigger story of social medicine. The typical story of the pchc opens with the 
arrival of Sidney and Emily Kark, two young doctors of European descent, and 
their team in 1940 to set up the Pholela Community Health Center. In Pholela, 
they, along with additional doctors who came later, developed their own brand 
of social medicine (copc) and then wrote about and taught it both in South 
Africa and in countries like Israel and the United States.9 At about the same 
time that social medicine was catching on in Latin America and South Africa, 
the Chinese government developed its own form of social medicine through 
its barefoot doctors program. In this program the government trained peasants 
to travel around the countryside and treat common ailments, thereby extend-
ing medical care to the rural poor.10 All of these social medicine efforts shifted 
the focus away from individual bodies to the societies in which people lived as 
political-economy and public health became the framework for understanding 
social life in health.

At the global scale, the rising interest in social medicine was part of a 
broader movement to improve the lives of the world’s poor. It was also rooted 
in the growing idea that health is a human right, which was first articulated 
in the United Nations’ 1948 Universal Declaration of Human Rights. In ad-
dition, the broader history is connected to an increasing recognition that the 
inequities that colonialism and imperialism wrought in places like Africa led 
to drastically different expectations and possibilities for people depending on 
where they lived and what race and gender they were. This focus on social 
medicine culminated in the 1978 Alma Ata Declaration on primary health care 
for all. Coauthored by Sidney Kark, this declaration asserted that all people in 
the world had the right to both a healthy life and the primary health care they 
would need to sustain that life.
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This is a conventional story of social medicine and an important one. It 
offers some key people, policies, and documents, which lay the foundation for 
this invaluable branch of medicine, and it shows its global reach. But it is also 
a very white and a very male story. With the exception of China’s program, 
all of the leaders I write about here were either European or of European de-
scent, trained in universities in Europe or universities staffed by European- or 
American-trained professors. As a result, this story of social medicine is a new 
twist on an old story of universal science developed in the Global North and 
transported and applied around the world. Its focus on people living in poverty 
and on primary health care offers a slight alternative, but only a slight one. 
Much of the recent literature on global health follows similar patterns, focus-
ing on formal programs run out of institutions in the Global North.11 These 
programs are invested in the extension of biomedicine to people and places in 
the Global South. These are stories of Euro-American medicine in Africa and 
Latin America. The story most commonly told of Pholela is no different; the 
doctors take center stage as their work and ideas travel.12 They are the face of 
social medicine, the face of the people living in poverty. This is not that story.

Pholela and South Africa in the 1930s

In the 1930s, Pholela, South Africa, was part of the African Reserve area of 
KwaZulu in the province of Natal. Nestled in the foothills of the southern 
Drakensberg Mountains, the district sits in a messy patchwork where commu-
nally held African land is mixed in among European (white) farms and small 
European-occupied towns. Though apartheid would not officially begin until 
1948, there had long been policies and practices of dispossession of and dis-
crimination against African populations, part of what Patrick Wolfe refers to 
as the apparatus of settler colonialism.13 In the nineteenth and early twentieth 
centuries, economic and minority interests coalesced into policies that forced 
native Africans onto smaller and smaller pieces of land called Native Reserves, 
forcibly settling nomadic and seminomadic peoples like the ancestors of Phole-
la’s residents. This dispossession meant that whites gained access to extensive 
parcels of land for agricultural production, mining and other natural resource 
extraction, and industry, which was key to making South Africa the biggest 
economy on the continent.

