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ABSTRACT

This dissertation describes three studies aimed at documenting the impact of language diversity on
psychiatric service provision in institutional settings in the Western Cape province of South Africa.
Speakers of indigenous languages other than Afrikaans invariably require the assistance of an
interpreter to access services as there are very few mental health professionals (excluding
psychiatric nurses) who speak a black African language. However, there are no official interpreters
in state services and so ad hoc solutions are employed. The full extent of the need for interpreting
services and the volume of use of inappropriate people to interpret in a particular health sector had
never been empirically investigated. Questionnaires were therefore used to document clinical
interviews that required the assistance of an interpreter at two local psychiatric institutions
{Valkenberg Hospital in 1993 and Lentegeur Hospital in 1994). The analysis of these data show the
impact of inadequate language resources on service provision to be profound. Semi-structured
interviews were conducted with questionnaire respondents at Lentegeur Hospital to assist in the
interpretation of the questionnaire data. The analysis of the interview data addresses the inter-
penetration of societal discourses and discourses of public psychiatry around race, identity,
alienation and community. A third study, conducted at Valkenberg Hospital in 1997, employed
rapid assessment techhiques and focused ethnographic methods to evaluate the effectiveness of
interpreters provided to the hospital 'by a non-governmental organisation. Questionnaire data
replicated the earlier quantitative studies, but archival data, semi-structured interviews with hospital
staff and interpreters, and observation were used to explore in more detail the impact of language
diversity in partiéular clinical settings. The effectiveness of the designated interpreters was limited
by the extent of the need for interpreting and the absence of change in the overall approach to
patients requiring interpreting. Multiple implicit and explicit roles for interpreters are identified and
shown to express unrealistic expectations on the part of hospital staff regarding the capacity of
interpreters to solve a thicket of problems that constellate around language issues. Obstacles to
communication were found to be paradoxically visible and invisible in clinical work, being
determined in large measure by the circumstances of institutional practice. Complex negotiations of
identity in South African institutional settings are illuminated through an examination of the
position of the African nurse as a culture broker. The theme of identity is explored further through
the consideration of the socio-political dimensions of being ‘known’ in institutional contexts for
- black patients. Socio-political factors in the transformation of institutional identity in a post-
apartheid health care environment were illuminated through a consideration of the role of language
and this is also explored. Recommendations are made regarding the role of language in the

development of culturally competent mental health care.
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SUMMARY

This dissertation describes three studies aimed at documenting the impact of language diversity
on psychiatric service provision in institutional settings. Speakers of indigenous languages other
than Afrikaans invariably require the assistance of an interpreter to access psychiatric services as
there are very few mental health professionals (excluding psychiatric nurses) who speak a black
African language. However, there are no official interpreters in state services and so ad hoc
solutions are employed. The full extent of the need for interpreting services and the volume of
use of inappropriate people to interpret in a particular health sector had never been empirically

~ investigated.

The first study described here adopted a questionnaire methodology to document clinical
interviews that required the assistance of an interpreter at Valkenberg Hospital, a Western Cape
psychiatric hospital, in 1993. Between 25% and 30% of patients admitted during the period of
the study required interpreting. A significant proportion of the interviews conducted with the
assistance of an interpreter made use of cleaners, family members and other inappropriate people.
The vast majority of instances of interpreting took place in psychiatfic assessment interviews,
suggesting that speakers of black African languages had diminished access to other types of
psychiatric and psychological interventions. The informal arrangement s regarding the placement
of Xhosa-speaking staff (the predominant black African language spoken in the area) in the
wards that required interpreting appeared to mirror the social structure of the institution. The
needs of the clinicians regarding interpreting received priority in access to the few resources

available, while the needs of black women were given the least priority.

A second study employed the same questionnaire methodology at Lentegeur Hospital, another
Western Cape psychiatric hospital, in 1994. This study made use of an additional questionnaire
in order to assist the nursing staff to document the need for interpreting. The data from the
questionnaires suggested that the need for interpreting was enormous, but did not provide
sufficient detail. A number of semi-structured interviews were conducted to assist in the
interpretation of the questionnaire data. This combination of data showed the impact of

inadequate language resources on service provision to be profound. The historical context of the



Summary

hospital influenced the number of Xhosa-speaking nursing staff available to assist with
interpreting, but also the situation of Xhosa-speaking patients within the services offered. The
analysis of the data draws attention to the inter-penetration of societal discourses and discourses
of public psychiatry around race, identity, alienation and community within the context of mental
health service provision. The hospital employed an interpreter during the last part of the
questionnaire study period. However, there were preliminary indications that institutional
routines to manage patients in particular ways were not substantially modified by the presence of

a single interpreter.

A third study, conducted at Valkenberg Hospital in 1997, employed rapid assessment techniques
and focussed ethnographic methods to evaluate the effectiveness of interpreters placed at the
hospital by a non-governmental organisation. Questionnaire data replicated the earlier
quantitative studies but archival data, semi-structured interviews with hospital staff and
interpreters, and observation were used to explore in more detail the impact of language diversity
in particular clinical settings. The effectiveness of the designated interpreters was limited by the
extent of the need for interpreting and the absence of change in the overall approach to patients
who required interpreting. [ identify multiple implicit and explicit exi)ectations of interpreters
and show how these express unrealistic expectations on the part of hospital staff regarding the
capacity of interpreters to solve a thicket of problems that constellate around language issues. |
describe these in terms of four roles that interpreters are expected to fulfil: the interpreter as a
‘language specialist’ and ‘the new member of the multi-disciplinary team’; the interpreter as
‘culture specialist’; the interpreter as ‘patient advocate’; and the interpreter as ‘institutional
therapist’.

The question of the extent to which language issues impact upon clinical work was found to be
paradoxically visible and invisible. For a range of reasons, a ‘language gap’ between clinician
and patient can be rendered irrelevant in terms of the routine production of psychiatric texts in
which ‘symptoms’ are described and ‘cases’ are constructed. This results in speakers of black
African languages being constructed in particular terms and aspects of patient narratives being
silenced or obscured. In contrast to the way in which the role of interpreting is obscured in some

- hospital settings, it is highlighted in forensic settings where a different set of institutional

il



Summary

imperatives dperate. Here the extent of the dependency of the clinician on the interpreter is more
clear and this foregrounds some of the inappropriateness of the use of interpreters. Through this
analysis the status of ‘the patient who requires interpreting’ emerges as an institutional construct,
being determined in large measure by the routines of institutional practice. Thus, the
requirements of the institution that the patient move through the process of a hospital admission,
and the different requirem‘ents of each stage of this process, inform the decision as to whether
- interpreting is necessary. Furthermore, the differing requirements of the members of multi-
disciplinary teams renders the status of ‘the patient who requires interpreting’ as variable and
contested. A thread that runs through the consideration of the role of language and interpreting in
contexts described above is that of the place of discourses of surveillance and control in colonial

psychiatry. I consider this in relation to the negotiation of identity in institutional settings.

An examination of the position of the African nurse as culture broker opens up the question of
being ‘known’ for black patients in institutional contexts. I explore social and political
dimensions to being ‘known’ in their historical context. F ollowing from this, I consider aspects
of the process of the research. Through asking questions about language in institutional contexts
and then interpreting what emerged in relation to issues; of race and racism, socio-political factors
in the transformation of institutional identity in a post-apartheid health care environment were
foregrounded. Various factors that militate against on-going transformation were exposed, in
particular the obstacles to overcoming silence and self-censorship.

Finally, I consider recommendations for including the role of language and interpreting in the
development of culturally competent mental health care. A number of strategies to address
language issues in institutional mental care are suggested, both in terms of national initiatives and
in terms of what individual institutions may do to more fully recognize the language needs of
service users. The role of non-governmental organisations and the imperative for service

providers to learn to speak indigenous languages are also discussed.
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Ch apter 1

LANGUAGE AND SOUTH AFRICAN MENTAL HEALTH
'CARE IN INSTITUTIONS

~ When I first began research into interpreting in psychiatric settings I was told the ‘worst case’ |
story that had become folklore in a South African department of psychiatry. This was a story
of a Xhosa—speakmg woman who presented ata psych1atr1c emergency service with a friend
accompanying her. The woman was apparently psychotic but somehow there was a mix up
and the psychiatric registrar on duty admitted her friend to the ward and the prospective ’
patient was sent home. The misunderkstanding‘was discovered the following morning when

Xhosa-speaking nurses came on duty. The story is often told with a wry smile and is met

with an amused head-shaking at how comically inappropriate psychiatric services can be in
“the absence of interpreters. It was only years later ‘that I was told by someone, who had

worked in the ward at the time, that the woman who was accidentally sent home was never

seen again by her family.'

This anécdote encapsulates much of what this study seeks to address. The absence of a
common language amongst the majority of doctors and patients is so much a part of the
everyday experience of health care provision in South Africa as to make it almost invisible.
Part of this invisibility is the way in which the struggle to speak with patients through
' inferpreters or in broken English or Afrikaans has become a routine complication of clinical
work in local psychiatric settingé. It is also in the nature of institutions generally and clinical
work in particular to generate routine solutions to such problems (Fisher & Todd, 1983;
Herzfeld, 1992; West, 1984). Thus, the so-called ‘language gap’ and routinised strategies to .
wbrk around it, become institutionalised, even ritualised, aspects of the everyday practice of

health care (Swartz, 1991b). Occasionally, a particular ‘case’ will resist this process of being

! This story is typzcal of the sorts of mora lity taies found in medical settings and referred to as an “atrocity story”
{Dingwall, 1977 in Atkinson, 1992, p. 463).
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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. Indoing 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

— {

South Africa’s linguistic diversity is attested to by the recent adoption of 11 official
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 regions®>. While English and Afrikaans’ 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)*. 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'i l}
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,

% See Appendix 1 for a tabulation of the official languages in the nine provinces.

? 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.

* See Appendix 2 for a tabulation of the language demographics of the country.
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the black nursing staff view interpreting as an incidental, although daily aspect of their work
(Buthelezi, 1992; de Villiers, 1993). .

The abolition of apartheid legislation and the establishment of a new Bill of Rights with a new
Constitution presents a unique opportunity for health services in South Africa. There is the
- necessity now of examining what it means to provide services for all of South Africa’s
people, and to recdgrﬁse that this entails addressing issues of linguistic and cultural diversity.
The new Constitution of the country assists in this regard by having adopted 11 ofﬁcial(
languages and specified that each citizen has the right to communicate with the state in any of
these languages®. The Western Cape has added Xhosa® to the previous English and Afrikaans
“official languages. Guidelines as to how this change in the official languageé and the
constitutional rights of citizens should be upheld are emefgirig slowly (Léngﬁage Plan Task
Group (LANGTAG), 1996). | However, budgétary constraints and the slow process of
capacity-building haniper change in the way in which citizens interact with government
organisations. Evaluations of change iﬁ mental health services since the demise of apartheid
have not examined the role of language in service delivery (Ensink & Robertson, in press;
. Freeman, Lee & Vivian, 1994), and the LANGTAG Final Report (1996) makes a passing but
concerned feference to the issue of language in health care generally. The latter report calls
for assessments or audits of the existing language dispensation, in terms of needs and the
available resources, in order to assist with iangdage planning. Such studies would need ‘to be
an integral part of any attempt to radically transform health care institutions following the

fairly recent racial integration of health services.

A LANGUAGE PLANNING PERSPECTIVE -

Language planning invariably involves a process of moving from recognising a need for a
| language planning intervention to evaluating the intervention. Rubin & Jernudd (1971) have
identified the following ﬁvé steps in the process: situation analysis; planning;
implementation; feedback; and evaluation. The first, situation analysis, mainly corresponds to

information gathering on the needs of respective target groups, an assessment of the

* See Appendix 3 for language-related aspects of the Constitution.

® Xhosa is spoken by the majority of black people in the region. Xhosa is in the Nguni group of languages, and
is thus cognate with Zulu. The constitution of the country refers to “isiXhosa”. However, current convention’
amongst linguists is to refer to the African languages in English without the prefixes used in the African
languages (Gowlett, personal communication) and this is what I will conform to here.

4
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sociolinguistic environment, and a description of the relevant language demographics (Smit,
1997). "I’his project began with an attempt to gather just such information and was therefore
initially focused on describing the situation of particular psychiatric institutions in relation to
language diversity. However, the question of the needs of a targe{ group soon presented itself
as problematic, for the simple reason that service users and service providers both make use
of language resources, but in different ways. In institutional settings the service providers
typically exercise greater power to shape language services and in so doing the heeds of the
service providers are prioritised. This required the need for language services to be
contextualised within the parameters of the clinical work, informed as it is by a whole range

of medical, psychiatric, institutional and social factors.

Thus, one way of adopting a language planning perspective on interpreting in South African
psychiatry, would involve an uﬁcritical acceptance of the industry of mental health care. This
approach would have clinicians do what they usually do, only more efﬁcienﬂy. A more
cynical view is that this makes the machinery of psychiatry, often seen as a form of social
control, more efficient (Waitzkin, 1989; Zola, 1981). However, in the context of South

uAfri‘ca’s history of racial segregation and discrimination, it is all the more urgent that an
examination of institutional psychiatric practices should also address the ways in which racist
social discourses may be reproduced through institutional structures (Foster & S. Swartz,
1997)". This alternative approach would use the opportunity of evaluating language practices
to examine the way in which this throws up issues to do with race, ethnicity and the
marginalisation of less powerful members of our society. From this critical point of view,
there could be an interrogation of the way in which language services in mental health care, or
the lack thereof, contribute towards the racialisation of disadvantage in access to health
services that is obscured by the removal of overt segregation. Heugh (1995) employs the term
“linguicism” to describe the systematic disadvantage of this form of racism. She quotes
SkutnabbeKangas (1988) to define linguicism as:

“..ideologies and structures which are used to legitimate, effectuate and
reproduce an unequal division of power and resources between groups which
are defined on the basis of language (on the basis of their mother tongue)” (p.
333). « : ‘

7 As I refer frequently to the work of Leslie Swartz, 1 will use ‘Swartz’ to refer to his publications, and [ will
refer to Sally Swartz’s publications as *S. Swartz’.
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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 pdsition 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
(Dremian, 1992). Thus, my entry into clinical work in thve-context. 6f an acute édmissio’n ward
for psychotic women came hof 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 notvappear to lend themselves to long and
detailed eXplorations of illness phenomenology and their relation to biomedical discourse. As
a result, my academic interest 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 awarehess of ﬁhe
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 full 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 thé 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

7
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meaning of an utterance. Swartz (1991b) has drawn attention to other aspects of the
polysemy of interpretation in psychiatric settings. While interpretation may refer to the
facilitation of communication between two parties who do not share a common language,
interpretation is also used to refer to a number of levels of the professional knowledge of
mental health workers. Interpretation may refer to the psychiatric interpretation of behaviour
or the psychoanyalytic interpretation of motives or emotions. The extent to which these latter
dimensions to linguisfic interpretation impact upon the role of the interpreter in a psychiatric

setting will be taken up later.

The term interpreter is used in two ways here. The generic use of the term refers to anyone
who attempts to render the meaning of an utterance in one lénguage into another language.
The occupational use of the té}nﬁ' refers to .someene employed for the specific purpose qf
interpreting. This latter use has only recently come into being in state health care institutions.
A central obstacle to addressing the problem of language service provision in state hospitals is
the lack of a position for interpreters in the post structure for public servants®. However,
Western Cape psychiatric hospitals have recently begun to employ people specifically for ﬁhe
-task of interpreting, in spite of the absence of a specific occupational class for interpreters in
the post structure. These interpreters have been employed as casual labour on an hourly rate

or as general assistants’.

There are also many terms for peéple who perform interpreting as part of their work. These
reflect the wide range of tasks that are part and parcel of interpreting in certain contexts.
Thus, the terms community health interpreter, interpreter-advocate, bilingual worker,
bicultu‘ra! worker, link worker and intercultural mediator have all been used in different
contexts. I will refer mainly to ‘interpteter’, but will refer to ‘community health interpreter’

when this is appropriate.

When the research described below began in 1993, there were no interpreters employed in the
psychiatric services of the Western Cape. This resulted in the peculiar situation of having no

interpreters, but the activity of interpreting continuing regardless. Thus, the study began with

® The judicial arm of the public service have managed this problem by appointing interpreters as clerks (Heese,
- 1984). .
® General assistant (GA) is the post name for cleaners, maintenance staff and security guards.

8
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the intention of describing 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 of an
interpreted interaction, but simply the appearance of the activity of interpreting. As the study
grew the focus shifted to the place of interpreting in the overall iﬁstitutional arrangement of
psychiatric care for patients who do not speak either English or Afrikaans. In other words, the
focus came to rest more on the biomedical and institutional strategies for providing a service
to a linguistically diverse population, in the face of a relatively linguistically restricted 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 is much conceptual confusion around the use of the term
diversity in organisational settings. He makes an appeal for diversity to be analysed at three
levels: individual, group, and organisational. This is echoed in Swartz (1998), who describes
an interpreter-mediated interview in terms of four levels: interpersonal; institutional; socio-
political; and international. The multi-faceted nature of interpreted interviews in biomedical

settings necessitates such a multi-levelled analysis.

OVERVIEW OF THE DISSERTATION

The imperative for a multi-levelled analysis will be taken up in the following chapter through
a selective review of issues pertaining to interpreting at various levels. The socio-political
context of linguistic diversity in South Africa serves as a backdrop for the consideration of
racism in psychiatry, internationally and in South Africa. This is followed by 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 of the individual practitioner, but also the institutional level of team membership and
the socio-political level of political activism. 1 then proceed to a consideration of language
policy and health care in South Africa, the local research that is emerging in the wake of
political change, and the potential both hold for contributing to the meaningful revision of

psychiatric services.

The review of issues pertaining to interpreting in institutions is followed by an outline of the
theoretical and conceptual approach that I will adapt to a study of linguistic diversity and its

consequences in such settings. This in essence involves the methodological and analytical

9
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tools of discourse analysis and ethnography. The particular way in which I use these and the
structure of the research sequence as the study evolved will be described in Chapter 3. These
first three chapters form an introductory section under the rubric of Part I. The following
section, Part II, is made up of three chapters that describe three studies of interpreting in
institutional settings. The data presented in these three chapters provide an overview of the
institutional provision of mental health services viewed through the prism of language
services. Part Il takes the analysis further in a chapter examining the impact on clinical work
of inadequate language resources and a chapter examining the multiple negotiations of
identity that take place around the language issue for patients, psychiatric nurses acting as
interpreters, clinicians and institutions.  Finally, Part IV presents a number of

recommendations that flow from the analysis of the data presented here.

10



Chapter 2

LANGUAGE, SOCIAL CHANGE AND INTERPRETING: A
SELECTIVE REVIEW OF THE ISSUES PERTAINING TO MENTAL
HEALTH CARE IN SOUTH AFRICA

“..language is the perfect instrument of empire.” Attributed to medieval
linguist Antonio de Nebrija, 1492.

Geary (1997, p. 50)

INTRODUCTION

This review has a fourfold purpose. Firstly, to situate language issues and mental health care

in the context of changing South African socio-political and institutional landscapes. This will

also provide a socio-linguistic context‘ for considering the issue of race in the delivery of
health care. Secondly, a focus on interpreting will be developed through a review of literature

from other countries and continents on various aspects of interpreting and how this work
“manifests in institutional contexts. This will highlight the connection between apparenﬂy

technical questions and broader socio-political issues. Advocacy in interpreting will be a

particular focus because of how it crystallises the micro-political aspects of language in health

care. Thirdly, I will consider the historical development of language policy (and “infra-

policies”} in South African health care. This third aspect will incorporate South African

research on language and interpreting in health care, and psychiatry in particular. Finally, I

will turn to a consideration of the potential that meaningful engagement with language issues”

has for transforming mental health care in local contexts.

Any attempt to contextualise a studjz of languagé in mental health care-must draw on a wide
range of approaches and so this review is of necessity selective. However, the study of
language diversity as an axis of difference amongst groups in particular contexts renders the
area doubly complex. This is especially the case in Africa where language diversity is closely
connected to questions of race and racism. Studies of relations amongst groups and the
racism inherent in such relations typically require analyses that incorporate an understanding
of micro-level processes and the macro-level factors that frame them. Mental health care is

one site at which societal processes are played out at both macro gnd micro-levels, but the»
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way in which this happens is structured in particular ways by the techniques, processes and
discourses of biomedicine and psychiatry. Thus, if we want to understand the role of
language in mental health care we need to conduct critical research on institutional practice

and incorporate diverse intellectual strands.

THE POLITICAL ROLE OF LANGUAGE IN SOUTH AFRICA, BEFORE AND AFTER
1994.

Language has been a pivotal vehicle in the expression of the will to self-governance in Africa.
It has been a rallying cry, a powerful symbol in the fight to gain autonomy and the right to
self-determination from colonial powers. By the same token, language has been a source of
conflict amongst groups of the colonised and the means by which to create and perpetuate

hegemonic control of the resources so necessary for the exercise of political power (Mansour,
1993; Ngiigi, 1986').",These contrasting purposes to which the currency of language can be put

are strikingly illustrated in South Africa. However, in South Africa revolutionary energy
towards the language of the colonisers has had to contend with two dominant languages, |
_English and Afrikaans'. The political implications of this have in some ways been split and
Afrikaans has been identified a great deal more with being the language of the oppressor than
English.> It Was'Afyrikaner Nationalism that gave rise to the apartheid (an Afrikaans Word)
system, and its policies were articulated in this language. English, by contrast, was symbolic
of a connection to an outside world that opposed apartheid. The voice of reason condemning
the madness of apartheid could often be heard in English (Reagan, 1987). At the same time,
internal opposition to apartheid amongst black liberation movements had to contend with a
linguistically diverse membership and constituency. While liberation movements were trying
to bring together diverse groups against a common enemy, the apartheid government was

exploiting ethnic diversity for its own ends.

From 1948, and particularly from the 1960’s, the National Party exploited ethnicity to justify

the creation of ‘homelands’ for particular groups of Africans. The existence of these pseudo—

- ! Afrikaans too has had to struggle 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 (Webb, 1992) and only achieved
recognition as an official language in 1925 (Reagan, 1987). The taalstryd (language struggle) was a focal point
for the development of nationalist sentiment and found its most powerful expression around the question of
mother-tongue education (Reagan, 1987). '
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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 prorhote African languages at the
time were viewed with suspicion by liberation organisations as the -sowing of inter-group
conflict and division, throughvthe 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 (Benjamin, 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 languéges 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 monolingual at district level (referred to as horizontal multi-lingualism) are more
eeisily legislated for in terms of language policies that affirm language rights. However, she
describes multi-lingualism at a district level (vertical multi-lingualism) as unmanageable.
Within South Affrica there are some rural regions that are relativély monolingual in terms of
the African languages spoken, but this certainly does not apply to urban areas. This situation
is complicated by not having a single lingua franca. Reagan (1995) has called English the
language of wider communication (LWC) and certainly this is true of many areas of public
life. However, only 9% of South Africans speak English as a home language and only about
- 32% of Africans speak English (Schuring, 1993). Laﬁguage demographic statistics further
indicate that Afrikaans is the most commonly spoken second language in the country as a
whole (van der Merwe & van Niekerk, 1994). Hence, no single Iénguage is overtly dominant
throughout thé: entire regiori' and so a policy Aof richness in diversity‘has Beeri promoted in the
task of nation building. Indigenous languages and the cultural systems they embody are each
valued and are to be promoted in the rhetoric of the “rainbow nation”. However, Simpson
(1993) writes that the “problem in South Africa is the lack of an ethnic core around whose
values (language, history, mythology) a nation could be constructed” (p. 19). There is a sense
. then in which the language diversity that was used to divide could once again pose a threat to
the new task of nation-building if “the coercive tactics of identity politics™ appropriate this
diversity (Manyoni, 1997). Breton (1993) summarises the dilemma neatly: “The political
choices hinge on the balance between the rriinimum linguistic sovereignty necessary to
safeguard the interests of the native majority and to ensure easy communication and — on the
other hand — the preservation of an enriching and stimulating divérsity of cultures and
identities” (p. 126).2

OBSTACLES TO LANGUAGE REFORM

The government task group, appointed in 1995 to review the language terrain in South Africa
and make recommendations, were scathing of bureaucratic naivety with regard to language

policy and the public services (LANGTAG Final Report, 1996). Beukes (1996) has argued

that government had failed to grasp and acknowledge the role of language in access to

2 The problem of uniting linguistic and cultural diversity is a common one for new nation states. The
identification of a transcendent discourse plays an important role in the national ideologies necessary to effect
~ the creation of a homogeneous cultural entity, The rainbow metaphor simultaneously acknowledges and denies
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services and was not taking steps to remove language barriers to such access. They called for
the urgent development of a Language Code of Conduct for the Public Services, needs
analyses of language requirements and training programmes for public servants. The report
suggests that one possible reason for the neglect of language is a perception of language
diversity in terms of a “cost” to administration. Certainly, market forces appear to be playing
a large role in the emergence of a laissez-faire approach to language policy from the ANC
government, both in terms of demand for access to the international community and policy
decisions informed by World Bank requirements. Heugh (1995) haé argued that implicit in a
laissez-faire ap?roach is a view of language divérsity as a “problem” rather than a “resource”.
She reasons that this will result in the de facto dominance of Ehglish. Writing in relation to
other African states, Mansour-(1993) has observed that where English is used as a lingua
Jfranca, in the absence of active language planning policies that develop indigenous languages,

English remains in place and in fact grows in dominance.

In addition to economic considerations in language policy, we need to weigh the influence of
the recent experience of apartheid-style social engineering with respect to language. Under
- the National Party, language policy implementation regarding Afrikaans was experienced as
draconian.  Further, language policies regarding the other indigenous languages were
implicated in dressing up racism as the recognition of ethnic diversity. Kottler (1990} and
Swartz (1989, 1996) have written of the difficulty within psychology and psychiatry of
speaking about “difference” without being seen to invoke racist discourses. Perhaps similar
pressures and the desire for a vibrant democracy, inhibit the active manipulation of the
linguistic terrain. In this climate, an approach to language equality as a passive right is
understandable. However, language rights are “paper tigers” (Steytler, 1993) if the social
structure and bureaucratic processes within which they operate are not given cognisance’.
Through an examination of state institutional mental health care practice, I will argue that
language rights and human rights converge in the daily routines of institutional practice.
Passivity with regard to language inequality will be shown to coincide with a neglect of racial

inequality.

the reality of diversity. Herzfeld's (1992) sophisticated analysis of the reification of meaning in institutional
settings describes this in relation to Greece. The argument can apply equally to India and other African states.
? See Steytler (1993) for a consideration of a similar argument in the South African justice system.
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INSTITUTIONAL MENTAL HEALTH CARE AND INSTITUTIONAL RACISM

The issues of race and prejudice in the practice of medicine and psychiatry in America and
Britain have already generated a sizeable body of research and writing®. Ahmed (1993), Law
(1996), Littlewood & Lipsedge (1997) and Fernando (1991, 1995) have explored institutional
racism in British health care and psychiatry's role in the “alienation” of ethnic minorities.
Fernando (1991) describes the discipline of psychiatry as shot-through with an intrinsic
racism. '

“Racism within psychiatry derives from the traditions 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 Western-power internationally (and the racist dimension to the

exercise of power), and its struggle to be accepted as a scientific discipline.

Racism in the provision of (psychiatric) services derives from the manner in

which institutions are constructed and fashioned and the failure by most

organisations to confront the fact of inherent and historically determined
racism” (p. 116). ‘

- Fernando (1995) differentiates between ra,c’i'al prejudice, which has to do with individual
attitudes and generalisations, and institutional racism, which has to do with ideology as it is
expressed in institutional structures. These structures and their strategies, techniques and
procedures then represent, in Foucauldian terms, discursive means by which inequality is
generated independent of any particular individual’s attitude. The result in institutional
settings ié that particular groups may be systematically disadvantaged, compromised or
neglected (Howitt & Owusu-Bempah, 1994). This is often seen as different from the issue of
individual prejudice because individuals wérking in institutions may not themselves be
prejudiced, but they may materialise disadvantage by conforming, with or without conscious
intent, to the routines, procedures and limitations of an organisation. A number of terms have
been used for this, such as institutional racism (Sabshin, Diesenhaus & Wilkerson, 1970),
functiorial apartheid (Heggenhoﬁgen, 1995) and social discrimination (Giachello, 1995).
Attempts to address such structural problems have often been tackled through the issue of
language as a fundamental component of access and deli{fery (Howitt & Owusu-Bempah,
1994). '

“ See Ridley (1995) for a comﬁrehensive bibliography of American publications.
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A review of the international literature on language and improving access to health care
suggests that a kevy 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
heﬁce 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 (1985) in 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 developmeht of services towards targets and assists with the enforcement
of this legislation. While the conceptualisation of the need for language services in health
care ih 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. Howéver,'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 (NGQS),
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 suppoft 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 language in South African mental health care

During the apartheid era in South Africa’s history international reports documented gross
inadequacies and inequalities of f.he provision of services for black patients arising out of
legislated and enforced institutional racism (Stone, Pinderhughes, Spurlock & Weinberg,
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,

17



Chapter 2

the attention to psychotic disorders and curative factors at the expense of prevention,
promotion and rehabilitation (Freeman, 1989a, 1989b). More recent local studies of
psychiatric services have focused on dimensions of patient satisfaction (Ensink & Robensbn,
in press) and the integration of services by race (Freeman, Lee & Vivian, 1994). The former
study largely neglects the role of language in patient satisfaction altogether, besides an
oblique reference. The authors note the complaint from Xhosa-speaking service users that
doctors do not tell paﬁents or their families what diagnosis has been made. The latter Centre
for Health Policy study, evaluating psychiatric services in the Free State (a province of South
Africa), documented a lévelling off in the discrepancy between the services available to black
patients in com;iarison to their white counterparts. Howevef, significant ways in which
integration was incomplete du¢ to differences in quality of care and acéess to services were
noted. It is unfortunate that the multi-lingual néiture of the patient poﬁulation in terms of

access to the services is not referred to at all in this descriptive study.

In addition to articulating structural Shortcamings in services for black patients, Swartz
(1986a, 1987, 1989, 1991a) has explored the development of discourses of race in South
- African psychiatry. Modern psychiatry in South Africa has employed a complex mix of
relativistic and universalistic discourses to construct the subjectivity of black patients. Swartz
has shown that the discourse of cultural relativism is used to construct black subjects as
mysterious and unknowaBle, while the universalism of the biological discourses of mental
illness is used to justify treatment in spite of this. Biological tests and treatments are seen to
penetrate the mists of “African culture” (see Swartz & Foster, 1984) in a way that does not
require engagement with personal narratives or social context bej}ond the notion of difference.
However, “a crucial ingredient for the legitimation of care, though, is the clinician’s
construction of a story which is passed off as the patient’s” (Swartz, 1991a, p. 243). In the
most crass form this occurs through observation of the patient and the identification of signs
and symptoms which infer a biological and psychic reality for the patient. This can then serve
as a justification for intervention. While the practice of psychiatry is seldom so literally
“véterinary” (Kleinman, 1977), a superficial and bureaucratic engagement with illness
narratives is more likely to be the norm. However, it is precisely through psychiatric
assessment procedures that are “administrative” (Swartz, 1991a, 1998) that racist discourses
are reproduced. Swartz has been careful in his numerous published writings on the
reproduction of racist discourses in South African psychiatry to clarify that this occurs in

- institutional settings in spite of explicit commitments to non-racist or liberal values on the part
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of the individual practitioner. However, individual practitioners are constrained partly by the
fact of working within institutions in the larger socio-political context of South Africa, but

also by virtue of simply working within a biomedical institution (Swartz, 1992a).

The dominance of the discourses of biomedicine cannot be under-estimated in analysing the
discursive products of institutional psychiatry. In addition, one of the central features of the
culture of modern psyAchiatry is the enormous pressure to perform the ‘work’ associated with
any given patient in as short a time as possible, whether this be in a meeting or over the
course of a patient’s admission to hospital. American medical anthropological literature on
psychiatric settings, and the socialisation of medical training, places great emphasis on the
role of pressure to ‘process’ a-patient in as short a time as possible (Atkinson, 1992; Light,
1980; Mizrahi, 1986, 1987; Rhodes, 1991). While issues of class are addressed in this
literature, little attention has béen given directly to issues of race in this regard. Barrett
(1996) analyses the production of patient subjectivity in an Australian psychiatric institution
with reference to biomedical and psychiatric discourses. Drawing on the work of Goffman,
he demonstrates how the “footing” of statements that can be made and understood in
- organisations is partly a product of the particular institution but also the product of a
psychiatric institution in general. The socio-political context of the institution, the way in
which the institution is shaped by being situated in an Australian city is not overtly present in
the analysis. Swartz (1985) has commented on the ease with which analyses of South African
situations are seen in the light of this society, but how wider societal influences may be
obscured in international writing. This may arise out of the ease with which notions about
race in South African society can be ‘constructed’ on the basis of reductive polarities, such as
white — dominant, black — subjugated, white — racist, black — victim. While I have argued
thus far that an analysis of institutional practice in South Africa must give consideration to
how these contexts have been, and continue to be, racialised, a ‘post-modem’ approach to
questions of identity is necessary in the contemporary South African state (see Thornton,

1996).

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

considering the dispensation regarding language in South African health services.
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GENERAL APPROACHES TO INTERPRETING

Interpreting is a generic activity, ‘much like healing. There are no necessary or inherent
methods by which the goal may be reached. Guidelines as to what is expected of an
interpreter have arisen out of a combination of context and the appropriate interpreting style.
Conference ihterpreting (Gile, 1995) and court interpreting (Channon, 1982) have been well
described in the international literature. Increasingly, the category of community interpreter
has also come into focus. In an overview of community interprefing, Roberts (1997)
considers community interpreting to be an overarching description from which court, medical
and public‘ service interpreting are emerging. She draws on a number of deﬁnitionsvof
community interpreting to ShQ.W how the notion of assistance to the client (as opposed to
service providef) is always either eXplicit\ or implicit in what is expected of the intefpreter. In
addition, culture brokering and advocacy are also prominent in descriptions of community
interpreting. Strikingly, culture brokering is emphasised at times above the linguistic aspect
because of the streés placed on the need for the interpreter to clarify implicit cultural
meanings and assurhptions to the interlocutors. Advocacy too emerges out of the normative
_context of community interpreting services, where refugees or immigrants to a developed
country may require advice regarding their rights, additional information of various types and
the mediation of prejudice. Fundamentally, this places an onus on the interpreter to be active
in empowering the client in access to services and resources. In spite of her sympathy to the
social and historical aspects of these roles for interpreters in community settings, Roberts
(1997) expresses caution regarding the hazards they hold for the interpreter. Multiple
functions increase the difficulty level of the interpreters’ task and may even compromise the

~ professionalism with which the interpreter performs the core task of interpreting.

The historical origins of medical interpreting in community interpreting can be seen to have
influenced the struggle to clarify the roles of a medical interpreter. While legal interpreting
has emerged as a distinct form of professional language practice, medical interpreting has
" been slower to crystallise a clear set of professional expectations. T will argue here that the
distinction between medical interpreting and community Vinterpreting is an important one and
that the fudging of the distinction has important implications for debates around medical
interpreting and the shape that this practice takes. ‘As the literature on psychiatric interpreting
is scant, much of the consideration given to the theoretical aspects of clinical interpreting will

be drawn from the medical interpreting literature.
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INTERPRETING IN HEALTH CARE

There is a discrepancy between see/mingly nihilistic philosophical approaches to translation
and the apparent ease with which interpretation takes place in everyday cross-cultural
communication. From the Sapir-Whorf hypothesis (Whorf, 1956) to Quine (1960), there has
been support for Nida’s (1964)‘ oft cited observation that translation is the most difficult task
in the world. This stands in stark contrast to the apparent ease with which cross-cultural
communication is accomplished in a wide range of health care contexts. This is similar to the
surprise expressed by many writers as to the scant regard given to the mediating role of the
interpreter in medical contexts in the literature (Hasselkus, 1992; Sluzki, 1984). The
substantial body of work on f}octor-patient interactions across a range of disciplines from
sociology to psychiatry can make passing reference to the role of cultural differences in
clinical communication®’. However, little of this work has applied itself to the position of the
interpreier in these interchanges (Hasselkus, 1992; Kaufert & O’Niel, 1995). The neglect-of
this aspect of health care may be seen to arise out of the way in which situated communication
acts are able 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 otherwisé, that sufficiently accurate comprehension for the tasks at
hand is a routine accomplishmeht. In this approach, errors of communication either do not
make a difference or aie able to be corrected. The exceptions prove the rule. However, a
concern for communication errors has been a point of departure for much of the caution

expressed in literature on medical interpreting over the use of untrained interpreters.

Most published papers on interpreting in medical contexts pro'éide suggestions as to how
doctors may manage interviews with untrained people serving as interpreters, and usually
provide anecdotal evidence to support arguments as to the sorts of “errors” made by such
interpreters (Marcos, 1979; Vasquez & Javier, 1991). Occasionally, the errors made by
doctors in their use of untrained interpreters are also referred to (Dias-Duque, 1982; Sluzki,
1984). Price (1975) and Launer (1978)° provide research evidence for the sorts of difficulties

7 See Kuipers, 1989; Mishler, 1984; Ong, Haes, Hoos & Lammes, 1995; Pappas, 1990; Roter & Frankel, 1992;
West, 1984 for reviews. ‘

® The only published African study known to me that has analysed a series of audio-taped transcripts of medical
interactions. ,
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encountered with medical orderlies regularly used as interpreters. Unfortunately, these
approaches confound training and experience. As Price’s study particularly showed, “on the
~ job” experience does not necessarily guarantee the on-going acquisition of skills and
expertise. There is also wide disagreement as to what constitutes interpreter skill and
expertise. Launer (1978) describes legitimate and illegitimate deviations in the interpretations
rendered by interpreters. Vasquez & Javier (1991) describe five types of ‘interpreter errors in
psychiatric work: onﬁssion of components of a message; addition of information not
expressed by the patient or clinician; condensation in the sense of simplification and
explanation; substitution of concepts with others; and role exchange. This latter error occurs
when an interpretef asks a self-initiated question. In contrast to how Vasquez & Javier (1991)
describe these fedtures as errors, others support greater ﬁgcdc_)m for interpreters. These
approaches paréllel developments in sociology with what Heritage (1984) describes as the
“socioiogy of error”, where focusing on a narrow conception of inaccuracy obscures the
remarkable accomplishments of actors in their routine production and recognition of everyday
communications. Mclvor (1994) and Richter, Daly & Clarke (1979) emphasise interpreter
initiati\fe at the level of linguistic ié:sucs.‘ Kaufert & Koolage (1984); O’Neil (1989); Sanders
-(1991) and Shackman (1985) all take the question of interpreter initiative a step further by
emphasising the interpreter’s role as a patient advocate. The question of interpreter roles

requires elaboration.
Interpreter roles

It has lbng been ackilowledged in anthropology (Werner & Campbell, 1970) and sociology
(Andefson, 1976) that intcrpréters are invariably subject to the stresses attendant on fulfilling
a function for which there is a lack of definition. These stresses constellate around the twin
problems of “role overload” and “role conflict” (Anderson, 1976). Both bring with them the
onerous responsibility of considerable power to shape and influence communication between
two parties. This power arises out of being the only party in a triangular interaction who is in
a position to understand all that is said, and to Selectively convey information without
detection by the other interlocutors. The question of power in addressing role conflict will be

taken up in what follows.
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Linguistic aspects

The most basic level at which the role of the interpreter is described is that of linguist. This
signifies that the role involves the bilingual capacity to render statements in one language into
another. Not moving beyond this aspect results in the construction of the functioning of the
interpreter as that of a naive language machine (Pergnier, 1978). Such a construction of the
’interpreter’s task implies an empiricist theory of language (Good & Good, 1981), and lacks
“the recognition of the complexity of socially situated discourse. In a clinical context this
would require the interpreter’s role to be that of the “invisible interpreter” (Swartz, 1998) or
“black box” (Westermeyer, 1990). The underlying conceptualisation or model of language in
use will influence the extent to which the complexity of the task is grasped by the clinician
making use of an interpreter’s services (Corsellis, 1997; Swartz, 1998). This will impact
upon the manner in which an interview is conducted and possibly on the clinician’s degree of

satisfaction with the interpreter.
- Culture brokerage

" The anthropological history of experience with interpreting is revealed in another role often
expected of the interpreter, that of tﬁe culture broker. Culture brokerage was introduced to the
anthropological liierature in thé 195(°s and has been closely linked to health care services and
advocacy in subsequent writings (Herselman, 1994). ! Clinicians who use interpreters may
expect them to fulfil a culture brokerage function, by explaining and clarifying the cultural
context and indigenous beliefs of particular patients. This is because language is sometimes
seen as a portion of the cultural gap between doctors and patients and so interpreters are often
expected to fulfil the role of culture broker for both parties. Even the interp'retation of
behaviour or experiences most readily labelled psychotic in psychiatric contexts is
compromised without being situated in the cultural context that informs this|(Westermeyer,

1987).

In the South African context this has led Herselman (1994, see also de Villiers, 1993") to
suggest that this more inclusive concept of “culture brokerage” be introduced as an official

part of nursing duties, with clear delineations as to what this would entail. Herselman

7 Herselman previously published under the name of de Villiers.
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suggests the following strategies for culture brokering: cultural assessment of the patient;
negotiation between patient and provider when subtle differences in connotative meanings of
communications are missed; representation of members of the culture the nurse speaks for to
authorities; mediation of inappropriate treatment plaﬁs in order to forestall problems such as
non-compliance; an informant for patients and doctors; and finally, an analyst who provides
information and insight. Herselman (1994) argues that nurses ére uniquely placed to exercise
these strategies and functions. The very notion that nurses should have built into their work
an explicit expecfation to be culture brokers is a controversial suggestion that would not
necessarily meet with unanimous support, even amongst nurses. Nurses already carry a
considerable workload and the increasing emphasis in South Africa on primary health care
has seen an even greater expectation for nurses to fulfil- many roles (Holdsworth, 1994;
Swartz, 1998). Personai‘ choice and reéiStance to the ihsﬁtutionalisation of what is argﬁably ‘
the exploitation of nurses could be further reasons for opposition (Mgoduso & Butchart,
1992). The considerable expectations implied by Herselman’s daunting list of strategies
would surely serve as a powerful disincentive. Nevertheless, the idea of introducing culture
brokerage as a part of nursing duties begs the question of introducing interpreting as a part of

- official nursing duties.
Advocacy

Closely linked to the idea of culture brokerage has been the role of patient or client advocate.
Advocacy has aﬁsen in the context of community interpreters who found that in the course of
their interpreting work they were uniquely placed to assist clients in accessing social services.
More than this, there have been descriptions of situations were community interpreters felt
impelled to intervene on behalf of clients to stop various forms of racism, discrimination and
-marginalisation (Roberts, 1997). Thus, not intervening in such situations would have placed
moral burdens on interpreters that justify the over-stepping of the principle of neutrality
esteemed in interpreting. In Britain for instance, interpreter services have been provided by
central agencies for a range of social services (Baker et al., 1991; Shackman, 1985). The
autonomy from service providers allows the community interpreter to be client-oriented and
proactive in identifying and meeting client needs. The duties of a community interpreter
under these circumstances include needs assessment, user empowerment and input into policy
making (Sanders, 1991). The inclusion of this role in interpreting work is an attempt to

address the relations of power that constellate around exclusion on the basis of language. The
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analysis of power relations is an important dimension of health care and thus requires careful
consideration in relation to interpreting in medical contexts. It is important to note however,
that there is a distinction made in Britain between a community interpreter and a link worker
(Raval, 1996)°. While the tasks may overlap, the skills and reéponéibilities involved may

differ. I will return to the advocacy issue in more detail below.
Multi-disciplinary team membership

A further important dimension to the interpreter’s role in health care has been the inclusion of
| the interpreter as a member of health care teams. The recognition of teamwork in interpreted
medical interviews has been acknowledged since the publicétion of a paper by Bloom,
Hanson, Frires & South (1966). Increasing specialisation and the resulting divisions of the
labour of health care, and particularly mental ‘health care, have inevitably seen' the |
interpreter’s functions added to that of other team members. The notion of teamwork between
medical professional and language professional is an evocative one. However, when
confronting the bewildering range of options as to how an interpreter should function, the
invoking of a team metaphor can obscure more than it reveals. It suggests a harmonious
- collaboration in which the members of the team work out solutions to problems together in a
way that is efficient and satisfying, without actually having to specify how this will take place
(see Faust & Drickey, 1986). ?reed (1985) refers to mastering the “art” of interviewing, but
the two best interpreters she discusses were a psychologist and social worker. Westermeyer
(1990) writes of the more likely bilingual worker model in which the interpreter is a “junior
clinician”, However, the junior clinician model can be used in two ways. This can involve
the patient being interviewed by the service provider with the langliage capabilities, who then
reports to the ‘senior’ health care professional. The ethical and legal responsibilities lie with
the clinician that is, for all intents and purposes, supervisihg the “junior clinician”.
Westermeyer speaks of, for instance, social workers under this rubric. However, he goes on
to include in this discussion refugee assistants who can also provide a “junior clinician”
function. This second use of the term possibly refers to the way in which interpreting the
signiﬁcancé of a patient’s utterance requires the application of clinical skills and insight.

Swartz (1998), for example, illustrates the importance of clinical skill when interpreting the

¥ The concept of link workers arose in the context of the “Asian mother and baby campaign™ in British hospitals
and included interpreting (Sanders, 1991). Parsons & Day (1992) distinguish link workers from health
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speech of a psychotic person. Psychotic discoufse may be very difficult to iriterpret literally
in terms of content but the interpreter may choose to interpret in terms of the style of speech.
Another example would be when a clinician asks questions that are meaningful to a cliniéally
trained interpreter but which the interpreter will have to find a way of asking the patient.
Various forms of medical jargon fall into. this category and ‘shortcuts’ such as ‘is the patient
onentated‘?’ are commonly put to interpreters, A nurse mterpreter would be able to actina
3umor clinician role but not all interpreters have sufficient clinical background to deal with

this expectation.

