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Abstract 

A review of the South African psychiatric literature reveals that the concept of culture is 

commonly reified. It is also used by the South African state to legitimate apartheid. 

The concept of cultural relativism, though often associated with liberal views 

internationally, is linked with state policies in South Africa. Some South African social 

scientists, therefore, strongly question the notion of relativism. This reaction unfortunately 

does not engage with the social reality of the widespread perception of cultural differences, 

in psychiatric settings and. elsewhere. 

Issues of race and culture in psychiatric practice were explored in a psychiatry department 

of a liberal South African university. Observation of ward-rounds in a psychiatric casualty 
' 

(emergency) facility over six months revealed that, as elsewhere in the world, a major 

cultural factor influencing clinicians is the relationship between psychiatry and general 

medicine. A cultural understanding of South African psychiatry must take account of this 

-relationship. 

J Ward-rounds in a facility treating Black psychiatric patients were observed over fifteen 

months. Black and white clinicians in these rounds were often in conflict over 

constructions of the concept of culture. Some appeared deeply ambivalent ab.out cultural 

relativism. 

Psychiatric re~istr~s (residents) attached to the department under study participated in 

loosely stT?ctured interviews exploring issues of race and culture in their work .. They also 

responded to vignettes dealing with white, coloured and Black patients. · Registrars felt 

uncomfortable about the role of the concept of cultural difference in affecting the welfare 

J of Black patients, and in maintaining discrimination. Their own socialisation as 

i 
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practitioners in an individualising ~nd medicalising discipline seems a maJqr factor f contributing to their ongoing reproduction of this discrimination. 

The study reveals the importance of exploring the views and experiences of practitioners. 

South African work focussing on the need for fundamental change in mental health care 

has generally glossed over details of extant practice. This dissertation shows, however, that 

a major site for mobilisation for change in South African mental health-care must be the 

psychiatric institution itself. 
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Chapter 1 

Preface 

I. Introduction 

This dissertation explores issues of culture in South African psychiatric theory and in 

aspects of practice. It focusses on practice in a psychiatry department attached to a liberal 

South African university. This university is committed to non-racialism and is opposed to 

apartheid. 

Epidemiological information on psychopathology in South Africa, particularly amongst I 
black people is, as will be seen in Chapter 2, sketchy and often of dubious quality. Given 

this fact, it may appear that the only serious agenda for any extended study of relationships 

between culture and psychiatry in this country must lie in the field of the elucidation of 

manifestations of distress and healing amongst black South Africans. Such research is 

indeed necessary. This dissertation, though, may be read as a refutation of the view that 

the study of culture in South African psychiatry is synonymous with the study of black 

patients - people of different backgrounds from South African psychiatrists, most of whom 

are white, middle class and male. I hope to show here that a primary issue on the agenda 

of South African psychiatry should be not only a careful exploration of what different 

patients look like but also a critical and reflexive examination of the very construction of 

the notion of cultural difference in South African psychiatry. This construction, as I shall 

show, has profound implications for clinical training and practice, both of which are 

embedded in the broader sociopolitical environment. 

In taking up this position at the outset, I am' aligning myself with a local political agenda -

the push towards the creation of a non-racial democratic South Africa with health and 

mental health services equally accessible to all in terms of proximity, cost, and social 

2 



Chapter 1: Preface 

appropriateness. At the same time I am situating my own work in the context of particular 

traditions of psychiatric research concerned with issues of culture. By way of background, 

some features of different traditions in exploring questions of culture in psychiatry will be 

briefly outlined. 

II. Traditions in research into culture and psychiatry 

In consecutive years at the beginning of the 1980s, two books were published by British 

psychiatrists interested in relationships between culture and mental health. The first of 

these, by Leff (1981), was entitled Psychiatry around the globe: a transcultural view, and the 

second, by Littlewood and Lipsedge (1982), was Aliens and alienists: ethnic minorities and 

psychiatry. Both texts are currently into their second ~ditions (Leff, 1988; Littlewood & 

Lipsedge, 1989). A major difference between the two books can be discerned simply from 

an examination of the titles. Leff is concerned with looking 'around the globe' at a range of 

manifestations of distress, and his book reads to an extent like a travelogue. Littlewood 

and Lipsedge, by contrast, foreground the notion of the 'alien' in their title, and focus very 

clearly on psychiatrists (or alienists) themselves. 