These policies first coalesced in the 1913 Natives Land Act, which made it 
illegal for Africans to own or lease land in white areas.14 On the eve of the es-
tablishment of the pchc, African Reserves made up 11.7 percent of the land in 
South Africa and housed the vast majority of Africans, who made up 69 per-
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cent of the country’s population.15 The gross inequities in land occupation 
meant that most rural Africans had only limited space for agriculture and few 
or no opportunities to expand their production. With less land to cultivate, 
limited pasture for livestock, soil erosion, and increasing administrative con-
trols like the “hut” tax, which required men to pay an annual tax based on the 
number of buildings they had on their homestead, large numbers of African 
males entered into migrant labor, leaving their families behind because of laws 
requiring Africans to carry passes in white areas.16

Pholela exemplified this political reality. The doctors who established the 
pchc often commented that one of the most striking features of the landscape 
was its lack of men, and in particular, young men. These young men sent remit-
tances home from the nominal wages they earned for their low-skilled work, 
supporting their families from afar.17 The family members who stayed behind 
worked what little land they had available, and they used remittances to buy 
processed maize meal and other staples (if they could afford them) to supple-
ment their meager agricultural yields. The combined livelihood approach of 

Figure I.4  A view of Pholela from a mountaintop. The lines between communally held 
African land and white-owned land are clear even now. Today most of the white-
owned land remains in tree plantations rather than agriculture as it had been in the 
1940s and 1950s. Photo by author.
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women’s agriculture at home and men’s low-wage labor away meant that fam-
ilies barely survived and that their health often suffered. This was what racial 
capitalism looked like in Pholela.

When they returned home, the men brought new diseases like syphilis and 
tuberculosis with them, where they took root in their malnourished families and 
neighbors. As residents began to suffer from unfamiliar illnesses, they under-
stood and treated them through a preexisting framework of health and heal-
ing. In Pholela, as in much of sub-Saharan Africa, illnesses are divided into 
three broad categories: illnesses from ancestors, illnesses from witchcraft, 
and illnesses that just happen, which was the most common category.18 The 
most important difference came in etiology: an illness could “just happen” or 
it could be the product of intent, caused by a person like an angry ancestor or 
an umthakathi (a person who sends witchcraft). Determining the category of an 
illness was the key first step in alleviating symptoms and making a person well, 
because each type of illness had a different treatment regimen. For illnesses 
that just happen residents visited a nurse or a doctor; for witchcraft or ancestor 
illness they visited a healer who works with the ancestors (an umthandazi or an 
isangoma). But it was rarely clear what type of illness a person had.19 As a result, 
Pholela’s residents often tacked back and forth between biomedicine and vari-
ous traditional healers. It was into this context that the pchc entered in 1940. 
And it was this political, economic, and health context that would come to 
shape the possibilities and limitations of the social medicine that developed in 
this place.

Scholarly Threads

To understand social medicine from Pholela, I offer a political ecology of health 
approach.20 With this approach, I understand health and healing as ontologi-
cal and constitutive of worlds. By this I mean that I recognize that the physical 
manifestation of illness is as significant as its sociocultural relationships, and 
further that the two are entangled; I start from the position that the worlds 
we live in are relationally produced.21 In other words, people, things, plants, 
animals, and harder-to-categorize beings like ancestors are what they are be-
cause of the relationships they are entangled in, relationships that are more 
than human. Furthermore, the worlds they inhabit and constitute are entan-
gled and interconnected; they are the product of these relationships.22 The un-
derstanding of health, healing, and worlds I offer here builds on the work of 
scholars interested in political ecology, ontology, medical anthropology, and 
science studies.
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To set up a political-ecology analysis, I begin with an examination of how 
the pchc’s social medicine ordered and intervened in Pholela. To do this, I 
draw on medical anthropology and science studies scholarship, which reveal 
that supposedly universal sciences like biomedicine are socially and cultur-
ally local and produced through relationships.23 This scholarship highlights 
the role of people like Gogo Ngcobo in the production of science and scien-
tific knowledge, as she and her garden represent the social medicine that came 
from Pholela. But understanding Gogo’s role is not enough for understand-
ing social medicine from Pholela, where homestead transformation and things 
like vegetables and nutrients were integral to health center practice. For this, I 
draw on science studies scholars interested in questions of nonhuman agency. 
These scholars argue that science is the product of relationships among peo-
ple and things, where things can act just as people can. One particularly valu-
able framework for this is the assemblage, which centers human – nonhuman 
relationships and articulates agency relationally.24 This scholarship helps to 
make the pchc’s vision of practice clear, offering an examination of its remark-
able success. Gogo’s garden’s contents and organization and her ongoing good 
health five decades after the pchc lost its funding are testaments to the impor-
tance and success of human – nonhuman assemblages.

