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dissertation 

on psychiatric 

three 

SUMMARY 

aimed at documenting the impact of la.U~U'::'~'" diversity 

U.""'U,UVllUl settings. of indigenous languages other 

than Afrikaans invariably require of an servIces as 

there are very mental health pf()te~:;sl(ma.1s a black 

so ad.hoc 

the volume of 

empirically 

African However, there are no official in state services 

use of 

investigated. 

The full the need for interpreting services 

people to a particular sector had never 

The first study described here adopted a questionnaire methodology to clinical 

the an interpreter at Valkenberg Hospital, a Western Cape 

1993. and 30% patients admitted during the period of 

interpreting. proportion study 

assistance of an 

The vast majority 
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t.'rnrp·tpr made use cleaners, family 
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other A"",,,,,I-"''-' 
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people. 
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wards that 
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available, 
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structure institution. interpreting 
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hospital available to 

interpreting, but 

analysis of 

the number 

the situation 

draws attention to 

Xhosa-speaking patients the services onere,o. 

inter-penetration of societal discourses and Ul.:l .... V'.U 

of public -~-'--J around race, ._-..... J alienation and community within the context mental 

the health ""''''''1''''' provision. employed an during the 

period. were indications that 
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data 
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to explore in more impact of 
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of hospital 
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interpreter as specialist' 
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language 

a range of reasons, a 'language 
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texts in and patient can be '"'u ................. irrelevant in terms of routine production 

'symptoms' are and 'cases' are This results of black 
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role of interpreting is 
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the extent the 

foregrounds some of the 

epe:nO,enc:y of the on nt"· ...... ,rpt'~r IS more 

clear pplrOpnal[eneSS of the use interpreters. Through 

analysis the status of 'the who interpreting' emerges as an institutional 

determined in large measure by routines institutional 

renlents of patient move through the nrr.rp"", 

and the requirements of each of this process, UUVUlA 

interpreting is necessary. Furthermore, differing requirements 

teanlS the status of 'the who 
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admission, 

decision as to whether 

multi­
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An of the of nurse as opens 

being 'known' for black patients In institutional contexts. I 

dimensions to 'known' in historical context Following from 

of asking about '~'o-'~o-

and then interpreting 

political 

I consider aspects 

contexts 

socio-political factors 

in the transformation of institutional in a post-apartheid care were 

factors militate transformation were In 

particular the obstacles to overcoming silence and self-censorship. 

,"Vlll.:>IU"-l recommendations for the of the 

development culturally mental care. number of strategies to 

in institutional mental cate are both 

in terms what individual institutions do to more fully 

users. rol~ of non-governmental organisations and the imperative 

providers to learn to speak are also 

IV 

needs of 
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Chapter 1 

LANGUAGE AND SOUTH AFRICAN MENTAL HEALTH 

CARE INSTITUTIONS 

When I first began "'1""'''''''''(' 

had become folklore in a 

a woman who presenlteG 

I was told the 'worst 

of psychiatry. This was a 

""tTI""""''''"I''' service with a 

accompanying her. The woman was aO()ar<mtl 

and the psychiatric registrar on duty ........ , ..... "' .... 

but somehow there was a mix up 

to the ward and the prospective 

nal1lem was sent home. The misunderstanding was discovered the following morning when 

L'UJ,V"'~-"IJ""a.I\.ll.'~ nurses came on duty. told with a wry smile and is met 

with an amused head-shaking at how psychiatric services can be' 

abs:enc:e of interpreters. It was only I was told by someone, who had 

UTf\ .. IT".,.. in the ward at the time, that the woman who was a""""."""",ULWLlJ sent home was never 

seen by her family. 1 

anecdote encapsulates much of what this' to aGOlress. 

common the majority of doctors is so 

work in 

work 

work 

health care 

care provision in South as to 

IS way in which the struggle to 

English or Afrikaans has become a routine 

settings. It is also in the nature of institutions "'''''1'1,,,,rl'l 

O",",Prl'lTP routine solutions to such problems 

1984). Thus, the so-called 'language gap' and 

u",,-,vu,,,,,, institutionalised, even ritualised, aspects of 

1991 b). Occasionally, a particular 'case' will 

absence of a 

a the 

through 

and clinical 

1983; 

_._,.,&_~ to 

found in medical settings and t'Ptpt't'Mi to as an "<lItt·,..,..,'h, 

2 

/' 

! 
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Introduction 

made routine and will present any number of assessment or management problems. Such 

exceptions, precisely by virtue of their exceptional status, remain at the margins of clinical 

practice. The prominence of these 'problem cases' deepens the opacity of the majority of 

instances that appear to present no difficulties at all. Part of the object of this thesis is to 

problematise the routine bureaucratisation of the management of linguistic diversity in mental 

health service delivery. In doing so, I will attempt to show that it is not merely the exceptions 

that give cause for concern about local institutional practices. The institutional products of 

everyday practice are themselves worthy of close and critical examination. 

THE CURRENT LANGUAGE DISPENSATION 
,-L.Aro 

South Africa's linguistic di~ersity is attested to by the recent adoption of 11 officiJ./ 

languages, and some would argue that even this is a simplification of a far more diverse 

picture (Makoni, 1998). The nine provinces into which the country is divided are free to 

specify official languages for their regions2
• While English and Afrikaans3 are official 

languages in all nine provinces, only about 32% of black South Africans speak English and 

29% speak Afrikaans. A mere 9% of South Africans speak English as a home language 

. (Schuring, 1993)4. In contrast to this, very few health or mental health professionals outside 

the ranks of nursing speak indigenous languages. The overwhelming majority are English 

and Afrikaans-speakers. South African hospitals differ in terms of the unwritten conventions 

of how the inevitable work of interpreting in this context will be accomplished. Most seem to 

rely upon the haphazard availability of anyone who speaks even a smattering of the patient'!.J,' 

language (Crawford, 1995; Drennan, 1996a; Ngqakayi, 1994; Swartz, 1992a). While ad hoc 

interpreting, in the sense in which it is used by Roberts (1997), is the norm, this glib assertion 

can belie a considerable degree of informal organisation in particular settings (Crawford, 

1994). In whatever form, however, interpreting has always been a fundamental aspect of 

mental health services for black patients (Campbell, 1961). However, because of being 

unrecognised, it has at best been left to nurses to fulfil this role, at worst to fellow patients. 

Even in areas where there are few whites at all and the patients are almost exclusively black, 

2 See Appendix 1 for a tabulation of the official languages in the nine provinces. 
3 Afrikaans evolved from the Dutch language brought to the Cape during each period when it was a Dutch 
colony. Afrikaans is distinct from Dutch and is now considered an African language, rather than a European 
one. Thus, when speaking of African languages here it is necessary to add the qualifier 'black' to distinguish 
them from Afrikaans. This term will be used interchangeably with 'indigenous languages', again, to be 
distinguished from Afrikaans. 
4 See Appendix 2 for a tabulation of the language demographics of the country. 
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the nteror,etlIU! as an incidental, although daily 

1 

legislation and the establishment ofa new Bill of Rights with a new 

The 

opportunity for health services in South Africa. IS 

... "" ...... u..,u.u,'5 what it means to provide services for all 

reC,OQruse that this entails addressing issues of linguistic and cultural 

of the country assists in this regard by having <>111', ... 1'",.11 

"".., ..... ,,'" that each citizen has the right to communicate with 

these " ...... ,l". ....... l".'".., 

official ~LlUl":oU''''I';''''''' 

has added Xhosa6 to the previous English and 

.... 1\ ... "~lJ'l~'" as to how this change in the official 

Cltl,zerlS should be upheld are emerging slowly (Language 

1 However, budgetary constraints the 

caIJaC:U:Y-OlllHllng h:aIn'oer ,",H,;.ull",", in the way in which citizens 

change in mental health services 

lau,j;:,U.Clj;:,1;. in service delivery \ ....... .., .. ,,,lo. 

of 

. Freeman, Final Report (1996) makes a ,.. ___ ... _,." but 

for assessments or 

.... "l". ...... l".'" in health care generally. The 

"''''''''''U,.I'; language dispensation, in terms of 

identified 

with language planning. Such studies would to be 

to radically transform health care institutions following the 

... 1-"', ...... '..h", ... of health services. 

PERSPECTIVE 

I-'" .. "" .... .)'UI'; invariably involves a process of moving from recognising a need for a 

nT"" .... '''''nnr'n to evaluating the intervention. Rubin & Jemudd (1971) have 

on 

in the process: situation analysis; planning; 

The first, situation analysis, mainly corresponds to 

of respective target groups, an assessment 

S See Appendix 3 for aspects of the Constitution. 
6 Xhosa is spoken by the of black in the Xhosa is in the Nguni group of languages, and 
is thus with Zulu. The constitution of the refers to "isiXhosa". However, current convention 
"""'''U5,''' ""ou,,,.,, is to refer to the African in without the used in the African 

and this is what I will confonn to here. 
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project began 

a rI ... ',....,i .... ti,nn of the 

att<~ml;n to gather 

...... F. ....... "' .... demographics 

mtlomlatlLon and was theret,ore 

initially on describing 

'-"E>-'~E>~ diversity. However, 

of particular ",,,,,pnl 

of the needs of a 

as U'''''''''''''''. for the simple reason that service users and 

of ...... 1"> ....... 1">'" resources, but ways. In institutional 

soon presented 

providers both 

the service 

use 

greater power to language services and so doing the needs of the 

are required the need language services to 

contextualised within the n<=lt"<=lTnprprC! 

..... 'u ....... , psychiatric, institutional 

clinical as it is by a 

social factors. 

one way of adopting a planning perspective on interpreting in South 

would involve an uncritical acceptance of the industry of mental health care. 

would have clinicians what they usually do, only more efficiently. more 

is that this uu ...... "''' UU'''d>JLU''',IY of seen as a form social 

control, more efficient 1 Zola, 1 in the context 

history of racial Se!1~rel!atllon and discrimination, it is all the more an 

examination of institutional psychiatric practices should address the ways in which 

may be .. ",.." .. n..-l11 through institutional structures (Foster & 

1997Y· alternative anr)rOllCn would use the opportunity evaluating language 

to """' .... uu ..... way m throws up to with race, ethnicity and the 

lU(lLll:;JiUa,U..,'lL1'-'ll of of our "'£V'l"T'U this critical View, 

could be an interrogation the way in which IUU!"."" .. !".'" care, or 

the thereof, contribute 1"n",,,,.,.£1,,, the racialisation disadvantage access to health 

that is obscured by removal of overt Sef'rrel!atlon Heugh (1995) "''''I-l''V 

this. form of racism. to describe the systematic disadvantage 

UI:\,ULUlaIVlrJ ..... aUl:;U.> (1988) to linguicism as: 

" .. .ideologies and structures which are used to legitimate, effectuate 
reproduce an unequal of power and resources between U"-§'Hr,,, 

are defined on of language (on mother 
333). 

the term 

quotes 

7 As [ Swartz, I will use 
IlU,"'""'CUIV' .. " as'S. Swartz'. 

to refer to his publications, and I will 
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Chapter 1 

Thus, the task of assessing institutional strategies to deal with linguistic diversity may present 

an opportunity to critically examine the "infra-policies" (Butchart, Hamber, Terre Blanche & 

Seedat, 1997) that arise in South African psychiatry, by virtue of its position in a post­

apartheid society. Such a critique may contribute towards the development of psychiatric 

services more appropriate to a new South Africa. 

RESEARCH, PERSONAL AND POLITICAL 

I came to work in a hospital setting immediately following the completion of my training as a 

clinical psychologist. Part of this qualification involved producing a thesis and mine was a 

meta-analysis of translation theory and how this was being employed by South African 

researchers for the· translation of psychological and psychiatric research instruments 

(Drennan, 1992). Thus, my entry into clinical work in the context of an acute admission ward 

for psychotic women came hot on the heels of my being very aware of the complexity of 

translation and interpreting in mental health work. As I do not speak Xhosa, like the vast 

majority of psychologists in South Africa, I had to make use of interpreting for work with 

Xhosa-speaking patients. I was dismayed to find that my opportunity to explore the 

. complexities of interpreting in a clinical setting often involved using a domestic worker or a 

hurried nurse as an interpreter. However, when I was thinking about researching interpreting 

in clinical settings,' I was struck by the gap between an 'ideal' clinical interview and the 

institutional reality. Ten-minute interviews for the sole purpose of deciding whether or not a 

mildly psychotic patient should go home or not, did not appear to lend themselves to long and 

detailed explorations of illness phenomenology and their relation to biomedical discourse. As 

a result, my academic in!erest in using triadic interactions to examine how the discourse of the 

life-world and the discourse of medicine (Mishler, 1984) speak to and around each other, in 

the context of mediation by an interpreter, was modified. I began to view these biomedical 

discourses as aspects of interviews that are bound up with both institutional and socio­

political discourses. The correspondence between the interview as an abstract ideal and the 

exigencies of everyday reality appeared to diminish, and the need for a relevant and 

contextually based critique became more cogent. However, a sharp awareness of the 

institutional limitations of clinical work carries with it the possibility of being too bound by 

these 'realities'. MacCormack (1994) draws on Bourdieu and Passeron's use of the term 

"misrecognition" to describe the institutional limiting of perspective: 

" ... the process by which people cease to see a knowledge system and the 
power relationships it engenders as socially constructed, relative and perhaps 
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coercive. Rather, they misrecognise it as natural, legitimate and in the best 
interest of all" (p. 1232). 

Swartz (1993), in a South African context, has commented on the difficulty of criticism for 

clinicians working in institutions, where pragmatism and various· forms of formal and 

informal censorship may result in the avoidance of thorny socio-political issues. I will return 

to this issue in more detail below. 

My position as a member of the institution whose practices were under research cut two ways 

in another respect. On the one hand it granted me access to institutional spaces and 

collaborative relationships that would otherwise have been very difficult to access routinely. 

However, I did not grasp the 1}l1l implications of what it would mean to study a question that 

is so closely linked to the issue of race in a South African psychiatric institution, whilst being 

a member of that institution. The personal hazards of these political implications also shifted 

as the project was over-taken by history. Since 1992, the apartheid system has been finally 

dismantled; a new African National Congress-led (ANC) government has been democratically 

elected; Xhosa, along with other African languages, has been declared an official language; 

. and finally, a new Constitution has been brought into being. From a socio-political point of 

view, the project has spanned a period of momentous change at many levels of society but it 

has also provided a window on the uneven change at institutional levels and some of the 

reasons for this. What this study will show is that any attempt to study language services in 

institutional contexts throws up issues around identity, ethnicity and transformation. 

Interpreters and their work constitute a particular nexus for all these factors and the cross­

currents they generate illuminate the complexity of attempts to provide equitable health care 

in a society until recently divided along racial lines. 

A NOTE ABOUT TERMINOLOGY: THE REIFICATION OF INTERPRETING 

It is common to find the terms 'translation' and 'interpretation' used interchangeably in 

everyday discourse. I use translation as a general term referring to the transfer of thoughts 

and ideas in oral or written form from one language to another. Interpretation is seen as one 

form of translation, but refers particularly to situations of oral communication (Brislin, 1976). 

This definition describes interpreting as subsumed within translation, but of course translation 

requires the making of interpretations as to the meaning of any given text. In this sense 

interpretation is the generic activity and translation is the rendering of an interpretation into 

written form. Interpreting is thus the verbal rendering of such an interpretation of the 
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1 

an utterance. Swartz (l991b) 

psychiatric 

cOlnnlurllc,mc~n between two parties who do not a common .uu,!<,U<l'!<,"", 

mtl~rplret,lt10in is also to refer to a number of levels of the of 

Interpretation may refer to the psychiatric "',,1'."' ......... 1'.0>1'''', ... 

or psychoanalytic interpretation of motives or emotions. extent to which latter 

... u,u ....... "J .... to linguistic interpretation impact upon the role of the a psychiatric 

be taken up later. 

"'1"<>, ........... 1'< ... is used two ways here. The generic use of the term to <::I"""n", .. 

who attc~mpts to render meaning of an utterance in one language into an()tn<~r ";,, ... !<,u.a.l""" 

term refers to someone employed 

use has only recently come into being in state care msnumons. 

VU.:)I.a'iwJ.1O' to addressing the problem of language service provision in state IS 

the 

or as 0'''''''''''1'''' 

reflect 

bicultural 

contexts. I 

interpreters in the post structure 

hospitals recently begun to employ 

terms 

the aos:enc:e of a specific oc<:uc,auon,:ll 

been employed as labour on an hourly rate 

people who perform interpreting as part of their work. 

that are part and parcel of interpreting in certain contexts. 

health interpreter, interpreter-advocate, bilingual worker, 

intercultural mediator have all been used in different 

mainly to .nt'''''1''1'\1' .. t.",1' , but will refer to 'community health interpreter' 

when this is appropriate. 

When the 1''''',,<1,'(, 

but 

arm of the 

9 General assistant 

below began in 1993, there were no interpreters employed in the 

resulted in the peculiar situation of having no 

"'''T1Ull''' of interpreting continuing regardless. Thus, the study began 

service have n'I!lI~!>a, .. 11 this by interpreters as clerks 

is the name for "."''', ... ",r,, maintenance staff and security guards. 
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the intention of the institutional features of the activity of interpreting, most 

particularly, who was performing interpreting and how frequently. The main object of the 

study initially was thus the identification of interpreting, not in terms of the content an 

interpreted interaction, but simply the appearance of the activity of interpreting. the study 

the shifted to the of interpreting in institutional arrangement 

care for who do speak either English or Afrikaans. In other words, the 

focus came to rest more on biomedical institutional for providing a 

to a linguistically population, in face of a relatively linguistically group 

of service providers. This focus has, however, remained closely tied to interpreting and what 

this means for professional practice and identity conflicts in local institutions. 

Cox (1994) argues that there m"llch conceptual confusion around the use of the term 

diversity in organisational settings. makes an appeal for diversity to be analysed at three 

levels: individual, group, and organisational. This echoed in Swartz (1998), who describes 

an interview terms of levels: interpersonal; institutional; socio-

political; and multi-faceted nature interpreted biomedical 

settings necessitates a multi-levelled analysis. 

OVERVIEW OF DISSERTATION 

imperative a multi-levelled analysis will be up in the following chapter through 

a selective rpUIPUl of issues pertaining to interpreting at various levels. socio-political 

context of linguistic diversity in South Africa serves as a backdrop for the consideration of 

racism in and in South Africa. This followed a discussion of 

international perspectives on interpreter roles in health care, with a particular focus on the 

place of advocacy in interpreters' work. The question of advocacy is examined from the point 

of view the individual practitioner, but also the institutional of team membership and 

socio-political level political activism. I then proceed a consideration of language 

policy and health care South Africa, local that is emerging in the wake 

political change, the potential both hold for contributing to meaningful revision of 

psychiatric services. 

The review issues pertaining to interpreting in institutions is followed by an outline of the 

theoretical and conceptual approach that I will adapt to a study linguistic diversity its 

consequences such settings. This in essence involves the methodological and analytical 
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tools of discourse analysis and ethnography. The .",,,11",,..,, 

structure of the research sequence as the study evolved will 

first three chapters fonn an introductory section under the 

section, Part II, is made up of three chapters that 

institutional settings. The data presented in 

institutional provision of mental health 

services. Part III takes the analysis further 

way in which I use these and the 

following 

the 

inadequate language resources and a chapter eXl:tmlmnlg 

Identl1:y that take place around the lan£!m~£!e as 

clinicians and institutions. a 

recoITtm(mdlatllons that flow from the 
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Chapter 2 

LANGUAGE, SOCIAL CHANGE AND INTERPRETING: 

SELECTIVE REVIEW OF ISSUES PERTAINING TO MENTAL 

HEALTH ",-,.clUL'out,;"I IN SOUTH AFRICA 

" .. .language is the perfect instrument of 
linguistAntonio de Nebrija, 

INTRODUCTION 

" to 

Geary (1 

reVIew a purpose. 

the context of -"'~'a"'a South 

to situate l<Ul~U'l~'" care 

socio-political and institutional uu.' ... ", ... ",,,, ... ,,,_ will 

delivery of also provide a socio-linguistic context considering 

a focus on nterpr,etulg will be 

other "',",1'''+'-.",,<, and continents on """"1n"" aspects 

care. 

manifests in institutional contexts. will highlight 

of race in 

through a review literature 

and work 

connection np1"\UP'~n 

technical ... "...,uv •• '" and broader socio-political issues. Advocacy in be a 

particular focus lJ",,-,gU,),,, of how it the micro-political aspects of in health 

care. Thirdly, I consider the development language policy (and "infra-

policies") care. This third will incorporate South African 

research on and interpreting in health care, in Finally, I 

will turn to a consideration of the that engagement 

has for mental health care in local contexts. 

Any attempt to contextualise a 

range of approaches and so this 

language '''~''U'''L health care-must -on a wide 

of ne<:es::;1ty "'''.,~'''u 

language as an axis of OHler,enc:e amongst ,.,. .. "'" ... " 

the study 

particular contexts renders 

where language is closely 

relations amongst groups and the 

that incorporate an understanding 

area doubly This is "...,L' ... ",.,U ..... 

racism 

of micro-level processes and them. ~"'J."','nal health care is 

one site at which societal processes are played out at both macro ktd but .,. 
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way in which this nalomms is structured in particular by the techniques, nt'l'l'P<;!<;!P'<;! and 

discourses of and psychiatry. Thus, we want to understand 

language in .u,-,n«,,.. health care we need to conduct "' .... "";u f€~se;arcn on institutional nt''.> ... 1'1('p 

and incorporate intellectual strands. 

THE POLITICAL ........... JL.I.&:./ LANGUAGE IN SOUTH .!.'-'-"-'.MI.. BEFORE AND AFTER 

1994. 

Language has a 

It has been a rallying 

vehicle in the expression 

a powerful symbol in the 

self-determination powers. By the same 

conflict amongst groups colonised and the means 

hegemonic control resources so necessary 

1993; 1986). purposes to which 

to self-governance in 

autonomy and the to 

been a source, of 

to create and nelnelmate 

political power (Mansour, 

of language can put 

are strikingly illustrated 

towards the language 

South Africa. However, South Africa revolutionary energy 

the colonisers has had to contend with two dominant languages, 

political implications of this English and Afrikaans I. 

Afrikaans has been Identll1ed a 

in some ways been split 

deal more with 

English. It was .. U""' .... U .... A Nationalism that gave 

system, and its policies were articulated in this l<Ullt.U<l.It. .... 

a connection to an ..,u'." .... '" world that opposed apartheid. 

the oppressor 

Afrikaans word) 

contrast, was symbolic 

reason conde1lllling 

the madness of 

internal opposition to 

linguistically diverse 

to bring together 

exploiting ethnic 

From 1948, and 

creation of .. 'V, ..... 'u .......... 

often be heard in English same time, 

amongst black liberation movements had to contend with a 

constituency. While .. v ...... " • ..., .. movements were trying 

a common enemy, 

own ends. 

government was 

1 the National ,"w •• U'V""''''' ethnicity to justify 

groups of Africans. The "''''.".'''''''''''' of these pseudo-

I Afrikaans too has had to for recognition. From early in the history of the colony Afrikaans was 
considered to have inferior status for a range of racial and class reasons 1992) and only achieved 
recognition as an official in 1925 (Reagan, 1987). The taalstryd was a focal point 
for the development of nationalist sentiment and found its most around the question of 
mother-tongue education v ..... ,"I:5"", 
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Language, social change and interpreting 

independent territories was used to support a whole range of social abuses, notably forced 

removals of communities from 'white' urban areas, restrictions of movement outside of these 

areas and the maintenance of a migrant labour force. Language was often the only basis for 

classification into the ethnic groups and hence the means by which these disenfranchising 

strategies could be materialised (Benjamin, 1994; van Rensburg, 1997). Essentialist concepts 

of culture and language were thus used to support a "divide and rule" strategy that emphasised 

and institutionalised differences amongst the people of the region on the basis of linguistic 

identity (Benjamin, 1994; Blajberg, 1993). Financial and institutional resources were 

mobilised to promote Afrikaans as an official language, while other indigenous languages 

were largely under-developed. Any government attempts to promote African languages at the 

time were viewed with suspicion by li~eration organisations as the sowing of inter-group 

conflict and division, through the promotion of tribalism, was seen as the underlying agenda. 

Hence, the notion of linguistic diversity carried political connotations that were inseparable 

from the notion of ethnic diversity. It had been ANC policy since the 1950's to use English 

as a foil for divisive National Party strategies. It was through the state's attempt to enforce 

the language policy of Afrikaans as a medium of instruction that the student protests of 16 

. June 1976 were sparked (Benj amin, 1994). Reagan (1987) has described the three-pronged 

strategy of rejecting Afrikaans and the black languages in preference for English as the 

medium of instruction in education as "counter-ideology" (p. 138). Alexander (1989), the 

doyen of progressive language policy in southern Africa, suggested that English be used as a 

lingua franca in the period of post-apartheid transition, as was common in post-colonial 

Africa (Mansour, 1993). Thus, in the context of National Party language policies, the 

promotion of ethnicity and linguistic diversity came to be synonymous with defending 

apartheid, and some commentators have argued that this may still be the case (Manyoni, 

1997; McAllister & Sharp, 1993). Many commentators expected a post-apartheid South 

Africa to bring with it a period of growth for indigenous languages and a commitment from 

government to supporting and sustaining this process. These expectations were buoyed up by 

the prominence of language issues in the new constitution. 

However, the elections of 1994 and the recently formalised constitutional status of the 11 

official languages have brought with them a more politically complicated language terrain. 

This is encapsulated in the "rainbow nation" metaphor that has such currency at present 

(Swartz, 1996). In an overview of the role of language in nationalism in Africa, Mansour 

(1993) has described how countries that were linguistically diverse at a national level but 
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largely .u".uvuuF. ..... .u. at .............. to as nOJ1Z(mt'il ll11j;;""Ul"l11} are more 

easily in terms of l<U1F,"""F,'" policies that language she 

describes multi~lingualism at a district level (vertical multi~lingualism) as unmanageable. 

Within South there are some regions that are relatively monolingual terms of 

the African spoken, but this certainly does not to urban areas. situation 

is complicated by not having a lingua franca. (1995) has the 

cOInmunication (L WC) and is true of many areas of public 

nUl .. ""'?" only 9% of South speak English as a home language and only abemt life. 

32% of 

indicate 

whole (van 

throughout 

speak English 1993). demographic further 

.... ..., ....... .., is the most commonly spoken .,"'''''''11 ..... ianguage in the ('nIH"In"" as a 

Merwe & van ."'n.,~u.", 1994). Hence, no language is overtly UV.UU.UHL 

region has been the 

task of nation building. Indigenous 

valued and are to be promoted in 

and the cultural systems they embody are each 

rhetoric of the "rainbow nation". However, ' ........ r"'n .... 

(1993) the "problem in 

values history, mythology) a 

. then 

Africa is the an ethnic core <U"'.Ull ..... uln,,,,..,. 

could be I""",.""h ... ,,.,.,',,,rI' (p. 19) . is a sense 

was used to 

tactics identity politics" !OInl'1rnnrl 

to 

this the new 

diversity 

choices 

nation-building 

1997). (1993) summarises '"'u' .............. neatly: political 

on the balance the minimum ............ ,,, .. ,, sovereignty nec:essary to 

safeguard 

other hand -

,n1",,,, .. ,,,<,1",, of the native majority and to ensure communication and on 

preservation an 

(p. 2 

OBSTACLES LANGUAGE REFORM 

The government group, appointed in 

and make recommendations, were ",,",UU.l.UlF, 

policy 

that go'V'emmelnt failed to grasp 

and "LUHU1ULJUF, nnJ' .... c·,TU of 

to review the ..... "F,u ... F, .................... in South 

bureaucratic 

Report, 1996). 

acknowledge the 

(1996) has 

language in access to 

2 The problem of linguistic and cultural diversity is a common one new nation states. The 
identification of a transcendent discourse an role in the national l(le~)lo!nes necessary to 
the creation of a cultural The rainbow metaphor acknowledges and denies 

I 
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was not steps to remove language barriers to 

a Language Code of Conduct 

requirements and training programmes for 

access. They called for 

the 

analyses 

Public needs 

report 

one possible reason for the neglect of ........ r-"' .. ",."'.... of ....... L~" ........ ~"'"' 

diversity a "cost" to administration. Certainly, m81l'Kc:::t to be playing 

a the emergence of a laissez-faire approach to ~au:~u.,:l.~'" 

go'vernrrlent, both in terms of demand for access to the international v"'" .. u ...... , ... J 

World Bank requirements. Heugh (l 

lal~;Se~~-raure 0, .. "·,,,.,,,,,,,, ... is a view of language diversity as a 

ANC 

a 

reasons that this will In facto dominance of DH~""H. Hd'''"U .... U to 

observed that as a lingua 

. the National 

implicated 

Swartz (l 

linguistic 

structure 

planning policies that develop UL,",UF."UV 

fact grows in dominance. 

"'''''''''''iH',''' considerations in language policy, we need to weigh 

apartheid-style social engineering with respect to .... i"F. ....... ""w • 

....... 1">, .... 1">'" policy implementation regarding Afrikaans was 

policies regarding the other 

as the recognition of ethnic 

written of the difficulty within 

without being seen to invoke racist 

a vibrant democracy, inhibit 

an approach to language 

are "paper tigers" 

institutional mental health care practice, I will 

nn'lPre,p in the daily routines of institutional 

with rpa~rr1 to U;Ul~"",,"~'" inequality will be shown to coincide with a 

inequality. 

were 

is 

the reality of diversity. Herzfeld's (1992) sophisticated analysis of the reitication of in institutional 
describes this in relation to Greece. The argument can apply equally to India and other African states. 

'T""lTl"''' (1993) for a consideration of a similar argument in the South African 
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INSTITUTIONAL MENTAL HEALTH CARE AND INSTITUTIONAL RACISM 

The issues of race 

Britain have 

(1996), Littlewood 

racism 

Fernando (l 

racism. 

prejudice in the practice of 

crprIPT:1ltpi1 a sizeable body 

lPseage (1997) and Fernando (1 

care and psychiatry's 

discipline of 

and psychiatry in 

and writing4. Ahmed (1993), 

have explored 

of ethnic UU"""A .. ~ ..... 

as shot-through with an intrinsic 

"Racism within psychiatry derives from the of the discipline, its 
history, its ways of assessing and diagnosing, the criteria it uses for 
designating treatment, its organisation, its involvement with the powers of the 
state and with Westernpower internationally (and racist dimension to the 
exercise and its struggle to be as a scientific discipline. 
Racism provision of (psychiatric) the manner 
which are constructed and fashioned and failure by most 
organisations to confront the fact of historically determined 

" 11 

Fernando dltterentlatc::s between racial which has to do with individual 

attitudes and ..... "', ..... " 

expressed 

procedures then rpr,rp,,: .. n, 

generated 

and institutional racism, which has to do with ideology as it is 

strategies, techniques structures. These structures 

F oucauldian terms, <:! .... l1TcnlP means by which inequality is 

any particular individual's result in institutional 

settings is groups may be systematically disadvantaged, compromised or 

neglected (Howitt & Owusu;.Bempah, 1994). This is seen as different from the 

individual 

prejudiced, 

intent, to 

working 

sad'van1tage by conJtOntllng, 

and limitations of an 

not themselves 

or without conscious 

number of terms have 

been used for such as institutional racism (Sabshin, ....., .. "',,"' .. u .. "' ... ., & Wilkerson, 197.0), 

functional apartheid 1995) and social discrimination (Giachello, 1995) . 

Attempts to address structural problems have often • a,"'AJ. ......... through the issue of 

language as a .................... u".u ...... component of access and & Owusu-Bempah, 

1994). 

4 See Ridley (1995) a bibliography of American 
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Language, social change and interpreting 

A review of the international literature on language and improving access to health care 

suggests that a key ingredient to addressing inequitable services has been some form of 

commitment from government. This commitment has invariably taken a two-pronged 

approach. Firstly, the creation of legislation that specifies broadly what is required of service 

providers, and secondly, enabling economic and/or structural means by which to develop 

services in line with the legislation. The development of equitable access to services and the 

growth of the cultural competence of health services (see Cross, Bazron, Dennis & Isaacs, 

1989) has thus been closely linked with catering for the language needs of service users and 

hence the employment of interpreters. Fortier (1997) has described the role· of governmental 

involvement in the emergence of language services in the USA; Baker, Hussian & Saunders 

(1991) and Shackman (l985)Jn Britain; Chikhi (1997) in Belgium; and Chesher (1997) and 

Gentile (1991) in Australia. The advantage of legislation is that it facilitates the mobilisation 

of resources for the development of services towards targets and assists with the enforcement 

of this legislation. While the conceptualisation of the need for language services In health 

care in terms of a cost burden is not unique to South Africa (c.f. Fortier, 1997), insistence 

from government that state funded services meet requirements can encourage the formation of 

- partnerships between role players. However,' it is also too easy to bemoan a lack of support 

from state structures in driving institutional change and to fall back on the passivity that 

characterises bureaucracy (Herzfeld, 1992). Non-governmental organisations (NGOs), 

consumer groups and institutions themselves must provide state departments with expressions 

of concern for change and supporting information (Beukes, 1997). Innovative strategies that 

can be modelled and developed in ways that may draw support from government could build 

reciprocal investments in moving beyond rhetoric in building equity of access to services. I 

will now turn to a consideration of questions of race and language in South African health 

servIces. 

Racism and langu.age in Sou.th African. mental health care 

During the apartheid era in South Africa's history international reports documented gross 

inadequacies and inequalities of the provision of services for black patients arising out of 

legislated and enforced institutional racism (Stone, Pinderhughes, Spurlock & Weinbe'rg, 

1979). It was noted in such reports that there were few medical practitioners and even fewer 

mental health specialists who spoke indigenous languages (O'Donahue, 1989). Local reports 

focused on the fragmentation of services, restricted access for black patients to hospital beds, 
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the to disorders curative factors at prevention, 

promotion 

psychiatric 

rehabilitation (Freeman, 1989a, 1989b). More recent local of 

in press) and 

study --<'--J 

oblique .. ",t,,, .. ,,,.,,, 

doctors do not 

for 

Africa), QOcumient€~Q 

focused on dimensions of patient satisfaction (Ensink Robertson, 

of services by race (Freeman, Lee & Vivian, 1 

the role of language in patient satisfaction 

note the complaint from 

families what diagnosis has 

au.!." ..... ,.J;;:. psychiatric services in the Free 

off in the discrepancy between the 

former 

OeSl,QeS an 

South 

patients in "'v, ... v ..... ,,~v .. counterparts. However, ".su ..... '''' .... 'ln 

rht1~p .. ~·n"."Q in quality of care and access to integration was llU ... VllU.Jl' ....... were 

noted. It is 

access to 

In 

(1986a, 1 

. African 

relativistic and 

has shown 

u-",usu,u nature of the patllent terms 

descriptive study. 

.. ",.,UI<U16 structural shortcomings in services for black p ...... l ..... n.:>, 

explored the development of discourses 

Modem psychiatry in South Africa has employed a "'VJ.uu.,,-,,,, 

to construct the subjectivity of black 1-' ..... ' .... 1 ... ". 

discourse of cultural relativism is used to construct black as 

mysterious and urumc,wa while the universalism of the biological GISCOllfSI::S 

illness is 

penetrate 

construction 

most crass 

as a 

narratives is more 

assessment nrc)celat 

are 

reproduction of 

institutional ,: .... ,.,"'''1';" 

treatment in spite of this. Biological tests and treatments are seen to 

culture" (see Swartz & Foster, 1984) not 

narratives or social context beyond the 'notion 

the legitimation of care, 

I./a""..., ... off as the patient's" 

of the patient 

1"I<::'l.rrn'lr reality for the 1J,".HdJ .. , 

While the practice of psychiatry is "'''''''''v'''' 

a superficial and bureaucratic 

serve 

norm. However, it is precisely through ps)rCniaUIC 

are "administrative" (Swartz, 1991a, 1998) that 

careful in his numerous published 

South African psychiatry to clarify that 

explicit commitments to non-racist or liberal 
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individual 

also by virtue 

The dominance of 

nUl""'"'''' individual practitioners are f'l"\ln"''I"1~<I 

socio-political context 

uTn'n .... a biomedical institution (Swartz, 1 

..... v ... "', ... "'.u'" cannot be 

discursive products of institutional psychiatry. In addition, one of 

by the 

.... H~'"'a. but 

the 

culture of modem psychiatry is enormous pressure to perform the 'work' aSSOCllate:d with 

any given patient in as short a as possible, whether this be in a .",",'w".,,!'. or over the 

course of a patient's to hospital. American medical on 

psychiatric settings, of medical training, on the 

role of pressure to as short a time as possible Light, 

1980; Mizrahi, 1991 ). While issues of class are in this 

literature, little anc~nt]IOn 

(1996) analyses the 1J1\)'UU'",U\-'H 

with reference to biomedical 

he demonstrates how the 

. organisations is partly a 

psychiatric institution 

to issues of race in 

lh1'''f'''I""'Ul1ru III an 

discourses. Drawing on 

statements that can be 

particular institution but 

The socio-political context of 

Barrett 

institution 

of Goffman, 

III 

a 

which the institution is ., .... ...,"' .... 

the analysis. Swartz (1985) 

situated in an Australian city is not pn::sell1 in 

South African 

situations are seen 

obscured in international 

race 

white - UVI'UU .... "., 

thus far that an 

how these contexts 

commented on the ease with which 

of this society, but how wider societal influences may be 

may arise out of the ease with which notions about 

'constructed' on the 

""'a'''''''''', white -

IllsutultlOnal practiee 

continue to be, ... " ...... , .. ,,"""', 

polarities, such as 

While I have argued 

consideration to 

approach to 

questions of 

1996). 

IS nei:essar contemporary state Thornton, 

I will now turn to a discussion of interpreting in relation to medical services, before 

considering the dls,oelnsaltlo,n regarding language in South health 
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Chapter 2 

GENERAL APPROACHES TO INTERPRETING 

Interpreting is a generic activity, much like are no nec:;essar or u..LU;"'."'Jl.lL 

methods by which the goal may be reached. Guidelines as to what is 

ntp'M"\1·pt,,·1' have arisen out of a combination of context and the anl:lronnate 

C011tel~en(:;e interpreting (Gile, 1995) and court (Channon, 1982) 

the intemationalliterature. Increasingly, the of vv .... u, ..... u,.J 

come into focus. In an overview of community 

C0I1SUJlers "'v., ..... u ........ r interpreting to be an overarching 

" ... T'V1f·P' interpreting are emerging. on a ...... ,LMJ'''. 

interpreting to show how the notion of assistance to 
.,' 

''''''''''ll''P T'\' .. r"''1/1,·r is always either explicit or implicit what is ext)ec'[eo 

an 

and advocacy are also prominent in descriptions of .... V.ULLJ, ..... "J 

culture brokering is emphasised at times 

stress placed on the need for the interpreter to clarify 

............. UJ"5'" and assumptions to the interlocutors, Advocacy too out 

context of community interpreting services, where refugees or immigrants to a 

1'""",+, .. , may require advice regarding their rights, additional information of various 

prejudice. Fundamentally, this places an onus on the to 

In the client in access to services and resources. In spite of her sympathy to 

social and historical aspects of these roles for interpreters in community 

(1997) expresses caution regarding the hazards they hold for the interpreter, 

functions increase the difficulty level of the interpreters' task and may even compromise 

professionalism with which the interpreter performs the core task of nte:rpI'etIng. 

historical origins of medical interpreting in community interpreting can seen to 

Innuen:cea the struggle to clarify the roles of a medical While legal 

",,...,,,,,,reT""" as a distinct form of professional language practice, medical 

",,,.u.,,,,,, a clear set of professional expectations. I will 

net'wefm medical interpreting and community 

""'5,LLL5 of the distinction has important implications 

the shape that this practice takes, As the literature on 

IS to the theoretical """ .. ,,,,,,...'t,, 

literature. 
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social change interpreting 

INTERPRETING IN HEALTH .....,""'J."",,-,, 

is a discrepancy between seemingly nihilistic philosophical approaches to translation 

and the apparent ease with interpretation in everyday cross-cultural 

communication. From the Sapir-Whorf hypothesis (Whorf, 1956) to Quine (1960), has 

support for observation that translation is the most difficult task 

In world. This In to the apparent ease which cross-cultural 

communication is accomplished a wide of health care contexts. IS .>uU:U<.U. to 

surprise expressed by writers as to the scant given to the mediating of 

medical contexts in literature (Hasselkus, 1 Sluzki, 1984). The 

substantial body of work on doctor-patient interactions across a disciplines 
j"' 

sociology to psychiatry can make reference to the role of cultural 

clinical communicationS. However, little of work has applied itself to position of the 

these (Hasselkus, 1992; Kaufert O'Niel, 1995). The of 

care may be seen to out the way which situated communication 

acts are to simplifY communications, which if taken out of their context, are fraught with 

uncertainty and indeterminacy. Everyday communication is built upon a pragmatic 

confidence, correct or that sufficiently accurate comprehension the tasks at 

hand is a In this approach, errors communication do not 

make a or are able to corrected. The prove the However, a 

concern communication errors been a of departure much of the caution 

PYlr"1T'P~~P'11 in literature on medical interpreting over use of untrained 

Most published pa[lers on In un",",,,,,,,... contexts as to how 

doctors manage interviews with untrained people as 

anecdotal to support as to the sorts of "errors" by such 

interpreters (Marcos, 1 Vasquez & 1991). Occasionally, errors made 

doctors their use untrained i ... t,"' ............ t· .... '" are also ..... +, ...... ".r+ to 1982; Sluzki, 

1984). (1975) ...., ......... ...,. (1978)6 provide ... """."' ... " the sorts difficulties 

s See 1989; Mishler, 1984; Ong, Hoos & Lammes, I Pappas, 1990; Roter & Frankel, 1992; 
1984 for reviews. 

6 The only African study known to me that has a series of audio-taped transcripts of medical 
interactions. 
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encountered with H • ...,'.u ... 'u 

approaches confound 

job" experience not 

expertise. 

used as interpreters. Unfortunately, these 

Price's study particularly showed, "on the 

the on-going acquisition of skills and 

"' .... ~iL .... ,lH as to what constitutes interpreter skill and 

• .... E, ..... u ....... and illegitimate deviations in the interpretations 

1) describe five types of interpreter errors 

of a addition of information 

sense of SInllpllIU;aIllon 

This latter error occurs 

contrast to how Vasquez & Javier (1991) 

Cf .. ".",t"... freedom for interpreters. These 

when an interpreter 

describe these 

approaches ODltne.nts in ",V'''VllVIt,. as the 

"sociology of toc:usmg on a narrow conception of inaccuracy VLI"'."" ..... 

.. ,WIt'lT1,,'· production and recognition of remarkable aC(~Onlpllsnments 

communications. McIvor (1994) Daly & Clarke (1979) emphasise interpreter 

Kaufert & Koolage (1984); O'Neil (1989); Sanders 

the question of interpreter initiative a step further by 

as a patient advocate. The question of interpreter roles 

initiative at the 

. (1991) and Shackman (1985). all 

emphasising 

requlres ....... uVje"-

Interpreter 

It has 

(Anderson, 

a IUIICtllOn 

two 

a position to 

detection by the 

taken up in what 

..... u,"''"'u in anthropology (Werner & Campbell, 1970) 

.n1',,,.,,,,,,,,,,,,1',,, .. ,,, are invariably subject to the stresses 

definition. These stresses ... v ..... ''",Ha • ..., around 

(Anderson, 1976). 

power to shape and influence communication netwe!~n 

the only party in a triangular 1"nn'rg,'T1 

to selectively convey 

question of power in addressing 
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Language, social '"'U''''AF,''' interpreting 

Linguistic aspects 

most basic level at interpreter is IS This 

signifies that the ....... ,'u,., ........ Cal)aCHV to render statements lU .. "'U''''''' .... into 

another. Not moving beyond 

interpreter as that of a naIve 

the construction 

machine (Pergnier, 1978). 

interpreter's task implies an theory of language (Good lacks 

the recognition of the complexity socially situated discourse. context this 

would require the role to be that of the "invisible 1nt'"""1"pt,,,,," (Swartz, 1998) or 

"black box" (Westermeyer, 1990). The underlying conceptualisation or of language in 

use will influence the which the complexity of the task is ar!:!<:!nE"(1 by the clinician 

"' .... " ...... "5 use of an int,P1"Tl ... ",t", .. ' (Corsellis, 1997; 1 This will impact 

the manner 

satisfaction with 

Culture brokerage 

lT1n>TH",,"'" is conducted and possibly on degree of 

The anthropological with interpreting is role often 

expected of the of the culture broker: Culture "'''I''IV",'''!:!O'l'' was introduced to the 

anthropological literature in 1950's and has been closely care services and 

advocacy in subsequent 

extlect them to fulfil a 

context and .u ........ "uv 

seen as a portion 

expected to fulfil 

behaviour or 

compromised without 

1987). 

(Herselman, 1994). I Clinicians use interpreters may 

brokerage function, by explaining and clarifying the cultural 

vw.,,,, ... ,, of particular patients. This is u""""",u;:,,,, language is sometimes 

netwel,m doctors and so interpreters are often 

nroKer for both interpretation of 

labelled contexts is 

",1"""""'''' in the cultural context that thisl(Westermeyer, 

In the South African COllteJ{t this has led Herselman (1994, see Villiers, 19937
) to 

suggest that this more 

part of nursing 

COflcel)t of "culture brokerage" 

with clear delineations as to what 

7 Herse[man previously I/UIJU",U'"", name Villiers. 
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for culture brokering: cultural assessment patient; 

negotiation .... "'T"U"'~>" Pll"nel[u and provider when subtle differences in 

of members of the nurse to 

authorities; inappropriate treatment plans in order to forestall problems as 

non-compliance; an informant for patients and doctors; and finally, an analyst who 

information (1994) argues that nurses are uniquely to 

these The very notion that nurses should have. built 

an explicit eX1oec,tatlon to brokers is a controversial 

necessarily meet unanimous support, even amongst nurses. 

considerable WOrKl()aa and the emphasis in South Africa on primary 

seen an even o ... ",,,,t,,,.. e:!{oe:ct,mon for nurses to fulfil 

1992). 