The difference in emphasis between these two books is not trivial or, indeed, merely 

academic in the narrow sense of the term. In a brief review of Littlewood arid Lipsedge 

(1982), Leff (1982) dismisses their approach for setting up British psychiatry as, as he puts 

it, an 'Aunt Sally' (p. 677). The editor of Transcultural Psychiatric Research Review, ·Prince 

(1983), by contrast, though not entirely unsympathetic to some of what Leff (1981) has to 

say, concludes his review of Leff s book with the damning comment that 'those interested in 

transcultural psychiatry would be advised to look elsewhere' (p. 118). Apart from anything 

else, the two books differ in orientation towards questions concerning the ideological 

position of psychiatry as a discipline in Britain and elsewhere1 (footnotes appear at the end 

of each chapter). 

3 



Chapter 1: Preface 

In both editions of his book, Leff (1981, 1988) implicitly dubs himself a cultural relativist, 

'concerned to stress the concept of cultural relativity and to avoid an ethnocentric stance' ---., 

(Leff, 1988, p. 211). It remains true to say, however, that despite some changes in the 

second edition, Leff s primary stance is that of a universalist2• He clearly subscribes, 

furthermore, to the view that with modifications of a technical nature, it is possible to use 

standard psychiatric instruments to observe and record actual differences and similarities 

between different groups of people. Littlewood and Lipsedge (1982, 1989), by contrast, use 

detailed case description and an ethnographic approach to demonstrate the complexity of 

the stories of individual people and their relationship to broader social dynamics. 

South African psychiatry is heavily influenced by British psychiatry. This is the case 

particularly but by no means exclusively in units attached to English-medium universities. 

In many such institutions, senior personnel are British-trained, and links with Britain 

maintained. The differences in approach in British psychiatry, however, are related to a 

broader debate - that between what Kleinman (1977) has termed the 'old transcultural 

psychiatry' and the 'new cross-cultural psychiatry'. According to Kleinman, proponents of 

the 'old transcultural psychiatry' (and Leff can be seen to represent an important tendency 

in this approach - the British empiricist psychiatry tradition) view western diagnostic 

categories as neutral and value-free entities, and engage in a quest for psychiatric 

universals. They cannot but 'find' these universals as their etic standard instruments can do 

nothing other than produce data constructed according to their own design - everything else 

is ~ssed. )be 'new crQ_~s-~Jtural p~chiatiy works from a relativist perspective, e~l_o~e~ ---, ...-- ,,, 
_texts of distr~s~_ in _qualitative detail, and attempts to elaborate meaning in a social co~text 

(Good, 1977; Good et al, ~982)._ Direct compai:i~o~ _of__diso£d_ers_ a~_o_ss populations 

be_c9mes far _1!1ore complex both th~oreticE)Jy_an_d_technically,.and therejs great emphasis 

on being aware of the influence of _what Kleinman has termed 'explanatory models' on the 

experience of distress and on the way that it is managed (Kleinman, 1980, 1986). Not only 

patients have 'explanato!Y modejs' - Qrof~ssi<:>~aJ~ do too, and an important goal of clinical 
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Chapter 1: Preface 

con;ununicationjs_the . .satisfacto:cy.negotiationlletween.these.models.(Kleimnan,_Ejsenb_erg, 

& Good, 1978). 
,.,...· ~ 

I do not intend to review either the 'old transcultural psychiatry' or the 'new cross-cultural 

psychiatry' in any detail here3, and I have discussed elsewhere the implications of 

differences between the approaches for South African psychiatry (Swartz, 1984). What is 

central to the current discussion, however, is the observation that the 'new cross-cultural 