While science studies and medical anthropology help to critically interro-
gate social medicine as a science, political ecology, inflected by scholarship on 
racial capitalism, helps to illuminate some of the limits of the social medicine 
practiced in Pholela. Combining an attention to political economy (through 
the social sciences) and an attention to the biology of ecosystems and bodies 
(through ecology and biomedicine), political ecology reveals that the gardens 
and fields of Pholela’s residents were inextricably linked to the health of the 
people, and moreover, that both were shaped by the broad political-economic 
processes at work in South Africa and Pholela.25 This understanding of the im-
portance of political economy also underpinned the pchc’s social medicine 
practice, where social life was understood through a Marxist analysis of South 
Africa’s political economy and Pholela’s livelihoods. Because the political econ-
omy of South Africa has always been stratified by race, work on racial capital-
ism is particularly valuable for a political-ecology analysis in this place. While 
most often traced to Cedric Robinson’s foundational work, Black Marxism: The 
Making of the Black Radical Tradition, the term racial capitalism was first articulated 
by scholars working in and on South Africa.26 These scholars understood that 
capitalism and more, capitalist accumulation, were predicated on a racial hier-
archy enforced by both government policy and industrial practices. These pol-
icies and practices, which culminated in apartheid, ensured astonishing profits 
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for whites at the expense of African laborers. This is a pattern that continues 
to this day, shaping the health and illness of South Africa’s poorest people, as 
Mark Hunter has so aptly demonstrated in his work on the implications of a 
livelihood strategy that includes everyday sexual transactions for hiv rates.27 
Understanding social medicine and the work of the pchc through a political 
ecology informed by racial capitalism reveals that notions of racial inferiority as 
well as questions of funding shaped the sciences that underpinned social medi
cine. It also reveals that no matter how innovative and progressive the pchc’s 
social medicine program was, it could not overcome the larger forces that cir-
cumscribed livelihoods and the possibilities for healthy futures for Africans in 
South Africa. Gogo Ngcobo certainly knew this as she discussed her anxieties 
about the insufficient harvest of her garden, the inferiority of processed food, 
and the impact both had on her health. She understood that her health was 
connected to the limited livelihood possibilities of her family through food.

Racial capitalism was not the only force to shape and limit social medicine 
in Pholela; the multiple worlds of health and healing of residents also deter-
mined what was possible. As my conversation with Gogo Ngcobo makes clear, 
for residents, nutrients and vegetables (and the relationships with the health 
center that they were a part of ) were important for health. Likewise, as the 
intelezi in Gogo Ngcobo’s garden reveals, relationships with neighbors and an-
cestors and the various components of traditional medicine were important to 
health. For the pchc, witchcraft was not real; it was a product of belief and 
proof of a population not yet educated in scientific medicine. But in Pholela, 
people suffered and still continue to suffer from witchcraft illnesses that can 
only be treated with traditional medicine. The ongoing importance of tradi-
tional medicine reveals that the social relationships that the pchc did not and 
could not recognize among neighbors and between the living and their ances-
tors were important to both health and healing. To understand a vision of so-
cial life embedded in witchcraft illnesses, I draw on anthropological literature 
on medical pluralism and health and healing in Africa. Medical pluralism rec-
ognizes that both biomedicine and traditional medicine are important and via-
ble options for healing for many people around the world, and Africanist litera-
ture roots health and healing in African social worlds.28 Together, these bodies 
of scholarship offer a framework of cultural specificity and social construction 
for incorporating witchcraft illnesses into an examination of social medicine.