Closely linked to 

""' •. ,,, ...... ,," to the 

further reasons for opposition 

eXJ)ec'tatl-ons implied by tierselrnan 

disincentive. Nevertheless, the idea introducing 

begs the question of introducing as a 

not 

a 

care 

Advocacy 

their 

culture brokerage has been the role of patient or 

the context of community interpreters who found that in 

were uniquely placed to assist clients in accessmg 

course of 

More than this, 

impelled to 

been descriptions of situations were community , ... t,p,..." ... ".t". ... (! felt 

moral 

under 

making 

address the 

l-"r>f,£-"n ... on behalf of clients to stop various forms Iml.natlOn and 

1997). Thus, not intervening in such situations would 

justify the over-stepping of 

interpreter C""T',,, .... ,,.'" nr,n!l""" by 

(Baker et 

community to 

needs. The duties of a community _____ '_.-_ 

assessment, user empowerment and input into policy 

inclusion of this role in interpreting work is an to 

power that constellate around exclusion on the basis of ."'u/<. ... , .. /<. ... 

24 



Univ
ers

ity
 of

 C
ap

e T
ow

n

.......... 'r.n<>n1" dimension of health care and power relations is an 

consideration in relation to interpreting 

careful 

.u'"" ..... """ ... contexts. It is ........ ,I"t"<>,'\1" to note however, 

that is a distinction made in a community a worker 

(Raval, 1996)8. While the tasks may overlap, the skills and responsibilities involved may 

I will return to the advocacy more detail below. 

team ...,o...,rlD 

important dimension to the in health care A 

the nt"" ...... ,·"'t~ ... as a member of care teams. The recognition of 

inclusion of 

interpreted 

by Bloom, 

divisions of the 

medical interviews has been the publication 

...... .., ... s specialisation and the & South (1966). 

labour care, and particularly health care, have seen the 

functions added to team members. The notion of teamwork between 

and is an evocative one. However, when 

,",VAu,n, .. ,",uj;;, the bewildering options as to how an ntp'rn .. ,"t",.. should function, the 

a team metaphor can ..... hc",',,·,., more than. it It su~~ge:sts a uUJ ..... VUJIV 

COJ.lar)or.atlC)fl in which the members out solutions to ma 

way that is eIIlCll:m and satisfying, without actually having to specify how will take place 

interviewing, but 

Westermeyer 

(1 

the 

to 

& Drickey, 1986). Freed (1 to mastering the 

interpreters she discusses were a psychologist and social "mlrv,"r 

more likely bilingual urn.,. ..... ',. model in which the nt" ....... 1·"'t"· .. is a "junior 

the junior can be used in two ways. can involve 

interviewed by with the ... , ... 1';"' .... 1';'" \"aL,.aU',H who then 

with health care ethical and 

that is, for all purposes, supervising clinician" . 

speaks of, for instance, workers under this rubric. goes on 

in this discussion who can also clinician" 

This second use of the term possibly refers to the way in which interpreting the 

a patient's utterance 

example, 

application of 

n"I ..... r.n<>n£'t!' of clinical 

and insight. 

interpreting the 

8 The of link workers arose in the context "Asian mother and in British hospitals 
and included interpreting (Sanders, 1991). Parsons & Day (1992) distinguish link workers health 
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Chanter 2 

"".I'"" ......... of a psychotic person. discourse may be very difficult to ..,1"P''''''''1',:>1" literally 

terms of content but the interpreter choose to interpret in terms speech . 

..... "' .... , •• example would be when a clinician asks questions that are meaningful to a clinically 

interpreter but which the .nt,,,,.n,.pt, .. ,. will have to find a way 

of medical jargon fall and 'shortcuts' 

are commonly put to nurse interpreter to act a 

but not all suttlClent clinical Oa(~KgrOtma to 

on in South African ... "'5 .. ;''' .... '''''' 

diffusion for court interpreters. The 

as court orderlies, and functions 

courts, Steytler (1993) describes 

tp"'-'''P1tp,.", were seen to perform functions 

the surveillance of the 'court more 

consistent 

commitment to 

that to be 

fundamentall y 

to services 

team metaphor 

interpreter's rreeac)m 

guidelines as to 

interpreter, 

Having considered 

a lawyer, magistrate, 

player' in the "'v." ...... '" 

are a number 

there is the question of how 

user. Critics of the team 

physically located 

the interpreter's perception 

Much of this role 

....., ... "'",,, of the court but of low status 

with the 'team member' role 

compromise the interpreter's 

approach in health care argue 

and accountable to it 

",,,,, ... J.,,,,,.vu and marginalisation in access 

1991). Secondly, and related to the 

"",.",,"'.. relations within teams. 

is'the way in which 

may constrain 

there are no "" ....... " .. 15,"" or question C"'T'UU'P 

allow to devolve to the 

retain overall a""",V,,"UIU:l.UllUY 

in general that interpreters may up or have imposed 

upon them, I now tum to an elaboration of the issue of advocacy. 

advocates, but, Raval (1996) describes a link worker as assisting clients to make informed choices regarding 
'''''nI.r .. " identifying the needs and for clients. 
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change and 

IN MEDICAL THE 

The Winnipeg Group: support for interpreter latitude 

1. and his colleagues, working at the University Manitoba, Winnipeg, 

contribution to conceptual clarification issues in 

with a on role conflict interpreters (Kaufert & 

1984), they have many of the that face interpreters 

carned the terms 

debate continues to to culture 

medical care settings. I consider the writings group In some 

particular attention to the terms of the advocacy debate that articulate. In the 

writings occupy an invaluable space because the combination of 1"<>t"1~"1"'" 

The 

many experience 

lJu.J' ........ ~"' .... a number of 

delivery and PVTP.,,, 

present are politically and socially aware, whilst also 

published provide a body knowledge that can 

as authority. I hope to how the capacity 

in the advocacy approach may hampered under certain 

show a development over 

The 

""'''A''''''''~AAJ informed. 

up in South 

service users .... ,J .. _ .. 

"''''V'UA'''l''''' (1984) in the n1"p'\f'Al1" "'."'''VH. 

situations they researched, was a recognition that CllrllCI,ans 

or any way distort patients' 

for .... '.A .... '.., regarding who is 

to questions. 

control of an ,nH'>"" 

perceived in the clinical 

not want ntpl'T'\f'ptprc to censor 

reflects the concern 

when an lnt'''l'T'\'rpt,'''r Uj'''' .... "".'''·". 

articulated in Bloom et (1966). They go on to show that hostility clinicians 

from what 

eXt)ectatllon that interpreters 

has said is misplaced and inconsistent with the 

provide relevant 

nec:ess,arv for both ,",,,,eu,",,',, .. 

information. 

patient. cultural information would 

the advocacy role, Kaufert ... ",V'UJ.UI<.'"' (1984) describe a "n ........ "' .. 

was performed without a n<Jl"p'rH consent. The 

"' .. , ......... F",.u,F", the clinicians involved, This foregrounded a n1""""""""" loyalty to 

27 
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Chapter 2 

or her ethnic community and raises issues to do with loyalty '"'v ............ .., for interpreters. The 

expectations clinicians and patients have of may at odds with one another and 

as such both parties may place on to cOlrlIorm 

Explanatory Models and interpreting 

This basic argument is "'.~vV""''''''' on 

important shift 

by (1989), which makes an 

care through introducing 

critical medical anthropological corlcelprs. ..."' .............. interpreting for Inuit 

communities in Canada a eCClnOlTIIC context. O'Neil (1989) also 

counter-points the eXIJefllenj:::es 

paradigm (Kleinman, 1980). Kleinman has 

tXfHan,am:ry Models (EM) 

numerous writings that clinical 

an anthropologist in each 

someone from a different 

work would be enhanced if there were sornel:nUlg 

clinician (Kleinman, 1987, 1 

socio-economic, class or 

suggested that Kleinman's basic metapiaor 

(1990) has 

dO(~tor·-pcltle.nt interaction is language, in that 

the "theory's simplest statement 

problems of 'translation'" (p. 202). 

questions to do with 

that is usually neglected 

doctor-patient interaction as 

u .... ,,", .... ,'''' ...,. •• "'.u ........... would have doctors ask a set of 

C011ceptUlallSation of an illness episode in a way 

encounters. Typically, doctors 'interpret' patient 

discourse in biomedical terms without '''''''~JL'''''''U'I"> to or acknowledging what of 

the patient's experience may 

Kleinman would have doctors 

more successful 

translation (c.f. ten Have, 1991; Mishler, 1984). 

em.te.!l~ral:e biomedical constructions with those of patients' for 

understanding (see Good & Good, 1981 an 

illustration). But approach suggested by Kleinman's model, 

including (1988), that conflict cannot be overcome simply 

by more 

to uU.' ....... JLLV'"' 

In the context 

the necessity 

.... v .................. u.UV ... , as structural inequalities and societal conflicts continue 

memc:al encounter. Lazarus (1988) has drawn to 

institutional realities of the of 

apJ:lfUcLcn, O'Neil (1989) "'1">"'''''' for and illustrates 

but to advocate 

"even basic clinical UU'V.l.,lHUJ'VU IS be] presented and translated" (p. 1). He lOerltltles 
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Language, social change and interpreting 

two strategies for this, explicit advocacy and implicit advocacy. Explicit advocacy can take 

place when the interpreter has sufficient authority and the confidence born of structural 

support. Implicit advocacy takes place when the lack of capacity or opportunity to be overt 

about shaping an interaction drives this underground. Interpreters alter patient statements "to 

enhance or diminish the broader political context of the patient's complaint" (p. 332). O'Neil 

(1989) suggests that interpreters may: 

" ... emphasise or suppress the contextual implications of each statement in an 
interview depending on their perception of the relationship between the 
patient. themselves and the doctor or nurse, as well as their perception of the 
relevance of the wider social and cultural issues to the encounter" (p. 339). 

O'Neil acknowledges that this interpreter activity may result in problems as well, but that the 

benefits of countering cultural:inarginalisation and racism inherent in medical practices may 

be substantial. 

The interactionist model and interpreters 

Kaufert (1990) undertakes to develop the theoretical conceptualisation of medical interpreting 

by adapting the EM approach and the social interactionist framework (Lazarus, 1988; 

Waitzkin, 1989; Zola, 1978, 1981) to include the presence of interpreters. The interactionist 

perspective on medical consultations broadens the focus to include an analysis of the power 

relationships that are produced and reproduced in such encounters. These dynamics are 

micro-political in that they arise in the process of a relatively more powerful medical 

practitioner interacting with a relatively less powerful and dependent client. This relationship 

reproduces macro-political and economic structures with their potential for various forms of 

social control. Kaufert(1990) adapts the interactionist perspective through an analysis of how 

interpreters exercise power through their control of the flow of information between client and 

clinician. I will reproduce in some detail here the factors observed in the Winnipeg group's 

research that contribute to the power of interpreters in interactions. 

1) the interpreter's capacities to explain the identities and functions of health workers; 
2) their role in explaining rules of medical institutions and norms governing the 

interaction between clinicians and patients: 
3) their role in eliciting, collecting and integrating information on a client's medical 

history; 
4) their function in creating "choice points" in which the client is appraised of 

alternatives and informed of their right to refuse treatment; 
5) their function in feeding back information about both the content and process of 

proposed diagnostic and treatment options; 
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6) invisibly assume jUnctions on behalf of 
care institution; 

7) their role in aeVelO1),lnfJ appropriate terminology and maintaining 
control; 

8) their function exercising informal peer review of the ethical and professional 
standards of other health workers. (pp. 

The interpreter-advocacy functions that Kaufert (1990) describes here all "contribute to the 

legitimacy 

communications" 

approach, Kaufert (1990) 

the interpreter 

While O'Neil (1 

to illustrate 

situations involving cross-cultural 

expresses concerns 

interpreters in 

"" ................ the EM' 

approach 

and the paradigm. This analysis of interpreter to 

legitimate the 1"'\",t",.,l", the work of ,,,+,""1"1"l.,. .. + .... '" re-dressing power unoalanl:es cross-

cultural clinical encounters. 'Kaufert (1990) acknowledges that this AVL .............. v'"" does not 

address wider 

important as it is 

and socio-political constraints on interaction. However, 

the power of is made visible, it is important that 

,,,1","' ....... , .. "'1' .... '" are not seen to be outside of of the interactionist perspective. The 

Belgian providing mediators" the dual 

consequences power exercised interpreting (de & van Dessel, 

n. d.). be assisted or sadlvalltal;(e<1 through the use an interpreter, 

the latter occurs most frequently when interpreter is -................ , ... with the service 

provider 1997). de Ridder (1997) joins Solomons (1 in emphasising the 

transparency on 

allow 11"1t,P...".,.",t",.,.", rreeaC)m to 

the interpreter. 

creation of meaning 

anticipate that this would 

interaction, rather than 

a depoIiticised and aec~orlte}{tu:am;ea neutrality. I return to this issue below. 

Ethical codes and interpreters 

a more recent paper, Kaufert & (1997) have drawn on more 20 ethical 

interpreters in USA Canadian settings and illustrated their shortcomings. 

.... "'" ...... ,."'''' and the position outlined above, show how principles 

as confidentiality, completeness, non-judgementality, and client 

the ethical are difficult to .u ... "' ... ' ...... situations. They 

9 A number of papers emanating from the Winnipeg group have illustrated the value of this in 
. relation to informed consent and cultural issues around death and (Kaufert, Lavallee, Koolage & O'Neil, 

1996; & O'Neil, 1995; Kaufert & Koolage, 1 
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UlJngllage, social change and 

suggest that the codes as they stand do not do justice the complexity the tasks and to 

ntp1"nr,,,.t,,.,rC! may feel to their communities' beliefs and loyalty 

in which 

systems. is a sense 

group are correct. arise between what -------r-

encounter in work and what is laid out in ethical codes. the gap between ethical 

codes the realities of everyday practice, there may a conservativising influence 

codes that challenges to biomedical hegemony. However, it is on issue 

accountability and responsibility that these arguments are most vulnerable. 

Hence, in a to the Solomons 997) cautions a delay in the 

"""' ..... """T of professional staJrloaros as 1"I1'i"11"I{'\(!"'{'( Putsch 997). 

that sufficient transparency on the .... t"',~.·"'t" ... as to what are doing saying 

would go a way towards addressing the anxiety CllrnCl,ans have about too much latitude ," 

for interpreters. nt""..,... •. "'t,,· ... latitude and advocacy are explored below. 

The argument for circumscribing interpreter latitude 

can be writers in the area of nterprc;!tlIllg who are not aware of the multiple tasks 

that fall to interpreters in health care. It would be simplistic to characterise the advocacy 

" debate as out of distinct approaches to question of roles. there 

appears to disagreement on where to place the ", • .,,,,,u, • .:n., or what to prioritise in choosing 

roles. Dowling (1995) for example, writing In 

""v, ... ",,,rt».., to nn''''T''''''" as culture brC)kers 

USA, acknowledges that 

'OCclteS and even escorts. 

However, he argues the principal responsibility to mediate communication as accurately 

as possible can be lost the of conflicting responsibilities. acknowledging that 

mediation, cultural education, consciousness-raising and advocacy necessary the 

which work, Dowling concern that the may 

compromised or lost if too much is of whilst interpreting. up 

this concern analyses of transcripts clinical interviews, Dowling ( shows how 

interpreter errors or "bad habits" too much latitude 

.U ....... H.' .. U.J<, [)f~tw,een two parties. Dowling's (I formulation interpreter roles terms of 

what they should not could not be more different from that of UUJ.IIJ"'F, group. He 

states emphatically that an interpreter does not: 

" ... take a direct part in the dialogue between the principal (except 
when necessary to request clarification); does not filter out 'irrelevant' 
information; not to patient, or either patient or 
provider, or advocate for either A interpreter does not enter 
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2 

dialogue with one party while the other is left " (p. 7, emphasis in 

Thus, an orthodox position in 1nt' ........... ""t.".. functions that 

invisibility of the interpreter fidelity what the other 

interlocutors 

• 

LJU,5A .... UU' takes a 

patients and providers. 

advocacy notion in health care. 

aI'''''''''''''''' of information exchange may be .. ""r1"I'~'r1 

terms of the effect on 

four major areas' 

an interpreter 

who is information they convey without 

resulting in sub-standard services. 

intentions when consulting a health practitioner may also 

.... LJ.',.., ... '"', ..... LAl'''' .... ',.., ..... competence to 

a patient's 

communication. This is an important COIlSI(ler'iltlCm relation to 

• Secondly, disadvantages to patients. 

• 

may simply be trrutlsti;!rre:d to lnt~ .......... '",t", .. " 

"'ULi.UU.J for tnemsC;;lVI~S 

be disadvantaged by 

with patients, decreased credibility with ""'""1"'" 

........ ".T'''·Clnr .... to develop cross-cultural service provision '"''''''''',T'nI1T''' 

risks, 

importantly, 

• Finally, am;;nrlon to equally significant medico-legal 

work that the stress of advocacy work is COrlSI(]lera 

and that career development opportunities may be poor. Like Dowling, she 

concerns about in interpreting skills. Particularly 

the point of developed by the Winnipeg group, 1S 

suggestion that exploited in the health care system and that 

may be less likely to ,",""J,"I"'-' because certain advocacy functions mask 

I want to "",VJ • .,.''''",,,, 

are the ... U'IJU,",'U.""'JU.:> 

aspects of the 

1nl"\'rnU ... LV ... .., ... in the 

_.~._ .• , may 

terms the debate outlined above. 

ntp'rnr/'tpr industry in South Africa and secondly, what 

further consideration? 
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Potential difficulties with the advocacy model in South African settings 

contrasting MO approaches to the question of advocacy by interpreters it was not my 

intention to the debate as two mutually exclusive positions. While are 

important .. ,u •• "' ...... ,_"''' in terms work is ................. there is a fundamental 

commonality in terms of the overall ..... r' .. ::./~T equitability to 

groups disadvantaged on language or grounds. UIL .... l ..... '_"''' emerge 

the role of the as a front-line troop in this struggle. 

advocacy great South Africa, legacy of and 

disadvantage outlined above, it an avenue of m 
,J~ ;. 

institutional contexts. However, the of expertise is concern. The and 

maturity of vision required to make an advocacy approach medical work 

involves a degree of PV1"I,"'MI In a phase of capacity-building, too many 

individual ...... ",,...1 ... hr.',.,"' ... may disperse rather than focus A 

with the , so to speak, model put Tr.l-'''':''·'' by 

While remarks recommendations the Winnipeg 

accomplishments 

how interpreters 

O'Neil et al. 

modifications technique in ,roH'''',,, they do make "P',","'1"""nf'P to 

been supported in institutional contexts. The papers from 

in particular, to the structural professional support to 

interpreters. a period of nt",rn1",pt",' .. " to grow in confidence and 

assists the institution to grasp the oeIlern 

(1997) make point that the individual interpreter is 

forces, such as a hospital's directives, 

interpretation programs are at management 

is clearly imperative a language 

Putsch 

funding 

(p.72). 

is to 

professional, 

arrangements, 

Access to 

incorporate 

require. The 

organisational consulting advocacy work may 

success advocacy model 

indicates that organisations were ... HI" ... "' ....... with at MO 

by the 

the micro-level 

interactions, but also the macro-level 

professionals. 

In South where there may 

bureaucratic there may 

access to manag;emem and support 

limited access to organisational 

little of the macro-level support 
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Chapter 2 

approaches to interpreting. It is a moot point as to whether it is possible to import the micro­

level aspirations of the model without being able to deliver the macro-level supports. 

Interpreter projects initiated by South African non-governmental organisations such as the 

National Language Project are under pressure, once they have gained access to hospitals, to 

demonstrate their value to hospital managers and health care providers. Pilot projects of this 

nature funded by foreign agencies must look to local government if they are to become 

established (Erasmus & Mathibela, 1996; Ntshona, 1997). This constructs the interpreters as 

aspirant team members rather than challenging advocates in the health care system. 

O'Neil et al. (1993) relate the details of engaging in a research process of observing the work 

of interpreters. In this they/note the importance of a "bilateral surveillance" (p. 229), 

observing not only the work of interpreters, but also the functioning of their medical 

colleagues. It is appropriate that a wide range of organisational factors be taken into account 

when evaluating the functioning of interpreters, as their work will be significantly impacted 

upon by the practices of those with whom they work. However, the way in which Kaufert 

(1990) describes interpreters as having a particular focus around reviewing the ethical conduct 

. of health professionals informally raises a thorny issue. While the problem of monitoring 

racism in institutions is a difficult one, it does not seem appropriate to set interpreters up as a 

sort of 'clinical police' in this regard. An inversion of the medical gaze through covert 

surveillance of the medical profession would do little to foster trust and mutual respect. 

The role of political activism in South African psychology and the forms it can take have long 

been the subject of debate (de la Rey, 1997; Manganyi, 1991; Nicholas & Cooper, 1990; 

Swartz, Gibson & Swartz, 1990). Wetherell (1994), writing in Britain in a special edition of 

the Journal of Community & Applied Social Psychology devoted to related topics, makes the 

observation that there may be two yardsticks for evaluating the words of the powerful and the 

powerless. Through this, research itself may be a form of advocacy but coherence may be 

compromised. 

"But one implication for methodology is that social psychologists adopt a 
broadly humanistic metatheory and do cc [sic} research, or something similar, 
searching for mutually acceptable descriptions of what is really experienced 
with those with whom they agree, want to support, or see as oppressed, while 
simultaneously de constructing and critically interrogating from a post­
structuralist standpoint those with whom they disagree or see as 
inappropriately powerful" (p. 306). 
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In an effort to aernO(;rat1se the and interpreters 

group's critique what interpreters do may not be as as the 

biomedical are subjected to, approach of the group to describing the work of 

formulating a 

sits 

as to how they 

ill 

suggests that 

of the 

a respect for what accomplish an """·", ... t·"",r-,,, 

may deviate protocol when compelled by a sense loyalty to their _~"""'''''''.LU'''''', 

However, 

the integrity 

is at an early development South 

platform from which to base the development 

entry care institutions, work 

racism in health care are too important to conflate 

Multi-disciplinary teams and psychiatry 

Much of 

some of 

psychiatry is per'!m'mc:,a in multi-disciplinary teams, The implications of 

ore:sellt particular ill 

" psychiatric "'''''''''5'''' In a review team dynamics in ... """ ..... 

Hargrove & 

competition 

(1992), list dysfunctional teams. These include 

authority, conflict or uncertainty over the team's 

""'-''''1;;;1':> of care, leadership. potential for 

treatment 

if an 

inappropriate 

other sources 

sufficiently ",,.VI''''''''' 

pal[leIU advocacy was adopted by a status member is obvious. Two 

may are relevant values and must be 

with those of parent or umbrella organisation if cohesion is to be 

maintained. the external supervision and authority of team of 

professionals v ..... nu.,u. together must sufficiently support functions" as opposed· to 

prclte~;sicm-l:;pecitic u.,U.L""LH.n.", , if is to be The complex dynamics 

within particularly work settings 1995; 

T oseland, & 1986), do not been the 

current conceptualising of the role advocate for Conflicts oelwt::en 

professions like social with quite ethos can be .uu ...... ,5""' .. ' not 

(Mizrahi Abramson, 1985). Much may be learnt the older 

professions with a covert agtmOla this process is doomed to 

result in a short-lived collaboration. 
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It is also important to consider that psychotherapeutic interviews are a Istl(~atl(m of 

may be 

styles 

[i",''''''''''''J'''' clinical lnH'>,",f1 skills. There are a nwnDI~r of types of merapiles 

require different 

interpreters. elicited a range aa'varltal~eS and limitations to work with 

interpreters from who were engaged in therapy. His realistic appraisal 

acknowledges that no work would be possible at all without the interpreters, but a nwnber 

the aspects of Tnp·.,.<:I ... ""'1iTll' encounters taken "" .............. ,.... in interactions 

speakers were aDsent or distorted in & 

Munoz (1993) have a nwnber of interpreters 

trying to in individual psychotherapy. I will not on 

complex area of further here. ...,"' ....... ,'" it to' say that is a 

complicated communicative act between two parties at 

third party increases this exponentially. Models of 

best of times and 

"1'''' ...... ,.".1",.,. technique 

... ".. ..... wevu ofa 

careful 

In Mullaney (1998) 

"""JIlLJ'Vll to the complexity an 

This .,,,,..,,,,.,..1" pn)1essloru:ll specialisation attention in local contexts. 

considered a range of theoretical and practical in relation to 1 .... t' ....... ,."'t,'" In 

other settings, I will now the existing research on interpreting. and 

settings in South 

... .t:1I.'UI.&:J. LANGUAGE 

South Africa has 

In policies or in health care 

ironically from the 

language with inferior 

points out that as 

nurses 

to Afrikaans. She also 

10 See Amati·Mehler, Argentieri & Canestri (1 
treatment. 

HEALTH .... .n.1"-"'-< 

a multi-lingual 

institutions. In the 

of 1998, that was to 

standing. Marks (1 

AFRICA 

has not been reflected 

nineteenth century it was 

with having the status 

ofu ....... "' .... ,''''' 

there were \JIQ"'U';'", ""'TUT",,,,n English-speaking 

on a degree of 

that no one 

in the Dutch ........ "" ...... ,"""', 

that a black language be 

for a review of the issue of bilingualism in psychoanalytic 
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From 1 proficiency English Afrikaans been a requirement state 

employees, although in IJL"''"'U,",'''' a of proficiency in one was usually 

prCttesslOnal person. a consequence, interpreting from black African languages 

I1n'~T""~C' and other professionals state 

(Campbell, 1961, 1994). 

has an "'''IJ''-''''' of the health system 

a recent of archival records around turn of the S. (1996a) 

particular described the historical 

institutional 

Through an "'r>.~""'H""'L'V" 

a homogenised black cultural and social 

Simultaneously, however, the 

their white. counterparts .. 

patients the hospital were ............. u .... "' ..... as 

distinct 

the insane as hmmOVel'1e(JfUS. 

institutional practices which divided <FrEl",.,'· according to 
gender classification, was the feature the colonial 
psychiatry" (p. 1 

restricted range of m8lgnostlc categories by doctors at the 

,... ____ .. .; of infonnation in documents "" ............. ,'J". black patIents is attributed in a degree to 

the monolingualism the doctors. Anned with a number of diagnostic but 

without "'''E~'''jO,'''L''''''''L with the """",,,,LU social Oa(:Kgrolffia the 

clinician """' .. ,"'". as "known" to a disorder or particular 

"habits". The however, remained profoundly unknown and unknowable as a 

being. It is in the context of forms of engagement that the use of nt .......... "'t"'· .. " 

South has 

RESEARCH ON INTERPRETING IN AJlJl:J.n..JL.I CARE 

Wood (1993) reviewed literature on settings in to summarise 

and make accessible to local practitioners the to work 

Interpreting in institutions are most frequently referred to as ad hoc (Drennan, 1996a; 

Ngqakayi, 1994; .... UT·O>.,.,.'7 This is most certainly 

the interpreting " ....... ,:",a,IJ"'. 

perfonned by 

drawn attention to 

members, clerks and fellow"" .... ","' ... ,,:>. 

informal organisation interpreting 
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overt structure. A number recent 

are met 

majority of studies 

Interviews have been 

patients as to 

interview methodologies to "''''';UU.iL'''' the _______ ,..._ 

S:PT'V1C'P providers NODson. 1996) two 

Villiers, 1993Y'. Smit 

.... "'.;'uv'u ...... u ... ,," to gather data, Two analysed transcripts of structured 

interpreter-mediated intervie~s ......... "' .... ~ .• , 1992; Muller, 1994), and one drew data from 

."'u ......... ,~"'''' at ward rounds interpreter-mediated were conducted (Swartz, 

1989, 1991b). This latter study Villiers (1993) included dimensions to 

but both referred to '~'5""'"6''' in the context of nT''''','''''>'' 

on language per se. The methodological are important may be substantial 

and what 

attention locally. 

and 

do for 1992, 1995), but this 

situation of language overall service provision structures is also a neglected 

area. Most researchers have examined general medical with Swartz and Muller as 

through their focus on contexts. These and the relative .... -'----.1 

information on how patients m local settings to interpreting, illustrate the 

enormous gaps in our .. " ........ '"' base at present. 

U"'l"""'''''l (l 1996) J,V"'~''''''U 

across a of departments 

this study was organised 

translating, 

aspects of medical 

contexts. When nurses 

data on nurses interpreting 

Kwazulu-Natal hospital. analysis of the data 

to the roles that the nurses saw fulfilling 

explaining, advocating. 

which would often take 

J..jhl!J.<lIlUJl1l5 was used to 

outside of actual 

doctor or statements to conceal 

attitudes to each was seen as too was work 

II Crawford (1994) interviewed patients in whereas de Villiers (1993) in English and 
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and to information on attendance at traditional healers. 

communication as ... v" ......... semi-formal or pal:rOl11s1mg when nurses 

were perceived to over-controlling. Ten audio-taped doctor-patient interviews usmg 

nurses as interpreters were also analysed briefly. 

terms of "'''''''UJ.'''''.',",,,,,, catel2:c::mc~s However, aspects of 

care around '~U1">""'41">- can be seen such statements as: 

analysis is descriptive 

organisational structure of 

" ... though doctors and patients in this study are of different cultural and racial 
the nurses appeared to in control" (1 p. 106). 

Nurses are primarily responsible for health care 

consultations with doctors and carries over into the '"'v •• .,"' ........ v,eA. While Buthelezi 

m 

of 

not use term "junior vUJlU'-'lU .. nurses, this. would appear to best describe what takes 

place. 

"Advocacy is inherent in the nurse 's of representing the patient; in that 
the patient at no time directly to doctor. Everything the patient says 
is listened to, translated interpreted the nurse. nurse out 

she thinks is not conducive to help by the " (1992, iOO). 

And further, 

" ... the nurses in this generally reported their findings in summary form 
and the doctor would delve further was a need" ( p. 103). 

describes extent of nurse's as by and 

qualification, confirming an impression that interpreted lnn"'F\llP""'" were a loose form of 

supervision of nurses' primary clinical work. Not all "'''''~'''A'~'' it seems appreciated 

attempts to the complaints in this It is easy to see how, in 

corn:eXI. interpreting can seen to fall within the of nurses' 

The description how nurses .u""· ......... " ... for patIents in biomedical environments by 

is similar to that of Villiers (1993). a medical anthropological study of a hospital in the 

how nurses routinely but this is 

embedded an involvement with patients. 

De 

culture 

"Consequently the nurses are frequently called upon to assist Xhosa-speaking 
patients to orientate in the hospital, to interpret and thus to 
facilitate communication, to medical procedures, to deal with 
and insecurities, and to transmit messages between patients and kin in 
township" (p. 271). 

. calls this direct and and that this is part of being a 

for pallem:s. This to a ....... m!l .... ' connection between nurse and 
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patient and a secondary function on the part of setting. 

patients of different 

nuances of communication 

contributes to the distance between rI""~Tr.·"" 

One ..... v, .. v~ lnn~F\T,p",Tpn by de Villiers 

were uu.:>.:>..... through 1t'\t'~rnlrpt!:'l but that this was not ".f"> .......... as Xhosa-speaking 

were: 

" .. .less dependent upon a doctor for emotional and psychological support than 
white patients, . and they are therefore, less inclined to messages 
through nuances" (1993, 

social organisation of the .,,,,, ........... of care in place by de Villiers 

style of mediating 

1 .. ",.:>Vl1.:> may serve to 

creates the impression a unproblematic arran~~entlerlt. 

Xhosa-speaking nurses perhaps for a 

malntam social distance. 

(1994) study in the 

organisation of health care 

HI ........ , ... doctors and nurses 12 .. 

Cape found greater dissatisfaction with the 

language issues. Crawford (1994) also interviewed 

is important to note (1994) found that 

or primary health care clinics were more v.~;aLJl1"" .. , .... interpreting needs than 

i:tCi:llUeIlllC or tertiary ""'~ ..... "'" 

weight of 

aH~J .. a', .. nurses or nursing 

approximated that up to 80% 

by independent 

what appears to be the 

show this degree of or~~an:1Sa.tlon 

By virtue of 

was community 

interpreting. had been adapted to 

to particular doctors to work as Respondents 

nurse's time was spent although this was not 

gathering. The negative to this organisation is in 

of nurses as interpreters. hospitals did not 

the resulting was far more 

to the clinics, doctors 

to n"''''UUL:J problems in the system nurses as interpreters, 

the Qls:sanSlalcnCin 

of the expertise 

nte:rplretlng and moralistic 

Cultural differences between 

note that all of these "nT'''''''"" 

nurse interpreters could be From the point of 

doctors complained reductive summaries in 

prescriptive attitudes expressed by the nurse interpreters. 

I-IU",",U,,, and doctors were 

were mt'omlea by the 

It is important to 

on the nature of 

with de Villiers', in that she was able to 
in medical encounters but did not report on these 

patients as to their 
in this paper. 
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clinical encounter. The generated time constraints was 

the justification by nurses of conflict doctors over summarising patient statements. 

The nurse interpreters expressed feelings inadequacy translating certain dialects 

the local language (Xhosa) and the of terminology. The main complaints regarding 

used as int."'....,' .. "'t·"' .. '" involved the emotional of interpreting and lack 'of 

reC4JgnnlOn, pay status· for Survival a demanding service context l'In~'''''<> .. " 

to be an important amlenlSlO,n HltOlrInllllg the nature of the int'''' ....... , .. '''h provided. 

Hobson (1996) used methods to elicit information doctors and a range of 

people serving as interpreters on their experiences. included data from state 

hospitals, as is the norm in ,local but added important information on ... ,,, ...... ,,, ... 

working in private practice settings in areas that are predominantly populated by Xhosa-

Significantly. private practice were as unsatisfactory as state nm;Plt:al work. 

Doctors how they use patients from the room a secretary was 

employed bilingualism as a job prerequisite. Hobson her interview data 

terms of two categories interpreting: extra-

_ linguistic factors were fundamentally informed by the an~~enlents available to 

meet Hence, Hobson lists seven elements that a doctor would seek an 

linguistic to 1J"' • ..,v ....... in 

.... " .. "...,'" of interpreter was availability. Clearly, ideal factors the "' ..... '."'''' of an interpreter take 

second place to pn:lgnlatlc considerations. linguistic tac1tors involved the way which 

nurse-interpreters describe managing complexity of communication in an interview, 

of terminology, and problems taboo areas. It is int4ere:stirtl2: to note 

that nurses more .... u .... "'· .... 111 Xhosa concepts into .....,Uj ..... ~ ... than other 

way Buthelezi's (1992) WVI"'''''''''' reported a similar difficulty l3. 

(1997) needs at an Rand 111 

that of towards a degree Applied 

Smit's was stages a language approach, 

namely analysis. Smit requested doctors, and nurses 

to complete questionnaires on a wide of topics related to planning. data 

13 Current 
in African 

initiatives in the health care area are focused on terminology development 

41 



Univ
ers

ity
 of

 C
ap

e T
ow

n

2 

were lZalnelreo on language aelDoeralonlCS the staff 

Both these a wide spread This is particularly 

Gauteng, where ....... O .... ~'O demographics are a large urban commercial 

(Mansour, 1993). 

of six African 

there were mother speakers amongst the 

.F. ........ F.,." over and above Unfortunately, the lCU!I;:;U<>'I;:;'" 

other professional was as poorly representative geller.al population as 

';:PUJnp1rp in the country, with only one of 

study can to describing the current 

lCU.l""U'"I;:;''' ;:)HI.UU,lVH in the to asking respondents their opinions on 

solutions to the language problems. respondents were asked they thought should 

,"1","' ..... , .. "'1" and what should be Jncluded in interpreter training. Of respondents from the 

.u .. ,'""'" ....... "'IJ"""'''U therapy and departments, 84% thought nurses should be trained as 

25% indicated that "'."'cu .... should be interpreters 

pro,tesslonal interpreters to 

who rest)onded (48%) a 

It is striking 

11l1ltlgnless to be trained as 

respOllae:nts thought that additional in languages was 

.80% U'!Anf""'" training in medical terms to be included. 

An area in which the methodology study placed llIIntatIOlls on the data was that the 

asked respondents to approximate the proportion 

Similarly, had to answer terms 

mIllUrnCGmo,fi' through the was 

patients who require 

or no whether 

of 

data to enrich the the language is highlighted 

Following the presented in published on problematic 

(Vasquez & Javier, 1991), required of respondents to whether 

1"t,"'1"1'"1 ... ",t", .. ", provided summaries and of what patients author was 

to note that small pel'celtlta:ges the respondents were to ... '1""' ........ "''1"'''' .. " using 

this regard. In oreten~nCles expressed by eSp'On(len[S from the 

have nurses act as .... '1","' ..... , ... "''1"''' .. " Smit concludes nurses should only,be 

... t"' ........ ,"'t as a short-term She argues that interpreters appointed 

who trained as medical suggesting the National Project 

model (Ntshona, 1997) of employing matriculants. 
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Swartz (1989, 1991 b) interpreter issue in the context 

Ritualised introductions to 

of race and 

demonstrated the 

subordination 

clinician. Nurse 

may be as simple as 

ward ~v .... .u ... ..,. nt"'rnl~",b'r was a 

.... '''~..,.''.n this subordination COT"'''''''' , which 

instructions on how to st~ By 

conceptualising such acts as Swartz draws attention to eXJ)re~)slcm of power 

elevated to the 

transcript of 

dynamics in clinical but without suggesting that these manoeuvres 

level of technique. Muller (1994), a wide-ranging study on 

a single interpreter-mediated interview, has shown how clinical interpreters 

to manage and control in ways that contradict ac(:epl[eo standards of practice in 

other settings. The .iuses ethnomethodological that all of the 

'errors' identified (1991) appeared that these served 

to expedite This cultural and 

biomedical accomplishments the interpreter are with clinical and 

institutional objectives. institutional imperatives to patients efficiently 

(Fisher & Todd, 1986; 1987; Rhodes, 1991) are as in shaping interpreter 

. discourse as they are ""U"'I:-'UJ'~ psychiatric discourse . 

Swartz, Drennan & (1997) organised the seemingly interpreter landscape in 

health care into two models of provision. 'The "add-on" describes approaches 

that recommend the interpreters in health care .... "' ..... 1"> .... , which could take the 

form of the outlined by Carr (1997) 997). 'The curre!1t 

practice when in local contexts to hire someone at 

the organisational This places serious 

and limits the extent to more ambitious eXl:JectatlOI1lS .. ' .... "' ..... 11 

available 

advocacy and 

...... v .... "'... is used to describe 

into their duties. This 

as cleaner. The 

problems regarding 

culture brokerage above may be met. jrhe 

approaches that would staff formally include lnt,"rnlrptl 

may involve nurses at but may also include other catlegO!fl 

addition of work would address a 11""',11<.1''-'' 

expertise, training simultaneously. ! 

organisational and .u ..... 11~'.UJ. terms that potentially has 

where nelcessar 

nurses as to want 

... ",. .. ,"' ...... " .... supplementing 

aos:em;e of any atte:mplts 

interpreting to 
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is a parsimony to this model in 

development of the 

an "add-on" approach 

question to 

uu .. .u",",u, is quite striking. If 
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this ue5it10n were to be put to nurses, 

use/exploitation of nurses 

has the potential to 

is a substantial risk 

A decision to 

current 

health care system as it ;:I'W'~"";:I today. 

In of advantages and "'"''"''''5'-'' in both the "add-in" and models, Swartz 

et (1997) suggest taking a nT'n< .... , .. T' the form of a cultural '-'H,;Ul"~'-' ... u'"'''' •. Rather 

by tacking on language problem to be 

they suggest that it an opportunity to of mental 

"'''''1'"'"1''''''' more dramatically. this model would confronting the 

way in which institutional structures procedures are with apartheid 

and alienation, how training and professional of service 

providers maintain such systems, how these factors constellate around the language issue. 

nT'C'u'"'",, would imply change in institutional This is dealt with 

.... ......,..,.'-~"'_ LANGUAGE AND CHANGE IN AJ .... :.. ... J&.I, 

a notion of cultural South Africa more than a cliche. 

"""'cu.", of health care Much has changed in a relatively short period of time both 

institutions. However, the concern PV1"11"P<1"":'r! at the start in relation to 

homogenising influence of is perhaps even more in biomedical and 

settings. These are to a great extent on the capacity to 

and experience. While is in many respects a 

terms 

delivery and in the 

care have been noted to 

this has been a source limitations in service 

institutional racism. .., .. ,uJ, ...... J'a approaches to health 

to blind" or ""~"UJ'Uu.uvu." 

et aI., 1991). Owusu-Bempah (1994) 

decontextualisation ..... "vU5'" manoeuvres made by mstltlltlC)flS to a 

delivery (Padilla 

strategies 

approach to the problem of 

....... " ....... discussion route towards institutional cn,m~:e on the issue of 

sensitivity" in health care or "anti-racism". Both 

rr<>'"....""'.u" ... Ir'" attempt to move I"\p'Jnl"ln "colour-blind" or assimilationist policies. 

Approaches to "ethnic emphasise through training 
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to recognise understand cultural dltjtere:ncc~s in presenting for treatment 

can propagated 

ethnic SClllSHlVI1:Y 

an emphasis on the culturally 

..,,,,£llU",U.,, notions of '"''''"'''''' '" 

mcmgn stereotypes and oV4er~~mrlplllIlea cultural identities. Secondly, 

in relation to normative lifestyle can focus of colonialist "5'"'"'''''''''' 

education ... rr\<Tr''' ........ rn Intlomlea by the franlework. Thirdly, an r"""' .. _"'rn .... h"''''' on 

workers and as the means by which to improve Britain 

is "based on a model health proVISIOn In which the solutions to 

problems are essentially technical and professional rather political" (Stubbs, 1993, p. 40). 

is similar to argunlent.s. advanced by interactionist approach outlined 

However, there is as to capacity of ... t"' ....... ,"'tp1 .. '" to Hl1;;'\J.l(lILI;; CC)mmllnlc::allon and 

avoid the reproduction particular as IS case with 

professionals. 

racism not culture as their point 1993). 

societal! structuraL What a on racism 

interpersonal, institutional, 

to the analysis of health care is direct 

between' societal of discrimination and institutional Issues to do with 

employment and training are also foregrounded (Howitt & Owusu-Bempah, 

1994). control society at are seen to 

F, ...... u..,,,'uvu..,, or even require them to materialise relations subordination and surveillance 

(Law, 1996). While anti-racism its own conceptual and ideological pitfalls, it tries to 

address listed Law (1996) points 

out that informed an agenda failed to pinpoint 

discriminatory The question of whether language in South African health 

care materialise discrimination and institutional racism will a central of the 

analysis of the presented below. 

The terms of initiatives in health care the USA aODiear to be contentious, "cultural 

competence" has emerged as the descriptor .. The aU-inclusiveness cultural 

competence is conceptualised appears to transcend the terms of the In by 

incorporating the of both approaches. (1996) describes cultural cornD(~teIlce 

In health care as addressing impact immigration, and 
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Chapter 2 

poverty on the users of mental health care facilities. Attention is paid to adapting services to 

accommodate differences in how families are structured, what clients expect, client 

preferences, help-seeking behaviour, and world-views. The elimination of geographic, 

linguistic, and other barriers that restrict access to services by clients of diverse ethnic and 

cultural backgrounds is a priority. On-going cultural competence training for service 

providers is a key component. 

The cultural competence paradigm has gIven rIse to assessment tools that examme 

organisations m tenns of existing conditions and operating procedures to make 

recommendations for improved services to ethnically and culturally diverse consumers. 

Giachello (1995) refers to a cpntinuum of organisational cultural competence, starting at the 

negative pole with "cultural destructiveness". Apartheid institutions would typify this type. 

This is followed by "cultural incompetence" illustrated when particular groups are gIven 

subtle messages that they are not welcome or that less is expected of them. "Cultural 

blindness" claims to be neutral middle ground. In practice such institutions encourage the 

assimilation of the culturally different into the mainstream. Aspects of how psychiatric 

. hospitals have been integrated in South Africa reflect an attempt to portray this (See Drennan, 

in press-b; Swartz et aI., 1997). "Cultural precompetence" is next on the continuum. Here 

tokenism is a possible pitfall. Aspects of how interpreters are being employed in local 

Western Cape hospitals suggest this and will be taken up in what follows. This is followed by 

"basic cultural competence" and "advanced cultural competence". The markers of 

development serve as starting points for changing the culture or identity of an organisation .. 

The cultural change model put forward by Swartz et al. (1997) arose out of a sustained and 

intense engagement with language issues in mental health. They comment on the pressure to 

subsume this focus into a more broadly cultural focus. However, I would argue that what 

would be lost in this slippage between language and culture is the difference between the so­

called 'language gap' and the 'cultural gap'. Aspects of the discourse around interpreter 

services can be used to illustrate what I mean by distinguishing between a language gap and a 

cultural gap. Much of the discussion on the subject of interpreter roles, in particular culture 

brokerage and advocacy, appear to assume that these are inevitable and immutable 

dimensions to an interpreter's work. In situations where health service providers are in 

regular and sustained contact with particular cultural groups, as they are in South Africa, it is 

not unreasonable to expect that practitioners should learn about the cultures in question. Of 
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__ ... ,.... .. _ ..... _. social change and 

course T1"'-'''''"''' do not learn or do not learn enough and this to 

above in the paradigm, 

advocacy is 

to formalise 

collusive with interpreter roles 

resistance to and tantamount to institutionalising otherness. 