\

psychiatry' requires that theorists and clinicians constantly examine their own explanatory 

models and, indeed, their own role in the social and cultural construction of disorder and 

treatment (Eisenberg, 1988; Kleinman, 1983, 1987; Townsend, 1978)4• It is not surprising 

- that a recent book by Kleinman on the psychiatry/ culture interface is intimately concerned 

not simply with exploring differences between people of different backgrounds and in 

different circumstances but also with providing a cultural context for the understanding and 

transformation of psychiatric practice itself (Kleinman, 1988a). In the epilogue to the text, 

furthermore, Kleinman writes: 

To rethink psychiatry from a cross-cultural perspective ... is to confront culture itself. How we 
~ think of culture will strongly influence how we configure the relationship between psychiatry 

and its cultural context. 
(Kleinman, 1988a, p. 183). 

In Kleinman's view, then, the task in rethinking psychiatry in cultural context, requires a 

rethinking not only of the culture of professional psychiatry, but a rethinking of the concept 

of culture itself. This dissertation will attempt to show that this requirement is particularly 

salient to an understanding of South African psychiatry. 
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Chapter 1: Preface 

ill. Psychiatry and the problem of culture in South Africa 

The situation of South African psychiatry is particularly interesting in relation to debates 

about culture in psychiatry internationally. Far from being blind to the issue of culture, 

South African psychiatrists and allied professionals, as will be seen throughout this 

dissertation, are constantly engaged in the production of ideas about culture in their 

academic work, in their clinical practice, and in the ways that they talk about themselves. 

The notion of cultural difference is pervasive. What is lacking in much South African work, 

however, is that aspect of the 'new cross-cultural psychiatry' which is self reflexive (Murphy, 

1977; Hughes, 1989). South African transcultural psychiatry, quintessentially, is a corpus of 

knowledge and practice - what may be termed a discourse (Said, 1978; Young, 1987) -

which constructs and maintains knowledge about members of 'other cultural groups' 

(blacks) without any examination of the process of construction itself. The concept of 

'culture', as will be shown in Part 1 of this dissertation, is an important ideological tool in 

the legitimation of oppressive practices on the part of the South African state. Used in an 

) unproblematised way in South African psychiatry, as it tends to be, the very concept yokes 

psychiatric theory and practice to apartheid ideology and oppression. 

,I shall demonstrate that South African theorists and clinicians, regardless of their apparent 

affiliation for the 'old transcultural psychiatry' or for a more relativist approach, are in 

general united in their reproduction of apartheid concepts and practice. Many of them 

would claim that they are interested in the issue of culture because it is a reality - indeed, 

for many of the cogent reasons put forward by authors such as Kleinman (1988a). I have 

no reason to doubt the sincerity of such people, but I shall insist that without a decentering 

of received notions about culture (and these notions are not purely South African in origin 

or reproduction) it will not be possible to develop a South African psychiatry which is truly 

equitable and accessible to all. It is this belief which has lead me to explore in this 

dissertation not the 'cultures' of black South Africans, but aspects of South African 

professional psychiatric culture itself. 

6 

I 



Chapter 1: Preface 

IV. Outline of organisation and methods in the dissertation 

A. Organisation of the dissertation 

The dissertation comprises four parts. The first of these is concerned with situating current 

South African transcultural psychiatry5. This is undertaken by means of an overview of the 

local literature over the past fifteen years, a discussion of issues involved in studying and 

theorising about the relationship between apartheid and mental health, and a consideration 

of the question of cultural relativism as realised in South African psychiatry. 

In Parts 2 and 3 I present and discuss findings from empirical research conducted in units 

of a psychiatry department attached to a major liberal English-medium South African 

university. The position of psychiatry in such a setting (as opposed, say, to an Afrikaans­

medium university hospital) is particularly interesting for social analysis. The department, 

as will be seen, clearly enforces segregation of patients by race and a ·range of attendant 

racist practices but has an explicit non-racial ideology. One of the questions to be 

considered is that of how clinicians working in this context participate in reproducing a 

system with which they are, on the surface at least, in disagreement. Two major paths to 

this participation are through social practices in the system under study and through 

clinicians' perceptions of their own position in hierarchies of professional power. 