Reporting on research in South African magistrates’ courts Steytler (1993) describes the
.. effect of role diffusion for coun mterpreters The interpreters were seen to perform functlons
literally as court orderlies, and funcuons outside of the surveillance of the court more
consistent with that of a lawyer, magistrate, and prosecutor. Much of this role confusion
arises out of being a ‘team player’ in the conduct of the business of the court but of low status

in the legal bureaucracy.

- Similarly, in health care there are a number of problems with the ‘team member’ role for
interpreters. Firstly, there is the question of how this ‘ﬁlay compromise the interpreter’s
commitment to the service user. Critics of the team member approach in health care argue
that to be service-oriented, physically located in. the agency, and accountable to it
fundamentally obscures the interpreter’s perceptiori of exclusion and marginalisation in access
to services (Sanders, 1991). Secondly, and related to the first point, is the way in which the
team metaphor masks power relations within teams. Team membership may constrain ‘ari
interpreter’s freedom fo challenge or question service providers. Thirdly, there are no clear
guidelines as to which circumstances allow clinical responsibilities to devolve to the

interpreter, and how the clinician should retain overall accountablhty

Having considered the various roles in general that interpreters may take up or have imposed

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

advecates, but Raval (1996) describes a link worker as assisting clients to make informed choices regarding
services, identifying the needs of clients, and interpreting for clients.
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SOCIO-POLITICAL CONSIDERATIONS IN MEDICAL INTERPRETING: THE

ADVOCACY DEBATE

The Winnipeg Group: support for interpreter latitude

Dr. J. Kaufert and his colleagues, working at the University of Manitoba, Winnipeg, have
made a significant contribution to the conceptual clarification of interpreter issues in medical
settings. Beginning with a seminal paper on role conflict amongst interpretérs (Kaufert &
Koolage, 1984), they have articulated a great many of the issues that face interpreters and
interpreting services in medical settings. The 1984 paper in particular carried the terms of the
debate that continues to rage-in relation to culture brokerage and patient advocacy, into
medical health care settings. I will conéider the writings of this group in some detail, giving
particular attention to the termsvof the advocacy debate that they articulate. In the interpreting
literature their writings occupy an invaluable space because of the combination of factors they
have represented. The group has produced a number of papers that show a development over
many years of experience in service delivery and extensive research. The analyses they
- present are politically and socially aware, whilst also being clinically informed. However, the
published papers provide a body of knowledge that can be taken up in South African settings
as imported authority. I hope to show how the capacity for empowering service users implicit

in the advocacy approach may be hampered under certain circumstances.

Kaufert & Koolage (1984) outline the interpreter roles discussed in the previous section.
Their starting point for problematising how interpreters were being perceived in the clinical
situations they researched, was a recognition that clinicians did not want interpreters to censor
or in any way distort patiénts’ replies to questions. This issue reflects the perennial concern
for clinicians regarding who is in control of an interview when an interpreter mediates,
originally articulated in Bloom et al. (1966). They go on to show that hostility from clinicians
for deviations from what the patient has said is misplaced and inconsistent with the
expectation that intefpreters also provide relevant cultural information. The mediation of
vcultufal information would be necessary for both clinician and patient. However, in raising
the advocacy role, Kaufert & Koolage (1984) describe a situation where a medical procedure
was performed without a patient’s consent. The interpreter involved responded to this by

challenging the clinicians involved. This foregrounded a primary loyalty to the member of his
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or her ethnic community and raises issues to do with loyalty conflicts for interpreters. The
expectations clinicians and patients have of interpreters may be at odds with one another and

as such both parties may place pressure on the interpreter to conform to their agendas.
Explanatory Models and interpreting

This basic argument is elaborated on in another paper by O’Neil (1989), which makes an
important shift in conéeptualising the place of interpreters in health care thfough introducing
critical medical anthropological concepts. This study situates medical interpreting for Inuit
communities in Canada in a macro-political and economic context. O’Neil (1989) also
counter-points the experiences reflected in his research with the Explanatory Models (EM)
paradigm (Kleinman, 198(}).' Kleinmgin has articulated in his numerous writings that clinical
work would be enhanced if there were son{ething of the attitude of an anthropologist in each
clinician (Kleinman, 1987, 1996), not only when working with someone from a different
socio-economic, class or ethnic group, but with all patients. Interestingly, Pappas (1990) has
suggested that Kleinman’s basic ‘metaphor for doctor-patient interaction is language, in that
the “theory’s simplest statement regards problems in the doctor-patient interaction as

k2]

- problems of ‘translation’” (p. 202). This is because Kleinman would have doctors ask a set of
questions to do with clarifying the patient’s conceptualisation of an illness episode in a way
that is usually neglected in medical encounters. Typically, doctors ‘interpret’ patient
discourse in biomedical terms without explaining this to patients or acknowledging what- of
the patient’s experience may be lost in the translation (c.f. ten Have, 1991; Mishler, 1984).
Kleinman would have doctors reintegrate biomedical constructions with those of patients’ for
more successful ‘commu’nication and ‘understanding (see Good & Good, 1981 for an
illustration). .But critics of the consensual approach suggested by Kleinman’s model,
including Pappas (1990) and Lazarus (1988), argue that conflict cannot be overcome simply
by more egalitarian communication, as structural inequalities and societal conflicts continue
to influence the shape of a medical encounter. Lazarus (1988) has drawn attention to the

idealism of the EM paradigm in the face of institutional realities of the practice of

biomedicine.

~ In the context of scepticism about the EM approach, O’Neil (1989) argues for and illustrates
the necessity for interpreters not to remain neutral but to advocate actively for patients if

“even basic clinical information is [to be] presented and translated” (p. 331). He identifies
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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. Interpreteré 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 marginalisation 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) their capacity to visibly or invisibly assume advocacy functions on behalf of either
the client or health care institution; '
7) their role in developing appropriate terminology and maintaining linguistic quality
control; » ‘
8) their function of exercising informal peer review of the ethical and professional
standards of other health workers. (pp. 228-229)
The interpreter-advocacy functions that Kaufert (1990) describes here all “contribute to the
legitimacy and power of the interpreter within situations involving cross-cultural
communications” (p. 229)°. While O’Neil (1989) expresses concerns regarding the EM
approach, Kaufert (1990) tries to illustrate the value of interpreters in both the EM approach
and the interactionist paradigm. This latter analysis of interpreter functions seeks to
legitimate the potential in the work of interpreters for re-dressing power imbalances in cross-
cultural clinical encounters. Kaufert (1990) acknowledges that this formulation does not
address wider organisational and socio-political constraints on interaction. However,
important as it is that the power of interpreters is made visible, it is also important that

interpreters are not seen to be outside of the critique of the interactionist perspective. The

Belgian experience of providing “intercultural mediators” has demonstrated the dual
consequences of the power exercised through interpreting (de Ridder, Lefére & van Dessel,

n. d) Service users may be assisted or disadvantaged through the use of an interpreter, and
the latter occurs most frequently when the interpreter is over-identified with the service
provider (de Ridder, 1997). de Ridder (1997) joins Solomons (1997) in emphasising the
importance of transparency on the part of the interpreter. They anticipate that this would
allow interpreters freedom to prioritise the creation of meaning in interaction, rather than

striving for a aepaliticised and decontextualised neutrality. I will return to this issue below.
Ethical codes and interpreters

In a more recent paper, Kaufert & Putsch (1997) have drawn on more than 20 ethical codes
developed for interpreters in USA and Canadian settings and illustrated their shortcomings.
Using case examples and the theoretical position outlined above, they show how principles
such as confidentiality, accu;récy and completeness, non-judgementality, and client self-

determination in the ethical codes are difficult to maintain in particular situations. They

° A number of papers emanating from the Winnipeg group have illustrated the value of this perspective in
" relation to informed consent and cultural issues around death and grief (Kaufert, Lavallee, Koolage & O'Neil,
1996; Kaufert & O'Neil, 1995; O'Neil, Kaufert, Kaufert & Koolage, 1993).
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suggest that the codes as they stand do not do justice to the complexity of the tasks and to the
loyalty interpreters may feel to their communities’ beliefs and value systems. There is a sense
in which the Winnipeg group are correct. Inconsistencies do arise between what interpreters
encounter in their work and what is laid out in ethical codes. Besides the gap between ethical
codes and the realities of everyday practice, there may also be a conservativising influence in
these codes that silence challenges to biomedical hegemony. However, it is on the issue of
accountability and medico-legal responsibility that these arguments are most vulnerable.
Hence, in a response to the paper, Solomons (1997) cautions agéinst a delay in the
development of professional standards as proposed by Kaufert & Putsch (1997). She suggests
that sufficient transparency on the part of the interpreter as to what they are doing and saying
would go a long way towards addressing the anxiety clinicians have about too much latitude

for interpreters. Concerns regarding interpreter latitude and advocacy are explored below.
The argument for circumscribing interpreter latitude

There can be few writers in the area of interpreting who are not aware of the multiple tasks
that fall to interpreters in health care. It woﬁld be simplistic to characterise the advocacy
- debate as arising out of distinct approaches to the question of interpreter roles. Rather there
appears to be disagreement on where to place the emphasis or what to prioritise in éhbosing
amongst roles. Dowling (1995) for example, writing in the USA, acknowledges that
interpreters are often expected to function as culture brokers, advocates and even escorts.
Howevef,, he argues that the principal responsibility to mediate communication as accurately
as possible can be lost in the welter of conflicting responsibilities. While acknowledging that
mediation, cultural education, consciousness-raising and advocacy may be necessary in the
contexts in which interpreters work, Dowling expresses concern that the primary task may be
compromised or lost if too much is expected of the interpreter whilst interpreting. Backing up
this concern with analyses of transcripts of clinical interviews, Dowling (1995) shows how
interpreter errors -or “bad habits” surface‘when the interpreter exercises too much latitude in
mediating between two parties. Dowling’s (1992) formulation of interpreter roles in terms of
what they should not do could not be more different from that of the Winnipeg group. He

states emphatically that an interpreter does not:
“..take a direct part in the dialogue between the principal parties (except
when necessary to request clarification); does not filter out ‘irrelevant’

information; does not explain things to the patient, or advise either patient or
provider, or advocate for either party. A competent interpreter does not enter
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into dialogue with one party while the other is left waiting” (p. 7, emphasis in
the original). '

Thus, Dowling articulates an orthodox position in relation to interpreter functions that

emphasises the invisibility of the interpreter and fidelity of interpretation of what the other

interlocutors have said.

Corsellis (n. d.), writing in England, takes a broader perspective, in terms of the effect on

interpreters, but also in terms of patients and providers. She briefly outlines four major areas’

of concern with the advocacy notion in health care.

Firstly, the accuracy of information exchange may be reduced as a result of an interpreter

‘who is selective of the information they convey without sufficient medical competence to

take these de‘ciéions, resulf:'i;ng in sub-standard services. Too literal a grasp of a patient’s
intentions when consulting a health practitioner may also result from the interpreter’s
simpliﬁcatioh of communication. This is an impoi‘taht consideration in relation to
psychiatric interviews. ' L

Secondly, there may be disadvantages to patients. Besides the point made above,
dependency on health care providers may simply be transferred to interpreters, reducing
the chance to gain control and negotiate for thémselves. '

Thirdly, health professionals may be disadvaﬁtaged by increased medico-legal risks,
decreased rapport with patients, decreased credibility with service users, and importantly,
decreased motivation to devélop cross-cultural service provision sensitivity and skills.

Finally, Corsellis draws attention to the equally significant medico-legal risk of advocacy

- work for interpreters. She emphasises that the stress of advocacy work is considerable

and that career development opportunities may be poor. Like Dowling, she raises
concerns about the risk of a diminution in interpreting skills. Particularly peﬁinent from
the point of view of the argument developed by the Winnipeg group, is Corsellis’
suggestién that interpreters may be exploited in the health care system and that the system
may be less likely to change because certain advocacy ﬁinctions may mask the systemic

deficiencies of services to minority groups in the UK.

I want to consider two further aspects to the terms of the debate outlined above. Firstly, what

are the implications for the nascent interpreter industry in South Africa and secondly, what

aspects of the work of psychiatry may need further consideration?

32



Language, social change and interpreting

Potential difficulties with the advocacy model in South African settings

By contrasting two approaches to the question of advocacy by interpreters it was not my
intention to polarise the debate as two mutually exclusive positions. While there are
important differences in terms of how interpreters’ work is defined, there is a fundamental
commonality in terms of the overall project of improving access and equitability of services to
groups disadvantaged.on Iénguage or ethnic grounds. The differences emerge in relation to

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

The advocacy model has great appeal in South Africa, with the legacy of exclusion and
disadvantage outlined above, in that it promises an immediate avenue of intervention in
institutional contexts. Howevé}, the question of expertise is of concern, The experience and
maturity of vision required to make an advocacy approach in medical interpreting work
involves a considerable degree of expertise. In a phase of capacity-building, too many
responsibilities on the individual practitioner may disperse energiés rather than focus them. A
second issue has to do with the ‘fine print’, so to speak, of the advocacy model put forward by
the Winnipeg group. While many of their remarks and recommendations refer to the
~accomplishments and modifications of techniquev in interviews, they do make reference. to
how interpreters have been supported in institutional contexts. The papers from the group,
O’Neil et al. (1993) in particular, refer to the structural and professional support given to
interpreters. Over a period of time this allows the interpreters to grow in confidence and
assists the institution to grasp the benefit of the way the interpreters work. Kaufert & Putsch
(1997) make the point that the individual interpreter is restrained by “wider institutional,
professional, structural forces, such as a hospital’s programme directives, its funding
afrangements, and how interpretation programs are represented at management level” (p. 72).
Access to administrative hierarchies is clearly imperative if a language service is to
incorporate the types of organisational consulting that meaningful advocacy work may
require. The apparent success of the advocacy model described by the Winnipeg group
indicates that organisations were engaged with at two levels: the micro-level of particular
interactions, but also the macro-ievel of access to management and support from other

professionals.

In South Africa, where there may be limited access to organisational hierarchies and

bureaucratic structures, there may be little of the macro-level support for advocacy
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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 géined 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 interprgters, 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 deconstructing 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 democratise the research process and empower interpreters the Winnipeg
group’s critique of what interpreters do may not be as thorough-going as the critique that
biomedical approaches are subjected to. The approach of the group to describing the work of
interpreters and then formulating a theory as to how they function suggests that ‘interpreters
are as interpreters do’. This sits well with the way in which the writings of the group convey
a respect for what interpreters accomplish and an acceptance of their perspective on why they
may deviate from protocol when compelled by a sense of loyalty to their communities.
However, while the medical interpreting field is at an early stage of development in South
African settings, this may not be an appropriate platform from which to base the development
of professional practice guidelines and negotiate entry into health care institutions. The work
of interpreting and the work of addressing racism in health care are too important to conflate

in a way that may risk the integrity of both.
Multi-disciplinary teams and psychiatry

Much of the work of psychiatry is performed in multi-disciplinary teams. The implications of
some of the features of advocacy ‘as described above may present particular problems in
- psychiatric settings. In a review of team dynamics in mental health settings, Yank; Barber,
Hargrove & Whitt (1992), list features of dysfunctional teams. These include role confusion,
competition for ~authority, conflict or uncertainty over the team’s tasks, treatment
philosophies, models of care, and inadequate leadership. The potential for divisiveness if an
inappropriate style of patient advocacy was adopted by a low status member is obvious. Two
other sources of conflict may arise that are relevant here. Team values and beliefs must be
sufficiently congruent with those of the parent or umbrella organisation if cohesion is to be
maintained.  Further, the external supervision and lines of authority of the team of
professionals welded together must also sufficiently support ‘team functions’, as opposed to
‘profession-specific functions’, if functionality is to be maintained. The complex dynamics
within teams, and particularly in teams that work in psychiatric settings (Mohr, 1995;
Toseland, Palmer-Ganeles & Chapman, 1986), do not appear to have been considered in the
current conceptualising of the role of advocate for interpreters. Conflicts between medical
professions and others, like social work, with quite different ethos can be managed, if not
‘resolved, in teamwork (Mizrahi & Abramson, 1985). Much may be learnt from the older
professions in dealing with these issues, but a covert agenda in 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 sophistication of
generic clinical interviewing skills. There are a number of types of therépies that may be
performed in mental health care settings, each of which may require different skills and styles
from interpreters. Raval (1996) elicited a range of advantages and limitations to work with
interpreters from clinicians who were engaged in family therapy. His realistic appraisal
ackhowledges that no work would be possible at all without the interpreters, but that a number
of the aspects of therapeutic encounters taken for granted in interactions between sar'né
language speakers were absent or distorted in interpreter-mediated therapy. Bradford &
Munoz (1993) have considered a number of the issues confronting therapists and interpreters
~when trying to work psychodynamically in individual psychotherapy. I will not expand on
this complex area of -interpreting further here. Suffice it to say that psychbtherapy is a
complicated communicative act between two parties at the best of times and the addition of a
third party increases thié exponéntially. Models of interpreter technique require careful
consideration in psychotherapeutic contexts'. Fortuny & Mullaney (1998) have drawn
attention to the complexity of performing neuropsychological tests with the assistance of an

timerpreter. This aspect of professional specialisation also requires attention in local contexts.

Having considered a range of theoretical and practical issues in relation to interpreting in
other settings, I will now review the existing research on interpreting in medical and

psychiatric settings in South Africa.
LANGUAGE, LANGUAGE POLICY AND HEALTH CARE IN SOUTH AFRICA

Even though South Africa has always been a multi-lingual society this has not been reflected
in national policies or in health care institutions. In the late nineteenth century it was
Afrikaans, ironically from the perspective of 1998, that was to struggle with having the status
of an official language with inferior social standing. Marks (1994) in her history of nursing in
South Africa points out that as early as 1889 thei'e were clashes between English-speaking
nurses and administrations which insisted on a degree of proficiency in the Dutch language,

later to become Afrikaans. She also observes that no one insisted that a black language be

' See Amati-Mehler, Argentieri & Canestri (1993) for a review of the issue of bilingualism in psychoanalytic
treatment.
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learnt. From 1948 proficiency 'in English and Afrikaans has been a requirement of state
employees, although in practice a degree of proficiency in one language was usually sufficient
for a professional person. As a consequence, interpreting from black African languages for
doctors and other professionals in state service has always been an aspect of the health system
(Campbell, 1961, 1994). |

In a recent analysis of archival records from around the turn of the century, S. Swartz (1996a)
described the historical origins of colonial psychiatry as they manifested in particular
institutional practices and texts at Valkenberg Hospital, a psychiatric hospital in Cape Town.
Through an examination of hospital records, she was able to show the discursive production
of a homogenised black population through the suppression of linguistic, cultural and social
diversity. Simultaneously, however, the black patients of the hospital were identified as
distinct from their white,countefparts. ‘ |
“To textualise the Cape insane as homogeneous, and at the same time to

develop institutional practices which divided groups according to racial and
gender classification, was the central feature of the emerging colonial

psychiatry” (p. 155).

- The restricted range of diagnostic categories employed by the doctors at the time and the
paucity of information in documents regarding black patients is attributed in a large degree to
the monolingualism of the doctors. Armed with a small number of diagnostic labels, but
without any significant engagement with the patient’s personal and social background, the
clinician could construct the black patient as “known” to have a disorder or particular
“habits”. The patient, however, remained profoundly unknown and unknowable as a social
being. It is in the context of these forms of social éngagement theit the use of interpreters in

South Africa has developed.
LOCAL RESEARCH ON INTERPRETING IN HEALTH CARE

Wood (1993) reviewed thé literature on interpreting in medical settings in order to summarise
and make accessible to local practitioners the main guidelines to work with interpreters.
Interpreting services in institutions are most frequently referred to as ad hoc (Drennan, 1996a;
Ngqakayi, 1994; Swartz, 1992b). This is most certainly the case, as a lack of organisatim
| predominantly characterises the interpreting landscape. Interpreting in health care is often
performed by family members, clerks and fellow patients. However, Drennan (in press-b) has

drawn attention to the informal organisation of interpreting that may be masked by the lack of
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overt structure. A number of recent studies have attempted to describe the way in which
existing interpreting needs are met in health care, although not all have had interpreting as a
primary focus in the research. These will be reviewed here to highlight: sources of data; the
ways in which health care institutions have evolved to cope with lingtiistic diversity; and the

implications for doctor-patient relations and inter-professional relations.

The majority of studies have employed interview methodologies to examine the interpreter
- issue. Interviews have been with service providers (Buthelezi, 1992; Hobson, 1996) and two
have interviewed patients as to their perceptions (Crawford, 1994; de Villiers, 1993)"". Smit
(1997) used structured questionnaires to gather data. Two studies have analysed transcripts of
interpreter-mediated interviews ‘(Buthelezi, 1992; Muller, 1994), and one drew data from
attendance at ward rounds where interpreter-mediated interviews were conducted (Swartz,
1989, 1991b). This latter study and de Villiers (1993) included ethnographic dimensions to
data gathering but both referred to language in the context of broader foci, without focusing
on language per se. The methodological issues are importarﬁ here as there may be substantial
differences between what service providers and interpreters say they do and what they
.actually do (see for instance Dowling, 1992, 1995), but this has not‘received attention locally.
The situation of language issues in overall service provision structures is also a neglected
area. Most researchers have examined general medical settings, with Swartz and Muller as
exceptions through their focus on psychiatric contexts. These factors, and the relative paucity
of infonnation on how patients in local settings respond to interpreting, illustrate the

enormous gaps in our knowledge base at present.

Buthelezi (1992, 1996) focused her interview-bésed data on nurses providing interpreting
across a range of departments in a large Kwazulu-Natal hospital. The analysis of the data
from this study was organised according to the roles that the nurses saw themselves fulfilling
as interpreters: translating,v interpreting, explaining, advocating. Explaining was used to
describe aspects of medical education, which would often take place outside of actual
interpreting contexts. When nurses edited either doctor or patient statements to conceal

negative attitudes to each other this was seen as advocacy. So too was “junior clinician” work

' Crawford (1994) interviewed patients in Xhosa, whereas de Villiers (1993) interviewed in English and
Afrikaans.
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and attempting to elicit information on attendance at traditional healers. Nurses’
communication styles were described as formal, semi-formal or patronising when the nurses
were perceived to be over-controlling. Ten aﬁdio-taped doctor-patient interviews using
nurses as interpreters were also analysed briefly. The analysis fs largely descriptive and in
terms of established categories. However, aspects of the organisational structure of health
care around language can be seen in such statements as:

“..though doctors and patients in this study are of different cultural and racial

groups, the nurses appeared to be in control” (1992, p. 106). “
Nurses are primarily responsible for meeting patients’ health care needs outside of
consultations with doctors and this carries over into the consultation. While Buthelezi does
not use the term “junior clinician” for nurses, this would appear to best describe what takes
place. |

“Advocacy is inherent in the nurse’s role of representing the patient; in that

the patient at no time speaks directly to the doctor. Everything the patient says

is listened to, translated and interpreted by the nurse. The nurse filters out
what she thinks is nof conducive to help by the doctor” (1992, p. 100).

And further,

“...the nurses in this study generally reported their findings in summary form

and the doctor would delve further if there was a need” (1992, p. 103).
Buthelezi describes the extent of the nurse’s control as influenced by seniority and
qualification, confirming an impression that interpreted interviews were a loose form of
supervision of the nurses’ primary clinical work. Not all doctors it seems appreciated the
nurses’ attempts to process the patient’s complaints in this way. It is easy to see how, in this

context, interpreting can be seen to fall within the ambit of nurses’ work.

The description of how nurses mediate for patients in biomedical environments by Buthelezi
is similar to that of de Villiers (1993). In a medical anthropological study of a hospital in the
Eastern Cape, she describes how nurses routinely interpret for doctors but that this is

embedded in an over-arching involvement with patients.
“Consequently the nurses are frequently called upon to assist Xhosa-speaking
patients to orientate themselves in the hospital, to interpret and thus to
facilitate communication, to explain medical procedures, to deal with fears

and insecurities, and to transmit messages between patients and kin in the
township” (p. 271).

De Villiers calls this direct and indirect interpreting and suggests that this is part of being a

culture broker for patients. This gives rise to a primary connection between the nurse and
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patient and a secondary consultative function on the part of the doctors in this setting. This
contributes to the ‘naturalising’ of the distance between doctors and patients of different
ethnic groups. One doctor interviewed by de Villiers believed that nuances of communication |
were missed through interpretation, but that this was not sighiﬁcémt as Xhosa-speaking
patients were:

“...less dependent upon a doctor for emotional and psychological support than

white patients, and they are therefore, less inclined to transmit subtle messages
through nuances” (1993, p. 229).

The social organisation of the system of care in place in the setting described by de Villiers
creates the impression of a seainless and unproblematic arrangement. The style of mediating
for Xhosa-speaking patients adopted by the nurses perhaps for a range of reasons may serve to

maintain social distance.

Crawford’s (1994) study in the Western Cape found greater levels of dissatisfaction with the
organisation of health care around language issues. Crawford (1994) also interviewed
medical doctors and nurses”. In is important to note that Crawford (1994) found that day
hospitals or primary health care clinics were more organised for interpreting needs than
‘ academic or tertiary settings. This was perhaps through their location in the community and
the sheer weight of numbers requiring interpreting. Clinic routines had been adapted to
allocate nurses or nursing assistants to particular doctors to work as interpreters. Respondents
approximated that up to 80% of the nurse’é time was spent interpreting, although this was not
corroborated by _independént data gathering. The negative aspect to this organisation is in
what appears to be the open exploitation of nurses as interpreters. Academic hospitals did not
show this degree of organisation and the resulting situation for interpreting was far more
chaotic. By virtue of the structure given to meeting interpreting needs in the clinics, doctors
interviewed there were able to identify problems in the system of using nurses as interpreters,
and similarly the dissatisfaction of the nurse interpreters could be explored. From the point of
view of the expertise of the interpreters, doctors complained of reductive summaries in
interpreting and moralistic and prescriptive attitudes expressed by the nurse interpreters.
Cultural differences between the patients and doctors were another feature. It is important to

note that all of these concerns were informed by the pressure of time on the nature of the

'z Crawford (1994) is exceptional, along with de Villiers’, in that she was able to interview patients as to their
experiences with interpreting in medical encounters but did not report on these finding in this paper.
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clinical encounter. The pressure generated by functioning under massive time constraints was
the justification by nurses of the conflict with doctors over summarising patient statements.
The nurse interpreters also expressed feelings of inadequacy when translating certain dialects
of the local language (Xhosa) and the lack of terminology. The main complaints regarding
being used as interpreters involved the emotional burden of interpreting and the lack of
recognition, pay and status for this. Survival in a demanding service delivery context appears

to be an important dimension informing the nature of the interpreting provided.

Hobson (1996) also used interview methods to elicit information from doctors and a range of
people serving as interpreters on their experiences. This study included data from state
hospitals, as is the norm in local research, but added important information on doctors
working in private practice seﬁings in areas that are predominantly populated by Xhosa-
speakers. Significantly, private’ practice settings were as unsatisfactory as state hospital work.
Doctors described how they would use patients from the waiting room and a secretary was
employed with bilingualism as a job prerequisite. Hobson analysed her interview data in
terms of two categorieé affecting interpreting: linguistic and extra-linguistic. The extra-
_linguistic factors were fundamentally informed by the informal arrangements available to
meet interpreting needs. Hence, Hobson lists seven elements that a doctor would seek in an
interpreter, ranging from linguistic ability to personality, but the most decisive factor in the
choice of interpreter was availability. Clearly, ideal factors in the choice of an interpreter take
- second place to pragmatic considerations. The linguistic factors involved the way in which
nurse-interpreters describe managing the complexity of communication in an interview, the
lack of terminology, and the problems of metaphor and taboo areas. It is interesting to note
that nurses reported more difficulty in translating Xhosa concepts into English than the other

way around. Buthelezi’s (1992) subjects reported a similar difficulty”.

Smit (1997) conducted research on language needs at an East Rand hospital in Gauteng. The
research was, like that of Hobson, conducted towards a post-graduate degree in 'Applied
Linguistics. Smit’s study was focused on the initial stages of a language planning approach,
namely situation analysis. Smit requested doctors, speech therapists, pharmacists and nurses

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

" Current terminology development initiatives in the health care area are focused on terminology development
in African languages (Jooste, 1997).

41



Chaptef 2

were gathered on various aspects of the language demographics of the staff and patient
population. Both these groups show a wide spread of languages. This is particularly
impoﬁant in Gauteng, where language demographics are typical of a large urban commercial
capital (Mansour, 1993). For example, there were mother tox'lgue‘ speakers amongst the
nursing staff of six African languages over and above Afrikaans; Unfortunately, the language
profile of the other professional staff was as poorly representative of the general population as
elsewhere in the country, with only one of 55 able to speak a black African language. A
strength of this study can be found in its attempt to go beyond merely describing the current'
language situation in the hospital studied, to asking respondents for their opinions on possible
solutions to the language problems. So respondents were asked whom they thought should
interpret and what should be included in interpreter training. Of 56 respondents from the
medical, speech therapy and pharmacy departments, 84% thought nurses should be trained as
interpreteré, 25% indicated that cleaners should be interpreters and only 9% saw a need for
professional interpreters to be employed. It is striking that fewer than half of the 86 nurses
who responded (48%) expressed a willingness to be trained as interpreters. Only 14% of
respondenté thought that additional training in languages was necessary for interpreters, but

. 80% wanted training in medical terms to be included.

An area in which the methodology of Smit’s study placed limitations on the data was that the
questionnaires asked respondents to approximate the proportion of patients who require
interpreting.  Similarly, respondents had to answer in terms of yes or no whether
communication through the interpreters they used was successful. The importance of
ethnographic data to enrich the description of the laﬁguagé dispensation is highlighted
Vthrough this. Following the features presented in published papers on problematic
interpreting (Vasquez & Javier, 1991), Smit required of respohdents to say whether
interpreters provided summaries and elaborations of what patients said. The author was
surprised‘to note that small percentages of the respondents were opposed to interpreters using
their discretion in this regard. In spite of the preferences expressed by respondents from the
professional staff to have nurses act as interpreters, Smit concludes that nurses should only be
used to interpret as a short-term strategy. She argues that interpreters should be appointed
who have been trained as medical interpreters, suggesting the National Language Project

- model (Ntshona, 1997) of employing bilingual matriculants.
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Swartz (1989, 1991b) Ifas situated the interpreter issue in the context of discourses of race and
culture in psychiatry in South Africa. Ritualised introductions to interviews demonstrated the
subordination of the position of interpreter in ward rounds, even when the interpreter was a
clinician. Nurse interpreters subverted this subordination through ‘acts of resistance’, which
may be as simple as deviating from instructions on how to start any given interview. By
conceptualising such acts as resistance, Swartz draws attention to the expression of power
dynamics in clinical séttings but without suggesting that these manoeuvres be elevated to the
level of technique. Muller (1994), in a wide-ranging study based on the detailed transcript of
a single interpreter-mediated interview, has shown how clinical pressures compel interpreters
to manage and control interviews in ways that contradict accepted standards of practice in
other settings. The analysis uses ethnomethbdological principles to show that all of the
‘errors’ identified by Vasquez & Javier (1991) appeared in the interview but that these served
to expedite the work of the ineterviewé This demonstrates how the routinised cultural and
biomedical accomplishments of the interpreter are made consistent with clinical and
institutional objectives. Thus, institutional imperatives to ‘manage’ patients efficiently
(Fisher & Todd, 1986; Mizrahi, 1987; Rhodes, 1991) are as powerful in shaping interpreter

- discourse as they are in shaping psychiatric discourse.

Swartz, Drennan & Crawford (1997) organised the seemingly chaotic interpreter landscape in
health care into two basic models of provision. 1The “add-on” model describes approaches
that recommend the appointment of interpreters in health care settings, which could take the
form of the three-tiered approach outlined by Carr (1997) and Fortier (1997). VThe current
practice when appointing desigrated interpreters in local contexts has been to hire someone at
the organisational level of a cleaner. This places serious constraints on the expertise available
and limits the extent to which the more ambitious expectations regarding advocacy and
culture brokerage descfibe‘d above may be met. [The “add-in” model is used to describe
approaches that would have existing staff formally include interpreting into their duties. This
may involve nurses at Eest but may also include other categories, such as cleaner. The
addition of interpreting to nurses’ work would address a number of problems regarding
expertise, training and logistics simultaneously.! There is a parsimony to this model in
organisational and financial terms that potentially has great appeal. The development of the
“add-in” model would also not exclude supplementing services with an “add-on” approgch‘
where necessary. However, the absence of any attempts by government to put the question to

nurses as to whether they want the task of interpreting to be formalised is quite striking. If
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this question were to be put to nurses, there is a substantial risk that the current taken-for-
granted use/exploitation of nurses could collapse. A decision to refuse the responsibility in

spite of incentives has the potential to paralyse the health care system as it stands today.

In the face of advantages and disadvantages in béth the “add-in” and “add-on” models, Swartz
et al. (1997) suggest taking a broader view in the form of a cultural change model. Rather
| than seeing the 'Iang'uage issue as a technical problem to be resolved by tacking on
~ interpreters, they suggest that it presents an opportunity to re-visich the provision of mental
health services more dramatically. Key aspects of this model would involve confronting the
way in which institutional structures and procedures are shot through with apartheid
_inequalities and alienation, how the training and proféséional socialisation of service
providers maintain such s&stems, aﬁd how these factors constellate afound the language issue.
This process would imply the ihitiation of change in institutional identities. This is dealt with

in the following section.
RACE, LANGUAGE AND INSTITUTIONAL CHANGE IN HEALTH CARE

'Invoking a notion of cultural change in South Africa may sound little more tﬁan a cliché.
Much has changed in a relatively short period of time both within and outside of health care
institutions. However, the concern expressed at the start of this discussion in relation to the
homogenising influence of nationalism, is perhaps even more applicable in biomedical and
psychiatric settings. These disciplines are to a great extent predicated on the capacity to
universalise and decontextualise human experience. While this capacity is in many respects a-
strength in terms of conceptual clarification, this has been a source of limitations in service
delivery and in the recognition of institutional racism. Universalising approaches to health
care have been noted to give rise to “colour blind” or assimilationist service delivery (Padilla

| et al, 1991). Howitt & Owusu-Bempah (1994) list colour-blind 'strategies and

decontextualisation a;morigst manoeuvres made by institutions to take a ‘business as usual’

approach to the problem of racism.

In Britain discussion regarding the route towards institutional change on the issue of racism
has centred on the debate over “ethnic sensitivity” in health care or “anti-racism”. Both these
frameworks attempt to move beyond “colour-blind” approaches or assimilationist policies.

Approaches to “ethnic sensitivity” emphésise multi-culturalism through training service

44



Language, social change and interpreting

providers to recognise and understand cultural differences in clients presenting for treatment
(MacLachlan, 1997). Stubbs (1993) summarises the scepticism about the ethnic sensitivity
approach as a skewing of priorities in particular ways. Firstly, an emphasis on the culturally
“other” highlights the exotic in non-western traditions. Thus, essentialist notions of culture
can be propagated though stereotypes and over-simplified cultural identities. Secondly,
colonialist agendas in relation to normative lifestyle choices can be the focus of health
education programmes informed by the framework. Thirdly, an over-emphasis on link
workers and interpreters as the means by which to improve services for minorities in Britain
is “based on a benevolent model of health service provision in which the solutions to
proble'ms are essentially technical and professional rather than political” (Stubbs, 1993, p. 40).
This is similar to arguments advanced by the interactionist approach outlined above.
However, there is scepticism as to the capacity of interpreters to mediate communication and
avoid the reproduction of pérticular social relations, just as is the case with medical

professionals.

Anti-racist perspectives take racism and not culture as their starting point (Stubbs, 1993).
. Three inter-related levels reflect racialised inequalities: interpersonal, institutional,
societal/structural. What a focus on racism adds to the analysis of health care is direct links
between ‘societal levels of discrimination and institutional practices. Issues to do with
representative employment and training are also foregrounded (Howitt & Owusu-Bempah,
1994). Differential forms of social control in the society at large are also seen to penetrate
organisations, or even require them to materialise relations of subordination and surveillance
(Law, 1996). While anti-racism also has its own conceptual and ideological pitfalls, it tries to
address the shortcomings of the “ethnic sensitivity” approach listed above. Law (1996) points
out that research informed by an anti-racist agenda has failed to pinpoint racially
discriminatory practice. The question of whether language services in South African health
care settings materialise discrimination and institutional racism will be a central focus of the

analysis of the data presented below.

The terms of initiatives in health care in the USA appear to be less contentious, and “cultural
competence” has emerged as the primary descriptor.. The all-inclusivéness of how cultural
competence is conceptualised appears to transcend the terms of the debate in Britain by
incorporating the strengths of both approaches. Roizner (1996) describes cultural competence

in mental health care as addressing the impact of racism, discrimination, immigration, and
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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 examine
organisations in terms of existing conditions and operating procedures to make
recommendations for improved services to ethnically and culturally diverse consumers.
Giachello (1995) refers to a continuum 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 culturaliy 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 al., 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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course practitioners do not learn or do not learn enough and this needs to be addressed at the
multiple levels described above in the anti-racist paradigm. However. to formalise certain
interpreter roles around culture brokerage and advocacy is potentially collusive with this

resistance to learning and tantamount to institutionalising otherness.

Here [ wish to return briefly to the enduring value of Kleinman’s (1980) explanatory models
approach. Kleinman’s approach could be characterised as placing too much emphasis on
cultural aspects to clinical work. However, it could also be seen to address a training issue in
so far as it has the potential to inculcate. from an early stage of professional development. a
curiosity and willingness to engage with the cultural frameworks of patients. The emphasis
on the particularity of each patient’s explanatory model in terms of how they make use of the
cultural material available to them may assist in avoiding essentialist and reified notions of
-culture. A rigorous and sophisticated grasp of how to work with an interpreter to elicit each
patient’s explanatory model would be a comerstone of such a project. The argument
advanced by critics like Scheper-Hughes (1990) that structural changes do not come about
through individual doctors communicating better with their patients notwithstanding. It is also
true that white patients do not depend on the munificence of individual practitioners to get the
same deal as other service users. However, this is not to say that caring individual

practitioners in bureaucratic systems do not make a difference.

In this chapter I have situated language issues in health care in a broader socio-political
framework. [ have also discussed language issues in relation to institutional racism both
locally and abroad. Of the many roles that interpreters may assume in health care settings, |
have examined the terms of a debate regarding advocacy in interpreting. The choice of this
focus was prompted by the currency that political activism has in South Africa and the
problems that interpreter services face in getting established as part of formalised health care
services. Both these considerations may present particular problems in a South African
context that does not make for the smooth importation of models developed elsewhere.
‘Language services are a significant aspect of non-racist health care, but it is importa;zt to
recognise that these services must be framed by an over-arching process of transforming
health care services following the apartheid era. The full extent of the transformation that is
necessary and the institutional reality of the language gap in South African settings will be

described in what follows.
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Chapter 3
'METHODOLOGY AND RESEARCH STRUCTURE

Introduction

The impetus for the reseérch 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 of the institution in which I worked. There
were a number of 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. The research was thus fundamentally informed by a practical intention to
create information that would be of assistance in developing language resources in institutions
in three ways. Firstly, through describing the extent and magnitude of the problem, I hoped to
raise awareness within institutions but also amongst policy makers. Therefore, implicit in this
" description would be indications as to how the problem could be addressed. A third more
ambitious aim was to identify obstacles to addressing the situation, whether they be practical,
institutional or social. These aspects formed a type of needs analysis in the context of
linguistic diversity for a particular institution. Approaching the issue of linguistic diversity in
this way meant treating language as a form of institutional resource in the performance of its
work. In other words, reifying language as a technology or an object. Of course, this
involves the sleight of hand referred to in Chapter 1, in that it is bilingual and trilingual people
who are the institutional resource. However, the process of identifying who the interpreters
are was precisely one of the questions that I sought to investigate. By tracking the appearance

of the activity of interpreting, I intended to identify the elusive interpreters.

As the research progressed to asking the same questions at another hospital in the same
metropolitan region, it became clear that a description of the context within which interpreting
took place was of paramount importance, if one was to understand interpreting. This resulted
in the addition of interviews with hospital staff in order to clarify the context of the use or
otherwise of an interpreter. Through these interviews it became clear that the context of the
use of interpreters was not only the availability of bilingual staff, but included contextual

features as diverse as local norms regarding psychiatric practice, the history of the institutions,
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and socio-political influences. As interviews are limited in the degree to which they can
clarify these issues, it emerged that the methods of medical ethnography were necessary to
provide sufficient breadth to the types of factors considered. Before situating this study in
relation to medical ethnographies, it is necessary to consider the way in which I use the

concept of language and its relation to discourse.

DISCOURSE AND INSTITUTIONAL SETTINGS

"Institutions create shadowed places in which nothing can be seen and no
questions asked. They make other areas show finely discriminated detail,
which is closely scrutinized and ordered. History emerges 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 social order operating on individual
minds”’ (Douglas, 1986, p. 69-70).

The examination of language in the discourse analysis paradigm is a useful method for the
‘study of institutions and how they create places of light vand shadow. Discourse analysis
adopts a particular approach to language. Firstly, language is not seen as a transparent
medium through which conimunications about a single underlying reality are accomplished.
Language itself is understood to shape accounts of reality that can come into being through
social actors drawing on the available “interpretative repertoires”. Discourse analysis
“denaturalises” language to show how particular accounts come into being and not others, but
it also indicates the consequences of the use of particular repertoires and the purposes that
these constructions may serve (Marshall, 1994). In this formulation language itself is a form
of social practice, embedded in society and conditioned by the forms that society takes. This
is, however, a dialectical relationship as language also conditions social phenomena
(Fairclough, 1989). This approach to language and language practices is particularly relevant
in the study of institutions as it situates institutional practices in a network of societal

discursive practices.

A further contribution to the study of institutions made by a discourse analytical approach
arises through a shift in the unit of analysis (Marshall, 1994). Instead of examining
institutional practices from the perspective of the individual, it seeks to identify regularities
and recurring patterns, not only across individuals, but across contexts and circumstances.
Discourse analysis eschews a focus on what individuals may have meant or intended, a

subjectivist analysis, for a focus on overarching culturally and historically embedded
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" discursive products. Mumby & Clair (1997) identify two approaches in research on
organisations. The first is an approach that seeks to identify social patterns in these settings
that is more traditionally anthropological in its interest in metaphor, ritﬁal, storytelling, and
generally the production of shared meaning. This they refer to as a cultural or interpretative
approach. The second, a discourse analytical approach, they characterise as “critical
organisation discourse analysis” 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 site of stniggle to shape the social reality of the organisation'.

Van Dijk (1993) describes discourse analysis at both a surface level of institutional texts, and
in terms of “deep structure”, the 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 the theoretical contribution of Foucault’s (1980, 1982) “new economy of power
relations”, and the contribution of Gramsci with regards to hegemony (Lears, 1985). Clegg
(1994) has outlined the Foucauldian contribution to the analysis of organisations in terms of
the key concepts of power, values, rules and discretion. He argues that professional training
is an important avenue for 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
power”, controlling from within the social body, not from above it (Foucault, 1980). Control
is not total, nor is it necessarily 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 of social institutions are not passive, bureaucratic robots acting in
conformity to institutional rules; nor are they free agents whose actions mean nothing more
- than their intentions. At the micro-level, individual acts expressive of agency are intentional
and planned, but only in a sense that is limited to the particular context of their occurrence.
Discourse analysis requires a shift from this micro-level intentionality, to macro-level
products. At a macro-level of analysis, individual expressions of power or resistance are

aggregated to form a “global strategy”, they “sum together vectorially; they have an overall

! 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). )

50



Methodology

direction” (Krips, 1990, p.175). Thus, individual acts, whatever the local intentions of the
actor, can reproduce dominant discourses or forms of resistance. Knorr-Cetina (1981) warns
against assuming that the discursive products arise as a result of an aggregation of instances
- (the aggregation hypothesis) or as a result of unforeseen consequences (the unintended
consequences hypothesis), but rather that the macro-order resides within micro-episodes.
This shift, however, between individual actions, micro-episodes, and macro-issues in the
identification of discourses and discursive products is not unproblematic in practice (Fisher &
Todd, 1986, Knorr-Cetina & Cicourel, 1981). As I will show, the articulation of racist
discourses in local clinical settings is fraught with the potential for explanatory models that do

not do justice to the complexity of discourses in institutions.

Burman, Levett, Kottler & Parker (1997) acknowledge that a challenge to the application of
discourse analysis in South Africa lies in how well it will travel. Discourse analysis has
developed in “monolingual contexts” (p. 9) like the UK and so there is not a great deal of
experience in applying it to situations of linguistic diversity. This complication is
immediately evident in relation to the double distanciation (to borrow from Riceour) of users
of psychiatric services who do not share a professional Ianguage'with practitioners, but who
also do not share a language of everyday communication. At the interpersonal level (Swartz,
1998), this involves the issue of language or languages, and the role of interpreting in the
production of meaning for both parties in such exchanges. At the institutional and socio-
political level, this involves the issue of linguistic diversity. At this level of analysis the role
of interpreting is that of an institutional resource or technology. This study will be concerned
with the types of meanings that come into being in interpreter-mediated interviews, but also
with the institutional implications of who has access to interpreting and under what
circumstances. The data for the analytical approach described above will be gathered through

a range of strategies I will subsume under the rubric of ethnography.

ETHNOGRAPHIC METHODS IN BIOMEDICAL INSTITUTIONAL CONTEXTS

Kuipers (1989) has identified three traditions in research on medical discourse, each
underpinned by a meta-theory of language. The first is largely referential and lacks an
account of how ideology and interaction work together to produce meanings in medical
settings. The second, arising out of Foucauldian approaches, examines the social and
ideological dimensions of biomedical practice but relies on “decentred texts”, thus neglecting

to employ grounded contextualised discourse. The third approach examines medical
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discourse as situated interaction. These studies often involve conversation analysis and are
criticised for lacking generalisability and a limited consideration of macroscopic issues of
ideology and power (Kuipers acknowledges notable exceptions to this typology). In so far as
the paper is a call for a regrouping of research initiatives, Kuipers suggests a concerted effort
to produce studies that are a combination of the second and third approaches. He 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 details of institutional and social context,
functioning in dialectical relation to each other. MacCormack (1994), in a broad overview of
ethnography’s historical and conceptual contribution to the study of medical sciences, is also
optimistic that ethnographic studies can guide us through the micro-and macro-political
aspects of providing health services. Lazarus (1988) makcs the important point that
ethnographies of medical settings can also include in their analyses the intermediate-level of

the 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
regional health policy meetings, interviewed doctors, nurses, interpreters and administrators,
and conducted an archival review of newspaper articles and public documents. The political

and social factors relevant to patient satisfaction were then subjected to a multi-level analysis.

