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THE CULTURAL SENSE 
OF DISASTERS

Practices and singularities in the 
context of HIV/AIDS

Klaus Geiselhart, Fabian Schlatter, Benedikt
Orlowski and Fred Krüger

Introduction: defining disasters is a cultural act

Defining a disaster is a cultural act: naming a disaster first starts with recognising
societal conditions that are evaluated to be disastrous. Plainly, this can only be done
in reference to values and norms. In a second stage, conditions tagged as disastrous
become traced to either a hazardous event or to social circumstances and dealings
that have reduced people’s resilience, rendered them vulnerable, or hampered their
appropriate response to threats. It is thus intelligible that in different cultures,
depending on particular perceptions and values, disasters can be substantially
different things. Disaster definitions, for example, are created by organisations,
institutions or individuals with regard to their own practical assignments. But, then,
how can ‘a culture’ be identified, a situation be narrowed down to a ‘disaster’, and
appropriate disaster risk reduction (DRR) measures be initiated?

In a postmodern and postcolonial context, or after the cultural turn in the social
sciences generally, it has become obvious that it is crucial to envision a notion of
culture beyond essentialisms or static conceptualisations. Only by this means can
culture become a useful and applicable concept for social research and DRR. From
this point of view, culture can neither be defined for a certain time or space nor,
strictly speaking, in respect to social groups. 

It is easy to state that cultures are fluid, unstable, and in permanent transition.
However, if we employ ‘culture’ in empirical research and in DRR practice we
are in danger of falling into the trap of essentialisation. What kind of social unit
has which specific culture? We are thus confronted by two challenges: how can
cultures in a given society be identified and acknowledged in their multiplicity
and fluidity, and how can such a broad-based notion be translated into DRR
practice? For the purpose of this chapter, let us assume that cultures can best be
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defined by fields of practice. These are certain contexts where practices are
institutionalised in order to render life and social actions more predictable, or reliable. 

Nonetheless, we have to acknowledge that certain common values and sets of
knowledge are involved in collaborative practical dealings. At least an implicit
agreement and mutual understanding are needed for the sake of accomplishing
certain tasks. Cultures can then be identified by fields of practice involving conven -
tionalised dealings, agendas, guidelines, explicitly codified tasks and targets.

Within these fields, however, individuals sometimes act beyond common
conduct. Especially those situations or settings that are subse quently termed
‘disasters’ occur as singular incidents where unanticipated moments emerge. Such
situations, which are deemed complex, hazardous or as constituting an emergency,
as well as processes interpreted as slow-onset crises, are characterised by institutional
breakdowns and by a multiplicity of singular situations or occurrences. These singu -
larities lead to shifting assemblages of actors and create proceedings that distinctly
differ from conventionalised practices. As expressions of ongoing or momen tary
doing, it is thus worthwhile to include such singularities in the assessment of disaster
processes. This may lead to a way forward in the analysis of linkages between cultures
and disasters.

In this chapter, we focus both on institutional fields of practice and on individual
dealings within the setting of the HIV and AIDS pandemic in Botswana. We argue
that by looking at an ‘arena of singularities’, which is often neglected in DRR-
related research and intervention, a better understanding of the ‘cultural’ dimensions
of disasters can be fostered.

The findings presented here are based on empirical studies conducted during
different field campaigns between 2004 and 2013 in Botswana. This research was
part of two projects funded by the Deutsche Forschungsgemeinschaft (German
Research Foundation) on the social effects of HIV/AIDS and its associated inter -
vention schemes; the projects also included geographical and anthropological
research about traditional healers.

In the following, after a more precise explication of our basic terms, we will
illustrate the diverse conceptualisations of HIV/AIDS as a disaster in Botswana. We
will look at different fields of practice and lay open their internal rationalities and
contradictions. Such fields include biomedical intervention, support groups and
traditional practices of healing, among others. These different spheres clash, unite
or coexist in the arena of singularities when individuals navigate through different
institutions. We will identify different aspects of those singularities and assess them
with regard to their possible influence on future HIV/AIDS inter vention schemes.

Culture: fields of practice and the arena of singularities

The ‘cultural turn’ in the social sciences effectively eroded an essentialist notion
of culture. Cultures can no longer be regarded as a fixed set of norms, values and
practices that are confined and obligatory to a certain community or geographical
area. There has been a shift towards conceptualising culture as the process of
signification and production of meaning (Rutherford and Bhabha 1990, p. 210,
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Hall 1992). In the course of this cultural turn, notions of culture have become
increasingly restricted to semiotic and discourse effects. However, this has been
contested by the argument that such understanding disregards the restraints of lived-
in worlds. Processes of identity building, even in a postmodern liquid life (Bauman
1996), can never be completely independent from given social conditions and their
materiality (Jackson 2000). In the wake of this call for a ‘rematerialisation’ of social
geography, new conceptualisations such as the actor-network theory were then
employed. Notions of ‘assemblages’ (Anderson and McFarlane 2011) or ‘techno -
logical zones’ (Barry 2006) were developed in order to conceptualise the normative
and standardising effects of technologies and processes of societal organisation. To
secure their functioning, organisations, as well as informal institutions, demand
certain qualifications of every individual who wants to become active within them,
thus forming zones of qualification (Barry 2006). These can be understood as fields
of practice, with compulsory sets of knowledge required of their associates. Further -
more, these zones of qualification imply normative and value-loaded en deavours
that are firmly connected to the associates’ societal assignments. Organisations find
it necessary to agree on programmes or agendas and thus create value-loaded sets
of knowledge, procedures and attitudes.