But the articulation of different regimes of health and healing as sociocul-
tural does not fully grapple with the physicality of illness.29 For this, I draw on 
the work of feminist science studies scholars and scholars interested in ques-
tions of ontology. This scholarship focuses on the entanglements of the physi-
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cality of illness and sociocultural relationships. I find this scholarship particu-
larly generative because of its focus on the irreducibility of (social) relationships 
to ontology and in this case to physical health.30 In this thinking, there are no 
individuals or individual elements; things and people come into being through 
their relationships, which make up the human – nonhuman world. This ap-
proach to relationality is particularly generative for understanding health from 
Pholela because it decenters scientific ways of understanding and opens up the 
possibility that more-than-human actors like ancestors and witchcraft, actors 
that science does not recognize, can have an impact on bodily health. Take 
the example of the intelezi in Gogo Ngcobo’s garden. Gogo grew this plant so 
that she could use it for an umuthi that an isangoma would make to protect 
her home and the people who lived in it from ill health and misfortune due to 
witchcraft. For the intelezi to work, the isangoma must enlist the help of Go-
go’s ancestors, who are key for maintaining health. For this thing (the intelezi) 
to prevent illness, it requires a number of humans, nonhumans, and harder-to-
categorize beings.

With intelezi growing alongside vegetables like beetroot, Gogo Ngcobo’s 
garden reveals that residents occupied more than one world of health and heal-
ing. To understand this multiplicity, I draw on the work of Stacey Langwick, 
who demonstrates that biomedicine and traditional medicine are not separate 
for the people who practice them. Instead, each helps the other by attending to 
the physical manifestations of illness and the different social relations that are 
integral to it.31 Further, through efforts to heal and the therapeutic objects with 
which to do so, Langwick sees moments of “ontological coordination.” These 
moments reveal how worlds of health and healing are made and remade for 
and by the people she works with.32 For Pholela’s residents like Gogo Ngcobo, 
ontologies are multiple, relational, and overlapping.33 This multiplicity exposes 
another limit to the social medicine practiced in Pholela.

Taken together, this scholarship helps to probe the possibilities and lim-
itations of social medicine, expand understandings of health to be always rela-
tional and more than human, and offers possibilities for a different, more ex-
pansive vision of social life and social medicine. In the age of global health, 
the social medicine that Pholela’s residents and their homes suggest we need 
includes actors often glossed as cultural, like ancestors, and recognizes their 
role in illness and health for the people who are so often the targets of global 
health programs.34 Understanding health as relational and including these ac-
tors offers not just a different story of social medicine, but the story of a differ-
ent social medicine.35 As Vandana Shiva writes, “Since creativity has diverse ex-
pressions, I see science as a pluralistic enterprise that refers to different ‘ways of 
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knowing.’ For me, it is not restricted to modern Western science, but includes 
the knowledge systems of diverse cultures in different periods of history.”36 In 
this framework, social medicine from Pholela is a science, one that offers pos-
sibilities for global health.

Sources and Methods

My ethnographic practice focuses on the health-related practices and the lived 
experience of illness and healing for Pholela’s residents. Since  2008, I have 
worked closely in and with three communities in Pholela, which I call Enkangala, 
Ethafeni, and Entabeni.37 Key to the research design, Enkangala and Ethafeni 
sit in what was once the catchment of the pchc, while Entabeni sits outside. 
This spatial division provides for an understanding of what changes might have 
been instigated by the health center and what were the result of other local and 
national forces. It also offers a pathway for understanding health outside of the 
influence of the pchc. I have conducted the vast majority of my ethnographic 
research in these three communities with Thokozile Nguse, who has been at 
least equal parts sister, interlocutor, and research assistant.38 While Thokozile 
and I got to know and spend time with many people in these places, most of 
our work involved eight households with whom we conducted detailed oral his-
tories about health and livelihoods between 1955 and 2009. Our conversations, 
observations, and experiences with these people and others form the backbone 
of the research for this book. (Chapter 2 describes this research in detail.) My 
time in Pholela also shapes the form of the book, which tacks back and forth 
between past and present, much as our oral histories, interviews, and conver-
sations did.