Ethnographies of psychiatric settings such as those by Barrett (1996) and Rhodes (1991) are
more extensive than the focus here, but 1 will draw on their emphasis on the contextualisation
of biomedical practice in institutional settings. These works demonstrate the paradoxes and
“discretion” (Clegg, 1994) in the identities of biomedical institutions and the clinicians that
work within them. There is increasing recognition that focused ethnographies in health care
contexts, while not as wide-ranging, are valuable in their own ﬁght (Rhodes, 1993c). While
the principles of ethnography informed the data gathering in the study described in Chapter 6,
these were adapted along the lines described in the rapid assessment techniques (Manderson
& Aaby, 1992; Pelto & Pelto, 1997; Shawyer, Sani Bin Gani, Punufimana & Seuseu, 1996).
Rapid assessment techniques utilise the strengths of ethnography such as multiple sources of
data and flexible adaptation to particular conditions (Hammersley, 1992). They have been
developed to evaluate programmes in areas where funding, time and personnel resources are

all in short supply. Clearly, a great deal may be lost in the haste with which they are
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conducted. This is a trade-off with the speed at which results emerge. I relied upon rﬁy
familiarity with the hospital setting, routines, procedures and clinical work to circumvent
some of the compromise in spending less time (Manderson & Aaby, 1992). In this regard, the
ethnographic method described here 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.?

The question of the insider perspective is significant here. An important part of the
ethnographic technique is the acknowledgement of the person of the ethnographer. I will
make use of this perspective in two ways. One, conducting research in institutions of which I
am a member, and a society of which I am a member, requires a consideration of how this
informs the research and interpretative process (Cheater, 1987; Ngubane, 1991). Traditional
- psychoanalytic approaches in anthropology have been exposed as deeply problematic in post-
modern anthropology (Ewing, 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 revived to assist in the conceptualisation of the ethnographer’s experience in
research. This draws not on psychoanalytic ‘grand theory’ but on the contribution of
psychoanalytic approaches to understanding “experience-near” phenomena in relationships

(Cohler, 1992). This will inform a second facet of reflexivity in the analysis that follows.

METHODOLOGY

The first in a series of three studies required clinicians working at a particular Western Cape
psychiatric hospital to complete a brief questionnaire each time they either used someone as
an interpreter or would have done so had someone been available. Thus, the questionnaires
reflected both interviews that took place with an interpreter and interviews for which there
was no interpreter. Under the latter circumstances the interview either proceeded without an
interpreter or did not take place because there was no interpreter. This questionnaire study
was repeated at another Western Cape psychiatric hospital, with the addition of a
questionnaire for nursing staff to reflect their language service needs. This second

questionnaire study did not sufficiently reflect the extent of the language needs of the

? The ethnographic components of the study could also be described under the general category of processual
ethnography {rather than encyclopaedic ethnography), and particularly a cross-sectional ethnography of daily
activities {Werner & Schoepfle, 1987).
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inétitution and so a number of interviews with hospital staff were conducted to clarify this.
For the third study I returned to the first hospital and conducted a focused ethnography of
language at the institution. This study subsumed an evaluation of a programme to place two
trained interpreters at the hospital, and made use of the same structured questionnaires
employed in the first two studies and the semi-structured interviews employed in the second
study. The methodological components of the three studies will be described here briefly but

will be expanded upon in greater in the chapters describing the respective studies.

In overview, the developmental sequence in the research described above has resulted in an
eclectic mix of quantitative and qualitative methodologies. The range of data types generated
through the research seeks to address the multiple levels of the 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.

Résearch interviews have also been conducted with hospital staff using a key informant

approach to identifying candidates for interview (Morse, 1992). The interviews were semi-
structured as there were particular questions that I was pursuing in relation to interpreting,
language problems in service provision, and the organisational structures to deal with these
problems. However, the interviews were with diverse groups of involved people, ranging
from consultant psychiatrists to nursing assistants and interpreters, and from English-speakers
to Xhosa-speakers. This required considerable flexibility in interview structure in order to
explore the differing perspectives and experiences of the interviewees (Gilchrist, 1992; King,
- 1994). In two of the three studies the qualitative data from interviews was used to augment

the quantitative data from the questionnaires.

The focused ethnography of language undertaken at one of the hospitals involved interviews
with hospital staff and interpreter project staff. Weekly statisﬁcs regarding the number of
patients who required interpreting in each ward that the study took place were also gathered.
Hospital folders of patients identified during the peridd of data collection were reviewed to
track the role of language in the process of a hospital admission. [ also attended multi-
disciplinary team meetings in the relevant wards over the study period and documented
discussions about patients and interviews with patients who required interpreting and others

who did not.
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The programme evaluation component of the third study involved a comparison with
quantitative data from the 1993 study at the same hospital. This served as baseline data for
the programme evaluation. The first study generated data on interpreter utilisation prior to the
employment of a person to fulfil this specific function and overlaps with the period when a
single untrained person was employed on a part-time basis by the hospital. A replication of
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

language service provision:

L. Informal service provision in the absence of an official interpreter.
2. Service provision with a single untrained interpreter.

3. Service provision with two trained interpreters.

I will now move onto Part II of the thesis in which I describe and interpret the results of the

three studies in separate chapters.
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Chapter 4

MAKING LANGUAGE VISIBLE IN INS.TITUTIONAL
SETTINGS - VALKENBERG HOSPITAL

UTILISATIQN AND NEEDS ASSESSMENT AT VALKENBERG HOSPITAL

This chapter describes the findings of an assessment of the utilisation of and need for
interpreting at Valkenberg Hospital (VBH) and the psychiatric emergency service at a nearby
general hospital. The study so'ﬁght to make the interface between psychiatric services and the
languages of the users of the services visible. This is presented here in terms of answers to
three fundamental questions regarding language needs in the institution.
o Who provides interpreting? |
» What types of psychiatric work are interpreters used for? ‘
« How available are interpreting services?

"The question of missing data is also addressed along with the qualitative features of the
information gleaned from the questionnaires. This overview of the impact on service
provision goes beyond the fragmentation of the anecdotal accounts of individuals, making the

implications of linguistic diversity visible in a range of institutional contexts.
DESCRIPTION OF VALKENBERG HOSPITAL

Valkenberg Hospifal is a Western Cape teaching hospital, and part of the University of Capé:
Town/Groote Schuur Hospital (GSH) complex. At the time of the study it was a 960 bed
psychiatric facility serving the Cape Peninsula and coastal areas up to Knysna (a distance of
400 kms). The hospital has served as a psychiatric facility for over 100 years as it was
initially opened to house white patients in 1891. It began to admit black patients in 1916, but
they were housed separately across the Black River (S. Swartz, 1995). The ‘white side’ of the
hospital was referred to as the Observatory side (because it neighboured on a suburb of that
name) and the ‘black side’ was referred to as the Pin.elandsv side (for the same reason). The
forensic wards, and most notably, the imposing maximum security unit (built much later),
were on the same side of the river as the wards for black patients. The wards for black

patients wcré all double-storey Victorian buildings typical of asylums of that time. The
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Observatory side used the Victorian buildings as closed wards’. A number of newer wards
built in the 1980°s were free-standing, single-storied buildings and served as open wards for
white patients. . The racial integration of the hospital began in 1991, when black patients were
moved over to the respective units on the Observatory side. The old “black side’ continued as

wards for forensic patients regardless of race.

The hbspiial admitted approximately 300 patients a month and was staffed by multi-
disciplinary teams. The study took place in ten acute admission wards at VBH, and at the 24~.
hour emergency psychiatric service (C23), based at GSH, that triages patients for local
psychiatric hospitals. Besides C23 at GSH, the other wards involved were parts of units at
VBH. The Male Admission wards comprised three closed wards. The Female Admission
- wards comprised two closed wards. Both these units shared an open ward for patients prior to
discharge. The Forensic Unit cbinprised two wards. An open ward for rehabilitating patients
diagnosed with psychotic disorders, a psychotherapeutic ward for patients with non-psychotic

disorders and a ward for geriatric patients were also included.

. At the time of initiating the study there was no one employed as an interpreter by the hospital.
After one month of the questionnaire study a part-time person was appointed. This

development will be described in more detail below.
METHOD

This study was conducted on all week dayé. in October and November 1993, a total of 43

working days, following a two-week pilot study in two wards.

The dimensions along which inter@reter utilisation was measured were: ’

» the number of patients requiring an interpreter during their assessment and treatment;
» who was providing the interpreter service and to what extent were they available;.

¢ how much time was involved;

« in what contexts the service was required;

» which languages were involved;

» the gender of the participants’.

! The term ‘closed ward’ or ‘locked ward’ is used for wards that patients may not move freely in and out of.
% See Appendix 4 for Questionnaire 1.
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Data were gathered through requesting service providers to complete a questionnaire each
time they either used someone as an interpreter or would have chosen to use an interpreter
were this service available. All categories of staff could completev questionnaires (e.g. nurses,
cleaners and clerks) but information came primarily from consultant psychiatrists; psychiatric
registrars®, socialv workers (SW), psychologists, psychology' interns* and occupational
therapists (OT).

Following the completion of the questionnaire component of the study, patients identified as
requiring interpreting were followed up through a review of their hospital folders. The
number of interviews documented in the hospital folders were counted to ascertain as far as

possible the number of interviews not documented through the questionnaires.
OVERVIEW

The bulk of the data presented here is drawn from four units: psychiatric emergency at GSH;
Female Admission wards (FAWSs).at VBH; Forensic Unit (FU) at VBH; Male Admission
wards (MAWSs) at VBH. Clinicians’ in three other wards were asked to complete
questionnaires but no interviews with speakers of black African languages were conducted
during the study period. This is the first in a series of silences or gaps in questionnaire data

that are an important aspect of the wider implications of the study.

Twenty nine clinical staff had used interpreter services during the time of the study and they
returned 299 completed questionnaires. Through the questionnaires, 147 patients were
documented as having required interpreting services. This constitutes between 20% and 30%
of patients admitted to these units during the study period, depending on the ward. The bulk
of this was for Xhosa-speaking patiehts, but a smattering of Afiikaans (2), Zulu (2), Sotho (3)

and Tswana (1) speakers required interpreting.

* Psychiatrists in training.

* psychologists in training,..

1 use the term ‘clinician’ to refer to consultant psychiatrists, psychiatric registrars, social workers,
psychologists, psychology interns and occupational therapists. This follows an implicit distinction made in this
hospital between nurses and other mental health professionals. The term ‘therapist’ is also used to distinguish
between the list of mental health professionals specified above and nurses. This hierarchical ordering of the
mental health professionals, with nurses occupying 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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Table 4.1: Overview of the returned questionnaires.

Respondents | Questionnaires Patients requiring Totai %
: interpreting | Admissions
C23 3 80 | 53 268 | 20%
FAWs 6 ‘ 71 20 108 9%
FU ) 31 B A R x
MAWs 7 T 57 2000 | 28%
TOTAL 29 299 - 147 631

There were two wards included in the study that did not yield any questionnaires. The
psychotherapeutic ward for‘noh-psychotic patients and the open ward with its functions split
between an acute admission ward for 'psychdtic patients and a rehabilitation component. It is
not insignificant that there were no returns from these units and this will be taken up later.
The geriatric ward documented interviews with a patient from the former Yugoslavia, but
who also spoke German. Coincidentally, three of the clinical staff members in the ward also
“spoke German and so communicated in this langua'g'e and some English. Staff informed me
that a Xhosa-speaking patient had been discharged from the geriatric unit shortly before the
study began, but that there were no Xhosa-speakers during the study period. The presence of
the Xhosa-speaker in the geriatric unit was remarkable as an exception rather than as an

illustration of a routine difficulty encountered in the unit.
WHO ARE THE INTERPRETERS IN PSYCHIATRIC SERVICES?

The questionnaire specified twelve categories of person who may provide an interpreter
“function. The data from the questionnaires have been summarised into seven categories and

represented here as a percentage of the number of interviews documented.

8 There were 55 admissions to the FU during the study period. However, the FU houses long-term patients and
acute admissions together and so the utilisation of interpreting was for both these groups. It would thus not be
appropriate to specify the percentage of admissions requiring interpreting over the period of the study on the
basis of this figure as some of the interpreted interviews took place with patients admitted before the start of the
study. '

" This is an estimate based on a review of the book that records admissions and patient transfers because there
were no official figures available for these wards.
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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 Nurse® 30 1 15 10 5 14
General Assistant 7 18 5 4 5 8,7
Student Nurse ‘ - 14 - - 9 4,9
Interpreter - - - - 31 | 51
Family 5 | - - - T 28
Other _ 11 7 27 5 2 10,7

Clearly, the bulk of the respofisibility 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
lahguag’es 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 (C23)

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

® Nursing assistaats in C23.
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nurse and‘nursing assistant, accounted for 67,5% of the interviews. This included using a
nursing sister ﬁ'om a néarby ward on one occasion. This nursing sister refused the second
~request for interpreting. There were five interviews in which the interpreter was coded as
“other”. The comments provided by the clinicians indicate that an administration clerk and a
security guard were used. Two other instances involved the patients interpreting for their
family members, as described above. There were no documented instances of interviews with
~ fellow patients acting as interpreters. Howe\}er, the following comment appeared on a
questionnaire: |

Initially thought interpreter was a family member, but turned out to be visiting
_another patient. '

Valkenberg Hospital
At VBH there was a total of 76 hours of interpreted interviews in the eight-week period.
- Female Admission Wards

There was a total of 21,8 hours of interpreting in the FAWs®. This figure for the duration of

-interviews is drawn from only 51 interviews of the 75 returned questionnaires because of the
number of intervie\#s that did not take place. Professional nurses accounted for 53% of the
interviews; GAs for 12% and student nurses for 12%. The latter two percentages are the
highest for any unit. This is consistent with the shortage of Xhosa-speakers on the staff of
this unit"’. The average length of interview with a professional nurse was 24 minutes, while
for the GAs this is 40 minuteg, The greatest impact of the unavailability of a service was felt

" here where there was a deiay in the interview in 40% of cases and 14 interviews did not take
place at all. This partly reflects the fact that the “open” pre-discharge ward‘that the unit
shared with the MAWs did not have a Xhosa—speaking staff member for one entire month of
the study.

Forensic Unit

The two forensic wards used interpreters for 18,9 hours'. In spite of the comparatively low

number of interviews in the unit (one week with no documented interviews), the total duration

> There was little missing data on the duration of interviews in this unit.
' See Appendix 5.
" This may be under-estimated by approximately five hours as eight questionnaires did not specify duration.

{
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of use is similar to the other units because of the significantly longer interviews being
conducted here. The average length of an interview with a PN was 50 minutes and that with a
SN 55 minutes compared to 18 minutes (PN) in MAWs and 25 minutes (PN) in FAWs,
“Others” here included nursing assistants, medical students, and hurse aids. Staff in the FU
appear to make themselves very available for interpreting as, according to the returned
questionnaires, there was no instance of an interview not taking place due to there being no

interpreter'.

The durations of interviews were longer in the FU aﬁd this may be attributed to the rigour of
the psychiatric assessment expected. The consultant psychiatrists attached to the units are
required to write detailed reports to the courts regarding patients referred for psychiatric
observation. These reports must clearly state whether the patient is fit to stand trial and
understand court procedures and whether mental illness played a role in the alleged offence.
The psychiatrists are also often called upon to defend these assessments in a court of law
under cross-examination. Under these circumstances much more care is taken with the details
of the patient’s mental state and the patient’s account of the offence, symptoms and social
. circumstances. There is almost always a Xhosa-speaking nurse on duty for ward rounds®.
The assessment arrived at as a result of the ward round case presentation and interview with
the patient was the cornerstone of the process. It is important to note, however, that clinicians
conducting interviews before the ward round had more haphazard access to interpreters. Staff
with no psychiatric training, such as general assistants, were called upon to provide

interpreting in these circumstances.

Patients admitted for observation following a criminal charge were interviewed by the
hospital staff but also by “panel doctors”, who were psychiatrists appointed by the courts as
independent assessors. The bulk of the responsibility to complete questionnaires’ following
interviews fell to the interviewing clinician. This was difficult to encourage with the panel

doctors and so there were only three documented interviews with them. As there were 17

2 There was one instance clearly documented in a patient’s hospital folder of an interview being postponed for
one day due to the unavailability of an interpreter.”

" Ward rounds at this hospital took place once or twice a week and would involve ail the members of the multi-
disciplinary team and representatives of the nursing staff. At each ward round three to five patients would be
‘presented’. A clinician or therapist would have prepared by interviewing the patient to be presented and taking
a detailed psychiatric history, including a mental state, and arriving at a provisional diagnosis. All other relevant
information, such as collateral from family members, blood tests, special investigations, etc. would also be
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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". Professional
nurses and staff nurses accounted for 72% of the interpretiﬁg over the period of two months.
Nursing staff appe\ared to make themselves very avéilable 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’®. 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 information a diagnosis and treatment plan would be formulated. ‘

" 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.

'* See Appendix 6 Table 4.4 and Figure 4.1,
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Psychiatric assessment interviews

The fact that the vast majority of the documented interviews took place in an admission ward
or a forensic ward immediately circumscribed the nature of the interview that could take
place. Interviews in settings such as these are routinely administrative in their function
(Swartz, 1998). They are ’primarily about obtaining a diagnosis and initiating treatment. It
would also appear from the questionnaire data that there was an inverse relationship between
length of interview and professional qualification of the person interpreting. Thus, interviews
in which a professional nurse interpreted were shorter. Interviews with cleaners as
Interpreters were longer. Administrative functions can be accomplished more quickly with a
nurse who knows what the doctor needs in order to make a diagnosis, initiate treatment and
monitor improvement in symﬁgoms (using the “junior clinician” model discussed in Chapter
2). This would take longer to arrive at with an unqualified and psychiatrically naive person.
F urthermore, the pressure of time on the interview with a nurse precludes the possibility that
these interviews could develop into more overtly therapeutic interviews. However, even
when the interviews were longer with unqualified staff, the lack of professional insight 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 less

likely to disclose certain types of feelings or information.

Ward rounds

The largest amount of ward round utilisation occurred in the FU. The unit requires that each
patient accused of an offence and referred for 30 days of psychiatric observation by the courts
be seen at a ward round. However, long-stay patients are also accommodated in the units,
elevating the total number of patients requiring interpreting but not seen in ward rounds
during the study time. In the MAWs only six of the 57 patients identified in the study were
seen in a ward round. For one of these interviews a visiting social worker performed the
interpreting as there were no Xhosa-speaking Sstaff on duty that day. Had the social worker
not been present the patient would not have been interviewed. There was no ward round
utilisation of interpreting in the FAWSs. The question of ward round interviews for Xhosa-

- speaking patients will be taken up for discussion later.
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Group therapy sessions

The nine questionnaires completed for group therapy contexts suggest that Xhosa-speakers
are included in group therapy available to other patients. This is misleading. - The two groups
in which interpreting took place in the FU required fellow patients to do the interpreting, even .
when the patient doing the interpreting was also psychotic. The seven questionnaires
referring to group therapy in the FAWs were more a reflection of groups that were taking
place from which Xhosa-speaking patients were excluded. The occupational theraplst‘
completing the questionnaires made one attempt at the start of the study to include Xhosa-
speakers in a group therapy sessmn In the group were two Xhosa-speaking patients, one who
spoke English and who' mtcrpreted for the other Xhosa-speaking patient. However, the '
patlemfmterpreter did not understand Afrikaans, wh;ch was also being spoken in the group.
The occupationaly therapist made only one attempt at this and, due to the difficulties described,
in subsequent groups it was simply noted that Xhosa-speaking patients were excluded from
groups. These group therapy instances were also confined to occupational therapy groups,
which tend to be instrumental and practical in orientation when provided in the admission
units. Xhosa-speaking patiehts were always excluded from support group therapy sessions on

) the basis of the communication difficulties.

Family interviews

Of the 15 interviews coded as with family members, half involved short interviews (5 — 20
minutes). This suggests they were interviews to gain collateral on a patient’s condition. Six
of the interviews were longer (between 45 and 90 minutes) suggesting that théy may have
been therapeutic interviews, although the three intefviews in the FU were likely to also ha\}e
been collateral interviews. In one psychiatric assessment interview the female patient
presenting at the emergency unit had to interpret'for her husband in a five-minute interview.

In a longer conjoint therapy session with a social worker another female patient interpreted
for her boyfnend

Psychometric assessments

Two questionnaires indicated psychometric assessments were done. It appears that these were |
errors in the completion of the questionnaires. The absence of psychometric assessments for

Xhosa-speakers may reflect wider problems in the country as a whole around the availability
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of tests in African languages. The hospital had no translated psychometric tests available at
the time of the study.

HQW AVAILABLE IS INTERPRETING?

The question of the availability of people to interpret was a key fobus of the assessment of the
necd for interpreting. It appeared from the questionnaires returned that there ‘was someone to
. interpret immediately in 68% of instances, while 22% of the time the interview was delayed
due to the unavailability of interpreters. The delays ranged from 15 minutes to two hours. In
31 instances (10%) the interview was delayed by more than one day due to the services of an
interpreter being unavailable (in one instance this included a patient not being seen in a ward
round)". The variability across unit in availability of interpreters was clearly a function of the
provision of Xhosa-speaking professional nursing staff'”. However, even well-provisioned

units experienced delays in interviews.
The impact of an interpreter in the Male Admission Wards

For the purposes of the study the employment of the interpreter in November was both a help
“and hindrance'™. It meant that there was less time to collect data on the old system and
therefore less surety of having a sufficiently comprehensive picture to allow generalisability.
With respect to the ‘new arrangement similar limitations apply. Generalising from one
month’s data, especially during the interpreter’s first month of work in that capacity, is far
from satisfactory. However, the presence of the interpreter did serve as an unexpected and

potentially useful contrast with the previous arrangement.

October and Novémber’s statistics for the MAWSs were separated to isolate the impact of the
interpreter’s presence in these wards'®. The interpreter accounted for 31% (13 interviews) of
the documented time spent interpreting in the month of November. This may have been
partly as a result of needing time to settle in but other factors may have impacted upon this

figure. On entering the workplace, with no training or orientation period, he was not given a

* See Appendix 6 Table 4.5 and Figure 4.2 for further detail reﬂardmg these figures.
Y .- See Appendix 5 for details of Xhosa-speaking staff.

¥ [ was not informed by the hospital administration on the employment of the interpreter. [ learnt of his
presence there while visiting the ward to check on the completion of questionnaires. The consultant psychxamsts
and clinical staff were also not informed or consulted about the interpreter’s appointment.
' See Appendix 13 Figures 6.2 and 6.3 for a graphical representation of the comparison between the two

months,
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clear brief on what was expected of him or how to make himself available. The clinicians
themselves and the nursing staff were not informed about his presence or how to integrate him
into the previous arrangements. The interpreter was also appointed to work for only four
hours é day, which limited access to his services. Clinicians were also familiar with using
nurses and would therefore have built up working relationships, with the trust so necessary‘ in
using an interpreter at an acceptable level. Following from this, there may have been

hesitancy in using someone with no formal training.

The interpreter’s average length of interview was over 30 minutes, compared to the PN and
SN average duration of 18 and 14 minutes respectively. The interpreter also had interviews as
long as 60 and 90 rrﬁnutes, whereas interviews with nursing staff rarely exceed 30 minutes.

and were never longer than 45 minutes.

Comparing the two months, it appears that the presencé of the interpreter halved the amount
of time that nurses spent interpreting in the previous month. Nursing staff involvement did
not stop but some of the strain was alleviated. Clearly the interviews in which the interpreter
- was involved were longer on average. Paradoxically, the presence of the interpreter may have
made requests for nursing to interpret more problematic as there was someone working in the
unit for the task. The unfortunately short employment hours meant that there were times
during which the interpreter was not on duty and interpreting was required. There was thus a

tacit implication that other staff should still provide interpreting during these times.

. ORGANISATIONAL COMPLEXITY
Interpreting by day across units.

The data were re-organised from highlighting the returns of each respondent in each unit
individually, to highlighting utilisation in each unit on every day that the study ran. This
looked at utilisation and need on a daily basis across the whole system, rather by unit for the

entire period®. -

What emerged from re-organising the data in this way was that the need for interpreting was a

~ daily one and that it consumed a significant portion of time in each unit on an almost daily

® See Appendix 6 Figure 4.3.
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basis. Interpreting appeared as potentially a daily need in all the units surveyed. Thus, there
were no days on which one could be sure that there would be no need for interpreting in any
unit. In so far as the absence of interpreting ’services»v»vas a burden for clinicians and nurses
alike it was constantly present as an element of the arganisational landscape. What the data
also suggest is the futility of employing one person to meet this need across the entire system.
The MAWs, where the interpreter was placed, are the site of the most intense demand for
interpreting but this does not address the need in the other units. Even within the MAWs,
interpreter-mediated interviews were happening simultaneously and at times when the
interpreter was not on duty, showing that the need for others to interpret was only eased and
not eliminated by a part-time employee. This situation would have been alleviated by a re-

organisation of when clinical interviews took place in accordance with the availability of an

interpreter.
HOSPITAL FOLDER REVIEW

A review of the available hospital folders of the patients documented in the study was under-
taken to identify, where possible, the number of interviews that were not documented by the
“ clinicians in the questionnaires. This did not include C23 folders as the assessments in this

unit are largely one-off interviews before referral to a local psychiatric hospital.

The 219 questionnaires completed at VBH referred to 95 patients. Of these 95, 74 folders
were reviewed for missing data. The review of the folder entries identified 182 entries (62%)
for which questionnaires had been completed and 20 instances (7%) where the use of an
interpreter was noted in a folder but not documented in a questionnaire. In 90 entries (31%)
there was no questionnaire completed and no indication as to whether an interpreter was used |
or not in the hospital folder notes®’. One can not assume that if an inferpreter was used on one
occasion that they would have been used in subsequent interviews with the same patient. The

question of when an interpreter is used and when they are not will be taken up in more detail

~inﬂChapter 7.

2 These figures are presented in more detail in Appendix 6 Table 4.6.
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COMMENTS ON QUESTIONNAIRES

A space was provided at the bottom of each questionnaire for clinicians to enter comments or
remarks. These comments were grouped under two main headings: interpreter skill and the

consequences of the unavailability of a structured interpreter service.
Interpreter skill

There were 12 comments noting a negative or critical view of the abilities of the person who
interpreted in any given interview. Many of these comments referred to when pSychiatrically
unqualified people interpreted and there was a perception on the part of the clinician
completihg the questionnaire that the linguistié abilities of the interpreter, psychiatric insight
or interview technique was deficient. There were 24 comments that were complemenfary of
‘the interpreter. This may have been influenced by the fact that so much of the availability of
“interpreting on the part of nurses depends on a favour system. If clinicians are perceived to be
arrogant, entitled or ungrateful in their requests for interpreting, nursing staff are less willing

to oblige the clinician when they ask for interpreting assistance.
Unavailability of interpreting service

There were 16 comments expressing concern at who was used to interpret and 14 regarding
the duration of wait fo; someone to be available. Three comments indicated that the person
approached to interpret was unwilling. The largest group of comments by clinicians (37)

recorded negative consequences to how the interpreting was performed or negative

consequences to the unavailability of an interpreter.

Ilustrations of the sorts of comments made by clinicians add a perspective that is not

represented by the numbers above.

Interpreter speaks Swazi and the patient remarked that he did not understand
her Xhosa. ' |

Interview interrupted because the interpreter was off duty. He was replaced
by another nursing assistant.

Group with 2 Xhosa-speaking patients. Patient interpreted but not effectively
as he was not entirely apsychotic.
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Interpreter had other duties during interview intermittently, struggled to get
translation without interpretation, difficult to assess mental state, especially
thought disorder. '

Interview went well but it was difficult to get a rich account of patient’s
thought disorder. ‘

Sister wanted to go to tea — needed to change interpreters, this did not
however prove to be a problem. ‘

These comments illustrate how chaotic the access to interpreting can be and how fragmenting
this is to the process of psychiatric interviews. ‘The remarks also typify’the way in which
expressions of concern about what took place around the interpreting concentrate on the
difficulty for the clinician of working under these circumstances. There were also expressions
of concern for the overworked staff who must interpret but very little overt acknowledgement
of how distressing the communication difficulties in interpreted interviews might have been

for the patients involved.

Despite patient being able to speak English, spoke to patient via interpreter to
ensure better understanding. :

Patient able to converse in Afrikaans but would have managed better-in her
. home language.

These were the only two comments that appeared to express overt concern for the patient’s
experience in the course of being interviewed. Other comments may be seen to imply a
concern for the patient involved but also overlap with concern regarding professional practice.
The comments regarding the patient who interpreted for her husband in her own conjoint -

interview was an example of this latter type.
THE IMPLICIT SOCIAL ORGANISATION OF INTERPRETING

The proportion of patients who required interpreter services at the C23/VBH units during the
course of this study is significant. The figures suggest that between 25% and 30% of
admissions required interpreting services. This corresponds to approximately 70 or 80

patients per month.

Hospital staff who speak a black African language appear to make themselves very available
to clinicians on the whole, in spite of the fact that inferpreting is not explicitly part of their
work. Personnel with psychiatric insight and education are clearly preferred as interpreters

and the bulk of the responsibility for providing interpreter services fell to professional nurses.
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" A significant proportion of patients (22%) were psychiatrically assessed through the use of

family members, cleaners and other inappropriate people.

The FU appeared to routinely have a Xhosa-speaking staff member available to interpret for
patients in ward round interviews, and it méy have been an unwritten nursing responsibility to
ensure that this was the case. However, because the responsibility was unwritten there were
occasions where visitors to the unit mterpreted ina ward round. Informal arrangements in theA
FU appeared to address the need for interpreting more comprehensively than elsewhere in the
hospital. This may acknowledge to a certain extent the seriousness of the assessment and the
~ implications of an inaccurate assessment in this unit. However, the implication of this is to
devalue the sériouSness of a nori-forensic assessment in other units. The MAWSs were also
recognised by the hospital authon’ues as a site of dense mterpxetmg needs and there was an
informal attempt to ensure a greater proportion of Xhosa-speaking staff until November 1993
when the interpreter was appointed. This was not the case for the FAWs, which were w1thqut
Xhosa-speaking staff for a number of days in ahy week. The MAWs and FAWs appeared not
“to have an informal arrangement regarding access to Xhosa-speaking staff for ward rounds.
. There was at least one incident were the patient could not be interviewed in a ward round due

to the unavailability of a Xhosa-speaking member of staff,

Interpreting was made use of in the vast majority of instances for psychiatric assessment
interviews. The proportion of family interviews représented in the sample of interviews was
small. As there was a general ethos in the hospital that enc‘durage:dihe inclusion of family
members in patieni assessment and fnémagement, this was clearly éompromised for the
Xhosa-’speaking group of patients. While language factors méy not have been the only reason
for this, communication difficulties 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 fact of being a Xhosa-speaker was often a criterion for

exclusion of the patient from a group.

It is highly significant that for one month of the study there was no Xhosa-speaking staff
member placed in the open ward serving both MAWs and FAWs. There was one female
Xhosa-speaking patient in the ward during this month and two weeks went by without the
clinician being able to interview the patient meaningfully. This has hidden implications for

Xhosa-speaking patients admitted to a closed ward. When the clinician is not able to
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interview a patient in a particular ward because of the absence of Xhosa-speaking staff and
the patient is not able to participate in group sessions in that setting, all the usual clinical
indicators for transfer to an open ward may be superseded. With these constraints the patient
is likely to remain in a closed ward. Depressed and non-psychétic patients find the closed
wards an extremely distressing and frightening experience. In addition, the restrictions
imposed on patients in closed wards and the conditions that prevail in them seriously
compromise the rights of patients admitted voluntarily (under Section 3 of the Mental Health

Act) or with another’s consent (under Section 4 of the Mental Health Act).

A related issue was illustrated through the absence of interpreter utilisation in the hospital
psychotherapeutic ward and the rehabilitation ward for psychotic illness. The absence of
interpreter services at these wards means kthat, Xhosa-speaking patients with depression or
other non-psychotic disorders such as anxiety and post-traumatic stress disorder are either
kept in a closed and extremely disturbing environment or they are discharged from the

hospital without psychotherapeutic interventions being offered.

_An earlierfeport on these findings (Drennan, 1996a) indicated the “opportunity cost” to the
hospital of using staff for interpreting purposes when they are not employed in that capacity.
This appeared to be a trivial sum over a two-month period. However, what was emphasised

| was the hidden cost to the system as a whole that the absence of adequate and appropriate

interpreting services entails. With respect to patients, being a Xhosa-speaking patient of a

psychiatric hospital constantly entails the risk of being denied access to professional

assessment by a qualified person, bound by a code of ethics, capable of empathic enquiry and

assumed to be trustworthy.

Even though Xhosa-speaking ’patients were more likely than not to be interviewed with the
assistance of a psychiatrically trained person, there appeared to be a type of trade-off
involved. Something which held true across all units was that the further away one moved
from the professionally trained person the longer the interviews became. It was a constant
bone of contention amongst hospital employees that nurses were taken away from their duties
in order to interpret. Nurses often resented the imposition of an “unofficial” task for which
‘they were untrained, unappreciated and unrewarded. While the clinical skills that a
professional nurse brings to an interview with a patient are invaluable and clearly in great

demand by clinical staff, it is a source of concern that the pressure of other responsibilities
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- may significantly impact on the time and commitment to a thorough and empathic assessment
that a professional nurse would be able to make. Furthermore, the fact that there were
unmittén agreements with regard to the distribution of Xhosa-speaking nursing staff in wards
known to have a high proportion of Xhosa patients adds to the sense of an exploitative system
~in which Xhosa-speaking nnrses, ironically, are muted in their response to being used as

interpreters.

The way in which this took place suggests that a compromise was struck in the institutional
‘arrangement of access to interpreting. By allowing the informal interpreting arrangements to
continue nurses co-operated with the system and expressed concern for the plight of their
pancnts However, by assertmg the pr essure of their other rcspons1b1htles they re31sted the
system of exploiting and appropriating their status as bilinguals without recognition. It is
significant that nurses were in a position to assert themselves in this way. This was a
reflection of their organisational resources and their posiiion in the professional hierarchy of
the institution. Access to interpreting as a whole appeared to reflect degrees of power in
relation to the institutional distribution of resources, or at least the capacity to mobilise
- implicit institutional resources. The needs of clinicians appeared to create pre-eminence in
access to interpreting. The demands on clinicians in a forensic setting and the requirements of
the judicial process were accommodated to a certain extent in the informal interpreting
~arrangements. The pressure created by very high admission rates and the demands of
managing admission wards for male patients resulted in the placement of an interpreter in the
MAWs. The wards for women appeared to be the least resourced fnr interpreting. This
hierarchy of access to mterpretmg mirrors the economic and social subjugation of blacks
generally, but most especxally that of women. This illustrates how wider societal discourses
penetrate institutional settings and are expressed in relatlon to language issues. I will take this

up in greater detail in the following chapter
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MAKING LANGUAGE VISIBLE IN IN STITUTIONAL
SETTINGS - LENTEGEUR HOSPITAL

Introduction

This chapter describes the results of a study conducted at another psychiatric ho‘spital
in the Western Cape. ThlS study had the same objectives as the first; namely to
quantify the need for interpreter services through counting the number of interviews
that took place with an interpreter and the number of interviews that could not take
place because of the unavailability of an interpreter over a two-month period. The
interview component of the study arose out of the need for additional information to
clarify the data from the questionnaires. They explored in more detail how the need
for interpreting was being met at Lentegeur Hospital (LGH) and what implications this
had for service provision. 1 will contextualise the study through a description of the
hospital’s history and the organisation of service delivery. I will then describe the
method employed for the study and the results of both studies befgre embarking on an -

interpretation of the findings.
DESCRIPTION OF LENTEGEUR HOSPITAL

Lentegeur Hospital is situated approximately 25 km from Cape Town in the
historically coloured' area of Mitchell’s Plain. It also borders on Khayelitsha (“new
home”), a sprawling black township estimated to have half a million inhabitants.
Lentegeur Hospital opened in 1986 under the control of the House of Representatives,
the government body set up under the tricameral parliament to serve the coloured
corﬁmunity of the country. LGH was therefore, in the crass terms of the apartheid era,

a coloured hospital for the Western Cape, and the only one of its kind in‘the country. -

' During the apartheid era the term ‘so-called coloured’ was used to indicate a rejection of the racist
classification system in place at the time, which distinguished between whites, blacks, coloureds and
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However, from the outset the management of the hospital made a commitment to
providing non-facial mental health services. It had approximately 1500 beds and was
‘,divided into a rehabilitation centre for mentally handicapped® people and wards for
acute and chronic psychiatric illness. Specialist units’ attracted patients from all race

groups but there were much smaller numbers of black and whiteVpatients.

When the Western Cape mental health services were integrated by race, the Cape
Peninsula and inland areas were divided up amongst the three psychiatric hospitals in
greater Cape Town. A number of townships, including Khayelitsha, feﬂ within the
* LGH catchment area and so patients who had previously been accommodated at VBH
were admitted to LGH from April 1992. Prior to the racial integration of regional
services LGH had particular wards that were responsible for ’admitting patients from
specific areas. This policy éontihued with the allocation of historically black areas to a .

particular ward in the hospital in the new dispensation.

At the time of initiating the study there was no one employed as an interpreter at LGH.
Earlier in the year of the study there had been labour unrest at LGH and one of the
issues high on a list of staff grievances was the situation of the hosﬁital being without
interpreters. A numbéf of negotiations had taken place and the local government had
approved the appointment of a full-time interpreter against the post of a general
assistant in May 1994. The new interpreter began work two weeks before the end of

- the study, and was a coloured person formerly employed as a security guard in the

hospital.

METHOD
- The questionnaire study

The questionnaire study was conducted in six wards and the Out-Patient Department

(OPD) of the hospital. As particular wards at LGH are allocated catchment areas,

Asians. Since the election of a democratic African National Congress-led government in 1994, the
?reﬁx ‘so-called’ appears to have been dropped from common usage of the term ‘coloured’.

Mental handicap is the term still in use locally as it has not yet been replaced by ‘learning disabled’,
ghe term favoured in Britain for instance.

Of note were the Drug Rehabilitation Unit and the Child, Family and Adolescent unit.
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there were particular units that’ were likely to be the sites at which interpreting was
required. Two wards for acute and sub-acute male admissions for Khayelitsha
(MAW1 & MAW2), and one ward for women admitted from Khayelitsha (FAW1)
were included. Very disruptive patients from this ward were contained in a smaller
acute unit (FAW2) which it shared with the patients admitted from Mitchell’s Plain
(FAW3). The ward admitting male patients from Mitchell’s Plain was included in the ,
study as informants said that interpreting was occasionally required there but no

questionnaires were completed for that ward.

Patients seeking psychiatric assistance were all assessed in OPD prior to admission. It
‘was the responsibility of the doctor on duty to make a preliminary assessment and
allocate the patient to the relevant ward. Psychotic patients were sent to the acute and
sub-acute wards initially but moved on to the rehabilitation unit when this waé deemed
appropriate. Other wards dealt with substance dependence, crisis management or
psychotherapy. Interpreter utilisation in anything other than the wards dealihg with
psychosis was not undertaken as hospital staff informed me that this service was never

required in the other wards*.

The Questionnaires were compléted over eight calendar weeks or 40 working days and
16 weekend days during September and October 1994. In order to replicate the VBH
study I required clinicians’ and nursing staff to complete a questionnaire each time
they used someone as an interpreter or would have had someone been available. The
questionnaire required basic information about the interview®. Significantly, at this‘
stage a senior nursing staff member indicated that the questionnaire was not
appropriate to nurses in this setting as interpreters were required so often that they
could not complete a questionnaire each time. They felt that this would result in the
under-representation of the need for interpreting.  Consequently, a separate
questionnaire for nurses was drawn up, in consultation with nursing staff, requiring

one person in each ward to complete a questionnaire each day summarising their

¢ Night calls were not included in the study and only nurses completed questionnaires for weekends.
® For the wards included in the study this refers to consultant psychiatrists, psychiatric registrars and
social workers.

% See Appendix 7 for Questionnaire 2.
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situation by specifying how many Xhosa-speaking patients were in the ward, ‘hew
many Xhosa-speaking staff were on duty, and how many patiénts required an

interpreter for a ward round interview’.
The interview study

This involved interviews (tape-recorded where possible) with 12 staff members, who
had either participated in the questiofmaire study or who had worked in the relevant
wards. These interviews took place from December 1994 until July 1995. The

categories of staff interviewed were as follows®.

Table 5.1: Interviews with hospital staff.

Clinicians (Intervié@ees 1-6) _ 6

- Xhosa-speaking Professional Nurées (Interviewees 7-8) 2
Non-Xhosa-speaking Professional Nurses (Interviewees 9-11) |- 3 ,
Interpreter (Intefviewee 12) 1
Total ‘ K 12

QUANTITATIVE DATA ON INTERPRETER UTILISATION

Clinician questionnaires

Returns on questionnaires from clinicians were generally low. In the admission ward
for women from Khayelitsha (FAW1) the psychiatric registrar documented 20
interviews with 11 patients. An interpreter was available for 12 of these interviews.
One professional nurse did all the interpreting, except for two documented occasions
when a patient was used. The same nurse interpreted three times for nursing
colleagues. The registrar indicated on one questionnaire that there was a week during
which there were no nursing staff members available to act as interpreters. There were
four patients identified during this period as requiring an interpreter for all
communications and so assessments were made using observation only without

attempting to interview the patients. Interviews in FAW1, when they did take place,

7 See Appendix 8 for Questionnaire 3.
¥ The outlines of these semi-structured interviews can be found in Appendix 9.
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were of 30-45 minutes duration. There was one incident noted where a patient was not
able to be assessed on admission to the ward during the day, who later that day
coilapsed and was communicated with via a fellow patient, who herself could only
manage very basic questions. “The ward for the temﬁorary contéinment of
behaviourally disturbed women patients (FAW2) documented six interviews with four
patients, three of which were with an interpreter. One was for a physical examination
that involved using a fellow patient. The returns from OPD hopelessly under-
represented the need as only six questionnaires were completed, an interpreter being

used once.

Table 5.2: Clinician questionnaires.

| Ward Questionnaires | Patients | Days | Interpreter | = Interpreter
. available | unavailable
FAW1 23 11 14 15 8
FAW?2 6 4 6 3 . 3
MAWI & 2 25 21 7 18 7
OPD 6 6 6 1 5
TOTAL 60 42 37 23

Table 5.2 specifies the number of completed questionnaires in each participating ward
and the number of patients who required interpreting and who were identified through
the questionnaires. The number of days during the study on which an interpreter-

mediated interview was documented is also indicated, along with whether an

interpreter was available or not.

In the male admission wards for patients from Khayelitsha (MAW1 & 2) 25
questionnaires were completed, documenting interviews with 21 patients. These"
questionnaires were completed on seven of the 40 working days that the study ran. Of
the 18 interviews for which someone interpreted, 15 were with one student nurse
during the period that this student was working in the wérd. Only three questionnaires
documented interviews with nursing staff acting as interpreters. ‘All interviews were
specified to be of 10 minutes duration. The extent to which this under-represented
utilisation can be seen from the fact that only 25 interviews were documented with 21
patients. The questionnaires showed that 17 patients were seen only once for 10
minutes each. Added to this is the mere seven days on which questionnaires were

completed.
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Twelve days before the end of the study,’ the full time interpreter began work at the

hospital. There is only one questionnaire that records an interview with him.
. Nursing questionnaires

Tabie 53 inéicates that S0 questionnaires were completed in FAW1. These
questionnaires indicated that for 28 days there were no Xhosa-speaking nursing staff |
on duty. The period indicated on the psychiatric registrar’s questionnaires of having

no one to interpret emerged on the nursing questionnaires as nine consecutive days

| without a Xhosa-speaking staff member. Overall, on about 50% of the days for which

the study ran there were. no Xhosa—speakmg staff in-the units. The daily average of
patients who required interpreting across FAW1, MAW1 and MAW2 were 3, 14 and 6

respectively. This figure in/cludes the statistics for weekends when patients are sent

home or have been discharged, substantially decreasing the number of patients in the

wards. o |

Table 5.3: Nursihg questionnaires‘:

Ward Questionnaires | Patients’ | Days with Xhosa- | Days without Xhosa-
speaking staff speaking staff
FAW1? 50 6 24 28
MAWI1 5 14 T 6
MAW2 5 3 3 2

;Average number of patients per day, including weekends.
FAW?2 & 3 did not.complete nursing questionnaires.

* There were two days durmv which the Xhosa—speakmg nurse worked for half a day

~ The nurses working in MAW1 completed only 15 questionnaires but fortunately 11 of
these were done on consecutive days. The nursing staff in this ward documented that
there were 26 clinical interviews for which there was no interprefér, and only one for
which there was an interpreter. This is in striking contrast to clinician-completed -
questionnaires. The 15 questionnaires from MAW1 indicated that there were six days
with no Xhosa—speakmg staff on the ward, seven with one Xhosa-speakmg
professional nurse, who also worked twice for half a day. MAW?2 completed five

questionnaires and had a Xhosa-speaking staff membg:r on three of the five days.
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From the two sets of questionnaires two things emerge clearly. Firstly, that clinicians
were completely dependent on the availability of hursing staff to interpret and that the
availability varied enormously from ward to ward. Secondly, that the availability of
nurses to interpret, and indeed much of the nursing service; was dependent on the
single Xhosa-speaking professional nurse allocated to duty in each of the two main
wards serving the Khayelitsha catchment area. In accordance with a shift system, the |

Xhosa-speaking nurses were available in each ward for approximately 50% of time”.