Here I wish to return briefly to the enduring Kleinman's (] 980) explanatory HA~''''''''h;' 

so far as it has the .... ,.... .... ""T' 

could 

However, it 

as 

to inculcate. . an early stage of 

too on 

development a 

curiosity and "'''''.''_''~ to engage with the cultural frameworks The 

on the particularity of patient's explanatory model in terms of how make use of 

cultural material to them may avoiding essentialist and notions 

A rigorous to work with an to elicit each 

explanatory would be a cornerstone of such a The argument 

by critics like Scheper-Hughes (1990) that structural not come about 

individual doctors communicating better with their patients notwithstanding, It is 

true that white patients do not depend on the of individual to get the 

same as other 

In chapter I have 

I have also 

locally abroad. Of 

the terms 

was prompted by 

problems interpreter 

Both these 

context that 

Language 

not 

are a 

users, However, is not to individual 

"""T"'",'''' do not a 

language issues in health care in a broader s<?cio-political 

SCUlsse:Q language relation to racism both 

roles that .nt'''1"n,.'ptp .. c 

.... e ..... "" that political 

in getting 

may present 

smooth importation 

of 

assume 111 

interpreting, 

has in South and the 

as part of formalised care 

problems in a South African 

models developed 

care, but it is 

1'1'<> ..... "'·11 by an process 

health care .. r>.",'F·" following era. The full extent the transformation that is 

necessary the institutional the language in South African settings will be 

described in what follows, 
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Chapter 3 

METHODOLOGY AND RESEARCH STRUCTURE 

Introduction 

impetus for the research to, be described in this thesis came from my wish to move 

beyond the anecdotal information available in 1993 on interpreting in South African settings, 

and to do this initially through an investigation the institution in which I worked. There 

were a number parameters that were of interest, such as the frequency of interpreter­

mediated interviews, who was providing the interpreting, and how often an interpreter service 

. was unavailable. research was thus fundamentally informed by a practical intention to 

create information that would be assistance in developing language resources in institutions 

in three ways. Firstly, through describing the extent and magnitude of the problem, I hoped to 

awareness within institutions but also amongst policy Therefore, this 

description would indications as to how the problem could be A third 

ambitious aim was to identify obstacles to addressing situation, whether they practical, 

institutional or social. aspects formed a type of needs analysis the context of 

linguistic diversity for a particular institution. Approaching the of linguistic diversity in 

this way meant treating language as a form of institutional resource in the performance of 

work. In other words, language as a technology or an object. Of course, this 

involves the sleight of hand referred to in Chapter 1, that it is bilingual and trilingual people 

HrlUlp·upr the process of identifying who interpreters who are the institutional resource. 

are was precisely one of the questions to investigate. By the aOllleaI'anc:e 

of the activity of interpreting, I to the elusive interpreters. 

As research progressed to asking the same questions at another hospital in same 

metropolitan it became that a description of the context within which interpreting 

took place was of paramount importance, if one was to understand interpreting. This resulted 

the addition of interviews with hospital staff order to the context the use or 

otherwise an interpreter. Through interviews it became clear that the context of 

use interpreters was not only the availability of bilingual staff, but included contextual 

features as as local norms regarding psychiatric practice, history of the institutions, 
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interviews are limited in degree to which they can 

clarify issues, it emerged the methods of AU,",'.U""", ethnography were nec:ess:arv to 

provide sufficient breadth to the types of i-"',.,.j'''' ..... considered. ... .. Tn,.. .. situating this study 

way in which I use the relation to .u"' .... "',... ethnographies, it is lecless;arv to consider 

concept relation to discourse. 

DISCOURSE INSTITUTIONAL SETTINGS 

"Institutions create shadowed places in which nothing can seen and no 
questions They other areas show discriminated detail, 
which is and History in an unintended 
shape as a result of practices directed to immediate, practical ends. To watch 
these practices establish selective principles that highlight some kinds of 
events and obscure others is to inspect the order operating on individual 

"(Douglas, 1986, p. 69~ 70). 

The examination language discourse analysis paradigm is a useful for the 

. study of institutions and how they create places of and shadow. Discourse analysis 

adopts a particular approach to language. language is not seen as a transparent 

medium through communications about a single underlying reality are accomplished . 

....,""' .. I"! ..... I","" itself is understood to shape accounts of that can come into through 

actors drawing on available 

"denaturalises" to show particular accounts come and not others, but 

it also indicates consequences of the use of particular repertoires and the that 

these constructions may serve (Marshall, 1994). In formulation language itself is a form 

of social practice, embedded in society and conditioned by the that takes. This 

IS, a relationship as conditions social phenomena 

and language practices is particularly relevant 

institutional practices in a network of societal 

(Fairclough, This approach to 

study of institutions as it 

discursive practices. 

further contribution to study of institutions by a analytical approach 

arises through a shift the unit of analysis (Marshall, 1994). Instead of examining 

institutional I." .... "' .. '''''''., from the ... "" •. " .......... 1-. individual, it seeks to ........ , ...... 

and recurring not only across mOtlVlOU:lllS. but across contexts and circumstances. 

Discourse analysis eschews a focus on what individuals may meant or intended, a 

subjectivist analysis, a focus on overarching culturally and historically embedded 
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Chapter 3 

discursive products. Mumby & Clair (1997) identify two approaches on 

organisations. The first is an approach that seeks to identify social patterns in these settings 

that is more traditionally anthropological in its interest metaphor, ritual, storytelling, and 

generally the production of shared meaning. This they to as a cultural or interpretative 

approach. The second, a discourse analytical approach, they characterise as "critical 

discourse in that issues of power, control and ideology are overtly 

considered. This considers not only the production of shared meanings but that the 

production of meaning is a of struggle to shape the social reality of the organisation J • 

Dijk (1993) describes at both a surface level institutional texts, and 

in terms of "deep structure", underlying discourses that are seen to shape everyday 

interaction, talk and texts in institutions. Mumby & Clair (1997) argue for parallel levels in 

the analysis of relations of power and inequality in organisations. Fundamental to discourse 

analysis is theoretical contribution Foucault's (1980, 1982) "new economy of power 

relations", and contribution of with to (Lears, 1985). 

(1994) has outlined the Foucauldian contribution to the analysis of organisations in terms 

the key concepts of power, values, rules and discretion. He argues that professional training 

is an important avenue . the inculcation of a dominant set of professional values and rules. 

The discipline of particular modes of practice is internalised, creating a "synaptic regime of 

n .. n"",,,''', controlling from within the social body, not from above it (Foucault, 1980). Control 

is not total, nor is it coercive. It operates through consent. Contradiction and 

resistance are, however, features of the institutional economy of power relations because there 

is always a gap created by the agency of the subject. 

For Foucault members social institutions are not passive, acting in 

conformity to institutional rules; nor are they agents whose actions mean nothing more 

than their intentions. At the micro-level, individual acts of agency are intentional 

and planned, but only in a sense that is limited to the particular context their occurrence. 

Discourse requires a shift from this micro-level intentionality, to macro-level 

products. At a macro-level of analysis, individual expressions power or resistance are 

a2'rrei~att~d to form a "global "sum together vectorially; they have an overall 

1 Yet another perspective on the relation between institutional and individual levels of explanation is developing 
in the psychoanalytic tradition (Czander, 1993; de Vries, 1991; Menzies Lyth, 1988; Obholzer & Zagier Roberts, 
1994). 
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direction" (Krips, 1990, p.175). Thus, individual acts, whatever intentions of 

actor, can reproduce dominant discourses or forms of (1981) warns 

... J'i> • .,. ... , .. assuming that discursive products arise as a result an of instances 

. (the aggregation hypothesis) or as a result of unforeseen consequences (the unintended 

consequences hypothesis), but rather that macro-order resides within micro-episodes. 

This however, between individual actions, micro-episodes, and macro-issues the 

identification discourses and discursive products is not unproblematic in practice (Fisher & 

Todd, 1986; & Cicourel, 1981). As I will show, the articulation of racist 

discourses local clinical "'''' ...... j;"., is fraught with the potential for explanatory models that do 

not justice to complexity of discourses institutions. 

Burman, Kottler & Parker (1997) acknowledge a challenge to the application of 

discourse analysis in South lies in how well it will Discourse analysis has 

developed in "monolingual contexts" (p. 9) like UK and so there is not a great deal of 

applying it to situations of linguistic diversity. complication is 

immediately evident relation to double {to borrow from of users 

of psychiatric do not a professional language with practitioners, who 

do not a language of everyday communication. the level (Swartz, 

1998), this involves issue of language or languages, and the of interpreting in the 

production of meaning for both parties in such At institutional and 

politicallevel, involves the issue of linguistic diversity. this level analysis the role 

.... t."' ........... t, ........ is that an institutional resource or technology. This study will be concerned 

with the types of that come into in interviews, but 

with institutional implications of who has access to interpreting under what 

circumstances. The data the analytical approach described above will gathered through 

a range I will under of ethnography. 

ETHNOGRAPHIC METHODS IN BIOMEDICAL INSTITUTIONAL CONTEXTS 

Kuipers {l has three traditions in research on medical discourse, each 

underpinned by a meta-theory language. first is largely referential and lacks an 

account how ideology interaction work tOllteUler to produce me,aIlllrlgs in in",' .... """,. 

The second, out of approaches, examines the social and 

ideological dimensions biomedical practice relies on "de centred , thus neglecting 

to employ grounded contextualised discourse. The third approach examines medical 
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discourse as situated interaction. These 'studies involve COIlVt::fS()I[lOn analysis are 

"'H •.• "' •. " ......... for lacking generalisability a limited consideration of maICr()SCODl issues of 

so far as ideology and power (Kuipers acknowledges notable exceptions to typology). 

paper is a call a regrouping of research initiatives, Kuipers suggests a concerted 

to produce studies that are a combination of the second and third approaches. quotes 

Atkinson (1988) in a request for "relevant ethnographies" that incorporate multiple 

institutional contexts. In this way medical discourse can be "entextualised", augmenting 

micro-analysed individual interviews with the of institutional and social context, 

functioning in dialectical relation to other. MacConnack (1994), a broad overview of 

ethnography's historical conceptual contribution to of medical is also 

optimistic ethnographic can us through the micro-and macro-political 

aspects providing health servi~es. Lazarus (1988) makes the important point that 

ethnographies of medical can also include their analyses the intennediate-level of 

conditions within particular institutions. 

In an example of such a study of medical interpreting, O'Neil (1989) video-taped clinical 

interviews opportunistically over a one year period, attended and video-recorded local and 

... l". .. J ..... health policy doctors, interpreters and adrmnlstrato:rs 

conducted an -:11"1' .... ""<> 

and factors 

review The DOlmcal 

to a multi-level analysis. 

.t,tnnoj:uaJmu~s of ""'r1f1T'll'f" such as by '-'I-:l1"1", .. tt (1996) Rhodes (1991) are 

more than the focus but I will draw on emphasis on the contextualisation 

of biomedical practice in institutional settings. works demonstrate paradoxes and 

"discretion" (Clegg, 1994) in the identities of biomedical institutions the clinicians that 

work within them. is increasing recognition that ethnographies health care 

contexts, while not as wide-ranging, are valuable (Rhodes, 1993c). While 

the of ethnography infonned data study described in Chapter 6, 

these were adapted along the lines described rapid assessment techniques (Manderson 

Aaby, I Pelto & Pelto, 1 Shawyer, Sani Bin Gani, Punufimana & Seuseu, 1996). 

Rapid assessment the of such as sources of 

data and flexible adaptation to particular conditions (Hammersley, 1992). They been 

developed to evaluate programmes in areas funding, time and personnel resources are 

all in short supply. Clearly, a deal may be lost in the with which they are 
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conducted. This is a trade-off with the speed at which results ... n-op,.crp I relied upon my 

familiarity with the hospital setting, routines, procedures and clinical work to circumvent 

some of the compromise spending less time (Manderson & Aaby, 1992). this regard, 

ethnographic method described is what Hammersley (1992) has termed "practitioner 

ethnography". While not without disadvantages, practitioner ethnographies are seen to be 

valued as relevant to practice and strengthened in validity by the insider perspective.2 

The question of the insider is significant here. An important part of the 

ethnographic IS acknowledgement of the person of ethnographer. I will 

make use this perspective in two ways. One, conducting ""''''''<I,e"h in institutions of which I 

am a member, and a society of which I am a member, requires a consideration how this 

informs the and interpretative process (Cheater, 1987; 1991), Traditional 

psychoanalytic approaches in anthropology have been exposed as deeply problematic in post­

modern anthropology 1992). However, psycho-analytic perspectives on reflexivity 

may have more to offer, particularly with reference to approaching clinical phenomena 

(Brody, 1981; Good, Herrera, Good & Cooper, 1985). Aspects of psychoanalytic thought 

have also been to conceptualisation the ethnographer's PV1'\PT1Pl"IC'P 

draws not on psychoanalytic 'grand theory' but on contribution of 

psychoanalytic to understanding "e}meneJnce~-nc~ar 

(Cohler, 1992). This will inform a second of reflexivity 

METHODOLOGY 

phenomena in relationships 

the analysis that follows. 

The first in a of three studies clinicians working at a particular Western Cape 

psychiatric hospital to complete a brief questionnaire each time they used someone as 

an interpreter or would have done so had someone available. Thus, questionnaires 

reflected both interviews that took place with an interpreter and interviews for which there 

was no interpreter. Under the circumstances the interview either proceeded without an 

interpreter or did not place because was no interpreter. questionnaire study 

was at another Cape psychiatric hospital, with the addition a 

questionnaire nursing staff to reflect their language service needs. This second 

questionnaire study did not sufficiently the of of the 

2 The components of the could also be described under the 
ethnography (rather than encyclopaedic ethnography), and 
activities (Werner & Schoepfle, 1987). 
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Chapter 3 

institution so a number of interviews with hospital staff were conducted to this. 

F or the third study I returned to the first hospital and conducted a focused ethnogr~phy 

la.uJ:;U.IJ:;'" at the institution. study an evaluation of a programme to place two 

trained interpreters the hospital, and made use of the same structured questionnaires 

employed the first two and the semi-structured interviews employed the second 

study. methodological components the three studies will be here briefly but 

will expanded upon in greater in chapters describing the respective studies. 

In overview, the developmental sequence in research described above has resulted in an 

eclectic mix of quantitative and qualitative methodologies. range of data types 

through the research to address the multiple levels of issue of language In 

psychiatric institutional contexts. All three studies have employed structured questionnaires. 

These yielded data that have been summarised in terms of descriptive statistics. 

Research interviews have also been conducted with hospital staff using a key informant 

approach to identifYing candidates for interview (Morse, 1992). The interviews were 

structured as were particular questions that I was pursuing in interpreting, 

language problems in provision, and the organisational structures to deal with 

problems. However, the were with groups involved people, 

from consultant psychiatrists to nursing and 

to Xhosa-speakers. This required considerable flexibility in interview structure in order to 

the differing perspectives and of the interviewees (Gilchrist, 1 

1994). In two of the three studies the qualitative from interviews was used to augment 

the quantitative data from the questionnaires. 

focused ethnography of undertaken at one of the hospitals involved interviews 

with hospital staff and interpreter project staff. Weekly statistics regarding the number of 

patients who required interpreting in each ward that the study place were also gathered. 

Hospital of patients identified during the period of data collection were reviewed to 

track role of language in the process of a hospital admission. I also attended multi-

disciplinary team meetings in the relevant wards over study period and documented 

discussions about patients and interviews with patients who 

who did not. 

interpreting others 



Univ
ers

ity
 of

 C
ap

e T
ow

n

The programme evaluation component of the third study involved a comparison with 

quantitative data from 1993 study at the same hospital. This served as baseline data for 

evaluation. 

employment of a person to fulfil 

OPT'IPTl'I:tp/1 data on interpreter utilisation prior to 

specific overlaps with period when a 

single untrained person was employed on a part-time basis by the hospital. A replication 

this previous study provided data on a third contingency: the employment of two trained 

interpreters. . A replication study therefore created a data series reflecting three forms of 

provision: 

1. Informal service provision in absence of an official interpreter. 

2. Service provision with a single untrained interpreter. 

:-"P1-V1{'P provision with two trained interpreters. 

I will now move onto Part II of the thesis which I describe and interpret the 

studies in separate chapters. 
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MAKING LANGUAGE VISIBLE IN INSTITUTIONAL 

SETTINGS - VALKENBERG 

AND NEEDS ASSESSMENT AT VALKENBERG HOSPITAL 

interpreting at V alkenberg Hospital 

general hospitaL The study s6~ght to 

users of the services 

three ..... n ....... Jl~"' ......... questions ..... ,.,.., ... /1, .. interpreting? 

an assessment of u"'."u'u of and need for 

psychiatric ",",,"' .. n,"'" 

the interface between 

This is presented 

needs in the institution . 

at a nearby 

services 

terms of answers to 

• used for? 

• available are interpreting 

The of missing data is aaOlressea along ,1'"l'n,.. features 

information gleaned from the This on 

beyond the fragmentation of the anecdotal accounts individuals, making 

ImlJ1lc.atU)ns of linguistic diversity 

OF 

Town/Groote Schuur Hospital 

facility serving the 

a range of institutional contexts. 

teal:rurlg hospital, 

At the 

Peninsula and coastal areas 

University of 

study it was a 960 

to (a 

400 The hospital has " .. .,..,,, .. n as a psychiatric facility over 100 years as it was 

initially to house white in 1891. It began to admit patients in 191 but 

separately across River (S. 1995). The 'white side' of 

hOS:Plt::ll was .. ""+."' .... ~.,.I to as Jn~~"'n,!nn'"V side (because it neighboured on a suburb of that 

name) the 'black side' was .. "'t,"' .... "'.r1 to as the (for the same reason). 

tnr,:>n~'I" wards, and most notably, imposing maximum (built much later), 

were on same side of the as the wards for black wards 

naIlenrs were all double-storey buildings typical asylums of that 
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Observatory side used the Victorian buildings as closed wards'. A ....... , .. v· .... newer 

built 1980's were free-standing, single-storied buildings and 

white patients. . racial integration ofthe hospital began in 1991, when 

........ """,11 over to the respective units on the Observatory old 

forensic patients regardless of race. 

hospital admitted approximately 300 patients a month was 

teams. The study took place in ten acute admission at 

psychiatric service (C23), based at GSH, that 

Besides C23 at GSH, the other at 

The Male Admission :wards comprised three closed 

"',v . ..,"',... wards. Both these shared an to 

comprised two wards. open ward for 

psychotic disorders, a psychotherapeutic ward for patients with non-psychotic 

and a for geriatric patients were also included. 

u .. · .. t.4 .... '" the study there was no one employed as an interpreter by the 

one month of the questionnaire study a part-time person was appointed. 

development will be described in more detail below. 

METHOD 

study was conducted on all week days in October and November 1993, a total of 

worKlrlg days, following a two-week pilot study in two wards. 

omneIlSl()llS along which interpreter utilisation was measured were: 

II number of patients requiring an interpreter during their assessment 

II was providing the interpreter service and to what extent were they 

II how much was involved; 

II what contexts was required; 

II were involved; 

II 

I The tenn 'closed ward' or' locked ward' is used for wards that patients may not move 
2 4 for I. 

in and out of. 
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Data were gathered through service providers to 

time they either used someone as an interpreter or would 

a questionnaire each 

"'",,,"'''',,, to use an interpreter 

were this service available. All --"WE>~ of staff could vV>HiJ',""'" 

Cle:aners and clerks) but HU'VLU,L""'VU came primarily from 

, social 

Following the completion component of the 

requiring interpreting were followed up through a review of 

number of interviews aOlcurnelrI,Lea hospital folders were 

not documented through possible the number of ,nT"l"U1 

OVERVIEW 

bulk of the data presenltea is from four units: 

Admission at Forensic Unit 

nurses, 

psychiatric 

occupational 

patients identified as 

hospital folders. The 

to ascertain as far as 

emergency at GSH; 

Male Admission 

(MA Ws) at VBH. in three other wards were asked to complete 

questionnaires but no 

the study period. This is 

are an important "'O>U',","" 

nine clinical 

completed 

with speakers of black African 

a series of .., ..... 'Ln"'"'' or 

implications of the 

lntl:>rn'rptl~r services during the 

were conducted 

questionnaire data 

and they 

un"",,,,,U the questionnaires, 147 patients were 

as having required mtleroretmg services. This constitutes nel[wf~en 20% and 30% 

patIents admitted to these period, depending on ward. The bulk 

was for Xhosa-speaking paIlem:s, but a smattering of Afrikaans (2), Sotho (3) 

Tswana (1) speakers required 

in training, 
4 in training. 
s 1 use the tenn 'clinician' to refer to consultant psychiatrists, psychiatric 

psychology interns and This follows an 
nel'wefm nurses and other mental health The term is also used to distinguish 

between the list of mental health above and nurses. This hierarchical ordering of the 
mental health professionals, with nurses the lowest rung, can be seen to exclude nurses' clinical and 
linguistic abilities in important ways. This is taken up in Chapter 9. 
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Chapter 4 

Table 4,1: Overview of the 

Respondents Quesl mires Patients requiring Total % 

interpreting Admissions 

C23 4 80 53 

FAWs 6 71 20 

FU 12 31 17 -6 

MAWs 7 117 57 LUU 28% 

TOTAL 29 299 147 631 

There were two wards .u. ... ' .... , .. "'" not yield questionnaires. The 

psychotherapeutic ward 

"'''''T'n,,,,,.>" an acute admission ward 

open ward with its functions split 

psychotic p" .... 1"''' ... and a rehabilitation component. It is 

not insignificant that there were no returns from and this will be taken up later. 

The ward documented interviews with a from the former Yugoslavia, but 

spoke German. Coincidentally, three of the clinical members in the ward also 

German and so communicated in this '-'e-'.e~ 

that a Xhosa-speaking patient had been 

study began, but that there were no Xhosa-speakers 

Staff informed me 

unit shortly before the 

pre:sen(~e of 

Xhosa-speaker in the geriatric unit was rernm'Ka;DJe as an PV,('P""YH',n rather than as an 

illustration routine difficulty encountered the unit. 

WHO INTERPRETERS IN PSYCHIATRIC 

specified twelve categories of nPr't!t'\n an interpreter 

the questionnaires seven catlegoifl and 

as a per'cerlta£!e of the number 

6 There were 55 admissions to the FU during the study period. However, the FU houses patients and 
acute admissions and so the utilisation of interpreting was for both these groups. It would thus not be 
"nnrn".·,,,tl> to the of admissions requiring interpreting over the of the study on the 
basis of this as some of the interpreted interviews took place with admitted before the start of the 

7 This is an estimate based on a review of the book that records admissions and t..,r .. 'f'"",~ because there 
were no official available for these wards. 
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Valkenberg Hospital 

Table 4.2: Amount of interpreting (%). 

Category C23 FAWs FU MAWs (Oct) MAWs (Nov) Totals 

Professional Nurse 34 50 53 81 46 52,8 

Staff Nurse8 30 11 15 10 5 14 

General Assistant 7 18 5 4 5 8,7 

Student Nurse - 14 - - 9 4,9 

Interpreter - - - - 31 5,1 

Family 15 - - - - 2,8 

Other 11 7 27 5 2 10,7 

Clearly, the bulk of the resporlsibility to provide interpreter services fell to the nursing staff 

(67%), with a definite preference for Professional Nurses (PN) as interpreters being expressed 

by clinicians. General assistants interpreted almost 10% of the time. The category of "other" 

provided 10,7% of the interpreting. Included in this category were a range of ad hoc solutions 

to the need for interpreting. There were instances of security staff and administration clerks 

interpreting. Patients were asked to interpret for their spouses or domestic partners in conjoint 

. interviews. Visitors and strangers to the patient were asked to interpret. Psychotic patients 

interpreted in group settings. Respondents documented their dissatisfaction with these 

situations on the questionnaires. It was usually noted that they occurred when nursing staff 

were unavailable. However, Xhosa-speaking nursing staff were routinely expected to 

interview in Sotho or Tswana, and vice versa, namely that speakers of other African 

languages were asked to interpret in Xhosa. The category of "other", taken together with 

cleaners and family members, constitutes 22, 2% of the total interpreting for the study. 

Overview of utilisation by unit 

Psychiatric Emergency at Groote Schuur Hospital (e23) 

The emergency unit at GSH is a 24-hour service that triages patients presenting for the first 

time before they are referred on to the appropriate hospital should in-patient treatment be 

required. At C23 total utilisation was 17,5 documented hours, with 10% of questionnaires 

missing data on the duration of the interview and only three documented instances of some 

interpreter being completely unavailable. The two categories of nursing staff, professional 

8 Nursing assistants in C23. 
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nurse and nursing <lI<'c·", .. " ..... accounted for the This included 

sister from a .., .. '3 .. h" ward on one occasion. nursing sister 

a 

second 

..,tp·M'\1· .. t~·1" was coded as , request for interpreting. There were interviews which the 

"other". 

guard were 

"' ... 'H"' ...... '''' indicate that an administration 

Two other ............... "'''' ... involved 

and a 

their 

members, as described above. were no documented instances interviews with 

fellow paLlenrs acting as However, following comment appeared on a 

Initially thought 'interpreter was afamily member, turned out to be 
another 

UlKenl'JerlE Hospital 

VBH there was a total of 76 hours interpreted interviews the eight-week period. 

Female Admission Wards 

was a total of This figure for duration of 

. interviews is drawn from only 51 

in the 

of the 

place . 

"' .... .LH~, .... questionnaires because of the 

number ..,t .. '1"'tf1.-ur", that did not v ..... ,,, .... v ....... nurses accounted for the 

and student nurses 12%. The two percentages are the 

for any unit is consistent with the Xhosa-speakers on the staff of 

this unit lO
• with a professional nurse was minutes, 

for the the a ,,*"r,,""1" was 

where there was a in the interview in 40% of cases interviews did not take 

at all. This that the "open" pre-discharge ward unit 

shared 

the study. 

MAWs did not a Xhosa-speaking member for one entire month 

Forensic 

The two .. v ....... ""'" wards interpreters for 18,9 I. In spite 

"""'HU"" of interviews unit (one week no documented 

9 There was little missing data on the interviews in this 
10 See 5, 

comparatively 

the total 

II This may be by approximately hours as eight I.!U";'UUHlI(l'll"~ did not specify duration. 
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use IS to the other Units of significantly longer 

conducted average .......... .. with a PN was 50 minutes and that with a 

SN OmlJan::a to 18 minutes (PN) MAWs 

"Others" included nursing medical students, nurse aids. 

to themselves very available for as, according to the returned 

questionnaires, was no n • ., .. Ul~"'''' of an interview not taking to there no 

durations interviews were longer FU and may be attributed to rigour of 

the psychiatric assessment The consultant psychiatrists attached to are 

required to write detailed reports. to the courts regarding patients rpt/ ...... "·r! for psychiatric 

observation. reports must state the is fit to stand trial and 

understand court procedures 

The psychiatrists are also often 

under cross-examination. Under 

whether ...... , ............ , ... ','" played a 

circumstances much more care is 

..... ,~ ....... , .... offence. 

a court of law 

with the U~"".H" 

patient's u .... nu .... state and the V"'"'''''' account of the OIl:ence, symptoms and social 

circumstances. is almost always a '(U.1V.:)a.-':'V",a..I'I...U1J;; nurse on duty for ward rounds i3. 

The assessment arrived at as a round case presentation interview with 

patient was the cornerstone of the "'1"1',"""'"'' It is important to however, that "'U.Ul\.·la.1J..:) 

conducting before ward round had more haphazard access to Staff 

with no psychiatric training, such as assistants, were upon to provide 

interpreting these circumstances. 

admitted' for observation a criminal charge were interviewed by 

hospital but by "panel doctors", who were psychiatrists ... IJIJV.u."' ..... by courts as 

independent assessors. bulk of the responsibility to '"'v,.uv .• '" questionnaires following 

to the interviewing "' .... n .. ...,l •• This was difficult to ...... "'·v ... with the 

doctors so were only three documented lnT'~1"lI"-'"'''' with were 

12 There was one instance clearly documented in a patient's hospital folder of an interview postponed for 
one day due to the unavailability of an interpreter .. 
13 Ward rounds at this hospital took place once or twice a week and would involve all the members of the multi-

team and of the staff. At each ward round three to five would be 
nre:senlted·. A clinician or therapist would have interviewing the to be 

a detailed including a mental state, and arriving at a 
information, such as collateral from family members, blood tests, 
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Chapter 4 

patients who required interpreting during the study the use of interpreters by panel doctors 

may be under-represented. 

Male Admission Wards 

There were 32,2 hours of interpreter utilisation documented in these units 14. Professional 

nurses and staff nurses accounted for 72% of the interpreting over the period of two months. 
\ 

Nursing staff appeared to make themselves very available to requests for interpreting here. 

However, there were the most comments on the duration of wait from clinicians in these 

wards. The employment of the interpreter in November 1993 created an opportunity for 

comparison with the previous system and this will be discussed in more detail below. 

WHAT ARE INTERPRETERS BEING USED FOR? 

Interpreting was required most for psychiatric assessment interviews. A total of 247 

assessment interviews were documented (81,6% of the total number of questionnaires 

returned). Family interviews (15); ward round interViews (14); group therapy sessions (9); 

and psychometric assessment interviews (2) accounted for an additional 13,4% of the rest of 

the documented instances of utilisation's. The remaining questionnaires indicated the 

category of "other" (12 instances) and were made up of requirements such as telephone 

collateral, explaining a lumbar puncture to a patient, discussion with a patient of transfer to 

another ward and a medical examination. It is not insignificant that on one questionnaire of 

the 299 returned the clinician had made a note that the "patient requested to talk". 

The instances of interpreter utilisation in contexts other than a psychiatric assessment 

interview will be considered in more detail below. 

included. This is followed by an interview with the patient usually conducted by the consultant psychiatrist. On 
the basis of all this infonnation a diagnosis and treatment plan would be formulated. 
14 A number of questionnaires omitted to specify the duration of the interview. An estimate of the amount of 
time that would have been added were the questionnaires completed was arrived at by mUltiplying the average 
duration of interview in the respective units by the number of interviews for which the duration was omitted. 
Thirteen percent of the questionnaires (15) did not specify the duration of interview, suggesting a further 4 hours 
of interview time on average. 
15 See Appendix 6 Table 4.4 and Figure 4.1. 
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Psychiatric assessment interviews 

The fact the vast "'''>lell'' of the documented interviews in an admission ward 
or a forensic ward immediately circumscribed nature of the interview could 

place. Interviews in such as are routinely administrative function 

(Swartz, 1998). They are primarily about a diagnosis and initiating It 

would also from questionnaire data that there was an inverse relationship between 

length of interview and professional qualification the interpreting. Thus, interviews 

in which a professional nurse were shorter. Interviews with cleaners as 

interpreters were longer. Administrative functions can be more quickly with a 

nurse who knows what the doctor in order to make a diagnosis, initiate treatment 

monitor improvement symptoms (using the 'Junior clinician" model discussed Chapter 

2). This would take to arrive at with an unqualified and psychiatrically person. 

the of on the with a nurse precludes possibility that 

these interviews develop into more therapeutic even 

when interviews were longer with unqualified the of professional on the 

part of the interpreter would inhibit the therapeutic possibilities of the interview. In addition, 

patients interviewed with a cleaner acting as interpreter, for instance, would perhaps be 

likely to disclose certain types of feelings or information. 

Ward rounds 

The largest amount of ward round utilisation in the unit requires that each 

1-"""'-"" i:1\.I.<U;:->I::U of an offence and 30 days psychiatric observation by the courts 

seen at a ward round. long-stay patients are also accommodated the units, 

elevating the total number of patients requiring interpreting but not seen 

during the study time. the MAWs only six the 57 identified study were 

seen in a ward round. For one these interviews a visiting social worker ,..,,,,,,.'1"Ar.,., the 

interpreting as there were no Xhosa-speaking staff on duty that Had social worker 

not the patient would not have been There was no ward 

utilisation of interpreting in the FA Ws. The question of ward round interviews Xhosa-

iJ"'"kL\J.<lj:; patients will up 
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Group therapy sessions 

nine questionnaires completed group contexts suggest that .A.lilU~,a.-"U""U\."'L" 

are group therapy available to other patients. This is . The two groups 

which 1nt."rnrpt·lrl took place in FU required fellow patients to do the interpreting, even 

when the patient 

referring to group ""',"'U4,J: 

the interpreting was psychotic. The seven questionnaires 

ill FA Ws were more a reflection of groups that were taking 

place from which Xhosa-speaking were excluded. The occupational therapist 

completing the questionnaires one attempt at the start the study to include Xhosa-

speakers in a group therapy session~ the group were two Xhosa-speaking one who 

English and who interpreted for the other Xhosa-speaking the 

patient/interpreter did not und~rstand Afrikaans, which was spoken the group. 

occupational therapist made only one at this and, due to the difficulties described, 

subsequent it was simply noted that Xhosa-speaking patients were excluded from 

groups. group therapy instances were also ... VJ.Ull ........... to occupational therapy groups, 

which tend to be instrumental and practical in orientation provided in the admission 

units. Xhosa-speaking patients were excluded from support group therapy sessions on 

basis the difficulties. 

Family interviews 

Of the 15 interviews coded as with family members, half involved short interviews - 20 . 

minutes). This were to gain collateral on a patient's condition. Six 

interviews were longer (between 45 and 90 minutes) suggesting that have 

been therapeutic although the three interviews in the FU were likely to also have 

collateral 

presenting at the 

one psychiatric assessment the ..... LAU;u ... 

had to .... t", ....... ""t for husband a five-minute interview. 

In a conjoint therapy ""'~1"1\J'1l with a social worker another female patient interpreted 

her boyfriend. 

Psychometric assessments 

Two questionnaires indicated psychometric assessments were done. It aplJearS that these were 

errors in the completion of the questionnaires. absence of psychometric assessments for 

may wider problems in the ",..."n+.... as a whole availability 
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tests r>.i.l<i""Q . .!.1 languages. hospital had no translated psychometric tests available at 
time of the study. 

How AVAILABLE INTERPRETING? 

question of availability of people to interpret was a key focus the assessment of the 

need for mt<:!fOlretlml. < It appeared from the questionnaires 

interpret immediately 68% of instances, while 22% of 

to unavailability of interpreters. < The < ranged 

31 mSIan<ces (10%) the interview was delayed by more one 

that was someone to 

interview was delayed 

15 minutes to two hours. 

to the of an 

unavailable (in one instance this included a patient not seen in a ward 

round)16. The variability acros~funit availability interpreters was clearly a function the 

provision Xhosa-speaking professional nursing . However, even well-provisioned 

units experienced delays interviews. 

The impact of an interpreter in the Male Wards 

purposes of the the employment of the .... f<"·,.,....,~Pf<'~l" in was a help 

and hindrance IS, It meant that there was to collect data on the old system and 

therefore less surety having a sufficiently comprehensive picture to allow generalisability. 

With to the new arrangement .. ,."u ....... limitations apply. Generalising from one 

especially during first month work in that """t''''''''''~ is 

the Dr€:sellce of the did serve as an meXD(!Crt!U and 

potentially useful contrast with previous 

October and November's ..... .;H ..... " for MAWs were <;:pr'~rl'lltpl1 to isolate impact of 

31 % ( 13 interviews) of 

m month of November. may have 

interpreter's pre:sellce 

documented time spent 

partly < as a result of needing to settle in hut factors may have impacted upon 

figure, On entering the workplace, with no training or orientation he was not a 

16 See 6 Table 4.5 and these 
17 See Appendix 5 for details of 
IS I was not by the hospital administration on the employment of the I learnt of his 
presence there while the ward to check on the completion The consultant psychiatrists 
and clinical staff were also not informed or COllSU 1ted about the interpreter's 
19 See Appendix 13 Figures 6.2 and 6.3 for a graphical of the between the two 
months. 
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on what was "'h.el .... "'."'''' of or how to 1lll.U"',",U available. clinicians 

and int;omled about presence or how to him 

into previous arrangements. n1"(3'''''''''''1"1''''' was also appointed to work for only four 

hours a day, which limited access to his Clinicians were also familiar with using 

nurses and would therefore built up working the trust so neice~;SaJrv 

The length of interview was over minutes, compared to the and 

average duration of 18 and 14 minutes respectively, interpreter also had interviews as 

long as 60 90 interviews with nursing staff rarely 30 minutes 

and were never longer than 45 minutes. 

two months, it appears that the presence of • ... t,"' ....... "'+,,, .. halved the amount 

of time that nurses spent interpreting the previous month. Nursing staff involvement did 

not stop but some of the strain was alleviated .. Clearly in which 

. was involved were longer on average. Paradoxically, the Drt::sellce the interpreter 

made requests to interpret more as there was someone working the 

unit the The unfortunately short employment meant there were 

during which the interpreter was not on duty and interpreting was required. There was thus a 

implication that other should provide interpreting during 

ORGANISATIONAL COMPLEXITY 

Interpreting by day across units 

The data were re-,organI;Seo from highlighting the of each reSDOIldeltlt In 

individually, to highlighting utilisation in each unit on every day that study ran. This 

unit for looked at utilisation and on a daily basis across the whole system, 

entire period20
, 

What "U', .... l"~ .... U re-organising the data this way, was that the need for interpreting was a 

one and it consumed a significant portion of time each unit on an almost daily 

20 Appendix 6 4.3, 
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basis. Interpreting appeared as potentially a daily in all the units surveyed. 

were no days on which one could be sure that there would be no for in any 

unit. In so far as the aosenc:e of interpreting was a burden for clinicians and nurses 

alike it was cOllst<mtJly present as an of the organisational landscape. What the data 

also is the futility of employing one to meet need across the system. 

MA W s, the interpreter was are most demand for 

interpreting but this does not address the the other units. within the MAWs, 

interpreter-mediated interviews were simultaneously and at when 

was not on duty, showing that need to interpret was only eased and 

not eliminated by a part-time employee. This situation would alleviated a re-

organisation when clinical jnterviews took place with the availability an 

interpreter. 

HOSPITAL FOLDER REVIEW 

A .. "''''","Ul of the available hospital Tn",,,, .. ,,, the 1-' ..... """ .• .., documented in study was 

to identifY, where possible, the number interviews that were not documented the 

. clinicians in the questionnaires. This did not include folders the assessments in this 

unit are largely interviews referral to a local psychiatric hospitaL 

The 219 questionnaires completed at rpt,"'rrE~fi to 95 patients. Of 95, 

for which questionnaires had been completed and 20 instances (7%) where the use an 

interpreter was in a folder but not in a questionnaire. 90 (31%) 

there was no questionnaire completed and no indication as to whether an interpreter was 

or not the hospital folder notes21
• One can not assume that if an interpreter was used on one 

occaSIOn they would subsequent with same 1-' ... .,,"' ... 

question of 

Chapter 

21 These 

an interpreter is used and are not will be taken in more detail 

are nr""~"'nt,prl in more detail in Appendix 6 Table 4.6. 
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COMMENTS ON QUESTIONNAIRES 

at the bottom each clinicians to enter comments or A space was 

remarks. comments were grouped under two main headings: interpreter skill and 

,",VI •• ", .... "! ~, ... _,~~ of the unavailability a structured nt"·rT'\,"pt.>l" 

Interpreter skill 

There were 12 comments noting a negative or view of the abilities of person who 

interpreted given interview. Many comments to when psychiatrically 

unqualified people interpreted and was a perception on of the clinician 

completing the questionnaire ~hat the linguistic abilities of the interpreter, psychiatric 

or interview ."""'u.u. ..... was deficient. were comments that were complementary of 

may influenced the fact that so much of the availability of 

on the part of nurses depends on a favour system. If clinicians are perceived to 

arrogant, entitled or ungrateful in requests for nursing staff are willing 

to the clinician when they assistance. 

Unavailability 

There were 16 comments expressing concern at who was used to interpret 14 regarding 

the duration of wait for someone to available. comments indicated that person 

approached to '"1",,,,,..,.,, ... ,,,1" was' unwilling. . group comments by clinicians (37) 
recorded to how the interpreting was performed or negative 

unavailability of an ntp'l"nl"",tpl" 

Illustrations of sorts comments made by clinicians add a perspective that is not 

IC~JlC;SC;nllCU by the numbers above. 

Interpreter "'p"" .... """ 
her Xhosa. 

and the patient remarked that he did not understand 

Interview interrupted '''''",,,'a; 

by another nursing assistant. 
was off duty. was replaced 

Group with 2 Xhosa-speaking patients. Patient interpreted but not effectively 
as he was not entirely apsychotic. 
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interpreter other duties during intermittently, 'ilTUV'rJu'n to get 
translation without interpretation, difficult to assess mental state, 
thought disorder. 

interview went well but it was difficult to get a rich account of patient's 
thought disorder. 

Sister wanted to to tea needed to change interpreters, this not 
however prove to be. a problem. . 

These comments how ~ ...... v""_ the access to can and how 

is to n .. r .... "'."" of psychiatric interviews. typify way in which 

concern about what place around the interpreting concentrate on 

difficulty for the clinician of working under circumstances. were also eXl0reSSHJns 

concern the overworkeastaff who· must nf""' ...... ,."'t but little overt acknowledgement 

of how the communication yu.u ............... '" in interpreted interviews have 

for patients 

Despite patient being able to speak English spoke to patient via interpreter to 
ensure better understanding. 

Patient to converse Afrikaans but would have manaJlea better 
. home lafl!JlU.<:lfle 

These were only two comments that aOltlea.reo to PYI"'t'P'~~ overt concern for the patient's 

1ll course of being interviewed. comments may be seen to imply a 

concern for the involved but also overlap with concern regarding professional practice. 

The comments the who interpreted for husband own conjoint 

1nf""' ...... r1p,." was an of this 

THE SOCIAL ORGANISATION OF INTERPRETING 

proportion of patients who 

course of this study is significant. 

interpreter services at units the 

figures 

patients month. 

staff who a black African language 

between 

to 

to make themselves 

and 30% of 

70 or 80 

to clinicians on the whole, in of the that interpreting is not explicitly of their 

work. Personnel with psychiatric "'~"O'" and education are nrl"tpl'TPt1 as interpreters 

and the bulk of responsibility for providing interpreter services fell to or()IeSSlOnal nurses. 
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A ;:)l~U1.l.Jl'-'i:IJ,n proportion of patients (22%) were psychiatrically assless~~d through the use 

family cleaners and other inappropriate people. 

The appeared to routinely have a Xhosa-speaking member available to .... +"" ......... ""i for 

patients in ward round interviews, it may have an unwritten nursing responsibility to 

ensure that this was case. However, responsibility was unwritten there were 

occasions where visitors to the unit in a ward round. arrangements in the 

FU to the need for interpreting more comprehensively than 

hospitaL This may acknowledge to a extent the the assessment and the 

implications of an assessment in this unit. However, the implication of this is to 

devalue seriousness a Qon-forensic in units. MAWs were also 

recognised by hospital authorities as a site dense interpreting needs and there was an 

informal attempt to ensure a proportion of Xhosa-speaking staff until November 1993 

the interpreter was appointed. was not the case for the FA Ws, which were without 

a number of 111 week. MA W sand FA W s appeared not 

to have an informal arrangement regarding access to Xhosa-speaking staff for ward rounds. 

was at least one incident were patient could not be interviewed in a ward round due 

to the unavailability ofaXhosa-speaking member of staff. 

Interpreting made use of in vast majority of assessment 

interviews. proportion of interviews sample of interviews was 

smalL As was a general ethos. the hospital that encouraged .the inclusion family 

members in patient assessment and this was clearly for the 

Xhosa-speaking group of patients. While language factors may not have been the only reason 

for communication may constitute a significant factor around which other 

obstacles constellate. Support group therapy was a treatment modality that Xhosa patients 

were denied access to. The simple 

exclusion of the patient from a group. 

of being a \.IUJ~(jl-Sr)eaKeI was a criterion for 

It is highly significant that one month of study 

placed in the open both MAWs and FA Ws. There was one +"' ..... ",1'" 

patient in the ward during month and two weeks went by without 

clinician able to interview the patient meaningfully. This hidden implications for 

Xhosa-speaking patients admitted to a closed ward. When the clinician is not to 
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a patient in a particular ward because the absence .,,,.,,V"'''-''IV .... .,'1'I..Ullo:. staff and 

patient is not able to Il1 that all usual clinical 
indicators to d b d d an open war may e superse e . With constraints the patient 

is likely to remain in a closed ward. and non-psychotic patients find the ",.v." ...... 

wards an extremely distressing and frightening the 

imposed on 

compromise 

in closed and the conditions that prevail III them seriously 

rights of patients admitted voluntarily (under Section 3 the Mental 

or with another's consent (under Section 4 of the Mental Act). 

A related was illustrated through the aDSiel1(~e of ntp'I'T\.·pt~.,. utilisation in the hospital 

psychotherapeutic ward ~he rehabilitation ward psychotic illness. absence of 

interpreter services at these wards means that Xhosa-speaking patients with depression or 

other non-psychotic disorders such as anxiety and PO:SI-1:raUlm,mc stress disorder are 

a closed extremely disturbing environment or they are discharged from the 

hospital without psychotherapeutic interventions being r.1"1"",,..,,ti 

. An earlier report on these findings (Drennan, 1996a) indicated "opportunity to the 

hospital using staff for interpreting purposes when they are not 

appeared to be a trivial sum over a two-month period. However, what was empn:riSl:sea 

was hidden cost to ""co,,,,,rn as a whole that absence adequate and appropriate 

interpreting entails. With respect to patients, a Xhosa-speaking patient of a 

psychiatric hospital constantly entails the of being denied access to professional 

assessment by a qualified person, bound by a code of capable of empathic 

assumed to trustworthy. 