Accompanying these concepts, approaches to praxis (cf. Dewey 1929, Bourdieu
1977, Giddens 1984, Schatzki 2003) help to analyse how knowledge is incorporated
in institutionalised practices. According to Dewey (1929), people have a basic need
for certainty. This causes them to construct explanations about the world in order
to make life predictable and themselves capable of action. Know ledge plays a crucial
role in this process. It derives from a collective historical process: based on the
experiences of many people, explicit assumptions about the world and of how to
best deal with it are deduced. People negotiate these assumptions and try to make
the outcomes of their own experiences mandatory. Knowledge is thus rooted in
praxis and becomes realised in conventionalised practices in which it proves its
significance.

This applies not only to explicit knowledge but, more importantly, to partially
conscious knowledge. People’s actions are not entirely deliberate; instead, people
skilfully perform according to how they have been socialised in their roles and
pro fessions. Practical knowledge (Giddens 1984), the habitus (Bourdieu 1977),
experience (Dewey 2005 [1934]) or institutional logic may determine action more
than the deliberation of a single person. ‘Culture’ therefore also entails a perform -
ative dimension. We thus see culture as a reification of lived and assumingly valid
knowledge sets that are reproduced and permanently contested in interaction.
Culture is thus neither static nor essentialist.

Soja (1999) and Bhabha (1996) have conceptualised ‘third space’ as the sphere
of the lived experience of individuals, as a space where people establish their
individuality ‘in between’ conventionalised cultures. As regulations can never cover
all the eventualities of social life, individuals, no matter which position they obtain
in an institutionalised setting, are challenged by the demands of organisational
structures as well as by their individuality and thus need to act creatively (Berk
and Galvan 2009). When entering different fields of practice, individuals encounter
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different cultures within their everyday lives. People might feel torn or disrupted
when in between settings, as each setting carries its own norms, values and
knowledge systems (e.g., people’s religious and ethical values might be challenged
by their professional conduct when an employer demands them to act in terms of
their company’s strategy). Under these circumstances, individuals might then
develop new and individualised practices beyond institutionalised routines or
solutions. Taking this pragmatist perspective further, we conceptualise an arena
where an individual’s solutions and explanations appear singularly in specific
situations and moments. It is an arena where, despite the normative order in which
these situations or moments are embedded, the trajectories of individuals bring up
singular solutions. The ‘arena of singularities’ may potentially influence the broader
societal discourse about disasters and, consequently, drive future DDR imple -
mentations and research.

Fields of practice and their disasters: a disease in
Botswana

In the late twentieth century, Botswana began to experience a severe health crisis.
Death was omnipresent. Almost everybody knew somebody who had recently died
or who was currently in decline and enduring weight loss, coughing, darkening
of the skin, failure to control one’s bowels and other symptoms. Frequent funerals,
with processions making their way from the homes of victims to local cemeteries,
made the crisis obvious. As funerals are traditionally organised as family gatherings
that last more than a week, work and social life sometimes came to a near standstill.
Traditional healers dealt with the crisis in terms of boswagadi (Tabalaka 2007) or
meila (Rakelmann 2005), conditions arising or diseases caused when people ‘have
had sexual intercourse with a widow or widower before the time of mourning has
lapsed’ (Mmualefhe 2007, p. 9). However, traditional medicine had no cure for
those diseases.

The discovery of HIV in the 1980s laid the foundation for interpreting
Botswana’s health crisis as the effect of a pathogen. The disease was named AIDS
(Acquired Immune Deficiency Syndrome) and thus described as a biomedical
condition. Infection rates in southern Africa were found to be extremely high.
There were concerns that the regional epidemic might cross borders and become
a pandemic that would also affect the Global North. A global alliance was estab -
lished to combat HIV and AIDS and a massive intervention scheme was
implemented as a development initiative. Modern and foreign expertise intruded
into local contexts and existing social structures were regarded as being incapable
of countering the disease because their health related knowledge was seen as being
inadequate. Obviously, ‘modern’ knowledge was also not capable of providing a
cure, yet in the early intervention phase expectations were high that pharmacology
would soon develop effective medication. However, initial interventions largely
confined their focus to education, research and monitoring.
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Intervention knowledge in Botswana has not simply replaced alternative explan -
ations, although intervention schemes have become quite effective since the early
2000s with the introduction of new medication regimes. At present, different
percep tions exist as to what constitutes this disaster. The omnipresence of people
suffering is of course dreadful, and the sheer number of those who are affected
calls for naming the current situation a disaster. Beyond this, however, there are
widely varying opinions about the ‘true’ nature of the disease and how deeply it
has eroded basic structures of society. Different fields of practice and the internal
logic of each may serve to illustrate this: governmental response is based on categories
that see seroprevalence, multiple deaths and socioeconomic impact as the major
aspects of the HIV and AIDS crisis that need to be addressed. The self-help move -
ment, which evolved in the course of the growing crisis, emphasises stigma and
discrimination as the most disastrous effects on people affected by the disease. In
turn, traditional healers highlight the erosion of society’s spiritual basis, which was
triggered not directly by modern medication and treatment schemes but mainly
by the marginalisation of traditional explanations that has occurred in the wake of
modern intervention, as the most devastating consequence of HIV and AIDS.

The governmental response to the HIV/AIDS crisis

Governmental response to HIV and AIDS in Botswana can be deemed successful,
at least if measured by the achievement of its own targets or by international
standards. For our analysis it is not useful, and indeed not necessary, to contest
these achievements that have undoubtedly saved many thousands of lives. We argue,
however, that this form of intervention, due to its biomedical success, is very
powerful and excludes other perceptions of the crisis. This in turn has hampered
a more thorough handling of the crisis and has caused multiple frictions in society.