Comments

While the questionnaires did not provvide a numerically cyorriprehensive picture of the
language problems at the hospital, comments on' the questionnaires suggested
something of the nature ofathe work that could take plaée under such circumstances.
The absence of the only Xhosa-speaking staff member from a unit for nine consecutive
days during the time of the study and the psychiatric registrar’'s comment that

“observed behaviour” was relied upon during this time is an important example,

referred to above.

Other comments included on clinician completed questionnaires were: -

It is impossible to judge elements of the mental state as the
patient/interpreter does not understand the meaning of it.

This patient was treated as MR only because of the fact that loose
associations and form of thought could not be picked up.

Impossible to initiate treatment without a diagnosis.

These comments suggest an extremely impaired ability to maintain clinical functioning

in the absence of interpreting services and the small number of Xhosa-speaking

vnursing staff employedvby the hospital.

? Hospital informants indicated that there were six Xhosa-speaking nursing staff available to work in
these wards. However, a questionnaire survey conducted at the hospital in 1994 had indicated that 22 of

798 nurses spoke Xhosa (Jwili & Barnado, n. d.).
" MR refers to Mental Retardation in the American Psychiatric Association {1994) Diagnostic and

statistical manual of mental disorders (4" ed.).
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There were few comments on the nursing questionnaires but among them were very
strong statements of the need for interpreters.

An interpreter in ward [MAW2] is essential and we need one every day
of the week including weekends.

We need a ﬁxlf-time’fmerpée{er...

A black pafz‘en{ry in the ward was able to communicate in English but

found it difficult to communicate in Afrikaans.

" These statements are striking for two reasons. Firstly, by asking for an interpreter over
the weekends, they express a wish to have the need for interpreting extended beyond
thé interview between a doctor and patient into nursing interactions as well. This

_implies that the presence of significant numbers of Xhosa—-speakmg patlents in the
hospital are seen to create the need for extensive interpreter services to famhtate
nursing interactions. Thls can also be seen through the three documented interviews in

~ FAW1 where the Xhosa-speaking staff member interpreted for nursing colleagues.

The alternative implication - that the hospital requires more Xhosa-speaking Iiursing ,

staff - is not raised or foregrounded. The second striking aspect is the implicit

expectation that Xhosa—speaking patients should not only be proficient in English but

also in Afrikaans in order to be able to communicate effectively with hospital staff.
LANGUAGE AS A DOMAIN OF INSTITUTIONAL CONFLICT

In comparison to the VBH questionnaire study, ‘the number of ques{ionnaires
completed at LGH appeared to make the studjr unsuccessful. - The number of
interviews requiring language services for which questionnaires were completed was
only. a fraction of the poésible interviews that could have been documented. In this
way the study had ‘massively under-represented the need for language services.
However, at the time of the questionnaire study, the admission wards for Khayelitsha
at LGH did not have the numbers of clinical staff that admission wards at VBH had.
The registrars were primarily responsible for taking histories and managing patients
and were the main respondents for the clinician questionnaires. The actual numbers of
Questionnaires generated by each registrar compared favourably with the VBH study

and yet there was a sense that compliance with the requirements of the study was poor
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on the whole". Consequently, the information from the questionnaire study was an

inadequate representation of the language terrain at the hospital.

The reasons for poor compliance with the study can in part be attributed to the same
factors that dog the service as a whole: structural inadequacies and serious staffing
shortages. In addition, some of the staff will have been aware that an interpreter had
been appointed and was possibly joining the staff‘z.A In at least one ward this was an
explicit reason for compromised motivation to complete questionnaires as the -

perception was that there was no longer a need for the research".

Beyond these plausible and. acceptable reasons for the problems of the data collection
lie the poésibility that the sensitivity of the issues involved compromised a straight-
forward compliance with the requirements of the study (Renzetti & Lee, 1993). In the
first instance, because of how fundamental language is to the practice of mental health
cé.re, the question of how service providers do or do not communicate with their
patients strikes at the heart of institutional functioning. An examination of inadequate
language resources threatens to expose the possibility of concomitantly inadequate
clinical services. This may invoke a wish to conceal or disguise aspects of institutional
functioning, and poor compliance in four out of the five units involved may be

attributed to this factor.

However, a further dimension to the issue at LGH is suggested by how vocal the staff
at the hospital had been about the language issue. In labour disputes prior to the
initiation of the 'reseaxch, language problems and the need for interpreters had been
high on a list of worker grievances. Venuti, writing in the area of literary iranslation,
has observed that “to make translation visible today is necessarily a political gesture”
(1992, p. 10). In this instance, participation in the study may have been a political act

for the staff at LGH. However, part of the nature of this political act could have been

" Completion of the nursing questionnaires was particularly mixed. The number of days on which
qzuestionnaires were completed ranged between 50 and 5.

'2 It emerged later that an interpreter had been appointed previously but that the funding had been
withdrawn before the person took up the post. The possibility of having an interpreter may not therefore
have been considered a certainty in spite of the promise of one.

" There is a widespread view that an interpreter in a hospital is a panacea to all language-related
difficulties. -
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to resist a reductionistic attempt to ‘address these complex problems in a simplistic
manner. Thié may have created a coniplex relationship with the research. It could
have been a vehicle for expressing such sentiments as * we need [an interpreter] every
day of the week including weekends”, while at the same time creating a paradoxical
invisibility to the details of the need for interpreting. A growing awareness of the
complexity of the language issue at LGH allowed me to formulate a working
hypothesis, that the response to the research was expressing something about the
difﬁcﬁlties around the racial integration of the hospital. In order to clarify the sorts of
questions raised by the questionnairé sfudy, a series of interviews were conducted with

' the hospital staff who had been involved in the questionnaire study.
Interviews with hospital §€aff‘“

The extent to which the language problem pervaded clinical and organisational
functioning was more far-reaching than had been anticipated, and as will be shown
later, this even had implications for the study itself that had been unanticipated. In a
sense, my experience of the unfolding insight gained threugh the interviews
reproduced something of the experience of the people working in this system. One of
the interviewees conveyed a sense of how painful it had been to acknowledge the
extent of the problem when he said that at LGH it had been difficult to say “the
emperor has no clothes”. This provided an organising metaphor for the interview data

and a perspective on the possible dynamics of confronting this issue.

HISTORICAL DEVELOPMENT OF THE NEED FOR LANGUAGE SERVICES AT
THE HOSPITAL |

What emerged from the interviews was a sense of .the historical development of the
- difficulties around racial integration. There seems to have been an initial unhappiness
regarding a lack of consultation in the allocation of catchment areas. As one person
put it, the Xhosajspeaking patients were “Valkenberg patients”. Another felt that there

were strong unhappy feelings about the change in the system of allocating patients to
hospitals. ‘

e A‘ful! ethnography was not undertaken. This would have required much more wide-raﬁging and
detailed data capture and the hosp’ital had not been approached to authorise an ethnography.
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“...it was like an anger you see, there was like an anger. ‘Why did you
take Khayelitsha, what for, why didn’t you take another part of the
catchment area?’ ” (Interviewee 3)

Much of the discomfort had to do with the unaccustomed difficulty of working with
large numbers of Xhosa-speakers. The clinician quoted above expressed the conflict
of having new groups of patients with different needs in the following way:

“...and all of a sudden, in their own place, the place where they have

been working for a good few years you see, and all of a sudden [there

1s] somebody who's fully entitled to 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)

Other interviewees felt that there was an effort to cope with the crisis presented by
having large numbers of Xhosa-speakers to treat and a commitment to making the
system work. This enthusiasm could not last, however, when the crisis seemed
interminable. Initially pe‘rhaps staff did not realise the full implications of the change
and tried at first to continue with a ‘business as usual’ approach. However, a mounting

sense of failure, fatigue and despondency eventually emerged.

Almost everyone interviewed said that language as a barrier was the largest single
problem in the two main wards studied. Interviewees spoke of burn-out and the high
turn-over of nurses in these units. Non-Xhosa-speaking nursing staff found they had to
manage psychosis with patients they could not talk to. Doctors had to assess and treat
patients with the barest minimum of information. This was described as a constant -
source of strain and anxiety. An interviewee expressed 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 talking about. You try to read

something [about] what it could be. This feeling of being lost, this

JSeeling of being angry..., there was a mixture of all negative feelings.”
(Interviewee 3) ~

The few Xhosa-speaking nursing staff employed at theAhospital were thought to have
role overload. They were required to perform functions associated with social work,
such as accompanying the patients home, conducting interviews with family members,
etc. As the only Xhosa-speaking nurse did a great deal of the work of the psychiatric

team for a particular group of patients the wards were paralysed without that person.
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' In essence, the old divisions of labour in the system appeared to have collapsed. This

placed tremeﬁdous organisational burdens on all sectors of the multi-disciplinary team.

Implications for patients

Xhosa-speakmg patients were considered by interviewees to be multiply

disadvantaged. It was felt that the rehabilitation programmes available in the two
~ wards for patients from Khayelitsha were significantly compromised in comparison to
" that of other wards. One element of this was the perceived absence of occupational
therapy in these units‘ as a result of the prdblems of running groups in three languages
simultaneously without an mtemreter It was felt that Xhosa-speaking patients who
were recovering from _psychotic 111nesses had 1ess access to the appropriate
rehabilitation ward. Even more dxsquletxng was the perception that non—psychotlc

Xhosa-speaking patients dld not have access to the appropriate psychotherapy or drug

rehabilitation unit. Interviewees were of the opinion that these patients were either not

admltted or were housed in the wards for psychotlc patients. Staff described a re-
admission rate for the female ward serving Khayelitsha as twice that of the equivalent
ward for Mitchell’s Plain. This was attributed directly to the impact upon the service

that was offered to these patients in the absence of adequate language services.

Doctors described conducting only short interviews during which mental state
examinations were done and some features of the presenting problem were elicited.
Communication could be so impeded that it was occasionally not possible "to find out
where the patient lived. Doctors and nurses alike lamented that there was no éttempt
to educate or even inform the patient’s family of their relative’s admission. One doctor
characterised the managemeni they offered as a “surrealistic” caricature of what they

- believed psychiatry should be.

5 Hospital reviewers of an earlier draft of a paper for publication (Drennan, in press-a) challenged the
perception that occupational therapists were absent from these wards, but acknowledged that there were
problems with running OT programmes there. It was felt that the nature of the patient population, and
not only language, contributed to the difficulties in these wards. Since this study the hospital has

initiated programmes to increase OT involvement in both in-patient and out-patient settings for Xhosa-
speaking patients,
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The period of questionnaire data collection revealed a sequence of nine days during
which there was no Xhosa-speaking staff member in the female ward for Khayelitsha. .
Prior to the study there had been periods of up to one month without any Xhosa-
speaking nursing staff in a particular ward. During these times assessment was
reduced to observing the patients through the glass partitiod which separated their
common room area from the nursing station. There was a focus on ‘observables’, i.e.
the level of aggression, whether the patient was mute, not eating, showing bizarre
behaviour or extra-pyramidal side effects to the neuroleptic medication. As one doctor

expressed it, without language as the tool or instrument of psychiatry:
"...one might as well be practising veterinary science.” (Interviewee 1)

The absence of language services impacted upon the nursing duties in the following
~ way. The nurses prepared for ward rounds by having some insight into each patient’s -
mental state. If they were not able to discern this through English, Afrikaans of
observing the patient, the nurses would undertake to interview the patient in Xhosa.
- Usually a fellow patient would be enlisted, occasionally a staff member. This partly
explains the need expressed by nurses in the questionnaires for interpreter services.
Pressure on the doctors’ time often meant that they saw only problem cases, for which
nursing staff said they would always have an interpreter. However, doctors felt that

nurses did not bother them with the patients they could not speak to.

The Xhosa-speaking nurses interviewed both prefer to interpret in their ward; they
usually refuse to go to other wards for this however. Similarly, non-Xhosa-speaking
nurses and clinical staff preferred to have nurses. interpret, but wish to avoid being
exploitative. It appeared that conflict around who was responsible for interpreiing cast
it as being outside of the nurses’ role. Institutional obstacles to doing interpreting

arose, even when the nurse was willing,
DISCURSIVE THEMES AND INSTITUTIONAL OBSTACLES

The preceding description of how the hospital functions as a mental health care
 institution for Xhosa-speaking patients in the absence of language services indicates
how overt obstacles to accessing mental health services constellate around the
language issue. They are overt obstacles in so far as they constitute routine

institutional strategies for managing Xhosa-speaking patients. The difference this
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makes to the management of Xhosa-speaking patients demonstrates contradiction and
inconsistency with the apparent racially integrated status of the hospital, and _the
mental health services as a whole. ‘Even though the bospital itself may have an explicit
commitment to non-racialised care, the implications of inadccjuate' language resources
create a contradictory practical reality. While only one interviewee felt that the
hospital -should refuse to operate the wards for Khayelitsha at all under these
circumstances, the majority of professionals who choose to continue would not be able

to avoid reproducing racial mequahty in spite of all mtentlons to the contrary.

" The question of how to respond to this dilemma is a complex one. One of the Xhosa-
speaking nurses interviewed described an occasion on which another ward had
requested interpreting which this nurse was happy to provide. A senior colleague had

~ been unsupportive of the reduest séying that if nurses left their own wards in order to

“interpret they would be held responsible if anything untoward happened in their
absence. Whik—: it would be easy to label the senior colleague pejoratively for
depriving an individual patient of an interpreter, it is also pbssible to see that the senior
colleague was prioritising a different set of institutional imperatives. Within the logic
of the institution and its history this may have been a defensible position to take.
While the rationale of the senior colleague is not known, it is possible that they were
attempting in a small way to challenge the invisibility of the difficulties faced. This

scenario reproduces complex paradoxes in the struggle with linguistic diversity in

institutional settings.

While there were clearly substantial overt attempts at integration in LGH, the residual
~overt obstacles inevitably co-exist with covert impediments to equitable care and
~ integration. - The covert obstacles to integration are a combination of discourses that

may be umque to the practice of psychiatry in South Africa but may also be found

elsewhere.
Alienation, community and access to services

The first and most striking of these discursive themes was the palpable sense in which

Xhosa patients could be seen to be aliens in mental health care. In a letter to the South

African Medical Journal, Dr. G. Campbell (1961) lamented that there was no pressure
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on South African doctors to learn an African language to practice, and likened this to
the absurd situation of a foreign doctor in Britain being unable to speak English and
having no intention to learn. Three and a half decades later local institutions still
operate on the premise that either English or Afrikaans is norfnéti\'fe. British writings
dealing with the obstacles for immigrants to equitable mental health care discuss
problems that are remarkably similar to those cénfronting indigenous people here
(Fernando, 1995; Littlewood & Lipsedgé, 1997). With the exception of psychiatric
nurses, mental health professionals are overwhelmingly white, do not speak the home
language of most black patients ndr share similar experiential backgrounds. In so far
as LGH is a western psychiatric hospital Xhosa patients have the status of immigrants
or members of a minority group, and they are therefore ‘other’ and alien'. Swartz
(1989) has suggested that the discourse of “otherness” in western psychiatry in -
southern Africa constellateﬁ around notions of culture. But more recently he has
argued that culture may have been subsumed as an organising metaphor by the idea of-
community (Swartz, 1996). In the broader socio-political discourses of the day
‘linguistic communities’” may be the new lines of identity and boundedness which must
be simultaneously maintained and transcended. However, in institutional contexts
where particular lénguages and world-views are so dominant, patients who have
particular needs but who have the status of a minority group may be subsumed rather
than accommodated. Daubenton (1994) and Swartz (1996) have highlighted the irony -
of the loss of particular types of services to black patients through integration of

services by race. -

The partitioning of wards by catchment area at LGH was a strategy in place before
official integration and was explicitly intended to maintain continuity of care between
the hospital staff and community resources. As this was retained with the addition of
new catchment areas the risk of reproducing the apartheid structures and marginalising
Xhosa-speaking patients was considerable. However, given thé small number of
Xhosa-speaking staff and the even more limited language resources, the strategy may

have served to contain ‘the language problem’. Implicit assumptions around the

' In the Western Capé Xhosa-speakers are in a minority, although with migration this is likely to
change. However, there are many places in the rest of the country where the speakers of indigenous
languages other than Afrikaans are not in a minority but for whom the same argument would hold.
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notion of community may also have been instrumental in the implementation of this

system.

It was interesting to note that the Xhosa-speaking nurses interviewed resisted the use
of the iilterpreter. There was some diSagreemeht amongst the interviewees, both those
" who spoke Xhosa and those who did not, as to whether interpreting was part of nurses’
work. One Xhosa&peaking nurse felt that interpreting was an integral part of mental
health care by nurses, another felt that interpreting was not part of nursing duties but
chose td do it out of concern for misunderstood patients. This suggests that
interpreting could be something some black staff do, not as an identification with a
nursing role, but as an identiﬁcation with a é0n11nunity of Xhosa-speakers. There was
no question, however, that nurses should not interpret for a doctor who could not speak
Afrikaans to patients. These apparent contradictions in what nurses should do in.
hospitals are not hnique to LGH. Nationally there is a lack of clarity as to whether the
diversity of languages spoken by nurses automatically extends to nurses acting as

interpreters in doctor-patient interviews.

The ‘language problem’ at state hospitals can therefore be seen to have two facets. In
so far as the hospital cannot function as it did prior to racial integration there may be a
recognition that communication difficulties were a significant factor. One interviewee
remarked that on the days on which the single Xhosa-speaking nurse was not in the
unit there was “a real problem” (Intérviewee 9). However, when the institution
| generatés routirie solutioné to the problem of communication such t}iat service users
~are able to be constructed as patients who can be admitted, managed and discharged,
the language issue ceases to be the institution’s problem. One informant remarked on
the ease with which a patient can be managed in OPD if there is no interpreter because
one can just write: “patient can’t communicate” (Interviewee 1). The patient is then
transferred to a ward for black patients. This constructs the problem of communication
as the patient’s; it is the patient’s lack or deficit that results in non-communication. I
wish to take up here in more detail the question of how such a mental health care
system constructs patients that are able to be managed, if necessary, without reference

to language at all.
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Veterinary psychiatry

Rhodes (1993a) outlined two levels at which one can look at the field of action in
psychiatry. One is that of the caring professionals using the techniques and technology
at their disposal to ameliorate human suffering and the consequences of social
pathology. The second characterises the practice of psychiatry as itself a social
pathology, with psychiatrists as agents of social control. Elsewhere she draws on
Gordon’s analogy to illustrate the practice of psychiatry in an emergency service as a
swamp of action, with distant and sometimes tenuous connections to the theoretical
high ground. In the everyday realities of clinical practice a range of interventions may
be available but which of 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
racist discourses when wbrking with particular patients. The patients who are difficult
to manage or categorise by virtue of the language they speak or their social class are
most likely to generate the use of diagnostic approaches which do not require
engagement with the patient’s illness narrative and the use of primarily biological
interventions. Swartz identifies these strategies as a type of “veterinary psychiatry”,
reworking Kleinman’s (1977) term, partly because they emphasise the behavioural
control of patients, but also because they are accomplished without much likelihood

that patients will object or challenge their treatment in any coherent or systematic

manner.

There was anger, anxiety and resignation in the voices of the clinicians I interviewed
who literally spoke of having to practice “veterinary psychiatry” (Interviewees 1, 2
and 4). The example given above of nurses observing patients through the glass panes
of the nursing station in order to monitor their treatment serves as a metaphor for the
situation of black patients (c.f. Foucault, 1977). This is a dramatic illustration of
Foster & S. Swartz’s (1997) observation that sovereign forms of surveillance have not
been transcended in the social organisation of mehtal health care in South Africa.
While black patients may occupy the same physical spaces as their white counterparts
thfough the racial integration of services, without meaningful communication they
occupy different discursive spaces that profoundly impact upon the meaning of those

physical spaces. Besides obvious issues of material access to services, questions of
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psychological access, alienation, identification and connectedness are not addressed
through the powerful but invisible barrier of impeded communication. These sorts of
issues are faced by all who must negotiate patienthood in institutional contexts, but the
weight of this burden and the implications for failure are that much greater without

ready access to the medium of language 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 first, ask questions later’ and main reason given for
using interpreters was to ensure that patients were given the correct medication. The
presence of a single interpreter may thus serve to facilitate biological interventions and

even obscure the 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 be 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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MAKING LANGUAGE VISIBLE IN INSTITUTIONAL
SETTINGS — A FOCUSED ETHNOGRAPHY AT
VALKENBERG HOSPITAL

Introduction

In the preceding two chaptersastudies to make the issue of language visible in institutions
were described. The first study began as a needs assessment and employed orthodox
questionnaire techniques of data gathering. This method, when applied in a different setting,
‘was seen o yield certain inforrﬁation but obscure other important perspectives. Interview
data with hospital staff were thus added to the quantitative data. Even here, however, the
-complexity of the issues that aggregate around the language issue were seen to be
incompletely illuminated by the lack,of a more extensive ethnographic approach that took
multiple perspectives and types of data into account. This suggested that an ethnographic
study was necessary to examine the range of complex factors that cluster around language

diversity.

An opportunity presented itself two years after the study at LGH when the National Language
Project (NLP), a local non-governmental organisation (NGO), took on the task of providing
language services at Valkenberg Hospital. The NLP required a programme evaluation of their
intervention and I seemed well placed to do this. However, as [ had become aware from the
study at LGH of the sensitivity of the issues that are touched upon by asking even simple
questions about ianguage, any further study of the issues would have to be negotiated with the
institution involved in a way that would permit an ‘informed consent’’. As I had presented
the findings of the previous studies within the Department of Psychiatry at Valkenberg
Hospital (Drennan, 1994a, 1994b, 1995), I had reason to believe that the authorities were

' This aspect will be expanded upon in Chapter 8,
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aware of my interests and my accountability as a member of the institution. 1 had also,
however, been involved in advising the NLP in the establishment of their programme. This
granted a degree of credibility with that organisation and its members. Within positivistic
research traditions both these affiliations might have been construed as sources of bias or
partisanship. Ifl more overtly politicised research contexts, loyalties and vested interests have
become important to acknowledge, father than disown in an attempt to portray oneself as a
neutral observer. This has become a familiar issue in research, and particularly programme
"evaluation, that has sought to address questions of access to services for minority groups. Ina
review of social and political aspects of programme evaluation in multi-cultural societies,
House (1993) refers to the development of “stakeholder evaluations” (p. 155). Here the
competing interests of different groups may not be cancelled out or neutralised, but through
making them explicit, House érgués that they may at least be prioritised to protect the

interests of socially disadvantaged groups.

My description of this third study will fall into three parts. Aspects of the programme
evaluation will be described here, while Chapter 7 will take up issues to do with clinical

_records and Chapter 8 will deal with the negotiation of identity in institutions.
PROGRAMME EVALUATION AND ETHNOGRAPHY IN INSTITUTIONS

Programme evaluations may take the form of experimental designs, where various techniques
are employed to quantify change while isolating the relevant variables as far as the research
context permits (Fitz-Gibbon & Morris,. 1'98,’7). These methods have been adapted to mental
health care settings (Bickman, Guthrie, Foster, Lambert, Summerfelt, Breda & Hevﬂinger,
1995; Fink, 1993; Milne, 1987). Through quantitative data and a comparison with baseline
data from the first study (Chapter 4) aspects of these research designs were employed here,
but an awareness of the research process 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
them. Part of the evaluation was focused on the impact of the community health interpreters
placed at the institution. Evaluations of community health workers (CHWs) typically involve
quantifying outputs, defined here as number of interpreter-mediated interviews, but also
include opportunities for the CHWSs to contribute their own views (Walt, 1990). This was

thought to be important here as the evaluation was of a pilot study and therefore formative,
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but also because the views of the community health interpreters would assist in the
development of support and supervision structures. Interviews with the community health
interpreters introduced the possibility for a more discursive analysis of how they understood
their role and positioned themselves in relation to the institution. This aSpect meshed well
with the other focus to the research, that of the institution, its procedures and structures.
Qualitative research methods and discourse énalysis are increasingly being recognised as
valuable in programme evaluations in institutional settings (Fetterman, 1991; Louis & Turner,
1991; Morrissey, 1995). These developments allow links with the strengths of ethnographic’
studies of medical settings to be made more easily. I will show here the value of ethnography
as an over-arching approach, within which dimensions of quantitative data and programmé:

evaluation may be subsumed. .
Interpretative ethnography

Baum (1991) draws attention to three anthropological observations about the ‘culture’ of
organisations. Firstly, that the culture of an organisation is represented in how members talk
about the organisation and the ideals towards which the organisation strives, but that it is also
-inherent in the activities of the members. There may, however, be incongruence between the
articulated identity of the institution and the meaning of institutional practices. Secondly, that
the culture or beliefs within an organisation and its social structure have a reciprocal influence
on each other. Thirdly, that the meanings of institutional practices, structures and narratives
are both conscious and unconscious. “Both the ‘invisibility’ of unconscious meanings and
their incongruity with conscious meanings add to the ambiguity of situations” (Baum, 1991,
p. 267). These gaps or incongruities result in a certain ambiguity in the life of an organisation
that give rise to domains of conflict and contested identity. Institutions undergoing transition
in the context of momentous social change are particularly likely to manifest such disparities,

as was illustrated in Chapter 5.

~ The emerging need for a more comprehensive method in the exploration of the embeddedness
of language in broader institutional issues mirrors the development of methodology in
organisational research. Ethnography has emerged as a flexible method for approaching the
complexity of organisations, analysing both what people say and what they do (Hammersley,
1992; Schwartzman, 1993). In particular, medical settings have required the capacity . of

ethnography to accommodate micro and macro-levels of analysis, as discussed in Chapter 3.
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In addition to these considerations, ethnography has increasingly been recognised to be of
Yv"ah,u‘: in research that seeks to inform policy. This approach allows contradictions between
préctice and official policy to emerge, and accommodates divefsity' in the perspectives of
those affected by policy. The emergence of the unexpected is more easily accommodated
with a flexible methodology, but most importantly, contextualised examinations of process
and outcome allow for interpretation at the level of institutional discéurses (Hammersley,

1992).

The second VBH study was organised around the evaluation of an interpreter project at the.
hospital. Before describing the study I willvprovide background to the project and how it

came to be in the hospital.

NATIONAL LANGUAGE PROJECT AND THE COMMUNITY HEALTH INTERPRETER

TRAINING AND EMPLOYMENT PROGRAMME

The National Language Project (NLP) is an NGO that promotes language issues in a broad
"range of areas. Most of the’ir work has been in the areas of education, the promotion of multi-
lingualism, the stimulation of progressive language policies and networking. However, a
growing awareness of the impact of multi-lingualism in health care led the organisation to
conduct a’needs assessment in 1994 in general health care settihgs in the Western Cape.
Through connections with the London Interpreting Project they secured funding, primarily
from the Belgién Government, for an interpreter project, with smaller amounts from major |

South African companies and a Canadian development organisation.

The project was called the Community Health interpreter Training and Employment
Programme (CHITEP) and began with the émployment of a director and a traihing co-
ordinator. Entrance requirements for interpreter candidates were that the person should be a
Xhosa-speaking matriculant’ and unemployed. Initially six women were trained as
inferpreters over a two-month period. The training involved one month of theory and a month
of supervised practical experience. Six months later 14 more interpreters were trained. The

training covered the four key areas outlined in the interpreters’ job description: interpreting;

\

? The educational equivalent of 12 years of sc‘hoe!ing.
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health promotion: advocacy and lay counselling®. Finally the interpreters were placed at ten
health care si»tes throughout the Cape Peninsula. with a spread of primary. secondary and
tertiary health care sites represented. Two interpreters were placed at VBH. a tertiary care
hospital, on a full time basis’. CHITEP was funded as a pilot project. with the intention that
over a three-year period the interpreters would be employed by the health institutions that
they had been working for. It was a stipulation of the funding agreement that the project
should be evaluated. The evaluation described here was one of three. while the others were

smaller in nature and conducted at secondary and primary sites.
FURTHER DESCRIPTION OF VALKENBERG HOSPITAL

The study took place in nine wards at VBH: three Female Admission wards (FAWs). two
wards comprising the Forensic Unit (FU); and the four Male Admission wards (MAWs).

" These were the wards in which the interpreters worked.

In addition to the overview of VBH provided in Chapter 4 it is necessary to outline the ways
in which psychiatric services were structured. Firstly. the use of teams must be made clear.
Secondly. the way in which the work of a team was structured by a series of meetings and

thirdly, the range of patient activities involved in treatment must be discussed.

Teams

The services for male patients were provided by two multi-disciplinary teams. called firms.
Each firm had a ward that was their ‘home base” and they shared two other wards. One was a
*high care’ closed ward for very behaviourally disturbed patients and the other was an open
pre-discharge ward. The firms admitted patients on alternate days. The FU had two teams as
well, but both operated in both forensic wards. The FAWs had only one team but was spread
across three wards. The male interpreter was allocated to cover the same units that he had
been responsible f(jr before joining CHITEP. viz. all the MAWs and the forensic wards. The

female interpreter was allocated to the FAWs.

7 See Appendix 10 for more details regarding the interpreter’s job description.
* The part-time employment of an untrained interpreter had cantinued at VBH since the 1993 study. This person

was taken on by CHITEP, trained and increased to a full-time capacity.
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Staff Meetings

Each team had a routine of meetings that covered their patient and teaching responsibilities.
Each ward would have at least one, if not two feedback® meetings a week. A feedback
meeting was a review of all the patients in a ward to discuss progress and problems regarding
each oné, Interviews with patients could take place during feedback meetings. In the MAWSs
the feedback meetings of the two firms could happen simultaneously in different wards. Each
team would have one ward round® a week and while one firm was having a ward round the
other firm was responsible for the admission of patients. Patients were seen by their case
managers in any time that the clinician could find between meetings and teaching
commitments. It is significant that at the time of the evaluation there was little clearly
structured time set aside explicitly for interviewing patients in the wards involved. Each team

also had an administration meeting and perhaps a staff support group meeting.
Patient Activities

A variety of groups were run in each ward for 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 simuitaneously 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 been a support group run by a psycﬁologist while

psychiatric registrars were interviewing patients in another ward.

RESEARCH OBIECTIVES

The evaluation of the CHITEP intervention at VBH was done along two dimensions.

« Changes in quality of service provision’.

3 Feedback meetings involved the whole team and are meetings in which the management issues with respect to
each patient are discussed.

¢ A ward round was discussed in Chapter 4 and will be taken up again in Chapter 7.

"A client satisfaction study was not undertaken. The language service offered as part of a clinical service is
embedded in a much larger bureaucracy that clouds any straight-forward access to client perceptions. A recent
study of client satisfaction at VBH has addressed the wide-ranging 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 requires extremely
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o Evaluation of changes in hospital process®.

The needs assessment at VBH in 1993 identified the following parameters as particularly

problematic:

e the load on nurses as a result of interpreting;

o the extent of the use of inappropriate people as interpreters; and

o the volume of interviews that could not take place because of the unavailability of an
interpreter.

The evaluation was intended to document the extent to which all three of these parameters are

altered by the presence of designated interpreters, but also to look more broadly at

institutional strategies for dealing with linguistic diversity. Thus, a focused medical

ethnography of language service provision subsumed the programme evaluation.
METHOD

The gquestionnaire study

This methodology was successfully employed in the first study at VBH. Questionnaires were
completed by clinicians each time they either used or would like to have used an interpreter in
order to conduct a clinical interview®. This part of the study ran for a two-month period (nine

weeks) from June to July 1997.
Focused medical ethnography

The ethnographic data was drawn from a number of sources. 1 kept records on a weekly basis
of the total number of patients in each ward, the number of black patients, and how many of
these patients required interpreting. The nursing staff provided the information as to which
patients were black and which required interpreting. Archival data was drawn on through
examining the hospital records of patients admitted during the period of the questionnaire

study. I attended ward rounds and, where possible, case discussion meetings in the three units

comprehensive data-gathering, including base-line data and a wide range of variables, of which language service
provision is but one. For similar reasons evaluations of CHW programmes typically do not attempt to link
grogrammes explicitly with cutcomes (Walt, 1990).

Studies of the process aspects of a programme are traditionally more descriptive than evaluative. However, a
certain degree of evaluation of process will be possible by virtue of the comparisons that will be able to be drawn
with the data from the first study.
¥ See Appendix 11 for Questionnaire 4.
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involved m..rcr the period of the questionnaire study. This involved record keeping with regard
to procedures and management strategies (i.¢., admission procedures, assessment 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. [ have grouped the

interviewees into five categories.

Table 6.1: Interviews.

Clinicians" (Interviewees 1-10) ' 10
Xhosa-speaking nursing staff (Interviewees 11-18) | 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 fewer than the
25 who completed 219 questionnaires in the previous VBH study'. 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 (1 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

1) . . . . . .
Includes psychiatric registrars, consultant psychiatrists, psychologists, social workers, occupational therapists.
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the study was established. This served to identify patients that may not have been identified
through the questionnaire study. The folders of patients identified in this way were reviewed

for information relevant to the provision of language services and hospital management

strategies.

A total of 88 folders were reviewed. Ten folders were not available. From this, 53 patients in
the male wards, 14 patients in the female wards and seven patients in the forensic wards were
identified as requiring interpreting. This is 14 (23%) more than the number identified throughA

the questionnaires completed by the clinicians.

From the folders it was clear_that the nursing staff are more accurate at reporting which
patients require interpreting than the clinicians. Of 53 male patients, the clinicians did not use
interpreters for 18 patients when a review of the folder notes suggested that an interpreter was
required (18 false negatives). The nursing staff in contrast only identified two patients as
requiring interpreting ‘who could justifiably be treated without .interpreting (two false
positives). In addition, it was evident that clinicians would often use an interpreter for one
_interview with a patient, for example a long clerking interview, but would then not use the
inferpreter again in subsequeﬁt interviews. This will be discussed in greater detail in Chapter

7.

Through the 88 Xhosa-speaking patients’ folders, 267 interviews or group sessions were
identified that .may have required interpreting services. Only patients who clearly required
interpreting were included in this total”. 64 of the interviews documented in the
questionnaire study were identified in the hospitgal folders reviewed. This is 24% of the total
number of group or interview sessions noted in folders. However, 32 folder entries noted that
an interpreter had been used, but a questionnaire was not completed. In 152 (57%) entries it
was not clear from the notes whether an interpreter had been used or not. A further 19 entries

clearly indicated that an interpreter had not been used".

" The previous study included the psychiatric emergency unit at GSH. The figures from that unit have been
removed from the figures quoted here.
2 The need for interpreting was assessed on the basis of patient folder entries that indicated an interpreter was

necessary and the views of the nursing staff consulted.
" These figures are comparabie to those specified in Chapter 4 under the rubric of “Hospital folder review”.
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‘ i i i ich it i i used, most would
Of the 57% of interviews in which it is not clear whether an interpreter was

appear not to have involved interpreting, but this could not be ascertained with certainty. This

figure constitutes a significant gap in the data regarding the c1rcumstances around using or not

using an interpreter. The unfortunately small proportion of interviews for which clinicians
completed questionnaires should therefore be approached with caution as they undf:r-
represent the actual use -of the community health interpreters. ~Without question the

questionnaire data under-represents the need for and the utilisation of interpreting.
The proportion of patiénts requiring interpreting

The figures reﬂected in Table 6.2 were derived from my records of the total number of
© patients in each of the FAWS and the MAWs mcluded in the study. The figures from the FU

reflect the patlents seen at a ward round durmo the study penod.

Table 6.2: Proportion of patients who rcqulred interpreting.

FAWS - FU | MAWs
No.! % No. % No. %
Total patients 54.3 46 70.3
Black patients 11.5 21.2% 14 30% 24.5 35%
Neegi language 6.7 | 123% 7 15% 13.1 18.6%
service b

!This figure is derived from the average number of patients per week for the nine weeks of the study.

In the FAWs 21% of patients were black and 12% required interpreting. About 7 patients a
week reqtﬁred interpreting. The FU saw 14 black patients (22%) in their ward rounds, 10 éf
whom required interpreting. In the MAWs 35% of patients were black, approximately half of
whom (18,6%) required interpreting. Numerically, about 13 of the resident patients in an
average week required interpreting. On inspection it emerges that there was likely to be twice
as many patients requiring interpreting in the male wards per week as compared with the

female Wards. Clearly, the male interpreter was carrying a much heavier load.
i

Interpreting contexts

As in the previous VBH study, interpreting was required most for psychiatric assessment
interviews (68%). Fewer family interviews were conducted than in a two-month period in the

previous study but there were significantly more group therapy sessions (Occupational
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Therapy and Supportive Therapy) where Xhosa-speaking patients were included. Ward round
interviews fell in accordance with the smaller number of patients in the sample. These figures

are represented in Appendix 13.
Interpreting by category

In both the FAWSs and the MAWs the proportion of interpreting performed by the interpreter
is under-represented b‘y comparing the number of interviews (I/Vs) done. This is because the
average length of interview with an interpreter is more than that with either of the nursing
categories. The interpreter in the MAWs Iinterpreted during 24% of the documented
interpreting contexts in those units, as reflected in the questionnaires (Table 6.3). ‘Nurses
interpreted for 48% of the interviéws. However, the interpreter accounted for 31% of the time
spent interpreting. It is signiﬁcant that the interpreting in ward rounds and support groups

was provided by people other than the interpreter.

Table 6.3: Male Admission Wards’ interpreter utilisation.

No.of I'Vs | % of I/Vs Total time (mins) % of time
Tnterpreter I3 74 490 313
Nursing 35! - 48 765 48.9
Other 57 2 310 | 9.8
None 12 16
Total 74 100 1565 (26.1hrs)

' Two questionnaires omitted to specify duration of interview. ,
? One interview was a consultant interviewing a refugee patient in French in a ward round. Two interviews were

a visiting student interpreting in a ward round. Once a security guard interpreted in a support group. On two
occasions a patient interpreted during a support group but there were no instances of patients interpreting for an

interview,

The figures for the FAWs were more even, at 50% for the interpreter and 44% for the nursing

staff.
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Table 6.4: Female Admission Wards’ interpreter utilisation.

No of /Vs | % of /Vs | Total time (mins) % of time
Interpreter 9 50 | 35 . 61.2
Nursing 8 44 : 155 30.1
Other 1 6 45 - 87
None 0
Total 18 - 100 515 (8.6hrs)

The figures for the FU were misleading in that they indicated 17 interpreter-mediated
interviews, but only four of those were for Xhosa. The other 13 were interviews in which
Afrikaans was interpreted. The FU figures are not represented in tabular form bfacause only
two of the seven Xhosa-speakers requirin’g interpreting were represented in - the
'questionnaires. Nine patiehts required fn&rpreting for Afrikaans. The interpreter was
documented to have done four interviews amounting to 130 minutes. Importantly, there were

no instances of the interpreter being unavailable in this unit.
. Availability of interpreting

In terms of the availability of interpreters in the baseline study in 1993, there was someone o
interpret immediately in 68% of instances, while 22% of the time the interview was delayed
due to the unavailability of interpreters. In 27 cases (9%) the interview was delayed by more
thanbone day due to the services of an intSX'pl‘eter being unavailable. The present figures
suggest that in 18% of instances the interpreter was unavailable. However, only 11% of
interviews proceeded without an interpreter or were abandoned. This reflects an ambiguity in
the phrasing of the questionnaire. The queStiomaire required clinicians to code whether the
intérpreter was ‘available’, ‘available at a later time’ or ‘unavailable’. As a consequence,
some clinicians coded the interpreter ‘unavailable’ but proceeded to interview a Xhosa-
speaking patient with a nurse as interpreter, for example. kOthers would have coded that
according to the availability of the nurse. Six out of the 12 occasions that there was no
interpreter available at all involved OT groups in the MAWs. In the previous study OT
groups would not have been coded at all in the male wards as there was no expectation at that
time that Xhosa-speaking males be included in the grdups. Raised expectations of interpreter
availability therefore contribute to the relatively high ‘unavailable’ figure in the male wards.

The very low proportion of unavailability in the FAWSs and the FU is also significant. In the
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previous study there was a delay in 17% of cases and unavailability in 27%. The present

figures constitute a massive fall-off in the unavailability of iriterpreting in these units.

Table 6.5: Availability of interpreters by unit.

FAWs | FU | MAWs | Total (%)
Available 17 16 45 2%
Delay 0 ] 10 10%
Unavailable | 1 0 19 18%

It was apparent from the interviews with the staff that the presence of an interpreter on the
units positively influenced the attitude of nursing staff towards having to interpret. In the
FAWs and one of the MAW firms the frequency of requests to interpret had dropped off to
such a degree that when nurses were asked by clinicians they were willing on the whole. This
is because they knew that they were a back-up to the interpreter, rather than performing a
front-line interpreter function. One Xhosa-speaking male nurse on the FU had not been asked
to interpret at all in a one-month period, and would therefore not have objected to the
occasional request for interpreting. The exception ‘to this was in the other MAW firm where
"the interpreter seldom made an appearance and where the bulk of the responsibility still fell to

the nursing staff.
Comparison of the Male Admission wards across three contingencies

During the needs analysis conducted in 1993 there was a month of study during which there
were no interpreters employed by the hospital. In this month professional nurses and staff
nurses accounted for 91% of the interpreting done in the Male Admission wards. In the
following month of the study, when a person was employed. for four hourskper day for the
purpose of interpreting, the interpreter accounted for 31% of the interpreting done. The data
gathered during the evaluation constituted a third data set’. The interpreter égain accounted
for 31% of the interpreting in the MAWSs at this time. It would appear that the overall nursing

interpreting load remained constant at a little under 50% during both periods that there was an

" The evaluation period was two months, while the other two periods were one month each.’ The figures are
reported as percentages to deal with the difference in real terms arising from the differing length of data capture
period. :
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interpreter in the ward. It should be noted however that the CHITEP interpreter was also

responsible for the FU, while the interpreter d‘uring November 1993 was not".

Summary

« The amount of interpreting done by nurses was significantly less than before the
employment of the interpreter. Nurses were asked to interpret less frequently and the
interpreters were bemg used for the long initial interviews. An area that remained
problematic was the MAWSs.

o It would appear that 1nappropr1ate people were used as interpreters less often but that thls

“had not stopped. It is important though that patients are not interpreting for fellow
patlents in mterwew contexts. - ‘ | _ |

o The unavallabxhty of any mterpreter was 51gmﬁcantly leduced There was a marked
increase in availability of group interventions to Xhosa-speakers.

There was also a spin-off in terms of the ‘culture’ of availability of interpreting. Even when

the interpreters are not available themselves other étaff seem more willing, and less imposed

upon.
INTERPRETERS: ASSIMILATION AND MARGINALISATION

I will now describe in some detail the circumstances surfounding the placement of the
interpreters in the institution. The difficulties of integratiﬁg them into the service are very
clearly revealed by the ethnographic aspects of the éttldy. These difficulties indicate
‘cox}tradiction’ in the culture of the organisation regarding the provision of interpreter services
and the extent to which the interpreters were assimilated while being simultaneously

marginalised in the service.
The interpreter in the Male Admission wards

Mr G'* was employed by VBH from February 1996, for four hours per day at R5.30/hour or
R400 per month"”. He was made responsible priniarily‘ for MAWSs and the FU. However,

" See Appendix 13 Figures 6.2, 6.3, 6.4 for a comparison between the studies.
' I am employing abbreviations for names to protect the identity of the mterpreters Mr. G was in his early 20 5,
single and not previously employed. -

'7 At the time of writing this is the US dollar equivalent of $64 per month. This is a very meagre sum even by
South African standards.
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nurs;'ng staff told me that he was in principle available to interpret anywhere in the hospital.
Mr. G was the fourth person in three years to occupy this position. The previous interpreters
left to earn more money and one was eventually given a permanent post in the grounds
maintenance department of the hospital. Prior to the CHITEP initiative to take Mr. G into
their programme he had received no training from the hospital, no supervision of his work,
and no professional Supporg‘s’. He was based in one particular ward, where he was given an
office to share with the part-time Occupational Therapist. There was no telephone in the
office. | |

The positions have never been advertised and were filled by word of mouth or by people
awaiting positions as general assistants. Before being employed by the hospital Mr. G was
intervie\.Jved by someone in nursing administration. For the first time since the hospital began
to employ interpreters, a social worker was approached to observe the candidate interpreting
in an interview. A Xhosa-speaking nurse was also present. He was found to be adequate and

personable.

.Mr. G was taken into the CHITEP training programme one year after starting work at VBH.
He participated in thé two-month training programme and appeared to have met the
requirements of the course. However, the hospital staff interviewed raised questions about the
standard of Mr. G’s English. Mr. G also appeared to misunderstand the concept of advocacy.

Concern was expressed about his interview style, being “abrupt” and “harsh”.

One of the main sources of concern regarding Mr. G’s role in the units was his relative
absence from one of the firms in the MAWs. It appeared that there had been a historical
absence of the part-time interpreters from this firm and that this continued when Mr. G took
the position. When he came under the CHITEP umbrella this was not addressed. There was
also no structured programme of activities that Mr. G was committed to. Consequently, it
was not clear to Mr. G which meetings he should attend and what his priorities should be
when there was a clash of expectations. For example, if Mr. G was scheduled to attend a
meeting in one ward and was requested to do an interview in andther, it was not clear to him

how he should prioritise these demands. There were a number of hospital staff members who

** He did have a senior nurse to report to but this person’s role was largely administrative.
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were dissatisfied with Mr. G’s availability to interpret. A lack of clarity about lines of

authority and monitoring procedures appears to have led to an ineffectual response from all

parties.

In addition to the above dxﬁxcumes Mr. G also experlenced problems in accessing ‘team’

contexts in the wards. He apparently went to team meetings with one firm at the start of hlS
stay there. However, he was possibly made to feel that his comments were not welcome and’
may therefore have been covertly discouraged from attending these meetings. There was also
an incident in which he was interpreting in a ward round and was contradicted by a nurse who
then took over the role with obviously more beneficial effects. Mr. G appeared to stop going
to ward meetings. This is the ;,s,ituation‘ that prevailed at the time when the CHITEP took him
on and for a range of reasons these problems were not addressed. There were clearly a
number of organisational difficulties in securing a meaningful interpreter presence in the
‘MAWSs. The upshot of these significant difficulties appears to have been the marginalisation

of Mr. G within the service”.
The interpreter in the Female Admission wards

Ms. M’s” position in relation to the hospital authorities was clearer than Mr. G’s as a result of
not having worked for the hospital previously. However, the physical accommodation of Ms.
M at the hospital was a source of concern. She spent most of her day in a locked lounge area -
in the ward for the most psychotic female patients. She sat there all day unless she went to
have lunch or tea, or was called to interpret or attend a meeting. She had no office and most

significantly no key to come and go from this area®.