Even Xhosa-speaking patients were more likely than not to be interviewed with 

assistance a psychiatrically to be a of trade-off 

Something which held true across all 

the professionally .. ~ ... __ person the longer the 

t111"th",·,. away one moved 

became. It was a constant 

bone of contention amongst hospital employees nurses were taken away from duties 

in order to interpret. resented the imposition of an "unofficial" task for which 

they were untrained, unappreciated and unrewarded. While the clinical skills that a 

resslOnal nurse to an nTP'nJ,PUl with a lJu<J,,-,,n are invaluable and clearly in 

demand by clinical it is a source of concern that pressure of other reSPOlnSlDllI 
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Chapter 4 

may on time commitment to a thorough empathic assessment 

that a professional nurse would be to the fact that· there were 

unwritten regard to the distribution of Xhosa-speaking nursing in wards 

known to have a high proportion of Xhosa patients sense of an exploitative system 

. m Xhosa-speaking are m to being as 

The way in which this took place a was struck the institutional 

arrangement of access to interpreting. informal interpreting arrangements to 

continue, nurses co-operated with the concern the plight of their 

by assertipg pressure of their other responsibilities, they the 

system of ",>unu.!)::, and status as bilinguals without recognition. It is 

that nurses were a position to assert m way. This was a 

reflection of their organisational resources and position in the pf()tesslon;al h11PTl1'Tl'I1iV of 

institution. to interpreting as a whole appeared to 

relation to the institutional distribution of or at least capacity to mobilise 

. implicit institutional resources. The of clinicians appeared to create pn~-eimlJt1erlCe m 

access to interpreting. demands on clinicians a the ren1en.tS of 

.the judicial were accommodated to a certain extent in the informal 

arrangements. The by very high admission rates and the of 

mama:gmg admission wards for male patients resulted the placement an interpreter in the 

MAWs. The for women to the resourced for interpreting. This 

hierarchy access to. interpreting the economic and subjugation of 

generally, but most especially that women. This how wider societal ''''''''"'V'UJ. 

penetrate institutional are eXloresse:Q relation to IwiU this 
greater detail the following chapter. 
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Chapter 5 

MAKING LANGUAGE VISIBLE IN INSTITUTIONAL 

SETTINGS LENTEGEUR HOSPITAL 

Introduction 

the results a study conducted at another psychiatric hospital 

in the Thts study had the same objectives as to 
p 

interpreter counting number of quantify 

that with an interpreter and 

place because the unavailability an 

that could not 

ntplrnr~>tpl" over a two-month period. The 

cornOCmellt of the study arose out 

clarify the from the questionnaires. 

interpreting was being met at Lentegeur 

had for provision. I will contextualise the 

hospital's the UiE. .... U""'.,'vu of 

method employed the study and results 

interpretation of the ............. j"'''' 

DESCRIPTION OF LENTEGEUR HOSPITAL 

for information to 

in more detail how the 

(LOH) and what implications this 

through a description 

delivery. I win then 

the 

the 

Hospital is situated approximately km from Cape Town in the 

historically coloured I area of Mitchell's Plain. It borders on Khayelitsha ("new 

home"), a " .... 11''''''''' township "' .. ,.'" .... U,."'.... to a million inhabitants. 

Lentegeur Hospital opened 1 under the control of the House· Representatives, 

government body set up under tricameral parliament to serve the coloured 

community the country. crass terms of the era, 

a coloured hospital the Western and the only one its 

I During the apartheid era the term 'so-called coloured' was used to indicate a 
classification system in place at the time, which distinguished between whites. 

in 

of the racist 
coloureds and 
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However, from the outset the management of the hospital made a commitment to 

providing non-racial mental health It had approximately 1500 and was 

divided into a rehabilitation centre for mentally handicapped2 people and wards for . 

acute and chronic psychiatric illness. Specialist attracted va, .• ", .. ,,,, from all race 

but there were • on ........ ' ... numbers white patients . 

the Western ... ,.",........ health race, Cape 

Peninsula and inland areas were divided up amongst psychiatric hospitals in 

greater Cape A number townships, including Khayelitsha, fell within 

LGH catchment area and so patients who had previously accommodated at VBH 

were April 1992. Prior to of regIonal 

that were responsible for admitting patients from 

specific areas. policy continued with the allocation historically black areas to a 

ward the hospital the new dispensation. 

At the time of initiating the study was no one employed as an interpreter at 

in year of the there been labour unrest at and one of the 

high on a list of staff grievances was the situation of 

number negotiations had taken 

hospital being without 

local government 

the appointment a full-time interpreter against post of a general 

as~i1stant in May 1994. The new began work two weeks the end of 

the 

hospitaL 

METHOD 

was a coloured .... "" .. ~"' ... IOImt!1" 

The questionnaire study 

employed as a "',",,",YLH 

questionnaire study was conducted in six wards and Out-Patient 

guard the 

(OPD) the hospital. As particular wards at are allocated catchment areas, 

Asians. Since the election of a democratic African National Congress-led "overnment in the 
'so-called' appears to have been dropped from common usage ofth:term 'coloured'. 

Mental handicap is the term still in use locally as it has not been replaced by disabled" 
the term in Britain for instance. 
3 Of note were the Rehabilitation Unit and the Child, Family and Adolescent unit. 
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were Wlits were likely to the sites at which lnt,"rn ... ""t'ln was 

required. acute and admissions Khayelitsha 

(MAWl & MAW2), and one ward for women .... ~u" .. ", .... from Khayelitsha (FAWl) 

were disruptive DaIlenrS from ward were contained a smaller 

acute Wlit (FA W2) which it with the p .......... ., admitted from Mitchell's 

(FAW3). ward admitting male patients from Mitchell's was 

study as informarits said 

questionnaires were completed 

interpreting was occasionally required 

that ward. 

m 

but no 

Patients seeking aS5astan(:e were in OPD prior to admission. It 

was the responsibility of doctor on to make a preliminary assessment and 

allocate the patient to relevant ward. Psychotic patients were sent to the acute 

sub-acute initially but moved on to rehabilitation unit when this was Qe€~m€~a 

appropriate. wards dealt substance dependence, management or 

psychotherapy. Interpreter utilisation 

DS1\fClJlOS:LS was not undertaken as hospital 

other the wards with 

informed me this was never 

in the other wards4
• 

questionnaires were completed over eight ....... ,vu ....... weeks or 40 working days and 

16 weekend during ... "","'1-.:>' ...... and October 1 In to replicate the VBH 

study I required ClIltllClanS' and nursing W_'''HU~,'_', _ each time 

they used someone as an interpreter or would have had someone available. 

basic information about interview6
• at this 

a nursing staff member indicated that questionnaire was not 

appropriate to nurses this setting as interpreters were required so 

not complete a time. They that would in 

of need for a separate 

questionnaire for nurses was up, consultation with nursing reqUiTIng 

one person in each ward to complete a questionnaire each summarising 

4 Night calls were not included in the study and only nurses completed questionnaires for weekends. 
5 For the wards included in the study this refers to consultant psychiatric and 
social workers. 
6 See Appendix 7 for Questionnaire 2. 
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situation by "''''''>f"'1T''!."n U1()Sa-st:~eaKmlg 1.1<"'1.1,;;,11..'> were how many 

staff were on 

the ward, how 

many 

interpreter 

The interview 

how an 

This involved 

had either 

(tape-recorded possible) with 12 members, who 

or who had "in ........... in relevant 

1 July 1995, The 

categories of 

Table 5.1: with hospital staff. 

• Clinicians 1-6) 6 

• Xhosa-speaking Professional 1"11:"''''''''''''1''''''''' 7-8) 

9-11) 3 

12) 

12 

QUANTITATIVE DATA ON INTERPRETER UTILISATION 

LI.IDl'Clan questionnaires 

on questionnaires clinicians were low. In the admission ward 

women from Khayelitsha (FA WI) the registrar 

interviews with 11 !-Iu •.• "',,,.:>. 

professional· nurse 

interpreter was available for 12 of 

interpreting, exc:ent 

a pal[leIlt was same nurse three 

The registrar ,uu.,,,,,,.,,,,,,,,, on one questionnaire there was a 

which there were no nursing members available to act as interpreters. 

identified this period as 

communications and so assessments were made 

to interview Interviews 

7 See 8 for Questionnaire 3. 

an interpreter 

observation only 

they 

8 The of these semi-structured interviews can be found in Appendix 9. 
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were of 30-45 minutes There was one mC:loelru noted a patient was not 

able to assessed on admission to the ward during who that day 

collapsed and was communicated with via a fellow patient, who herself could only 

manage basic questions. The ward the temporary containment of 

behaviourally disturbed women patients (F AW2) documented six interviews with four 

patients, which were with an nt"·rnlrpt~.1" was for a physical examination 

that involved using a fellow patient. returns OPD hopelessly under-

represented the 

used once. 

as only six questionnaires were completed, an interpreter being 

Clinician questionnaires. 

Ward 

FAWI 
FAW2 
MAWl &2 
OPD 
TOTAL 

specifies number each 

and number patients who required interpreting and who were through 

questionnaires. The number of days during the study on which an interpreter-

interview was documented is also indicated, 

interpreter was available or not. 

with an 

In the male from Khayelitsha (MA WI & 2) 25 

questionnaires were completed, documenting 21 patients. These· 

questionnaires were completed on seven the 40 working days. the study ran. Of 

the 18 interviews someone 15 were with one student nurse 

during the 1'\PT'lAt1 that this student was the ward. Only questionnaires 

documented with nursing acting as interpreters. All were 

specified to duration. extent to which under-represented 

utilisation can 

patients, 

minutes 

that only 25 TPT'.ru'",,,, were documented with 21 

estlonnalres showed that 17 patlenlS were seen only once for 10 

Added to this is mere seven days on which questionnaires were 
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Twelve days before end of the the full time ~~+,,, ........ ,,,t,,, .. began work at the 

hospital. There is only one questionnaire that an interview with him. 

Nursing questionnaires 

Table indicates that 50 questionnaires were completed m FA W L 

questionnaires indicated for 28 days were no sa-sp€::aK:mg nursing staff 

on The indicated on the psychiatric registrar' s aU(~snornlan of having 

no one to lntprr'll"pt p ..... IPN1Pri questionnaires as consecutive 

without a staff Overall, on about 50% the days for which 

the study ran there were no Xhosa-:spe~ldng units. The daily 

patients who across FA WI, MAW 1 and MA W2 were 3, 14 6 

This figure includes the statistics for weekends when patients are sent 

or have been discrulnH~d substantially decreasing the number of patients in the 

wards. 

Table Nursing questionnaires. 
t.; 

Ward Questionnaires Days without Xhosa~ 
staff 

FAWF 50 6 

MAW I 15 14 6 

'MAW2 5 3 3 2 

i Average number of patients per day, including weekends. 
: FA W2 & 3 did not complete nursing questionnaires. 
, There were two days during which the Xhosa-speaking nurse worked for half a day. 

The nurses working in MAWI completed only 15 questionnaires but fortunately 11 of 

were done on COllsecullve 

there were 26 clinical 11''H'>'M11 

which was an 

The 15 

with no Xhosa-speaking 

The nursing staff this ward documented that 

for which there was no interpreter, and only one for 

This is striking contrast to CllJnIClaIll-C()m1Pletea 

MA WI indicated that were six days 

on the ward, seven with one Xhosa-speaking 

professional nurse, who also worked 

ueSUOIma:lres and had a Xhosa-speaking 

for half a day. MA W2 ...,VLj'UJU.,L,",U 

lU"'.UlU''-'l on the 
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the two sets of two things emerge clearly. 

were completely dependent on the availability of nursing to and that the 

availability varied enormously from ward to ward. Secondly, the availability 

nurses to indeed much of nursing service, was dependent on the 

Xhosa-speaking professional nurse allocated to in each two main 

wards serving Khayelitsha catchment area. In accordance a 

Xhosa-speaking nurses were available in ward for "' .......... "'''', 

Comments 

While a numerically comprehensive questionnaires did not 

problems at the comments on' questionnaires 

such something of nature the work that 

system, 

The a.U~''''H'_''' of for consecutive 

days the of the comment that 

<,o,"uon behaviour" was relied upon this IS an important example, 

.. ""T'''' .... ~.,..' to above. 

comments included on clinician ,-UJlIHJ!"'l';;U questionnaires were: . 

It is impossible to judge elements the state as the 
patient/interpreter not understand the meaning 

patient treated as MR 10 only because of the fact that loose 
associations and form of thought could not be up. 

Impossible to initiate treatment without a diagnosis. 

These comments an extremely impaired to maintain clinical functioning 

in the of services the small number of Xhosa-speaking 

staff employed by the hospital. 

9 Hospital informants indicated that there were six Xhosa-speaking staff available to work in 
these wards. a survey at the hospital in 1994 had that 22 of 
798 nurses spoke Xhosa (Jwili & Barnado, n. d.). 
10 MR refers to Mental Retardation in the American Psychiatric Association (1994) ===:::..== 
statistical manual of mental disorders (4th ed.). 
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questionnaires but <UlL'VUJ', them were very There were few comments on the 

statements of the need for i1~t,prn"·ptp .. ,,, 

An interpreter.in ward {lIlfA is essential and we need one day 
of the week including weekends. 

We need afuil-timeinterpreter ... 

A black patient in the ward was able to communicate English but 
found it difficult to communicate in Afrikaans. 

statements are for two reasons. . by asking for an over 

the weekends, they express a wish to have the need for interpreting extended beyond 

interview. between a doctor and patient into nursing as welL This 

. implies that the presence signiiicant numbers Xhosa-speaking patients 

hospital are seen to create interpreter services to facilitate 

nursing interactions. This can also seen through the three documented interviews in 

where Xhosa-speaking interpreted colleagues. 

alternative implication - hospital requires more Xhosa-speaking 

- is not or foregrounded. second striking is the implicit 

expectation that Xhosa-speaking patients should not only 111 but 

also in Afrikaans in order to to communicate effectively with hospital staff. 

LANGUAGE A DOMAIN OF INSTITUTIONAL CONFLICT 

to the VBH study, . the 

completed at LGH appeared to make the study unsuccessfuL number 

interviews requiring laJ.I.I'.U,OlI'.\;. services for which questionnaires were completed was 

only a fraction possible interviews that could been documented. In this 

way the 

However, at the 

at did not 

massively services. 

of study, the wards for 

numbers of ClInICaJ that admission wards at VBH had. 

were primarily responsible for taking and managing patients 

and were the main respondents the clinician questionnaires. actual numbers 

generated by each compared favourably with the VBH study 

yet there was a sense that compliance with the the was poor 
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on whole". Consequently, information 

inadequate representation of the '~'O~'"F'.''' L,",UU'" at 

the questionnaire study was an 

hospitaL 

The reasons for poor compliance with the study can in be attributed to the same 

L_~"~'" that the as a whole: stmctural inadequacies 

shortages. In addition, some of will aware that an lntl"'rn· .. ph~ .. had 

been appointed and was possibly joining staff'!. In at least one was an 

explicit reason compromised motivation to complete questionnaires as the· 

1"'IPT'",P'''ITu>r. was that was no a need the research 13. 

Beyond these plausible reasons 

the possibility the sensitivity the 

forward compliance with requirements 1993). the 

how fundamental H.l.U;':'U':';::'''' is to the .... ,·","hr· .. mental health 

care, question how do or not communicate with their 

patients strikes at the heart institutional functioning. An examination inadequate 

language resources threatens to expose the possibility of concomitantly inadequate 

clinical services. This may invoke a to conceal or disguise "'''~J''~''' institutional 

functioning, 

attributed to this 

poor 

However, a further dimension to the at 

out of involved be 

is suggested by how vocal staff 

at hospital had about In labour prior to 

initiation the research, language for had been 

high on a list of worker Venuti, in area literary translation, 

observed that make translation visible today is necessarily a political 

(1992, p. 10). this participation in study have apolitical act 

for staff at However, part of the nature of this political act could been 

II of the questionnaires was particularly mixed. The number of days on which 
~uestionnaires were completed between 50 and 5. 
I It later that an interpreter had been appointed previously but that the had been 
withdrawn before the person took up the post The of an may not therefore 
have been considered a in spite of the 
13 There is a widespread view that an ntplrnr<'tpl' 

difficu lties. 
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to a reductionistic attempt to complex in a 

It could 

[ an interpreter] every 

day of week including weekends", while at the same time \,,11;;,<.1..11;'1<. a paradoxical 

invisibility to details of the for interpreting. A awareness the 

may have >-.Ic;"ur;u a "'''''"'I' .... ./\! rt:li:1UI.Jll::i,UlP manner. 

been a sentiments as " we 

complexity of the Issue at allowed me to formulate a working 

hypothesis, that the reSDOIlse. to the research was expressing something about the 

around the the hospital. order to the sorts of 

questions raised the LlUJll11i:Ul ... study, a 

the staff who had involved in 

Interviews with hospital staffl4 

extent to which 

of interviews were conducted with 

questionnaire study. 

pervaded clinical organisational 

functioning was more far-reaching had been anticipated, and as will shown 

later, even had implications for itself that had unanticipated. In a 

the the interviews 

reproduced something of experience people system. One 

the conveyed a sense how painful it had the 

extent. the problem when said that at LGH it been difficult to say "the 
emperor has no . This provided an organising metaphor the 

a the possible dynamics confronting issue. 

HISTORICAL DEVELOPMENT OF THE 

HOSPITAL 

FOR LANGUAGE 

data 

AT 

interviews was a sense of historical development of the 

difficulties racial integration. seems to have been an initial unhappiness 

a Jack consultation the allocation catchment areas. As one person 

put it, the Xhosa-speaking patients were 

were strong unhappy feelings about 

hospitals. 

111 

Another 

system 

14 A full ethnography was not undertaken. This would have required much more wide-ranging and 
detailed data and the hospital not been approached to authorise an ethnography. . 

there 
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" ... it was like an you see, there was an anger. 'Why did you 
take Khayelitsha, what for, why didn't you take another of 
catchment area?' H (Interviewee 3) 

Much of the discomfort had to do with the unaccustomed difficulty of working with 

large numbers 

of new 

Xhosa-speakers. 

of patients with 

clinician quoted above eX1Jresse:d the conflict 

needs in following way: 

" all. of a sudden, their own the place where they have 
been working for a good few years yvu see, and all vf a sudden 
is] somebody who's fully entitled tv be here, who's not a foreigner .. 
He's not here as a guest ... , he is here in full citizenship rights ... and 
you can't understand this person" (Interviewee 3) 

nTPn!1,Pnl,PPQ felt that there was an effort to cope with the crisis presented by 

. numbers of Xhosa-speakers to treat and a commitment to making 

enthusiasm could not last, when the seemed 

Initially did not 

and tried at first to .. v" .......... with a However, a 

sense of failure, despondency eventually emlen~eQ 

Almost everyone interviewed said that language as a vaLU,",' was the largest single 

problem in the two wards studied. 

turn-over of nurses in these 

of burn-out and the high 

staff found they had to 

111auul','"' psychosis with patients they could not talk to. Doctors had to assess treat 

patients with barest minimum information. This Was described as a constant 

source of strain and anxiety. An pvr'1"""""",rI the frustration in the following 

way: 

"You see a patient and then the patient will [say] something [and] you 
have no, absolutely no idea what is he about. You try to read 
something [about] what it could be. This feeling of this 
feeling of being was a of all negative feelings. H 

(Interviewee 3) 

The few Xhosa-speaking nursing employed at the hospital were thought to have 

role overload. were required to perform functions associated with social work, 

such as accompanying patients home, conducting interviews with family Ul,",UlU'-', 

etc. As the onlyXhosa~speaking nurse did a great deal of the 

team for a particular patients were 
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In essence, the old divisions of labour in system appeared to collapsed. 

placed tremendous 1;(,.:1111.::1<"" v ....... 
burdens on all sectors of the multi-disciplinary team. 

Implications for patients 

patients were considered interviewees to be multiply 

disadvantaged. It was that the rehabilitation programmes available in the two 

. wards for patients from Khayelitsha were significantly compromised in comparison to 

that other wards. One element of this was the of occupational 

therapy in these as a result of the problems of groups in 

simultaneously without an interpreterl5
• It was felt that Xhosa-speaking patients who 

were from psychotic had access to 

rehabilitation ward. Even more disquieting was the' perception non-psychotic 

Xhosa-speaking patients did not have access to the appropriate psychotherapy or drug 

patients were not rehabilitation unit. Interviewees were the opinion that 

admitted or were housed in the wards' for psychotic ........... "' ... ..,. Staff described a re­

that of the equivalent 

impact upon the service 

patients the absence adequate ........ ;t:. ........ "'" services. 

admission rate for the ................ ward serving as 

ward Mitchell's Plain. This was attributed directly to 

that was offered to 

Doctors described conducting only short during which 

"'''''' .... u •. u ... '''v •• ''' were and some the presenting problem were 

comnnurnCl'itlo;n could be so impeded that it was occasionally not to find out 

the patient lived. Doctors and nurses alike was no attempt 

to educate or even inform the """·' .. TlT family their relative's admission. One doctor 

characterised the management they offered as a "surrealistic" caricature of what they 

psychiatry should be. 

reviewers of an earlier draft of a paper for publication in the 
that occupational were absent from these but acknowledged that there were 

with running OT there. It was felt that the nature of the patient population, and 
not only contributed to the difficulties in these wards. Since this the has 
initiated programmes to increase OT involvement in both in-patient and for Xhosa-

I 

I 

• 
I 
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The period of questionnaire data collection a sequence of days 

which was no staff member the female ward Khayelitsha .. 

to periods of up to one month without 

speaking nursing 

reduced to Cln·~pr'''l 

In a particular ward. these times assessment was 

the through which their 

common room area from the nursing station. was a focus on 'observables', i.e. 

level aggression, the patient was mute, not 

behaviour or extra-pyramidal side effects to the neuroleptic As one "'''''",VA 

it, without as the tool or instnmlent psychiatry: 

1/ ••• one might as well be practising veterinary science. 1/ (Interviewee 1) 

The of impacted upon the nursing duties the following 

way. nurses prepared ward rounds by having some insight into patient's 

mental state. they were not able to through English, or 

observing the patient, the nurses would undertake to interview the patient 

Usually a patient would enlisted, occasionally a staff member. 

Xhosa. 

partly 

explains the expressed by nurses in questionnaires for interpreter services. 

Pressure on the doctors' often meant that they saw only problem cases, for which 

said they would have an doctors 

nurses did not bother them with the they could not speak to. 

JlJlosa-SipeaKllng nurses both prefer to interpret in their ward; 

usually to to other wards for this however. non-Xhosa-speaking 

nurses and clinical preferred to nurses but wish to avoid 

It appeared that conflict around who was responsible for cast 

it as being 

arose, even when 

role. Institutional obstacles to doing interpreting 

nurse was willing. 

THEMES AND INSTITUTIONAL OBSTACLES 

The preceding of how hospital functions as a mental health care 

institution patients the of services 

how overt obstacles to mental health around the 

language They are overt obstacles In so far as they routine 

institutional smlte~~leS for managing "'U'V"U-~'iJ"'u.rI.J'Ua patients. difference 
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makes to matnageinent of Xhosa-speaking patients demonstrates contradiction and 

U1VVl1':>!S+'~~""" with the racially integrated status hospital, and the 

mental health as a whole. Even hospital an explicit 

commitment to non-racialised care, the implications of laUI;:.LU"I;:.'" resources 

create a contradictory practical reality. While only one felt that the 

hospital should. refuse. to operate the wards Khayelitsha at under 

circumstances, the majority of who choose to would not be able 

to avoid reproducing racial inequality in spite aU intentions to the contrary. 

question of how to respond to this dilemma is a one. One of the Xhosa-

nurses interviewed 
:p 

an occasion on which another had 

requested interpreting which nurse was happy to provide. senior colleague had 

un:SU[lOortl1ve of the request that nurses left their own wards in order to 

i ... +,"' ..... , .. "'+ they would held responsible anything untoward happened in their 

absence. it would be to label the pejoratively for 

an individual patient an ntp."Tw,>tpr it is also possible to see that the senior 

colleague was a different set institutional imperatives. Within the logic 

institution and its history this may have been a defensible position to take. 

While the rationale of colleague is not known, it is possible that they were 

in a small way to challenge the invisibility the difficulties This 

scenario rer.lrOClUCles ""UUJlUl~;A ..,"u ........ v."''''" 111 with uUjO,'''''' in 

institutional 

While were clearly substantial overt attempts at in the residual 

overt obstacles inevitably covert impediments to equitable care 

integration .. covert to U'''~ro,''~'',"'U are a combination Ul;:l\"Ul.H;:II;;;:) that 

may unique. to the practice of psychiatry South Africa but may also found 

elsewhere. 

Alienation, community and access to services 

first and most striking of discursive themes was the palpable sense in which 

.E ..... ,,,:><:L patients could seen to aliens in mental health care. In a to the 

African Medical Journal, Campbell (1961) lamented that was no 
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on African doctors to an African to practice, and likened 

the absurd situation of a Tl"U'."',... ..... doctor in Britain being 

having no intention to and a half ... "'''," ... ,~" later 

to speak LJUlE>U';'U 

institutions 

to 

oD,erate on the that either English or Afrikaans is normative. British writings 

dealing with the for immigrants to equitable mental health care 

problems that are remarkably to those confronting indigenous people 

(Fernando, Littlewood & Lipsedge, 1997). With the exception of psychiatric 

mental health Dr()le~;SlO are overwhelmingly do not speak the home 

language most similar experiential backgrounds. In so 

as LGH is a western 1"I<'"ron1 hospital I-'cu,,",,,,,,, have the status immigrants 

or members of a minority,.group, they are 'other' alien l6
• 

(1989) has that the discourse of "otherness" western 111 . 

southern Africa constellated around .. ",''v •• ., of But more 

_,.,_~'_ that culture may have subsumed as an idea of· 

community broader socio-political discourses day 

'linguistic communities' may the new lines of which must 

simultaneously maintained and transcended. institutional contexts 

particular HUll!'; ... ''''!'; .... and are so dominant, I-'"""'''U'''' who have 

needs 

than accommodated. 

the status of a minority 

Swartz (1996) 

the loss of particular types <"'''''''' ", .. , to black 

by race. 

DaJ'ln:Jlonmll of wards by area at was a 

the irony' 

integration 

in place before 

official integration and was explicitly intended to maintain continuity of care between 

the hospital staff community resources. was retained the addition of 

new C(:ll,crnmem areas the reproducing the apartheid structures 

small number 

AflOS(:l-S'pe.aKllng staff the even more language resources, the may 

have to contain language problem'. Implicit assumptions around the . 

16 In the Western are in a minority, although with migration this is likely to 
~""''' ... ~. However, there are many places in the rest of the where the of indigenous 
'<"'i!5U<l5<;;" other than Afrikaans are not in a minority but for whom the same would hold. 
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notion community have been instrumental in the implementation of this 

system. 

It was interesting to note that the nurses interviewed resisted the use 

of the interpreter. was some disagreement amongst the both 

spoke Xhosa those who did not, as to whether interpreting was part of nurses' 

work. nurse felt that was an part of mental 

care by nurses, another interpreting was not part of but 

chose to do it out of concern for misunderstood that 

interpreting be some black statT do, not as an identification with a 

nursing role, as an ide:qtification with a community of There was 

no however, that nurses should not for a doctor who could not 

to patients. contradictions in what nurses should do in 

hospitals are not Nationally is a lack as to whether the 

diversity ........ 'L"' ........ F,'--" "IJVJ:I,"'H by nurses automatically extencls to nurses acting as 

T"' ......... "'1~"' .. " in doctor-patient interviews. 

The 'language problem' at state can +h~ .. ~+~ .. ~ be seen to have two .la,",'O;;;l;:). 

so far as the hospital cannot function as it did prior to racial integration there may be a 

recognition that communication difficulties were a factor. One interviewee 

remarked that on the days on which the Xhosa-speaking nurse was not in 

unit was "a real problem" (Interviewee 9). the institution 

routine solutions to the of users 

. are able to be constructed as patients who can 

the language issue ceases to be institution's problem. One informant remarked on 

the ease with which a can be 111 if is no interpreter because 

one can just write: "patient can't communicate" (Interviewee 1). patient is then 

i'r",ncdh,. .. ,"",rI to a ward black patients. This constructs problem of communication 

it is lack or deficit that in non-communication. I 

wish to take up here in more detail the question of a mental health care 

constructs patients that are 

to language at all. 

to be managed, if nec:essarv without pa+;", .. "" ... "", 
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Veterinary psychiatry 

A. ...... vu.~ .. (1993a) outlined two levels at which one can look the field action in 

psychiatry. is that the caring professionals using the techniques technology 

at their to ameliorate human and consequences social 

pathology. The second characterises psychiatry as itself a social 

.pathology, with psychiatrists as of social controL Elsewhere draws on 

Gordon's _'_"~I"> to illustrate the practice psychiatry in an emergency service as a 

swamp action, with distant sometimes tenuous connections to the theoretical 

high In everyday realities clinical practice a range of interventions may 

available but which these is selected will often depend upon pragmatic 

institutional imperatives (Rhodes, 1993b). Swartz (1991a) too highlights the 

contradictions that arise when ostensibly non-racist, liberal psychiatrists reproduce 

discourses when with particular patients. The who are difficult 

.......... ,l!;,~ or categorise by virtue language they social class are 

most likely to generate the use of diagnostic approaches which do not require 

engagement with patient's illness narrative and the use primarily biological 

interventions. Swartz identifies strategies as a type of "veterinary psychiatry", 

reworking Kleinman's (1977) partly they emphasise the behavioural 

control of patients, but also because they are accomplished without much likelihood 

that patients will object or challenge treatment in any coherent or systematic 

manner. 

There was anger, anxiety and resignation in the the clinicians I interviewed 

who literally spoke of having to practice "veterinary psychiatry" (Interviewees 1, 2 

4). example above nurses observing through glass 

of the station in to monitor treatment serves as a metaphor for the 

"UU:<1U\.Ul of black patients Foucault, 1977). is a dramatic illustration of 

& Swartz's (1997) observation that of surveillance have not 

been transcended the social organisation of mental care in South Africa. 

While black patients may occupy the same physical as white counterparts 

through the racial integration of services, without meaningful communication 

occupy discursive spaces that profoundly impact upon the meaning of those 

physical spaces. obvious of material access to of 
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psychological access, alienation, identification and connectedness are not addressed 

through the powerful but invisible of impeded communication. These sorts of 

issues faced by who must negotiate patienthood institutional contexts, but the 

of this burden and the implications for failure are that much greater without 

ready access to the medium of lan.~:lgc; to communicate. 

While of a completely different order, staff too are compromised in their access to 

patients, when biology and medication are the primary interventions. All categories of 

staff adopted a motto of 'treat ask questions later' and main reason given for 

using interpreters was to ensure that patients were given correct medication. The 

presence single interpreter may thus serve to facilitate biological interventions and 

even obscure need for additional forms of treatment. 

While it would be absurd to suggest that nothing had changed or improved with the 

employment of an interpreter at the hospital studied here. there were preliminary 

indications that the extent of the changes that would effected through this would be 

restricted by institutional routines and discourses such as those articulated above. The. 

following chapter will take up this issue through the assessment of a programme that 

placed interpreters at Valkenberg HospitaL 
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Chapter 6 

MAKING LANGUAGE VISIBLE IN INSTITUTIONAL 

SETTINGS - FOCUSED ETHNOGRAPHY AT 

VALKENBERG HOSPITAL 

Introduction 

In the preceding two studies to the of language visible institutions 

were first as a assessment and orthodox 

questionnaire techniques of data This method, when applied a different 

seen to yield certain information but obscure other important perspectives, Interview 

data with hospital were thus to quantitative 

. complexity of the aggregate around the 

here, however, the 

issue were seen to 

illuminated by the lack. of a more ..,J ..... Ju..,. ethnographic approach took 

multiple npr<::nF'C'tl'VP<:! and into account. This sUj;!:ge5ited that an ethnographic 

study was to examine the 

diversity. 

opportunity presented itself two 

Project (NLP), a local nOIl-g()Velmmlemal 

at Valkenberg HospitaL The 

complex factors that cluster around language 

the 'study at when National Language 

u,,~,uV'U (NGO), took on task providing 

required a programme ""'''',<1."""", of their 

intervention and I :st:t:IIlt::U well to do this. nn}'"",,"'.. as I had OeC;OITle aware the 

at sensitivity of issues that are touched upon by even ~lmlnlP 

questions about . any further of the issues would to negotiated with the 

institution involved in a way would permit an 'informed consent' I, I had presented 

.uH'"~H!''''' of the previous studies within the of Psychiatry at Valkenberg 

Hospital (Drennan, 1994a, 1994b, 1995), I reason to that the authorities were 

I This will be ""vn'''nr1,oor1 upon in 8. 
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aware 
interests and my accountability as a member of the institution. I had also, 

however, been involved in advising the NLP in the establishment their programme. This 

",,.,,,nu',, a credibility with that organisation and its Hl""lHL''''<.:l 
Within positivistic 

""'<"""',rl"l"1 traditions both these affiliations might been construed as sources or 

partisanship. In more overtly politicised contexts, loyalties and vested interests have 

lJe(;OIIle important to acknowledge, rather than disown an to portray oneself as a 

neutral observer. has become a in research, and particularly programme 

. evaluation, that has sought to address questions of access to for minority groups. In a 

review social and political aspects of programme evaluation multi-cultural .:>V .. 'A ... "' .... .:>. 

(1993) to the development of "stakeholder evaluations" (p. 155). Here the 

competing ttP""nt ><.uuU.:J may not be cancelled out or neutralised, but through 

making them explicit, House they at least be prioritised to the 

interests of socially <U.1L<l.J;<. ... y groups. 

My description of this third study will fall into three parts. Aspects of programme 

evaluation will described here, while 7 will take up to do with clinical 

rec:onlS and Chapter 8 will with ofidentity institutions. 

PROGRAMME EVALUATION AND ETHNOGRAPHY IN INSTITUTIONS 

Programme evaluations may take the form of experimental where various L ...... U.UJl~ 

are employed. to quantify change while isolating the relevant variables as far as the research 

context permits (Fitz-Gibbon & Morris, 1987). These methods have been adapted to mental 

health care (Bickman, Lambert, Summerfelt, Breda 

Milne, 1987). Through quantitative and a comparison with v""' ..... u, ... 

data from the first study (Chapter 4) aspects of these designs were employed here, 

but an awareness of the research Dr()cess outlined above created the need for alternative 

approaches to augment this. Again, a degree of eclecticism arose out of the different 

dimensions to the questions being addressed and the levels at which I sought to examine 

of evaluation was on impact of community health 

placed at the institution. Evaluations of community (CHWs) typically involve 

quantifying outputs, as number of interpreter-mediated interviews, but also 

include opportunities for the CHWs to contribute their own views (Walt, 1990). This was 

thought to be important here as the evaluation was of a pilot study and 
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but also because the of community interpreters would the 

development of support supervision structures. with community health 

interpreters the possibility for a more of how understood 

their role themselves in relation to the institution. This meshed 

with research, of the its and 

Qualitative analysis are increasingly recognised as 

& Turner, valuable in nrc\or,:!Tnrnp evaluations 

1991; Morrissey, 1995). with ,",1.11",">':> of PI n,nnnr,. 

studies medical to be made more easily. I 

as an over-arching approach, which ......... v ..... "" .. '" of 

of emnO~~ral)ny 

data and programme 

evaluation may subsumed. 'l 

Interpretative ethnography , 

Baum (1991) draws attention to three anthropological observations about 'culture' 

Firstly, the culture an organisation is represented in how members talk 

about the organisation and ideals which organisation but that it is also 

in of the between 

identity the institution and the AU .... UH.'Ui", of institutional practices. Secondly, 

the or beliefs an organisation and its structure a reciprocal nu.., ... "" .. ",,, 

on each other. Thirdly, that the meanings institutional practices, structures and 

are both and "Both 'invisibility' meanings 

their incongruity with conscious add to ambiguity of situations" (Baum, 1991, 

p.267). gaps or incongruities in a ce11ain ambiguity in life of an organisation 

give and '"'VA.",","'",",'" identity. Institutions undergoing 

in the context momentous change are particularly to ............ ,.'" disparities, 

as was illustrated in 5. 

emerging for a more COltnpretlen.Sl method in exploration 

of in broader institutional methodology 

organisational research. Ethnography emerged as a flexible me:mCIQ for approaching the 

complexity organisations, both what people do (Hammersley, 

1 1993). In particular, .u"" ......... , ..... required capacity. 

ethnography to accommodate micro macro-levels of analysis, as discussed Chapter 
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6 

addition to considerations, ethnography has increasingly recognised to be 

In that to inform policy. This approach allows contradictions between 

practice and official policy to and accommodates diversity· in the 

those by policy. of the is more easily accommodated 

with a flexible methodolo~y, but importantly, cOllte:x:.tuall:sed examinations of ~~r,,.. .. ,~" 

and outcome allow for interpretation at the level of institutional discourses 

1992). 

second VBH study was ",<uu"",y around evaluation of an interpreter project at the 

hospital. describing study I will provide background to project and how it 

came to be in the hospital. 

NATIONAL ..,.,...-.;"£,, PROJECT AND THE COMMUNITY HEALTH INTERPRETER 

TRAINING AND EMPLOYMENT PROGRAMME 

The National Language Project (NLP) is an NGO that promotes language in a broad 

range areas. Most their work the areas of education, the promotion of multi-

lingualism, stimulation of progressive policies and networking. However, a 

awareness impact multi-lingualism in health care led the organisation to 

conduct a assessment in m health care the Western 

Through connections with London Interpreting Project they funding, primarily 

from the Belgian Government, for an interpreter project, with ;:'UI.o.H!IJJ amounts major 

South African and a Canadian development organisation. 

The project was called the Community Health Interpreter Training and Employment 

Programme (CHITEP) and with the employment of a director and a training co-

ordinator. for candidates were that should be a 

and unemployed. women were trained as 

interpreters over a two-month period. The training involved one month of theory and a month 

supervised practical experience. Six months later 14 more interpreters were The 

training the four areas outlined the job 

2 The educational equivalent of 12 years of 
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health promotion; advocacy and lay .. VlH'.;>' .... l interpreters were placed at ten 

primary. secondary and health care sites throughout the Peninsula. a 

health care sites represented. Two were placed at VBH. a tertiary care 

hospital, on a full time basis4
• was as a pilot project with the intention that 

over a three-year period the employed by the health institutions that 

they had been working for. It was a stipulation the funding agreement that the project 

should be evaluated. The evaluation was one three. while the others were 

smaller nature and 

FURTHER DESCRIPTION 

The study took 

wards comprising 

, These were the wards 

In addition to the overview 

in which psychiatric 

Secondly. the way in which 

thirdly. the range of patient 

Teams 

at sites. 

Admission wards (FA Ws). two 

Admission wards (MAWs). 

4 it is necessary to outline the 

the use of teams must 

of a team was structured by a series of 

involved in treatment must be discussed. 

made 

The c",r"""',,,,, .. ..,'T113'nrc were by two multi-disciplinary teams. called 

Each firm had a ward 

'high 

well. but 

across 

'home base' and they shared two other wards. One was a 

behaviourally disturbed patients and the other was an open 

on alternate days. The FU two teams as 

The FA Ws had only one team but was 

was allocated to cover the same units that 

all the MAWs and the forensic 

3 See Appendix 10 for more details regarding the interpreter's job description. 
4 The part-time of an untrained interpreter had continued at VBH since the 1993 study. This person 
was taken on by CH1TEP. trained and increased to a full-lime capacity 
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Staff Meetings 

Each team had a routine of meetings that covered their patient and teaching responsibilities. 

Each would have at least one, if not two feedbacks meetings a week. A feedback 

meeting was a review of all patients in a ward to discuss progress and problems regarding 

each one. Interviews with patients could take feedback meetings. In the MAWs 

the feedback meetings of the two firms could happen simultaneously in different wards. 

team would have one ward round6 a week and while one firm was having a ward round 

was responsible for the admission patients. Patients were seen by their case 

managers in any time that clinician could find between meetings and 

commitments. It is significant that at the time of the evaluation was little clearly 

structured time set aside explicitly for interviewing patients in the team 

also had an administration meeting and perhaps a staff 

Patient Activities 

A of groups were run in each ward the patients. These involved community 

meetings, occupational therapy groups such as anxiety management and social skills, 

education groups and support groups. Some of these groups were run by nursing staff and so 

could happen simultaneously with other staff meetings. Many of the groups happened when 

case managers, who were not involved in the group therapies, were interviewing patients in 

another ward. For example, there may have a support group run by a psychologist while 

psychiatric registrars were interviewing patients in another ward. 

RESEARCH 

evaluation of the CHITEP intervention at VBH was done 

l1li Changes in quality of service provision7
. 

two dimensions. 

l"'eelC1ba'~k mleetllDgS involved the whole team and are meetings in which the issues with to 
each patient are discussed. 
6 A ward round was discussed in Chapter 4 and will be taken up in 7. 
7 A client satisfaction was not undertaken. The language service offered as of a clinical service is 
embedded in a much that clouds any access to client A recent 
study of client satisfaction at VBH has addressed the issues raised by this in a much more 
comprehensive way than would be possible within the limitations of this project (Ensink & Robertson, in press). 
Service users' perceptions were however included in part of the CHITEP evaluation performed by a colleague. 
The results of this study were unavailable at the time of writing. Clinical outcomes were also not assessed for 
improvement. While this is an area of tremendous importance, assessing clinical outcomes ... ",n'Hr."", elttremeily 
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• Evaluation hospital process8• 

assessment at in 1993 identified the following parameters as particularly 

• the load on nurses as a result of interpreting; 

• the extent use of inappropriate people as 

• the interviews that could not take lI"'''''QU~'''' of the unavailability of an 

The evaluation was intended to document the extent to which all three of these parameters are 

altered presence of designated but also to look more broadly at 

institutional for dealing with diversity. Thus, a focused medical 

lQJ.J.!;U.:l!;,", service provision subsumed programme evaluation. 

The qnestionnaire study 

methodology was successfully ... u.tl-''';:''-''''' study at VBH. were 

...v ... I-'.,"" .... , .... by. clinicians each time they 

to conduct a clinical interview9
• 

or would like to have used an lnt,pT'nTPt,F"/" 10 

of the study ran for a two-month ............... 1 (nine 

from June to July 1997 . 

......... "'''' ..... medical ethnography 

data was 

the total number of patients 

patients required 

p ..... ..., ... '" were black and which 

examining the hospital records 

a ...... UlI''-'. of sources. I kept records on a basis 

the number of black patients, how many of 

provided the as to which 

interpreting. Archival data was on Ull'J"'l"~U 

patIents admitted during the n ...... nrl 

study. I attended ward rounds and, "'I"iP'l''''' possible, case discussion lU"""'U.:l",,, the units 

comprehensive data-gathering, base-line data and ~ wide range of variables, of which '-'l'--~'-
provision is but one. For similar reasons evaluations of CHW programmes typically do not iUlcmpl 

progrmnm,es ,,'.vn,_,u), with outcomes 1990). 
of a programme are traditionally more descriptive than evaluative. However, a 
VfOl;ess will be by virtue of the that will be able to be drawn 

(,Jue:stlonnallre 4. 
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involved over the period of the questionnaire study. involved record keeping with regard 

to procedures and management strategies admission procedures, procedures. 

observation procedures, therapeutic interventions, disposition strategies). Interviews with 

patients during these meetings in which interpreters were used were recorded by means of 

hand-written notes taken during the interview, and expanded upon later. 

Semi-structured interviews were conducted with key informants. I have grouped the 

interviewees into five categories. 

Table 6.1: Interviews. 

ClinicianslO (Interviewees 1-10) 10 I 
I Xhosa-speaking nursing staff (Interviewees 11 I8) 8 

Non-Xhosa-speaking nursing staff (Interviewees 19-22) 4 

Hospital administration staff (Interviewees 23-25) 3 

CHITEP staff: 2 interpreters, 1 co-ordinator (Interviewees 26-28) 3 

Total 28 

The interpreters were both interviewed twice. A number of informal discussions and 

conversations also took place. 

RESULTS 

General 

A total of 17 clinicians completed and returned 109 questionnaires. This was f,ewer than the 

25 who completed 219 questionnaires in the previous VBH study I I, The number of patients 

identified by the completed questionnaires as requiring interpreting amounted to 60. 

Indigenous languages other than Xhosa for which interpreting was required were Afrikaans 

(11 patients), Zulu (l patient), Sotho (1), Pedi (2), Tswana (1) 

Folder review 

In the process of identifying the ward patient statistics on a weekly basis, a comprehensive 

database of the Xhosa-speaking patients passing through the units in the two-month period of 

10 Includes psychiatric registrars, consultant psychiatrists, DsvcnOI02lsts. social workers, occupational therapists. 
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study was established. to identify that may not have identified 

through questionnaire study. The folders patients identified in this way were reviewed 

for information relevant to provision of and hospital management 

A total 88 folders were reviewed. Ten folders were not available. From this, patients in 

the male wards, 14 the female wards seven patients in forensic wards were 

as 

the 

interpreting. This is 14 (23%) more than 

completed by the clinicians. 

number identified through 

the folders it was clea~.Jhat the nursing staff are mor~ accurate at which 

patients require 

interpreters 

required (18 

than the clinicians. male patients, the clinicians did not use 

a review of folder notes that an interpreter was 

The nursing staff in contrast only identified two patients as 

positives). 

justifiably 

addition, it was evident that clinicians 

without (two 

often use an interpreter for one 

. interview with.a patient, 

interpreter again subsequent 

clerking interview, but would then not use the 

will be in gn~at(~r Chapter 

7. 

Through the 88 Xhosa-speaking patients' folders, or seS'slcms were 

........ ' .. "lU .. 'y that may have required interpreting ",..r·" .... ·" Only patients who clearly 

were included in this totaP2. 64 of the interviews 111 the 

questionnaire study were identified the This is 24% of total 

number of group or interview sessions noted folders. However, folder entries noted that 

an interpreter had used, but a questionnaire was not completed. 1 (57%) it 

was not from the notes whether an interpreter or not. further 19 entries 

clearly indicated that an interpreter had not been usedl:l. 

I! The previous study included the psychiatric emergency unit at aSH. The figures from that unit have been 
removed from the quoted here. 
12 The need for interpreting was assessed on the basis of patient folder entriesthat indicated an interpreter was 
necessary and the views of the nursing staff consulted. . 
13 These are to those in 4 under the rubric folder review". 
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Of 57% of interviews which it is not 
whether an interpreter was used, most would 

appear not to involved interpreting, but this could not be ascertained with 

the data regarding the circumstances around or not 
figure constitutes a 

1 11 rt' interviews for which clinicians an interpreter. The unfortunate y sma· propo Ion 

. h Id be approached with caution as they under-completed questionnaIres s ou 

represent the actual use· the community health Without question the 

questionnaire data n"',~"''''_'''''''''''''';N>ntc: the need and the utilisation interpreting. 