The legitimation of governmental intervention

On the level of national and international institutions, the HIV/AIDS pandemic
in southern Africa is monitored with the help of statistical surveys, mostly based
on the collection and analysis of demographic and clinical data. Although reliability
of the data used in HIV epidemiology can be questioned – for example, in 2007
UNAIDS reduced its global HIV prevalence prognosis by six million people
(UNAIDS 2007) – the outcomes of such surveys are an important base for navi -
gating and evaluating intervention practice (Halperin and Post 2004). Measuring
and quantifying data enables the ordering and illustration of complex developments.
The numbers behind the HIV/AIDS pandemic show a devastating picture and
serve to legitimate the government’s intervention in Botswana.

Owing to the high rate of infected people, mortality in Botswana has soared
since the early 1990s, when the pandemic was detected and its devastating extent
first estimated. The average life expectancy decreased from 64 years in 1990 to
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under 50 years in 2002. For well over a decade now, HIV seroprevalence among
adults in Botswana has lingered above 20 percent (Figure 4). At the moment,
Botswana’s 23 percent seroprevalence is the second-highest in the world (UNAIDS
2013a). These numbers, of course, only give a vague notion of the qualitative dimen -
sion of the crisis that is affecting all areas of life. Illness and dying have become an
everyday experience. Yet a numerical description of the past and present conditions
of this pandemic serves as an important element for broad governmental inter -
vention. Botswana has been struck hard by HIV/AIDS, but it has also had a stable
economy and government; thus it was a promising partner for international 
donors to cooperatively implement a broad HIV/AIDS intervention scheme in
2004, the first of its kind in Africa (Ramiah and Reich 2006). Notable effects of
mitigation measures were not able to be observed until the implementation of the
governmental HIV/AIDS therapy programme ‘Masa’, which takes its name from
a Setswana word meaning ‘a new dawn’. This programme includes a free and lifelong
anti  retroviral therapy for HIV-infected citizens meeting the World Health Organ -
ization’s (WHO) clinical criteria. In the wake of the treatment programme, which
proved highly efficient in reducing deaths directly related to AIDS, life expectancy
began to rise again (Geiselhart and Krüger 2007). Although there is still no cure
for an HIV infection, decreased mortality and the recovery of patients under
medication helped to mitigate the societal impact of the crisis and also increased
quality of life and wellbeing of affected persons and their families (Krüger and Samimi
2010).

The introduction of the national treatment scheme ‘Masa’ was undoubtedly based
on the perception held by the Botswana Government, health organisations, medical
personnel and international donors that the HIV/AIDS crisis was a biomedical
disaster that needed immediate and massive biomedical intervention. From this
perspective, focus was clearly best given to counselling as well as medication in
order to reduce viral loads and treat HIV-induced opportunistic diseases (WHO
2006). Statistical figures notably confirmed the treatment scheme’s success.

The measurable success of Botswana’s antiretroviral therapy (ART) programme
legitimises its governmental intervention but suggests two important developments.
First, because the number of AIDS related deaths is declining and life expectancy
is rising, more people are living with HIV in Botswana. In 2011, more than 300,000
people had to cope with HIV in their everyday lives (Figure 4). Second, the great
impact of ART on life expectancy and other health indicators seems to justify a
decidedly biomedical conceptualisation of the threat (NACA/ACHAP 2008).

The modern constitution of the intervention against HIV/AIDS

A theoretical perspective is useful to understand the rationalities behind the govern -
mental intervention practice. Bruno Latour (1993) identifies the differentiation
between the natural and social sciences as characterising a specific understanding 
of the world that he calls the ‘modern constitution’. He explains how a view of
nature and, on the other side, a view of culture historically developed to become
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The cultural sense of disasters  129

two separated realms of scientific inquiry. In terms of the modern worldview, 
both of these realms are constantly concerned with what Latour calls a process of
‘purifi cation’ in order to clear their object of investigation from artefacts of the
opposite scientific approach. This separation, based on the underlying distinction
between ‘nature’ and ‘culture’, has become extremely effective in producing
research findings applic able in, for instance, disaster medicine or other emergency
inter vention. Modern medicine analyses the body by means of the natural sciences
and in terms of separable chemical or mechanical processes. These processes can be
isolated in clinical experiments in order to explore the causality of their functioning
(Foucault 1975 [1963]). This biomedical conceptualisation separates processes,
pathogenesis and transmission from the causes that facilitate a disease’s spread within
society, a separation that confirms the distinction between a causally determined
nature and a cultured society of people with habits, behaviours and attitudes.

Against this theoretical background, we argue that in Botswana, we find a
‘modern constitution’ regarding the intervention against the HIV and AIDS crisis.
It is manifested in a widely executed separation between biomedical and social
interventions (Figure 5). On one hand, there is an application of modern medicine
and a structural expansion of the modern health system. On the other hand, with
respect to social intervention, we find a monitoring of social indicators that are
regarded as representing the negative effects of HIV/AIDS. Furthermore, factors
that are under suspicion of increasing infection rates are monitored. Social
intervention is confined to biomedical logic too because the modern explanation
of HIV/AIDS is where all the governmental and institutional consideration starts
from. The strict hierarchy in each realm of the national approach to HIV and AIDS

FIGURE 4 Selected HIV/AIDS indicators for Botswana 
Source: data aggregated from UNAIDS: www.aidsinfoonline.org, 11 May 2013; UNAIDS 2013b. Note:
Other UNAIDS statistics suggest that life expectancy at birth fell below 40 years in the early 2000s.
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130 Klaus Geiselhart et al.