Added to the problem of the lack of appropriate accommodation was the problem of being
under-utilised in the FAWs. Days would go by without being réquested to do an interview.
Ms. M had also not been assisted by VBH staff to draw up a programme of activities that

could use her services. This was partly because they were not clear about her function there

" 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 at the original rate, and
by the CHITEP for half a day at their rate. However, the CHITEP rate is considerably more than VBH’s and so
the other i mterpreters in fuil-time employ earned up to R600 per month more than he did.
% Ms. M was single, also in her early 20’s, and had worked previously in child care.

2 VBH told her she would have to pay R40 for a key. She could occasionally get a key from nurses, but this
depended on at least one of the nurses not coming to work on that day.
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and they did not see themselves as responsible for this. This put her in a difficult position in
relation to the rest of the staff. Some nurses perceived her to be under-employed and
complained to her that she did nothing all day. Ms. M, however, saw it as part of her work to
sit with the patients because this afforded her an opportunity to counsel them®. The notion
that the interpreter would counsel patients was not one that the hospital staff were aware of,
nor was it integrated into the treatment plan the hospital had for patients. There were
occasions when Ms. M informed the nursing staff that she was going take her lunch break and
the nurses commented that she looked as if she had been on a break a]reédy. Ms. M had
attempted to get assistance with Iéa;rning psychiatric terminology but this had proved
unsuccessful. Hospital staff were largely unresponsive to her requests, perhaps because they

did not see a place for it in their busy schedules.

There was a strong sense from’my discussions with the nursing staff that they felt a need to
police the activities of the interpreters. The word “abscond’™ was used a number of times in
relation to the interpreters. The CHITEP supervisor was frustrated at the way in which the
interpreter was being made use of in the FAWs. On the days that the interpreter was given a
-ward key, her position in the closed area of the ward meant that she was available to open
doors for staff and patients who wished to move between the patient area and the staff area.
The supervisor thus perceived the interpreter’s primary function to have been reduced to this

“prison warden” role.

Interpreting the place of interpreters

“{The interpreter’s] presence says a lot. Not nece&sérily [the interpreter] as a
person but him..., the role that he plays. " (Interviewee 15)

What is one to make of the beginnings of an interpreter service at VBH? As the evaluation
was focused on providing the CHITEP with information regarding the effect they were having
on the hospital, it is necessary to observe that the intervention was compromised in a number
of ways. The provision of an interpreter with a ‘generic’ interpreter training clearly had an
effect when working in the situation of an extremely complex clinical context. Not only was

the discourse of patients that required interpreting confusing and inaccessible, but the

# One of the requirements specified in the NLP job description was the counselling of patients where necessary.
2 This term is used when patients leave the hospital without permission.
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structure of service delivery, and the place of the interpreter in this, was also difficult to
clarify. Over and above these obstacles, it appeared that the CHITEP was compromised: in
what they were offering by inadequate access to the hospital maqagement and organisational
structures and insufficient knowledge of ‘how the hospital worked’. By not having access to
management they were not able tb create a more accommodating situation for the interpreters.
The importance of access to 1ﬁanagement for an interpreter project to be successful has been
described in Chapter 2. However, the question must also be asked as to why the hospital’

structures were not more responsive to what was being made available by the CHITEP.

Until 1991 VBH was an institution with racial segregation inscribed in the structure of its
service deli}féry. This structure was revised towards integration with the abolition of separate
facilities for différent race groups. However, as at LGH, the language issues generally, and
the interpreter issue in particuiar, throw up additional unresolved aspects of services. The
positioning of black patients in the revised structures continues to manifest elements of the
old order, but in a form less crude than the apartheid model. Foster & S. Swartz (1997) have
suggested that South African society has not completely shifted into the forms of power
.exercised in what they call Western liberal democracies and it is possible to see this illustrated
through the language issue. While the ‘veterinary’ elements of the services available at LGH
maintain ‘sovereign’ forms of control and surveillance, the more sophisticated approach at

VBH employs more ‘disciplinary’ modes of control and surveillance.

Interpreters occupy a transitional space in the work they do (Swartz, 1998). It is not
surprising then thgt tenéions and contradictions within the process of change would be
reflected in the way in which the i‘nterpreters have beén taken up by the organisation. The
lack of a coherent vision for the role of interpreters and the superficial integration of this
resource into hospital structures reflects the lack of clarity around how a mental health service
for black patients is to be developed. Dominant themes in psychiatry, and in South African
society as a whole, regarding Africans ha\A/evlong revolved around surveillance and control,
particulérly control of access to particular spaces (McCulloch, 1993; S. Swartz, 1996a). The
employment of interpkretgrs appears to embody the wish for improved access to black patients.
But there is also an anxiety about a corresponding improvement in patient accesé to
institutional spaces, and the threat this may pose to maintaining control. Interpreters who
have free access to both sides of the divide — staff/patient, white/black, oppressor/oppressed —

can be sources of insecurity. They have the potential to be powerful on both sides of these
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institutional divisions. One way of dealing with this anxiety is to appropriate the source in the
service of maintaining the status quo in somé respects, while in others bringing about
institutional change that is consonant with the expectations of a hospital in the ‘new’ South
Africa. It is through interpreters as transitional objects, and the structures or ‘compromise
formations’ that arise around them, that a range of institutional discourses can be observed to
operate. These discursive.features may also be explored through examining the metaphf)rs

that describe what interpreters do, or are expeéted to do.
A CONCEPT OVER—BURDENED: INSTITUTIONAL ROLES FOR THE INTERPRETER

In Chapter 2 I discussed the many roles that interpreters have been expected to fulfil and the
wide range of competencies' thét this presumed of people functioning as interpreters. As part
of the evaluation of the CHITEP interpreters at VBH, I was interested in how hospital staff
understood the interpreters’ roles and what their expectations were. This was explored in the
interviews by asking about the perceptions staff had of the interpreters’ place in the multi-
disciplinary team (MDT) and how they viewed the question of advocacy. The CHITEP
specified that they should be performing both these functions. Proponents of the advocacy
“model of interpreting (Sanders, 1991; Shackman, 1985) are vocal about the importance of
~ autonomy for the interpreters from the service provider structures in order to be free from the
- constraints of employee status. It is thought that this would allow for constructive criticism of
service providers where necessary. The CHITEP, while explicitly supporting this view, were
also under pressure to prove their usefulness to health authorities in order to secure future
employment with the Health Department. They therefore needed to align the interpre;ers with
the functio'ning of the orgaﬁisation in order to be seen to be helpful. I wanted to explore the
tensions between these agendas and how they were impaéted upon by the expectations of

hospital staff.

What emerged from interviews with hospital staff were a number of contradictory
expectations. Some of these were stereotypical of inexperience with organised interpreting
and can be seen to arise out of insufficient training and thought about language issues, and
this is important in itself. However, aspects of the traditional eXpectatioris of interpreters
~ were nuanced in particular ways by the complexity of the historical context of the hospifal,
situated as it is in a period of transition. Inevitably, there was conflict and disagreement, overt

and covert, about where intérpreters fit into the new order of things.
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Language as a new sub-speciality in psychiatry: ihterpreter as ‘language specialist’ and

‘the new member of the multi-disciplinary team’

One of the characteristic features of modern medicine is to divide health care into areas of
specialisation. The concept of multi-disciplinary teams (MDT) arises out of an attempt to
divide caring for patients into a jigsaw of specialised labour. In this model, the idea of a
‘language expert’ or flangﬁage specialist’ in a psychiatric team may have great appeal (c.f.
Abbott, 1988). It is important to note that the idea of the MDT has been taken up in a
particular way in psychiatry as practised in the Western Cape. Originally, the development
and recognition of different typés of expertise in mental health care delivery gave rise to a
system whereby professionals would deliver the service for which they were specifically
trained. This meant that a patient in hospital for example, would see a psychiatrist for
diagnosis and medication; a psychologisf to have the appropriate form of therapy; and a social
worker for a range of social interventions. This could involve a number of professionals
being involved with a patient simultaneously and is therefore labour intensive. It is this
labour intensiveness and the shortage of hospital staff that has brought about a local
adaptation to the model. When used here MDT refers to a patient being allocated to a case
emanager, who may be either a psychiatric registrar, a psychologist, a social worker, an
occupational therapist or an intern medical student. The case manager is responsible for
delivering whatever services are appropriate :’for the patient. These interventions are co-
ordinated in team meetings, where the case manager (if not medically qualified) would report
on his or her patient’s response to medication, symptomatic improvements and side-effects.
When a limitation in what the case manager can offer is recognised the professional who is
expert in the area in question could be asked to assist. This occurs most frequently for
medical complaints that the psychiatric registrar is asked to intervene with. Asking another
team member to assist with management is not done lightly because everyone has his or her
own caseload and it is considered to be extra work. It is into this context that interpreters

were expected to insert themselves as members of teams.

As could be expected there was a range of views on the place of the interpreter in a
psychiatric MDT. Some did not see the interpreter as part of the team at all and questioned
the use of the term“jprqféssionai’ ’ to describe their work. Many staff made the obvious point
that the lack of psychiatric training would confine an interpreter to their specific function

within the team. In this sense they were seen to occupy a place in the “ward team” but not in
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the “professional team”. Some staff felt that the interpreter could make a useful contribution
through attending team meetings in which there would be no interpreting, simply because. of
the contribution they could make regarding “cultural issues”. Others felt very strongly that an
interpreter had an essential role to play in psychiatric work and that in order to meet the
demands they would have to be an integral part of the teamwork. From the experience
already gained with having an interpreter present on the wards but spread between units, there
were views as to what would work in the “intensity” and “pressure” of admission wards. It
was felt that the interpreter would have to be available immediately or else a nurse on the
scene would be used. Interviewees felt that the interpreter could become a valued
“professional team” member, however, he or she would have to demonstrate their worth by
making a contribution to the complex clinical issues that are grappled with in such contexts.

“The only way it's going to work properly and effectively is if the interpreter in

some sort of way is more closely involved in the clinical team, becomes an

active, participating member of the clinical team. That poses difficulties,

because you know. they need to be seen as being vital, that is to the, to team

work, being indispensable, which no doubt they are, but there has to be that
perception within the clinical team.” (Interviewee 4)

There was also a more sinister aspect to the place of interpreters in the team that
' simultaneously reflects the transitional space that interpreters are expected to occupy, but also
the appropriation of their access to Xhosa-speaking patients. One suggestion by staff
interviewed was for the interpreter to increase the contribution they make by reporting to the
nursing staff each afternoon before going off duty. This follows the format of a ‘handover’,
when nurses ending a shift bring the nurses coming on duty up to date with patient
developments. The idea was that information gleaned by the interpreter in the course of a day
spent with patients would be passed on to the nursing staff. This would include observations
of psychiatric illness; signs of improvement; and aspects of a patient’s situation learned while
“counselling” the patient. It is reasonable to assume that a team member who learns of
something important regarding the patient would report this to the team. However, there was
a less landable aspect to this “handover”. Some staff spoke of the patients confiding in the
interpreter because she is Xhosa-speaking, but also because she may not be seen as part of the
hospital staff. This would allow the interpreter access to patient confidences they would not
otherwise get. Examples are when a patient may conceal from staff on-going auditory
hallucinations or when a patient, who uses cannab‘is, does not intend to stop using the
substance. Clearly, ideas around the interpreter as a member of the MDT can be more about

assisting hospital staff than being a patient advocate. Once again, the implications of this for
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the extension of the means of surveillance and the penetration of the medical gaze are

striking.

As interpreteré develop in training and professionalisation, a code of ethics applicable to
psychiatry would have to be developed. Clarity as to what boundaries interpreters should
maintain and how they should negotiate these with staff and patients alike would emerge.-
However, clarity of professional boundaries may make engagement with the work of a team
~more difficult, as the Winnipeg group (Chapter 2) have demonstrated. The question of loyalty
will be taken up again in Chapter 8. |

The image of an interpreter as.a new member of the MDT as a “language expert’, recalls a
criticism levelled at the very idea of an MDT. Critics of the model have hi'gh{ightéd the
mechanisation and fragmentati(;n of care that can take place. A person may b¢ subjected toa
process of medical compartmentalisation that reifies aspects of experience and consciousness
(Taussig, 1980). Medical interventions may proceed withoﬁt regard for other aspects of the
patient’s life-world (see for example Miller & Swartz, 1991). Language does not lend itself to
.such compartmentalisation. It is the substrate of all communication and interaction.
Furthermore, the numbers of patients involved and the multiple sites at which they interact
with hospital staff of all levels creates a ‘language matrix’ that does not lend itself to the easy |

commodification of language as a skill missing from a group of monolingual health

professionals.
Interpreter as ‘culture specialist’

| The 1mplicit expectations of interpreters aé. ‘language experts’ are repeated in the ideas about
interpreters as ‘culture experts’. This reproduces‘the reification of these complex notions too.
There were very high expectations regarding the interpreter as a “culture broker”. Some of
these required interpreters to know “the culture” of the patienfs. This expectation can be seen
to arise in the context of assumptions of a mondlithic culture that can be summarised and
commodified for easy psychiatric consumption. Much of this may have to do with the way in
which psychiatrié writing on the question of culture and mental health has outlined the
relationship between the two (Swartz & Foster, 1984). Swartz (1989) has shown how notions
of culture in psychiatfic tréinees serve to produce an ‘African culture’ that is a digestible

product to allow psychiatric work to continue. This reified ‘African culture’ neglects
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enormous variation in the range of beliefs held by Xhosa-speakers alone (never mind the
other South African ethnic groups) and the fluidity of beliefs and religious practices. The

extent to which culture is a process that is difficult to articulate, rather than a product that can
be easily compared with other belief systems, is also absent from this view (Lewis-Fernandez

& Kleinman, 1995). It is important to note that there was also an expectation amongst Xhosa-
speaking CHITEP staff that the interpreters should explain cultural concepts and ideas to the
psychiatric staff. Kaufert & Koolage (1984) describe the culture brokerage concept to involve
explaining indigenous cultural beliefs to medical practitioners but also the mediation of
~medical culture to patients. The reification of an ‘African culture’ as something exotic and
unusual can be seen in the way in which in this context it was thought that explaining medical
‘beliefs and praétices to patients’ was patient advocacy, as opposed to the brokering of medical

beliefs to patients.

In addition to this more obvious use of the notion of culture broker, there was an additional
aspect. Clinicians and non-Xhosa-speaking nursing staff alike expressed a hope that an
_interpreter would clarify the distinction between a “cultural illness” and a “real” or

“psychiatric illness”.

“...because if we talk culture-wise now, the amafufunyana®™ and all those
things that we are not up to date with, you know he is supposed to have a good
knowledge and understanding of that... But then he himself needs to understand
the boundaries or... when this guy is actually sick or if he's not mentally ill. "
(Interviewee 20)

“...things like whether this is spirit possession phenomena or whether its
voices. You know if the ancestors are talking to them as part of amafufunyana
or whether it is a direct hallucination of schizophrenia.” (Interviewee 8)

“I think very often these debates do develop about the cultural context and to

what extent we might be misinterpreting, and it might not have anything sort of
overtly directly to do with linguistic issues but to do with transcultural issues.

...1o be a member of the team and to be making a contribution and providing a
perspective. And providing a perspective not from our clinical background of
our own pre-conceptions and categories.” (Interviewee 4)

- These statements embody a number of assumptions. Firstly, that being black and being an

interpreter gives one automatic access to a huge range of cultural information. Secondly, that

* Amafufunyane is a local iliness term and refers to a possession state.
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interpreters would be highly skilled in identifying subtle clinical phenomena.‘ Thirdly, that
interpreters’ combination of linguistic éapabilities, cultural and clinical knowledge would
allow them to cut through the Gordian knot of when a clinical presentation is ‘cultural’ or
‘psychiatric’. In a way, what they require of the interpreter is to be a psychiatrically trained

sangoma®.

The differences between medical and psychiatric interpreting are germane here. Medical
diagnosis may more easily lend itself to being cbnstmed as having categories that are deﬁned‘
in biological clinical terms and criteria. Cultural aspects of medical presentatidns may have to
do with identifying unusual aetiologies, compliance patterns, beliefs about the significance of
illness and how acceptable the treatment prescribed will be. ln psychiatry this goes much
further, to the point where there would appear to be a wish that the interpreter would be able
to say whether the person is il or not, ‘mad’ or ‘genuinely possessed’. Interpreters may thus

be expected to function not only as junior clinicians but as superior clinicians as well.

An irony of this difficulty is that it arose out of a wish not to impose categories of psychiatric
_iliness. The clinicians interviewed wish to practise in a culturally sensitive manner and feel
ill-equipped to do this. There was an awareness of labelling theory and the idea that local

possession states may exhibit features of psychiatric illness but which are not best seen in this
1ight (Milis, 1985; O’Connell,. 1980; Schweitzer & Bithrman, 1978; Swartz, 1986a). There

was also a tendency to think that cultural aspects to illness and psychiatric presentations were
dichotomous and mutually exclusive. This may pfeduce the same result as not considering
' cu_liural sensitivity at all, as when there is justification for a mental illness according to DSM
IV (1994), then the cultural aspects of an illness presentation may be over-ridden. This is also
consistent with the argument advanced by Swartz (1989, 1993) regarding how universalist

discourses subsume relativist discourses in South African psychiatry.

All of these expectations regarding the “culture broker” role should be seen in the light of the
actual interpreters’ views on the subject of culture. One interpreter disavowed traditional
cultural beliefs and appeared embarrassed by the implkation that as a black person these were

the views he would hold. The other was more ambivalent but not at all confident to represent

¥ A sangoma is an indigenous or traditional healer.
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the “African world view’ or explain cultural symbolism. There was very little ccrrespondence

between the expectations and what the interpreters could offer.
Interpreter as ‘patient advocate’

There was all round supp{)rt for the notion of patient advocacy. Most staff acknowledged how
disadvantaged Xhosa-speakers were in the hospital and that there was a need to make more of
an effort to accommodate them. The need for advocacy was identified in a number of areas.
Patient rights, awareness of grievance procedures, the meaning of sections of the Mental
Health Act and even orientation to hospital procedures and routines on admission were all
seen as important to be conveyed to patients®. It was suggested for instance that groups could
 be cenvcn‘ed'for Xhosa-speakers to address these issues, and.that interpreters run these groups
in the absence of nursing staff. Itis laudable that the hospital staft wished to see these sorts of
services offered to Xhosa-speaking patients. However, tﬁe question has to be asked as to why
‘it should fall to an NGO, based outside the hospital, to provide these services. It-appears as
though there was an awareness that Xhosa-speaking patients in a psychiatric hospital may
constitute a group with special needs in accessing services and being put at ease in this
-context. The hospital staff did not see their way clear to doing this themselves. A sense of
restriction in job descriptions and feeling over-worked are reasons given for not intervening in
this way themselv_es; Of note, is the concern that nurses would perhaps be forbidding or alien
to patients, even when Xhosa-speaking themselves. This recalls the issues raised in Chapter 5

regarding alienation in psychiatric settings.

The issues raised here all refer to X_hosa-speakei‘s’ needs és a group and as such suggest group
level interventions. The notion of advocacy in medical settings is primarily used when
referring to the needs of individual patients. This requires an interpreter to intervene with an
individual doctor/patient relationship and was an aspect of what the CHITEP training
anticipated for the interpreters. waevexx the context of psychiatric work requires a
somewhat different perspective. The concentration of expertise in a psychiatric MDT and the
explicit commitment to a biopsychosocial model (Engel, 1977) demands a great deal of the

intefpreter if they are to add to team discussions regarding particular patients. Not only does

% A recently established working group in the hospital, dedicated to looking at ethical issues in the hospital, had
begun to identify problem areas and how they could be addressed.
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contributing towards team discussions, and challenging the outcomes of these discussions
where necessary, require enormous self-confidence, but it also requires a very wide range of
competencies. Challenges to members of a psychiatric team that may be self-consciously
aware that they must be as non-discriminating and socially aware as they are able, requires of
the person who seeks to contribute an acknowledged basis of authority to speak. An
interviewee expressed this in the following way:

“My feeling is that an outsider could come in - a person who is not in the team,

could come in if they were well-qualified and of relatively high status. They

could come in and play that kind of advocacy role and that they would be

taken more seriously, but if you are going to be not a professor of something,

then you need to be part of the team. [You can] advocate from inside and be a
conscience rather than [from ] outside [and be a] judge.” (Interviewee 3)

While interpreters are expected to deliver services in a number of wards and units, the hlgh
level advocacy functions that are also rather blithely expected require a close-knit relationship
with a particular unit and the necessary authority. An interviewee expressed this aptly by
saying that psychiatric teams are very “ream-like”. Thus, gaining enough credibility, trust,
respecf and confidence to make challenges to a péychiatric team requires one to be an insider.
This sort of involvemem in a team impacts upon the autonomy of the interpreter and creates
" the risk that they may reproduce the very institutional effects they seek to avoid (see Drennan,

1996b; Muller, 1994; Swartz, 1991b), thus compromising advocacy functions.

The situation outlined aBové creates a paradox. It is. very difficult, on the one hand, to
intervene on behalf of an individual patiént in the face of the authority and clinical
- competence of a range of professionals. And yet, there are such glaring deficiencies in i:he
services offered to Xhosa-speakers as a group. This would suggest that the lack of a global
strategy at a management level and the appropriate allocation of resources serves to hobble
the good intentions of individual staff members. There is no reason why interpreters should
escape this ‘fate unless the approach is complemented with structural changes in the
organisation. These changes would need to be aimed at modifying the culture of the
organisation with respect to non-dominant language groups to reduce levels of alienation and
marginalisation. The depth of the need to revise the organisation’s relationship té Xhosa-

speakers as a language community is highlighted in the following section.
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Interpreter as ‘institutional therapist’

It was clear from the previous study at VBH (Chapter 4) that the Male Admission wards were
sites at which there was the perception of the greatest need for interpreting. When the single
interpreter was employed he was placed there. However, when hospital managers were asked
about the allocation of Xhosa-speaking nursing staff to these units there were contradictory

responses. One manager denied that there was any particular effort made to place Xhosa-

speaking staff in the male wards and claimed that if they were well represented there it was
fortuitous. Another manager was more direct. This person said that there was a conscious

effort to mix white, coloured and black staff in all the wards, and that a primary consideration
~ in staff allocations was to ensure a mix of language groups. This was intended to minimise -
the dominance of any particuf;r language group. The interviewee thought that there were
" drawbacks to this strategy because staff who felt socially isolated in a ward, with no one to

talk to, did not work as efﬁciently. However, she felt that there had to be some overt

intervention to integrate staff ethnically or else they would not do so spontaneously.

“We try and give the impression that everything is OK and we do mix that

well, [that] we get along very well at Valkenberg and it’s not the case...”
(Interviewee 22) :

The Xhosa-speaking staff interviewed who addressed this issue, felt in a sense, that the
coloured or white staff who had not learnt a black Africari language were getting their just
desserts if they felt exciuded from conversations in Xhosa. They expressed disappointment
and consternation at the lack of effort to learn even a few words of Xhosa. It was felt that this
betrayed a negative attitude towards the language and its speakers. Further, that there was a
possibility of expedience in not learning Xhosa because then a proportion of work could be

automatically passed on to the Xhosa-speakers. As one person put it:

“It is good for them because ... if you know you have got 10 Xhosa-speaking
patients, then I will deaZ with them My colleagues won't deal with them, so it
serves your purpose.” (Interviewee 14) '

The confusion amongst Xhosa-speaking staff as how to take up the perceived refusal to learn
at least some Xhosa expressed an uncertainty as to when linguicism becomes overtly racist.

“I'm not sure if I feel them because I am a Xhosa-speaker or because I'm
black you see.” (Interviewee 14)

Some non-Xhosa-speaking staff did refer to the sense of alienation they experience when
colleagues have conversations in a language they do not understand. They also expressed

concern at tensions between non-Xhosa-speaking staff and Xhosa-speakers. A non-Xhosa-
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speaker Was looking to the interpretef to raise awareness amongst the Xhosa staff of how
alienated the non-Xhosa staff feel when excluded from conversations by the Xhosa staff.
There was a wish that the interpreter could act as a catalyst to increasing the Xhosa-speakers’
sensitivity to the exclusion of others, through sporitaneously intérpre‘ting conversations that

excluded non-Xhosa-speakers.

Hospital administrators, far from being unaware of the language issues, were personally
acquairited with the problems in their own work. It emerged from interviews that interpreting
is required in a range of personnel management contexts. Disciplinary hearings, meetings to
explain salary structures, general meetings of the non-clinical staff all required interpreting.
What is more is that this was being dealt with in the same way as clinical requirements ~ by
asking someone present in a meeting to interpret. In addition, Xhosa versions of
communications from the head office were required. As one Xhosa—speaking'staff member
put it when referring to disputes with colleagues and management:

“You know, if I'm angry about the way that the matter has been handled,

therefore I would like to express myself in my own language, mother's

language, and then I would feel comfortable. I would say the right thing, the

way [ should do. I dor’t want to say something which is similar to that, but I

would like to say the same thing, I would like to express myself. ...you should

express yourself in your own language as the constitution says.” (Interviewee
18) :

A non-Xhosa-speaker supported the idea of an interpreter in the role of facilitating the
constitutional rights of staff and serving as a mediator in staff conflict.

“...what I can add on is that the interpreter, his duties are now broadened,
because he is acting now as a mediator where conflicts go.” (Interviewee 24)

The full extent of the expectations that the notion of an interpreter carries was surprising. The
interpersonal, institutional and socio-political dimensions to the need for interpretefs,
suggested by Swartz (1998), could be seen to 'apply beyond service delivery needs to those of
~ the institution’s staff as well. Again, it may be simple to dismiss these expectations. as
inappropriate and an indication of the need for education about interpreting. Certainly, this is
true and education is required. However, the concerns expressed by hospital staff, draw
attention to the way in which issues of language, which are issues of access to particular
relationships, information and institutional spaces, cut across the staff/patient divide. They

reflect the inter-penetration into mental health care teams of the social divisions that are part
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of the larger society. While the “ream-like” behaviour of staff all working together to achieve
a particular occupational goal manages to overcome class, ethnic and professional differences
(Goffman, 1959), these social identities are not left at the door. The powér relationships that

~ crystallise around the language issue re-introduce them to the occupational domain.

An evaluation of an interpreter project in this hospital setting has highlighted a number of
deficiencies in impact. Some of these deficiencies can be seen to arise out of the need for ‘
massive revision in the structure of health care for black patients. However, a difficulty with
this appears to be that no one was taking an overt position of overseeing the implementation
and working through of the changes. In this climate, the idea of an interpreter, laden with all
the connotative implications outlined above, has come to be seen as the solution fo the
problems created under an apartheid mental health care system. In an apartheid system the
voices and identities of black patients and staff alike were stifled or excluded. However, the
achievement of a democratically elected government and the promise of social change have
brought with them expectations that the hegemonic power of English and Afrikaans would be
challenged. This requires the transformation of institutional identities, and creating service
delivery that is consistent with the identities of individuals who make up the system. 1 will
‘now turn to a consideration of the manifestations of language in clinical work, with and

without interpreters.
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Chapter 7

THE PARADOXICAL VISIBILITY AND INVISIBILITY OF
LANGUAGE IN PSYCHIATRY -

“It may be worth considering, then, a glib Fi reudian paradox: That some of the
most efficient forms of censorship are those that render themselves invisible.”

Phillips (1993, p.55)

Introduction

In examining the impact of the language service provided by an external organisation at
Valkenberg Hospital, aspects of the institutional setting of the intervention were thrown into
relief. Institutional structures, the attitudes and expectations of staff members, and the
processes of institutional functioning all contributed towards the relative successes and
-failures of the project. In addition, the social dynamics of psychiatry in South African
institutions could be seen to play a role. The examination of macro-level aspects of service
delivery thus also illuminated institutional discourses that under-pin how the services are
delivered and how patients are managed. These issues are eprlored further here through case

records, ward round excerpts and the views and opiniohs expressed by interviewees. These
| micro-level elements are used selectively to continue thé exploration of particular themes and
discursive products identified at the macro-level. The notion of paradox -arises out of a

consideration of unexpected silences and contradictory institutional discourses.

THE INVISIBILITY OF LANGUAGE DIVERSITY IN PSYCHIATRIC WORK AND

PSYCHIATRIC RECORDS

The following extract takes place during a ward round. Members of an admissions ward team
and visiting students are assembled in a room that is part of a ward. The psychiatric registrar
‘has completed the presentation of the patient’s presenting problem, family and personal
history, mental state examination, special investigations, differential diagnosis and current

biological treatment. The patient is ushered into the room by the nurse who went to fetch him
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and she motions in the direction of the consultant psychiatrist. The psychiatrist 1s standing

with an arm extended and gestures towards a chair.

Consultant psychlamst Hello Mr. Mgengwana Please come and take a seat

over here.
Consultant psychiatrist: What language does he speak? [Aside to the

psychiatric registrar who presented the patient.]
Psychiatric registrar: He speaks Xhosa.

This scenario is one fairly typical of how a ward round interview with a Xhosa-speaking
patient could begin. Another very typical variant on this theme is for the psychiatrist who
will interview the patient to ask the patient whether they speak English or Afrikaans® It is
possible to arrive at this point in the presentation of a patient at a ward round and not know
which languages the patient épeaks and at which degree of proficiency. This happens so
routinely that it is completely unremarkable in the context. One aspect to this omission of
informétion is the absence of reference to the language that the patient speaks as a part of the
assessment. It may be noted in the patient’s hospital folder as part of the identifying data or
in the initial part of the mental state examination’. However, it is frequently not clear from
wtﬁe assessment notes in a hospital folder which languages the patient speaks. Another
important dimension to this elision of language is the absence of an indication as to its impact
on the process of taking a history and arriving at an assessment. When this occurs it is largely
because the process of information gathering was perceivéd to be unimpeded by the absence
of a common language between doctor and patient. The fact that someone may have been
used to interpret, and who functioned as an interpreter, is frequently effaced from the public

presentation of the work of psychiatric assessment.

! Names have been changed to protect the identities of patients.

%1t is not only Xhosa-speakers who present this dilemma in a ward round interview. [ have often heard how a
coloured person will be asked if they speak English or Afrikaans at the start of an interview. It is interesting to
note that Valkenberg is a predominantly “English hospital” in that it is located in the southern suburbs of Cape
Town, and so is predominantly an English area and has predominantly English-speaking staff. Groups are run in
English as a rule, even when the staff member facilitating the group has Afrikaans as a home language. Even
Afrikaans speaking staff will speak mostly English at work. Lentegeur Hospital and the other psychiatric
hospital in the Western Cape, Stikland, are situated in Afrikaans-dominated areas and are staffed mainly by
Afrikaans-speakers. [t was a requirement of the public service that all state employees be fluent in both
languages but the home fanguage of the therapists has an enormous impact on the degree of comfort with
offering services and the culture of the organisation.

* The “identifying data” and MSE are parts of the structure used by staff at the hospital to collect historical
information about the patient according to the format introduced by the Maudsley Hospital, London, hence
referred to as a “Maudsley”.
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When is language irrelevant?

The irrelevance of linguistic diversity in clinical settings ariées ﬁrsﬂy from the theoretical
paradigm within which the practice of psychiatry is situated. -The universalist school of
psychiatry represented by Leff (1981), to which the Department of Psychiairy at VBH has a
strong traditional connection (Gillis, Elk, Ben-Arie & Teggin, 1982), takes an empiricist view
of language (Good & Goéd, 1981). The meaning of any utterance in any language can
through this model be reduced to ostensive reference. Crudely put, words refer to objects,:
whether material or psychological, and they occur universally. This facilitates the straight-
forward use of DSM IV (1994) categories, as it standardises the meanings that are possible.
Thus, the categories of the mental state used to differentiate human experience into types of
symptomatology penetrate the superficial variations of presentation expressed in different
languages. Biological interventions can be seen to perform a similar function (Swartz,

1991a).

However, there is a more practical institutional investment in Obscuﬁng linguistic diversity,
and that is the obscuring of the role of the interpreter. The effacement of the interpreter as the
“source of authority in access to speech, and by inference the mind, as a source of psychiatric
data, maintains the impression that the clinician has untrammeled access to this information.
The extent of the psychiatric insight and grasp of psychiatric concepts places tremendous
constraints on the quality of the access to a patient’s mental state that a doctor is likely to
achieve. The impact on the quality of the assessment that is possible when working in a
hurried way with an unqualified interpreter and a psychotic patient is significant.  As
discussed previously, mental health professionals working in this way may have a wish to
hide from scrutiny the crude access to patients they have and the compromising of the power
- of the “medical gaze” (Foucault, 1973)*. The OBscuring of linguistic diversity and the use of
interpreters could be seen as an important mechanism by which a whole set of erasures and
elisions are accomplished in colonial psychiatry (S. Swartz, 1996b). This point will be

returned to again in what follows.

* See Drennan, Swartz & Levett (1991) and Drennan (1992) for discussion of how the process of producing
translated psychiatric research inventories is obscured for similar reasons. Pool (1994), in his ethnography of
illness in a Cameroon village, reflects on how difficult it was to learn the language spoken by the people of the
village and how profoundly dependent on his interpreters this made his work. Surprisingly, he suggests that
even ethnographers tend to render their interpreters invisible in their texts. ‘
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Nevertheless, institutional rules for how to successfully represent clinical work that is
, potentially cempromwed through crude access to a patient’s speech may be revealed through
rule breaking (Garfinkel, 1967, Kaufert, Koolage, Kaufert & O’ Neil, 1984). The following
extract is from the folder of a male patient in his early 30’s, who required an interpreter for
more than rudimentary communication. |
“Has settled éuz‘te alot. Had a reasen&biy coherent conversation with him.
Reports ? dystonic reaction to depot (painful neck). Says he stopped meds

when sister moved to ? [another city] 7 She used to give him tablets. (Anyway,
that is what I think he said).”

‘It is most unusual to have an acknowledgement of uncertainty of what a patient meant in this
way’. Utterances of uncertaitftgf in medical records are extremely problematic for clinicians.
Firstly, as folders are medico-legal documents (Garfinkel, 1967; S. Swartz, 1996b)
uncertainty places the clinician in a vulnerable position. Secondly, folders serve as a record
of clinical competence (Barrett, 1988). All of this can be called into question if there is an
admission that a relevant issue has not ‘been clarified adequately by the clinician. This
' particular folder entry is noteworthy because it states that basic information was gleaned from
-~ the patient, but then undercuts this with an announcement that it may also be incorrect or
misleading information. This sabotages the apparently successful construction of a narrative
in which non-compliance with medication arose out of a loss of social support. The folder
entry made by the psychiatric registraif admitting the same patient to hospital indicated that
the patient spoke very little English and thus emphasisés observable features of behaviour and
the absence of observable features of psychosis, such as “not objectively hallucinating”. The
admission assessment was clearly impoverished by the absence of an interpreter. This was
the patient’s fourth admission to hospital and it was not clear from the hospital folder that an
interpreter had ever been used in all of the previoﬁs admissions. However, this does not

preclude the previous use of an interpreter to interview the patient.

As was outlined in the previous chapter, a review of hospital folders for patients who clearly

required interpreting was undertaken as part of the study. In 57% of folder entries that

* As this folder entry occurred during the time period of the questionnaire study it is possible that it was made as
a result of the language issue being foreurounded by the research and the clinician’s wish to bring uncertainty to
the attention of the researcher. :
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indicated the patient had been interviewed, it was not clear whether an interpreter had been
used. Many of the interviews documented through questionnaires to have been with an
interpreter present, also had corresponding folder entries in which it was not clear that an
interpreter was used. It was more often the case that when an iriterpr‘eter was not used, and
this was recognised to impede the quality of the assessment éonducted, that an entry would be

made to reflect this, as in the example above.

A further dimension toythe irrelevance of language in the bureaucratic management of patients
‘is the neglect of the role of an inferpreter when one is present. Folder reviews of patients in
the Female and Male Admission Wards revealed very few references to the function or role of
the interpreter in the interview per se. The notes in the folders of patients seen in the Forensic
Unit more frequently referred to the presence of an interpreter and these instances will be

~ considered below.
Constructing symptoms in the absence of adequate communication

The elision of translation and interpretation in the psychiatric assessment of a patient performs
. importaht institutional functions. Mishler (1984) has shown how the narratives that articulate

the lifeworld of a patient are transformed into the discourse of medicine by the ‘re-
~languaging’ of experience into the fwo categories of clinically irrelevant or clinically relevant,
lL.e. symptoms. Writing in a psychiatric context, Barrett (1988) has described the complex
interplay between the narrative provided by a patient, the moulding of the narrative to clarify
and negotiate particular meanings, and the inscription of this narrative in language that is
meaningful to other psychiatric feaders. Thus, the record of a patient’s account must
‘abstract’ the patient’s narrative sufficiently to crystallise the ‘essential’ meanings and code
these in a language that Barrett terms “intermediate typifications” (p. 272). Part of the clinical
- competence expected of psychiatrists is to construct records in such a way that they are not
too theoretical, but also not ‘naive’ in the sense of a lay pérson’s account. There is a sense
then in which the clinical record must appear to ’vreﬂect the patient’s story, but with a
psychiatric overlay that corresponds to having understood the patient in terms of a psychiatric

frame of reference’. Not all psychiatric accounts are adequate and disputes can arise as to the

% This can include multiple layers of ‘insight’ depending on the abilities and interests of the clinician, ranging
from psychiatric to psychological or psychoanalytic levels.
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accuracy ‘of a clinician’s interpretation. However; not only must the patient’s story be
preserved, as data, but the patient’s mental state must also be documented. This serves as a
parallel interpretative process that intensifies the “medical gaze” by focusing on features of
the person in the totality of their presentation to the clinician. The task of a psychiatric
‘assessmemi ‘can be seen then to have two cardinal dimensions: the patient’s story

(transformed), and the clinician’s observations of the patient rendered in psychiatric terms.

This can begin very simply through ‘making’ observations. These observations may, if
necessary, also be read as symptoms. There are a number of psychiatric illnesses that have
muterness as a feature of the patient’s condition. It is important for adequate intervention that
‘this feature is noted and that the other aspects of an examination are completed’. However,
making an assessment of 2 monolingual patient, who could communicate if they had access to
an intérprete‘r is not a comparzible situation. And yet the impaired communication between
cliniciaﬁ and patient may be subsumed into the assessment in such a way as to create the
impression that this is a feature of the patient’s presentation. The inscription of the by-
products of communication difficulties in “intermediate typifications™ creates the appearance

. of objectivity and Iegitiinate psychiatric observation.

Symptoms that are typically passed off as the patient’s are impaired intellectual ability and
types of thought disorder. The folder entries of a ybung ‘male patient during his first
admission serve to exemplify fhis. A clinician ‘managed’ the patient for a period of one and a
half months without using an interpreter and made thé following entries.

“Patient gives a simple account of self. Seems to struggle to answer questions
at times. Describes a range of psychotic symptoms™.”

Three weeks later the following entry appears:

“Still very impoverished account given. Poverty ++. Very simple man”.
While the patient was being seen by the clinician he was also taking part in support therapy

groups. It was noted that an interpreter was required on each occasion for the patient to

7 Muteness may be a feature of certain organic conditions, such as subdural hematoma. This is a treatable but
potentially fatal condition. Other clinical signs. such as ataxia and impaired levels of consciousness may serve
as indicators of this type of pathology. It is important to note here that registrars interviewed expressed concern
about identifying conditions as biological as these in the absence of an interpreter.

¥ Abbreviations in folder notes have in some instances been replaced with the full word that they are used to
represent. For example: pt for patient, a/c for account, v for very.
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‘participate. Members of the nursing staff in the ward in which ‘the patient was treated wére
also of the opinion that the patient required interpreting to be interviewed®. The clinician is
able to proceed, however, because the patient can communicate to a certain extent in either
English or Afrikaans. Ironically, it is the patients who are able to use a few words or phrases
of English or Afrikaans that may be the most compromised in local settings. The clinician’s
apparent success at eliciting “a range of psychotic symptoms” lends credibility to the other
observations, and may in fact subsume them as part of the psychotic illness. The assessment
of the patient’s intellectual abilities and the “poverty” of his thought are questionable in the
absence of allowing the patient to comimunicate in his first language. These comments are
profoundly stigmatising in this context. Barrett (1988) has drawn attention to the influence
that clinical notes have on clinicians in subsequent interactions with patients. Observétidns
made by one clinician have a way of becoming self-fulﬁlling prophecies™. The folder entries
discussed above create an impfession of a patient who has an impoverished style of relating.
In subsequent interviews with clinicians, who will routinely interview the patient without an
interpreter present, a restricted account from the patient would serve to confirm the
impressions noted by the previous clinician, rather than serve as an indication that the patient

_requires an interpreter to facilitate communication.

It is remarkable that the terms used to describe patients when an interpreter is not involved
can be so similar to the types of descriptions identified by S. Swartz (1996a) in her analysis of
clinical records from the turn of the century. These constructions of black patients’ identities
surely persist partly because of the resilience of racist discourses in colonial psychiatry.
However, the very few white clinicians who can speak black African languages today and the
on-going institutionalised failure to recognise the communication needs of such patients, can
also be seen to be implicated in the continuation of these stereotypes and failures in

comprehension on the part of the clinician. In fact, the persistence of racist discourses in

? The question of discrepancies in the perceived need for interpreting will be returned to later.

*0 Similar observations have been made of the psychiatric careers of what are termed “difficult” or “problem”
patients (Papper, 1986; Wright & Morgan, 1990). Patients who acquire this epithet may be given diagnoses of
personality disorders. However, it may also be the case that they are the patients who are aware of their rights,
and assertive and challenging of the system as a consequence. Thus, they are more likely to complain about
bureaucratic inefficiency and inappropriate 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 experience “victim blaming” in this way, but be even less likely to defend
their position.

129



Chapter 7

institutional psychiatry can be seen produced and maintained in part by the inadequacy of

communication in such settings.
Constructing cases in the absence of adequate communication:

A feature of psychiatry in insﬁtutional contexts is the creation of stories that are passed off as
the patient’s (Swartz, 1991a; S. Swartz, 1996b). The absence of interpreter utilisation has
signiﬁcaﬁt effects on the minutiae of clinical assessments, as was illustrated above. Even
when using an 'mterpreter; a superficial and over-simplified assessment may be made when
the clinician and the interpreter are working under restrictions on the amount of time that can
be allocated to each patient. It could be argued that the effects on the details of an assessment
do not 31gn1ﬁcant1y impact upon the overall assessment and management of a patlent While
the effects of impaired communication may be more dlffuse and less easy to spemfy at this
level, the effects may be seen to be even more profound. There are two aspects that [ wish to
draw attention to. Firstly, diagnoses can and often do rest on subtle features or particular
details of a patient’s presentation. The diagnostic decisions that follow may have significant
implications for the rest of a patient’s psychiatric career. Secondly, the diagnostic
-conclusions arrived at in the course of an assessment are intended to form only part of a
comprehensive biopsychosocial assessment (Engel, 1977). In the case of patients with whom
there is impaired’communicati‘on, a reductive assessmeht that does not extend much beyond a
diagnosis is a possible outcome. Psychological, familial and other social problems may be

obscured in the process.

The first point can be illustrated through a case seen at a ward round during the ethnographic
. period of the study. The patient presented in a Ward round was a man in his mid-twenties,
being seen at the hospital for the first time. The psychiatric registrar presenting the case
material noted that the patient used cannabis, and Was talkative, but incoherent. The
interpreter who assisted with the interviews preparatory for the ward round appearance had
struggléd to follow what the patient was saying. This created uncertainty as to whether the
patient exhibited the sympfoms of flight of ideas or loose associations. The patient claimed
that people on television talked about him and the content of his thoughts were noted to be
religiose and paranoid. It was clear from the registrar’s assessment that diagnostic uncertainty
hinged on the patient’s mood state and the nature of the thought disturbance the patient
exhibited. |
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The extract from the ward round interview are from my hand written notes and memory. This
extract follows an interview with a member of the patient’s family, during which the patient
was present but did not speak except once, briefly, in Xhosa. My notes at the time of this next
interchange describe the patient as g‘demonstrative, over-familiar, pointing, smiling,
perspiring, walking around at times”. The interpreter was a visiting black student, with no
psychiatric training and who did not speak Xhosa as a first language. The student did have
extensive experience with interpreting. '

Interviewer: [in English to patient] How are you feeling?

Patient: [English] Great! [proceeds in Xhosa, then says in Afrikaans]
Vrystaat! "' :
Interpreter: [English] 7 can’t undenstand what he is saying.

Interviewer: [English] How well are you? 10%, 90%, 100% 11 0%

Patient: [English] /0%. [Laugh]

Interviewer: [English] 7 would have thought feeling great was better than fkat
Patient: 50%.

Interviewer: [English] Why are you feeling better?

Interpreter: [Xhosa] |

Patient: [Interrupting the interpreter, speaks rapidly in Xhosa]

Interpreter: [English] He is not answering the guest:on He is telling me
something else.

Interviewer: [English] Is anythmg worrying him?

Interpreter: [Xhosa]

Patient: [English] No.

Interviewer: Your family seem to think so?

Interpreter: [Xhosa] :

Patient: [Xhosa] :
Interpreter: [English] He has a problem with hzs heart, after that...
[gesticulates, laughs, appears embarrassed] ,

Interviewer: [English] Does he have any special powers?

Interpreter: [Xhosa] _

Patient: [Speaks Xhosa briefly, then in English] Mr. Rock [am not a rock, 1
am a man. A

Interviewer: [English] Who or what are we?