The proportion of patients requiring interpreting 

Table 6.2 derived my records of the total number 

natientS in of the FA Ws and the MAWs included in study. from the FU 

1-', ..... "' .... , seen at a ward round during the study period. 

Table Proportion of patients who required interpreting. 

FAWs FU MAWs 

NO,I % No. % No. % 

Total n::ltlent" 54.3 46 70.3 
r 

Black patients 11.5 21.2% 14 30% 24.5 35% 

Need i::mOI1::10P 
'-' '-' 

6.7 12.3% 7 15% 13.1 18.6% 
servIce I. 

I This is derived from the average number of ""h",.,to per week for the nine weeks of the study, 

In the FA W s 21 % of patients were black About 7 VCU!"'H.lCl a 

week required 

whom required 

whom (18,6%) 

saw black patients (22%) in their ward rounds, 10 

Inthe MAWs 35% of patients were black, approximately half 

Numerically, about 13 man 

interpreting. On ms:oe,::t1cm it that there was likely to twice 

as many patients requiring interpreting in the male wards per week as compared with 

female wards. Clearly, male was a much heavier load. 

Interpreting contexts 

As in the previous VBH study, interpreting was required most psychiatric assessment 

interviews (68%). family interviews were in a two-month period 

previous study but there were more therapy (Occupational 
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Therapy and 

interviews fell 

Therapy) where patients were included. Ward round 

with smaller number of patierits the These figures 

are represented in Appendix 1 

Interpreting by category 

both theMA Ws the proportion of interpreting ", .. ,'1"1">" ...... <.<1 

is under-represented comparing the number of 

""~'''<l<T'' length interview with an interpreter is more than with 

categories. In the MAWs interpreted during 24% 

the interpreter 

of the nursing 

the documented 

as reflected in the questionnaires (Table 6.3). Nurses 

interpreted However, the t .. rn'l"""t .... accounted for 31 of the 

that the in rounds support groups 

was provided by than the 

6.3: Admission Wards' 

No.ofI/Vs % ofI/V Total time (mins) % of time 

Interpreter 18 24 490 I 31.3 

Nursing 35 1 48 765 48.9 

Other 9£ 12 310 19.8 

I None 12 16 

Total 74 100 1565 (26.1hrs) I 
I Two omitted to duration of interview. 
2 One interview was a consultant a patient in French in a ward round. Two interviews were 
a student in a ward round. Once a interpreted in a group, On two 
occasions a patient during a group but there were no instances in'terpreting for an 
interview, 

figures 

staff. 

FA W s were more even, at 50% the the nursing 
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Table 6 4' Admission Wards' n'l"""rnr~>tpr utilisation. .. 
No. of IN 

1 
% ofI/Vs Total time (mins) I % of time 

. 

Inteq,llI;; U;;l 9 50 315 61.2 
I 

Nursing 8 
I 

44 155 
I 

30.1 

• Other 1 6 45 8.7 

None 0 I 
Total 18 

I 
100 1 515 (8.6hrs) ! 

The figures for the were misleading that indicated 17 interpreter-mediated 

but four of 

Afrikaans was interpreted. 

were for other 13 were which 

are not represented in tabular form u" .. 'a .... "'" only 

two the seven requiring interpreting were 111 the 

Nine required interpreting for Afrikaans. interpreter was 

four interviews amounting to 1 minutes. Importantly, there were 

no instances unavailable in this unit. 

Availability of interpreting 

In terms of the availability of interpreters in the baseline study in 1993, was someone to 

while time the interview was delayed in 68% of ... " ........ '"''"''' 

due to the unavailability of " .. '1".0"""-""1'"" .. ", cases (9%) the interview was delayed by more 

than one day due to the services of an interpreter being unavailable. The present 

suggest that in 18% instances interpreter was unavailable. However, only 11 % ,.of 

orCtceleae:a without an or were abandoned. This reflects an ambiguity in 

of the questionnaire. required uu,,,,,,,,.,, to code whether the 

,..1'''',rn ... ,>1'",,. was 'available'. 'available at a later time' or ~ .. ~,v."'. As a consequence, 

some clinicians coded the interpreter but proceeded to interview a Xhosa-

speaking patient with a nurse as interpreter, for example. Others would have coded that 

according to availability of nurse. Six out of the occasions that there was no 

interpreter available at all involved OT groups 

groups would not have been coded at all the 

time that Xhosa-speaking males be included in 

availability therefore contribute relatively 

The very low proportion of unavailability in 
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the MAWs. In previous study OT 

wards as was no at that 

groups. Raised expectations interpreter 

'unavailable' in the male wards. 

FAWs and FU is also significant. In the 
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I 

Focused p~I'1I., ..... nr" .... h 

previous was a 1 cases and in 27%. The ,.,rl'·"p,,,1" 

a unavailability units. 

Table Availability of 

MAWs (%) 

Available 17 16 45 

0 1 10 10% 

0 19 18% 

influenced the ... , ...... ,,'''' nursing staff towards having to interpret. In 

FAWs one of the MAW frequency of to interpret had dropped to 

such a r1P,rrrp,p that when nurses were by clinicians they were willing on the whole. 

knew that they were a back-up to the 

tpT"nrp·tpr function. 

to and would 

rather than ... " ... +j"\, ......... , 

had not been 

have 

a 

occasional 

a one-month 

for interpreting. 

ntp...,.,,-ptt>r seldom made an 

exception to this was other MAW firm 

the and where the bulk the responsibility still to 

the nursing staff. 

Comparison of the Male Admission wards across three 

analysis in 1993 was a study there 

were no interpreters employed hospitaL In professional nurses staff 

nurses for 91% interpreting done Admission the 

following month of the study, a person was for four hours the 

of interpreting, the accounted 31 % of the interpreting The data 

during the evaluation constituted a third data 

interpreting MA Ws at this time. It 

mt,ernretll1lZ load remained constant at a little 

period was two months, while the other two 
l"f'nnrtf'li as percentages to deal with the difference in real terms 
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interpreter 

appiear that 

both 

were one month each. The 
from the differing length 

accounted 

was an 

are 
capture 
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the ward. It should be noted however that CHITEP interpreter was also 

for while ;nt,prn,,·pt,p,. during November 

Summary 

• The amount 

employment of 

interpreting 

interpreter. 

were being used 

problematic was the MAWs. 

by nurses was significantly 

were asked to , ..... "" ......... "'t 

long initial interviews. 

before the 

and 

• It that inappropriate people were used as interpreters but this 

had not stopped. It is important though that patients are not interpreting fellow 

patients interview contexts .. 

• The unavailability any was reduced. There was a mal'Ke:Q 

Inc:rellse in availability intt::rventions to Xhosa-speakers. 

There was also a spin-off terms of the of availability of interpreting. Even 

the interpreters are not available themselves other 

upon. 

seem more willing, and imposed 

AND MARGINALISATION 

I will now describe in some detail the placement the 

lnt,prn,,..ptp,.c in the institution. The difficulties of the service are very 

clearly revealed by the ethnographic aspects study. difficulties 

'contradiction' in culture of organisation regarding provision of ~+~.~.~"'+.~. services 

extent to which the interpreters were assimilated while' simultaneously 

The interpreter the Male Admission wards 

Mr GI6 was employed from February 1996, for four per day at R530lhour or 

R400 month17
• was made reSioonSlble primarily for MAWs. FU. 

IS See 13 6.4 for a between the studies. 
16 I am employing abbreviations for names to protect the identity of the MI'. G was in his 

and not employed .. 

17 At the time this is the US dollar equivalent of $64 per month. This is a very meagre sum even 
South African standards. 
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staff told me that he was principle available to interpret anywhere the hospital. 

Mr. was the fourth 1"\&4 .. ,,"'" in to occupy this position. previous lnt,f"TnIf'Ptpf'<C 

left to earn more one was eventually given a permanent m grounds 

maintenance of the hospital. Prior to initiative to take Mr. 

their no training no of his work, 

and no professional support lS
" He was based in one particular he was an 

office to with part-time There was no telephone in 

The positions never 

to 

man 

positions as 

by someone 

advertised and were filled by of mouth or by people 

Before being employed by hospital Mr. G was 

administration, For the time since hospital began 

"A?'''''''''?' was approached to observe the candidate interpreting 

nurse was also present. was found to be aal~qu.a(e 

. Mr. the training programme one year starting work at VBH . 

two-month programme appeared to have met 

hospital staff about 

standard of Mr. English. Mr. also appeared to lls11nCleniLal]{J the concept of advocacy. 

Concern was "'"""" ..... "",,.,; interview "harsh". 

One of main sources concern 111 units was his relative 

aDsenc:e from one the firms the MAWs. It UIJ~"",Ul"''''' that had a 

absence of part-time this continued Mr. took 

position. When CHITEP umbrella this was not addressed. was 

also no structured programme of activities that Mr. was committed to. Consequently, it 

was not to Mr. G should attend and should 

when was a of eXtlectatl()11s. example, Mr. a 

meeting one ward and was requested to an interview to him 

he should prioritise these There were a number of ...... ...,p ........ staff members who 

18 He did have a senior nurse to report to but person's role was largely administrative. 
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availability to interpret. lack of 

In addition to the above difficulties, Mr. also experienced problems in 'team' 

contexts in the wards. He apparently went to team meetings with one at the start his 

stay was possibly to feel that comments were not welcome and 

may therefore have been covertly discouraged fi'om attending these There was also 

an incident in which he was interpreting in a round and was contradicted by a nurse who 

then took over .role with obviously more Mr. G appeared to stop 

ward meetings. This is the J~ituation that prevailed at the when the 

on and for a of reasons problems were not addressed. 

number of onzanllSaltlOnal difficulties in securing a meaningful interpreter 

The upshot of significant difficulties aD1)ears to have 

Mr. within the 

The interpreter in the Female Admission wards 

Ms. M's20 relation to the hospital <:>Ul·nnrlTl was clearer than Mr. 

took him 

were clearly a 

in the 

marginalisation 

as a result 

pot worked for the hospital However, the physical accommodation of Ms. 

M at the hospital was a source of conc(:rn. She spent most her day in a locked lounge area 

m ward for most psychotic female I.)Ul1"'''l''' 

lunch or tea, or was 

significantly no key to 

to 

and go from this 

She sat there all day unless 

a She no 

went to 

and most 

Added to lack appropriate accommodation was the problem of 

under-utilised in the FA Ws. Days would by without being to do an 

M had also not been by to up a 

could use her This was partly because they were not 

of activities that 

about her function there 

19 It should be noted that the discrepancy between Mr. G's and the other interpreters' conditions of employment 
was a major source of disillusionment for him. Mr. G was paid by VBH for half a day atthe original rate, and 
by the CHITEP for half a day at their rate. the CHITEP rate is considerably more than VBH's and so 
the other in full-time employ earned up to R600 per month more than he did. 
20 Ms. M was single, also in her early 20's, and had worked previously in child care. 
11 VBH told her she would have to pay R40 for a She could occasionally get a from nurses. but this 
depended on at least one of the nurses not coming to work on that day. 
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they did not see themselves as responsible for this. This put a difficult position in 

relation to the rest the Some nurses perceived under-employed 

complained to did nothing day. Ms. M, however, saw it as part to 

sit with the patients this afforded an opportunity to The notion 

that the interpreter would was not one the hospital were aware of, 

nor was it treatment the hospital had patients. There were 

occasions when Ms. M 

the nurses commented 

the nursing staff that she was 

looked as if had on a 

lunch break 

Ms. had 

attempted to get 

unsuccessful. 

learning psychiatric terminology but this had 

were largely unresponsive to her reqlue:srs. perhaps U"'""Q.u.,,\;; they 

did not see a place it in 

was a strong sense from my 

police of interpreters. 

relation to the interpreters. The CHITEP 

with the nursing 

was 

was frustrated at 

felt a 

of 

to 

In 

way which the 

made use of FAWs. the days that the interpreter was given a 

position in the closed area of the ward meant that was available to open . ward key, 

doors and ~H~""U who wished to move patient area area. 

The supervisor thus perceived interpreter's primary function to have been reduced to this 

"prison warden" role. 

Interpreting the place interpreters 

"[The interpreter'j} presence says a lot. Not necessarily [the interpreter} a 
person but him ... , the role that he (Interviewee 1 

What is one to of the 1-\"""111 of an interpreter service at VBH? the evaluation 

they were having was focused on providing CHITEP with information regarding the 

on hospital, it is necessary to observe that the intervention was compromised a number 

of provision of an interpreter with a 'generic' interpreter •. <AU,,'''' clearly had an 

when working the situation of an extremely complex "U'"UV'''' context. Not only was 

the discourse of that confusing and inaccessible, but the 

22 One of the in the NLP job description was the of patients where necessary. 
23 This term is used when patients leave the hospital without 
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service arid the place the 

clarify. Over and above these obstacles, it appeared that 

what they were by inadequate access to the 

difficult to 

was compromised' in 

natlaQ,em,ent and organisational 

structures and insufficient knowledge of 'how the hospital worked'. By not having access to 

were not to create a more accommodating the u ... " .... 

The importance of access to for an +~_~_"'.+o,. project to be ,",UL,"""''';:U 

described Chapter 2. However, the question must be as to why the hospital 

not more to what was available by the 

Until 1991 VBH was an institution with' Sef!rel:!ation inscribed structure of its 

This w~s towards integration with the abolition separate 

facilities as at issues generally, and 

the interpreter particular, throw up additional n ..... ''''"" • .:> of services. The 

positioning of patients in the structures to manifest elements of the 

old order, but in a form crude than the apartheid model. Foster Swartz (1997) have 

~ ... , ... ~u.~~ that South African not completely shifted into the forms 

they call Western 

through the language issue. While 

rI£>v .... "'",·""",,,,, and it is possible to see this illustrated 

'veterinary' elements the services 

maintain fonns control and surveillance, the more 

'U1Q'Ul .... at 

'''''',,",''uc:u approach at 

VBH employs more 'disciplinary' modes of control and surveillance. 

Interpreters occupy a transitional in the work do (Swartz, 1998). It is not 

surprising then that tensions and contradictions within the process would 'be 

reflected in the way in which the interpreters ha.ve taken up by the organisation. 

lack of a VISIon role of the 

resource into hospital structures "' ... ,~"'''' the how a health 

for black patients is to be developed. Dominant themes in psychiatry, and in South African 

society as a whole, Africans have revolved around surveillance and control, 

particularly control of access to particular spaces (McCulloch, 1993; Swartz, 1996a). 

employment appears to embody the wish improved access to black 

But is also an anxiety about a in patient access to 

institutional spaces, and the threat to maintaining control. Interpreters who 

have access to both sides the divide staff/patient, whitelblack, oppressor/oppressed-

can be sources of insecurity. They have potential to be powerful on both sides of 

110 



Univ
ers

ity
 of

 C
ap

e T
ow

n

, . 

Focused etlll1lognlph 

institutional divisions. One way of with is to aPlJropnate the source in 

status quo· some while others 

is consonant with the expectations 

maintaining 

institutional change 

Africa. It is through nTprrI .. ""T"" .. ", as transitional objects, and 

a hospital in 

structures or 

about 

'new' South 

that around them, that a range institutional Q]scmlrs~~s can be observed to 

operate. 

that 

may also be explored through the metaphors 

what nt ..... n1""t"",." do, or are expected to do. 

CONCEPT OVER-BURDENED: INSTITUTIONAL ROLES THE INTERPRETER 

In 2 I discussed the many roles that been expected to fulfil and the 

wide range of competencies that this presumed people functiOiling as interpreters. part 

the of the CHIT~P at VBH, J was interested in how hospital 

understood interpreters' were. This was in the 

disciplinary team (MDT) and they viewed the question advocacy. 

specified they should performing both Proponents of the advocacy 

. model of (Sanders, 1 1; Shackman, 1985) are vocal about the of 

autonomy for interpreters from the provider structures in order to be from the 

of employee status. It is thought that would allow constructive (' ... ,·t,(",C!,.,-, 

providers necessary. while explicitly this view, were 

also under pressure to prove their usefulness to health in order to secure future 

employment with the Department. They therefore needed to align interpreters with 

functioning 111 to seen to helpful. I to the 

tensions between were upon by the expectations 

hospital staff. 

expectations. Some 

with staff were a number of contradictory 

meXOlenlenc:e with organised interpreting 

and can be seen to arise out insufficient and thought about language issues, and 

is important However, aspects of the traditional of 

were nuanced particular ways by the complexity of the hospital, 

., ....... <.4."',\.1. as it is in a of Inevitably, was conflict overt 

covert, where fit into the new order 
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Language as a new sub-speciality in psychiatry: interpreter as 'language specialist' and 

'the new member of the multi-disciplinary team' 

the characteristic f-",..,tll'1""'" of modern medicine is to divide care into areas of 

specialisation. The concept multi-disciplinary teams (MDT) out of an to 

divide of labour. this model, idea of a 

..... '"5 ...... 5" expert' or '.language 31.J'_""j·(:l1 

Abbott, 1988). It is important to note that 

particular psychiatry as practised 

team may 

MDT has 

appeal 

a 

Cape. Originally, the development 

and ... "''',,, ....... of expertise in '11'., .. ,,'" health care delivery rise to a 

system whereby would deliver service which they were 

This meant that a patient in hospital for example, would see a psychiatrist for 

diagnosis and medication; a to have the therapy; and a social 

worker a range This could involve a number professionals 

involved with a patient simultaneously IS labour intensive. It is this 

intensiveness and hospital that has brought about a local 

adaptation to the modeL When used to a patient being aW)cated to a case 

manager, may either a psychiatric a psychologist, a worker, an 

occupational tne:ra[)1st medical The case is responsible for 

are appropriate for the oal1erlt. interventions are 

ordinated team meetings, where the case manager not qualified) would report 

on or response to medication, symptomatic improvements and ~lne-e~tte:ct" 

When a limitation what case can offer is recognised professional who is 

m could to This most frequently for 

medical complaints 

team member to 

the psychiatric registrar is asked to ,..."" III'" another 

with management is not done 

own caseload it is "'VJll.;)l"''''l to be extra work. It is 

as members of teams. were expected to insert 

As 

psychiatric 

was a 

Some did not see 

VIews on 

as 

has his or her 

this context that interpreters 

place of a 

of the team at all questioned 

use term "pra/essianar' to their work. Many made obvious point 

that the of psychiatric training would confine an to their specific function 

within the team. this sense were seen to occupy a place in the "ward team" not in 
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the "professional team". felt 

through attending team meetings in which 

contribution they could make t""'"r" ... ,'I' 

interpreter had an essential role to play 

demands they would have to be an 

already gained with having an 

the interpreter could a useful contribution 

would be no interpreting, because 

. Others very strongly that an 

psychiatric work that in to meet the 

pmi the 

wards but spread between units, 

were as to what would work in "intensity" "pressure" of admission It 

was that interpreter would have to available or a nurse on 

scene would used. that interpreter a valued 

worth "professional team" member, however, or would have to demonstrate 

making a contribution to cgmplex clinical that are grappled with such contexts. 

"The only way it '.'I going to work properly and effectively is if the interpreter 
some sort of way is more involved the becomes an 
active, participating member ollhe clinical team, That poses difficulties, 
because you know. they need to seen as being vital, that to the, to team 
work, being indispensable, which no doubt they are, but there has to be that 

within the clinical team, " (Interviewee 

a more to the 

that t"T' .. • ... t",t"<:! are 

in the team that 

oectea to occupy, 

the appropriation 

interviewed was for 

trmlsitional 

their access to patients. One 

""l"''''<>C'''' the contribution they 

by staff 

reporting to 

each afternoon ,","'Tn. .. ", the format a 'handover', 

nurses ending a bring the nurses coming on duty up to date with patient 

developments. interpreter in course of a 

spent patients would be passed on to the nursing would include observations 

psychiatric of improvement; U"~/"''''C'' of a s situation learned while 

"counselling" the patient. It is to assume a team member who learns of 

something important the patient would report this to the team. there was 

a laudable the patients '"'V'L ......... U'Lf". in the 

interpreter U",,-,Q.U.'Iv she is because she may not be seen as part of the 

staff. This would allow interpreter access to patient confidences they would not 

otherwise get. Examples are when a may conceal from staff on-going auditory 

hallucinations or when a patient, who uses does not intend to the 

substance. Clearly, ideas around the interpreter as a .u'"' ... .., .... of MDT can more 

than a patient Once implications of this 
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extension of the means of surveillance and the penetration of the 

striking. 

are 

'nt,,,,",,rptp'l''l develop and professionalisation, a code of applicable to 

psychiatry would have to as to what boundaries interpreters should 

maintain and how they should ""'>-'\Junl'" these with patients alike would emerge.· 

However, of professional boundaries may make engagement with work a team 

more difficult, as Winnipeg group 2) have demonstrated. The of loyalty 

will be in Chapter 8. 

The of an interpreter new member of the MDT as a Ij,:;, ....... s;;:,'" "'~~."',.,. , recalls a 

criticism at the an Critics higlilighted the 

and fragmentation care that can take person may subjected to a 

of medical compartmentalisation that and consciousness 

(Taussig, 1980). Medical interventions may without for other aspects the 

life-world for example Miller & Swartz, 199 I). LI"'J"""l~"''''.''' does not lend itself to 

_ such compartmentalisation. It is substrate of all communication and interaction. 

numbers of patients involved and the multiple sites at they 

to with '-LV_'V"'"'' of all creates a ' matrix' that not 

commodification of as a skill a of monolingual health 

Interpreter as 'culturespeciulist' 

implicit expectations of interpreters as are repeated in the about 

as 'culture experts'. reproduces the reification complex notions too, 

There were very high expectations the interpreter as a "culture broker". Some of 

these interpreters to know "the culture" of the patients. This can be seen 

to in the context of of a monolithic culture can be and 

commodified 

which psychiatric writing on 

relationship between the two 

culture in psychiatric 

product to allow 

Much of may have to do with way in 

question of culture and mental health has outlined 

& , 1984). Swartz (1989) shown how notions 

serve to produce an 'African culture' is a ' .. UI<~"'''JU.UJl,", 

work to continue. culture' 
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enonnous the beliefs held 

the fluidity 

alone mind 

other South African beliefs and religious practices. 

extent to which culture is a nTC\('p,,<;! to articulate,'rather than a product that can 

be compared with other systems, is absent from view (Lewis-Fernandez 

& K.l<:aruman, 1995). It important to note that there was an expectation amongst .c ..... ~"' .. 

interpreters should explain cultural concepts ideas to the 

psychiatric staff. 

explaining 

Koolage (1984) describe the culture 

to AU_~'_"" practitioners but also 

concept to involve 

mediation 

medical culture to patients. an as something 

unusual can be seen in way which this context it was thought that 

U"'~;l"'~" and practices to patientS-was patient advocacy, as opposed to 

beliefs to pallenlts. 

In addition to this more obvious use of notion broker, 

medical 

was an additional 

aspect. Clinicians and nursing alike expressed a hope that an 

would clarify the distinction between a "cultural and a "rear' or 

"psychiatric 

if we talk culture-wise now, the and all 
things that we are not up to you know he is supposed to a good 
knowledge and understanding (~tfhat ... But he hirn.)·e(lneeds· to understand 
the boundaries or ... when this guy is actually sick or 's not mentally ill. " 
(Interviewee 20) 

like whether this is spirit or whether its 
voices. You know if/he ancestors are talking to them as part of amqlulunyana 
or whether it is a direct hallucination o/schizophrenia." (Interviewee 8) 

think very often these debates develop about the cultural context and to 
what extent we might be miSinterpreting, it not anything sort ol 
overtly directly to do with linguistic to do wilh transcultural ',,"',n,·., . 

... to a member ~lthe leam to making(l contribution and providing a 
And providing a perspective not from our clinical background of 

our own pre-conceptions and " (Interviewee 

These statements embody a number of assumptions. Firstly, that being black an 

one access to a of cultural information. Secondly, 

24 Amafufonyane is a local illness term and refers to a state, 
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be highly skilled identifying subtle clinical Thirdly, that 

combination linguistic cultural and clinical knowledge would 

allow them to cut through Gordian knot when a clinical presentation is 'cultural' or 

'psychiatric'. In away, what require of the interpreter is to a: psychiatrically trained 

sangoma2S
• 

differences medical and psychiatric are germane here. Medical 

may more easily lend itself to construed as ""''''",."",, that are U"lLUll;;U 

biological clinical terms and criteria. Cultural medical presentations may have to 

identifying unusual patterns, about the significance of 

how th,<;:, treatment prescribed be. In psychiatry this much 

to the point where would appear to interpreter would be 

to say whether the person is or not, or 

be to function not only as junior clinicians as supenor 

may 

11I"~"'"I" as well. 

Irony difficulty is that it arose out a wish not to impose categories of psychiatric 

· illness. The clinicians interviewed wish to in a culturally sensitive manner and feel 

ill-equipped to do this. was an awareness of labelling theory idea 

pm;se~;slc'n states exhibit but which are not best seen in 

light (Mills, 1 O'ConneU, 1980; Schweitzer . BUhrman, 1978; Swartz, 1986a). 

was also a tenlOel:1CV to think that cultural aSIJects to and pn::sel:1taltlOIls were 

dichotomous and H1"""'''''£ may the same result as not "'V.Ui:>lU"J 

· cultural at as there is justification for a mental illness according to 

· IV (1 the cultural aspects an illness presentation may over-ridden. This is also 

consistent with the argument advanced by Swartz (1989, I regarding universalist 

discourses South African psychiatry. 

All of these eXt)ec1tatlons 

actual lnt."'....,',."'t"',.'" views on the 

cultural beliefs 

the "culture broker" 

of culture. 

by implication 

should be seen in light 

... t" ...... 'e<>h" .. disavowed traditional 

as a black person these were 

views he would hold. other was more ambivalent but not at all confident to 

25 A sangoma is an indigenous or traditional healer. 
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the C:L.LU,",,,,U world view' or cultural symbolism. 

interpreters 

was very correspondence 

between expectations and 

Interpreter as 'patient advocate' 

was support of patient ""HIIV"'" 

........ ' .. .., .. ' .... Xhosa-speakers were in the hospital 

Most 

there was a more of 

an effort to accommodate The need for advocacy was identified a number of areas. 

Patient awareness of procedures, meaning of "'"" ..... 'u.:> of the Mental 

even ''-'U,L<J.L,LUll to hospital 

seen as ,rn'nr"..,.",.n to be to 

be UH',","""<1 for Xhosa-speakers to address 

in the of nursing It is laudable that 

routines on "Y.U""'''''V'' were all 

groups 

n~"''''''',"",t.'' .. " run these and that 

hospital staff to see these sorts 

servIces to Xhosa-speaking patients. However, the question has to be asked as to why 

to an NGO, outside the to provide 

Was an awareness 

a group with "' .... ,,"' ..... a",'.I,;;';)';)UIJ'..!, services and 

It appears as 

"'u."''''',", hospital 

put at ease 

. context. The hospital did not see their to doing this A sense 

job descriptions 

themsel ves. Of 

feeling r""~'-_'''rro are reasons 

this nurses would 

to n",·tl"',nr", even when .lUIV"''''-~'I.I,",un.JLU'''' recalls 

alienation in ,...""£'.,, settings. 

issues raised here all to needs as a 

interventions. medical 

to the reqUIres an 

doctor/patient relationship was an aspect 

for the context 

somewhat different The concentration of expertise 

commitment to a biopsychosocial model (Engel, 1 

be forbidding or 

raised in '-'." .... , ..... ...,. 5 

as such group 

IS primarily when 

to with an 

psychiatric a 

a psychiatric the 

demands a great of the 

if are to to team regarding particular patients. Not does 

26 A established group in the hospital, dedicated to looking at ethical issues in the had 
to identify problem areas and how they could be addressed. 
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towards team ... U;:,'"u;:.;:,.",'u.;>, and challenging the outcomes of discussions 

enormous self-confidence, but it requires a 

competencies. , Challenges to members a psychiatric team that may self-consciously 

aware that 

the person 

as n01n-QlS",j"UJlU1<UUJlo and socially aware as are 

to contribute an of authority to 

,nT,"""""'''.r''''''' expressed in the way: 

"My feeling is that an outsider could come in - a person who is not in the 
could come in they were and of relatively high status. They 
could come and that kind advocacy role that they would be 

more seriously, but are going to be not a of something, 
. to part of the team. [You can} advocate from and a 

rather than outside be a} judge. " 3) 

While , ..... t"......, ... "".'''' .. ''' are eXIJectea in a "'""u .... "'. and units, 

An 

high 

level advocacy functions rather blithely expected a close-knit relationship 

unit authority. An 

psychiatric teams are very "team-like". 

l..;Ili:UI~ll),!t~:-i to a 

aptly by 

"'H'.1U;::~H credibility, 

team requires one to be an U!;)JlU~l 

sort involvement in a team impacts upon autonomy of interpreter creates 

risk they may reproduce the very institutional they to 

1996b; Muller, 1994; """,.~-,.,. 1 thus omprc)ml.sin.g advocacy functions. 

situation outlined above creates a paradox. It is on the one hand, to 

on behalf of an individual the 

competence of a And deficiencies the 

services r"rt'"" .. ~.,1 to Xhosa-spe8kers as a group. This would .;>u;::;,;::. .... " that the lack of a global 

at a management level the appropriate allocation of resources serves to hobble 

good U,,"''''AU.'V'''' of staff is no reason why 

escape this. 

organisation. 

the approach IS complemented structural changes m the 

would need to be aimed at modifying culture of the 

organisation with to non-dominant language of alienation 

marginalisation. The depth need to L1V •• "UJll./ to 

asa language community is A~I:"~"eAA'-- m section. 
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Interpreter as 'institutional therapist' 

It was from the previous at VBH (Chapter that Male Admission 

at which there was the perception of the greate:st for interpreting. When the single 

interpreter was employed he was placed However, 

about allocation tJ"'''' ....... UJlF', nursing to 

One manager ........ .,,~"' .... that there was any particular effort to 

speaking in the male wards and claimed represented 

Xhosa­

it was 

. manager was more direct. person said that there was a "'v •• ..,"'."' .... .., 

effort to mix UH."""",-,U and staff all wards, and that a primary COIlSHler,aucm 

of language groups. was to minimise 

the u.v.'U.,'.'-UA .... .., .... u"' ......... "'''' group. The thought that there were 

drawbacks to in a ward, no one to 

to, not work as .... i.J ...... '''Hl. y However, that there to be some overt 

intervention to mtlegrate staff ..... u~u"' ..... or else would not do so spontaneously. 

"We try and 
well, [that) we 

22) 

The Xhosa-speaking 

the impression that everything is OK and we do mix that 
along well at Valkenberg it's not the case ... 11 

interviewed who aO<lresse:O in a sense, the 

staff who had not learnt a their just 

desserts from 

consternation at to learn even a few words Xhosa. It was that this 

a towards the .l .... "au-I"a ... and its speakers. that there was a 

possibility of expedience not learning U"\..Q.u.),, then a proportion of could be 

automatically on to 

"It is them 
patients, then I will 
serves your purpose. " 

""""'V"~'-"~'''''''''''-'''L''. As one it: 

... if you know you have got 10 Xhosa-speaking 
with them. My colleagues won 't deal with so it 

14) 

at 

confusion am.ongst L"-l'.V"''''-''IJ''''',,,"UlS staff as how to take 

some Xhosa PYlnTP<;:<;:/"(l an uncertainty as to when 

perceived to 

........ ,'''' ... oec;onles overtly 

"I'm not sure 
black you see. " 

colleagues 

because I am a Xhosa-speaker or because I'm 
14) 

to sense of <ALL'~U"'U'-"H 

a do not understand, They also eX1Dresse:O 

concern at '",..,,,LV •• ,,,, "";>TU'"." ... non-Xhosa-speaking and 
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awareness Q.-ujLv~'~~i'l<.~~'''· the of 

alienated the excluded conversations by the Xhosa staff. 

was a wish that the ",t"'rnlr,,,t.>.,. could act as a catalyst to the Xl1los:a-spe,tkers 

sensitivity to the exclusion of through interpreting conversations 

excluded non-Xhosa-speakers. 

administrators, from unaware of language were 

acquainted with problems in their own It emerged interviews that interpreting 

is required in a range personnellUGU!aJ:;;\Jll1\JlIH contexts. Disciplinary meetings to 

explain salary structures, general meetlll£!S of the non-clinical all required interpreting. 

What is more is that this was the same 

someone present in a to interpret. addition, of 

communications from office were As one Xhosa-speaking member 

put it when .... T,"' .... ·'''' to ... .u.;;)ILJUL'~;;) with H\J"''I<.U'~'' and mamalgennerlt: 

know, if angry about the way that the matter has handled, 
therefore I would to myself my own language, mother's 
language, and then I would feel comfortable. I would say the thing, the 
way 1 should 1 don't want to say something which is similar to but I 
would to say the same thing, I would like to express myself ... you should 

yourself in your own as the constitution says. " (Interviewee 
18) 

A non-Xhosa-speaker supported idea an in the of facilitating the 

constitutional rights staff serving as a mediator in staff conflict. 

" ... what I can add on is that interpreter, are now broadened, 
because is acting now as a mediator where conflicts go. " (Interviewee 

The full extent of eXIJec1tatliOns that the ·UUI.IUi! an was sUI-pnsmg. The 

institutional and socio-political dimensions to the need 

sU£l:£!e~itea by Swartz (1998), could be seen to apply beyond ".,. .... ",,<> delivery needs to of 

the institution's staff as 

inappropriate and an indication 

rl.,,",(]'lU. it may be simple to dismiss eXl)ec·tatlons as 

for education about interpreting. Certainly, this is 

However, concerns by hospital 

a~~'",H'.LV.u to way of language, which are 

relationships, iniornnation institutional "1.J<4 .... ". cut across 

reflect the inter-penetration into mental health care teams of 

access to particular 

staff/patient divide. They 

social divisions that are 
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Focused 

While Tntl,,,,,rr'PT to achieve 

a manages to overcome 

(Goffman, identities are not at 

pf()te.sSIIOn;3.i differences 

power relationships 

OCI:ut:)atlOnal domain. language issue re-introduce them to 

of an interpreter project this hospital " ...... U1;.; has highlighted a number of 

impact. Some of these deficiencies can seen to arise out of the need for 

in the structure of health care However, a difficulty with 

this nni"l'lrl;! to be that no one was taking an overt overseeing the implementation 

through of the changes. In of an interpreter, 

implications outlined come to be seen as the solution 

an an apartheid 

of black patlell1[S or excluded. 

VI"rnpl1T of a democratically elected gO"eflllJlient and the promise of 

with them expectations that of English and 

This requires the institutional identities, and 

delivery that is consistent with the individuals who make up the I will 

. now turn to a consideration of the of language in clinical work, 

interpreters. 
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Cltapter 7 

THE PARADOXICAL VISIBILITY AND INVISIBILITY OF 

LANGUAGE IN PSYCHIATRY 

"It may be worth considering, then, a glib Freudian paradox: That some of the 
most efficient forms of censorship are those that render themselves invisible. IJ 

Phillips (1993, 

Introduction 

In examining the impact of the language provided by an external organisation at 

Valkenberg Hospital, aspects of institutional the were into 

relief Institutional the and expectations of 

of institutional functioning all contributed towards the relative successes and 

. failures of project. addition, the social of psychiatry in South 

institutions could be seen to playa role. examination macro-level aspects service 

delivery thus illuminated institutional discourses that under-pin how serVices are 

delivered and how patients are managed. These issues are explored further through case 

round and and opinions by 

micro-level are used to exploration of particular themes 

discursive products identified at the macro-leveL notion of .arises out of a 

consideration of unexpected ., .... , .. ""', • ., and contradictory institutional discourses. 

THE OF IN WORK 

PSYCHIATRIC 

The extract takes place during a ward round. Members an admissions ward team 

visiting students are in a room is part of a ward. The psychiatric registrar 

completed presentation patient's presenting problem, family and personal 

history, LU""""" state "'''"'CUH''U .... UV'", special ,nuefHl'j<,'''',LVU,':>. current 

.~ .... " __ . treatment. patient is the room by the nurse who went to 
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and motions in direction the ,",""'"U.HUJ''' psychiatrist. psychiatrist is standing 

an arm extended and Q:estun;:s towards a 

Consultant psychiatrist: Hello Mr. Mgengwand. come .and take a seat 

over here. 
Consultant What language does he speak? to the 
psychiatric registrar who the patient.] 
Psychiatric . He speaks Xhosa. 

is one fairly typical of how a ward round interview with a Xhosa-speaking 

is for the patient could begin. 

will interview oatllent to 

typical variant on 

the patient whether It is 

at this point in presentation a patient at a ward round 
,/ 

possible to 

which lUUj<.U.."j<." 

routinely that it 

the patient speaks and at which of proficiency. This happens so 

completely Unremarkable the context. aspect to 

mt'OrTIaatJLon is the au"' ....... ,'"' of reference to language that patient sneaks as a 

assessment. It may noted in patient's hospital folder as of the identifying or 

in the initial part the mental state examination3
• However, it is frequently not clear from 

the assessment notes a hospital which the patient Another 

1""· .... ("\,1"1",,,,-.1" u.u ....... u,.uv.u to this is the absence of an indication as to its impact 

on the ....... r'"."'.,.' a history and arriving at an assessment. When occurs it is largely 

of information gathering was perceived to be unimpeded by the au""",,,,,", 

a common language . doctor and patient. The that someone may have 

used to 1,.,t",..,..,,. .. t as an is u ..... "\ ............ , etlac(~d from the public 

presentation of the work psychiatric assessment. 

I Names have been of ,.,.,tia"t" 

2 1t is not [ have often heard how a 
coloured person will be asked speak English or Afrikaans at the start of an interview. It is ....... r""~' 
note that Valkenberg is a predominantly hospital" in that it is located in the southern suburbs 
Town, and so is predominantly an English area and has predominantly English-speaking staff. Groups are run in 

as a even when the staff member facilitating the group Afrikaans as a home Even 
Afrikaans speaking staffwill speak mostly English at work. Lentegeur Hospital and the other 
hospital in the Western Stikland, are situated in Afrikaans-dominated areas and are staffed mainly 

It was a requirement of the public service that all state employees be fluent in both 
1<lUio""'5"" but the home ofthe therapists has an enormous impact on the of comfort with 
ntt,,,r.r,u services and the culture of the 

data" and MSE are 
information about the patient 
referred to as a "Maudsley". 

of the structure used by staff at the hospital to collect historical 
to the format introduced the Maudsley Hospital, London, hence 
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When is language 

of linguistic diversity in clinical arises firstly the theoretical 

within which of is situated. . The, universalist school of 

(1 1), to at VBH a 

traditional (Gillis, Elk, Ben-Arie Teggin,1 VIew 

of (Good & 1981 ). The any utterance any language can 

this model to ostensive Crudely put, refer to objects, 

material or and they occur universally. facilitates the straight-

use of (1994) categories, as it standardises the 

the categories of 

symptomatology perlett'ate 

mental state 

superficial 

to differentiate u'""'u ...... p'\I'nl~M.~nt'·p into 

of pre:seIltation pYr.rp~~prl 

Biological interventions can seen to perform a function 

1 

there is a more practical ..... ',VU'''-L investment linguistic 

that is the of the role of the The emlcelmellt 

source of authority access to speech. and inference the mind, as a source of n<:!"\jrf'tn 

maintains the impression that the has untrammeled access to this mtonnauo:n. 

extent insight of psychiatric r>1"\t''''' .... r''' places tremendous 

constraints on the access to a nallleIU .u ... ,....... state that a doctor is to 

achieve. The UUIJ"''''' on the quality assessment IS IJV."""'''''' when W(JlrKllng a 

hurried way with an unqualified and a n<:!~"l'l'1'{\T1 patient is 

discussed previously, mental health DrC)!e~)Sl(malS working in way may have a to 

hide from crude access to they have and compromising of power 

the (Foucault, 1973t. obscuring diversity and use of 

interpreters could a whole set erasures and 

elisions are accomplished in colonial psychiatry (S. 

returned to again what follows. 

1996b). This 

Swartz & Levett (1991) and Drennan (1992) for of how the process of 
research inventories is obscured for similar reasons. Pool (1994), in his 

illness in a Cameroon reflects on how difficult it was to learn the the 
village and how dependent on his he "UJ:<.I<.'"""" 
even tend to render their inti>rnr·ptpr<:. 
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Nevertheless, institutional rules for to successfully represent clinical work is 

potentiaHy compromised through access to a patient's may be through 

UH .. ,:&.l\.llla (Garfinkel, 1967; Kaufert, Koolage; Kaufert & O'Neil,' 1984). 

folder of a patient his extract is from 

more than ud.llm(~nt:arv communication. 

30's, required an interpreter 

<'OTl'l",n quite a lot. Had a reasonably coherent conversation with 
Reports ? dystonic reaction to depot (painful neck). Says he stopped meds 
when moved to? [another ? She used to him tablets. (Anyway, 
that is what 1 think he said). " 

It is most unusual to an acknowledgement !.JeU.lelU meant in 

TT""'CQn"'''''''' of uncertainty in medical .. """."' .. ,-1" problematic 

Firstly, as folders are medico-legal documents 1967; 

uncertainty the clinician a vulnerable folders serve as a record 

pete:nce (Barrett, 1988). All of this can called if IS an 

admission that a relevant issue not clarified adequately by the clinician. This 

particular folder entry is noteworthy because it states that information was gleaned 

patient, then undercuts this with an announcement that it also incorrect or 

.... " ...... u. ..... " .. a information. ofa 

in which non-compliance with medication arose out of a social support. The folder 

entry made by the psychiatric 

patient spoke very little ..... u,""u.:.u 

absence of observable 

.. ..:>.,'LVU assessment was clearly 

admitting same patient to hospital indicated that 

emphasises observable features behaviour and 

psychosis, such as "not objectively hallucinating" . 

by absence of an 

patient's admission to nOSP].lal and it was not clear from hospital 

This was 

that an 

interpreter had ever in all the previous admissions. However, this not 

preclude the previous use an interpreter to interview patient. 

was outlined in previQus chapter, a review of hospital folders for patients who clearly 

was undertal(en as part of the study. In 57% of folder that 

5 As this folder occurred the time ofthe questionnaire study it is possible that it was made as 
a result of the language issue being foregrounded by the research and the clinician's wish to bring to 
the attention ofthe researcher. 
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indicated the had it was not whether an interpreter had been 

used. Many of interviews documented through questionnaires to been an 

ntl'·1'TI1·pt~>r present, had corresponding in which it was not clear that an 

n~"· ...... ,·",~~>,. was used. It was more the case that an ""~P, ...... ,·",~".,. was not used, and 

this was recognised to impede the quality of the assessment conducted, an entry be 

made to reflect as in the ex!unpJe above. 

A dimension to irrelevance language the bureaucratic management of patients 

IS role of an interpreter one is present. Folder of .1-' .......... '" in 

the t ~""'HH""".'U Wards very references to the function or 

interpreter the interview per se. The notes. Forensic 

Unit more frequently to the an instances will be 

considered below. 

Constructing symptoms the absence of adequate communication 

The ..... ".vu of translation and Intl~rpret,ltlOin the assessment of a patient ....... '1",..,,....., 

. important AU., ...... uv ..... functions. Mishler (1984) has shown how 

lifeworld a are the discourse 

. languaging' of experience into the two categories clinically 

i.e. symptoms. Writing in a psychiatric context, Barrett (1988) 

interplay between the narrative provided by a patient, 

"' .... "'~1'"'''''' that 

medicine by 

or clinically relevant, 

described the ,",VALlI-""'''' 

the narrative to 

and negotiate the .. "' ..... <oti,,'" in that is 

to other psychiatric Thus, the record of a account must 

'abstract' the patient's narrative sufficiently to the code 

in a Barrett terms "Hlte]mi~alate typifications" 

competence expected of psychiatrists to construct records such a are not 

too but not In sense a lay person's account. There isa sense 

In which the clinical reCiQra must appiear to the patient's a 

psychiatric overlay that corresponds to having understood patient terms 

frame . Not all psychiatric accounts are adequate and disputes can as to the 

6 This can include multiple 
from psychiatric to n~v,~n()1 

of 'insight' depending on abilities and interests of the clinician, ranging 
or levels. 
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accuracy of a clinician's interpretation. However, not only must the be 

preserved, as data, but the patient's mental state must documented. This serves as a 

parallel interpretative that intensifies the by on features 

the in the totality their to the clinician. The of a psychiatric 

assessment can be seen then two cardinal dimensions: the story 

(transformed), and the clinician's observations of the patient rendered psychiatric terms. 

This can begin 

necessary, also 

simply through 

as symptoms. 

observations. observations may, 

are a number psychiatric l11IleSSeS that have 

muteness as a feature of the patient's condition. It is important for adequate intervention that 

this is noted that other an examination are completed7
• 

UUlk1\.ll:'1"'. an assessment a monolingual patient, who could communicate if they had to 

an interpreter is not a comparable situation. And yet the impaired communication 

clinician and patient may subsumed into the assessment in a way as to create the 

is a the patient' s 1"\1" •• C'~n1""'T1 The inscription of by-

products COlmImnllCflt10in difficulties in "intermediate creates the appearance 

. of objectivity and legitimate psychiatric observation. 

that are typically lJa""",u off as the patient's are ability and 

types thought disorder: folder of a young male patient during first 

admission serve to exemplify this. A clinician 'managed' the patient for a period of one a 

half months without using an interpreter made the following entries. 

"Patient a simple account of self. Seems to struggle to answer questions 
at Describes a range a/psychotic symptoms ".8 

weeks later the following entry appears: 

"Still very impoverished account Poverty ++. Very simple man". 