FIGURE 5 The structure of national response against HIV and AIDS in Botswana
interpreted against the theoretical backdrop of Latour’s concept of modernity
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implies a tendency of the needs of people directly affected by HIV and AIDS
becoming successively faded out on higher levels of the intervention.

Biomedicine: the Masa programme

Botswana was the first country in Sub-Saharan Africa to implement a national
antiretroviral therapy (ART) scheme. Its countrywide implementation was
facilitated by a fairly well established pre-existing health infrastructure, with clinics
and health posts able to provide primary health care free of charge in every major
village. The Ministry of Health’s aims have been very clear: its first priorities have
been to expand the number of clinics and outreach stations, as well as increase the
number of patients receiving ART, according to high ranking programme officers
in the Ministry of Health (personal communication, 5 April 2012). Their strand
of argumentation stresses the achievements of the ART programme, which are
measured quantitatively, as illustrated in Figure 5. On these grounds, Masa is regarded
as successful. There is, however, evidence that some aspects which lie beyond effects
that can be measured quantitatively are neglected.

Adherence to ART, which requires the regular intake of medication in
combination with the adoption of preventive strategies, is internationally seen as
one of the most important tools in the management of HIV. Non-adherence, in
contrast, is threatening in two ways: intake interruptions may lead to treatment
failure associated with, for example, an increase of viral load and the recurrence
of symptoms, as well as to an increased chance of transmission. Furthermore, the
virus may develop drug-resistant quasi-species; if so, the medication regime of
affected patients has to be changed to the next ‘line’ of drugs, often with more
side effects and higher medication costs. There are concerns that, in the long term,
HIV could develop resistance against many available lines of antivirals, thus
rendering ART schemes useless and boosting the number of new infections due
to an increased chance of transmission. Non-adherence thus threatens the entire
intervention programme.

In contrast to its internationally acknowledged importance, the issue of
adherence is only marginally being addressed within the Masa programme, despite
a variety of relevant measures already put in place: first, health care providers are
being taught in adherence counselling; second, adherence is monitored through
pill counts (counting the pills a patient has remaining after a given time and thus
checking whether the prescribed number of pills have been taken); third, patients
who do not follow their ARV prescriptions are supposed to be accompanied by
health care assistants who counsel them to stay or get back on medication.
Adherence monitoring is sometimes combined with blood tests where T cells
expressing CD-4 are counted, as the number of these so-called CD-4 cells functions
as a proxy that can help determine the condition of a person’s immune system and
the stage of the disease.

Determining adherence from pill counts might be an adequate method in
resource-poor settings (McMahon et al. 2011), yet this sort of technical assessment
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does not sufficiently take into account how people have to cope with medication
intake on a daily basis. Due to financial restrictions and a lack of human resources,
ongoing support in particular is largely unavailable. Doctors often do not even speak
Setswana and, in general, are sometimes not receptive to how their patients
include their medication regimes into daily life nor do they know what problems
patients are facing in order to adhere to medication regimes. This does not
necessarily mean that health care providers do not take an interest in patients’ lives.
In Botswana, however, healthcare facilities are dramatically understaffed and pro -
viders overburdened, a condition directly related to the fact that social aspects of
living with the disease, and the prolonged medication associated with it, are not
prioritised.

Societal monitoring: addressing socioeconomic facts

Forming a second aspect of the governmental response to HIV/AIDS, findings
from a wide variety of research and monitoring studies have found their way 
into discourse of the HIV and AIDS pandemic. A wide number of economic (IMF
2001, BIDPA 2000), educational (Abt 2002) and behavioural studies (Hope 2003)
have documented that HIV/AIDS in Botswana has struck all societal functions and
concerns. By these means, HIV/AIDS has been displayed as a complex multifaceted
pandemic and this has given legitimation and also prioritisation to decision makers
and donors for implementing and widening the Masa programme to a multi-sectoral
approach (MoH 1997).

IMF (2001) and BIDPA (2000) are two organisations that have assessed the
negative economic effects of the pandemic. According to their findings, without
the economic impact of the disease, Botswana’s annual GDP increase would have
been 3–4 percent higher in the 1990s. Labour productivity in particular was drastic -
ally reduced during the period assessed because the disease mostly affected the
working-age population. Additionally, government expenditures rose due to higher
treatment costs. The pandemic’s impact on education was also assessed. Due to
higher disease-related absence rates of teachers and students, education standards
from prior years could not be maintained (Abt 2002). Such assessments strongly
supported the implementation of the ART programme because of its predicted
positive micro- and macroeconomic effects (NACA n.d.).

Research in this vein has evaluated a whole set of economic and social
consequences of the disease (for instance, economic impact or educational setbacks)
and found them to be disastrous. However, all these studies deduce their findings
from the biomedical causal chain of infection-illness-death and thus mainly have
had an interest in factors that monitor the pandemic’s progression (such as sick
leave, death toll, etc.) or that are seen as influential with regard to infection rates
(HIV-related knowledge, for example). In 2000, NACA (National AIDS Coord -
inating Agency) was established to pool all information about the progress of the
societal effects of the epidemic in Botswana; NACA mainly gathers its information
from the grassroots level, but does not implement any support schemes itself. The
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second strand of the state’s intervention is basically a monitoring system with no
means of implementing programmes and little intention to explore the realities of
life of the people affected by HIV and AIDS (Figure 5). In fact, whereas such
everyday realities are taken account of on the grassroots level, they are successively
faded out with each step up the organisational hierarchy. Self-help movements can
be seen as a response to this institutional gap.