Of equal importance to the details and stories gathered through time spent 
in Pholela is the analytical value of ethnographic research. To understand this, 
I draw inspiration from Sarah Hunt’s claim that stories are ontologies. By this, 
I mean that stories aren’t metaphors; they don’t need to be explained through 
comparison. Instead, they represent realities.39 The best way to understand 
stories is therefore by getting to know the places and people from which they 
emerge. The informal conversations Thokozile and I participated in and the 
observations we have made over more than a decade provide much of the ba-
sis for my analysis of health, healing, and social medicine in Pholela. After all, 
thinking about social medicine from Pholela requires a firm grounding in the 
worlds — the ontologies — of area residents; ethnography offers one important 
way to access these worlds.
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For a historical perspective, I analyzed archival documents from the pchc, 
and its publications, and drew on regional ethnographies of Nguni-speaking 
peoples.40 Rich in detail, these sources offer a wealth of information on the life 
and ideas of Africans, life at the moment of the establishment of the pchc and 
after, health center practices, and residents’ engagement in the work of the 
health center. In particular, pchc publications offer valuable data and analyses 
of household surveys and experiences in Pholela and important insight into the 
views and work of the health center’s doctors. These sources are not without 
their own biases and problems, however, which is part of the reason that they 
are so helpful for understanding the pchc’s vision of social medicine, which I 
examine in chapter 1.

A third group of sources includes scientific papers on nutrition and health.41 
This work helped me examine the role of, for example, nutrients in health, or 
the specific nature of kwashiorkor, an illness caused by an acute protein defi-
ciency. As such, they help explain the “matter” of social medicine (at least in 
the world of health and healing where biomedicine is at work), just as govern-
ment reports and publications help to explain its “meaning.”42 These are key 
documents for the political-ecology approach at work in chapter 3. When cou-
pled with oral sources and ethnographies, which offer insight into the mean-
ing and matter of witchcraft diseases (the subject of chapter 4), these scientific 
sources help provide a rich picture of health in Pholela.

Given the diversity of written and other sources, reading and integrating 
these various pieces of research is both particularly important and particularly 
challenging. To do so, I offer a method of entanglement and diffraction. Build-
ing on Donna Haraway’s and Karen Barad’s concept of diffraction, I read and 
incorporate sources through one another, attending to their “interaction, in-
terference, reinforcement, [and] difference.”43 In particular, diffraction offers a 
way to attend to difference and change over time and across space, as well as a 
way to examine spaces of overlap. Moreover, as Barad writes, diffraction “is not 
just a matter of interference, but of entanglement.”44 In other words, attending 
to difference is not enough; one must attend to the coproduction that occurs 
as a result of the intra-actions of different sources. Here, I use the term intra-
action (as opposed to interaction), putting to work Barad’s idea that all beings 
are relational from the start; this is especially valuable for understanding co-
production.45 A key insight of the concept of diffraction is that the researcher 
plays an integral role in research produced.46 Recognizing this, of course, means 
that I must acknowledge that the analysis offered in this book is diffracted 
through my experience and knowledge (as well as through my relationships, 
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experiences, and conversations with Thokozile), through the lives and words of 
Pholela’s residents, the writings of the pchc’s staff, and scientific understand-
ings of nutrients and bacteria. This book is a result of these entanglements.47