While patient was seen by the ,",UJ'U,",''''''', he was taking support therapy 

groups. It was noted that an was required on OC(:aSlon for the patient 

7 Muteness may be a feature of certain conditions, as subdural hematoma. This is a treatable but 
potentially fatal condition. Other clinical such as ataxia and levels of consciousness may serve 
as indicators ofthis of pathology. It is important to note here that interviewed concern 
about conditions as biological as these in the absence of an intp'rnr,,,tpr 

8 Abbreviations in folder notes have in some instances been with the full word that they are used to 
For example: pt for patient, alc for account, v for very. 
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participate. Members of 

of the opinion 

nursing in the ward in which the pi1lll~IU was .rp<lTP·" were 

P~"A,",An required interpreting to be clinician is 

to however, the patient can communicate to a 

English or Afrikaans. Ironically, it is patients who are able to use a few words or 

English or be the most compromised local ........ ,.A .. FO.". The clinician's 

apparent success at eliciting (fa range of psychotic symptoms" credibility to other 

observations, and may subsume them as of psychotic illness. 

thought are 

assessment 

the patient's intellectual abilities and "poverty" of 

allowing patient to communicate in comments are 

profoundly stigmatising in this context. (1988) draWn attention to the influence 

that notes on cli?icians subsequent interactions with patients. Observations 

by one clinician have a way of becoming self-fulfilling prophecies 'o• The folder entries 

discussed create an impression of a patient who an impoverished style of relating. 

In ;:)UILJ;:)~;1..l who 

account ii-om 

routinely interview the tJ .... ',,"'.,u without an 

interpreter would serve to confirm 

prevlOus rather serve as an indication that patient 

,..,'t"·'I"'I'\lr".'t'~ .. to facilitate ... v,'u" ........ "' ....... " ... 

It is renlarl(able that terms "<IT'''''1''IT'' when an 1"I't~''I'''I'\lr'''TI'''r is not involved 

can so '"' ..... ,1 ...... to the types of identified by S ...... Uf'''rT7 (1996a) her 

clinical records from the turn of the century. black patients' ............... "'.., 

surely persist 

However, 

because the resilience ",£",..." ... '''''''' in colonial psychiatry. 

white clinicians can black African languages and 

.. UHJHUU" ........ failure to rec:ogms:e the COlnrrlUTIllC2LIlOin such pi1[.I~Ims, can 

also seen to be implicated in continuation and failures 111 

comprehension on part the "'.u .. "' ....... In the persistence of racist .... AU' ... ~'~ in 

9 The question in the perceived need for interpreting will be returned to later. 
10 Similar observations have been made of the careers of what are termed "difficult" or "problem" 

(Papper, 1986; & Morgan, 1990). Patients who acquire this may be given of 
per:som'lll disorders. it may also be the case that the who are aware of their rights, 
and assertive and of the as a they are more likely to complain about 
bureaucratic and treatment. Clinicians, who may themselves feel frustrated at 
bureaucracy, may attribute the source of the difficulties to the awkward patient. It is instructive that a 
monolingual Xhosa-speaker may also "victim blaming" in this way, but be even less to defend 
their position. 
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institutional psychiatry can be seen produced maintained part by the inadequacy of 

communication in settings. 

Constructing cases in the absence of adequate communication' 

A of in institutional contexts is the creation that are passed as 

the patient's (Swartz, 1991.a; S. Swartz, 1996b). The absence of interpreter utilisation 

".1". .. "','''' ..... , ... effects on the minutiae of clinical i:1:s~jl;:s:j1HI;;;lH.:s, as was illustrated above. 

when using an interpreter, a and over-simplified assessment may made when 

the clinician the are working under on the amount time can 

be allocated to each patient. It could be argued that effects on details of an assessment 

impact upon the management a patient. do not .:"""' ... u .... ,,.u 

the "''t'te> .... t'" impaired communication may more diffuse less to specifyat this 

level, P+t'Pf'1tc may be seen to be even more profound. are two aspects that I wish to 

attention to. Firstly, malgnOS€:s can and do rest on features or particular 

details a The diagnostic decisions that follow significant 

implications rest a patient's career. Secondly, 

. conclusions arrived at in course of an assessment are intended to of a 

comprehensive biopsychosocial assessment 1977). In the case patients with whom 

there is impaired communication, a reductive assessment that not extend much beyond a 

\'''''".5U'"''''.'' is a possible outcome. familial and other problems 

obscured the process. 

The first point can be 

period of 

a case seen at a ward round during 

a ward round was a man in study. Thepatient presenltea 

seen at hospital for first psychiatric .. ""r .... t,." .. presenting the case 

material noted that patient used calmabis, and was talkative, incoherent. 

interpreter assisted with the interviews preparatory for ward round had 

struggled to follow what patient was This created uncertainty as to whether 

patient the symptoms flight of ideas or associations. The patient claimed 

that people on about and the content of his thoughts were noted to be 

___ ,., __ .J_ and paranoid. It was clear from assessment diagnostic 

hinged on the patient's of disturbance patient 
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The extract from the 

extract follows an 

round interview are from hand v.u ......... notes and me:mc)ry 

with a u.""U .... ''''L 

was present but not speak exc:ept 

the .", ..... ,""'u. 

in Xhosa. My 

which 

at the time 

interchange describe patient as over-familiar, pointing, 

next 

pel'splrmg, walking around at times". The interpreter was a black student, with no 

psychiatric training and who did not student did have 

interpreting. 

are youfeeling? 
m 

Vrystaat! II 
Interpreter: [English] lpan 'f understand what he is saying. 
Interviewer: well are you? 10%, 90%. 100% 110%. 
Patient: 1 O%. [Laugh] 

[English] 1 wou.ldhave thou.ghtfeeling great was better than that. 
au,.HL. 50%. 

Interviewer: [English] Why are youfeeling 
Interpreter: [Xhosa] 

[Interrupting the .nt,"' ......... ""t ...... speaks rapidly Xhosa] 
[English] He is not answering question. He is telling me 

something else. 
anything worrying him? 

U1P''' ... 'r- Your family seem to think so? 
nt"" ..... ,.. •• t"',..· [Xhosa] 

[Xhosa] 

[gesticulates, ........ '5""'" ... 1.lV .. ' .... 

[English] Does 
nt""' ....... "·t"",..· [Xhosa] 

after that ... 

................... "", Xhosa briefly, then English] Mr_ Rock 1 am not a rock, 1 
am a man. 

Who or what are 
nt"" ....... ".t ..... · [Xhosa] 

Patient: [Xhosa] 
... ,."' ......... "',.<: .... [English] He knows you are mother amongst 

the female nurses present] 
Interviewer: [English] What is this? [Indicating building] 
Patient: in Xhosa before can speak] 

II "Vrystaat" in is "Free . It is a rallying cry for a provincial team with a strong Afrikaans 
history. The word is used by others outside contexts to comment on male and 
and Afrikaner ''''''''''1"'\1 
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nt,,·..,..,,"pt,:· ... • [English] He said it is a hospital. 
Another [English] Does anyone want to harm 

[replies in Xhosa before the interpreter can speak] 
Interpreter: says not now but they did A man special 

powers to see this. 

The patient did not but answered a few more questions Xhosa to do 

with whether or not the lJaL;ll...'lH 

interview had ended and 

was a to which he .,,,,c,,,,,·, .. ,,,rI "No". When 

patient was ushered out, discussion en:me:d as to 

diagnostic IJV.,.:>lL/U11.1"''' should be The SUZll1tllcan,ce 

affect and was noted, as was impaired concentration. The 

discussion commented that patient was thought disordered and that impression had 

been the patient was not making sense. He point the students' benefit 

thought occurs in but that even though the speech be rapid can 

when manic. However, from his observation of the 

expressIOn on the patient was not '1J."'JUl .• ~ sense was "ft' JI ""'''' 

Various other points were made that revolved around the question differ1entiating between a 

manic episode and a schizophrenic episode. conclusion arrived at was 

. was from SCllllZClohrenla medical nrf~Sell1t In ward round why 

conclusion was reached. The consultant replied that the· "nature of the thought 

disturbance" was the factor. While many factors contributed to 

realSOltllng applied to this patient, a single symptom can seen to be pivotal in making 

important Clearly, the actual the patient's 

it is concluded that there was evidence "formal thought 

assumption fragmentary speech is indicative of rra.grrlenteO thought processes has been 

the of some debate Swartz, 1987). However, a patient haltingly 

what be a third or fourth the assumption is all the more tendentious. 

of psychiatric nurses who interpreted of 

how they and U1"";>O;11< to clinician. 

'll nurses} probably to he 's ~m,~["."riA whereas 
the interpreter may say I can't follow him. " (Interviewee 6) 

While nurse's rendition appears to assist in clinical diagnosis because it 

attaches a psychiatric label to thoughts, patient can no more be through this 

1987). 
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It is significant during preceding with the family member, 

member had taken the opportunity offered to a question. family had 

said (in Xhosa) that patient was had never had a girlfriend. 

family expressed an anxiety that patient was made .u ... , ........ , 7 

that he was not using. In round were smiles 

the interviewer responded by homosexual contacts. 

The "'''''",uv'u of masculine identity was not returned to. close 

patient's utterances in '''''''is''''''' could be seen to be an of member's 

concerns. The of the interview detailed reveals a pre-occupation gender 

identity a meta-commentary on South African male stereotypes. """" ......... u ... ., the 

word " the 

he 

that it 

/ 

often used to symbolise· 

male as "Mr. competitiveness. 

is not a rock, IS a man. He challenges the interviewer IS a 

mother women, commenting on the 'feminine' qualities 

sympathy in the work of the professions. in the content of 

patllem says ward round anr)ears to 

possible 

been either or unrecognised the 

. discussion about diagnosis. While certainly was explicit reference to the possible 

a manic detenc:e in the 

not contribute to 

presentation, 

what 

actual "'n'+"'.~+ of what 

be wrong 

1..1"'''''''' said 

on form 

of 

thought than the actual content of the thoughts contributes to a reductive 

psychiatric understanding place of a psychological understanding 12 • 

IS a sense ~U',.u""QU'_" of UL<;'~lJ'V"j'H~ schizophrenia as opposed to U"''''UI'' 

(or Bipolar Affective 

expressed by clinicians as 

lJa'"-",,,u described is Iar-reaCJtllnlg Typically, IS 

of the treatment. While 

UU .... "",.L on the medication chosen 

choice medication is significant, the 

that is 1-1 .... ''"',,'"' on this ndl;r-~;cores the alternative treatments. 

described the of schizophrenia will limit the 

hence 

emphasis 

case 

of 

interventions will be for extent of the psychotherapeutic 

12 The issue of the interpreter's silence is important It is instructive that the person who interpreted was a post-
a .. ",rI .. "tp social science student. And he was silent about the interpretations made about the patient on the 
basis of the he performed. Later in the ward round the student had asked if the question regarding 
sperm as a cause of mental illness could be true. This some indication of even how a 
qualified and experienced can lack confidence and in such ~_ .. , ... ",,_. 
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''''''''''".1' ............. 1' and the of a social intervention will informed by extremely 

uu~ .... , .... resources available for black males with this Ul"'l".HV"""'. 
The ua',l<;'llL could be seen as 

suffering a manic episode in COlUei{1 of rlP~"'p(,"lr,n linked to identity development, 

limited and unemployment. this were the case a different of interventions 

would be UlU.l",a~<;.u and the failure of mental health care system to provide for them would 

be tor,eQrOUTlde!d. following case example highlights 

COInrrlUI1l1Cal110n in mruntaining a focus on the of 

~~'+r .. ~+ emphasis on almost biological interventions. 

The "''''' .. " ... " main that I wanted to draw attention to with 

role impoverished 

illness and the 

to the construction a 

case without ':>"'.U\"'.,"Ut comml].llication has to do with the narrowness of that can 

Swartz 992a) has highlighted previously how biological interventions are prioritised the 

face minimal communication with African languages. male patient 

his was admitted in a post-ictal state. was brought to by 

following state examination (MSE) notes were in connection with this 

patient on admission. 

"Sits appropriately, but looks around in a distracted manner. 
Looks a little unsteady on his feet. 
Mood: Euthymic 13

• Affect: Restricted, dulled. 
'",>(Jrn' ..v flow. Monotonous. Monosyllabic answers . 

..v flow. One word answers. ? TD [Thought 
Denies hall'sldelusions. 
Cognition: Disoriented - T, P [Time, Person or Place] 
Poor concentration, poor memory, ..v znSlfJ't.!t. 

A . Post-ictal psychosis (? Schizophren!form) " 

The teaching the Department of Psychiatry at the hospital was that the should reflect 

the "'l1Jlll"'laIl observations. This is maintained spite the of the that are . 

derived from the I.ICU.l"'lLL self 

Appearance behaviour, <:'1"I'''Pf'h 

possession, content), perception, 

The is made 

(with of flow, form, 

ph€mome:na, and cognitive functions 

(sub-divided into attention, concentration, memory, abstract thinking, intelligence) and .n""j;<.llL 

judgement. emphasis on observation as the cornerstone the can be seen in the 

13 The convention in the hospital is for the mood to be specified in the term used the patient to 
describe how he or she is The use of the term is thus an error here. This too can be seen to 
be a consequence of not communicating well with the to be able to specifY a '''''''IU;'::'-
state in the own terms. 
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that it can be completed on' a completely mute patient, as discussed above. There is an 

onus on the clinician to complete as much of mental state as is possible the 

pertaining to patient's IS precisely the rub. The 

examples above create the impression the impoverished detail certain cat:eQ~)ru~s 

the of the rather inadequacy of 

If patient is .... ""'v>J, ..... "' ...... ,y a note indicating a reason admission, or was 

a<)~,I;;;:):)I;;U elsewhere, a cursory as would be enough to allow 

bureaucratic of a patient to hospital to (c.f. 1996b). 

The aos:enc:e of interpret~r under these rcumstances is, not routinely The 

obscuring the for an interpreter to more a superficial assessment a 

patient is rendered irrelevant by the continued bureaucratic the patient. 

is confirmed by the of reference in the documentation of process 

of the of an interpreter . 

. The tJ ....... " •• ~ ... ".1-"' ...... "'rI to hospital 10 are notes a 

further interviews but that no interpreter is used during these interviews. The note in the 

prior to states "Well since Thursday [five ". The 

was returned to hospital the following day by his was asses~;ea again but without 

an interpreter, thought to not T'''''''''''~'>T1'' five was readmitted 

four following this having had on three COIlse~~utl 

the patient being interviewed through an interpreter. 

is no 

interview was recorded 

documents appropriate answers to simple questions, the patient's inability to 

.... "' ... 1-"'..,"" a basic as a test concentration, a query as to whether 'patient 

was hallucinating because looked after was discharged days 

later. 

days following this y~"''''U'''J.E>'' the pULJ''-UL was L." .. ,UUl ..... 'U following an attempted of 

mother. He to been 1"HPT"lTlI~u">n without an interpreter and admitting 

rlnl"tn ... notes "Difficult to assess because '/ don't know' to all questions including what is 
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your name'*. The admitting doctor interviewed the patient's mother who provided 

following "not· right" since last discharge; to eat; vacantly; 

1J"'''",,"Uj,J:<. incoherently; very qUiet withdrawn; inappropriate behaviour; tried to have sex 

with that and mc)mc;:r was very frightened. The next note in is from an 

occupational thp'1"<:Ir,,, art group. 

was very in group. Language was a big problem as he speaks 
only Xhosa. Said a few words in Afrikaans but wasn't much. Communicated 
with fellow patients in Xhosa Icould not trend of the conversation". 

One week admission the patient was ... u"', .... 1.1,'" with the following entry: 

"Improved quickly, apsychotic, well behaved". 

IS the purposes of clarifying relationship hI"T'Wl"f~n poor 

communication between the lJ'llJ' .... lU and clinicians the truncated construction 

patient's situation. Throughout this of contacts with the hospital 

the impression of an organic disorder (Epilepsy) that is poorly controlled. IS a 

senous disorder, but difficulties that such patient are 

VVA,UIJAvh and multi-factorial. It seems entlnes that the few words that the patient 

1L", J . .r..a.,:u.l.;) were' speak of 

seizures. These 

to check the u"'.,,, .... , state J."'Cl~UH;i:I associated with epileptic 

as an indication of an organically induced state and 

once aDt)eared to no need for 

to m shortest possible IS no 

an Issue than ""'''"In", .... (Mizrahi, 1986; Rhodes, 1991). Nevertheless, superficiality 

assessment conducted the absence of interpreting in the patient's social 

context being effaced from the intervention. The patient himself may 

contributed to this difficulty assessment through at times. is highly 

plausible under the circumstances of having advances towards 

to the admission here. However, complexities of this sort an even more 

assessment, risk and other contributory psychopathology, which UUllllUUi:l1; 

obfuscation of monosyllabic communication. 

14 The issue of the patient's refusal to is important and of passive resistance and the role of the 
patient in poor communication between doctors and will be addressed in 8. 
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shadow interpreter 

In contrast to the obscuring the the interpreter, the obscuring of the presence of 

an .... t,01"1"\1"",t,o ... is also a feature the patient folders reviewed. vast majority entries 

patient utterances are as quotes, but without <lI"Lrnl' • .,,1 

that may be translations. The combination of not that an interpreter was 

when were and ""'''''''''''1"1 

was no need interpreting 

'-'Uj",'''''' go towards creating the HTl'n1"P'<1<11 

individual patients. 

In my review of 67 fromFAWs examples use 

that there 

words. A Xhosa speaking 

MAWs I found 

to hospital an interview without an 

IS andiase"15 to questions. other "' .. ,'''''"', ....... noted a 

word for (ludala) in an 1"p1·p1"'· ...... ·p to the .... .LA,'''' .. ''' .. , .... state of a 1-' .... " ........ 

with the word is Pvl~"''''',rnp rare. words "amafufunyane"'6 and "ukuthwasa"17 were 

both used once as they to what are ,",v,,,..,., .. ,,,,. to be 'cultural illnesses' .18 

IS LANGUAGE RELEVANT? 

The examples presented above illustrate how 'functional' communication with patients can 

serves .... 1'" ... "'"1',, of 

terms and h", .. ,,,,tr.,,.,,,, able to 

by 

processed 

patients 

the 

are 

We have seen that these constructions 1-' .... ,,"'... symptoms and narratives may lack an 

aWareness OTClaU(:r social and psychological considerations. we have seen how the 

gaps and silences clinical """1"('\ .. 11 because of impoverished communication are .......... "' ..... 

aO:5erlce of .,t"'1"1'\""t,.,.. use is nature 

IS obscured. IS a sense in which bureaucratic contribution they 

accomplishments of these ........ <, .... ,." can be seen to be demonstrations of situational clinical 

competence. However, psychiatry is somewhat In a T ..... 1·""""''''"' 

setting is a greater 1'1",,,,,. .. ,,,, of public scrutiny colleagues in 

IS The correct Xhosa is " This means "No, I do not know." 
16 Amafufunyane is a local illness term for a 
17 is the term for an illness that serves as a healer 
(sangoma). The cure for this is to the initiation process, often of two years duration. 
18 Cultural Formulations, as recommended in the DSM-IV (I are not used in local hospitals. This of 
the additions to the DSM since the revised third edition have not filtered into clinical practice as yet. 
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the legal and health professions (see the discussion in 4). IS a 

clinical COlm1Jletf~ncle must articulated. This in a number of 

overt references to the role of the interpreter 

mainstream settings. 

assessment that are quite unusual in the 

A man in his was admitted a charge of having a child. While the notes on 

a patient admitted to other wards are notoriously this entry was more 

detailed. It was that the patient he took a long time to understand 

questions "(via interpreter)". addition, it was that "(According to the 

translator no "uu/tm",,,n " entry is unprecedented in notes 111 

and female admission However, notes an assessment two weeks 

repeat precedent: 

"Thought flow normal, form thought] normal (Interpreter also 
speech in Afrikaans = Normalform) ". 

patient his "'.HIULL" ..... 011 a of Another 

the notes, atypical for other wards. The admitting doctor notes the iJ<UJ.l;;lll had 

. "reasonable contact with interpreter". is acknowledgement I could find that 

'patient'~ or quality of emotional contact is primarily with 

It is ubiquitous to 111 I 

clinician interViewing the vu"n ...... 

interpreter 

ward rounds 

of 

the patient in third person20
• It is also most for the interpreter to reply a similar 

fashion. acknowledgement the uaL.'''''H' aULJV.lL is with the and 

secondarily with clinician, is counter to customary elision of this in clinical notes. 

"Does feel 

19 Formal thought disorder." 

following: 

he may have been 'bewitched' at that moment (translator felt 
culturally appropriate) ". 

20 articles that provide guidelines as to how a clinician should work with an indicate that the 
clinician should speak in the first person to the patient. This is done to maintain contact with the patient and to 
assist the interpreter with direct translation. In my experience this has not always been appropriate. Patients 
often find it confusing and the level of skill of the interpreter may also need to be considered. 
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is the first overt .... t"' .. ".n 

of patient's ""V,,,,,,,,.,,,,, ... 

comment folder notes under 

to 

rubric 

Paradoxical 

role in U .... .n.U'"E, a 'cultural' evaluation 

by another clinician yielded 

MSE: 

following 

"Speech: Used interpreter ~ coherent but drawn out - not talkative. 
Account not consistent. Interpreter felt that patient] understands English 

also understood the interpreter was acting Interpreter not 
patient to stupid but feels was the interview". 

complex tasks of 

to the arrest and .. ".t" ..... '" 

credible coherent within a 

distinctions between 

in psychiatry is to .... "'lUV •• '::OU"'.'" clinical 

information. So an account of 

to hospital must constructed into a narrative that is 

of refierelLlce 

took 

Often 

what other 

making 

occurred and what ,",U.iU",.",,, surmises took place. Clearly this is an extremely complex 

and sensitive task requires not clinical competence but a deal of 

setting. When a patient communicates an n1""'· ...... ·"'1",· .. an enormous responsibility 

is placed upon nTp, ...... ·PT'~· .. to make important udj~eIJnerlts, many of which require the 

astute combination clinical ... ULa'" and forensic 

example above, a mental to rely on an untrained .nt'''' ..... · .. '''t.' .. 

to differentiate intellectual impairment It could argued many 

other features are taken into consideration in a tonenSlC context before 
.. . 

an opmlOn IS 

inscribed as a firmly conviction in the clinical team. However, 

mtlre~;slcm is inscribed in the indicates that the clinician was not "'V'.lU'';J. with 

assessment and it to the .nt'''' ..... · .. '''t.' .. same token, 

the clinician would 

patient without the 

at a to arrive at this interpretation of coinmunications 

The use of the "stupid" 

above "''''>LaJ.''''"' as opinion a lay r<""",,,,,, ... overtly the 

opinion "intermediate plIJlCalClOIls . It is highlighted as an opinion, and not an ass;es~;m€~nt, 

through use of terminology. 

into psychiatric 

no evidence 

instances 

was ... " .... '"'u 

" illustrates 

the transformation of the utterances 

statement to translator 

.... 1"."' ....... ""1"."',. would not be to say 

evidence of v ............. ,'" the n1"':>'1"M"",T',>r would not acquired term. Thought 

and even formal thought as a sub-class thought disorder, is often 
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characterised as a subtle and difficult clinical as:;es:smient to It has ·F~~+" .. ,,,,," such 

as flight ideas, associations, features 

are ueJ:me:u and are more 

amorphous and 

h""'F""r,"\1""" be quite 

deal on an overall 

move thinking and U\VJlQ.IllIH\;aJ 

taught and illustrated. 

~¥"'''''H'''''' of the natllent speech. Descriptors 

such as clr,curnst.an11alltj and over-inclusiveness are entirely discretion 

not "'U.uvL<U.'" would on particular mstanlce. In a t<:mensic context 

clear evidence thought disorder is great value as clinicians it can not 

clinically complex with use an untrained interpreter, the 

IS ~ ... n .• "1"> of interpreter "Did the patient make sense?". If 
. ) 

answer to this question is , then clinician can "no evidence of FTD". is 

sufficient for the purposes t,he bureaucratic production of a text displays the nec;ess,arv 

and on the part of clinician (c.f. 1988). In 

contexts role of the interpreter in arriving at assessment is "'U'y"" ... but a forensic 

context this by that it is interpreter who is 

responsible for creating VIew. 

above examples have demonstrated production of psychiatric texts or 

out an it aDt)ea;red that an 

was required the to and yet an was not used. also 

saw examples of the of uses to which an interpreter's work can put. Africa 

no policy in health care regarding when to use an and not. There are, as 

yet, no or guidelines for an interpreter should be 

users or how this should medico-legal The dis,crel0anc' 

between 

question 

an interpreter is used not with the same patient, 

me as to how '-'llUl\.'l<Ul" \1,,,,,,",1\J,1; when to use an interpreter with any 

THE CONSTRUCTION OF PATIENT WHO REQUIRES 

INTERPRETING' 

The recently adopted constitution this language to the 

in dealings with state 0.><., ...... '., .. ", However, there are no guidelines as to this 

should or institutional contexts should facilitate 

21 See Appendix 3. 
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Paradoxical 

will no doubt time. In the interim, the notion of 

interpreting' would at blush appear to have an objective 

patient who requires 

Such a patient is 

no meaningful 

. processual nature of 

surely someone who IS and with whom 

communication without an interpreter. VIew 

communication and __ uu •• ,,_ the decision to use an interpreter in 

Britain, where I-'''''''"'U'''''' guidelines been established, there are 

"'U·"'UJ.vU"'" of services providers such as social workers dealing with 

1991), "'U'I'>,"'1I" even 

second place to wishes of In .... ,",,;UUJ,J::', 

with someone home language is not IS 

would like an interpreter. not equivalent to the 

_~~i"~,M" whether the <;!pr,,!U'p user 

",,,,,,uV'U "Do you speak '-' .. ,"" .. ..:.n 

In present context, with" no training how to use an interpre~er, no access to 

psychiatrically 

orocee:a without an 

no ethical 

there is '"'v",...,,,' ....... ,. for 

that this is in 

it is ----rr-

clinician to 

to 

the 

route that the job It could even be best interests of 

. patient. This means that patients well interviewed the medium the little 

or Afrikaans they can speak and understand. It IS normative for any 

COlmrlUIlllC~mnlg In a to have comprehension the " ..... ,vu."- A .. 'n"" ........ E,..., 

than capabilities 1993). Consequently, patients comprehend 

appear to comprehend) a question struggle to in more than a monosyllable22
• 

monosyllabic create impression for the clinician interviewing the patient 

that the communication is functionally adequate. I use the word functional advisedly as 

it is this one can see institutional mechanism which 

communication difficulties are minimised. Doctors typically employ a number of 

conversational to manage (control) medical interviews (Ong, de & 

Lammes, 1991). These involve closed-ended questions, interruptions, etc. 

CntDlO'l!V textbooks promote a more style of but in 

a situation which the medical practitioner is doubly more articulate the patient 

,'-' •• """''''u and medical jargon), more restrictive biomedical interview strategies can re-assert 

themselves. that resort to the in which doctor is comfortable become 

22 makes the additional important conlpetent:e in a second language varies 
clinical status, or as the level of 0""'-""<':, varies. 
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· more medicalised. Monosyllabic responses to 1.l\;;,:)LlUJ.~.:l ~1::!';;lI.Ull:: to confirm or 

disconfirm the of particular symptoms u.., .... vu. .... the norm. There is little opportunity 

an answer the " .,,, '""' .•. ., certainly little likelihood an actual 

It must be said that in my pV· ... p.·,P71(' observing fellow clinicians interview in ward 

round ",,,,,,,ua"'. both as a researcher prior to as a fellow that interviews of 

nature above are uncomfortable clinicians. The discomfort arise out 

the frustration of 

biomedical· 

poorly one understands the but also because even the 

are Occasionally this is subtle clinical 

distinctions in HU •. "'"" presentation can not distinguished. 

other it is simply because distinctions psychotic illness or a neurotic 

illness can not made with confidence. The degree confidence a 

clinical setting is always disquieting 

clinicians themselves can feel 

a clinician. As in situation at LGH, 

111 a tangle of institutional 

limitations. Survival such a system requires an attitude 'do best you 

1986). Through this, institutional mechanisms to ..,V1UlllUC; to be productive arise 

and become routinised & Todd. 1983; West, 1984). problems of working around 

difficulties in communication 1"\1"(',('\,,... .. " subsumed into a range material institutional 

impediments to the of clinical These abilities to communication 

problems eventually become a skill in can even be valued as 'clinical skills', 

much in the way interview strategies to elicit ~,,,,.,,~,,, est,eeI1ned as skill art) in 

(c.f. Arluke, 1980; Garfinkel, 1967; 1980; Mizrahi, 1987). It is not 

'U~"5J.'HJ''''U.'U that are subject to the same pressures constraints on how they 

function in institutional contexts 1994). 

In the context of psychiatric work that requires a range competencies informed by 

institutional limitations, question of who needs an interpreter is ;)UIJ;)UUU;;U by the OUieStilon 

what purpose?' In to use an clinicians draw on a wide 

of including clinical contingencies and situational 
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Paradoxical 

THE ROLE OF LANGUAGE IN PROCESS HOSPITAL ADMISSION 

The question of when to use an given patient is infonued 

summarised the key points tenus of stages 

point in 

the process an admission. I occur 

over the course of an admission to hospital: admission, work-up, 

discharge. 

in tenus language 

outline is "''''A.'''''''''''J'''' to allow a examination five stages 

..... '''''.u ..... ' • ., in context. 

IS a sense which communication, and hence the use of interpreters, is a raw material 

of institutional psychiatry. Institutional tasks must be accomplished and one 

the .... n"eA""," blocks is the construction of the patient as an entity can be 

assessed, ......... Fi> .. 'v..., .... "" , ....... ,' ..... J discharged. are many cornp()ne:ms that a 

role to play: investigations, community 

family support etc. From a VIew .......... «,uJu.v •. l'''''A premise 

in communicating with UH.' .. U .... are no 

circumstances 

patients is 

nte:rmretlng IS a rare commodity 

If all patients were offered 

it is not routinely made available to 

tp1"l"\1",·tp,,.,,, many more patients than is desirable in a 

system may one. Thus, the decision as to an 

interpreter is 

of resources 

in the hands clinician23
• 

to accomplish tasks at 

decision to include 

depends upon 

quc~slllon 'does the clinician need one?', a variation on the 'for what .... ,,.,,....,,',,,,./. The 

answer to on the success of the initial attempts to communicate with the 

patient in ...... ,;<,,, .. ; ... or communication is so impaired clinician 

one, then there can be some for improvisation. In this case an interpreter 

must manufactured at short notice and often with some ingenuity. are 

from As one put a tight spot of 

lookfor black face we can "14. The second for someone to be an 

23 One clinician interviewed said that often ask for an .nt"l'nrlot"r 

24 It is remarkable that a "black face" is such a successful building block in the manufacture of an interpreter. 
There are languages indigenous to South Africa that stem from the same group, such as Zulu and Xhosa classed 
as Nguni, and therefore allowing varying degrees of comprehensibility of one from the other. Many languages 
are not similar however and so it is remarkable that this assumption on the of those who do not 
African is not disconfirmed more often. One Xhosa-speaking nurse the following VIJUlIVIl 

on the question multi-lingualism Africans. 
"Whereas if you ask me how many I speak, if I say I am multi-lingual, you can bet I don't 

or German but that are spoken in South Africa. It's a matter of being 
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is that they some of conununicative in the of patient 

either English or Afrikaans. This competence is not questioned or tested any 

way, it is largely assumed. Even when the employed interpreters they not test 

the of the candidate in or systematic A criterion 

is psychiatric training or insight. This was highly valued by clinicians for but 

under the of institutional n"!~"'T·''''P it is an optional extra. 

question of extent the clinician's need for an nt""rn"pt~'t' is implicitly present many 

'"'''''''''''''''''' of an admission the patient is times the course of an admission. Where 

situated, and what other institutional "",,,,",lev,., have a on the informs this. 

could be characterised as a "' .. u . .., ....... ..,'" decision-making 

Admission 

patient the ward and must be seen by a doctor order to admitted. Option 

one: The patient is seen by a doctor who is doing a rotation in the unifs. This means that the 

admitting doctor may the case manager for the patient. In this case the ..... 11U""lVH 

. taking is a important opportunity to of the 

the process 

patient at a ward round. 

clinician may 

that will require 

required to present the 

admission done well, can serve both the purposes of 

the admission routine but go a in doing the full. work-up ward round 

1988). If admitting doctor discovers n1''''rn1'''''T'~1'' would required to take 

aepena upon the availability of a detailed history, whether or not they proceed with 

an interpreter.and the time constraints 011 the registrar. two latter components 

admission procedure can be """,·fr.,·"", •• ,; more cursorily. Tlt'i"<;:p:nT<:! an obstacle, then 

Option two: admission is done a who is on . In this option the 

admission is a routine and bureaucratic procedure all patients, but a number of linguistic 

issues pertain. There are no provisions by the hospital for interpreting after normal 

interested in other people. You get Sotho-speakers, you don't have a problem because J speak Sotho and 
[another nurse] Sotho. You get Tswana, I speak Tswana. So it is not a problem, and it is not a matter of 
having been prOVided the institution of those things, just a matter of being interested in knowing 'how do 
people in this particular area speak? ''': . 
25 Not all members of the team can admit a patient. It is hospital policy that a medical doctor admit patients as a 
physical examination if cursory) is required on admission. 
26 After 5.00pm inthe afternoon or over weekends. 
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Paradoxical 

working at all. No one I interviewed, even 

interpreters to be employed by state, raised the ne(:eSSI for interpreters to 

need for 

available 

after on weekends. 

normal 

is I believe a measure of resignation. there are no 

hours, what can there be of an interpreter 

An was gIven the routine a patient who is monosyllabic 

The need for communication directly with a patient who a language 

VVL,,",'" is even further J. "' ....... "' .. , ... the patient is accompanied by a 

see:klI1lg ... ,u.u,,,,,,,, .. v,., or tJ .............. has come to 

who will explain 

with a ,.pt" ..... '" 

Another situational "'H'lU,",.'UU m sldestc::oo communication 

is if the fJ .......... .. to be unwelL 

patient is obviously psychotic or behaviourally disturbed or 

assessment and the initiation of treatment can proceed without an 

...... u"""'.,,.u of a patient would _ .. , .. ~,,. 

.nt' ........... "'t,"' ... unless to go beyond 

own purposes. 

compliance under circumstances and 

........ uvu in each individual case. 

Management 

their 

whatever can to 

A 

an 

own 

patient is allocated to a clinician as case manager, at a ............ 1.1'" ........ mf:etllng 

where the whole team will be assembled to discuss each case. again the 

the clinician 

contingencies. 

an interpreter?' asserts itself here, with a different set of 

clinician knows advance that the 1..1"'.''''''' speaks and 

initial without an 

The answer to the question 

the.initial attempts to communicate with 

for an ni'''' ...... '·'''t .... d,eoc::n(ls on the success 

patient in English or There are 

in which 

is never ideal 

27 Similar such 
Chapter 5. 

is a desirable option. presence of a a clinical ,nT",..,r1<"lXl 

to be avoided possible. However, a staff whose 

procedures in the face of communication difficulties were described at LGH in 
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( 

7 

function it is to interpret, and training of clinician in working 

ameliorate this to a third party However, 

a person could 

a one-to-

one interview will never completely the limited of the stay in an 

ward, can at times be accomplished through a minimal of 

communication with the patient. 

The first is to monitor 

resooJtlse to l .. "" ... l\.,ULl'UU, 

patient's 

appropriate 

This involves such as 

mvesngatlOns, pjlaC~emient on the 

appropriate ward, and contact with the lJ'UJl"HL family are 

accomplished with the of team members but the case manager is 1"PC!fV,nCl 

for information on phys~caland mental to UU\.l1LJlVU of 

team members. Nursing observations also contribute to the team Ul"''''Ll'::''''''J'l'''', but nurses do 

not routinely interview IJUL ... "''':> individually. 

with admission overt psychiatric pathology will influence clinician's 

oer'cet)Uoln of need for an interpreter-mediated interview. One clinician "'L11,'UU"" these 

considerations 

" . ., another thing is a patient's objectively hallucinating and it's his first 
I kind of know he 's p,~ychotic objectively hallucinating. I don't rush 

to get an interpreter ... , I of know and then I'll the after a 
days whereas .... I think its to know what he's hallucinating but if he's 

uncooperative and hallucinating aggressive I don't rush it. " (Interviewee 

considerations are 

... 1"P'...,.."",,1",'" The clinician's 

111 choosing to interview with or without an 

has an impact. 

"[A with an the thing I like to do on a 
quiet morning when got to sit with an interpreter and go on and on. 
Its a very difficult thing to when one is rushed and has got a million and 
one things to do then I.feell a " (Interviewee 5) 

This statement 1''f\T'' ",,,,,,,. many situational considerations that inform an 

interpreter. is a sense of the interpreter-mediated interview as being a luxury, even for 

clinician. Constraints on·the amount of time ........... n .. to be spent on 

are a serious factor. must indications sOf:namg more time 

than is indicated for while considerations, is 

a sense of discomfort at the way in which a patient an opportunity for more 
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..... · ... "' .. 0" ..... contact with the because of 

.............. did not see a for an interpreter when was a sense that 

The same 

extent of the 

'"''''eu''"' ......... were being met: 

day when I to him but I 
would say is H:rnnl~O't>' and J understand him. I say 
home and he says wants his mother to 
and I kind of feel that not doing a to him. " (Interviewee 

clinical details of this are not known but extent of the .... 1'"."" .. the clinician in 

"" ..... uvu to language resources and the contribution this makes to uu ....... " •• the patient is 

enormous. illustrates of " ...... un, and the 

of inadequate resources in this. 

the patient and cof1~sion of the also serve to 

Another clinician that race is one a cluster of factors: 

"I am not so sure that it is the skin colour per se as the language, the 
education, offamiliarity. " 3) 

......,,, .. u .... ' ...... = expressed ..,,,, ... v,",,,, concern about care without language 

asslsumce, and the inherent consequences Although and 

resources compromise 

available are least 

patients, clinicians acknowledged, that little resources are 

Two ""U;'ll""'''"'''' expressed it in to trickle down to 

way: 

"Those or Afrikaans-speaking, you can 
at least understand 's on or can to 
coping with their voices. But }jlith a Xhosa patient it is not possible. We 
up saying: 'Well, this person is still psychotic. Not much more we can 
home and into a clinic '. " (Interviewee 1) 

'interview. Are you hearing voices? 
to smoke dagga28 anymore? No. Alright. 

but I think is a certain 

In order to .... ...." ... .,J.''-'. a patient from a ... HJ","' .... an assessment "'''''!JUl.) or 

improvement to be made. The not being to assess the patient SalJSIaCl:on 

will militate ... "' ....... .., the patient's access to less restrictive contexts and patient 

group is behaviourally disturbed. Confinement with a of psychotic and potentially 

28 South African term for cannabis; 
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dangerous fellow patIents may' an exl:rernel distressing 

introduces access to full services for speakers African languages. 

It was shown through first questionnaire that patients, who do 

not English or l .... "'ULl,'"'. very wards and 

This exten<lS to the limited range community resources that are available as (see also 

Swartz, 1991 a, 1992a). 

It should be noted that not all patients are 111 '-'lQ.UUU to the use an .nt, ......... ""t, ..... 

in interviews. reported that UULl'-'UL,", may choose not to have the interpreter 

enough. 

also to 

lU.;)UlL ....... at the implication by the clinician their English is not good 

the patient's at the language power may play a role. It is 

a psychiatric context that nature of a would 

in relation to Thus, interviewees to paranoid 

patients being an may be in cahoots with a persecuting family. 

Hl;:,UUl ...... ;:, of this were also identified the review patient folders such patients refused 

an A third reason for patIents to refuse the assistance an ... t"', ....... ·"'t~, ... was to 

avoid the ,nt,,,,,.t;,,,.,,,.,,,,,, of a third relationship to the clinician. 

of lJaLl'-'llL;:O an The questionnaire 

Ul'l' ... U,:>;:O ... ·U here and interviews other U'-'l.CIlli> did not impression as a 

occurrence. 

Full work up 

Most new casesare seen at a ward round, as described previously. important 

an to hospital fulfils a number of functions, In the situation of a patient presenting 

time, it may the only that a history is taken, U"',"H'_U 

information obtained possible, with ultimate intention at a 

UU'~lJ'U;:O.l;:' and treatment plan. Ward round presentations also serve an important 

teaching function, for of psychology 

It serves as an opportunity the to function 

and for consultant psychiatrist and other the team to scrutinise one another's 

29 As staff numbers fall, particularly nursing staff, in the cun'ent economic climate, there have been increasingly 
vocal calls of alarm from concerned hospital staff at the risks to in closed admission wards. There is a 
disturbingly high incidence of rape and physical violence. 
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work. such is considerable ..... "'''''''' on the 

assessment of a patient they can under circumstances. assessment a Xhosa-

speaker a role to play It IS common patients who were not previously 

interviewed an interpreter to interviewed for purposes of the ward round 

an interpreter' s ai:),Hi:)I.a.u ..... ~. rarleU[S who may some LJUI5""'H and Afrikaans be seen 

without an interpreter untiL basic information has been gleaned. more subtle clarifications 

help of an may enlisted. Two the responses to question in interviews 

of when '"'u, ..... "' ..... , • .., decide to use an 1-", ......... ",.1-", .. addressed issue. 

base it on the n,uu,n of i'1formation that one needs ... to do an 
assessment. ... a that f'm missing something. "" (Interviewee 5) 

"[When} there is an uncertainty of the psychopathology. " (Interviewee 8) 

The same reasoning applied to questions of subtle evidence psychopathology thought 

disorder) is applied to questions regarding the role cultural beliefs practices in the 

and of interpreter may not seen to 

but is an mt(;:rp:ret~ltloin the of culture is 

required: 

" ... debates do develop about the cultural context and to what extent we might 
be misinterpreting. And it not anything overtly to do with linguistic 
issues to do with trans-cultural issues. " 4) 

Thus, an interpreter may be needed in a ~U'''''''Ll'''L''' the assessment thought 

disturbance and cultural order to make a '-U~./SAJ'V".'''' more 

engagements. Even so, an interviewee concern about nature of the a.:>.:, .... ".'U.''"'UL 

preceding the round the ward round assessment 

think is some kind of we are employing some kind of reductionistic 
model to patients. rely on and we are able to 
extract the signs, signs, we are not able to see the as a 
whole the the patient's context f think. " (Interviewee 

30 The term "phenomenology" is used here to refer to the clinical signs of psychiatric disturbance. This is a 
modification of the original meaning of the tenn as coined by which was to document the 
experiences in their own words. The contemporary use of the term is to denote a classification and 
objectification of experience (Barrett. 1996). The ofslippage between the patient's and the 
objectification of this in discourse may be increased for a Xhosa-speaker in the absence of access to 
the own 
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limitations beyond to the the ward 

round. Often monitoring of . response to medication and symptom reduction can be 

conducted through observation cursory access to patient's internal Re-

admissions are seldom at ward rounds, unless a complication develops or a re-

evaluation is indicated. Recognition need for re-evaluation depends on the individual 

ro.><.CUII_ ,."n·""',,,, a:sse:SSIIlents of Xhosa-

speakers 

concerns the consultant psychiatrist. 

likelihood of the recognition of the need a re-evaluation smaller. The 

review of hospital folders 

sporadically throughout 

a interpreters were 

patient's contact with the when the management the 

case Routine management did not as frequently require of 

an int.p1"T'\ .... t.P .. This is ... ,",."."' .... with the argument that as a scarce resource, 

interpreting would be sparingly, a strong indication would when the uu\-"."" IS 

ward round interviews are and toremost about the biomedical tasks at hand -

diagnosis and teaching. round interviews not intended to serve as th"."..,."Al1ih 

nor can they. The not to have an 

at a ward round is driven by the tasks psychiatric hospital 

production. is no less case the information gathering of clerking. 

difference lies in greater power wielded by consultant psychiatrist and increased 

probability an interpreter being This is not to belittle enthusiasm and 

COltleS:lVf:ness of a team that to they can muster. It 

is also not to benefit to it is to draw to the 

that no matter how well this task is accomplished, it can not serve as a substitute language 

resources are unavailable for a wider range interventions and patient 

except 

emphasis is even more squarely on clinician self-presentation and the m(llnl:en:anc:e of 

teaching settings for have much common with ward 

a a case 

to their under guidance a member of teaching 

the fragmented and superficial access to !:he patient's internal world and 

context would be a source of embarrassment and potential criticism in a case 

Clinicians can respond these pressures by this aspect of their. 

work: 
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" .. . so when you going to look for the ideal you just that you cannot 
present an African patient because information is lacking. " (Interviewee 2) 

This self-censorship not only censors the work censors particular 

patients' and personal narratives. These narratives are reproduced as lying on the 

""'g, .... "' •• ".., psychiatry. 

Discharge 

of an admission a new set of prclcncru "'VJ,nllLI'.",U"'L'-''' nrl"'<;lPl"1t themselves to 

clinical It is necessary to move beyond 

a discharge. There were 

u ... t''''rn, .. pt~'r was enlisted 

""'T'''"'',,,",,, identified through 

Pla(~emtent of 

On this was because family required interpreting in 

in on-going management Again, the superficiality could 

of an 

absence an integrated language resource was lamented clinicians. One pVlr'\rp<;lt!p·rl the 

concern in 

"But I it means to families a meaningful way, we 
don't. Its pointless me saying to the family... 'Mama, make sure 
person takes pills .... ' I mean it's a waste time unless the person 
can be spoken to and they can given a number to contact. " (Interviewee 1) 

at a patient . hospital is <>nr,1"h,,,1' opportunity for clinical work, 

divorced social reality, to confronted with this p,g."u," communication, 

oriented 1"""1!"'~'rI AVLJW""" ...... ';u nlaI:lageII1lent, once again serves to collude in the avoidance of 

de:spe:ra1:e social circumstances for many patients, discharged into a community without 

frustrates 

reality 

hospital. 

shelter. the same institutionalised communication 

intentions those "' ..... .LA ... ' ...... .., who do to assist oatlents in dealing with 

COltltrC)nt on what is sometimes, the relative sanctuary of the 

THE CONTESTED STATUS OF 'THE PATIENT WHO REQUIRES INTERPRETING' 

"Power is not expressed and reproduced through . rather, 
there is a complex and dynamic process ideological struggle which 
difftrent competing groups to and influence the way in 

social reality is constructed" & 1997, p 1 
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I have argued that situational and onlctllcai requirements a functional clinical 

competence are decisive in the use of an ... i-" ...... ' .... i-.,,1" with given patient. such status 

of 'the oatlent who IS of an institutional construct. However, 

preceding u"'.,~vu has on the role the individual clinician in manufacture of 

this institutionally constructed Other U<"'UUJ"" of psychiatric team are course 

involved in of()cess as well. 