Self-help movement: stigmatisation and participation

Before 2000, when government response was still relatively slack and largely
incapable of adequately dealing with the pandemic due to lack of information and
resources, a large number of self-help initiatives were active in Botswana. Many
of these received some degree of financial support from the government or external
sources. Activists disclosed their infection status, travelled to South Africa and the
United States, and ‘imported’ knowledge about how to best support PLWHA
(people living with HIV/AIDS). Yet since 2002, the number of those groups has
decreased considerably. A set of factors has led to this development, a major one
being the government’s focus on a new intervention scheme that is designed to
take a mix of biomedical and socioeconomic aspects into account but that has found
little need for self-help initiatives.

With regard to biomedical rationalities, support groups aim at raising awareness
about the threats of multiple concurrent sexual partnerships and reinfection. They
inform about a broad set of issues such as safe male circumcision, the relationship
between tuberculosis and HIV and adherence requirements, and they also bolster
treatment literacy. Self-help initiatives primarily understand themselves as forums
where people affected and infected can socialise and share personal experiences in
order to improve their wellbeing and self-esteem, receive psychosocial support and,
to a certain degree, foster recovery from AIDS related illnesses. For many people
affected, support groups are the only discrimination-free places they experience;
they feel they do not need to hide their HIV positive status and that they can talk
freely about their daily problems. Stigma and discrimination, the shock of being
diagnosed as HIV positive, familial and social relationships, problems at work or
the challenges of having to organise monthly visits to the clinic are important topics
that can be openly discussed. All these topics also relate to treatment adherence,
as they touch on barriers for regular medication intake. Not only do stigma and
discrimination take place in the broader societal setting but also inside the family
or among friends. Stigma is thus the main topic that support groups address publicly.
The groups are in favour of an integrative society where PLWHA are regarded as
full-value members and where their experience of ‘being positive’ is seen as an
expertise that can help to combat the disease.

The self-help initiatives actively promote ‘accepting oneself’, a life attitude and
coping strategy to acknowledge and incorporate the fact that a person is HIV
positive. Learning to ‘accept oneself’ is seen as a key to ‘living positively’ with the
infection. It is usually a long process of experiences and therefore needs ongoing
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supportive counselling, which the state’s intervention scheme does not provide.
‘Accepting oneself’ goes along with addressing various psychosocial burdens such
as self-doubt, questions of guilt and anxiety about the future, as well as restructuring
one’s familial relations and circle of friends (Geiselhart 2009, p. 69).

After the introduction of the ART scheme, for many PLWHA, stigmatisation
and social exclusion is now the major threat to their wellbeing. From the support
groups’ point of view, stigma and discrimination form what the disaster of HIV
and AIDS is all about. Many support groups had effective programmes in place to
mitigate the hardship of everyday life. However, due to lack of funding, most groups
have since disbanded. In order to safeguard the national treatment scheme Masa,
and also to bundle resources, the Botswana Government is suspicious of all activities
where it cannot wield influence or exercise direct control. The Government fears
counterproductive effects that might erode the ART programme’s achievements.
There is, therefore, very little governmental support for initiatives whose targets
reach beyond Masa’s core concept, cater for an ongoing psychosocial support for
PLWHA or attempt to reduce stigmatisation and discrimination.

The marginalisation of dingaka

Traditional healing is another field of practice worth exploring. In this section, we
refer to traditional medicine as those healing techniques that point to indigenous
spiritual conceptions, as well as to tribal ‘culture’ in a broader sense. To honour
the specific quality of this realm and emphasise that the term ‘traditional’ is a
distinctive category, set aside from modern perceptions, we will use the Setswana
word ngaka (doctor, healer; plural: dingaka). The field of dingaka is highly
individualised. Most healers have received little formal education and are often
illiterate (Staugard 1989, Andrae-Marobela et al. 2010, p. 26). They often undergo
a yearlong ‘apprenticeship’ and are instructed by experienced healers, with their
techniques varying according to different schools of training. Dingaka claim to gain
their knowledge about herbs, treatment and other subjects directly from the
spiritual world or from dreams, and their training is to a large extent based on
techniques supporting their ability to receive that intuition. A few healers even
claim to have been taught exclusively by natural spirits. In general, dingaka use
oracles for diagnosis. The technique most often practised is to ‘cast the bones’.
Four pieces of bone, wood or ivory are thrown on the floor and interpreted with
regard to the way they come to rest (van Binsbergen 2003). Dingaka understand
illness not only as a bodily problem but also caused by impaired social relations,
distraction from the spiritual world or natural forces. They discuss social relations
as well as current societal developments with their clients. New information is
therefore permanently integrated into their practices. The field of healing is thus,
in principle, very flexible and ‘under constant influence from religious and
cosmopolitan medical sources’ (Ingstad 1990, p. 28).

As mentioned above, dingaka have described certain conditions and health related
symptoms as boswagadi or meila. When physicians were introducing the new
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diagnosis of HIV and AIDS to exactly the same symptoms and accused healers as
being ignorant, they disregarded the notion that the dingakas’ perceptions were
not irrational at all: a ngaka ‘is not seeing a new thing at all. He sees that old problem
of boswagadi’ (Tabalaka 2007, p. 69). One can safely assume that dingaka had been
concerned with the noticeable impairments in patients long before the modern
intervention and, even if they had no cure for it, their explanation of the disease
in terms of local perceptions made sense of the phenomenon. In order to avoid
practices that might have negative effects on patients, it is thus important to look
at the way dingaka perceive modern knowledge about HIV and AIDS and whether
they integrate it into their techniques.