Interpreter: [Xhosa]

Patient: [Xhosa] , v

Interpreter: [English] He knows you are his mother amongst these... [gestures
towards the female nurses present] ‘
Interviewer: [English] What is this? [Indicating the building] .
Patient: [replies in Xhosa before the interpreter can speak]

" “Vrystaar” in English is “Free State”. It is a rallying cry for a provincial rugby team with a strong Afrikaans
history. The word is used by others outside of rugby contexts to comment on male aggression and dominance,
and Afrikaner identity.
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Interpreter: [English] He said it is a hospital. ‘

Another clinician: [English] Does anyone want to harm him?

Patient: [replies in Xhosa before the interpreter can speak] ' ‘
Interpreter: He says not now but before they did A man gave him special

powers to see this.

The patient did not speak in English again but answered a few more questions in Xhosa to do |
* with whether or not the patient thought he was a witch, to which he answered “No”. When
the interview had eﬁded and the patient was ushered out, discussion ensued as to the
diagnostic possibilities that should be considered.' The significance of the patient’s elevated
affect and mood was noted, as was his impaired concentration. The psychiatrist leading the
discussion commented that the paﬁent was thought disordered and that his impression had
been that the patient was not niaking sense. He made the point for the students’ benefit that
thought disordér-occurs in mania, but that even though the speech may be rapid “one can
Jfollow” what the patient is saying when manic. However, ﬁ'orri his observation of the
expréssion on the interpreter’s face the patient was not making sense and was babbling.
‘Various other points were made that revolved around the question of differentiating between a
manic episode and a schizophrenic episbde. The conclusion arrived at was that the patient
-was suffering from schizophrenia. A medical student present in the ward round asked why
this conclusion was reached. The consultant replied that the “nature of the thought
_ disturbance” was the deciding factor. Whiie many factors contributed to the diagnostic
reasoning applied to this patient, a single symptom can be seen to be pivotal in making
important choices. Clearly, the actual rendering of the patient’s speech was not ideal. And
yet it is concluded that there was sufficient evidence for ‘fformél thought disorder”. The
assumption that fragmentary speech is indicaﬁve of fragmented thought prccésses has been
the subject of some debate (S. Swartz, 1987). However, when a patient speaks haltingly in
what may be a third or fourth language the assumptién is all the more tendentious.
Interviewed clinicians expressed the value of psychiatric nurses who iﬁterpreted because of
how they used clinical training and insight to assist the clinician.
“They’ll [psychiafric nurses] probably be able to say he's psychotic whereas
the interpreter may say I can’t follow him.” (Interviewee 6)
While the nurse’s rendition described here appears to assist in clinical diagnosis because it
attaches a psychiatric label to thoughts, the patient can no more be known through this

interpretation (S. Swartz & Swartz, 1987).
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It is significant that during the preceding interview with the patient’s family member, the
family member had taken the opportunity offered to ask a questioh, The family member had
said (in Xhosa) that the patient was 25 years old and yet had never had a girlfriend. The
family member expressed an anxiety that the patient was being made mentally ill by the
| sperm that he was not using. In the context of the ward round there were embarrassed smiles
all around and the interviewer responded by pursuing an inquiry about homosexual contacts.
The question of masculine roles, behaviour and identity was not returned to. A close feading
of the patient’s utterances in English could be seen to be an extension of the family member’s'
concerns. The part of the interview detailed here reveals a pre-occupation with gender
identity and a meta-commentary on South African male stereotypes. The patient exclaims the
~word “Vrystaat” in the way that it is often used to symbolise: male virility and
competitiveness. Later he addresses the male interviewer as “Mr. Rock” and proceeds to say
he is not a rock, he is a man. He then challenges the interviewer indirectly by saying he is a
mother amongst women, commenting perhaps on the ‘feminine’ qualities of caring and
sympathy in the work of the caring professions. The possible ‘sense’ in the content of what
the patient says in the ward round appears to have been either lost or unrecognised in the
. discussion about diagnosis. While there certainly was explicit reference to the possible role of
é manic defence in the patient’s presentation, the actual content of what the patient said did
not contribute to the consideration of what may be wrong with him. A focus on form of
thought rather than the actual content of the patient’s thoughts contributes to a reductive

psychiatric understanding in the place of a psychological understanding™.

There is a sense in which the significance of diagnosing schizophrenia as opposed to mania
(or Bipolar Affective Disorder) in the patient described here is far-reaching. Typically, this is
expressed by clinicians as having a major impact on the medication chosen and hence the
efficacy of the treatment. While the choice of medication is significant, the very emphasis
that is placed on this factor under-scores the absence of alternative treatments. In the case
described above, the diagnosis of schizophrenia will immediately limit the range of

interventions that will be considered for the patient. The extent of the psychotherapeutic

2 The issue of the interpreter’s silence is important. It is instructive that the person who interpreted was a post-
graduate social science student. And yet he was silent about the interpretations made about the patient on the
basis of the interpreting 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 provides some indication of even how a relatively
qualified and experienced interpreter can lack confidence and authority in such settings.
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investment and the ﬁlace of a social work intervention will be informed by the extremely
limited resources avaﬂable for black males with this diagnosis. The patient could be seen as
suffering from a ‘manic episode in the context of depressmn linked to identity development,

limited social skills and unemployment If this were the case a different set of interventions
would be indicated and the failure of the mental health care system to provide for them would
be foregrounded. The following case example also highlights the role of impoverished
communication in maintaining a focus on the disease aspects of psychiatric illness and th?

concomitant emphasis on almost exclusively biological interventions.

The second main issue that I wanted to draw attention to with i'e‘_spect to the construction of a
case without sufficient communication has to do with the narrowness of focus that can arise.
Swartz (1992a) has highlighted previously how biological interventions are prioritised in the
face of minimal communication with speakers of black African languages. A male patient in
his thirties was admitted in a post-ictal state. He was brought to the hospital by his mother.
The following mental state examiﬁation'(MSE) notes were made 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®. Affect: Restricted, dulled

Speech: ¥ flow. Monotonous. Monosyllabic answers.

Thought: ¥ flow. One word answers. ? TD [Thought dlsorder]
Denies hall’s/delusions.

Cognition: Disoriented — T, P [Time, Person or Place]

Poor concentration, poor memory, W insight.

A [Assessment]: Post-ictal psychosis (? Schizophreniform) Epilepsy”
The teaching in the Department of Psychiatry at the hospital was that the MSE should reflect
the clinician’s observations. This is maintained in spite of the aspects of the MSE that are -
derived from the patient’s self report. The MSE is made up of a number of categories:
Appearance and behaviour, speech, mood & affect, thought (with sub-divisions of flow, form,
possession, content), perception, obsessive-compulsive phenomena, and cognitive functions

(sub-divided into attention, concentration, memory, abstract thinking, intelligence) and insight

& judgement. The emphasis on observation as the comnerstone of the MSE can be seen in the

3 The convention in the hospital is for the patient’s mood to be specified in the term used by the patient to
describe how he or she is feeling. The use of the term * ezrckyméc is thus an error here. This too can be seen to

be a logical consequence of not communicating sufficiently wel wtth the patient to be able to specify a feeling-
state in the patient’s own terms.
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fact 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 the mental state as is possible under the
circumstances pertaining to the patient’s presentation. This is precisely the rub. The
examples above create the impression that the impoverished detail in certain categories arises
from the features of the patient’s presentation, rather than the inadequacy of the

- communication.

If the patient is accompanied by a referral note indicating a reason for admission, or was

assessed elsewhere, a cui'sory MSE as described above, would be enough to allow the

. bureaucratic function of admitti’ng a patient to hdspital to proceed (c.f. S. Swartz, 1996b).

The absence of the interpreter under these circumstances is not routinely recorded. The
obscuring of the need for an interpreter to make more than a superficial assessment of a
patient is rendered irrelevant ‘t;y the continued bureaucratic processing of the patient. This
irrelevance is confirmed by the absence of any reference in the documentation of the process

of the absence of an interpreter.

. The patient referred to here stayed in hospital for 10 days. There are folder notes indicating a
further three interviews but that no interpreter is used during these interviews. The note in the
folder prior to discharge states “Well since Thursday [five days] Discharge”. The patient
was returned to hospital the following day by his mother. He was assessed again but without
an ihterpreter, thought to be not psychotic and discharged five days later. He was readmitted
four months following this having had seizures on three consecutive days. Again, there is no
evidence of the patient being interviewed through an interpreter. One interview was recorded
in the folder that documents appropriate answers to simple questions, the patient’s inability to
perform a basic calculation as a test of concentration, and a query as to whether the patient
was hallucinating because he looked around after each question. He was discharged five days

later.
Six days following this discharge the patiént was readmitted following an attempted rape of

his mother. He appears to have been interviewed without an interpreter and the admitting

doctor notes “Difficult to assess because says ‘I don’t know’ to all questions including what is
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your name™".. The admittihg doctor interviewed the patient’s mother who provided the
following details: “not right” since the last discharge; refusing to eat; staring vacantly;
speaking incoherently; very quiet and withdrawn; inappmpriate behaviour; tried to have sex
with her that night; and the mother was very frightened. The next note in the folder is from an
| occupational therapy art group. '

“Patient was verjf quiet 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 but I-could not get the trend of the conversation”.

One week after admission the patient was discharged with the following entry:
“Improved quickly, apsychotic, well behaved”.

The description‘ above is selective for the purposes of clarifying the relationship between poor
communication between the patient and various clinicians and the truncated construction of
- the patient’s situation. Throughout this series of contacts with the hospital the entries create
the impression of an érganic disorder (Epilepsy) that is poorly controlled. Certainly thereis a
serious biological disorder, but the range of difficulties that any such patient presents are
complex and multi-factorial. It seems from the entries that the few words that the patient can
“speak of Afrikaans were used to check the mental state features associated with epileptic
seizures. These.served as an indication of recovery from an organically induced state and
once this had been ascertained there appeared to be no further need for intervention. The
pressure that clinicians may feel to discharge patients in the shortest possible time is no less
an issue here than elsewhere (Mizrahi, 1986; Rhodes, 1991). Nevertheless, the superficiality
of assessment conducted in the absence of any interpreting results in the patient’s social
context being completely effaced from the intervention. The patient himself may have
contributed to this difficulty in assessment through non-co-operation at times. This is highly
- plausible under the circumstances of having made sexual advances towards his mother prior
to the last admission described here. However, complexities of this sort require an even more
careful assessment, of risk and other contributory psychopathology, which minimise the

obfuscation of monosyllabic communication.

' The issue of the patient’s refusal to speak is important and questions of passive resistance and the role of the
patient in poor communication between doctors and patients will be addressed in Chapter 8. |
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The shadow of the interpreter

In contrast to the obscuring of the absence of the interpreter, the obscuring of the presence of
an interpreter is also a feature of the patient folders reviewed. The vast majority of entries
detailing patient utterances are represented in folders as quotes, but without acknowledgement -
that these may be translations. The combination of not specifying that an interpreter was used
when they were and provicﬁng quotes in English go towards creating the impression that there

was no need for interpreting for individual patients.

In my review of 67 folders from FAWs and MAWSs I found four examples of the use of Xhesa
words. A Xhosa speaking patient admitted to hospital through an interview without an
interpreter is quoted as sayingf:*/‘Haai, andiase”" to all questions. One other clinician noted a
Xhosa word for sad (ludala) in an MSE. This reference to the emotional state .of a patient

2917

with the Xhosa word is extremely rare. The words “amafufunyane”" and “ukuthwasa™"" were

both used once as they refer to what are considered to be ‘cultural illnesses’."
WHEN IS LANGUAGE RELEVANT?

The examples presented above illustrate how ‘functional’ communication with patients can
be. This functionality serves the interests of the institution by creating patients who are
constructed in particular terms and therefore able to be processed through the bureaucracy.
We have seen that these constructions of patient symptoms and narratives may lack an
awareness of broader social and psychological considerations. Further, we have seen how the
gaps and silences in the clinical records because of impoverished communication are elided.
The absence of interpreter use is obscured and when interpreters are used the precise nature of
the contribution they make is obscured. There is a sense in which the bureaucratic
accomplishments of these effects can be seen to be demonstrations of situational clinical
cdmpetence. However, the context of forensic psychiatry is somewhat different. In a forensic

setting there is a greater degree of public accountability and closer scrutiny by colleagues in

** The correct Xhosa is “Hayi, andiyazi.” This means “No, | do not know.”

' Amafufunyane is a local illness term for a particular possession state that is extremely negatively valued.

"7 Ukuthwasa is the term for an illness that serves as a calling to enter into training to be a traditional healer
{sangoma). The cure for this is to undergo the initiation process, often of two vears duration.

*® Cultural Formulations, as recommended in the DSM-IV (1994} are not used in local hospitals. This aspect 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 also the discussion in Chapter 4). Here there is a
~ different range of clinical competenueb that must be artxculated This results in a number of

overt references to the role of the. mterpreter in the assessment that are quite unusual in the

mainstream settings.

A mén in his late 20’s was admitted with a charge of having raped a child. While the notes on
a patient being admitted to other wards are notoriously perfunctory, this entry was more
detailed. It was noted that the patient spoke Xhosa, that he took a long time to undetstand
questions “(via Xhosa interpreter) 7 In addition, it was noted that “(According to the
translator no evidence of FTD")”. This entry alone is unprecedented in the notes found in the
male and female admission wards. Howevver, notes from an assessment two weeks later
repeat the precedent: |
“Thought flow normal, form [of ’thought]v normal (Interpreter says, also his
speech in Afrikaans = Normal form)”.
Another male patient in his late 20’s, admitted ona charge of murder, has similar entries in
the folder notes, atypical for other wards. The admitting doctor notes that the patient had
“reasonable contact with interpreter”. This is the first acknowledgement I could find that the
'patient’s rapport or quality of emotional contact is primarily with the interpreter and not the
clinician. It is ubiquitous to find in clinical intewiéws I observed in ward rounds for the
clinician interviewing the patient to direct all questions towards the interpreter and to speak of
the patient in the third person®. It is also most usual for the interpreter to reply in a similar
fashion.” The acknowledgement that the patient’s rapport is with the interpreter, and only

secondarily with the clinician, is counter to the customary elision of this in clinical notes.

The same admission interview notes indicate the following:

Does feel that he may have been bewztched at that momerzt (translator felt
his explanations culturally appropriate)”.

** Formal thought disorder. -

* Many articles that provide guidelines as to how a clinician should work with an interpreter 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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Again, this is the first overt reference to the interpreter’s role in making a ‘cultural’ evaluation
of the patient’s experience. Further interviews by another clinician yielded the following
comment in the folder notes under the rubric of the MSE:

“Speech: Used interpreter — coherent but interview drawn ozzz‘* — not talkative.

Account not consistent. Interpreter felt that [the patient] understands English

and also understood the interpreter but was acting stupid. Interpreter does not

believe patient to be stupid but feels he was obstructing the interview”.
One of the many complex tasks of training in forensic psychiatry is to demonstrate clinical
competence by differentiating the sources of information. So an account of the events that led
to the arrest and referral of the accused to hospital must be constructed into a narrative that is
credible and coherent within a psychiatric frame of reference. Often this requires making
careful distinctions between what the patient claims took place, what other third parties claim
occurred and what the clinician surmises took place. Clearly this is an extremely complex
and sensitive task that requires not only clinical competence but a great deal of experience in
the setting. When a patient communicates through an interpreter an enormous responsibility
is placed upon the interpreter to make important judgements, many of which require just the
astute combination of clinical insight and experience that comes with forensic work. In the

» example quoted above, a mental health professional appears to rely on an untrained interpreter

to differentiate intellectual impairment from deceptiveness. It could be argued that many
other features are taken into consideration in a forensic context before such an opinion is
inscribed as a firmly held conviction in the clinical team. However, the overt way in which
this impression is inscribed in the folder indicates that the clinician was not comfortable with
glibly endorsing the assessment and clearly attributes it to the interpreter. By the same token,
the clinician would be at a loss to arrive at this interpretation of the communications of the
patient without the assistance of the interpreter’s judgement. The use of the word “stupid”
foregrounds the above instance as the opinion of a lay person overtly by not rendering the
opinion in “intermediate typifications”. It is highlighted as an opinion, and not an assessment,

through the use of lay terminology.

However, there were other instances where the transformation of the interpreter’s utterances
into psychiatric discourse was hidden or effaced. The statement “(According to the translator -
no evidence of FTD)” illustrates this. An untrained interpreter would not be able to say “no
evidence of FTD” because the interpreter would not have acquired this term. Thought

disorder, and even formal thought disorder as a sub-class of thought disorder, is often
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characterised as a subtle and difficult clinical asseésment to make. It has many features such “
as flight of ideas, loose associations, knight’s move thinking and derailment. These features
are defined and can therefore be quite clearly ‘taught and illustrated. Others are more
amorphous and rely a great deal on an overall impréssion of the péfcient’s speech. Descriptors
.such as circumstantiality and over-inclusiveness are entirely up to the clinician’s discretion
and not all clinicians would necessarily agree on any particular instance. Ina forensic context
clear evidence of thought disorder is of great value as clinicians believe that it can not be
‘faked’. In the face of this clinically complex task with the use of an untrained interpreter, the
issue is often resolved by asking of the interpreter “Did the patient make sense?”. 1If the
answer to this questii)n is “yes”, then the clinician can w}rite “no evidence of FTD”. This is
sufficient for the purposes of the bureaucratic production of a text that displays the necessary
jargon and competencies on the part of the clinician (c.f. Spencer, 1988). In other ward
contexts the role of the interprl:ter in arriving at Vthis assessment is elided, but in a forensic
context the clinician hedges this opinion by clarifying that it is the interpreter who is

responsible for creating this view.

. The above examples have demonstrated the production of psychiatric texts either with or with
out the assistance of an interpreter. There were instances where it appeared that an interpreter
was required for the patient to be interviewed and yet an interpreter was not used. We also
saw examples of the range of uses to which an interpreter’s work can be put. South Africa

‘has no policy in health care regarding when to use an interpreter and when not. There are; as
yet, no legal or bureaucratic guidelinés for when an interpreter should be used to interview
service users or how this should be recorded for medico-legal purposes. The discrepancy
between when an in(terpreter is used and when not with the same patient, gave rise to the

question for me as to how clinicians decide when to use an interpreter with any given patient.

~THE INSTITUTIONAL CONSTRUCTION OF ‘THE PATIENT WHO REQUIRES
INTERPRETING’ |

The recently adopted constitution of this country specifies certain language rights to the
citizen in dealings with state agencies”. However, there are no clear guidelines as to how this

right should be exercised or how service providers in institutional contexts should facilitate it.

2 See Appendix 3.
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These will no doubt emerge with time. In the interim, the notion of ‘the patient who requires
interpreting’ would at first blush appear to have an objective existence. Such a patient is
surely someone who is monolingual and with whom there can be no meaningful
communication without an interpreter.  This view neglects the processual nature of
communication and the n'iultiple factors that determine the decision to use an interpreter in
institutional contexts. In Britain, where practice guidelines have been established, there are
certain statutory requirements of services providers such as social workers when dealing with
service users whose home language is not English (Baker et al., 1991). However, even these
statutory requirements take second place to the wishes of the client. The first step in dealing
with someone whose home language is not English is thus to request whether the service user

would like an interpreter. This is not equivalent to the question “Do you speak English?”.

In the present context, with no training in how to use an interpreter, no access to
psychiatrically trained interpreters, and no ethical guidelines as to when it is inappropriate to
proceed without an interpreter, there is considerable incentive for the clinician to take the
route that ‘gets the job done’. It could even be argued that this is in the best interests of the
_patient. This means that patients may well be interviewed through the medium of the little
English or Afrikaans they can speak and understand. It is ‘normative for any person
communicating in a second language'to have better comprehension of the second language
than expressive capabilities (Cook, 1993). Consequently, patients may comprehend (or
appear to comprehend) a question but struggle to respond in more than a monosyllable”.
Such monosyllabic responses create the impression for the cliniciaﬁ interviewing the patient
that the communication is functionally adequate. I use the word functional advisedly here as
it is precisely in this respect that one can see the institutional mechanism by which
communication difficulties are minifnised. Doctors typically employ a number of
conversational strategies to manage (controﬁ) medical interviews (Ong, de Haes, Hoos &
Lammes, 1995; ten Have, 1991). These involve closed-ended questions, interruptions, etc.
Psychiatric and psychology textbooks promote a more facilitative style of interviewing but in
a situation in which the medical practitioner is doubly more articulate than the patient
(English and medical jargon), more restrictive biomedical interview strategies can re-assert

themselves. Interviews that resort to the language in which the doctor is comfortable become

2 Oquendo (1996) makes the additional important point that functional competence in a second language varies
with the patient’s clinical status, or as the level of psychosis varies.
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‘more medicalised. Monosyllabic responses to closed-ended questions seeking to confirm or
disconfirm the absence of particular symptoms become the norm. There is little opportunity

for an answer of the “yes, but...” variety, and certainly very little likg-:lihood of an actual

illness narrative.

It must be said that in xﬁy ekperience of observing fellow clinicians interview patients in ward
round settings, both as a researcher and prior to that as a fellow clinician, that interviews of |
the nature described above are uncomfortable for clinicians. The discomfort may arise out of
tﬁe frustration of how poorly one understands the patient’s situation but also because even the
biomedical aspects of the task are impaired. Occasionally this is because subtle ¢linical
distinctions in the phenomenglogy of the illness presentation can not be distinguished. At
other times it is simply because ‘gréss’ distinctions between‘psychotic illness or. a rieurotic
illness can not be made with ar;y confidence. The lack of a certain degree of confidence in a
clinical setting is always disquieting for a clinician. As in the situation described at LGH,
clinicians themselves can feel trapped, along with- patiems,\ in a tangle of institutional
limitations. Survival in such a system often reqﬁires an attitude of ‘do the best you can’
. (Mizrahi, 1986). Through this, institutional mechanisms to continue to be productive arise
and become routinised (Fisher & Todd. 1983; West, 1984). The problems of working around
the difficulties in communication become subsumed into a range of material and institutional
impediments to the ideals of clinical practice. These abilities to manage the communication
problems eventually become a skﬂl in themselvés and can éven be valued as “clinical skills’,
much in the way interview strategies to elicit paranoia becomes esteemed as skill (even art) in
interviewing (c.f. Arluke, 1980; Garfinkel, 1967; Light, 1980; Mizrahi, 1987). It is not
insignificant that interpreters are subject to the same pressures and constraints on how they

function in institutional contexts (Muller, 1994).

In the context of psychiatric work that requires a diverse range of competencies informed by
institutional limitations, the question of who needs an interpreter is subsumed by the question
“for what purpose?’ In taking the decision to use an interpreter, clinicians draw on a wide

range of criteria, including clinical contingencies and situational factors.
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THE ROLE OF LANGUAGE IN THE PROCESS OF A HOSPITAL ADMISSION

The question of when to use an interpreter with any given patient is informed by the point in
the process of an admission. I have summarised the key points in terms of stages that occur
over the course of an admission to hospital: admission, management, full work-up, ward
round, and discharge. This outline is schematic to allow a brief examination of the five stages

in terms of language requirements in context.

There is a sense in which communication, and hence the use of interpreters, is a raw material
of the work of institutional psychiatry. Institutional tasks must be accomplished and one of
the building blocks of this task is the construction of the patient as an entity that can be
assessed, diagnosed and ultiméttely discharged. There are many other components that have a
role to play: special investigations, various forms of therapy, medication, community
resources, family support etc. From a language point of view the most fundamental premise
in communicating with monolingual patients is that there are no interpreters. Under these
circumstances interpreting is a rare commodity and it is not routinely made available to
patients. If all patients were offered interpreters many more patients than is desirable in a
system that has no interpreters may request one. Thus, the decision as to whether an
interpreter is necessary is left largely in the hands of the clinician®. So the decision to include
interpreting in the mix of resources used to accomplish the tasks at hand depends upon the
question ‘does the clinician need one?’, a variation on the theme of ‘for what purpose?’. The
answer to this questibn depends on the success of the initial attempts to communicate with the
patient in English or Afrikaans. If communication is so impaired that the clinician ‘really’
needs one, then there can be some justification for improvisation. In this case an interpreter
must be manufactured at short notice and often with some ingenuity. Interpreters are
manufactured firstly from black people. As one interviewee put it, in a tight spot “we kind of

Jjust look for any black face we can™”. The second criterion for someone to be an interpreter

# One clinician interviewed said that patients often ask for an interpreter.

* 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 part of those who do not speak
African languages is not disconfirmed more often. One Xhosa-speaking nurse expressed the following opinion
on the question of multi-lingualism amongst Africans. ‘

“Whereas if you ask me how many languages ! speak, if I say I am multi-lingual, you can bet | don't speak
French, or German but [ speak most of the languages that are spoken in South Africa. It’s a matter of being
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is that they have some degree of communicative competence in the language of the patient
and either English or Afrikaans. This linguistic competence is not questioned or tested in any
- way, it is largely assumed. Even when the CHITEP employed interpreters they did not test
the language competencies of the candidate in any formal or systefnatic’ way. A third criterion
is psychiatric training or insight. This was highly valued by clinicians for interpreting, but

under the circumstances of institutional practice, it is an optional extra.

The question of the extent of the clinician’s need for an interpreter is implicitly present many
times in the course of an admission. Where in the sequence of an admission the patient is
situated, and what other institutional factors have a bearing on the issue, informs this. This

" could be characterised as a ‘language decision-making tree’.
Admission o

" The patient arrives in the ward and must be seen by a doctor in order to be admitted. Option
| one: The patient is seen by a doctor who is doing a rotation in the unit”®. This means that the
admitting doctor may be the case manager for the patient. In this case the admission history-
-taking is a very important opportunity to ‘break the back’ of the issues that will require
aftention in the process of managing the case. The clinician may be required to present the
patient at a ward round. The admission interview, if deqe well, can serve both the purposes of
the admission routine but go a step further in doing the full. work-up for ward round (c.f.
Barrett, 1988). If the admitting doctor discovers that an interpreter would be required to take
a detailed history, whether or not they proceed with this will depend upon the availability of
an irjterpreter'and the time constraints on the registrar. If either of the two latter components

presents an obstacle, then the admission procedure can be performed more cursorily.

Option two: The admission ‘clerk’ is done by a registrar who is on call®. In this option the
admission is a routine and bureaucratic procedure for all patients, but a number of linguistic

issues pertain. There are no provisions made by the hospital for interpreting after normal

interested in other people. You get Sotho-speakers, you don't have a problem because [ speak Sotho and
[another nurse} speaks Sotho. You get Tswana, | speak Tswana. So it is not a problem, and it is not a matter of
having been provided by the institution of those things, just a matter of being interested in knowing ‘how do
people in this particular area speak?’”,

 Not all members of the team can admit a patient. It is hospital policy that a medical doctor admit patients as a
physical examination (even if cursory) is required on admission,

% After 5.00pm in the afternoon or over weekends.
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working hours at all. No one I interviewed, even the strongest advocates of the need for
interpreters to be employed by the state, raised the necessity for interpreters to be available
after hours and on weekends. This is I believe a measure of resignation. If there are no
interpreters during normal working hours, what chance can there be 6f getting an interpreter

after hours?

An example was given above of the routine admission of a i)atiént who is monoSyllabic in
English. The need for communication directly with a patienf who presents a Ianguage.
problem is even further reduced if the patient is accompanied by a relative who will explain
the circumstances of seeking admission, or if the patient has come to hospital with a referral
note”. Another situational factor that assists the clinician in sidesjtepping communication
difficulties is if the patient ‘appears’ to be psychiatrically unwell. This can be observed when
the patient is obviously psychotic or behaviourally disturbed or depressed. A cursory
assessment and the initiation of treatment can proceed without an iriterpreter under these
circumstances. Thus, the admission of a monolingual patient would almost never require: an
interpreter unless the clinician involved chose fo go beyond basic institutional requirements
. for their own purposes. Individual clinicians vary in their degree of discomfort with their own
compliance under these circumstances and take whatever steps they can to address the

situation in each individual case.
Management

‘Each patient is allocated to a clinician as the case manager, usually at a feedback meeting
‘where the whole team will be assembled to discuss each case. Once again the question of
‘does the clinician need an interpreter?’ asserts itself here, but with a different set of
contingencies. Unless the clinician knows in advance that the patient sp‘eaks and understands
no English or Afrikaans, the initial attempt to communicate would be without an interpreter
present. The answer to the question of the need for an interpreter depends on the success of
the initial attempts to communicate with the patient in English or Afrikaans. There are many
ways in which this is a desirable option. The presence of a third party in a clinical interview

is never ideal and to be avoided where possible. However, a trained staff member, whose

%7 Similar such admission procedures in the face of communication difficulties were described at LGH in
Chapter 5.
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function it is to interpret, and training of the clinician in working with such a person could
ameliorate this reluctance to have a third party present. However, the preference of a one-to-
one interview will never be completely removed. Given the limited goals of the stay in an
admission ward, these can at times be accomplished throxigh a minimal degree of

communication with the patient.

The first task is to monitor the patient’s progress. This clearly involves'many facets, such as
response to medication, the appropriate ordering of special investigations, placement on the
appropriate ward, and contact with the patient’s family where possible. Many of these are
accomplished with the assistance of other team members but the case manager is responsible
for‘bringing information on the patient’s physical and mental state to the attention of other
team members. Nursing observations also contribute to the team discussions, but nurses do

not routinely interview patients individually.

As with the admission interview, overt psychiatrié pathology will influence the clinician’s
perception of the need for an interpreter-mediated interview. One clinician summarised these
. considerations thus:
“...another thing is if a patient’s objectively hallucinating and it’s his first
week, I kind of know he’s psychotic and objectively hallucinating. Idon’t rush
fo get an interpreter ..., I kind of know and then I'll get the interpreter after a

Jfew days whereas.... Ithink its nice to know what he's hallucinating but if he’s
uncooperative and hallucinating and aggressive I don’t rush it.” (Interviewee

5)
Bureaucratic considerations are significant in choosing to interview with or without an
interpreter. The clinician’s workload has an impact.

“[A long interview with an interpreter is] the kind of thing I like to do on a

quiet morning when I've got time to sit with an interpreter and go on and on.

1Its a very difficult thing to do when one is rushed and has got a million and
one things to do and then [ feel I'm doing a disservice.” (Interviewee 5)

This statemeni conveys many aspects of the situational considerations that inform using an
interpreter. There is a sense of the interpreter-mediated interview as being a luxury, even rfor
the clinician. Constraints on the amount of time available to be spent on any particular patient
are a serious factor. There must be functional ‘clinical’ indications for spending more time
than is indicated for routine interviews. But while weighing up these considerations, there is

a sense of discomfort at the way in which a patient may miss an opportunity for more
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meaningful contact with the clinician because of the pressures on the clinician. The same
clinician did not see a need for an interpreter when there was a sense that the extent of the
patient’s needs from the clinician were being met:

“I should use an interpreter every day when [ speak to him but 1 know all he

would say is ‘discharge’ and I understand him. And I say you're not going

home and he says then “visit’ and I know he wants his mother to visit him ...

and I kind of feel that I'm not doing a disservice to him.” (Interviewee 5)
The clinical details of this patient are not known but the extént of the power of the clinician in-
relation to language resources and the contribution this makes to infantilising the patient is
clearly enonnoﬁs. This further illustrates the normalising of institutional racism, and the
complicity of inadequate language resources in maintaining this. The extent of social distance
from the patient and the collusion of the patient also serve to maintain these attitudes.
Another clinician suggested that race is one aSpect of a cluster of fa(‘:to‘rs:

“I am not so sure that it is the skin colour pef se as the Zanguage, the

education, the feeling of familiarity.” (Interviewee 3)
Clinicians expressed serious concern about the quality of the care they offer without language
assistance, and the inherent consequences for patients. Although staff shortages and limited
« resources compromise all patients, clinicians acknowledged -that what little resources are
available are least likely to trickle down to Xhosa-speakers. Two clinicians expressed it in this
way: | | |

“Those who are not, those who say are English or Aﬁ:’kaans-spea?cing, you can

at least try and understand what’s going on or can suggest ways to them for

coping with their voices. But with a Xhosa patient it is not possible. We land
up saying: ‘Well, this person is still psychotic. Not much more we can do,

P

home and into a clinic’.” (Interviewee 1)

“They really do get the '10 minute’ interview. Are you hearing voices? Are
you seeing things? Are you going to smoke dagga™ anymore? No. Alright.
You're OK. Goodbye. Iam exaggerating but I think there is a certain element
of truth in it.” (Interviewee 3)

In order to transfer a patient from a closed ward to an open ward an assessment of stability or
improvement has to be made. The clinician’s not being able to assess the patient satisfactorily
will militate against the patient’s access to less restrictive ward contexts and where the patient

group is less behaviourally disturbed. Confinement with a group of psychotic and potentially

3 South African term for cannabis:
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dangerous féllow patients may be an extfemeiy distressing experience in itself”. This
introduces the restricted access to the full range of services for speakers of African languages.
It was shown through the first questionnaire study at VBH (Chapter 4) that patients, who do
not speak English or Afrikaans, very rarely access psychotherépeufic wards and services.
This ektends to the limited range of community resources that are available as well (see also

Swartz, 1991a, 1992a).

It should be noted heré that not all patients are passive in relation to the use of an interpreter
in interviews. Interviewees’reported that patients may choose not to have the interpreter
because of being insulted at the implication by the clinician that their English is not good
enough. Here, the patient’s pride at speaking the language of power may play a role. Tt is
~ also to be expected in a psychiatric context that the nature of a patient’s disturbance would
express itself in relation to the use of interpreters. Thus, interviewees referred to paranoid
patients being afraid that an interpreter may be in cahoots with a persecuting family.
’Ins‘tances of this were also identified in the review of patient folders and such patients refused
an interpreter. A third reason for patients to refuse the assistance of an interpreter was to
.avoid the interference of a third party in the relationship to the clinician. One interviewee had
had numerous experiences of patients requestiﬁg an interpreter. The questionnaire studies
discussed here and the interviews with'other clinicians did not confirm this impression as a

frequent occurrence.
Full work up

Most new cases are seen at a ward round, as described previously. This important éspeﬁ:t of
an admission to hospital fulfils a number of functions. In the situation of a patierit presenting
for the first time, it may be the only time that a comprehensive history is taken, detailed
collateral information obtained where possible, with fhe ultimate intention of arriving at a
definitive diagnosis and treatment plan. Ward round presentations also serve an important
teaching function, for undergraduate students of many disciplines, psychology interns and
psychiatric 'registrars. It also serves as an opportunity for 'th_e MDT to exercise its function

and for the consultant psychiatrist and other members of the team to scrutinise one another’s

2 As staff numbers fall, particularly nursing staff, in the current economic climate, there have been increasingly
vocal calls of alarm from concerned hospital staff at the risks to patients in closed admission wards. There is a
disturbingly high incidence of rape and physical violence.
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work. As such there is considerable pressure on students and team members to make the best
assessment of a patient they can under the circumstances. However, assessment of a Xhosa-
speaker has a role to play here. It is common for patients who were not previously
interviewed through an interpreter to be interviewed for the purposes of the ward round with
an interpreter’s assistance. Patients who may speak some English and Afrikaans may be seen
without an interpreter until basic information has been gleaned. For more subtle daxiﬁcations
‘the help of an interpreter may be enlisted. Two of the responses to the question in interviews

of when clinicians decide to use an interpreter addressed this issue.

“I'd base it on the quantity of the information that one needs ... to do an
assessment. ... its a gut feel that I'm missing something.”” (Interviewee 5)

 “[When] there is an uncertainty of the psychopathology.” (Interviewee 8)
The same reasoning applied to questions of subtle evidence of psychopathology (e.g. thought
disorder) is applied to questioils regarding the role of cultural beliefs and practices in the
origin and development of psychiatric disturbance. An interpreter may not be seen to be
necessary in basic communication, but is when an interpretation of the role of culture is

required:

“...debates do develop about the cultural context and to what extent we might

be misinterpreting. And it might not have anything overtly to do with linguistic

issues but to do with trans-cultural issues.” (Interviewee 4)
Thus, an interpreter may be needed in a ward round to untangle the assessment of thought
disturbance and cultural issues in order to make a diagnosis but not for other more superficial
engagements. Even so, an interviewee vexpressed concern about the nature of the assessment
pfeceding the ward round and the ward round assessment itself.

“I think there is some kind of, we are employing some kind of reductionistic

model to black patients. We rely on the phenomenology™ and we are able to

extract the signs, the clinical signs, but we are not able to see the patient as a
whole and in the end the patient’s context | think.” (Interviewee 2)

% The term “phenomenology” is used here to refer to the clinical signs of psychiatric disturbance. This is 2
modification of the original meaning of the term as coined by Jaspers, which was to document the patient’s’
experiences in their own words. The contemporary use of the term is to denote a classification and
objectification of experience (Barrett, 1996). The degree of slippage between the patient’s experience and the
objectification of this in psychiatric discourse may be increased for a Xhosa-speaker in the absence of access to
the patient’s own descriptions.
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Tﬁese limitations extend beyond academic settings to the management following the ward
round. Often the monitoring of the response to medication and symptom reduction can be
conducted through observation and cursory access to the patient’s internal experience. Re-
admissions are seldom re-presented at ward rounds, unless a coniplidation develops or a re-
evaluation is indicated. Recognition of the need for re-evaluation depends on the individual
clinician or the concerns of the consultant psychiafrist Again, cursory assessments of Xhosa-
speakers make the likelihood of the recognition of the need for a re-evaluation smaller. The
review of hospital folders turned up a number of cases where interpreters were used
sporadically throughout the patient’s contact with the service when the management of the
case proved problematic. Routine management did not as frequently require the assistance of
an iriterpreter. - This is consistent with the argument carlier that as a scarce resource,
interpreting would be used sparingly, and a strong indication would be when the cliniciaﬁ is

‘worried’.

Clearly, ward round interviews are first and foremost about the biomedical tasks at hand -
diagnosis and teaching. Ward round interviews afe not intended to serve as therapeutic
.encounters, nor can they. The effort made, not always successfully, to have an interpreter
present at a ward round interview, is driven by the bureaucratic tasks of psychiatric hospital
production. This is no less the case for the information gathering exercise of clerking. The
difference lies in the greater power wielded by the consultant psychiatrist and the increased
probability of an interpreter being present. This is not to belittle the enthusiasm and
cohesiveness of a team that seeks to offer the best psychiatric assessment they can mﬁstex.' It
is also hot_to detract from the benefit to patients of this. But it is to draw attention to ‘Vthe fact
that no matter how well this task is accomplished, it can not serve as a substitute for language

resources that are unavailable for a wider range of interventions and patient needs.

Formal teaching settings for registrars have much in common with ward rounds except the
emphasis is even more squarely on clinician self-presentation and the maintenance of ideal
psychiatric practices. These teaching settings require a psychiatric registrar to present a case
to their entire registrar cohort under the guidance of a senior member of the teaching staff.
Hoywever, the fragmented and superficial access to the patient’s internal world and social
context would be a source of embarrassment and potentiai criticism in a teaching case

presentation. Clinicians can respond to these pressures by suppressing this aspect of their

work:
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“...50 when you going to look for the ideal you just feel that you cannot
present an African patient because the information is lacking. ” (Interviewee 2)

This type of self-censorship not only censors the clinician’s work but censors particular.
patients’ social and personal narratives. These narratives are reproduced as lying on the

periphery of a universalist academic psychiatry.
Dischargé

In this final phaSt; of an admission a new set of praétical contingencies present themselves to
clinical staff. It is necessary to move beyond the monitoring of treatment to the negotiation of
a discharge. There were instances identified through the data gathering that the help of an
interpreter was enlisted when.placement of the patient outside of the hospital became a
problem. On occasion this was because the family required interpreting in order to be enlisted
in on-going management. Agélin, the superficiality of the work that could be done in the
absence of an integrated language resource was lamented by clinicians. One expressed the

concern in this way:

“But I think it means speaking to the families in a meaningful way, when we
don’t. Its really pointless me saying to the family... ‘Mama, make sure this
person takes his pills....” I mean it’s really a waste of time unless the person
can be spoken to and they can be given a number to contact.” (Interviewee 1)

The point at which a patient leaves the hospital is another opportunity for clinical work, |
divorced from social reality, to be confronted with this evasion. Superficial communication,
oriented towards biomedical management, once again serves to collude in the avoidance of
desperate social circumstances for many patients, discharged back into a commﬁnity without
adequate food and shelter. In the same stroke, institutionalised superficial communication
frustrates the intentions of those clinicians who do wish to assist patients in dealing with the
social reality they confront on leaving, what is sometimes, the relative sanctuai'y of the

hospital.

THE CONTESTED STATUS OF ‘THE PATIENT WHO REQUIRES INTERPRETING’

“Power is not simply expressed and reproduced through discourse; rather,
there is a complex and dynamic process of ideological struggle in which
different and competing groups attempt to shape and influence the way in
which social reality is constructed” (Mumby & Clair, 1997, p 187):
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I have argued that the situational and practical requirements of a functional clinical
competence are decisive in the use of an interpreter with any given patient. As such the status
of ‘the patient who requires interpreting’ is that of an institutional construct. However, the
this institutionally constructed entity. Other members of the psychiatric team are of course

involved in this process as well.

Occupational therapists for instance may not perceive the need for interpreting in a group that
focuses on practical skills or handwork. The ‘language status’ of the patient becomes relevant
when the required degree of engagemeﬁt with patients is increased in the context of a support
* group or role-play group. Psychologists may avoid the thorny problem of language in

psychometric testing procedures by using only ‘non-verbal’ tests®.

An additional aspect of the uncertainty over who amongst patients requires interpreting and
who does not, was thrown into relief by keeping statistics on a weekly basis of which patients
in the wards studied required interpreting. I was surpﬁsed at how oAften nurses were not able
to providé this information. It soon became clear that the English and Afrikaans-speaking
nurses were the least confident about indicating interpreting needs. I was often referred to the
Xhosa-speaking nurse on the ward for this information. It emerged that because English and
Afrikaans-speakers were not approached by clinicians to provide interpreting, they did not
always know which patients required this. While some Xhosa-speaking patients may have
been able to communicate effectively enough with a non-Xhosa-speaking nurse at the level
that was required by the nursing duties, this was not an accurate reflection of who required
interpreting to be interviewed. It appeared that the isSues raised in Chapter 5 and Chapter 6
regarding the ‘division of labour’ between psychiatrié nurses along language lines was
highlighted once again by asking this question. As was discussed in Chapter 6, Xhosa-
speaking nurses felt that non-Xhosa-speaking colleagues were all too quick to decide that a
patient required interpreting, as it relieved them of responsibility to meet the patient’s needs.
Xhosa-speaking nurses were generally more accurate about who required interpreting, but

even this was not foolproof. New patlents and patients who were interviewed exclusively

*' The Raven’s Progressive Matrices Test is an example of a widely used test for black patients. English and
Afrikaans-speaking patients would be tested through more up-to-date tests that assess a wider range of
competencies.
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through the CHITEP interpreters were not necessarily known to the Xhosa-speaking nursing -
staff as patients who required interpreting. As all their own communication with the patiem
was conducted in Xhosa, the nurses need not necessarily know who could not Speak enough

English and Afrikaans for communication with other staff.

Through an examination .of situated institutional practice in this chapter, ‘discrepanc‘:ies‘
between the views of nurses and doctors as to who requires intérpreting, and amongst
different clinicians, were made visible. As has been observed clsewhere (Barrett, 1988)'
criticism of colleagues in clinical notes isj invariably implicit. One way in which a clinician
can criticise a colleague for not using an interpreter with a particular patient is by making
overt reference to the use of an. interpretef in one’s own notes. In the folder notes there were
numerous examples of where occupational therapists made entries that drew attention to the
need for interpreting (see exarﬁple given above). Occasionally doctors would make entries
that drew attention to the need for interpreting in a way that also served as an implicit
commentary on the previous absence of the use of an interpreter. The failure of a clinician to
use an interpreter in some cases could be seen as expedierit by another clinician at a later point
.and exposed as such by setting an overt and documented example. The use or not of an
interpreter can therefore become an arena in which inter and intra-professional disputes are

| played out.

In Chapter 5 I discussed the way in which the issue of interpreting had become currency in
disputes between hospital management and other employees. This aspect could also be
discerned at VBH but will be touched on only briefly here. In the debate around Whethef the
hospital required interpreters, a cash-strapped administration expressed the view that clinical
staff were exaggerating the need for interpreters. An admunistrator was of the opinion that the
clinical staff had coped for so many years without interpreters that he was suspicious of the
more recent chorus of appeals for interpreters (see Chapter 8 for a more detailed discussion.).

The notion that ‘the patient who requires interpreting’ is an institutional construct, ils attested
to by illustrations of the way in which it is contested in institutional spaces, befween
professions, native language speakers, and political discourses. The question of ‘for what
purpose?’ functions at a number of institutional levels, extending far beyond the confines of
the clinical interview. Mumby & Clair (1997) have argued that “even the most apparently

natural human characteristic — one’s race — is subject to social construction through discourse.
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Racial identity is not fixed, but is constructed through the complex set of signifying practices
that position each of us discursively” (p. 187). Any attempt to engage with the need for
interpreting in clinical settings, must grapple with the complex and shifting construction of

this entity in the situated and practical realities of institutional practice. |
CONCLUSION

This chapter Has atterﬁpted to show that the issue of language in clinical work can be rendered
as either relevant or irrelevant by a complex set of institutional conditions and imperatives.
This expands and exemplifies in a more detailed analysis of clinical records the institutional
paradoxes in the recognition of the 1anguage issue gaised in the previous chapters. The
kéhallenge of providing mental Health services for a multiflingual population can be recognised

or not depending on the institutional contingenciés that prevail.

The factors that impact upon the practice of public psychiatry in the context of multi-
lingualism have been shown to be paradoxically visible and invisible. A monolingual Xhosa-
speaking patient may at some times be seen to require interpreting, and at other times not.
“The use of an interpreter may be made clear or obscured under different institutional
circumstances. The opinions and perceptions held by interpreters ébout patients are at times
clear, at others not. The fact that a patient may have spoken in a language other than English
or Afrikaans in a clinical context may be obscured or emphasised. Thus, the fact of a clinical
- record representing both a translation and interpretation of patient discourse may be hidden or

foregrounded.