What emerges is not a neat and tidy story; it is a story of interconnected 
worlds, worlds in which social medicine is many things simultaneously and so-
cial life is broad, relational, and more than human. Through a method of dif-
fraction, seemingly contradictory sources intra-act and offer new possibilities 
and new insights. Consider the example of physical illness. Reading symptoms 
through its manifestation in the body, the diagnosis of a doctor, the work of an 
isangoma, the explanation of an ill person, and my own ideas and experience 
offer a somewhat contradictory but rich view of illness, wellness, social life, 
and the worlds of health and healing in Pholela. This method of diffraction, 
attuned to difference, opens up the possibility that health and social medicine 
are even more complex than what well-known histories offer and the staff of 
the pchc imagined.
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and further that it was post-Enlightenment science that sought to (artificially)  
separate them. There are two major approaches to understanding nonhuman 
agency in science studies: actor-network theory and assemblages. Along with 
John Law, Michel Callon, and others, Bruno Latour developed ant in order to 
understand the role of nonhumans like animals and bacteria in the production 
of science. In this theory, various actants (a term significant for its openness to 
nonhuman actors) are assembled in a network through which they are connected 
to each other. Their actions, intentional or not, affect the other members in 
the network in ways that are both predictable and unpredictable. Each actant is 
therefore shaped by the other actants both directly and indirectly, as causality  
in the network emerges relationally. Most importantly, ant is processual, 
focusing on new actors and new ways of acting; it is fundamentally interested 
in agency and change, where agency is distributed among actants and change is 
cumulative. While the different actants matter, their relationships matter more, 
as all action, all agency, emerges through the network. An ant approach could 
be valuable for understanding the health center’s program to remake homesteads 
(the subject of chapter 3). 

		    While this is useful for thinking relationally, a number of scholars have cri-
tiqued ant for its flatness, which obfuscates power differences, for the fact that 
it doesn’t sufficiently account for the researcher, and for the fact that it focuses 
on the collective, often at the expense of the individual. Drawing on the work of 
Deleuze and Guattari, a number of scholars offer the assemblage as an alternative 
way to think about worlds, agency, and causality relationally. In this thinking, 
all entities — assemblages and their component parts — are relational. These 
assemblages are heterogeneous and productive — they act in the world — and they 
are more than their parts. Put another way, assemblages are parts and wholes, 
which hold together through difference. As Anderson et al. write, “Assemblage 
privileges processes of formation and does not make a priori claims about the 
form of relational configurations or formations” (176). Assemblages are about the 
coming together — their relationships. Much as in an actor-network, assemblages 
are made up of distinct elements, all of which have the same ontological status 
at the start. Unlike ant scholars, however, scholars who work through assem-
blages often trace power hierarchies, which emerge through the organization of 
and relationships in the assemblages. As a result, they see power differences as 
the result of relationships and as constitutive of relationships. The result is that 
questions of power are embedded in assemblages in a way that they are not in ant. 
One aspect of assemblages that I find particularly useful for understanding health, 
healing, and social life is the focus on relationships and process without detailing 
causal pathways. (This is different from ant, where relationships are mapped in a 
network.) In this way, an assemblage is valuable for understanding illness as always 
social and biological. Another valuable aspect of assemblage thinking is that a 
number of scholars see assemblages as an ethos of engagement, as a way to think 
about what might be possible rather than simply what is. This focus on engage-
ment with the world opens up new ways to think about and understand worlds. 
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		    While valuable, for our purposes in understanding the worlds of health and 
healing that Pholela’s residents occupied, assemblages also have their limitations. 
Most important is that though all action is relational and components change 
over time, assemblages retain their distinct, individual components. While the 
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ning, they retain some of their distinctiveness. While helpful, I find that this 
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Geography in and for a More-Than-Human World,” cultural geographies 13, no. 4 
(2006): 600 – 609. 

	25	 Using the example of epigenetics and toxins, Becky Mansfield and Julie Guthman 
reveal that the boundaries between bodies and their environments are never hard 
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Planning A 47, no. 10 (2015): 2204 – 20; Becky Mansfield, “Environmental Health as 
Biosecurity: ‘Seafood Choices,’ Risk, and the Pregnant Woman as Threshold,” An-
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