Regarding HIV and AIDS, healers are often accused by governmental and other
public institutions of contributing to the spread of the virus rather than helping to
tackle the pandemic. In the course of the modern intervention, indigenous
knowledge has often been rendered inadequate, untrue or mythical:

There was a need for cultural change, given the fact that AIDS threatens to
wipe out the population of Botswana [. . .]. We are in a war situation where
we have to make many tough decisions and forget about some of our cultural
beliefs in order to save millions of lives.

(Tabalaka 2007, p. 63)

With the onset of the pandemic, modern biomedical knowledge was promoted
as being superior and traditions such as seantlo, a custom whereby a widow is married
to a brother of her former husband in order to secure her livelihood, were
evaluated as supporting the spread of HIV.

As outlined above, the modern health system in Botswana became quite
effective in combating AIDS. Alternative treatment practices and medicines were
seen by many as outdated, and medical professionals generally assumed that people
would gradually refrain from ‘traditional’ health practices. However, modern
medicine repeatedly displayed its negligence in paying attention to patients’ own
experiences and perceptions of illness; the fact that physicians sometimes tend 
to ignore that their medical explanations are not comprehensible to all of their
patients became increasingly evident. In addition, the mere prescription of
medication gives little assistance for coping with diseases mentally, nor does it give
explanations with regard to spiritual worldviews. It is here where dingaka often
perform much better, and in Botswana, ‘traditional’ health care has therefore
remained an important health system in its own right (Staugard 1989, p. 18, Andrae-
Marobela et al. 2010).

Health anthropology has shown that even symbolic actions such as healing rituals
can have effects on physiology (Kirmayer 2004). The WHO (2002, p. 11)
acknowledges the growing influence of alternative medicine worldwide, not only
in peripheral regions where modern health care is not available. Practitioners of
such medicine adopt healing techniques from all over the world. Stollberg (2002)
attests a globalisation and localisation of alternative medicine. The WHO therefore
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suggests an integration of alternative healing services into public health systems.
Botswana, however, is one of the few countries in southern Africa that, according
to our own research, still has not established a legal cooperation to this effect 
(cf. WHO 2002, p. 17). In the beginning of the 1990s, some attempts to install a
collaboration between public health actors and dingaka were begun, but local 
healers still feel patronised by governmental bodies (WHO 1990, Chipfakacha 1994).
In a field study we carried out in Botswana, John P. Setilo, president of the
Baitseanape ba Setso mo Botswana (‘experts in culture’, an umbrella organisation
for traditional healing practitioners) and president of the Botswana Dingaka
Association, stated:

We are working closely with the Ministry of Health. That I would admit.
But we are working closely with them, not as equal partners really, because
at the end of the day all they do is to run workshops for us, for purposes of
wanting us to help solve their problems. They concentrate maybe on
HIV/AIDS. Nowadays there is diarrhoea. So they will workshop us on
diarrhoea. And that’s it.

(Interview, 18 August 2012)

Traditional healing practices have largely been disconnected from everyday
modern lifestyles, but are not at all confined to oblivion. We came across cases
where people would openly discredit dingaka but consult them secretly when
modern therapy would not provide a desired effect. Some also sought treatment
associated with witchcraft. Setilo confirmed this was true even in the case of leading
politicians:

Our leaders will pretend that they don’t believe in traditional medicine or
whatever [. . .]. There is a lot of hypocrisy. Look at it this way, elections are
coming in 2014 and a good number of us will make a lot of money. Because
the very same people who will be saying traditional medicine is rubbish, will
come running to us because they want muti [traditional medication] [in order]
to be re-elected [. . .] There’s a lot of hypocrisy.

(Interview, 18 August 2012 [annotation by authors])

Healers have to choose whether they will be content with the small fees they
receive for healing consultations or whether they will practice witchcraft, which
is well paid but ostracised or even illegal.

In the course of AIDS related interventions based on biomedical notions, both
of disease and of what constitutes a health disaster, little has been done to make
rationales compatible to existing beliefs and actions. In fact, traditional know-
ledge has often been contested and opposed. It is not possible to simply extinguish
certain customs as they are integrated into a complex system of understand-
ings combined with practices made conventional. While AIDS related intervention
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schemes were unaware of or ignored existing rationales, the biomedical conceptual -
isation of the disease was ignored by some traditional healers because it appeared
as a foreign entity. There was no serious attempt for mutual understanding and
learning. Indi genous knowledge systems ‘are dynamic systems embedded in chang -
ing social, economic and environmental relations’ (Andrae-Marobela et al. 2010,
p. 4), though one could add that this is true only as long as their knowledge is not
rendered inadequate, but appreciated. The character of the HIV and AIDS disaster
from the perspective of dingaka lies in the fact that, aside from the immense 
loss of lives, they themselves have become marginalised. In the course of the
implementation of modern medicine, healers have widely lost their status as
authorities.

Ruptures and unexpected alliances in the arena 
of singularities

Above, we have analysed different fields of practice and related perceptions
regarding a current health crisis in Botswana. Those perceptions can be viewed as
somewhat stable and continuous because they are, in one way or the other,
institutionalised and organised. Next, we will look at single events and their
trajectories that make these fields of practice fluid.