The institutional contingencies that operate in this particular psychiatric context have been
examined here starting at the micro-level, in terms of the minutiae of clinical entries in patient
folders and the daily requirerhents of clinical practice in this institution. There is a tradition in
the sociology of psychiatry that seeks to examine thé minutiae of clinical work for accuracy
and competence, and to critique psychiatric practice through this (Hak, 1992). This approach
inevitably uses the notion of a pristine psychiatric praxis as a benchmark for comparison.
Such an approach neglects the practical realities of psychiatric practice in public institutions,
“the swamp of action” (Gordon, 1988 in Rhodes, 1993a, p. 129). In this more mundane
clinical reality, clinical competence is measured and demonstrated through a range of ‘skills’,

not all of which are found in textbooks, that situate the clinician in a particular context.
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Comparisons with a reified clinical ideal inay in fact contribute to the self-censorship on the
part of clinicians that was illustrated in relation to teaching contexts within this institution.
Critiques as to the accuracy of clinical work may thus run the risk of being ‘irrelevant’ to a
localised praxis. But more than this, they may serve to maintain the silences regarding the
implication of psychiatry in the reproduction of ‘societél discourses and ideologies. A simple
focus on the clinical competence of practice may reproduce the evasion of the social

competence of this practice.

It is for this reason that I have attempted io introduce to the analysis the societal discourses
that are reproduced in the clinical management of the language issue. I have argued that the
minutiae of clinical workk in the absence of meaningful communication with patients, the
folder notes, the diagnoses, the management strategies, construct the identities of African
patients in terms that reproduce discourses of race that are reductionistic and dehumanising.
These psychiatric practices can be seen to have enormous social relevance, both inside and
outside the hospital itself. A clinician gave voice to these concerns about his own work:
“Because we have continued violating patients rights, 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 [just]
contain them, people don’t know what’s going on.” (Interviewee 1)

The use of an interpreter has the possibility of ameliorating the violation described SQ ‘
succinctly above. And yet the analysis presented here suggests that the use of an interpretef
may serve to obscure or render invisible the distorted patient subjeétivities and social
conditions that are constructed with the assistance of interpreters. Considered in Foucauldian
terms, the containment referred to above is a euphemism for the confinement of the body and
a limiting of what can be said and heard in iristitutional spaces. The use of interpreters may
thus facilitate more subtle forms of surveillance and discipline, enhancing the power of

psychiatric discourse in materialising particular relations of power in society®.

However, an analysis of the relations of power in psychiatric institutions in Foucauldian terms
requires a more subtle treatment. This chapter began with a quote from Adam Phillips that

draws attention to a paradox of visibility and invisibility in censorship. The emphasis in this

32 See Butchart (1996) for an analysis of the medical examination of miners in South Africa producing similar
effects. '
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analysis of clinical records and'.research intervieWs has been on the types of biomedical
discourses that are prioritised in institutional settings, but I 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 spaces. 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—éensorship 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 turn in the follow chapter.
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NEGOTIATING IDENTITY IN INSTITUTIONAL SETTINGS:
THE ROLE OF LANGUAGE

?

“Language can be used fo reveal certain z’dekrfries, and to mask others.’
| Makoni (1998, p. 247)

Introduction

In the preceding chapter I examined the impact of language diversity on clinical work in a
particular hospital setting. Much of the impact was seen to be mediated by institutional or
situational factors operating within the service provision context. A complex set of
_professional competencies influence the nature of the work conducted in such settings. In this
chapter [ will consider the question of identity - thétt of the institution - but also the multiple
and negotiated identities of the staff who work in institutions and the patients who are treated
in them. First, I will consider the position of the Xhosa-speaking psychiatric nurse as aspects
of the negotiation of identity are made visible thréugh the role of interpreter and culture
broker. I will then turn to a consideration of the positio’n of the Xhosa-speaking patient vin a
South African institution. The position of the nurse vis-a-vis the Xhosa-speaking patient, and
the patient vis-a-vis the psychiatric service, will be shown to have been mirrored in the
research process. Tensions in relation to the researcher on the part of Xhosa-speaking
interviewees and the institutions themselves reflect on the dynamics of identity in the new
South Africa. Issues of how clinicians negotiate identity were also mirrored in the research
process. This is explored in relation to the tensions inherent in writing about racism in South
Africa today and the production of a text that makes use of both discourse analysis and

elements of ethnography.
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CULTURE BROKERAGE, LOYALTY AND BETRAYAL

Before embarking on the interviews at LGH I conducted a pilot interview with a Xhosa-
speaking nurse and explored experiences in her role as an interpreter over a number of years.
A fascinating portrait of the tensions and pressures involved in interpreting in psychiatric
contexts emerged. Aspects of these tensions constellated around the culture broker idea. It
was made clear that culture brokerage for nurses involved managing issues to do with race
and identity on behalf of patients, but also for themselves. This also involved playing a role’
in the control patients sought to exercise over their self-presentation to doctors. The
transparency of these strategies by patients to the nurse-interpreter, often because they were
made explicit, presented dilemmas regarding betrayal. This betrayal was not only a question
of loyalty to a paﬁicular patient, but loyalty to traditions held in common with the patient.

“I must admit I do not always feel comfortable about ta[fcz‘ngb to people when

they ask me about such things. As a Xhosa-speaking person who has been

reared in this background of people having ukuthwasa, having to undergo

certain training to become a sangoma, I have been orientated to understand

that the white people or the western culture is not supposed to be involved in

this. So I always feel, if I have to interpret for patients or interpret for these

doctors or these white people, must interpret for them exactly what that person

was saying. You know, somehow I always feel that I'm betraying that person
because I know exactly she is saying this because I'm asking her...”

And again:

“The patients will often say: ‘Sister you know. I don't need to tell you about
this because this is our...’, whatever words he’s going to use. But before you
move from that, you need to reassure the person that it’s not a matter of you

saying her over to these people for any reason. You only want to help her”
(emphasis added). '

This is a profoundly eloquent expression of the complexities of interpreﬁng in South African

institutional contexts. Interpreting is not simply about conveying words and meanings, but

also about moral choices. This is captured in the phrase “saying her over” summarising, in a

poetic condensation, the betrayal that may be implicit in what is interpreted of the patient’s
talk.

Issues to do with advocacy and loyalties to patients have beenAhighlighted in the local and
international literature on interpreting (Kaufert & Koolage, 1984; Putsh, 1985) and 1
anticipated exploring these through interviews with nurse-interpreters. However, the issue of

cultural betrayal as a corollary to the question of loyalty gave an additional depth and nuance
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in local contexts. My subsequent interviews at LGH and VBH attempted in a limited way to
open up these issues for discussion. These LGH interviews met with mixed success in
clarifying questions of loyalty, betrayal and the complex choices that must be made by nurses

~acting as interpreters. The following extract from a research interview illustrates this:

Researcher: Do the patients ever expect you not to explain that [ukuthwasa,
amafufunyane]? Do the patients ever ask you ‘why are you z‘ellmg them?’.
Nurse: No, I have never met such a situation.

Researcher: So you have never felt divided in your loyalties?

Nurse: No. Some other time there was a patient who had those ropes on her
neck, feet and hands'. So I just explained to the social worker, the social
worker was the one who was interviewing, about her cultural aspects. And
about how committed she is to that particular profession [sangoma]. So the
patient couldn’t explain that, because she was afraid to present all the secrets
and whatever to another person who belongs to another cul{ure So 1 had fo
present it quite fairly.

Researcher: But you said it was a secret for the patient?

Nurse: There are some that are secret. Like going to this winter school. The
blacks are the ones who go there for circumcision and all sorts of things.
Researcher: But you were giving that secret away to the social worker.

Nurse: No, that is not the type of a situation that I was presenting. I was
presenting this profession, the sangomas, schooling, and all sorts of things.
Ja, I just explained to her what is happening down there. But this school of,
the blacks’ winter school, I didn't present because I don't even know, and the
secret, they [the participants of the school] can’t tell you when they are from
that school.

Researcher: But what if you knew that it had something to do with the patient’s
mental state?

Nurse: '/l have...[pause], sorry? [Request for clarification]

Researcher. Ifyou knew it had something to do with their illness?

Nurse: With her illness. And I, I will oblige to divulge the information? No, 1
won't, because I must respect the secrecy of the patient, and at the same time
meet her needs so that she can become mentally healthy.

[Silence]

Researcher: Are there any other cultural issues that you think are complicated
or problematic for psychiatry? '
Nurse: [Long silence.] ‘

Researcher: No? OK [next question] (emphasis added)

In the initial part of the extract the nurse-interpreter describes how she was. aware of the
patient’s hesitancy to divulge certain information to do with her initiation as a sangoma.
However, the nurse felt comfortable with using her own judgement to explain certain cultural

implications to the social worker. The concept of ukuthwasa and some of the ritual aspects of

! Thin ropes wom around the wrist, ankles and neck are indications of undergoing or having undergone
ukuthwasa, '
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this illness and its meaning are niow well within the domain of psychiatry and psychology as
taught at 1oca1 umvers1t1es So there are in a sense, precedents for explaining ukuthwasa to an
outsider. She did not feel the same degree of freedom to over-ride injunctions regardmg the
secrecy of other cultural practices and this reticence manifested ‘itself in the research
interview. Even within thé context of a research interview with a colleague, the issue of
access to certain types of cultural information must be negotiated (c.f. Herselman, 1995). In
this instance there was a limit to the access that I was allowed. This negotiation mirrors the
tensions in a clinical interview, in spite of the absence a patient. What is being protected here'
is a group identity and who may have access to the elements of that identity. Arguably even
more important than any information about “winter schools” is the illustration in the dialogue
of the strategies that can be employed to assist in defending a position without losing face,
offending the interviewer and creating a potentially embarrassing incident. The power of the
claim “J don’t even know” and :the accompanying evasion of silence, is instructive. It is often
said that silence ‘speaks volumes’. However, in clinical contexts silence can more often be
inscrutable, and a powerful shield against the(’pressuré to speak, while not wanting to earn the
disapproval of a powerful interlocutor?. In so far as the strategies succeed in navigating these
.tensions, silence and claims not to know function as forms of censorship that make

themselves invisible.

Interviews at VBH proved to be less overtly problematic in the area of exploring hidden
cultural influences in clinical interviews. This may have had something to do with the nurses’
familiarity with me prior to the study and in the course of the focused ethnographic study.
The interviews at VBH hospital also reflected a shlftm my concern to go beyond merely
documenting sources of conﬂict for nursing staff acting as interpreters. Following the
experience of the study at LGH; I wished to extend the inquiry into explicitly identifying
-sources of alienation for b}ack patients in a western psychiatric institution. This may have
made it easier for nurses to describe aspects of Xhosa belief that they were aware of having an
influence on the experience of hospital admission for Xhosa-speakers, through distancing it

from their own personal sense of conflict.

% See Huby (1997) for an explcrétion of this issue in patient satisfaction studies with AIDS and HIV positive
patients. ‘
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Inquiring about sources of culfural alienation bore Sorhe fruit. One exaniple given referred to
the lack of regard within the hospital for markers of social stratification (the problem of
circumcised men having to mix, and especially wash, with uncircumcised men, their social
juniors). There was also reference made to dress codes‘for men and women that are violated
by the norms of dress in the hospital. Nurses expressed a dual concern about the implications
of these customs in psychiatric settings. One, that the behaviour that arises from these social
norms within Xhosa culture could be interpreted negatively in a psychiatric context, and
thereby prejudice the patient in the evaluation by the staff, Two, that tﬁrough not being able
to observe certain social requireménts, the patients may be retarded in their improvement or
even further distressed. It is not my intention to develop a list of cultural factors in
psychiatric settings that alienate Xhosa-speakers in the AWcstem'Cape.‘ This is too large a
project, worthy of a study in itself, and would take me away from my primary concern here.
However, there are two aspects of this that I wish to expand upon. The first touches on the
dynamics of asking such questions; and the second on identity and alienation in such

institutions.

. The importance of eliciting explanatory modeis and the strategies suggested by Kleinman
(1980) for doing this éu‘e apposite here. While the explanatory model concept in psychiafric
interviews is certainly under-utilised, this should not be taken to mean that no effort is made
by clinicians to understand what cultural factors may contribute to what troubles ‘patients.
Patients are also not always passive about bringing complaints to the attention of their case
manager or the consultant psychiatrist. Explariatory models that differ from what a patient
believes the doctor may be intgerested in, may not necessarily be volunte_ered (Helman, 1994).
The research interview illustrates an instance of asking a . question regarding cultural
alienation in hospitals and receiving a limited answer. The limits to the depth of ethnography,
the brief period of time spent in ohe-off interviews, and trust regarding the use to which the
information will be put may all have constrained access to further information. All of these
limits apply here and most certainly indicate th_at there is much more to be learnt. However,
the resistance evidenced here to the smooth and easy discussion of such issues is illuminating
of the conflicts, tensions, and how carefully negotiated the access to these questions need to

be.
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The second point has to do with alienation in a western psychiatric hospital and how this
affects Xhosa-speaking patients. Possible explanations were advanced by one of the Xhosa-

speaking nurses interviewed.

Nurse: It's affecting a lot of us and there are lots of z‘hmgs mvolved That also
needs to be given to other people who are working here who don't know our
culture. Like an old woman outside in the community is not expected to be
seen without something on her head. But coloureds, they don't believe in that.
And those are the very difficult issues that put the patients down because to be
seen by other people from outside with their head without the hat would make
her more worried and more sick.

Researcher: And they don’t allow people to wear head dresses here.

Nurse: No they [the nursing staff] are concerned about the grooming part of it.
They don’t care about that as long as the head is covered.

Researcher: But the Muslzm womer?’, are they not able to wear their doek [bead

scarf]?

Nurse: They do, they do. Because we were not taught right ﬁ'om the begmrzzng
to speak up for ourselves. Because the nurses say I must pull my head like
that, comb it.  She cannot say, no, I'm not allowed to do that. They believe
that because I'm in a hospital, I must obey.

At first the nurse attributes the absence of headgear on patients in the hospital to the
restrictions imposed by the hospital regulations, and contrasts this belief with “the coloureds”.
- When I point out to her that the Muslim women are also expected to cover their heads in
public, but perhaps for different reasons, and that this is not prohibited by the hospital, an
additional issue emergés. The nurse draws on the attitudé of conformity and compliance,
perhaps to the authority of other nurses, but also to the norms of what is perceived to be a
foreign institution, or a ‘white’ hospital. The nurse refers to “the coloureds” suggesting that
they do not have the same obstacles. Perhaps there is a sense of being the most marginalised

in the institution.

Critical studies investigating the construction of psychiatric knowledge and institutional
practice in South Africa have, until recéntly, focused on discourses regarding alienation and
racism in psychiatric settings. The many factors that contribute to domination and oppression,
either through the exercise of sovereign power or through forms of discipline that maintain a
hegemonic control (Foucault, 1980) have been viewed in terms of an apartheid or colonial
social order. As S. Swartz (1996a) has dgmanstrated, in a racist system of mental health care

and with the neglect of the role of communication in providing that care, there was a sense in

3 Muslims in the Western Cape are by and large coloured and Afrikaans or English-speaking.
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which black patients were profoundly unknown to their caregivers. The most commonly
recorded aetiology for a black patient during the period of S. Swartz’s (1996a) study was
“unknown” (p. 157). Social contexts and personal historieé, were often omitted from patient
records and invariably even the mental state of the patierit was omitted from the certification
forms. However, what may require examination now that a new social order is possible, are
the forms of resistance to hegemonic dominance that endure and take new shapes in

institutional settings.
IDENTITY AND INSTITUTIONAL SURVEILLANCE

One of the criticisms of much South African cross-cultural psychiatric research, and indeed
much of the international literature, is that it is pre-occupied with “exotic’ cultural phenomena
(Littlewood & Lipsedge, 1985). The exploration of identity issues in this context is at risk of
~ reproducing reified notions of black identity defined in terms of ‘otherness’ and cultural
difference. The discussion above indicates that there are aspects of Xhosa identity that are
informed by a sense of separateness from the dominant culture of psychiatric institutions. As
was discussed in Chapter 5, this is partly because the ‘culture’ of psychiatric hospitals is so
“domina.ted by western norms. However, ethnic alienation in a South African psychiatric
institution can be argued to be a subset of patienthood in all péychiatric institutions in any
society (Barrett, 1996; Goffman, 1968). There are a number of areas of life that the clinical
gaze in psychiatry seeks to penetrate, but this act of penetration provokes ihe resistance of the :
subjects of this gaze. Psychiatric institutions represent the dominant norms of a society and at
times are implicated in enforcing them, even when individual practitioners may not
themselves support such norms. Thus, aspects of patients’ lives that they believe, accurately
or inaccurately, will result in sanction, whether moral or legal, are obscured and hidden in
what is broughf to a clinical encounter. This is no less the case for African patients and is not
merely confined to stereotypical ideas about the reified essence of ‘African culture’. The
nurse quoted above in relation to her feeling of betrayal when talking of religious beliefs gave
a further example of rhediating the patient’s anxiety regarding exposure to scrutiny in a
hospital context:
“..most of the patients will actually tell you that they do smoke dagga
although some of them will still be very scared of this white man, thinking that
maybe he’s going to send the police...The thing is, some patients who talk to

you and tell you: ‘No, I do smoke but don’t tell him’. I mean sometimes you
are so aware of what the patient said, and if now you have to explain to the
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doctor, to the interviewer, what that patient said, you felt okay z‘kaf you were
guilty because the patient trusted you that you were not going to tell’.

Not all speaking is unambiguously good for patients in a psychiatric hospital. The more the
patient says the more they risk.exposing themselves to scrutiny and sanction. If a patient talks
about hearing voices, a clinician is very likely to extend the patient’s stay in hospital. If a
patient disagrees with the decision that they should stay in hospital for longer, and they say
this to their case manager, fhey may betray themselves further. Under these circumstances a
case manager may evaluate the patient as lacking insight, thereby creating a stronger case for
an extended admission. Being ‘known’ is not necessarily of unambiguous benefit to the
subjects of psychiatric practice. Patients wish to access the assistance of the clinician, but this
access must be negotiated with the minimal betrayal of oneself on multiple levels. Similarly,
African patients (and their families) may wish to benefit from aspects of psychiatric
treatment, whether through medication or social intervention. However, there may be other
aspects of psychiatry, to do with various forms of regulation, surveillance and compliance,
which are less appealing. The subject may thus seek to benefit from the power of psychiatry,
but to evade its colonising influence. In‘ this negotiation by a Xhosa-speaking patient the
~ nurse is both an ally and potential foe. The stakes of the exchange across ethnic, class and
social identities are substantial. The particular shape and form of these tensions for African
patients of psychiatry are what interpreters, and particularly Xhosa-speaking nurses, must

hold within them. 1 will differentiate between a socio-cultural aspect to this tension and a :
socio-political aspect, although both are inter-related. I will turn first to the socio-political
aspect, and of particular note in this regard is the reference made in the above quote to a fear
of the police and the reassurance that the nurse must provide. It is important to situate this in

the context of South Africa’s history. -
BEING BLACK AND ‘KNOWN’ TO A SOUTH AFRICAN PSYCHIATRIC INSTITUTION

“Part of the task is to get the patient to reveal himself” (Rhodes, 1993a, p. 134). The starting
point of the potentially profound experience of being known in a therapeutic encounter begins
in institutional settings with the mundane and bureaucratic procedure of having one’s name

and address noted down. This apparently simple starting point can prove to be a source of

* It is illegal 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 type of ‘cash crop’.
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some vexation in the face of a lack of basic familiarity with the Aﬁ‘ican language of the
patient. English and Afrikaans-speaking clinicians will be familiar with the experience of .
being given a patient folder and not knowing which of the names on the cover is the first
name or surname. When I reviewed VBH patient folders for the purposes of the research in
1994 and 1997, there were a number of folders that could not be traced on the basis of the
name provided by the clinician on the questionnaire documenting an ihterpreted interview. A
lack of basic familiarity with Xhosa, for instancé, results in not being able to distinguish click
sounds and various other sounds that make up the phonology and which do not lend
themselves to easy Anglicisatidn. Itis a commor.i South African experience to have some
confusion between speakers and non-speakers of African languages when it comes to
remembering and repeating African names. Typically, the English or Afrikaans-speaker
stumbles over the pronunciation of the African name, making a number of stabs at it and
saying something quite different at each attempt’. This was something that occurred in ward
round interviews as interviewers attempted to pronounce patient names correctly in the course
of an interview. The effort made to say the person’s name cérrectly is in itself an indication
of changes in the broader society around at the use of, in the local context, Xhosa names.
.However, it was striking how seldom the patients involved or the other Xhosa staff present

would correct a mispronounced name.

The difficulty of working in what is a foreign language to English and Afrikaans-speakers
presented problems in the registry department® of V’BH. A detailed examination of the
registry system was not undertaken, but a member of that department described a strategy of
“naming” patients, when it was not possible to find out the name of the patier@t, according to
the packet of cigarettes the patient had with them on admission. So there would be files with
“Gunston” and “Chesterfield” to identify patients. Clinicians at LGH and VBH spoke of not
knowing at times the exact home address of a patient. This was quoted by the clinicians to
illustrate how impaired their work can be at the most fundamental level by communication
~ barriers. It would be a mistake to assume that the clinicians, or for that matter the ward clerks

and nursing staff who attempt to record the name of the patients, had made no effort to find

* Originating from the time of the missionaries it has been a common practice in South Africa for Africans to
take {or be given) a Christian name. This avoided the difficulties for non-African language speakers of repeating
and remembering names that were foreign to them.

® Where patient records are kept.

? Brand names of cigarettes.
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out the patient’s address. In addition, there may be a number of psychiatric reasons for not
being able to elicit 2 name and address from a patient on admission. The level of
consciousness of the patient, paranoia, cognitive impairment through intoxication or other
reasons, would all be possible explanations. However, a socio;political dimension to this
issue was raised through a patient who was attempting to be the opposite of invisible in the

‘system.

During the period of data collection at VBH there was a patient who had been sent to the
' hospifal by the Truth and Reconciliation Commission® (TRC). His family had been killed
when his shack burnt down in the mid-1980’s and he believed that they had been murdered
for political reasons. He wanted the people he believed to be responsible brought before the
Commission. Within the hospital unit team there had been some difficulty at arriving at a
diagnosis and so the patient was interviewed at a team meeting. In an inter?iew in which a
nurse served as interpreter, the patient was insistent that he should be given “his documents”
(in the words of the nurse interpreting). It emerged that the patient had understood the
process-of providing his personal history to the clinician to be equivalent to the process of
_taking a statement in a legal matter. He argued that the hospital records contained his life
story and that this would verify his case for the arrest of the perpetrators’. When his request
was dechned the pauent argued that the TRC could give the authority for the hospltal to
release his papers. This tragic story and the patient’s desperate plea could stand as a

microcosm of what is changing in South Africa, and what may be perceived to be the same.

There is a sense amongst the poor, disempowered and formerly disenfranchised of South
Africa that the govemment and the state, through bodies like the TRC, now care about what
happened to people during the dark years of apartheid. There is a perception that the stories
of suffering that did not matter then, do matter now and are being attended to by sympathetic
and just authorities. This is nothing short of miraculous. However, implicit in the expression

of optimism by this particular patient is the notion that the state hospital is an arm of this new

¥ The Truth and Reconciliation Commission was established under the Promotion of National Unity and
Reconciliation Act, No, 34 of 1995. It functions primarily through three committees: the Amnesty Commiftee;
the Human Rights Violations Committee; the Reparation and Rehabilitation Committee. The first two
committees have held hearings throughout the country focusing on particular events during the apartheid era.

? Part of the TRC process for applicants involved the submission of a statement regarding the perpetration or
experience of gross human rights violations. These applications may have been taken down by TRC
investigators and a proportion were further investigated.
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justice. What this suggests to me is the perception of the hospital as a state organ, and, I
would surmise, that this is not a new idea. I would argue that this notion is a remnant of the
old South Africa, and that whatever its potential virtues now, there are also many sinister

implications for patients.

South Africa has recenﬂy e'merged‘ from being a virtual police state. Freedom of movement
was restricted for black people through the requirement that they carry a ‘passbook’, which
indicated where ﬁhey could legitimately be and, by implication, where in the country they had
no right to be'®. Migration to cities and other regions in search of work or family was dealt
with through irhprisonment and forced removal to a ‘homeland’. These and many other
restrictions on civil liberties repdéred being knowrti’ to the state a tﬁreat to life and limb. Being
identiﬁed and identifiable to the state was dangerous and gave thé ainartheid bureéucracy the
means ’by which to exercise control. It should not be surprising then that patients would be
anxious about being ‘known’ to a state hospital. During tﬁe apartheid years this would have
been the case for all black patients.v However, the shifts in recent years may have modified
this for multi-lingual service users. For various reasons to do with education, access to the
.media and the effects of poverty, monolingual Xhosa-speakers and limited English speakers
would perhaps be the most at risk forkcarrying the historical identity of mental health care

institutions, as perceived by the community of service users, in the present time.

There were (and are) many indications in the process‘ of psychiatric admission that would
suggest that a state hospital did not differ a great deal from other oppressive state institutions.
Many black patients are; brought to hospital by the South African'Poli‘ce Services (SAPS)"
and thus risk scrutiny immediately. They are often admitted to wards that are locked and‘
which have barred windows. Most of the windows of what are now the racially integrated
admission wards at VBH look out across the river to the maximum security ward, with the

regular appearance of SAPS vans transporting those accused of crimes and admitted for

' The Pass laws were repealed in April 1986, only to be replaced with stricter anti-squatting regulations.

' Agegressive and violent behaviour is a key indicator for admission to hospital of black patients. Access to
telephones, ambulance services, private transport and the cost of any other form of transport are also factors that
influence the mode of gaining access to hospital care. '

167



Chapter 8 |

psychiatric observation. The impact of this would have been even more dramatic when the

‘black side’ of VBH was on the same side of the river as the forensic wards". |

In interviews with hospital staff regérding interpreters and the placement of CHITEP
ihterpreters_at VBH, much emphasis was plaéed on the issue of confidentiality. This is an

enormous area of neglect in the protection of Xhosa-speaking patients’ rights. The use of a
| general assistant or another patient as an interpreter presents a range of clinical issues around
the integrity of the information that will be garnered. This should present to the clinician the.
spectré of a whole host of ethical and medico-legal sanctions. It is hardly surprising that
evading these hazards could come to be seen as a significant aspect of clinical skill. The fact
that clinicians face no overt risk of ethical sanction and there is no documented instance to my
kno{?vledge of a clinician ever being sued in South Africa for malpracﬁce under these
circumstances, is an indication of the extent to which monolingual Afxi{can language speakers

are vdisempowered in the health care system.

However, any risks that face ‘a clinician when using an unqualified and unauthorised
. interpreter pale in the face of the hazards a patient must negotiate. If such a patient wishes to
be helped by the clinician, they risk the many levels of exposure that are possible when
confiding in an interpreter who has no professional obligation to respect the trust placed in
them. Not only is there the risk of iﬁter-personal shame and derision, but exposure to ridicule
within one’s community of origin is risked. To this must be added the not i‘nsigniﬁcant
weight of socio-political -threat in a violent and divided society. Thus, in the apparently

simple, mundane and routine activity of enlisﬁng the help of a gEneral assistant or patient to
| interpret, the clinician- produces a merger of moral and legal discourses of observation and
discipline in a single stroke. This discursive merger can be no more complete than when the

person enlisted to interpret is a security guard".

2 A great deal of time and energy is expended by psychiatrists in attempting to resist being constructed by the
SAPS, magistrates’ courts, communities and families as agents of control over disruptive individuals. However,
the fact that this is the case merely underscores my point regarding a general perception regarding the role of
psychiatry in society. See Mossman (1997) for a superb attempt to address this in relation to the debate
regarding homeless people in the USA.

3 Tribe (in press) 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 perpetrating human rights violations during the apartheid era. The implication of psychiatric
institutions in this has not yet been explored (du Toit, 1998).
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PSYCHIATRY AND COLONISING THE AFRICAN MIND

In a monograph provocatively entitled Capture by description Thornton (1988) traces the

history of anthropology in southern Africa. While eschewing a facile form of the notion that
anthropology participated directly in the colonial enterprise by providing the ‘intelligence’ (in
the sense of information) necessary to rule more effectively, he does acknowledge that
ethnographies of southern African people were profound in their influence over the shaping of
linguistic, cultural, ethnic and geographical boundaries. Of interest in the context of this
discussion is Thornton’s proposition that a shift towards emulating the natural sciences in
anthropology resulted in incomparable cultural phenomena being compared with
universalised descriptivé categories. However, he argues that far from making African
cultural forms transparent t(;‘ interpretation, it rendered them pfofoundly opaque, even

mystified. This suggests a number of parallels with the psychiatric enterprise.

- Arguably the dominant impulse in global psychiatry is towards a single, all-encompassing
diagnostic system (DSM IV, 1994). Massive research projects seek to validate diagnostic
categories in a large range of cultureé and regions (Jablensky et al., 1992; Leff, Sartorius,

'Iablensky, Korten & Emnberg, 1992; WHO, 1973, 1979). A passing interest in ‘exotic’

 cultural phenomena is subsumed within this larger universalising project. One of the ways in

which this is accomplished is to make a distinction between form and content in mental
phenomena, thus accommodating déviant cultural content in a typology of universal forms.

- Swartz (1993) has described how this has functioned in a particular way in South African
psychiatry. A relativistic position on cultural aspects of | emotional distress mystifies the
phenomena and renders them incomprehensible, while simultaneously subsuming these

phenomena into universalistic biological discourses. In this way uncertainty over the
meaning of cultural phenomena is over-ridden with the confident asSertion of universal
biological implications, and in this way biological intervention is validated. Individual
meanings in the mind are reified in the process of their transposition into symptoms of the

mind.

At the individual level,A the description of states of mind is closely linked to these states of
mind being subsumed into psychiatric discourses of psychopathology. The implications of
this process are not ideologically neutral. Various forms of control and surveillance are

mobilised as concomitants of the power of description. Certain descriptions are prioritised
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over others (McCulloch, 1993, 1995; S. Swartz, 1996a). “Moral trajectories” (Barrett, 1996)
~ in behaviour and complianée with medication (Trostle, 1988) are often part of treatment. The
fallure of a patient to modify his or her identity in relation to a d1agn051s is often negatively
construed and maybe accounted for in terms of the illness (Estroff 1993). In what was
discussed above in relation to bemg ‘known’ for blacks in South African institutions, it was
shown that there might be social perils in being described accurately. Reticence regarding the
role of specific cultural beliefs and practices may also be fraught for similar reasons. The

reluctance to disclose cuituraﬂy informed beliefs might arise for individual and group reasons.

One of the critiques of the “ethnic sensitivity” approach to multi-cultural health care has been
the way in which lifest}?Ie choices are labelled activély or by implication as socially and
morally unacceptable. In Britain this has been expressed in relatioh té birth—coritrol,' child-
rearing practices, etc. (Stubbs, 1 993). In this way the surveillance implicit in the psychiatric
enterprise is translated into pressure on the members of particular groups to conform to
normative social forms. Local examples can be seen in the biomedical approach to traditional
healing practices. These are simultaneously lauded for being ‘;holistic” without evidence
. (Swartz, 1996), and vilified for poisoning patients (Joubert, 1989). While research into
traditional healing‘is framed m terms of a value-added approach, implicit in this gaze at
traditional healing is the possibility of control and regulation under biomedical auspices

(Cavender, 1991; Freeman & Motsei, 1992; Kottler, 1988; Varga & Veale, 1997).

The dynamics of managing language diversity in institutional settings are the dynamics of
negoﬁating identity. For the patients who aré treated in institutions, certain identities may be
mobilised when engaging with the institution, while others may be suppressed or obscured.
This may take place for a range of personal, social, political or cultural reasons. Thornton
(1996) has described the bewildering fluidity of identities in a South Africa that is more post-
'modem than post-colonial. Thé arbitrarily assigned categories of apartheid have dissolved
and signifiers that previously served to create an illusofy coherence fail to do so. A powerful
way in which the fluidity and ‘negotiable’ quality of identities is sustained is the sanctuary of
impaired or restricted conimunicatic‘m. When considering the role of nurses as interpreters, or
community health interpreters for that matter, it is important to recognise that they must
contain and mediate this negotiation of identities. Language issues also foreground issues of

identity for individual clinicians and for institutions, and it is to this that I now turn.
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LANGUAGE, RACE AND INSTITUTIONAL IDENTITY

Lentegeur Hospital:

At the outset of this research I had hoped to assist in putting the rble of interpreters and
language issues generally higher on the agendas of local policy makers and service providers.
As a clinician working within the state health care syétem I was well aware of the frustrations
of staff and patients and felt personally identified with this struggle. It was therefore
distressing to find that an initial draft of a paper for publication based on the study conducted
at LGH met with a negative response from hospital authorities (Drennan, in press-a). While I

was aware that the paper quotéd interviewees’ most strongly worded statements and that it
drew challenging Conclusions»fégarding race, I naively assumed that it could be of benefit to a

hospital that desperately required more substantial state support. Some issues with the draft
referred to inaccurate historical detail but the main thrust was the view that the hospital had

been misrepresented with respect to the question of race and racism. It was felt that the

- identity of the hospital was informed by its policy to be a ‘non-racial’ institution, an identity

adopted years before infegration became macro-health policy. The respondents to the initial
draft felt that this aspect of the hospital’s identity was lost through my not adequately
situating the problems in the context of the wider health care system. These comments were
most cei'tainly valid. The practices in any particular institution are strategies developed to
deal with the pressure of reflecting larger social forces and paradoxes in their work. The
position of the researcher commenting on the practices of a particular institution as an
exemplar of the effects of certain types of social pathology is, however, a complex one
(Rhodes, 1986). Conflicting loyalties and identifications on the part of the researcher may

result in over-simplification and even misinterpretation. |

Part of the objection to the inference that practices at LGH may be interpreted as racist could
be seen to arise from the coloured experience of discrimination under the National Party,
along with black groups. However, in a post—apartheid South Africa political issues are less
dichotomised than prior to 1994. There is emphasis now, through the powei'ful metaphor of
the ‘rainbo’w nation’, on richness in diversity. The new ethos aspires to recognising the many
disparate voices and interest groups that make up the new order. 1 wish to explore this issue
through examining the appointment of an interpreter at LGH in some detail. This will

illustrate the complexity and range of issues that are embedded in such developments.
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The appointment of an interpreter at LGH was discussed in Chapter 5 and reference was made
to the fact that the person appointed was a coloured man, formerly in the position of a security
guard at the hospital, who spoke many African languages". A range of factors must be
considered when examining this appointment as simplistic conclusions may fall short of
adequately contextualising the decision. The first issue that warrants consideration is the
ethnic identity of the incumbeﬁt. I am not privy to the criteria that informed the appointment
of a coloured interpreter, and I do not wish to question the competence of the person
appointed. But the question of cofnpetence may be precisely the rub. It is possible to
question the use of a decontextualised notion of competence, as is characteristic of
biomedicine, in the absence of a consideration of identity issues. The appointment of a
coloured interpretér could be seen to entrench the perception of the hospital as a coloured one.
A Xhosa-speaking coloured interpreter does little to address issues of alienation and
marginalisation of black patients that manifest through language service provision, but are not
reducible to it. HoWever, it further seems to illustrate the shortcomings of reifying language
skills as a technical feature of service provision, while evading larger issues. The argument
.advanced in Chapter 5 that an interpreter can be used to expedite the objectives of the

institutional management of patients is reinforced through this.

The issue of jobs and competition for scarce resoﬁrces must also be considered as Erasmus &
Pieterse (1997) have linked the rise of coloured ethnic nationalism to this. There is evidence
that the coloured community was given preferential treatment, in areas such as social welfare
* support, compared to black people under the Nationalist government. It was also explicit
poli{:y for coloured people to be given labour preference in the Western Cape. LGH was an
employer in the area, with historical loyalties to the surrounding coloured community. This
could have had a bearing on the small number of Xhosa-speaking nurses employed over the
five years since the hospital began to admit Iarge numbers of Xhosa-speakers. In my
discussion With union representatives at VBH, they argued that a new category of intefpreter
should be created in the public service post structure, but that no new people should be

employed to fill this post. It was felt that general assistants should be given a career path and

" Competence in these languages was not to my knowledge assessed.
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promotion optlon through training to work as interpreters. This sentiment may also have had

a bearing on the decision at LGH to make an ‘in-house’ appcnntm(enfrﬁ‘:3

The Western Cape is the only one of nine provinces that has a National Party’® majority in
local govemrhent following the democratic elections of 1994. This is attributed in a large
measure to the coloured vote. The choice of this clectérate is seen as an expression of anxiety
amongst the coloured population about the consequences of a predominantly black ANC
government, and the rise Qf a coloured ethnic nationalism (Erasmus & Pieterse, 1997).'
Arguably, employing someone with the power of multi-lingualism but the loyalties of the
dominant group at the hdspital could be seen as relevant in this context. Again, this had
echoes among VBH staff, where coloured staff expressed anxieties about a change in the
character of the institution towards bemg more Africanised. There was indirect opposition to
the special arrangement of havmg an interpreter for Xhosa-speaking patients from Afrikaans-
speaking staff at Valkenberg. Some had begun to fefuse to .interpret Afrikaans for the
clinicians who were not proficient iﬁ this language, as they felt that the interpreter should

provide this. As one nurse put it: -

“... but I feel that there was a bit of unhappiness amongst the other nurses, you

know, where there was, um. Why must you [the z'nterpreter] Just talk in Xhosa,
- why can’t you talk in Afrikaans? That’s your job, it'’s in your job description
- to interpret so you have to talk in Afrikaans.”

An issue omitted from the original draft of the paper submitted to LGH hospital was the
question of blame. This was an important therhe in the talk of interviewees and each had a
theory as to who was responsible for the service to blacic patients.- By my omitting to address
this specifically in a draft of a paper for wider consumption,. it is possible that the hospital
administration would seem the most likely to be implicated by readers, without regard for the
multiplicity of contextual factors that impact upon service provision for particular groups in
local hospitals. These include economic factors, labour relations, macro and micro socio-
political factors. However, the reéponse from %he institution can also be seen in the light of
what can be said and not said in public spaces with regard to service provision for ethnically

diverse populations.

15 Secunty guards are employed on the grade of a general assistant.
' The ruling party during the apartheid era.
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Local academic writiﬁg during the apartheid era was subject to particular internal and external
pressures regarding what could be written about in relation to racism (Lambley, 1980; Swartz,
1985). Howitt & Owusu-Bempah (1994) and Ahmad (1993) have written in recent times of
similar such struggles in Britain. While thére,has always been tension between researchers
and practitioners with regard to exposing the' worfk of clinical practitioners (Rodman &
Kolodny, 1977), the ?ressures regarding questions of race and racism are always particularly
intense (McGary, 1992). In South Africa during this period of transition the gradlial
permeation of change into institutional contexts, a type of working thiough with its attendant
anxieties, may create types of self-censorship Which are not easily overcome. The enormous
“social and emotional conséqueﬁcés of exploring questions of race and racism at the present -

time create a climate in which this is an uncomfortable experience for all involved.
CHALLENGING RACISM AT HOME
Of speaking and writing

- ““Fieldwork’ is coming closer to ‘homework’ than we usually think” (van Dijk & Pels, 1996,
p. 247). For a number of reasons I have been explicit thus far about the identity of the
institutions where the research was conducted. One is that, before becoming fully aware of
the implications of what I was embarking 'upén, I published a paper in a local journal whére I
specified the location of the research (Drennan, 19965). This was done because the features
of the hospital studied are unique in South Africa and would have b¢en transparent to a South
African aﬁdience. It was also useful to be able to name the hospital because of the standing it
has in the mental health community as a teaching hospital. ‘A later paper that addressed the
language issues at another hospital,b and that did touch on the sensitive issues raised in the
previous chapter, also specified the institution (Drennan, in press-a). Again, this was partly
because, if adequately contextualised, it would be immediately identifiable because it is the

~only institution of its kind in the country. It was therefore pointless to try to conceal the

identity of the institutions with the usual conventions of anonymity.

The question of anonymity is a moral and ethical dilemma that anthropologists have struggled
with in relation to studying professional elites (Harrell-Bond, 1976), but most particularly

when conducting research with people who will read the texts that are produced. Added to
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this can be the difficulty of having on-going relationships with and direct accountability to the
subjects of research, and for whom there may be negative effects (Cheater, 1987). Even if
anonymity to a wider audience for the researched group were possible, this cannot protect the
more important intimate relationships from these implications (Fé(:io, 1993). Cheater (1987)
- refers to these dilemmas as those of a “citizen anthropologist”. Ngubane (1991) writes of the
difficulty of being a “native anthropologistf’. [ am attempting to be explicit about these issues
here precisely because I believe them to be fundamental components to understanding the

complexity of language issues, and the integration process, in local institutional contexts.

Under the apartheid government, academic work critical of policy acrdsé a range of settings
including institutions was morally laudable. To do this was anti-apartheid and anti-racism. In
a sense, the politics of criticism were straightforward and there was a certain degree of
protection afforded the academic by liberal institutions. The new South Africa is poliﬁcally
~ more complex, and the politics of critique are more complicated accordingly. Bekker (1996)
has written of how difﬁcult it is to criticise the new order in the face of a number of pressures.
These include the economic concerns of the government; possible accusations of a lack of
. patriotism; counters that such criticism is premature in the development of new democracy;
and that premature criticism actually undermines 6r damages the process of transformation
through damaging confidence iﬁ the politicail leadership of the day. All of this leads to a
sense that the would-be critic should give the new order more time before embarking on

criticism.

An attempt to critique institutional practice now, and the suggestion that institutional racism
continues to undermine, if not characterise institutions, involves. being construed in one .of |
two ways. Either one is saying that the institution is not progressive, lives in the old South
Africa and is thus racist. Or it involvés saying that the new order continues to be racist in
spite of superficial changes in policy. _Thé former has the potential to be very damaging to the
institution that permitted scrutiny of its work. This raises a whole host of ethical dilemmas aS'
to how rights are to be prioritised and the imponderable coﬁsequcnces that are possible
outcomes of such a critique. However, the latter is also very difficult. In fact, such a charge
runs the risk of being seen as racist itself. Here the question of who has the authority to speak
on such mattérs, in terms of how such statements will be read by others, is pertinent (c.f.

Kottler, 1990; Swartz, 1989).
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Howevér; ii is not only the process of writing that manifests these difficulties. Kavanagh
(1991) has drawn attention, through an ethnographic study in the USA, to how the
“sensitivity” of race and gender issues results in avoidance in formal organisation
communications. When commentéd upon, these issues were usﬁally'conﬁned to comments
amongst peers and subordinates. If not, the person who was outspoken was unlikely to be a |
pennarient inember of staff, thought of as unprofessional, and pejoratively labelled as “an
agitator” (p. 264). Roth & Swartz (1992) have noted that the racial integration process at
another Western Cape hospital was remarkable for its silence on issues of race. Thcy‘
hypothesised that talk of race can slip very easily into racist talk and that anxiety about how

talk about race will be perceived results in this being avoided.

There was a great deal of talk about the language issue at LGH. However, this talk, it seems,
had not ventured into the terri£ory of public talk about race. Swartz (1986b) has drawn on
Foucault’s notioh of “incitement to discourse” (p. 140) to sound a note of caution about the
intrinsic value of talk in the area of societal struggles with the issue of racism. Some forms of
talk can detract from silences and 'gapsr in the discourse of engagement with particular
. problems or struggles. It is possible that an “incitement to discourse” at LGH on the question
of language was serving to obscure instituiional engagement with issues of race and racial
integration. The apparent paradox of how extensive the interpreting need was perceived to be
and how difficult it was to clarify the details of this need could be understood in terms of
ambivalence in the institution. It appeared that what was unacceptable to LGH, by virtue of its
challenge to its identity, was the inference that the problems it experienced with respect to

language could be interprgted as giving rise to institutional racism.
DISCOURSE ANALYSIS, ETHNOGRAPHY AND AUTHENTICITY

In Chapte: 3 I outlined the theoretical articulation of a discourse analysis approach to the
study of institutional practice and contrasted this with a subjectivist or hermeneutic project.
The method of discourse analysis, in this instance in relation to institutions, requires that
institutional ‘texts’ be analysed for the purposes of identifying or abstracting out recurring
themes. However, such an analysis must acknowledge that the ‘discourse analyst’ comes to
the process with his or her own set of interpretive repertoires. Discourses in texts are not so
much discovered anew as synthesised from a combination of the particular context and the

pre-existing “maps” (Wetherell & Potter, 1992) available to the researcher. In the course of

176



Negotiating identity

this research my own process of identifying relevant information was informed by a
dialectical engagement with the information made available through the ordering process of
the research method and the directions this suggested in my reading of previous writings. For
example, the very striking differences in the services available to Xhosa-speakers in hospitals
on the basis of communication difficulties with service providers led me to explore the issue
of institutional racism in the available literature. This strengthened a focus on this problem
and provided a language with which to articulate the issues more coherently. This would
seem to accord well with Foucault’s concept of sovereign power which is precisely not the
power of a particular individual but the power that an individual acquires through particular
discourses and discursive practices (Clegg, 1994)”. However, there is an implicit hierarchy
of perception in this process of acquiring rhetorical power through familiarity with the
discourses of discourse analysis, that results in the privileging of the researcher’s
interpretation over that of research subjects. I have come to problematise the question of
authority in relation to discourse analytical studies of biomedical seftings, through the

juxtaposition of ethnographic methods in such research.