Occupational therapists for may not the for a group that 

on practical or handwork. of the patient relevant 

the of with patients is in the context a support 

or role-play group. 1?,sychologists avoid the of m 

psychometric ..... ""uu.~ procedures using 'non-verbal' 

An additional aspect the uncertainty over amongst patients interpreting 

does not, was th .. ,,,,u:,... into by keeping ""au".,."",," on a of which oatients 

the wards required interpreting. I was surprised at how nurses were not able 

.. to provide this information. It soon became clear that English and AIlrlkllan.s-spe'iklllg 

nurses were least "'VJlUi',","'ilt about iU"'I!"'~UUjll;,:. irlteI'Or<~tirlg .. "'f':"' .... ,.,.l to 

Xhosa-speaking nurse on ward It because and 

Afrikaans-speakers were not approached 

always know which patients required 

clinicians to provide nte:mr<~tmg. they did not 

able to communicate 

While some Xhosa-speaking patients 

with a non-Xhosa-speaking nurse at 

was required by the nursing UUL1\;;;). this was not an \;'U' __ "'t,IVlJ. of 

have 

level 

interpreting to It the issues in Chapter 5 and Chapter 6 

regarding the 'division of labour' between psychiatric nurses was 

highlighted once again by "'';)'''J.U~ this question. As was discussed in ,-"uaUL\;;l 

that non-Xhosa-speaking colleagues were too quick to u,,,,,",.Lu,,,, that a 

to meet the patient's patient required interpreting, as it relieved 

Xhosa-speaking nurses were """''','''1'''> more accurate who interpreting, but 

even this was not foolproof. New l-"Ul .... UL;:) U<J.lJ. .... Ul;:) who were interviewed exclusively 

Matrices Test is an example of a widely used test for black and 
lKal'lns·'speaKlll1g patients would be tested through more tests that assess a wider range 
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Paradoxical 

through interpreters were not necessarily known to the .tUJlV"';"-"IJ'VGlIA.l!Al=, 

staff as who interpreting. all their own communication with the p ........... u.. 

was conducted Xhosa, the nurses know who could not speak: enough 

Afrikaans for communication other staff. 

an examination. of situated ..... ".vu., ... practice this 

the views of nurses doctors as to who requires and amongst 

different clinicians, were made visible; has observed elsewhere 1988) 

"'LL.'L .... L .. nu. of in clinical notes is invariably implicit way in which a clinician 

can criticise a not using an interpreter with a particular patient is by HULn.U'"5 

overt ret,erelnce own notes. In folder notes were 

numerous of occupational'!"h"''''''''''' drew attention to the 

interpreting (see example above). Occasionally .... v •• " .. >J," would 

that drew to need for 

commentary on previous absence of the use of an interpreter. 

served as an implicit 

failure of a clinician to 

use an interpreter in some cases could be seen as expedient by another clinician at a later 

. and exposed as an overt and example. use or not an 

interpreter can an arena which inter disputes are 

out. 

the in which the of interpreting had become currency in 

disputes between hospital management and other This aspect could also 

Q.lS~:enlea at VBH will on only ........ ,.TlU here. In the around the 

hospital required interpreters, a cash-strapped administration pVl.,rp,,<~p( view that clinical 

staff were _a'4BE,""L~"U"B 

clinical had coped 

need 

so 

interpreters. 

years without 

administrator was of the opinion that 

nterpr,ete:rs that was of 

more recent chorus appeals for ntp ......... ptpr~ 8 a more detailed ... "'''' .... ,'',,.1.,"' .... 

notion that patient who 

to by illustrations of the 

prc.re~;SlCms, native '-"b-'~b-

is an institutional construct, is attested 

which it is contested institutional 

and political The question of 'for what 

at a U"".UV',,",L of institutional levels, exl:endmlg far beyond the confines 

the clinical interview. Mumby Clair (1997) that "even most apparently 

natural characteristic one's race - is subject to social construction through discourse. 
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Racial identity is not fixed, but is constructed through complex set of ~-O-'--'; 

position of us (p. 187). Any attempt to ""u}', ... }','" the for 

clinical settings, must grapple with the complex and .Ull ... UJ'/S construction of 

this entity the situated and "''"'''LV ....... L"' ...... ~ .. v., of institutional practice. 

CONCLUSION 

This chapter has attempted to that the of in clinical 

as relevant or irrelevant by a complex set of institutional conditions 

eX(~mlD11l1eS in a more detailed clinical .. "''''Art1.;! 

paradoxes in the recognition of 

challenge of providing m(!ntal . 

language the 

a multi-lingual 

or not depending on the institut!onal VV.1UU./S ..... .1 ..... "" 

.lUv'"UL", that upon practice public psychiatry in 

paradoxically visible invisible. 

The 

context multi-

monolingual Xhosa-lingual ism have 

spt:aK:mg patient seen to rpi"llln'p Iflternretlllll!. and at times not. 

use of an clear or under institutional 

circumstances. The opinions and perceptions held by 'n't,"' ..... i.·"''t'" .. ''' about patients are at times 

clear, at others not. The fact a patient may have spoken in a English 

or a clinical context may obscured or emphasised. Thus, 

rep'resentmg both a of discourse may hidden or 

institutional contingencies that in this particular psychiatric context been 

starting at micro-level, interms of the minutiae of clinical entries patient 

folders daily of clinical practice in institution. There is a tradition 

the of psychiatry to minutiae clinical work accuracy 

and and to psychiatric practice This .... 1J~J.1V, .. "'u. 

inevitably uses the notion of a pristine psychiatric praxis as a benchmark for comparison. 

Such an approach the of psychiatric in public institutions, 

"the action" (Gordon, 1988 Rhodes, 1 p. 1 more mundane 

clinical reality, clinical competence is measured demonstrated through a range 'skills' , 

not all which are in textbooks, that ., .. ", ..... ..., the clinician a particular context. 
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clinical ideal may in contribute to on 

part of clinicians was illustrated in ."' ..... u" ... to teaching contexts within institution. 

Critiques as to the accuracy clinical work thus run the risk of being 'irrelevant' to a 

localised But more than they may serve to the regarding 

implication of psychiatry the reproduction of discourses ideologies. simple 

focus on clinical competence 

COlnp(~tellce of this ~ .. "''''u''''-'. 

practice may reproduce the the 

It is this reason I "'ff'''' ..... ·n"!''''ri to introduce to the the societal discourses 

that are rerlrOj[lU{~ea the u;.u •. 1<. ... ,:l1<.'"' issue. I' have argued that the 

aos:enc~e of uu.'C;UAJu. .. O ...... communication with ~a,,,,",,,,,,,,. the 

......... ,., ... " .. "."..." the .............. ,El"' ... "', ... strategies, construct 

patients in terms that reproduce discourses race are 

These ",,,,rfn practices can be seen to enormous social relevance, both inside 

outside hospital itself. clinician gave voice to concerns about his own 

"Because we continued violating patients because they are 
marginalised people. I think if you are treating a psychiatric patient with 
whom you cannot communicate you are violating them in a way. You Dust] 

lJt:(;'lJ£t: don't know what's on. 11 (Interviewee 1) 

The use of an interpreter the possibility of the violation described so 

succinctly above. And yet the analysis presented suggests that the use of an interpreter 

may serve to obscure or invisible the distorted and 

COltltam.rneIlt "~'T"""'''''''''' to above is a euphemism confinement 

a ........ u",., of what can in institutional spaces. The use of nt""n'\·,.pt,,,,,,,, may 

thus facilitate more subtle forms of "' .......... ,,'" and discipline, enhancing power 

particular """"uv •• '" of power 

n.nJp.u.~ .. an analysis the relations of power psychiatric m.stltllt1()!1S in Foucauldian terms 

requires a more subtle treatment. This chapter with a quote from .c-..u.au .. Phillips 

attention to a 

32 See Butchart (1996) for an 
effects. 

of invisibility in cenlSOl'Shl 

of the medical examination of miners in South Africa produc:lng similar 
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Chapter 7 

analysis of clinical records and research interviews has been on the types of biomedical 

discourses that are prioritised in institutional settings, but 1 have also sought to illuminate the 

silences and elisions in these discourses. My emphasis was thus on the power of biomedicine 

in inciting particular discourses while silencing others. It was shown that even within the 

professions that constitute psychiatric teams, there are muted conflicts and struggles that 

manifest themselves around the issue of language. What has been largely inferred because of 

the efficiency of the censorship through language has been the subaltern voices of patients. 

This risks the construction of an account of the role of language that reproduces a simplistic 

notion of power as mono-directional (Foucault, 1980; Krips, 1990; Rhodes, 1993b). It 

neglects the possibility that patients too can censor the constructions of identity that are 

possible within institutional s2aces. It neglects to consider the capillaries of power exercised 

through resistance that allow patients a degree of control over the narratives that can come 

into being and that this self-censorship can also be rendered invisible. Language is an 

important site at which this power is exercised. It is to the question of the institutional 

construction of identities that I tum in the follow chapter. 
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Chapter 8 

NEGOTIATING IDENTITY IN INSTITUTIONAL SETTINGS: 

THE ROLE OF LANGUAGE 

"Language can be used to reveal certain identities, and to mask others. " 

.I.V.I."",\.VUL (1998, p. 247) 

Introduction 

In the preceding chapter I ... W .. ""'AU' ......... the impact of diversity on clinical work a 

hospital Much of impact was seen to by institutional or 

context. 

. professional in such 

chapter I will consider question of - that the institution - but 

complex set 

In this 

the multiple 

negotiated identities of the who work in institutions the patients are treated 

In I will the of the Xhosa-speaking nurse as 

negotiation identity are through role of interpreter culture 

broker. I will turn to a of position of the Xhosa-speaking patient in a 

South African institution. The position the nurse vis-a.-vis Xhosa-speaking patient, and 

the patient vis-a.-vis the psychiatric service, will shown to have 

resc;:arC:her on the part 

mirrored in the 

research relation to 

interviewees and the institutions themselves L¥.'-"'"''''' new 

South Africa. of how clinicians identity were also mirrored 

orOicess. This is explored relation to the tensions in writing about South 

Africa the of a text use both analysis 

ethnography. 
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BROKERAGE, LOYALTY AND BETRAYAL 

on the at I conducted a pilot a Xhosa-

speaking nurse and explored experiences in role as an interpreter over a number of 

fascinating portrait the tensions and pressures involved interpreting in psychiatric 

contexts emerged. Aspects these tensions constellated the culture broker idea. It 

was clear that brokerage nurses involved HU'LHU.!';llll!'; 

identity on behalf of patients, but also 

the control patients sought to "'A"'L"'L'l'" 

This 

to do with race 

involved playing a role 

self-presentation to doctors. The 

transparency of str~lteli[leS by 1-/< .... "'1.1 .. '" often because were 

explicit, pr<::se1oteCl dilemmas ....... F, ....... U.H.j::; betrayal was not a question 

loyalty to a particular patient, but loyalty to traditions in common with patient. 
, 

iiI must admit I do not a/ways feel to people when 
they ask me about such things. As a person who has 
reared in this background of people having ukuthwasa, having to undergo 
certain training to become a sangoma, I have been orientated to understand 
that white people or western is not to be involved in 
this. So I a/ways feel, if I have to interpret for patients or these 
doctors or these white people, must interpret for them exactly what that person 
was You know, somehow I always feel that betraying that ... n ..... ", ... 

because I know exactly she is saying this because I'm asking 

nnl·,pnH! will you I don't you about 
run'rfu,,'o this is our ... " words he's going to use. before you 

move from that, need to reassure the person it's not a matter of you 
~=::.....!.!:l:::L-~~ to these for any reason. You only want to help " 

This is a profoundly eloquent expression the complexities South African 

institutional contexts. Interpreting is not simply about conveying and meanings, but 

about This is captured phrase "saying her over" summarising, in a 

poetic the betrayal that may in what is the . "1L1l<C1I1 

talk. 

to do with advocacy and loyalties to IJ(ULI;<HLCl been highlighted in the local 

international on interpreting (Kaufert 1984; 1985) I 

exploring these through interviews with nurse-interpreters. issue of 

Y"LUUJ. betrayal as a corollary to loyalty an aClCLltlcmal depth nuance 
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local contexts. My subsequent interviews at LGH attempted a limited way to 

up 

clarifying 

Issues LGH met with 'AU, • ..,.... success in 

of betrayal the complex '"'u,"""",. that must be by nurses 

acting as interpreters. The following extract from a res:ecurch illustrates 

'-"'...,,, ...... "'u' .... · Do the patients ever you not to that [ukuthwasa, 
amafufunyane}? the ever ask you 'why are you telling them? '. 
Nurse: No, 1 have never met such a situation. 

"p<=I'rl'hif>1"' So you never felt divided your 
No. time there was a who had those on her 

neck, feet and hands'. 1 just explained to the social worker, the social 
worker was the one who was interviewing, about her cultural aspects. 
about how committed she is to that particular [sangoma}. the 
patient couldn't that, she was afraid to present the secrets 
and whatever to another person who belongs to another culture. So 1 had to 
present it quite fairly. 

But you it was a the patient? 
Nurse: There are some that are secret. Like going to this school. The 
blacks are ones who go there for circumcision and all sorts of things. 

But you were giving that secret away to the social worker. 
No, that is not type a situation that 1 was presenting. 1 was 

presenting this profession, the and all sorts of things. 
Ja, 1 just to her what is happening down there. this school of, 
the blacks' winter and the 
secret, they [the participants 

school. 
knew that it had something to with patient's 

mental state? 
Nurse: I'll have... sorry? for clarification] 
Researcher: lfyou it had something to with their illness? 

With her illness. And /, 1 will oblige to divulge information? 1 
won't, 1 must the secrecy of the patient, and at the same 
meet her needs so that can become mentally healthy. 
[Silence] 
Researcher: Are there any other cultural issues that you think are complicated 
or problematic for psychiatry? . 

[Long .;)U\,U"-" ..... 

In the initial part of the extract nurse-interpreter describes how she was aware of the 

patient's hesitancy to divulge certain information to do with her initiation as a ",WI.,,,,,,,,,,,,. 

However, nurse comfortable with her own 

IJU',-,U,LLVL.'i:) to the worker. of ukuthwasa and some of 

1 Thin ropes worn around the wrist, ankles and neck are indications 
ukuthwasa. 

1 

or 

ritual 

undergone 

cultural 

of 
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illness and meaning are now well within of psychiatry and psychology as 

taught at there are a sense, precedents for explaining ukuthwasa to an 

outsider. the same degree "'''' ..... v ... to over-ride injunctions regarding the 

of other cultural and reticence manifested m 

within the context a research with a colleague, 

research 

issue of 

access to cel1:am types cultural ULA.VU,,,,,,,L'VU must be negotiated (c:f. 

this IU31.a.ll\.1,;; there was a limit to I was allowed. This the 

L,-,11,,-'U11;:> in a clinical interview, spite absence a patient. What is being here 

is a group and who may have access to the of 

more important than information about illustration 

of the strategies that can be to a position without face, 

offending creating a potentially embarrassing incident. The power of the' 

claim "/ don 't even know" the accompanying of is instructive. It is 

said silence volumes'. However, in clinical contexts can more be 

inscrutable, and a powerful against while not wanting to earn the 

disaPlJrova] of a powerful so as strategies m these 

. tensions, and not to know function as forms censorship that 

themselves invisible. 

proved to be less overtly U.'-'H1,","", in area of hidden 

cultural mtluenc(~s in ~".~.~,nl interviews. have had something to with the HUi"''''''' 

familiarity with me focused ethnographic 

The interviews at hospital also reflected a shift concern to go beyond merely 

as interpreters. Following the 

...,f>.L''-'UU the inquiry into explicitly lUI;;,ULll) 

documenting sources of for 

experience of the 

. sources. nattents in a western This 

it easier they were aware of an 

"''''1>''''1'''''.1''''''' of hospital admission AnOSl:l-St)eaKer's, through distancing it 

from their own personal sense of \"UJ:ULI\"L. 

2 See Ruby (1997) for an explor~tion ofthis issue in satisfaction studies with AIDS and HIV positive 
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Inquiring about sources of alienation bore some fruit. One example referred to 

the of regard hospital for social stratification (the problem 

"'LA''' ........ ''''''L.''''' ..... men having to their social 

There was also to dress men women that are violated 

by norms of dress the hospitaL Nurses eX1Jresse~d a dual concern about the UUI-ILL .... "' •• VLJ,,, 

customs in psychiatric One, that behaviour that social 

norms Xhosa culture could be interpreted """"",1"-""", in a psychiatric context, and 

thereby prejudice patient in the evaluation by staff. Two, through not being able 

to the patients may be retarded in their improvement or 

even It IS not intention to develop a list of cultural factors m 

psychiatric settings that the Cape. This is too a 

worthy of a study in itself, and would me from my primary concern 

However, there are two aspects of that I wish to expand upon.· The touches on 

dynamics of such questions, and the second on such 

institutions. 

of eliciting "'''''I.I'''''''1a.',,1. models and strategies by l\.liemmalll 

(1980) for doing are ap):,oslte here. While explanatory model concept psychiatric 

interviews is certainly under-utilised, this should not be to mean that no is 

by clinicians to understand what cultural factors may contribute to what· troubles· patients . 

..... n •• u"" are also not always about bringing complaints to the attention of case 

manager or the consultant psychiatrist. Explanatory that differ what a 

the be in, not ne(~es~;ari be 'U"'llll ..... tpp ... ""rI 

The research interview illustrates an of a . question cultural 

alienation in hospitals and a limited answer. limits to the depth ethnography, 

the period of and trust use to which the 

information will be have constrained access to information. of 

limits here and most certainly indicate there is much more to be 

resistance evidenced to the smooth and discussion such is illuminating 

of conflicts, tensions, and· how carefully negotiated the access to questions to 
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. to do with alienation a western psychiatric hospital how 

.,.i-h~f'tc Mlos:a-SlpealKlIlg patients. Possible explanations were by one of the 

It's a lot of us and there are of things involved. That 
needs to be given to other people who are working who 't know our 
culture. Like an old woman outside in community is not to be 
seen without something on her But they don't believe in that. 

those are the very difficult issues that put the patients down because to 
seen by people from outside with their head without the hat would 
her more worried and more 
Researcher: And they don't allow people to wear dresses 

No they [the staff] are concerned about the grooming part of it. 
Theydon 't care about that as as the head is covered. . 

Muslim women3
, are they not to wear their doek [head 

Nurse: They do, they do. we were not taught right from the beginning 
to speak up for ourselves. Because the nurses SC(V I must my head like 
that, comb it. She cannot say, no, I'm not allowed to do that. They believe 
that I'm in a hospital, I must obey, 

first the nurse attributes the absence headgear on patients in hospital to 

coloureds". by regulations, contrasts belief with 

. When I out to that the Muslim women are expected to cover their In 

public, but perhaps for different reasons, and this is not prohibited an 

additional issue emerges. The nurse draws on the attitude conformity and compliance, 

1-''''''J.1''''I'';:) to authority of nurses, also to the norms of what is a 

foreign institution, or a 'white' hospital. The nurse to "the >''''''LIlI>< that 

they do not same obstacles. is a sense of the most marginalised 

in the institution. 

investigating construction psychiatric knowledge 

practice South until ,.."',.."' .... 1'1" focused on 

institutional 

~<UUUJl~ alienation and 

racism in psychiatric ""'LUUl"-" The tac'tors that contribute to and oppression, 

l.UI 'UIJ.~'" the of sovereign or through of discipline that maintain a 

hegemonic control (Foucault, 1980) 

social order. As (1996a) 

been viewed in terms 

demonstrated, a racist 

an apartheid or colonial 

of mental health care 

and with the U""'J"-"""'" of role of communication in providing that care, there was a sense in 

3 Muslims in the Western Cape are by coloured and Afrikaans or Emtllstl-sneakine:. 
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which patients were profoundly unknown to most commonly 

for a black during period of Swartz's (l996a) study 

"unknown" (p. 1 contexts personal msrorles were often 

records and invariably even 

forms. However, what 

patient was ornme~a from the certification 

of .. ",,,,,,,,1"<." 

require examination now that a new social order is possible, are 

hegemonic dominance that and new shapes in 

institutional ", ... t,t.,..I"."" 

IDENTITY AND INSTITUTIONAL SURVEILLANCE 

of criticisms of South African ". v.,.,-..., 

much of the international literature, is that it is Drt:-Oi:CUlDH~a 

psychiatric rp"p~1'(' indeed 

..... u<.U phenomena 

(Littlewood & J..J.I-'.,"' .... ,l"."'. 1985); exploration identity context is at of 

reprocLucmg reified notions identity defined terms of 'otherness' cultural 

The discussion above indicates that there are aspects of are 

informed by a sense of dominant culture of psychiatric As 

was in Chapter this is 

. dominated by western norms. However, 

of psychiatric hospitals is so 

alienation in a South African PS'l'CIlLalIlC 

institution can be to a subset patienthood all psychiatric institutions any 

""""",1"'<1 (Barrett, 1996; Goffman, 1968). There are a number areas oflife the clinical 

in psychiatry seeks to pelletr,ate, but act of perletratlCm resistance of the ' 

Psychiatric institutions represent dominarIt norms a <"'V"AT"U and at 

even when practitioners not 

themselves support 

in enforcing 

norms. believe, accurately 

or inaccurately, will result sanction, whether moral or legal, are obscured and, hidden in 

what is to a "' .... J ..... "",eu encounter. is no case for L ".u",...,,,,,. patients is not 

merely confined to stereotypical ideas about essence 'African culture'. The 

nurse above in "'.LY'''''U to her lee:l1n,Q betrayal when talking religious beliefs 

a further example of mediating the patient's 

hospital corlte:li:t: 

regarding exposure to 

" ... most the patients will actually tell you that do smoke 
although some of them will still be scared white man, thinking that 
maybe he's going to send the police... thing some patients who talk to 
you 'No, I smoke but 't tell him '. I mean sometimes you 
are so aware of what patient if now you have to to the 

in a 
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to the 
guilty because the 

what that patient you felt okay that you were 
trusted you that you were not going to teW. " 

Not all I-I"''''''''U,'"" is unambiguously for 1-1""''''''.'''' in a psychiatric hospital. more the 

to scrutiny and 

nelmrlg voices, a clinician is very likely to the patient's 

a patient talks 

hospital. If a 

patient with the that should stay in hospital 

this to their case UJ.Q.u"'~<,,",L, they may betray themselves further. 

case 1","."a,5"" may the as lacking thereby 

longer, they say 

a 

a stronger case for 

an extended admission. Being 'known' is not Ilt:l;t::S::;,d[ Wlambiguous benefit to 

subjects of psychiatric Patients wish to access the U;:),)1""''''''U''''' the but 

"''''''','''.::>.::> must ""uuu,,!> betrayal ofvH";),,H on multiple levels. Similarly, 

families) may wish to benefit aspects of psychiatric 

treatment, whether medication or social nterve:ntlon. ,However, may 

psychiatry, to do with various forms regulation, surveillance 

which are may 

colonising uu"U.'''J.!'''''', 

nurse is both an ally and potential 

seek to benefit from power of psychiatry, 

negotiation by a All,V::Ji<l-::JiIJI;;<1l\.llJl~ 1Ji:1LlI;;JlH the 

the <;;;h"',llaJll~" across ethnic, class and 

social .u",uu •• ",,, are substantial. The particular 

1-1 ..... "'''' • ." of are what "',,+,O ...... , ... ""+"" ... n 

hold within 

socio-political 

differentiate ... ""'"[",,,><,'" a '::>V,",LV-'vUJL.lU"'l aspect to 

must 

tension and a ' 

although both are inter-related. I will turn to the socio-political 

aspect, in this ,.."'O'<l .. rI is the ret,erence In above to a 

police that the nurse must provide. It is important to situate this in 

context South 

BEING BLACK 'KNOWN' TO A SOUTH INSTITUTION 

of is to lJaLJl<;;;lU to reveal himself' (Rhodes, 1993a, p. The 

potentially profound "'VT'''' .... ''''' of known in a therapeutic encoWlter begins 

in institutional with having name 

and address down. apparently "H"'1-I1"" starting point can prove to a source of 

4 It is to possess or use cannabis in South Africa. There has been a vocal lobby within a section of the 
mental health community to have cannabis decriminalised. There are rural areas of the country that produce 
cannabis and depend on it as a of 'cash crop'. 
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some familiarity with 

patient. .. UA·." ... ' ....... ·"'t'''' ...... 'U.I.·16 clinicians will familiar 

I-'~"'''''' folder and not knowing of the names on the cover is 

name or surname. I reviewed VBH patient LV.I.""""'" purposes of research in 

1994 and 1 there were a number not be of the 

name provided by clinician on the questionnaire dOt:urnelltulg 

lack of basic familiarity with .L~L'J"''''. instance, results in not 

sounds various sounds that make up phonology not lend 

Anglicisation. It is a common African ","V'''P1''1''''''''"," some 

speakers and African languages when it comes to 

and reDleaIillll 

stumbles over the 

names .. Typically, the J..JHi5U"'U 

African name, making a U,"",lUU''''.I. 

something quite rhttpT',pnt at each attempe. This was something 

at it and 

occurred ward 

round interviews as interviewers attempted to .., ............ names correctly in the course 

made to person's name """T.,.".,r.1"I IS ill an indication 

changes the broader society around at the use the local context, names. 

it was how ""'lU.Vj,H the .., ............ ..., involved or the other L'>.H·U""" staff l"'IT'P'CP1"1t 

would correct a mispronounced name. 

difficulty working in what is a to English Afrikaans-speakers 

presented problems .in the department6 of VBH. A detailed examination of the 

registry was not undertaken, but a member of that rI",r,,,,rt·n'\ described a strategy 

"naming" Oal[leIlIS. it was not to find out the name patient, ac(:orOlI1lll to 

packet of !larett~!s the pu, .• ",.u So would with 

"Gunston" and "Chesterfield"7 to identify .., ... ",'"'''' . ...,. VBH spoke not 

knowing at times the exact home' <> .. £1'1"""'"'' of a This was quoted by the clinicians to 

......... " .... ," how at the most by communication 

It would a mistake to assume that ..., .. " ............... , or for that matter ward clerks 

and staff who attempt to "'''''''.n",rI name of the patlent:s, had no effort to 

5 from the time of the missionaries it has been a common in South Africa for Africans to 
take (or be given) a Christian name. This avoided the difficulties for non-African speakers 
and names that were foreign to them. 
6 Where records are 
7 Brand names 
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out In au. •• uu.va, there may a number psychiatric reasons not 

able to elicit a name and address from a on admission. The 

consciousness of the paranoia, .cognitive impairment through intoxication or other 

reason,s, would all possible explanations. However, a socio-political dimension to this 

was through a patient who was attempting to be the opposite of invisible in the 

. system .. 

During the period of 

hospital by the 

collection at VBH there was a patient who been sent to the 

and Reconciliation vV.llll.Ul.;).;)lVU (TRC). had killed 

when his burnt down the mid-1980's that they been murdered 

for political reasons. He wan~ed 

Commission. hospital team 

to be responsible brought 

been some difficulty at 

the 

at a 

UQ ...... d.U was interviewed at a team me:etlnQ . In an interview in which a 

nurse ';'''''''\1'''/'1 as ... +" ...... '""'+,~ .. the patient was insistent that he should 

(in the words of nurse It _ .. ~.~~ .... ,_ that 

'-'lil.ll'-'.lau to be 

un(ler~;to()d the 

process providing his personal 

a statement in a legal matter. He hospital records LoUlllLaHll;;U 

story and that this would his case the arrest the perpetrators9
• When 

was declined, the patient argued that TRC could give the authority the 

his and the could 

request 

to 

as a 

microcosm of what is ,",u''''""",,,,, what perceived to the same. 

There is a sense amongst the disempowered 

Africa the government and the 

happened to people during 

Olsentrancmsed of South 

the TRC, now care about what 

There is a perception 

did not matter do matter now and are attended to by 

However, the eXlnressi,m 

is the aV'lVLL the state ...... ".,.",,, is an arm of this new 

8 The Truth and Reconciliation Commission was established under the Promotion of National Unity and 
Reconciliation Act, No. 34 of 1995. It functions primarily three committees: the Amnesty Committee; 
the Human Violations the and Rehabilitation Committee. The first two 
committees have held throughout the country on particular events during the apartheid era. 
9 Part of the TRC process for applicants involved the submission of a statement the or 

of gross human violations. These may have been taken down 
and a were further investigated. 
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would 

old 

suggests' to me 

~A"AA""~, that this is not a new 

Africa, and that whatever 

implications for patients. 

South Africa has recently emerged from 

was for black people through 

iHU .• "'''' ....... where they could legitimately 

no to bew, Migrationto 

I 

as a state organ, and, I 

"''''T''''''' is a remnant 

are also many """,,,,1','''' 

state. Freedom of movement 

they carry a 'passbook', which 

implication, where in the country they 

.... l:<.l'UHi:) in search of work or family was dealt 

to a 'homeland'. These and many 

IrMI'.um to the state a threat to life and limb. 

through imprisonment and .l.V.l. .... "''''" 1"", ... "rn'<l 

res:tm:;tl<ms on civil 

lae]ntlIlea and identifiable to 

means which to 

aJ. .... LlVt.li:) about being 

been the case for all black I-IU"''''''''''' 

and gave the apartheid 

surprising then that tJUL ...... ,ULi:) 

apartheid 

in recent 

this for multi-lingual service users. reasons to do with education, access to 

"."'U'U'uu.MW .. ' ..x..nosa-sp(~aKers and limited ,LJUJ:;U'""U Sl)eaKeJrS .. media and the effects of 

would perhaps be the most at 

institutions, as perceived by 

,''''''T'f1ITlU the historical identity mental care 

users, in the present 

There were (and process of psychiatric "U.l.u."" .. wu' .... 

suggest that a state hospital did not deal from other oppressive state mSUUlUOlns. 

Many black patients are, to hospital the South African Police (SAPS)'! 

and thus risk scrutiny Imme:m,:tte.l) are often admitted to wards .v'"', .... "''"' and 

which have h<l,.,.prl the windows of what are now the ,U'-'lULL 

admission wards at 

regular appearance 

to the maximum 

those accused 

with the 

admitted for 

10 The Pass laws were in April 1986, only to be replaced with stricter anti-squatting regulations. 
11 Aggressive and violent behaviour is a key indicator for admission to hospital of black Access to 
telephones, ambulance private transport and the cost of any other form are also factors that 
influence the mode of access to hospital care. 
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psychiatric observation. impact this would have been even more dramatic when the 

'black was on the same side 

In with hospital 

much emph~lSIS 

enormous area .. "'a"' .... in the protection 

"""",,,t'o>nt or another patient as an 

river the 

and placement of CHITEP 

issue of confidentiality. 

'-''''.:1'''-'''1-'''-'''"'-'''''5 patients' rights . 

is an 

use a 

clinical issues around 

integrity of the information that will be O<lT ..... ".,rPrl should present to the clinician the 

spectre a host ethical and medico-legal sanctions. It is 

evading these hazards could come to be seen as a of "" .. "LL...,' ..... 

clinicians face no overt of ,",u.u .. ,;:u sanction is no documented instance to my 

of a ""J""".I<1."" ever sued South ,: ..... 'v ... malpractice 

circumstances, is an indication of extent to which monolingual African language 

are OlS;enlp()Were:o in health care """,1"".,.,... 

. a clinician when an unqualified and unauthorised 

a patient must negotiate. If a palCleIlt wishes to 

be helped many levels exposure are possible when 

an interpreter who has no professional obligation to respect trust placed 

them. only is there risk of n1"p'r_1""" .. ,'I"\,.. exposure to ridicule 

within one's community of IS ""'n.v' .... must added the not ... "'.l5u ...... "' ...... 

weight of socio-political . threat in a 

simple, routine activity 

and divided society. apparently 

geller.al u."..,."'"",,U or patient to 

in 

the help 

the clinician- produces a rrlP'ra~>t' moral legal .. ,u;:)..,U1U;:)'.;:) observation and 

discipline a single stroke. discursive merger can be no more complete than when 

guard 13. 

12 A great deal of time and energy is in to resist being constructed by the 
SAPS, courts, communities and families as of control over disruptive individuals. However, 
the fact this is the case merely underscores my point regarding a general perception regarding the role of 
psychiatry in society. See Mossman (1997) for a attempt to address this in relation to the debate 
regarding homeless people in the USA. 
13 Tribe (in has drawn attention to the issue of confidentiality when working with refugees and survivors 
of torture with interpreters in Britain. The evidence heard at the TRC has graphically confirmed the role of the 
SAPS in human violations the apartheid era. The implication of psychiatric 
institutions in this has not yet been (du Toit, 
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PSYCHIATRY AND COLONISING THE MIND 

a monograph provocatively entitled ~!;!.':!::!~..!:!.L~~!!!!:.J~ Thornton (1988) traces the 

history anthropology southern While ",,,,ron,,,,.,.. a facile of the uv •• v,,- that 

anthropology in the colonial enterprise providing 'intelligence' (in 

sense of information) to rule more effectively, does acknowledge that 

ethnographies of southern were in their influence over the of 

linguistic, cultural, geographical boundaries. Of interest 

discussion is Thornton's proposition that a 

anthropology in incomparable phenomena being with 

that . making "' ..... "'" .... descriptive categories. However, he 
..... 

cultural transparent to interpretation, it ....n ... ' .... H .. ,..... them profoundly opaque, even 

This suggests a of parallels the psychiatric enterprise. 

Arguably dominant impulse in psychiatry is· towards a all-encompassing 

diagno~tic """1r",..., \=..!=~:"" 1994). research seek to validate '.UY'F."-''''''''.'''' 

categ()nt~s in a "' .......... ,-'" and (J ablensky et Sartorius, 

Jablensky, Korten 1 WHO, 1973, 1979). A ""''''''''''<>1''. 'exotic' 

cultural phenomena is subsumed within larger One of the III 

which this is is to make a content in u.."';, ...... 

phenomena, 

Swartz 

accommodating deviant content in a typology of forms. 

...... ""LLIJ"' ..... how functioned in· a particular way in South 

psychiatry. A relativistic position on aspects emotional mystifies the 

phenomena and renders them incomprehensible, while simultaneously subsuming, 

universalistic biological In way uncertainty over the 

meamng cultural phenomena is over-ridden with confident of 

biological implications, and in this biological intervention is validated. Individual 

me,arlllngs III are in the their transposition into of 

mind. 

individual level, the description states of mind is closely linked to these states 

.... u", ........ "" .... into psychiatric discourses of psychopathology. The of 

this orc~ce~;s are not ideologically neutral. Various forms of control and 

mobilised as concomitants the power description. Certain descriptions are pribritised 
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over others (McCulloch, 1 1995; S. 1996) 

in behaviour and compliance medication (Trostle, 1988) are often 

of a to his or her identity in relation to a ..... u""u".;) .. ) 

construed for in terms of the illness In what was 

Ul;:J,\.<U'::';")I;;;U above relation to being 'known' for blacks in South African institutions, it was 

shown that might be perils in being accurately. 

specific cultural beliefs similar reasons. 

reluctance to disclose culturally informed u",.."", .. ., arise for individual and group reasons. 

One critiques of "ethnic ..,,,",U>JUA approach to. multi-cultural health care has 

way in which lifestyle .... ii'''.'''' • ., are labelled actively or by I.IH'",U"LVH as socially 

morally unacceptable. In Britain eXl0resse:d m ......... , .• VLJ. to rth··COlltrc,1. child-

rearing etc. (Stubbs, 1993). this way surveillance implicit in the 

is translated into pressure on the members of particular groups to conform to 

normative forms. Local seen biomedical approach to traditional 

healing practices. are lauded being "holistic" without evidence 

vilified I-'u.u'"",u';) (Joubert, 1989). While into 

U .... ,u"' .... in terms of a value-added approach, in this at traditional U''-''UJ'F'. 

traditional healing is 

(Cavender, 1991; 

possibility of control and regulation under biomedical <'\"""1.1".",,, 

,",",U •• <4 .. & Motsei, Kottler, 1988; & Veale, 1997). 

diversity institutional are dynamics 

I-'UL1"'.Ll'-" who are treated identities be 

mobilised when institution, be suppressed or obscured. 

This take for a of social, or cultural reasons. 

(1996) has described the bewildering fluidity identities a South Africa is more 

post-coloniaL The arbitrarily assigned categories apartheid have 

way 

that previously 

fluidity 

to create an illusory coherence fail to 

quality identities is """' .... ,,,, ..... 

impaired or ... "''', ...... '''''''' ... cOlnrrlunlcatlO:n. 

it is important to that must community health interpreters 

contain and mediate this negotiation 

identity for individual and 

foreground issues 

' ..... "LV .. .:>, and it is to this that I now turn. 
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LANGUAGE, ... ....",. ...... £J AND INSTITUTIONAL IDENTITY 

Lentegeur Hospital: 

outset of research I had hoped to putting 

Il'In01H'OP Issues geIler:lil) higher on policy makers and service 

~"J'U"'.'''''''' working care system I was well aware the frustrations 

staff and patients and felt personally " .. "'.ILLU,I"' .... struggle. It was therefore 

to find on the study COIIOtllCte:o 

at met with a lTnn,1"1T""'" (Drennan, press-a). I 

was aware the paper most strongly worded statements that it 

challenging conclusions race, I naIvely assumed that it could be of to a 

hospital that r1pc;,1"IP1"l'ITpl required more substantial state support. 

referred to .,.v .. "" .... detail but 

misrepresented with to the question race 

identity the hospital was informed policy to a 'non-racial' institution, an L"',""UU. 

adopted before became macro·health policy. The to the initial 

draft felt hospital's was lost through my not adequately 

OJ • ...,'v, ... ' ... .., in the context of the care These comments were 

most particular institution are to 

deal with pressure of larger social forces paradoxes in their work. 

position of researcher commenting on practices a particular as an 

exe:mt)lar of the types of pathology however, a one 

(Rhodes, 1986). identifications on the part the researcher may 

result in over-simplification even misinterpretation. 

Part objection to inference at LGH may interpreted as could 

be seen to from coloured of discrimination National 

with groups. in a post-apartheid South Africa political issues are 

dichotomised prior to 1994. There is now, the powerful metaphor of 

the nation' , on richness in 

and .... 1'." ... "",,1' groups that up the new 

through examining the aPt)Ollltm.ent 1'", .. ", ... ""1',,, ... at This will 

the and are embedded 
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appointment an at was discussed in 5 reference was 

to the that the person was a coloured man, formerly the position of a 

guard at the spoke many languages 14. range factors must be 

COJnS10elreo when examining appointment as conclusions may fall short 

adequately contextualising. decision. The that warrants consideration is 

ethnic identity the incumbent. I am not privy to the that informed appointment 

of a coloured and I· not wish to question competence of person 

the question competence may be precisely the It is possible to 

question the use a decontextualised notion of .competence, as 1S of 

biomedicine, the absence 5}f a consideration of The of a 

coloured interpreter could be seen to entrench the hospital as a coloured one. 

does to address of alienation and 

marginalisation black patients that manifest through but are not 

to it. However, it further seems to illustrate shortcomings reifying language 

skills as a technical feature of service provision, while "'~l"'rln',n 

5 that an can used to objectives of the 

institutional management of patients is reuntorce:a through this. 

and cotnoletItlOn for scarce resources must be considered as LJH~HIU;:' 

(1997) linked of coloured 

that coloured community was preferential in areas such as welfare 

compared to black people under Nationalist government.· It was also explicit 

policy for coloured to be preference in the Western Cape. was an 

employer in the with historical loyalties to the surrounding coloured community. 

could had a bearing on the small number 1J""IAHlJ;:: nurses over the 

the to my 

Ulil,,",U;);:)llJll with union representatives at VBH, 

should created public service post that no new people 

employed to post. It was that general ''''''''''+, ...... +" should given a career path and 

14 cornpetem:e these languages was not to my'''''''''''''''''''''' assessed. 
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promotion option as This senllmlent may also had 

a bearing on decision at LGH to make an 

The Western Cape is the only one of that has a National party16 In 

local following democratic elections of 1994. IS in a large 

measure to coloured vote. "'u'-,~"'''' of this eie:ctc)ra1te IS seen as 

.... UJlVU5". the coloured population the a predominantly ANC 

and rise a coloured ethnic nationalism (Erasmus Pieterse, 1997). 

employing someone the power of multi-lingualism but the loyalties the 

'-'V'-Hi.......... group at the hospital could be seen as relevant this context. this had 

echoes among 

character the 

staff, 

"nT1nnl"\" towards being more ilAU ... ,",'". opposition to 

special arrangement having an interpreter for ;:)Q.-;:)IJ"',<U\..Ul~ patients 

Spe,aKlIlg staff at had nt ... ,..... ... ",t Afrikaans for 

clinicians who were not proficient in .. u.n"' ..... '''''''. as they that interpreter should 

provide one nurse put it: 

that of unhappiness amongst the nurses, 
know, there was, urn. must you [the interpreter J just talk in fH ".f., L<. 

can't you talk in Afrikaans? That's your job, it's inyour job description 
to interpret so you have to talk in Afrikaans. " 

An omitted from the original of the 

question blame. was an important 

as to who was responsible the .;,,.. ... '(11('.,.. to 

submitted to LGH hospital was 

had a 

patients.· By my omitting to address 

this specifically a draft of a paper for wider consumption, it is possible that the nm,pn:al 

administration would seem to be implicated readers, without 

of COI1te~(tu;al 1',-"('1'", .. ,, upon particular ...... V~IJ"" in 

local hospitals. These include economic 1"<1('1'", .. " labour relations, macro 
. . 

mICro SOCIO-

political factors. nAtld\lr'r the response from institution can also seen the light 

what can said not said public spaces with .. ",,..,,,, .. 11 to ""' .... ,1r.'" provision for ethnically 

diverse populations. 

IS ,,"p("nr.lrv are on the grade of a assistant. 
party during the apartheid era. 
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Local writing during the apartheid era was subject to particular and 

ore:ssulIes regarding what could be about relation to (Lambley, 1980; Swartz, 

1985). & Owusu-Bempah (1994) Ahmad 993) have 

_,..,."._~ in Britain. While there always 

and practitioners with to eXl)osing work clinical (Rodman & 

1977), Ull;;""UUI;;.:o ... """,,., ... rf,nn questions of race and are always particularly 

(McGary, In South dUlIing this period of transition gradual 

change into institutional contexts, a type of through with its attendant 

""''-'',,"'-'''''''', may create types are not easily overcome. The enormous 

social COIlseiCluc::nCi;;S of exploring questions of race and at present 

is an unc'omfortable experience for all involved. 

RACISM HOME 

Of speaking writing 

is coming closer to 'homework' than we usually think" (van Dijk & Pels, 1996, 

247). For a nUlIllber reasons I have explicit thus about identity of 

institutions the was is that, becoming fully aware 

implications of what I was I IJULIU.:> ..... u a paper a local journal I 

location of the research (Drennan, 1996a). because featUlIes 

of the hospital studied are unique in South and would have trrunsoare:nt to a South 

It was also to be able to name the 

language issues at another touch on the sensitive raised the 

preVIOUS also sDf~C111ed J.U,,>L"',UJ.\,IJ.j (Drennan, press-a). this was partly 

becaus.e, if contextualised, it would be immediately identifiable it is 

kind in It was therefore pointless to try to conceal the 

identity of the institutions conventions of anonymity. 

The question anthropologists 

with in to studying 1976), but most particularly 

when "'Vi .... U· ..... u.1;:. n;search people will read texts that are produced. ,...,,,,,<"",, to 
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can be 

subjects of rp<:'P<llr{' 

of on-going relationships with accountability to 

for whom be negative "' ...... , .. "' • ., (Cheater, 1987). 

anonymity to a audience for researched group were this cannot Dr()te(~tthe 

more important intimate relationships these implications (Facio, 1993) .. '-'U",U""A 

to these dilemmas as those a anthropologist". (1991) of 

difficulty of a "native anthropologist". I amattempting to explicit about Issues 

here precisely V,""",UI,.I.","" I believe them to be fundamental components to un1der'standmg the 

complexity >UU,"""'I""","" issues, the integration Dro,ces:s. in local institutional contexts. 

government, academic work critical of policy across a range settings 

including was To do this was anti-apartheid and anti-racism. In 

a the politics of criticism were and was a certain degree 

protection afforded the academic by liberal institutions. The new South is politically 

more complex, and the politics of critique are more complicated Bekker (1996) 

written of how difficult it is to criticise the new order in face a number 

include the economic concerns of government; possible accusations a lack 

. patriotism; counters that such is premature in the development new aelnOlcracv: 

criticism actually or the transformation 

<Aa'JYt::,H damaging confidence the political leadership day. of this leads to a 

sense that the would-be critic should give 

criticism. 

new order more time before embarking on 

An attempt to critique institutional 

colltume:s to undermine, 

two ways., Either one is 

and is thus 

not characterise involves. being construed one of 

that the institution is not progressive, in the old South 

Or it involves saying that the new order m 

CnaUU!4;:S in policy. The the to to 

institution that scrutiny its This a whole host dilemmas as 

to how rights are to be prioritised the imponderable are possible 

outcomes such a critique. However, latter is also difficult. In fact, a ('n"rnp 

runs risk seen as itself. the who has authority to. 

on such matters, terms how such statements will be read by others, is pertinent (c.f. 