The arena of singularities

According to a pragmatist view, praxis is a continuum that is permanently in flux,
flow and transformation. Praxis is an endlessly diverse sphere of social interaction
that roots in the past and heads forward to the future by permanently passing an
infinite number of singular moments. The distinction between universality and
singularity has long been a philosophical concern. One of the key thinkers of the
philosophical tradition of pragmatism, Charles S. Pierce, suggests that only
perceptions of moments are singular (Berwing 2012). In our everyday practice, we
automatically distinguish what is universal from what is singular by what Mead
(1934, p. 186) calls ‘importation of the social process’. We permanently ask
ourselves what others would think and thus try to identify what is commonly
accepted or intersubjectively valid in our community. In doing so, we operate with
symbols of signification and try to grasp societal discourse. This process is an
elementary component of socialisation and the development of self-identity for
each and every individual. It propels the emergence and repetition of conven -
tionalised practices and, on the societal level, the effort to make society reliable
through organisations and informal institutions.

Only if we define what ‘normal’ is can we grasp what is ‘exceptional’. Once
we have identified common practices, we can also determine if something is unusual
or extraordinary due to the present situational constellation. By recognising what
is singular, we can gain individualised experiences and thus can integrate new
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meaning into our personal systems of signification and, furthermore, argue for these
meanings to be recognised in societal discourse (Berwing 2012).

Singularities appear when common practices fail, produce unwanted effects or
need to be altered. Individuals who are involved in such situations often experience
emotional effects, but this might never be recognised on the societal level. Assessing
the arena of singularities is thus regarding actual life in order to assess what is not
considered within conventionalised perceptions. Such assessment is about identify -
ing ruptures between practices and lived-in worlds. Furthermore, we have to
examine whether alliances have been formed with the potential of influencing
common practices. Taking singularities into account is about gaining an integrative
understanding that bridges the gaps between the differing worldviews of distinct
fields of practice.

Ruptures and alliances: Botho, dingaka and HIV-effective 
traditional medicine

Regarding HIV/AIDS, in order to understand how individuals navigate through
different fields of practice, it is necessary to look closely at the daily lives and routines
of PLWHA. Ruptures in these routines emerge where people encounter different
sets of knowledge, values and beliefs with diverging explanations. One example is
stigmatisation, a major factor that hampers adherence to antiviral drug regimens.
Different solutions for HIV/AIDS related problems may compete against each other.
It is apparent that the parallel existence of the modern and the traditional health
systems (Staugard 1989, p. 18), whereby the consultation of the latter is mostly
kept a secret, offers contradictory explanations. Individuals often feel torn between
these different belief systems and negative side effects from incompatible treatment
schemes may occur. Research from other regional contexts also shows that there
are negative effects on health when different health systems do not communicate
with each other (Barcan 2010, p. 141). Patients do not necessarily get advice as to
where they can probably get helpful alternative treatment.

In the arena of singularities, we sometimes find activities and perspectives that
have the potential to bridge the rift between institutionalised fields of practice. To
illustrate this, we highlight three examples of different ‘alliances’ of ideas, concepts
and actors: a) the moral codex of ‘Botho’, b) the Botswana Dingaka Association
(BDA), and c) the identification of herbs with potential value for HIV/AIDS
treatment.

In the Botswana traditional moral codex of Botho, individuals can only be
themselves because of others. This fundamental notion of the relationship between
individuals and their societal environment has far-reaching implications for
consultancy and treatment approaches. According to most modern assertions,
illness is a matter of the body, and information about it should thus be given
confidentially only to the affected individual. However, according to Botho,
illness is a concern of the whole community when a person is sick. ‘When one is
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affected, we are all affected. Even more interestingly, when a traditional doctor is
called, the divination is never individualized’ (Mmualefhe 2007, p. 9). The
conditions to stay healthy need to be provided for all individuals by means of a
strong and supportive community. Botho emphasises that despair reduces resilience,
thus distrust, envy and hostility make people sick. Therefore, it seems impossible
for someone to feel happy when another is in sorrow. In this assertion, the signify-
ing character of the HIV/AIDS disaster is stigmatisation and discrimination of 
people who are HIV positive. Botho can bring ‘healing where there is no cure’
(Mmualefhe 2007, p. 13). Mmualefhe offers a theological perspective that holds
the potential of finding a common basis for the appreciation of support groups and
dingaka in the context of HIV and AIDS.

With its specific claims, its individual chairpersons and its historical develop-
ment, the BDA can be seen as an alliance situated in the arena of singularities. This
alliance of interests is capable of something beyond the reach of individual persons:
making oneself heard. The BDA argues for an integration of traditional health
services into Botswana’s health legislation. This would give the BDA authority to
coordinate and set standards for ngaka practices. Currently, as traditional healing
is highly individualised, even some practices that would seem to foster HIV
transmission have survived. On 4 November 2011, the journal the Voice titled an
article ‘Muti Ritual Left My Baby HIV+’, drawing on a case where a child was
allegedly infected in the course of a spiritual healing procedure. Setilo (chairperson
of the BDA) is aware of the fact that such outdated techniques are still practised
and surmises: ‘If there was legislation this wouldn’t be happening. You see? These
things would not be happening’ (Interview, 18 August 2012).

As we write, the BDA is involved in negotiations with representatives of the
government. The progress of its requests likely depends on the negotiation skills
of its chairpersons, who are more formally educated than the majority of dingaka.
On the one hand, this causes problems of legitimation with respect to other healers
who do not understand the chairpersons’ political strategies. It has already led to
the secession of some alternative healer associations from the BDA. On the other
hand, the fact that some dingaka who are capable of leading political negotiations
have taken the initiative to participate in governmental processes is a historical chance
for traditional healing to become more appreciated in contemporary Botswana.