Littlewood & Lipsedge (1997), in an overview of racism in psychiatry in Britain, describe a
range of examples of institutional racism. Like in many American studies, institutional
racism is demonstrated through aggregating particular instances of difference in treatment
(Chung, Mahler & Kakuma, 1995; Flaherty & Meagher, 1980; Sabshin, Diesenhaus &
Wilkerson, 1970; Segal, Bola & Watson, 1996). Thus, in the case of prescribing patterns for
different ethnic groups, the average dose of a particular medication may be higher for
particular groups, but this would not necessarily make a particular dosage of medication a
‘racist’ dosage. This attempts to disconnect particular examples from the implication of
necessarily being racist, but demonstrates trends in how black patients are treated as a group.
A discourse analytic approach seeks to clarify the complex relationship between particular
interactions and “aggregated” trends. Kuipers (1989) cautions researchers wishing to
synthesise micro-analyses of institutional texts with discourse approaches that ““macro’
discourses are not merely ‘micro’ formulations writ large” (p. 110). There is a process of

“gradual objectification and decontextualising of discourse” (p. 110) and redefining it in a

"7 While the overall thrust of the Foucauldian description of a new economy of power relations notes a shift from
sovereign power from above to that of a disciplinary power operating within relations, Clegg (1994) is
describing how some individuals reproduce discourses more powerfully than others,
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new context. While this process may add meaning to particular institutional texts. the
stripping away of particular contextual details may result in a degree of reductionism. Such a
process may be antitheﬁcal in some respects to the ethnographic enterprise, where recreation
. of the context in which ‘texts’ should be understood is imperative. Consequently, discourse
analytic approaches have been cautioned as to what may be lost in the “salt-flats of

abstraction” (Cox, 1989, quoted in Terre Blanche, 1997, p. 155).

Ethnographic research is inevitably an intensely challenging and emotional process. The
extent to which this is represented in the academic texts that reflect on the ethnographic
experience may variously reveal or obscure this facet of the enterprise (Marcus & Cushman,
1982). It is necessary to consider my position in relation to the textual representation of the
research process, as it highlights the difficulty of representing multiple perspectives. In the
course of this study I have experienced myself in a number of roles in relation to the
institutions involved. When setting out | coﬁstrued myself, and was cohstrued by others. to be
a member of the institutions, a researcher and perhaps a helper. These roles were fundamental
in granting me largely unquestioned access to certain types of information and institutional
spaces. However, as the significance of the language issues and its connection to fundamental
questions of human rights gained in moment for me, I was caught up in attributing
responsibility to particular parties. This led to a more journalistic or activist appreéch in
relation to the complexities, and obscured most of all my identity as member of the
institutions. As was discussed above, the draft of a paper for publication regarding Lentegeur
Hospital implicitly placed the responsibility for the service provision difficulties at the door of
that hospital’s administration. A set of assumptions informed by my sympathies towards
clinicians, my sense of vulnerability as a clinician myself, and my expectations of
bureaucratic authority, led me to avoid approaching administrators directly. When I did
interview administrators their familiarity with some of the language issues and their
willingness to engage with a critical interpretation challenged some of these assumptions. It
became clear that hospital administrators in both settings had their own perspective on
language services. They too felt trapped by organisational limitations, only they were caught

between local government and the competing demands of clinical and administrative hospital
staff.

As part of the ethnographic process | asked clinicians at Valkenberg Hospital to read and

comment on a part of the text presented here. The response this provoked was strong and yet
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ambivalent. For clinicians who worked in the units involved in the study, engaging Wlth the
language of discourse analysis in representing their clinical work was an intensely difﬁéult
experience. Feelings of anger, shock and distaste made the text difficult to read. There was a
concern that clinicians were represented as ignorant, complacent or at worst actively colluding |
with the racist oppression of black patients. The ambivalence arose as a result of the wish to
see the issues of racism and inequity of services made explicit nevertheless. There was a wish
not to deny institutional racism nor to require an apologist interpretétion of the context of
clinical work. But there was also a feeling that the care and concern for black patientsi
expressed in clinical work was not adequately represented. A discourse analytic approach
might justify such responses in terms of d¢niél (van Dijk, 1992) or discount them as irrelevant

at this rarefied level of analysis.

However, Fisher & Todd (1936) in their consideration of institutional discourse refer to
Garfinkel’s (1967) cautionary words, that people are not “judgmental dopes” (p. x). My
representation here of clinical work that takes place, often in the absence of meaningful
interpreter assistance, focuses on meanings that do not come into being. This may obscure or
. even ‘obliterate’ the meanings that do come into being with patients, inyspite of the obstacles,
that are both empowering and humanising. In fact, clinical communication and clinician
identities can seem truncated through appearing to be reduced to the textual representations of
institutional documents, in something akin to the reification scandal in discourse analysis
referred to by Terre Blanche (1997). S. Swartz (1996b) describes this additional layer of
institutional reality as “lived actuality” (p. 154). Thus, “clinicians may produce documents
which conform to institutional patterns but simultaneously engage with their patients in ways
which facilitate the expression of complex and contradictory experience in both themselves

and their patients” (p. 154).

Part of the difficulty for clinicians in reading the draft section of the text was with the
language of discourse analysis, which tends to emphasise negative aspects of discourse.
Terms and phrases such as ‘collude’, ‘conceal from scrutiny’ and ‘reproduce racist
discourses’ may be argued to be comprehensible within the discourse of discourse analysis as
~ less pejorative than they seem. However, a similar argument in relation to psychiatric
terminology regarding personality disorders, for instance, would not perhaps stop a discourse
analysis from inferring nevertheless the presénce of moralistic discourses implicit in the

psychiatric text. The implicit reductionism in such an account and the obscuring of
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contradictory discourses results in an analysis that fails as an ethnographic description. While
the discourses of racism are important to identify for many reasons, the value of the
 interpretation is undermined if there is a perception that it “gets it wrong’ > (Ngubane, 1991).
Such an analysis can attempt to influence practice through raising awareness, most
particuiarly if the perspective can fmd its way into training courses (Fairclough & Wodak,
1997). But the ways in which discourses of institutional racism are modified or cut across by
other contradictory and competing discursive practices would remain unclear, and perhaps‘

less likely to be modified by self-initiated changes on the part of individual clinicians.

The struggle for a researcher who wishes to make a critical reading of institutional practicés,
without flinching from socially. and politically sensitiize issues, and who wishes to be helpful
to providers and patients in the process, may lie in striking a balance. Too harsh a critique
risks the loss of credibiﬁty within the community of hospital workers; but too superficial an
aﬁalysis risks the failure to grasp the nettle that is choking change. Institutions may well want
- assistance with service provision probleins in health care for black patients, for which they
feel under-resourced and ill-equipped. Hospital staff themselves are frustrated by the lack of
. consideration being given to the needs of Xhosa-speakers in psychiatric settings. Appeals
- were made in the course of interviews conducted during thlS study for a coherent strategy that
goes beyond the fragmented efforts of individuals. |
“[So that] it's not just this improvised, arbitrary, superﬁéialx interrupted
process.”
But in order to draw attention to the need for a broader, more all- encompassmg process of
change there is a sense in which the institution must become known to the wider community
in terms of deficiency. Exposing inadequacy is always difficult. To identify a need in an
institution, even when giving voice to this need may be valued, can be much like the role of a
therapist in relation to a struggling patient. The patient may appreciate that an untenable
situation in their life has been némed, but may be exasperated at being implicated in the
‘maintenance of the problem (c.f. Rhodes, 1986)’8. The parallel situation to this in a research

context can be a persecutory experience for the institution, and felt most acutely through its

¥ It is important to note that this metaphor may also be seen as patronising, as it conveys another construction of
the researcher as in a position of superiority over the researched. Implicit in the metaphor is a hierarchy of
perception and a distancing of the researcher from complicity in the situation being described. This is
particularly problematic in “practitioner ethnography”, but also obscures the implications of the researcher’s
emotional involvement in the research process (see, for example, Hunt, 1989).
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representatives. This challenges the identity of the institution in particular ways, highlighting
vulnerability and risk. The dilemma of how to get help without being compromised, judged,
or constructed in particular terms, and yet to have a need recognised, is a vexed one.
Inevitably this leads to an attempt to manage self-presentation. It is far more acceptable to
manage this presentation, whether by self or other, as being one of a lack of institutional
resources such as interpreters or multi-lingual clinicians. This deficit can be addressed
pragmatically without.morc;ﬂ implications. It is much more difficult if the institution is to be ,
represented as racist and in need of transformation. This implicates biomedical institutions in
the particular racist structures of apartheid that they presented themselves as being above.

The moral implications of this and the question of what to do about them is not as easy to

resolve.
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Chapter 9

CONCLUSIONS AND RECOMMENDATIONS

A striking aspect of this study of language in institutional settings is the way in which-
language issues are everywhere and yet appear to bélong nowhere. There is no group or
sector that overtly takes language issues to be an integral aépect of its purview within the
institutional practice of psychiatry. I have shown that this neglect of language, and the issues -
that cluster arouﬁd, it may fundamentally compromise the nature of clinical work that can take
place in such settings. This implicates each individual clinician in the issues of language. But
even more significant are the implications of neglecting the language issue for institutions as a
whole. Before considering the implications of the different facets of the research presented

here, 1 will briefly address aspects of the study that may impact upon the conclusions drawn.
. CONSIDERATIONS IN ]NTERPRETIN G THE RESULTS OF THIS STUDY

My. focus on interpreting in psychiatric settings places limitations on the extent to which the
findings here are applicable in a range of other biomedical contexts. Psychiatry is far from
being prototypical of biomedical settings, and there are many features of Vother biomedical
settings that may make interpreting considerably less problematic. This is true both from the
point of view of the institution providing the service and for interpreters working in these
settings. However, many of the issues explored are as cogent and urgent in mainstream

medical practice as they are in psychiatry.

Secondly, the focus on the Western Cape is on a 'region where the impact of the language °
'demcgraphics are of a nature that may be quite different to another province, such as Gauteng
or the Free State. Some of what been addressed here would need to be adapted to these

contexts.

There is also a question about the validity of assessmg services for black service users without
d1rectly comparable data on other groups of service users, in essence the question of a control

group. There are a number of ways in which this could be framed, for instance comparing
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diagnoses, medication, outcomes, etc. The answers to such questions would be multi-

factorial, and language issues would be inseparably entangled with other dimensions of
treatment. I have not set out to prove the relevance of ‘language to these sorts of measures. |
take the central importance of meaningful communication in mental health care to be a given.
Until equitability of the services offered at this basic level of communication is achieved,
groups of service users who can communicate and those that cannot are fundamentally
incomparable groups. For this reason a far more significant gap lies in the limitations of the

ethnographic aspect of the study.

The developméntal progression of the research 1 described previously could be seen to arise
out of a sense that the initigl studies were deficient in casting Iight on the institutifmal
complexity of the role of llanguage dibvérsi‘ty,' and by implit:étion, the role of interpreting.
However, the final study descr{bed here is no less subject to that observation. There are two
main réasons for this. One involves the many limitations of employing a focused
ethnography approach. While a focused approach does allow results to emerge quickly and
addresses 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 attempting to arrive at a
rich understanding of the context and the way in which it shapes the realities that can com‘e
into being is a compromising factor. This iimitation arises partly out of the way in which I
have sought to address multiple levels of identity in institutional settings. This goes beyond a
focus on pragmatic solutions to language service problems, to exploring underlying discursive
- formations at both societal and institutional levels. Within the limitations of the present
study, this exploration may be‘incomple‘te in many respects, but | have attempted to show that
a narrow focus on language and linguistic diversity as a practical problem is also deficient in a
number of respects. Practical solutions run the risk of being inappropriate without
consideration of the wider historical and socio-political context, and may well reproduce
aspects of an oppressive health care system unwittingly. At the most basic level, they may
simply fail. At another level, make-shift strategies that are inevitably short-lived, reproduce
the issue of access to services for various language groups as peripheral, and the place of the

groups themselves as marginal in society.

The second limitation of this research as ethnographic, is the fact that I have only begun to
learn to speak Xhosa. Barrett (1996) notes that in ethnography “fluency with language is
mandatory” (p. 7). In ethnographies of psychiatric settings this language is usually the
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professional language of psychiatry. However, as my focus here was on multi-lingualism in
Seuth Africa, it is a grave cause for concern that I do not speak a black African language.
This most certainly compromised my access to certain types of information and my awareness
of what was taking place during interpreter-mediated interviews, At the risk of making a
virtue out of necessity, it is worth noting that one of the aspects of this research I have drawn
attention to is the way in which there can be a mirroring of the patient/clinician dynamics

within the researcher/researched relationship.

There is an important role in research on psychiatry in insﬁtutional settings for an account of
; how these settings mobilise and interact with the multiple identities of service users. This
would need to be more than another account of a reified and ‘traditional’ African culture in a
modern institution, but would rieed to accommodate identity as dynamic and cohstantly
_shifting. The contributioh of this study, precisely because >of my identity as a non-Xhosa-
speaking white male clinician, is an amplification of .issﬁes of identity negotiation in
psychiatric institutional settings as prokblematic. The obstaéles to gaining access to particular
aspects of idéntity in relation to thsa—speakers, whether staff or patients, are obstacles for
. clinicians seeking to understand and be of assistance to patients. But they are potentially
more important obstacles to black patients gaining access to meaningful services aﬁd a
contributing factor to an experience of alienation in these settings. Aspects of my identity as a
researcher were also seen to impact upon the productiori of a written document regarding the
research. Issues to do with access, freedom to speak/write, betrayal and the representation of
the work of clinicians and interpreters all surfaced through the research process. This
suggested echoes with the sorts of constraints that operate on members of institutions in the
daily performance of their institutional roles. This can also be seen in relation to clinical work
and its textual representation. It would make for a smoother scientific product were I to
obscure or detract from the importance of not speaking the indigenous language that is so
central to this research. However, this mirrors aspects of the clinical work and writing that
was described in Chapter 7. Rather than discrediting the possibility of meaningful clinical or
research work in the absence of speaking an indigenous language, acknowledging this
limitation and exploring its implications is an important starting point in making the issues

visible.
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RECOMMENDATIONS

The recommendanons from this study I will describe in two ways. One I see as being a
national strategy (the ‘high road’), the other is Jocalised and specific (the ‘low road’). By
national T mean that the first overall approach to the issue involves addressing macro-level
issues in the delivery of health care. The second is informed by keeping a wary eye on the
size of the task in ad'dressing macro-level issues and the many obstacles that will arise to
make meaningful change an inevitz«lbljr slow and cumbersome process.‘ The urgency of the
language issues perhaps demand a certain pragmatism. Strategies that offer immediate and
localised sbluﬁons can be of enormous value as well. Not only do they address clinical needs
now, but they can serve as models for other settings and contribute towards a potential data-
base of experience when form&lating policjr. There are also, however, many potential dangers
in a localised and hence fragimented approach. One is that these strategies may deflect
attention away from the macro-issues by pacifying various interested parties. We have seen
how important legislative and governmental support is to facilitating change in local practice
through the experience in Britain and the USA. People working on the ground in health care
) settings are vulnerable to demoralisation and disillusionment where efforts to offer equitable

services are not supported, or are even tacitly obstructed, by over-arching bureaucracies.

National strategies

A document is currently in preparation by a research group at kthe Department of Psychiatry,
University of Cape Town, in consultation with a wide range of role players nationally,
regarding national standards of care in psychiatric settings'. This document includes a
particular focus on langﬁage and cultural issues and ad;iresses the role of these aspects in
transforming services. As important as this document will be’ in setting benchmarks, it is
- necessary to look at how to go about materialising the envisaged changes. There are a

number of fronts on which this could be tackled at a national level.

o The governing bodies of the medical and paramedical professionals, such as the Interim
National Medical and Dental Council of South Africa (INMDC), could be lobbied to
explicitly address the ethics and risks of the professional activities of their members

without interpreter assistance. There are a number of overseas models of how this could
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be addressed, regarding social work in Britain (Baker et al., 1991), and the Medicaid
guidelines in the USA (Putsch, 1985). If professional guidelines made it clear that certain
practices are unethical, and therefore liable to prosecution or sanction unless under
exceptional circumstances, there would be an immediate impetus for individual
practitioners to take responsibility for their individual practices. Where the professionals
practice in institutional' settings, it would be possible for the existence of professional
requirements to exert pressure on the institutions that make use of their services.‘ An
additional front on which national governing bodies could be pressed to re-examine policy
would be in the area of language requirements. At present functional competence in
English is the only requirement to be licensed to practice locally. This explicit adoption
of a lingua franca of health care may facilitate the acquisition of foreign medical doctors,
but it does little to foster a local medical community that is dedicated to meeting the needs

of South Africans. ’

e« The Nursing Council could be lobbied to take up the issue in relation to nurses’
performance of the task of interpreting. This could seek to clarify the circumstances under
which this work is informally institutionalised, address training issues, and question of

recognition of this task (whether through remuneration or status).

e Medical aid and medical insurance schemes could be lobbied to recognise the services of
an interpreter as fundamental to gaining access to services and the quality of the services

delivered, through granting an allocation to the hiring of interpreter services for members
(as is the case in Germany for hospitalised patients, Rider & Opali¢, 1997).
Unfortunately, the economic and social inequalities of the past may make the number of

subscribers to private medical aids who do not speak either English or Afrikaans small.

For most users of interpreter services the provincial health departments would be the most

relevant groups to lobby.

« Some steps have been taken to lobby provincial health departments regarding interpreter
services. The very real pressures of shrinking budgets, staff lay-offs and hospital closures

all contribute towards an environment where the notion of expanding services is

! This work is being conducted on contract from the National Mental Health Directorate.
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anathema. However, one area in which there is a commitment to expanding services is
primary health care. If the importance of interpreting at this level of service provision

were to be recognised, other systemic changes could follow.

o Training institutions can also have a significant impact on modifying individual and
institutional ﬁractices. . There have been many calls overseas for the training of health
professionals in language issues and the use of interpreters, but this issue bears repeating
(See for example: Carr, 1997, Corsellis, 1997; Corsellis & Crichton, 1994). All of these’
identify the critical need for the training of public service personnel in a wide range of
issues in providing services to a culthrally diverse population. If this were to take place,

- change could slowly filter.through to institutions. - Writing locally, Swartz (1998) has
gone further to sﬁggesf that all health préféssiénaié, and indeed all human service
personnel, should have trairxiing, in one or other indigenous language other than Afrikaans.
This would not obviate the need for interpreters, but would greatly facilitate training in

language and cultural sensitivity.

e AConsumer groups could be lobbied to take up language issues as part of their interest in

protecting the rights of consumers, particularly the most potentially vulnerable to

marginalisation and abuse.

- Local strategies

The most important starting point for addressing language issues in' particular institutions
would be a willingness on the part of the institution to examine its services and syétems for
equity, access and appropriateness to the communities who make use of them. This would of
necéssity involve a consideration of the remnants of discrimination and exclusion left over
from the apartheid era, but would also need to consider the place of mental health services in
a new South Africa. This process of self-reflection could take a number of forms and there
are many models available. Some of these, particularly those developed in the USA (Adams,
1995; Cross et al., 1989; Roizner, 1996), involve structured approaches to reviewing service
provision. These strategies could be adapted to local circumstances. In this way, a
consideration of language service provision could be embedded in an overall strategy to create

and deliver culturally competent services.
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With specific reference to language services, the three-tiered system suggested by Carr (1997)
and Fortier (1997) may need to be adapted for local conditions and with the addition of a
fourth tier. |

¢ In the We’sktem Cape the first tier could be structured access to a ‘bank’ of volunteer or
professional interpreters for patients who present infrequently with languages that are not
indigenous to the region. Tswana, and Pedi are examples of South African languages, but

" French and Portuguese are also important to consider as refugees and migrants from the

rest of Africa increase in number.

» A second tier could be professional interpreters who are employed by an agency outside
of the institution itself who provide language services on a regular and structured basis.
An example of this would be when an agency provides an interpreter for a particular out-

patient clinic on a regular basis.

e A third aspect could be made up of professioneil interpreters, who are either employed by
an outside agency or by the institution itself, and who are based at the institution on a full-
time basis. These interpreters could be allocated to particular aspects of a service or used
throughout an institution, depending on the volume of need and how the services are

structured.

. » The fourth aépect would be the organisation of the interpreting services provided by
r;lurses; This would involve training for nurses who were willing to contributevin this way .
and the recognition of this aspect of the work, in terms of reward, the allocation of duties
and the alloéation of nurses to particular units within a service. The addition of this facet
would be to address the need for easy access to language services in certain clinical
settings, but. also so that communication between staff and patients in indigenous

languages does not get split off from other aspects of service provision.

All of the strategies listed here are of the “add-on” or “add-in” variety (Swartz et al., 1997).
While they may contribute to a change in thé“culture’ of a particular institution, there are
other ways of thinking about the interface between language and services. Swartz et al. -
(1997) suggest that multi-lingual psychiatric nurses are an under-utilised resource. If the

language skills and ethnic identities of psychiatric nurses were adequately recognised and
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supported, the possibilities for offering a broader and more appropriate range of interventions

may be enhanced.
The professionalisation of interpreting

The professionalisation of interpreting at a natio:}al level is a key issue here. It is important
that the available national resources for the training and professionalisation of interpreting are
developed and broadened to include health care work. This can not take place initially
without clarity as to how trained interpreters will be employed in health care settings. Career
paths and reasonably secure employment would have to be potentially available to justify
investing in expensive training courses. It would in my view be a mistake to create an
expectation that interpreting “in health care should become the exclusive province of
specifically trained 'mterpréters: The enormity and diversity of the task should not be under-
estimated. There are also hidden pitfalls. As was discussed in relation to interpreters in
multi-disciplinary teams, the presence of a language professional can reify the simple and yet
fundamental task of communication in health care in a way that splits it off from other clinical

functions (c.f. Miller & Swartz, 1991, in relation to clinical psychology in medical settings).

The presence or potential presence of designated interpreters was seen to make a significant
impact upon the all round availability of language services at Valkenberg Hospital. However,
 the interpreter service should be part of a co-ordinated overall strategy. I will take this up
below but the potential availability of designated interpreters may make the interpreting
situation worse for health services under particular circumstances. If it is not clear to other
services providers, such as nurses, what their pesitibn is in rélation to interpreting when there
are designated interpreters, there is the possibility that nurses may refuse to interpret. This
may compromise the services in a number of ways. The experience of this research has
shown that services are vulnerable to this problem when there is unhappiness amongst the
service providers. When team membership and co-operation is undermined, requests for
interpreting are a soft but vital area in which to give voice to dissatisfaction. The tacit
interpreting arrangements that are vulnerable to this sort of conflict are symptomatic of the
 failure to recognise that language is an important facet of any medical service. Nevertheless,
rigorous training in the discipline of liaison interpreting and the strategic utilisation of a
specific professional service could create the backbone of language services that could be

augmented and supported in many ways.
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NGO interventions in health care, with particular reference to psychiatry

As a language practitioner the interpreter would seem to be ideally placed to assume the
mantel] of the person responsible for the language needs of institutional mental health care.
With the cautions noted above, there are two ways in which this service could be structured
with a number of possible permutations. One strategy would be to attach an interpreter to a
specific aspect of a service‘ and have them focus their availability on meeting the needs of the
service providers in that unit. Possible problems with this, as we saw above, have to do with-
under-employment and a compromising of independence in relation to the demands of the
service. It would perhaps be more realistic, in terms of resources and optimum utilisation, to
structure access to language services specifically aimed at the more time consuming and
labour-intensive work. Ad hoéyinterpréting with trained nurses could still play a role in short

and unscheduled interpreting. -

Another strategy would be to view a language group as a special constituency requiring
stewardship through a system. The interpreter could have a caseload in certain units and
- focus on the needs of specific individuals in relation to the services. This may require a wider
“ range of skills and result in a function more akin to a link-worker in the British model (Raval,
1996). An interpreter who has contact with the patient indepéndently of the clinician copld
build relationships and get to know patients better. This could go a long way to'wards
addressing the alienation of an admission to hospital, but should not happen in isolation from
or as a substitute for broader systemic changes. ‘A number of facfors would have to be in

place for either of these models to work efficiently.

If the interpreters were employed by an agency outside of the institution, access to hospital
management structures would be imperative. This would enhance the respect and
consideration given to the language services. A clear grasp of organisational structures and
routines on the part of the external organisation would also enhance appropriate service
provision. But it also behoves the institution to take responsibility for maximising the

benefits of such interpreter services.

The interpreters should be required to keep detailed records of their work that reflect patient
contact, interviews that required interpreter services, and ward meetings attended. A clear,

structured programme of responsibilities should be negotiated, and made available to all
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involved wards and administration staff. Certain staff and patient meetingé may require
attendance and the interpreters should be given guidance on which these are and why. The
hospital staff may require this to be clarified for them as well. The experience of the CHITEP
in providing a service at a particular hospital indicated clarity about lines of authority and
accountability to be imperative. Closer links wn:h teams in which relationships of trust are
built between interpreters and clinicians, to famhtate conﬁdence in both parties, are important

to develop.

Training for psychiatric work is particularly important. .In this respect, the provision of an
interpreter with a short training in generic medical work may be insufficient. Westermeyer
(1990) lists the areas of expertise required of an effective. psychiatric interpreter. These
suggest thaf the best training for this ﬁlay be that of psyéhiatric mirsing. In addition, specific
training regarding the South African Mental Health Act, patient rights in this context, and the
role of cultural factors in mental illness are imperative. The 1atter capability should not be:
assumed. Preparation for working on the axis of mediating cultural factors is a murky area,
but experiencé in addressing this issue would be of great value to the wider mental health
.community. In line with this, the interpreters require a great deal of professional support to
improve their awareness of an appropriate advocacy role and more active empowerment to
perform this. Training for interpreting in psychotherapy and psychometric testing would be

important directions in which to develop a basic interpreter training.

Training for health care providers

The issue of trammg for the users of mterpreter services, health care service prov1ders was.
raised above. There is obviously a significant practical component to the types of training
that could be envisaged for health care providers. Raising awareness of the modifications to
technique necessary in clinical contexts when working with an interpreter would surely
- improve services for those at risk of marginalisation and exclusion on the basis of language.
This could be done quickly and cheaply, as in-service training or part of the curriculum at
under-graduate level. However, where this trainihg would fall short would be in promoting
an understanding the role of language in access, on many levels, to services. Linked to this is
the issue raised in Chapter 2 regarding the distinction between the language gap and the
cultural gap. There is a marked limit to the amount of contextualising and cultural elaboration

that an interpreter can provide in the routine course of interpreting an interview. Not only
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may such elaborations intrude into an interview, but the interpreter rhay have no way of
knowing what shoﬁld be elaborated on and when. It is imperative that more and more
clinicians begin to understand the social and cultural implications of a good translation of
what a patient has said, rather than having to depend upon an explé.nation. It is necessary that
the capacity to contextualise the illness presentations of black patients become implicit in

medical and psychiatric work.

Possibly the single most importam way to Begin to Broach all the traininé issues, technical and
| discursive, is through the practitioner’s attempts to learn a black African languagé, While
some medical schools have had one-year courses.in a black African language for some time
now, this strategy has not been particularly successful for a number of reasons. The low
status of the Ianguages, the lack of interest from professional role models, and the lack of real
incentive from the point of view of course requirements have all contributed to a’dismal
outcome from these courses. Other professional trainings have similar difficulties, with the
notable exception of the Clinical Psychology Masters level training at the University of Cape
Town. The intake for 1998 was the first that had a demonstrated attempt to learn an
_indigenous language other than Afrikaans as an entrance requirement. This has taken a
number of years ‘to bring to ﬁ'uition, but the effects permeate down into under-graduate
education. If this policy were more widespread in medical and paramedical training, a knock-
on effect to school education would result. Language abilities would do a great deal to
address issues of social di_stancc, the ‘otherness’ of black patients and discrimination in health

care institutions.

Of course, if service providers were able to be at least functionally competent in a black
African language this would not obviate the need of interpreters. Basic competence may
reduce the need but not remove it. ‘Further, there are many languages that could not be learnt

and for which interpreting would be required.
A FINAL WORD ABOUT MEANING

It seems that much research in the social and health sciences is ultimately idealistic. Research
can be idealistic in the sense of being loosely tethered to the reality of a chaotic and
 fragmented everyday world as it points hopei‘tu towards a more ordered and coherent ideal.

It can be idealistic in the sense of containing, explicitly or implicitly within it, exhortations for
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 practitioners of these sciences to do more, and to do better. This can be more of a burden than
Aassistance to practitioners who are already stretched beyond reasonable limits. Finally,
research can be idealistic through not attempting to solve any particular practical problem at
all, but merely ‘trying to describe something. This last type can seem to be the most offensive
form of idealiém from the vantage point of the over-worked, under-resourced and under-
rewarded ‘cogs’ in the machinery of health care. At the start of this study I had set out to
describe the place of ‘ihterpreting in mental health care, but I was not then satisfied with a
description. I had hoped that a description would contain within it potential solutions to a
problem. However, this exploration of the dimensions of the language problem in local
institutions has led to a thicket of institutional, social, political and historical problems that
dwarf any aspirations to resolution. They are the problems that confront most South Africans
in many areés of personal and public life in a country that Thorton ('1 996) describes as
emerging from a state of beingj“perpetuaﬂy just ahead of apocalypse”‘ (p. 158). The scale of
the tasks that are embedded in any aftempt to address the deceptively simple issue of language
in mental health care has led me to appreciate anew the value of ‘mere description’. If by

description there can be a beginning to the process of making meaning, first for ourselves, and

. then for our patients, this study will have served its purpose.
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Appendices V

- OFFICIAL LANGUAGES OF THE PROVINCES OF
SOUTH AFRICA

1. EASTERN CAPE: Xhosa, Afrikaans, English, Zulu, Southern Sotho.

2. FREE STATE: Afrikaans, Southern Sotho, English.

3. GAUTENG: Zulu, Afrikaans, Northern Sotho English.

4, KWAZULU-NATAL: Zulu, English, Afrikaans.

5. MPUMALANGA: English, Swati, Afrikaans, Ndebele.

6. NORTHERN CAPE: Afrikaans, Tswana, English, Xhosa.

7. NORTHERN PROVINCE: English, Northern Sotho, Afrikaans, Tsonga, Venda.
8. NORTH WEST: Tswana, English, Afrikaans.

9. WESTERN CAPE: Afrikaans, English, Xhosa.

Table 7: Official languages of the provinces of South Africa.

172
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Source: State Language Services, Pretoria.
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Appendices

LANGUAGE COMPOSITION OF SOUTH AFRICA

Table 8: Language composition of South Africa.

Language Number of speakers’ | Percentage
Zulu - 8343590 22,1
Afrikaans 5702 535 15,1
North Sotho 3530616 9.4
English , 3414 900 9,0
Xhosa 6 646 568 17,6
South Sotho 2 420 889 6,4
Tsonga 1439 809 3.8
Tswana 3482 657 9,2
Swati 952 478 2,5
Ndebele 477 895 1,3
Venda 673 540 1,8
European Imm. 109 825 0,3
Ornental 25505 0,1
Other 495 597 1,3
TOTAL 37716 404 100%

' Based on RSA Population Census 1991.

Adapted from: van der Merwe, L. J., & van Niekerk, L. O. (1994). Language in South
Africa: Distribution and change. Stellenbosch: University of Stellenbosch.




APPENDIX 3

LANGUAGE-RELATED ASPECTS OF THE
CONSTITUTION OF SOUTH AFRICA

Source: Language Plan Task Group Final Report (1996). Towards a national language
plan for South Africa. Ministry of Arts, Culture, Science and Technology, Pretoria.
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Annexures

ANNEXURE 1

Constitution of Republic of South Africa, 1893

Languages

3. (1) Afrikaans, English, isiNdebele, Sesotho sa Leboa, Sesotho, siSwati, Xitsonga,
Setswana, Tshivenda, isiXhosa and isiZulu shall be the official South African
tanguages at national level, and conditions shall be created for their development and
for the promotion of their equal use and enjoyment.

(2) Rights relating to language and the status of languages existing ai the
commencement of this Constitution shall not be diminished, and provision shall be
made by an Act of Parliament for rights relating to language and the stats of
Ianguages existing only at regional level, to be extended nationally in accordance
with the principles set out in subsection {3),

{3) Wherever practicable, a person shall have the right to use and to be addressed
in his or her dealings with any public administration at the aational level of
government in any official South African language of his or her choice.

{4) Regional differentiation in refation to language policy and practice shall be
permissible.

{5} A provincial legisiature may, by a resolution adopted by 4 majority of at least
two-thirds of all its members, declare any language referred to in subsection (1} 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 that legisiature, save that neither the
rights relating to language nor the status of an official language as existing in any
area or in relation fo any function at the time of the commencement of this
Constitution, shall be diminished.

{6) Wherever practicable, a person shail have the right to use and to be addressed
in his or her dealings with any public administration at the provincial level of
government in any one of the official languages of his or her choice as contemplated
in subsection (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, subject to this section, make
provision by legislation for the use of official languages for the purposes of the .
functioning of government, taking into account questions of usage, practicality and
expense, i

(9) Legislation, as well as official policy and practice, in relation to the use of
languages at any level of government shall be subject 1o and based on the provisions
of this section and the following principles:

{a)  The creation of conditions for the development and for the promotion of the
equal use and enjoyment of all official South African languages;

(b}  the extension of those rights relating to language and the status of languages
which at the commencement of this Constitution are restricted to certain
regions; :

{¢)  the prevention of the use of any Ianguage for the purposes of exploitation,
domination or division;

{d)  the promotion of multilingualism and the provision of translation facilities;

{z)  the fostering of respect for languages spoken in the Republic other than the
official languages, and the encouragement of thexr use in appropriate
circumstances; and

{f  the non-diminution of rights relating to language and the status of languages
existing at the commencement of this Constitution.

{10} {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.

{5} The Pan South African Language Board shall be consulted, and be given the
opportunity to make recommendations, in relation to any proposed leg:siauon .
contemplated in this section.

{c) 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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Annexures

Constitution of the Republic of South Africa, 1996

Languages ‘
(1) The official languages of the Republic are Sepedi, Sesotho,

6.

2)

3)

{4)

)

Setswana, siSwati, Tshivenda, Xitsonga, Afrikaans, English,
isiNdebele, isiXhosa and isiZulu,

Recognising the historically diminished use and status of the
indigenous languages of our people, the state must take practical and
positive measures to elevate the status and advance the use of these
languages.

National and provincial governments may use particular official
languages for the purposes of government, taking into account usage,
practicality, expense, regional circumstances, and the balance of the
needs and preferences of the population as a whole or in respective
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 residents.

National and provincial governments, by legislative and other
measures, must regulate and monitor the use by those governments of
official languages. Without detracting from the provisions of
subsection (2), all official languages must enjoy parity of esteem and
must be treated equitably.

The Pan South African Language Board must -

(a) promote and create conditions for the development and use of
(i)  all official languages;

(i)  the Khoi, Nama and San languages; and
(iii)  sign language.

(b} promote and ensure respect fcr ianguages, including German,
Greek, Gujarati, Hindi, Portuguese, Tamil, Telugu, Urdu, and
others commonly used by communities in South Africa, and
Arabic, Hebrew, Sanskrit. and .others used for religious

- purposes.
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We are attempting to find out more about the needs of hospital
staff and patients with respect to the use and availability of
interpreter and translator services.

INTERPRETER UTILIZATION QUESTIONNAIRE

Please complete this brief

50N

T
£11
i3
si1iet
yipriptng
it
fErn
arp

Date:otcluc-u.oall..v-‘Q'loonintccl.Cnn..ln,:.onocnc'lnil-.l.!.

PatiEﬂt‘S MSME ST o s e s s n 2 8 968 eauaosooeosesossaee®ss st oo eosas s e

File NUfnber:-....--.......'.--..-.----...--.».--..--..o-..-a-

Female

E] ) ' Malev - E]

Home language of the patient with whom you wished to
communicate?

AfrikaanNScececsecoeos
xhosal.....l.llil
Other (specify):. esaescevecvenaacoa

Language of interview (if different from above):......ce.0

Context in which interpreter service was required

Psychometric Assessment.....
Paychiatric Assessment......
Family Interview......s cnwae

“Ward Round.soses
Group.eeesnessos
gther.cccceesne
{SpPECifY)eeecasscssnosannns

An interpreter was: available immediately........

: available at a later time....Ei
: unavailable..ccesonscccncaaen

Duration of interview?.ccccscscsssesssanaca esessscsaascss s

The person who interpreted was a?

Registrar.ssecsssss
Paychologisteeee«.
General Assistant.
OeTecacaonsscannsnas
VigitOresocosocoasasa
Student Nurse.....

Female

Professional Nurse...
Social Worker..coseeo
Staff NUrSCscsocssssse
Patientescsiessacosoas
.Family Member.cessesoe
Other.cececeeessncessss
(Specifylececsccnssosccsonnnnos

Male - ]

REREER

n O

Other observations / comments that you would like to make
about this interview:

0 O

0 O

C

sy

eeseseaesaes THANK YOU
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XHOSA-SPEAKING STAFF: VALKENBERG HOSPITAL
OCTOBER - NOVEMBER 1993

Table 4.3: Xhosa-speaking staff allocated to the units studied.

Unit Professional | Staff | Genmeral | Total
o Nurse - Nurse Assistant

Female Admission wards 2 2 1 5
Forensic Unit 5 5 4 14
Male Admissioﬁ wards 7 3 3 13
Total 14 10 8 31
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VALKENBERG HOSPITAL: FIRST STUDY (1993)

Table 4.4: Contexts of interpreter utilisation.

Context C23 FAWs FU MAWs All units
Psychometric 0 0 1 1 2
Psychiatric assessment| 72 60 16 99 247
Family interview S 4 3 3 15
Ward round 0 0 8 6 14
Group 0 7 2 0 9
Other 3 0 1 8 12
TOTALS 80 71 31 117 299

100% _ - —

90% - Cther

80% _

70% _ B Group

60% - ] Ward round

50% -
40% -
30% -
20% _
10% ..
0%
C23

FAWSs

FU

MAWSs

B Family interview

| Psychiatric

assessment

- [ Psychometics

Figure 4.1: Contexts of interpreter utilisation by unit (in %)
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INTERPRETER UTILISATION QUESTIONNAIRE

DD e W A o WD ™ 0D D o 0 e W T B AR o @ oo -

A W D 0 D G D O 0D O R DD T A 0 B T G DU A R T 0 0 O D D D P G W A D

-ome language of the patient with whom you wished to communicate?
w5 A
Other Specily:

----------------------------------------------------

o B R o0 o 8 A K A R o A AR T B W AW W A

-anguage of interview (if diferent from above)?:

Context in which interpreter service was required:

Osychiatric assessment Gro‘up
=amily interview ’ Psychometrics
-Nard Round Other
- (Specity)
“An interpreter was: Available immediately
{ Available 2t a iater ime
Unavailable *

Juration of interview ?

e o D L ] T SR R G O B

iTime of interview?

o T a0 S D S WD 5 A TR T D O T W T AR D o

#iihe person who interpreted was a:

‘ Enrolled Nurse

Jegistrar Protessional Nurse

“sychologist Social Worker

EAL Mursing Assistant

ok © Patient .

Jisitor Family Member ' .

Btudent Nurse O.T. Assistant ‘

Dsychologist Intern Medical Officer

Jther Specity:

~amale . D | Male E
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INTERPRETER UTILISATION QUESTIONNAIRE
Nursing Questionnaire

W 0 0 D G e S D > TR T A W D G st D W GRS O D K KD D AR G 0 R OO G B TR W S G D G5 G P D T U W W A WO A D L O R W G e e e O G G G S G TR T A G W 4G TR o

Number of Xhosa-speaking patients requiring an interpreter:

Number of staif on duty today:

Xhosa
Category Number |speakers

Frof. Nurse

Enrolled Murse
Enrolled Nursing Assist.
Student Nurse

General Assistant
Interpreter Specify:
Other

5 . . D .~ " - e > -

Other languages requliring an interpreter:

O A T e WA b T W W S o e W o R e O B B e A g o

No. of Ward Round interviews with interpreter available:

|

No. of Ward Round interviews with interpreter unavailable:

T T D D WD A A s e G D R 6 i W G A S G W G P A D TR W W N T T AT W W OB T AL R G AP T G G WA I D W NG A S W e W G S T T T AR 6 G A T U W W o

D D W G R G D G0 WP T A W A R G N W D GO K B Y SN D 0% G G O A O 45 W3 T Y 4 NS I 40> TD T O G5 4P N D G SN WS RGP U U G S W 4P Wb NP G0 GB WK A OB O3 45 u E OR 45 R UE 43 GD GH A% GN O WD T M O W ™

o e T 0 U O W O D W A U D A W e AR WD T N 0 G D I g K B O D B G A GO WP WP D D A 0 O G W G A 52 AR 8 OR G a

T D R e > A O D O G D O O e O e T G T T S5 O G O G D A D b G O A o e R e D 0 D R e U D O A o 0 o

e Y
-------------------------------------------------------------------------------------------
...........................................................................................
..........................................................................................

D - D T W T B Y A W T D T G0 TR G 0% S oo D R AR K R S0 0 W 9 U D D G W D AR D L P O T 0 O i G D AN A K 6 e K R W N P 5o 5D 0 G 0 O 9 A AP e

0 o a8 R W W W T e G T S R A 0 D D GN G A W W W W N A R S D O D D S A N G S D R R D D G S D 2 G e G e S e 5 G 4D O GR A B A O OV @ A . e
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LENTEGEUR HOSPITAL:
SEMI-STRUCTURED INTERVIEW OUTLINES

INTERVIEWS WITH XHOSA-SPEAKING NURSES:

¢ S & e

[ ]

Name, age, qualification.

How did the person come to be working in psychiatry?

How long have they been at LGH and which wards have they worked in?

Do they have experiences of interpreting in another medical discipline, and how was
this different to psychiatry?

How does interpreting impact upon their work as a psychiatric nurse?

What experiences have stood out in terms of interpreting, best, worst experiences?
How does it affect relationships with other service providers and with patients?
How do they handle cultural issues, what cultural issues come up when 1nterpret1ng‘?
Should interpreting be part of nurses’ work?

How should the problem be solved at LGH?

INTERVIEWS WITH CLINICIANS AND NURSES:

Name, age, qualification.

How did the person come to be working in psychiatry?

How long have they been at LGH and which wards have they worked in?

Do they have experiences of interpreting in another medical discipline, and how was
this different to psychiatry?

How much of a problem has the need for interpreting been in their work experience?
What experiences have stood out in terms of interpreting, best, worst experiences?
What sorts of cultural issues have come up when using an interpreter?

Should interpreting be part of nurses’ work?

What has been tried in terms of solutions to the need for interpreting and how should
the problem be solved at LGH? :

253




APPENDIX 10

CHITEP: JOB DESCRIPTION FOR COMMUNITY
INTERPRETERS.

255



Appendices

CHITEP: JOB DESCRIPTION FOR COMMUNITY
INTERPRETERS.

JoB SUMMARY:

To offer an interpreting service to Xhosa-speaking patients in their contact with health
care providers. To facilitate communication between Xhosa-speaking patients and non-
Xhosa-speaking health care providers by offering interpreting services. To ensure that
the Xhosa-speaking obtain appropriate health care.

PRINCIPAL DUTIES

» To interpret for Xhosa-speaking 1nd1v1dua1 patients in their interaction w1th health
care providers in accordance with the project’s code of practice.

« To advise patients of their rights and choices in respect of the health care facility.

s To identify the needs of Xhosa-speaking patients in respect of health care services.
To prepare proposals for submission to management of the health care facility in
conjunction with the co-ordinator / director.

« To take appropriate action to ensure that the patient receives appropriate services and
that the health care provider understands the needs of the patient. This may require,
e.g. challenging discriminatory or culturally insensitive behaviour on the part of the
health care provider.

e To assist with counselling when necessary.

« To observe confidentiality at all times.

+ To help with problems which may arise whilst the pat1ent is attending the health
facility.

e To assist with health, e.gv. give appropriate explanations to patients; assist with
directions of medications; referrals; etc.

+ To keep records of work done with detailed information of problem areas, and to
present weekly reports in both oral and written form.

e To attend weekly team meetings.

« To be able to function effectively within the multi-disciplinary health team.
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INTERPRETER UTILISATION VALKENBERG

Date:

o w - LT Y Y - - T - - - -

Fatlant's Name:

File Number:

- o - " - - - o -’

Female ‘ D . - Male D

Heome language of the pafient with whom you wished to communicate?
Xhosa : '
Other A Specily:

Language of interview (it different from above)?:

Contextt in which interpreter service was required:

Psychiatric assessment Group
Family interview C ‘ Psychometrics
Ward Round . ' Other
' (Specily) N .
An interprater was: Awailable immediately
" Awvailable at a later time ;
Unavailable

Duration of interview 7

- - o o - G 0 O 4 o 9 0

Time of interview?

- = - o iy

. The person who interpreted was a:

:‘ Interpreter ' Enrollad Nurse
[|Registrar Professional Nurse
li Psychologist Social Worker
GLA, - : Nursing Assistant
lo.T. | Patient
Wisitor Family Membaer
Student Nurse ol O.T. Assistant
Psychologist intem Medical Officer
Other Specity: o

Female A ' [:] Male | [:]

Cther observations / comments that you would fike to make about this interview:

e

- . a oo - - - - -

5 0 O A 5 R R 4 0 4 0 65 O . A 05 T O O A A S B R R D R D 0 W 6

€ B o 9 K 5 OB R 49 9D GD OB OB 6D MP P G R U I O OB OB W 0N €5 N 6D 4 W M 4RI 05 W a

o o onan - - - e o

D g o G R D A R W D A T O S I S N D D D D T A D T @D R D om0 an - - an o - -

- -

- - - - on

R Thank You

- an o - - 0
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PROGRAMME EVALUATION AND
| FOCUSED ETHNOGRAPHY:
SEMI-STRUCTURED INTERVIEW OUTLINES.

INTERVIEWS WITH CLINICIANS AND NURSES:
" An overall impression of the nature of the language difficulties as encountered in
staff-patient and staff-staff interactions.

m Opinions on: _
® Performance of the imerpreter
® Interpreter's impact on service provision;
® The impact of the interpreter on other members of the multl-dlsmplmary team and
their functioning;
@ The quality of the service offered to speakers of African languages and
suggestions for areas of improvement;
® Suggestions for improvement in the interpreter service.

INTERVIEWS WITH THE INTERPRETERS:

m An overall impression of the nature of the language difficulties as encountered in
staff-patient and staff-staff interactions.

Accommodation to work in a multi-disciplinary mental health team.

"On the job" learning experiences, areas of insecurity in functioning.
Experiences of mediating culture for patients and staff.

Extent of patient advocacy work.

Sources of stress, frustration, and dissatisfaction.
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