Kottler, 1990; Swartz, 1989). 
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it is not only that 111a.uH'~')L" 

(1991) has through an ethnographic study in USA, to how the 

race and in organisation 

When commented were usually· to comments 

amongst peers and subordinates. If not, person who was outspoken was unlikely to a 

permanent member of as unprofessional, and pejoratively labelled as "an 

agitator" 264). Roth Swartz (1 have noted the process at 

hospital was remarkable for 

hypothesised that talk of race can slip 

talk about race will be perceived results 

easily 

silence on 

and 

of race. They 

anxiety about 

avoided. 

There was a great of about the language issue at However, this talk, it seems, 

had not ventured into territory of public talk about race. Swartz (1986b) on 

Foucault's "incitement to discourse" 140) to sound a note of the 

intrinsic value of talk area of societal struggles the of Some of 

talk can gaps discourse engagement with particular 

. problems or It is possible that an "incitement to discourse" at LGH on the 

of language was serving to obscure institutional engagement with issues race and racial 

integration. The apparent paradox how extensive interpreting need was to 

and how difficult it was to clarify the of this need could be un(ler~;to()d 

ambivalence the It appeared that what was unacceptable to LGH, by its 

challenge to identity, was inference that the problems it experienced with to 

language could interpreted as rise to institutional racism. 

DISCOURSE "'J.~r .. JU ETHNOGRAPHY AND AUTHENTICITY 

Chapter 3 I outlined the theoretical articulation of a Ul;:"'I."U\;~l;:)1;; analysis approach to 

study institutional practice and contrasted this a subjectivist or hermeneutic project. 

The method discourse analysis, in instance in relation to institutions, requires that 

institutional 'texts' analysed for identifying or abstracting out recurring 

themes. such an analysis must acknowledge that the 'discourse analyst' comes to 

the DrC)Ce:ss with or in texts are not so 

much ",,,,rnlP ... ,,,n anew as synthesised a combination of the particular context the 

(Wetherell & 1992) available to the reC:::i~::lT(~ner In the course 
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my own 

dialectical engagement with 

identifying . relevant 

rorm41ltlOifl made available 

""""'VA'.;:o this suggested in my ."' ....... UJ,}; 

was informed by a 

ordering .......... ,ro.,." of 

previous method and the 

example, the very striking TTPlrpn,("P'i:!. in the services available to xnlOS~l-SJ)eaKer 

on the basis of communication difficulties with service ..... ","'.,',"' ...... led me to explore the 

...... ,v ....... racism in the 

a language with 

seem to accord well with 

literature. This strengthened a focus on this problem 

to articulate the more coherently. This would 

nt"1JP .. which is precisely not 

power of a particular individual but the power that an 'Tu,nT1£.H through particular 

QlSCO\.rrS€~ and discursive 1994)17. is an implicit 

familiarity of perception in this process acquiring rhetorical power 

of discourse analysis, that results in the of the researcher's 

tenpretatllon over that of 

relation to 

subjects. I have corne to problematise the question of 

analytical studies of biomedical settings, through 

such research. luJl:taJ)Osltlcln of ethnographic u ... 'un; .... ., 

""n" ...... 11 & Lipsedge (1997), an overview of Britain, ........ ,,"' •• ,,'" a 

of examples of institutional racaSI1t1. Like in many studies, institutional 

is demonstrated through 

Mahler & Kakuma, 

1970; Segal, 

ethnic groups, 

ggt'eglitlftg particular of difference in treatment 

Flaherty & Meagher, 1980; Sabshin, Diesenhaus & 

Watson, 1996). Thus, in the case of prescribing patterns for 

dose of a particular medication may be higher for 

particular groups, but this not necessarily a particular dosage of medication a 

dosage. This <ltt .............. t" to QlSCOImect "''''' ........ ~,.'''..,. from the 

being racist, but demonstrates trends in how patients are treated as a 

discourse analytic approach to clarify the complex relationship between ... »TTlP. 

and "aggregated" trends. Kuipers (1989) cautions researchers wishing to 

syrltn4~SU;e micro-analyses of institutional texts with discourse approaches that 

formulations writ (p. 110). There is a n .. n,r"p!i1!i1 of 

objectification aecontc~xttlal1s.mg of (p. 110) and redefining it in a 

17 While the overall thrust of the Foucauldian description of a new economy notes a shift from 
power from above to that of a disciplinary power within n:a<l:LlUIJllS, Clegg (1994) is 

aescnll1mg how some individuals discourses more powerfully than others. 
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new context. While this process may meaning to particular institutional texts, the 

stripping of particular contextual may result in a of reductionism. Such a 

process may be antithetical some to the ethnographic where recreation 

of in should be understood is imperative. Consequently, 

have been cautioned as to what lost in the "salt-flats 

abstraction" (Cox, 1989, quoted 155). 

Ethnographic is inevitably an intensely challenging emotional process. The 

extent to which this is represented in the texts that reflect on the ethnographic 

experience may variously reveal or facet the (Marcus & '-'''''''' ......... ,''' 

1982). It is necessary to my position in relation to textual representation of the 

as it highlights the difficulty of representing mUltiple In 

course this study I have in a roles relation to 

institutions involved, When out I construed myself, and was construed by others. to 

a the instItutions, a 1"p"p<>r'('h,~ .. and perhaps a helper. roles were fundamental 

granting me largely unquestioned access to types of information 

However, as the the its connection to fundamental 

questions of human gained 111 moment for me, I was caught up in attributing 

responsibility to particular led to a more journalistic or approach in 

relation to complexities, and most all my identity as of the 

institutions. was \.H'IIv\..l·~;:)~'\.1 the ofa publication 

Hospital implicitly placed responsibility for the "'Pt'''H'':> provision difficulties at the door of 

that administration. set of assumptions informed by my sympathies 

clinicians, my sense of as a clinician of 

bureaucratic authority, led me to avoid approaching administrators directly. When I did 

interview administrators their with some of the language issues and their 

... ,..,"_'~~ to with a critical interpretation some of It 

became that hospital administrators in both settings had their own perspective on 

language services. They too felt trapped by organisational limitations, only they were .......... , .. u. 

local and the competing demands of clinical and administrative hospital 

As part of the ethnographic process I asked clinicians at Valkenberg Hospital to and 

comment on a part of the text presented The response this provoked was strong yet 
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ambivalent For clinicians worked in involved the study, ""'''f:,'''o'''''o with the 

U;LUj;<.UCl.j;<.";; of analysis representing clinical work was an intensely difficult 

Feelings of shock distaste made the text read. There was a 

concern that clinicians were ret're~;ented as ignorant, complacent or at worst colluding 

with the racist The ambivalence arose as a result of wish to 

see the , inequity of nevertheless. was a wish 

not to deny institutional an apologist interpretation of context of 

clinical work. was also a feeling that the care and concern black patients 

eX1Dresse~d in clinical work was not A discourse analytic approach 

justify such terms of denial (van Dijk, 1992) or discount them as irrelevant 

at rarefied 

However, & Todd (1986) in their COIlSl(lenUlOtn of institutional discourse refer 

(1967) cautionary words, people are not "judgmental dopes" (p. My 

representation here of clinical work that place, in the absence of meaningful 

int"'T'?'I, .. ",t", .. a,:);)l:l>Lall,,"', focuses on do not come into being. This or 

. even 'obliterate' the that come into with patients, of 

that are empowering and humanising. In fact, clinical communication clinician 

identities can seem truncated through appearing to reduced to textual representations of 

institutional documents, in something akin to the scandal 

.... +"' ...... ,-1 to by (1997). S. ,ur',>"T'7 

as "lived actuality" (p. 154). "clinicians institutional 

which conform to Sl:HUnOn;al patterns but simultaneously ",",rr""',,,, with patients in . 

both mems'el which ......... 'u .... ,"" the expression of complex and contradictory 

their (p. 154). 

the U1.Ll1 .......... for ""1UU ........... " in reading the draft "'''''''A'U'U of 

language of analysis, which tends to emphasise 

as 'collude', 'conceal 

to 

pejorative than they seem. 

text was with 

discourse. 

discourse analysis as 

relation to psychiatric 

personality for would not stop a discourse 

analysis inferring ... -...''''''''' the of discourses implicit in the 

psychiatric text. implicit reductionism In such an account the obscuring 
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contradictory discourses results an analysis fails as an ethnographic description. While 

the of racism are important to identify for many reasons, the value the 

interpretation is undermined is a that it "gets it (Ngubane, 1991). 

Such an can attempt to practice through awareness, 

perspective can its way into training nr",~"'~" (Fairclough & Wodak, 

1997). But ways which discourses of institutional are modified or cut across by 

other contradictory arid practices would unclear, and perhaps 

likely to be modified by on the part of individual \"'''II'''''<1U''', 

for a res:eat'chter who VV~"H\J':> to make a criticall,",,,,,,,,,u.l!;:; of institutional 

without tlUlcttmg from socian~~ and who to helpful 

and patients in 

credibility 

the failure to 

may 

community 

a balance. Too harsh a critique 

an 

analysis 

wOJrket·s; but too 

Institutions may that is choking "'H.''' .... !';,", want 

assistance with provision problems in health care for patients, for 

staff themselves are by the lack of 

. consideration of' in psychiatric settings. Appeals 

were made in the course interviews conducted during this for a strategy that 

goes beyond the fragmented efforts of individuals. 

it's not just improvised, arbitrary, superficial, interrupted 

But to atllentlon to the for a ", .. ",,,,rI,",, more all-encompassing nr(lce!':s 

,",U<Ul1",'"', there is a sense in which the institution must become known to the wider community 

terms of deficiency. Exposing is always To identify a need in an 

institution, even giving voice to this need may be valued, can much like the role of a 

therapist in' relation to a patient appreciate an untenable 

life UaJlH"-'U., but may exasperated at being implicated the 

the problem Rhodes, 1986) 18. The parallel to this a 

context can a nel,Se'~U{I[lI "'V,'\"'''',PTlIr''P for the institution, felt through 

18 It is important to note that this may also be seen as patronising. as it conveys another construction of 
the researcher as in a of over the researched. the is a hierarchy of 
perception and a of the researcher from being described. This is 

in pthlnnar" ... h,,", but also obscures the of the researcher's 
emotional involvement in the research process for 1989). 
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representatives. the identity of the particular ways, 

vulnerability and of how to compromised, 

or constructed and yet to is a one. 

Inevitably to an to manage It is far more to 

this by self or other, as one a lack of institutional 

resources such as or multi-lingual clinicians. deficit can be 

pragmatically without.moral implications. It is much more difficult if the institution is to 

represented as racist transformation. This L11L~l1l ... aLI;;':> biomedical institutions 

the particular· racist structures apartheid that they as 

The moral implications 

resolve. 

question of what to 
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Chapter 9 

CONCLUSIONS AND RECOMMENDATIONS 

A aspect of this study of language institutional settings is the way which 

...... ,"" ...... 1".'" issues are everywhere yet appear to belong There is no group or 

sector that overtly to be an aspect its purview within 

institutional psychiatry. I have shown that neglect language, and issues' 

that cluster around, it may fundamentally compromise the nature of clinical work that can 

m individual clinician in the of language. But 

even more are implications neglecting the institutions as a 

whole. KPTn.,."" considering the implications the different facets the research presented 

I will address of the study that may impact upon the conclusions drawn. 

. CONSIDERATIONS INTERPRETING RESULTS OFTEUS STUDY 

focus on psychiatric settings limitations on extent to which the 

findings here are applicable a of biomedical contexts. Psychiatry is far from 

being prototypical of biomedical of biomedical 

that make interpreting "'\,JLj""'Y .... A less is 

point of view of institution providing vu ....... uj::, in these 

settings. However, many of the issues explored are as cogent and m mams:treiaIn 

medical as are psychiatry. 

Secondly, the focus on the Cape is on a region impact the language ' 

derno£rrat)ln(;s are of a nature that may be quite to as 

or the State. of what been here would to adapted to 

contexts. 

is also a question about the validity of assessing for black users without 

directly comparable data on groups servIce users, essence question of a control 

are a of ways which this could be 
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dlalgfiioses, medication, outcomes, etc. The answers to such questions would multi-

factorial, language would inseparably dimensions 

h relevance language to these sorts measures. I treatment. I ave not out to prove 

take the importance of me:anlOg;rUJ communication in health care to be a given . 

. Until equitability of the services at basic of communication is achieved, 

service users who can communicate and that cannot are fundamentally 

incomparable this reason a more i)LJ;l;,UH1"""'H gap lies in the limitations the 

ethnographic aspect study. 

The developmental ",,,-"'iT?,,,","''''',"," of the research I U"i)''''U'J'''U previously could be seen to arise , 

out of a sense that the initi~l were deficient casting light on institutional 

of diversity, and by implication, of interpreting. 

However, the final is no subject to that observation. are two 

malO reasons limitations employing a focused 

approach. While a focused approach does allow results to emerge quickly and 

itself very directly to a practical problem, the depth of insight that is possible may 

. be constrained. A short period of time in any setting in which one is att~~ml)tU::Lg to at a 

understanding the context the way which it shapes that can come 

into being is a compromising factor. limitation arises partly out the in which I 

beyond a have sought to address multiple levels of identity in institutional This 

on pragmatic solutions to language service problems, to exploring underlying discursive 

formations at both societal and institutional the of 

exploration may be incomplete many respects, but I have attempted to show 
. 

a narrow focus on language and HUf~""'''' as a practical problem is In a 

number Practical solutions run risk being inappropriate without 

of wider socio-political context, and may well reproduce 

an oppressive health care At the most level, may 

simply fail. At another level, strategies that are inevitably short-lived, reproduce 

the of access to services for various language groups as peripheral, and the place the 

groups themselves as In 

The limitation of as ethnographic, is the fact that I have only begun to 

to speak ""H,J;o,a.. (1996) notes that ethnography "fluency with language is 

mandatory" (p. In etbnO~Iral)hll~S of psychiatric this language is usually the 
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professional ''''''""U'e<""", of psychiatry. However, as my here was on multi-lingualism in 

South it is a grave cause for concern that I do not a black language. 

most certainly compromised my access to certain types of information 

of what was taking place during interviews. At the 

my awareness 

of making a 

I have drawn out of it is worth noting that one the aspects this 

attention to is way which there can a ..... " .... "' .. ~ ..... n the patient/clinician dynamics . 

within the researcher/researched relationship: 

is an important on psychiatry in institutional for an account of 

how these settings mobilise and interact with the multiple identities of service users. 

would need be more another account of a reified 'traditional' African culture in a 
, ' 

institution, but would need to accommodate identity as dynamic constantly 

u ..... vu of this study, precisely of my identity as a non-Xhosa-

IS an amplification of. of identity negotiation 

psychiatric institutional .,"" .. u~~., as 5' . .,'u ..... c access to 

aspects ,.,"" .... Tnr'" in or "",u"'n,,, are obstacles for 

vUIUvlalJ..:) i:lo;;;~;AH.ll'i to understand and of <I."~""'<l.H'''''' to patients. are pOl[enUaJ.l) 

more obstacles to black patients gaining access to meaningful and a 

to an alienation these settings. of identity as a 

were seen to impact upon the a written document the 

research. Issues to do with freedom to speak/write, betrayal the representation of 

of clinicians and interpreters all surfaced through the, research This 

suggested with sorts of that operate on members institutions the 

Delltolrm:an(~e of institutional roles. can also seen relation to work 

and ."AI;Ual representation. It would make for a smoother scientific product were I to 

obscure or from the importance not speaking language is so 

central to this resear'cn. 

was in Chapter 

in 

its 

visible. 

mirrors of and that 

Rather than discrediting 

U"""'U"U'" is an important 

1 

clinical or 

acknowledging this 

point making the 
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RECOMMENDATIONS 

The recommendations 

uaL,tv..,.![. .. strategy (the 

national I mean that 

this study I will in two ways. One I see as being a 

road'), is localised and specific (the 'low road'). By 

approach to involves addressing macro-level 

issues in deli very health care. The second is by a 

macro-level and the many obstacles 

.lU,-,Q.,l.LU'/';,J. •• u change an inevitably slow cumbersome process. 

eye on 

will arise to 

the 

perhaps a certain pragmatism. Strategies that immediate and 

localised ""V.lUU'''U"' can be enormous value as welL only do they "'rtl'"'''''~''' clinical 

now, but can serve as models for other settings 
.> 

base of experience when formulating policy. 

in a localised and hence approach . 

.contribute towards a potential 

however, many potential dangers 

is that these strategies may deflect 

... " ....... vu away the macro-issues pacifying various interested parties. We have seen 

how important legislative and governmental support is to facilitating change local ULU"'.HJ'" 

through the experience in Britain and the People working on the ground health care 

settings are vulnerable to demoralisation and disillusionment to offer equitable 

are not sut}Dc,ne:Q or are even tacitly ("\"",1"1"1',('T"''; by over-arching bureaucracies. 

National strategies 

document is £', ..... "' .. ,+1" preparation by a ",,,,c',,,,,,,e,,h at the Psychiatry, 

University of Cape Town, consultation with a wide range role players nationally, 

national standards of care in psychiatric settingsl. This document includes a 

particular focus on and cultural addresses of m 

transforming important as this will benchmarks, it is 

net::essarv to at how to about material ising the There are a 

number of fronts on which this could be tackled at a national level. 

• bodies of medical paramedical professionals, such as Interim 

National Medical and Dental Council of South Africa (INMDC), could lobbied to 

explicitly the of professional of their members 

without interpreter assistance. are a number overseas models how this could 
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be aaares~)ea. work in ~L"""""''' (Baker et al., 1991), and the 

guidelines in (Putsch, 1985). If professional guidelines it clear that certain 

oralcw:es are unethical, and liable to prosecution or sanction unless under 

exceptional circumstances, there would an impetus for individual 

to responsibility for individual practices. Where the professionals 

in institutional "'-' ... 'UJ:::~;:). for the existence of professional 

"'''''''''"v .. '." to exert use of their An 

additional front on which national CTr"""prnl" bodies could _H ..... U,U. • .., policy 

would be area of requirements. functional COInOI~te]lCe in 

English is the only requirement to licensed to practice locally. adoption 

a lingua franca of healt~/ care facilitate acquisition of foreign medical doctors, 

but it little to a local medical community that is dedicated to meeting the needs 

of South .LA.!.,"',-"",,,. 

Council could lobbied to 

performance of the task of interpreting. This could 

up 

to clarify 

in relation to 

circumstances under 

which this work is informally institutionalised, address training issues, and question 

recognition of this (whether through remuneration or status). 

• Medical aid and medical sur'an(~e S(~nelnes could lobbied to services of 

an interpreter as fundamental to access to 

delivered, through granting an allocation to the hiring of interpreter " ... T'VU· ... 

servIces 

for members 

(as is the case 

Unfortunately, 

for hospitalised patients, Ruder 

...a.H,"'" of the past may 

Opalic, 1 

subscribers to private medical aids who do not 

the nUfl1ber 

either ",-,L'IO"~'" or .L >..i.,un, ......... '" small. 

most users of interpreter services the provincial health departments would the most 

groups to lobby. 

It to lobby provincial health departments regarding 

services. very real pressures shrinking budgets, and hospital closures 

all contribute an environment where 'the notion of expanding is 

1 This work is conducted on contract from the National Mental Health Directorate. 
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, .. 

anathema. one area in which there is a cOlrnnlitrnellt to expanding is 

primary health care. the importance of at of service provision 

were to recognised, other systemic ..... UM ... A""'.~ could follow. 

Training institutions can also have a significant impact on modifying individual and 

institutional practices. There many calls overseas for the of health 

professionals in language issues and the use of interpreters, this 

(See 1997; Corsellis, 1997; Corsellis & Crichton, 1994). of 

identify the critical need for of public service personnel 

in providing to a culturally diverse population. If this were to place, 

change could slowly . to institutions. Writing locally, (1998) has 

further to health professionals, and indeed all human service 

pel~SOlnm:l, should have training in one or other indigenous other than Afrikaans. 

This would not obviate the need for 1nt,""M1irptprc: but would J.Q.I.,UH.a.LI.< training 

language and 

.. Consumer groups could be lobbied to take up language 

protecting the rights of consumers, particularly the most 

m 

to 

marginalisation 

Local .. i" .. 'oh,onr""''' 

The most important point for 

would be a willingness on the part 

in particular institutions 

institution to ex.amme its services and systems for 

equity, access and appropriateness to the communities who make use them. would 

ne(;es:mv involve a consideration the remnants discrimination and exclusion left over 

from the " .... ",.-+h~, but would also to consider the place of mental health In 

a new South ru:, , .... ,,,. _¥'""'", .. nn of "''''~"l-L''''.l~'''''''''''Hl could take a of there 

are many models available. ,of particularly those USA (Adams, 

1 1989; L,,-VJlL.U';,L, 1996), involve structured approaches to .. "''''''''''', ... 

provision. could be adapted to local In this way, a 

consideration of language 'service provision could be embedded in an overall strategy to create 

and deliver culturally Cotnni~telnt 
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With to language the three-tiered system by Carr (1997) 

and Fortier (1997) may need to 

fourth tier. 

adapted local conditions and with the addition a 

• In the 

professional 

the first tier could be structured access to a 'bank' of volunteer or 

. for patients present infrequently with languages that are not 

Tswana, and are examples of South African but 

French and ro:rm,gu(~se are important to consider as "' ...... 1<, .... ,." and migrants from 

rest of Africa 

• second could prqfessional an outside 

of the institution itself who provide "' ...... J."" ....... "" .... servIces on a and structured 

ex(mrple of this would when an -a-~~-.J provides an interpreter a particular out-

patient clinic on a basis. 

be made of professional interpreters, are employed by • A third aspect 

an outside 

time basis. 

or by the institution itself, and are based at the "'U.;:1"""""'\)'u. on a 

interpreters could be allocated to particular aspects of a or used 

throughout an institution, depending on the volume need and how the are 

• The fourth aspect would the provided by 

nurses. would involve for nurses who were to contribute this way. 

this work, in terms of reward, the allocation of 

and the allocation nurses to particular units within a addition this 

would be to address easy access to language services certain clinical 

settings, but. also so that communication between staff and patients indigenous 

not get off from aspects 

All of the stnlteQ[leS listed are of the "add-on" or variety (Swartz et al., 1997). 

While may contribute to a change the 'culture' a particular institution, are 

other ways of thinking about the interface between language and services. Swartz et al. 

(1997) that multi-lingual psychiatric nurses are an under-utilised resource. If 

skills and ethnic of psychiatric nurses were and 
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supported, the possibilities for more appropriate range 

enhanced. 

The professionalisation of interpreting 

professionalisation interpreting at a lll;UIUU(1J. is a key here. It is important 

that the available resources and professionalisation of interpreting are 

developed and broadened to include health care work. can not place initially 

without clarity as to how LHUU"' .... interpreters will be employed health care 

paths reasonably employment would have to potentially available to justify 

in courses. It would my VIew a mistake to create an 

interpreting --in health care should become the exclusive 

specifically trained enormity diversity the 

There are also hidden pitfalls. was In to in 

multi-disciplinary L"'aJlH"'. the presence of a language professional can simple and yet 

fundamental communication health care a way that splits it off from other 1"11J,111",,U 

functions Miller & "'n'." ........ 1991, relation to "'l!Jlll,",'UJ, psychology in medical 

The 1-' .... '"..., •• "'..., or potential pre:sel1ce of designated interpreters was seen to a ;)l~ll1.l.il"a..ln 

round of at Valkenberg Hospital. 

the part of a co-ordinated overall I will take this up 

below but potential availability designated interpreters may make interpreting 

situation worse health under particular circumstances. it is not clear to other 

providers, such as nurses, what position is in relation to interpreting when there 

there is the that nurses to 

may compromise the a UYJ,uU,""J of ways. The "''''-IJ>.ilJl>.iUlw>.i of research has 

shown that are vulnerable to this problem when is unhappiness amongst 

providers. When team membership and co-operation is undermined, requests for 

interpreting are a soft but vital area in which to voice to dissatisfaction. The 

interpreting arrangements that are vulnerable to this sort conflict are symptomatic of 

failure to recognise that language is an important of any medical "":loy .. ,,,,.'''' 

rigorous training in of UUl.:>VU int,erp1reting and the "t-,,'''+'',rT1 

soe:cltl.c professional service could create the backbone of language 

augmented and supported many ways. 
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NGO interventions in health care, with particular reference to psychiatry 

As a ..... u5 .... "'5 .... practitioner would seem to be ideally placed to assume 

mantel of person reSiDonSl language institutional health care. 

With the cautions are two ways in which this could be 

a of LlV"''''''JU" permutations. One would be to attach an interpreter to a 

a service and have them focus availability on meeting the needs of the 

service unit. Possible problems with this, as we saw above, have to do 

under-employment and a compromising III L"","-..H)'U to demands the 

It would perhaps more in terms resources 'UUULU utilisation, to 

structure access to language specifically aimed at more time consuming and 

labour-intensive work. Ad interpreting with trained nurses could still playa role in short 

Another ",'t1"·"1-<'"r,,, a group as a constituency 

stewardship interpreter could have a caseload in certain units and 

of individuals in relation to the may require a wider 

and result a function more akin to a link-worker in the British model (Raval, 

1996). interpreter who contact the patient independently the could 

build relationships to know This could a way towards 

the alienation of an admission to hospital, but should not happen in isolation from 

or as a substitute for broader systemic number of would have to be in 

place either of these models to work efficiently. 

interpreters were employed by an agency outside of the institution, access to hospital 

management structures would imperative. would enhance the respect and 

to clear structures and 

routines on the part of the external organisation would 

provision. the institution to take responsibility for maximising the 

benefits such servIces. 

The interpreters should be required to keep detailed records their work that reflect patient 

contact, interviews that required interpreter "'''',...<1,,..,'''' 

structured programme responsibilities should be 
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involved staff and patient may 

a •• 'va .... , ........ ' .. "..., 

and adInmlstratlC)D 

and the ..... 1",,. ...... ,."'1""' .. ,, should given guidance on which these are and why. 

hospital staff this to them as well. The of the 

in providing a at a particular hospital indicated clarity about of authority and 

accountability to be imperative. Closer links with teams in which of trust are 

built between and clinicians, to facilitate confidence in both parties, are 

to 

for psychiatric work is particularly important. In this 

interpreter with a training generic medical 

provision of an 

Westermeyer 

(1990) the areas of exp~rtise required of an psychiatric 

"U~~"""""L that the best training this may be of psychiatric In addition, specific 

training regarding South Mental Health patient rights in this 

role of cultural factors in mental I111Jl"""O:> are imperative. The latter capability should not 

Preparation for working on the axis of mediating factors is a murky area, 

but experience in addressing this would be of to wider mental 

with the a deal of professional support to 

awareness of an appropriate advocacy role and more active to 

perform this. Training for interpreting in psychotherapy and psychometric testing would be 

ou,ectlOl1lS in which to develop a basic interpreter training. 

Training for health care providers 

The training for the users of services, health care service providers, was 

above. There is obviously a practical component to of training 

could be care providers. awareness of the to 

technique Clinical contexts when working with an would surely 

lmprove for those at risk marginalisation and on the basis of language. 

This could done quickly and cheaply, as training or part of the curriculum at 

under-graduate level. However, this training would fall short would be promoting 

an of language on to Linked to is 

the issue Chapter 2 distinction between the and the 

cultural gap. There is a marked limit to the amount of contextualising and cultural elaboration 

that an can provide in the routine course of interpreting an Not only 
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I 

I 

such elaborations intrude an interview, but may have no of 

knowing what should be elaborated on and when. It is that more and more 

clinicians begin to understand the social cultural implications of a good translation 

what a patient has said, than having to depend upon an explanation. It is necessary that 

the capacity to contextualise the presentations of black patients implicit 

meOlc,al and psychiatric work. 

Possibly single most important way to begin to broach all 

is through the practitioner's attempts to a black African While 

some medical schools have had one-year courses in a black some 

this strategy has not beep partiCUlarly successful for a number reasons. The low ,-

status of languages, lack of role models, and the lack of real 

incentive from the point 
.­

VIew course renlents have contributed to a dismal 

outcome from these courses. Other professional trainings have similar difficulties, with 

exception the Psychology Masters level training at the University of 

Town. The intake 1998 was the that had a demonstrated attempt to learn an 

. indigenous language other than Afrikaans as an entrance a 

number to bring to fruition, but permeate down into under-graduate 

education. policy were more widespread medical and paramedical a knock-

to school education would result. abilities would do a great to 

address issues of social distance, 'otherness' of black patients and discrimination in health 

Of course, if '"'' ... .,'''.''' providers were able to be at least functionally competent a black 

l<UL., .... ' .. l<,'" this would not obviate the of interpreters. Basic cornp(;tel1ce 

the but not remove Further, there are many that could not be learnt 

and for which would be required. 

A WORD ABOUT MEANING 

It seems that much research in the and health "''''''.U\';'''''' is ultimately idealistic . .I:\_"'.,\>= 

can idealistic in the sense of being loosely tethered to the reality of a chaotic and 

fragmented everyday world as it points hopefully towards a more ordered and <'V':l\>'-'vlU 

It can idealistic the sense of explicitly or implicitly within exrlOn:aUCJnS for 
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practitioners of these sciences to do more, to do better. This can be more a burden than 

assistance to who are already stretched beyond reasonable limits. Finally, 

can not to solve particular I.JLCLl."u'-'al problem at 

but merely to describe last type can seem to be offensive 

form of idealism from the vantage of the over-worked, under-resourced and under­

rewarded of health care. the of study I set out to 

but I was not then .:lUW''''U,,,u with a 

description. I had hoped that a ~",.J"'J..L"''''VU would contain within it potential solutions to a 

problem. .... hIJ.V,LULJ,VU of the dimensions the language problem local 

institutions has led to a thicket of institutional, social, political historical that 

any aspirations to resoh~!ion. They are the confront most South 

in many areas personal and public life a that thornton (1996) describes as 

emerging being/"perpetually (p. 158). The of 

the that are embedded any attempt to address the deceptively simple 

in mental care has led me to appreciate anew description' . If by 
description can a beginning the process meaning, for and 
then our this study have served its purpose. 
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1. 

"'-'.JI.I]ILLJ LANG U AGES 
SOUTH 

EASTERN Xhosa, Afrikaans, 

FREE Southern 

Afrikaans, 

KWAZULU-NATAL: Zulu, 

THE PROVINCES OF 

Zulu, Southern 

English. 

English. 

5. MPUMALANGA: English, Swati, Afrikaans, Ndebele. 

MPL 
NC • 
NP • • 
NW • • 
WC • • • 
Tot 9 9 3 .... 2 2 2 1 1 1 ,) 

Source: 
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COMPOSITION SOUTH 

Table 8: composition of South 

I Based on RSA Population Census 1991. 

van Niekerk, L. O. (1 

2?" _J 

University Stellenbosch. 
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LANGUAGE-RELATED ASPECTS OF THE 
CONSTITUTION OF SOUTH AFRICA 

Source: Language Plan Group Final Report (1996). Towards a national language 
==~~=""--"-'==. Ministry of Arts, Culture, Technology, Pretoria. 



Univ
ers

ity
 of

 C
ap

e T
ow

n

ANNEXUREl 

Constitution of Republic of South Africa, 1993 

3. (I) Afrikaans. English. isiNdebele. Sesotho sa Leboa, Sesotho, siSwati. Xitsonga, 
Setswana, Tshivenda, isiXhosa and isiZulu shall be the official South African 
languages at national level. and conditions shall be created for their and 
for the promotion of their equal use and enjoyment. 

(2) Rights relating to language and the status of languages eXlstmg at the 
commencement of this Constitution shall not be diminished. and provision shall be 
made by an Act of Parliament for relating to language and the status of 
languages existing only at regional level, to be extended nationally in accordance 
with the principles set oul in subsection (9). 

(3) Wherever practicable, a person shall have the right to use and to be addressed 
in his or her dealings with any administration at the national level of 
government in any official South African language of his or her choice. 

(4) Regional differentiation in relation to language and practice shall be 

A provincial legislature may. by a resolution adopted by a of at least 
two-thirds of all its members. decl are any language referred 10 in subsection (I) to be 
an official language for the whole or any part of the province and for any or all 
powers and functions within the competence of thai legislature, save that neither the 
rights to language nor the status of an official language as existing in any 

to any function at the time of the commencement of this 
...... OlnSUtuUOn, shall be diminished. 

(6) a person shall have the right to use and to be addressed 
in his or her dealings with any public administration at the provincial level of 
1l0'~eI'1nment in anyone of the officiaJ languages of his or her choice as contemplated 

subsecetion (5). 
(7) A member of Parliament may address Parliament in the official South 

African language of his or her choice. 
(8) Parliament and any provincial legislature may. to this section. make 

provision by legislalion for the use of officiaJ languages for the purposes of the· 
functioning of government, taking into account questions of usage, practicality and 

Legislati.on, as well as official policy and practice. in relation to the use of 
languages at any level of government shall be 10 and based on the provisions 
of this section and the following principles: 

(a) The creation of conditions for the development and forthe promotion of the 
equal use and enjoyment of all official South African languages; 

(b) the extension of those rights to language and the status of languages 
which at the tommencement of Constitution are restricted 10 certain 
regions; . 

(e) the prevention of the use of any language for the purposes of exploitation. 
domination or division: 

(d) the promotion of and the provision of translation facilities; 
(e) the fostering of respect for languages spoken in the Republic other than the 

official languages, and the encouragement of their use in aOIJrol,na,le 
circumstances; and 

(j) the non-diminution of rights to language and the status of larlguagE~ 
existing at the c-ommencement of this Constitution. 

(l0) (a) Provision shall be made by an Act of Parliament for the establishment 
by the Senate of an independent Pan South African Language Board to promote 
respect for the principles referred to in subsection (9) and to further the development 
of the official South African languages. 

(b) The Pan South African Language Board shall be consulted. and be given the 
opportunity to make recommendations. in relation to any proposed legislation 
contemplated in this section. 

(e) The Pan South African Language Board shall be responsible for promoting 
respect for and the development of German, Greek, Gujerati. Hindi. Portuguese. 
Tamil, Telegu. Urdu and other languages used by communities in South Africa. as 
well as Arabic. Hebrew and Sanskrit and other languages used for religious purposes. 
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Constitution of the Republic of South Africa, 1996 

Languages 
6. (1) The official languages of Republic are Sepedi, Sesotho, 

Setswana, siSwati, Tshivenda, Xitsonga, 
isiNdebele. isiXhosa and ." .. "u ..... 

(2) Recognising historically diminished use and status of the 
indigenous languages of our people, the state must take and 
nn~!jti"p. measures to elevate status and advance the use of 
languages. 

(3) National and provincial governments may use particular official 
languages for the purposes of government. taking into account 
practicality, regional circumstances, and the balance of the 
needs and preferences the population as a whole or in reBl:>ecluve 
provinces; provided that no national or provincial government may 
use only one official language. Municipalities must take into 
consideration the language usage and preferences of their residelrtts. 

(4) National and provincial governments, by legislative and 
measures, must regulate and monitor the use by those governments of 
official languages. Without from the of 
subsection (2), all official languages must enjoy parity of esteem and 
must be treated equitably. 

(5) The Pan South African Language Board must -
(a) promote and create for the development and use of 

(i) all official languages; 
(ii) the Khoi, Nama and San mid 
(iii) sign language. 

(b) promote and ensure respect for languages. including German, 
Gujarati, Hindi. Portuguese, Tamil, Telugu, and 

others cornmonly used by communities in South Africa, and 
Arabic. Hebrew. Sanskrit and . others used for religious 
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INTERPRETER UTILIZATION QUESTIONNAIRE 

We are attempting to find out more about the needs of hospital 
staff and patients with respect to the use and availability ~f 
interpreter and translator services. Please complete this brief 
questionnaire to assist us in improving these services. 

Da te: .••.....•..•..•..•••.••••••••.•••••• 8-:,. 8 ............... . 

Patient,. s name: .••.•..••.•.•....•••••.••••••••.•.•..•.•..•• 

File Number: ............................... ' ............... . 

Female o Male o 
Home language of the patient with whom you wished to 
communicate? 

Xhosa. • • • • • . • . . •. . 
Afrikaans •••••.•• § 
Other (specify):. . .•••••••• ~ •.•.••• 

Language of interview (if different from above): .••••.••••• 

Context in which interpreter service was required: 

Psy chometr i c Assessmen t .••.• § Ward Round ••••.. H 
Psychiatric Assessment...... Group .••.•••••.. tj 
Family Interview............ Other •••..•••••• 

An interpreter was: 

( S pee 1. f Y ) ••••••••••••••••• 

available immediatel y .••••.•• § 
available at a later time •.•• 
unavailable ••••••••••.•••..•• 

Duration of interview? •••••••.••••.••.•...••..•.••. ·•••••• 

The person who interpreted was a? 

Registrar ••••••••• 
Psychologist ••••.• 
General Assistant. 
a . T ••••••••••••••• 
Visitor ..••••.••.. 
Student Nurse ••••.• 

Female o 

Professional Nurse ••• 
Social Worker .••••••. 
Staff Nurse •••••••••• 
Patient ... iii •••••••••• 

Family Member •••••••• 
Othe r •••••••••••••••• 
(Specify) ...................... . 

Male D 
Other observations I comments that you would like to make 
about this interview: 

D 

D 

D 

o 

D 

o 

D 

D 

• •••••••••••••••••••••••••••••••••••• e" ••••••••••••••••••••••• • e' ••• 

· . . . . . . . . . . . . .... . o· . . . . • . • . . . . . • . . . . . . . . . . . . . . • . . . . . . . . . . . . . . . . . .. 
• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • "0 • ". • • • 

• ••••••••••••••• a a •••• a a •••• a • a .••••••••••••• a •• a •• ~ •••••••••••••• ~ 

• •.•••••.••.••••••••• ~ .••••••••••••••.••••••••.• -••••••••• THANK YOU 
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XHOSA-SPEAKING STAFF: V ALKENBERG 
....... .LBJI.:.J ... , - NOVEMBER 1993 

Table 4.3: AnOSal-Speali:mg aUOlcati!Q to the units studied. 

Unit n. £'. Il'Il Staff General r 
'u'l' , 

Nurse Assistant 

Female Admission wards 2 2 1 

Forensic Unit 5 5 4 

Male Admission wards 7 3 3 

Total I 10 8 

! 

5 

31 
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V ALKENBERG HOSPITAL: 

Table 4.4: interpreter 

Context 

P sychometri c 0 

Psychiatric assessment 72 

Ward round 

Group 

Other 

100% 
90% 

80% 
70% 
60% 

50% 
40% _ 

30% 

20% 
10% 
0% 

0 

.... 
-' 

C23 FAWs 

60 

7 

0 

FU 

239 

16 

"" -' 

31 

MAWs 

STUDY (1993) 

MAWs 

99 

.... 
-' 

6 

0 

8 

117 

BOther 

• Group 

Ward round 

• Family 

• Psychiatric 

• 

units 

2 

15 

14 

9 

12 

299 
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INTERPRETER UTILISATION QUESTIONNAIRE 

Male 

-lome language of the paJient with whom you wished to communicate? 

::>ther Speoify: 
R<l(hosa B 

----------------------------------------------------
_anguage of interview (if different from above)?: 

::ontext in which interpreter """"",J',r'''' 

-::>syohiatrio assessment 
"'=amily interview 
-Nard Round 

Group 
Psyohometrios 

"".\n interpreter was: 

Juration of interview? 

IiTime of interview? 

(Speoify) 

Available immediately 
Available at a later time 
Unavailable 

IIIfhe person who interpreted was a: 

-:::>syohologist 

3A. 

Jisitor 
IStudent , 
oOsyohologist Intern 
:Jther 

o 
Specify: 

Enrolled Nurse 
Nurse 

Sooial Worker 
Nursing Assistant 
Patient 
Family Member 

Medical Offioer . 

:Jther observaJions I comments that you would to 

, 

.f 

about this il'\tl~rv'liI'lI'II\I' 

.--------------------------------~-------------------- ---------------------------------------
-------------------------------------------------------------------------------------------

.----------------------------------------------------~---------------------------------------~~-
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INTERPRETER UTILISATION ESTfON 
Nursing Question 

Ward: 
---.-.-------------------------------*--------~-------------------------------------------

Date: ,-----------------------_._----------------------------------------------------------------
an In!i""!"n .. ",,t.:. .. " 

on 

Other languages requiring an interpreter: 

No. of Ward interviews with interpreter available: 

No. of Ward Round interviews with .nf,"' .......... , ..... unavailable: 

Name: 

Rank: 

Comments; 

___________________________________________________________________________________ "w _____ _ 

---------------------------------~--------------------------------------------------------

--~-----------------------------.------------------------------------------------------
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HOSPITAL: 
lLIA,.",1BJ INTERVIEW OUTLINES 
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LENTEGEUR HOSPITAL: 
SEMI-STRUCTURED INTERVIEW 

INTERVIEWS WITH XHOSA-SPEAKING NURSES: 

.. 

.. psychiatry? 

.. wards have they Ulf'\, ... Ir~·f1 

.. an()m(~r medical "''''':>'''''''1.1' how was 

.. 

.. 

.. 

INTERVIEWS WITH CLINICIANS AND NURSES: 

.. Name, qualification. 

.. How did person come to psychiatry? 

.. How long they been at LGH and which wards have they 

.. Do they experiences of in another medical 
this to psychiatry? 

.. ofaproblem for interpreting work experience? 

.. have terms of interpreting, worst experiences? 

.. sorts of cultural up when using an 

.. Should be work? 

.. to and how should 

253 
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cmTEP: JOB DESCRIPTION FOR COMMUNITY 
INTERPRETERS. 

JOB SUMMARY: 

PRINCIPAL DUTIES 

.. To interpret 
care providers 

patients with health 
code of practice. 

.. """"CO patients of their rights choices res{)ect of the care facility. 

.. To identifY needs of Xhosa-speaking patients in .. "",,' .... ""jr-i" of health care services. 
To prepare proposals for to management health care In 

...... " .. UV'H with co-ordinator I director. 

.. To take appropriate action to ensure that the patient receives appropriate C'P1"'u,p,a", 

that the care provider understands needs patient. This may 
"'''''''L.L''''''~6''A6 discriminatory or culturally insensitive behaviour on part of the 

.. To with counselling when ne.:::eSSaI 

.. To observe confidentiality at all times. 

.. help with Ul\J'Ul\;;,Hli:! which arise whilst patient is attending health 
facility. 

.. appropriate explanations to patients; with 
etc. 

.. records of work done with detailed information of problem to 
present weekly reports both oral and written form. 

.. attend team me:enng:s . 

.. To able to function effectively within the multi-disciplinary health team. 

257 
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INTERPRETER UTILISATION VALKENBERG 

Date: 

PatIents Name: -..... _ ...... _-------... _--------------_._-_._------------_ .. ---------------................. ,-... , ...... _ .............. , .. . 

Number. 
"" .. ------_ ... __ ... -._--------------------------------------.... _-------------'._-_ ... _-------------_ ..... 

Male 

Home language '0' the patient with whom you wished to communicate? 

E3 Specify: _________________________________________________ _ 

l~\oiliiillQV 0' interview (H difterent from above)?: .---------------------------------_ .. _ ....... .. 
Context in which interpreter service was required: 
Psychiatrio assessment' Group 
Family interview Psychometrics 
" ... , ..... - Round Other 

interpreter was: 

Duration of interview? 

TIme of interview? 

(Specify) 

Available immediately 
Available at a later time 
Unavailable 

person who interpreted was a: 
Interpreter 
Registrar 
Psychologist 
GA. 
IO.T. 

Enrolled Nurse 
Professional Nurse 
Social Worker. 
Nursing Assistant 
Patient , 

Visitor ""''''",,111\.1 Member 
O.T. Assistant 
Medicaf ot{icer 

Student Nurse 
Psychologist Intern 
Other 

-------------------------------------------------
Male o 

Other obsel"'lolations I .comments that you would like to make about this interview: 

-----------------------------------------------------------------------------------------
--------------------~---------------------------------------------------------_ ... _------------------_ ... _---------- ...... ------------------------------------------------------------.-
-----------------------------------------------------------------------------------------
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EVALUATION AND 
ETHNOGRAPHY: 

SEMI-STRUCTURED INTERVIEW OUTLINES. 

INTERVIEWS WITH CLINICIANS AND NURSES: 

III An overall impression nature of the language difficulties as enc~ountered 
staff-patient and staff-staff nteract!011S 

III Opinions on: 
.. Performance of the nTI"rnr,"TI"r 

.. Interpreter's impact on provIsIOn; 

.. The Im[)aC[ 1nt,:>rnt"I"t,"r on other members of the HLU'UI-U.''''''l 

their functioning; 
.. The quality of 
suggestions for areas 
.. Suggestions 

ottere:d to speakers of African languages 

..... t,"' ...... · .. ".t ..... service. 

INTERVIEWS WITH THE INTERPRETERS: 

team 

III An overall impression as en<;ountered 
staff-patient 

III Accommodation to a multi-disciplinary mental health team. 
III "On the job" areas of insecurity in functioning. 
III Experiences culture for patients and staff. 
III Extent of patient advocacy work. 
III Sources and dissatisfaction. 

265 
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PROGRAMME EVALUATION HOSPITAL 
(JUNE - JULY 1997) 
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Appendices 

PROGRAMME EVALUATION VALKENBERG HOSPITAL 
(JUNE - JULY 1997) 

Table 6.6: Contexts of interpreter utilisation. 

FAWs 

Psychiatric Assessment 1 1 

Group 4 

Family 1 

Ward Round 1 

Other 1 

Total 18 

100% 
90% . 
80% . 
70% . 
60% . 
50% . 
40% . 
30%. 
20% _ 
10% .. 
0% 

FAWs FU 

268 

FU 

17 

0 

0 

0 

0 

17 

MAWs 

MAWs Total 

46 74 

15 19 

4 5 

7 8 

2 " .) 

74 109 
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Appendices 

COMPARISON OF INTERPRETER UTILISATION ACROSS 3 STUDY 
PERIODS 
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Figure 6.2: Percentage of total time spent interpreting by category (October 1993) 
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Figure 6.3: Percentage oftotal time spent interpreting by category (November 1993) 
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Figure 6.4: Percentage of total time spent interpreting by category (June-July 1997) 
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