Research done on plants used in traditional medicine has confirmed that many
of them are indeed effective (Staugard 1989). In the course of recent surveying
(Andrae-Marobela et al. 2010) researchers came across rumours that some healers
were able to heal HIV and AIDS. A local woman claimed that in her dreams her
ancestors had told her a recipe for a medicine capable of healing AIDS (Keoreng
2013). Taking this claim seriously and investigating it further, scientists found that
some herbs used in traditional medicine do significantly inhibit HIV-1 replication
(Leteane et al. 2012). This exploration and discovery were made possible from an
encounter between people from completely different societal realms. Andrae-
Marobela, a highly trained biochemist, met with a poor uneducated woman from
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a local community on a mutual basis of understanding and the two took each other
seriously. These findings are surprising in that Leteane et al. (2012) speak of them
as carrying the potential of reversing the ‘laboratory-to-clinics’ process to ‘clinics-
to-laboratory’. ‘We report here an example where traditional medical know ledge
led to the identification of an extract that might potentially be useful in the
treatment/management of HIV/AIDS’ (Leteane et al. 2012, p. 55).

It is interesting to note that these overlapping fields of practice, or the situations
created through everyday action, may lead to new solutions to tackle threats and
crises. However, this is sometimes met with scepticism. Political reaction to the
use of traditional plants is one example of this. Botswana Vice President Kedikilwe
argues:

We are aware and are concerned about reports that some traditional herbs
have been shown to cure AIDS or even reduce chances of HIV infection.
As a country, it would be unfortunate if we rushed to such options, as they
have potential to take us where we were some 28 years back.

(Kedikilwe 2013)

From the perspective of the national HIV/AIDS intervention, everything that
diverges from the current practice of biomedical intervention might lead to lower
acceptance of the ARV treatment scheme and must thus appear as threatening the
success of the national public health response.

Conclusion: identifying fields of practice and
acknowledging the arena of singularities

Our work has departed from the critique of modern intervention logic and their
tendency towards cultural existentialism. Top-down interventions are often
criticised for not adequately recognising experiences and rationalities that take place
at the grassroots level, which often results in misdirected implementations.

Instead, we propose an assessment of fields of practice as structural elements
that order societies. These might be global intervention strategies, national policies,
economic or technological networks, religious or moral regimes, social undertakings
or indigenous techniques and procedures. These strategies are planned, and activ-
ities all carried out, by organisations, institutions or societal groups. Their logic of
justification might generally be convincing, and their legitimisation seemingly easy,
because negative effects mostly occur only in the arena of singularities, which is
so easily overlooked. It is here where the rationales and policies of such strategies
are confronted with the lived-in worlds of individuals. But it is also here where
such confrontations and contestations are often hidden from view, neglected or
deemed irrelevant precisely because they are dismissed as singular, non-
representative occurrences.

No matter whether we analyse these fields of practice as practice-arrangement
bundles (Schatzki 2003), fields of habitus (Bourdieu 1977) or fields of experience
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based on knowledge and practices (Dewey 1929, Berk and Galvan 2009), we find
them to be major determiners of the perceptions of those who work within these
fields. We analyse conventionalised and institutionalised practices as structuring social
life, making it reliable and stable.

Furthermore, when focusing on human agency, we have to recognise that human
action is indeterminate. Assemblage approaches (Anderson and McFarlane 2011),
in their reference to Deleuze and Guattari (1987) in particular, emphasise the
rhizome-like nature of the social, which results in infinite multiplicity and diversity
within social life. This leads us into the arena of singularities: we need an eye for
the unique and manifold situations that occur while conventionalised practices are
being performed.

The arena of singularities accommodates creativity, especially when difficulties,
ruptures or uncertainties emerge and certain practices in specific situations are
rendered inadequate. Under such circumstances, individuals cope with situations
via singular experiences: if such situations demarcate ruptures in societal dealings
with threats, challenges or crises, the experiences of involved individuals are
singular. Even if these experiences are had on a broad quantitative basis, they
primarily will be distinct and unconnected. Individual people will initially regard
these experiences as something personal due to the very concreteness of their
immediate life-situation. The absence of a common explanation of the main
characteristics of such experiences averts individuals from seeing themselves as a
part of a collective process. But alliances might be deployed to give voice to these
experiences with the intention of bringing about a change in established orders.
For many PLWHA, for instance, experiencing rejection when being discriminated
against and blaming themselves for having contracted the virus had been private
problems until the self-help movement addressed discrimination and stigmatisation
as issues that needed to be dealt with on a societal level.

We suggest that the extraordinary conditions of disastrous situations particularly
need the acknowledgment of singularities because the conditions that are
experienced as disastrous demand creativity from the individuals involved, which
in turn brings up a multiplicity of singular ideas. Our approach may better reveal
those practices that develop from below and may allow for an assessment of people’s
potential to generate solutions. It is not necessary to agree with local perceptions
or to understand local knowledge. But if it is observable that people have developed
practices that foster their own coping with those aspects of a crisis that they
themselves evaluate as being disastrous, then we should accept and recognise these
practices.

The potential that lies in the arena of singularities is still largely hidden because
individual solutions are often deemed irrelevant to a broader view of disaster
mitigation. This in turn is simply because different worldviews are discounted,
neglected or ignored, the interconnectedness of singularities underestimated, and
the forming of alliances (if detected) either not taken seriously or deemed a threat
to hegemonial practices and interests. As we hope to show by our example of the
HIV/AIDS pandemic in Botswana, events in the arena of singularities point the
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way forward to a reinterpretation and reorganisation of social issues concerning
disaster and risk reduction and management. Future DRR policies will determine
whether these ideas will gain influence, but empirical research might certainly help
to reveal and evaluate what is happening in the arena of singularities and advocate
the integration of these findings into DRR.
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