Part 2, then, explores aspects of psychiatric ward rounds at two key sites in the system 

under study. The first of these is the psychiatric casualty emergency unit, which for most 

patients, regardless of race, represents the point of entry into the psychiatric hospital realm. 

The second site at which ward rounds are studied is that of the section of the large 

psychiatric institution in the hospital system under study which caters chiefly for Black6 

psychotic patients. 
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Chapter 1: Preface 

The third part of the dissertation discusses interviews I conducted with psychiatric 

registrars working in the hospital system. Each registrar participated in a loosely structured 

interview dealing with a number of areas pertinent to questions of race and culture in 

South Africa. In the context of a second interview I elicited registrars' responses to 

standard questions dealing with vignettes constructed to tap assumptions, opinions, and 

stereotypes about patients from different racial backgrounds. 

The material gleaned for Parts 2 and 3 of the dissertation in particular suggests ways in 

which it may be helpful to conceptualise the relationship between professional psychiatric 

culture and its construction and maintenance of patient identities, and particularly those of 

black patients. In Part 4 - the brief concluding section of the dissertation - I argue that 

without examining this relationship it is not possible for a transcultural psychiatry to do 

anything other than reify culture and, paradoxically, produce an image of patients which is 

fundamentally decontextualised. I argue further that analysis of the type presented in this 

dissertation is important for planning towards the development of psychiatric care in a 

post-apartheid South Africa. 

B. A note on theory and methods 

Because of the scope of the dissertation, the nature of material collected, and the variety 

of methods used, I have decided against following the convention of presenting in the 

standard order of theory - methodology - results - discussion. Theoretical and 

methodological issues are instead discussed at various points throughout the work, with 

discussion frequently accompanying results. I have decided to present in this way not solely 

because it should make for more easily digestible material. The entire dissertation is 

informed by an alternative to the empiricist notion that theory, method, results and 

discussion are conceptually separable. There is no sense in which data can exist apart from . 

the way that it has been collected or in which discussion and interpretation of data can take 
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Chapter 1: Preface 

place without the simultaneous operation of assumptions and theory, explicit or implicit 

(Gergen, 1982; Harre & Secord, 1972). 

This observation, though now by no means original in hermeneutically-oriented social 

science, is especially crucial for the current study. One of my central theses is .that for 

South African psychiatry to succeed in responding appropriately to the issue of cultural · 

diversity, it is necessary for the fabric of South African psychiatry - the questions it asks, the 

silences it preserves, the talk it encourages and elicits - to be 'unpacked' (cf Young, 1987, 

1988). In the same way, I must allow, and indeed attempt to engage in a similar unpacking 

of my own work. The methods I use are neither neutral nor ahistorical. The condusions I 

draw come not from the data but from the way that I have permitted the data to speak to 

me. Theory and method, then, are everywhere. 

From a technical point of view, most of what I present is rather simple. Statistics are used 

IQ.inimally. I have no objection to the use of complicated'designs and statistics, but am also 

aware of the pressures on researchers to produce technically intricate work for the sake of 

demonstrating ability in abstruse areas. I do not believe that the topic at hand would be 

well served by flight into unnecessary technicist manipulations. This dissertation, 

essentially, is a narrative, with all the social, moral and political consequences and 

underpinnings that the telling of stories or of tales implies (Clifford & Marcus, 1986; 

Malcolm, 1989). It is for the reader to decide whether the story is well told. 
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Chapter 1: Preface 

Notes to Chapter 1 

1. I confine myself here to debates concerning broad differences between the texts and the camps they 
can be seen to represent. It should be noted that debates of a rather different order followed the 
publication of the first edition of Littlewood and Lipsedge's text, but these are not germane to the 
current argument (Littlewood & Lipsedge, 1989). 

2. The terms 'relativism' and 'universalism' will be discussed at more length in Chapter 4. The changes 
made (and those not made) to Leffs book in its second edition are interesting and worthy of careful 
attention. This is, however, beyond the scope of the present argwnent, which is concerned with 
providing a broad outline of the international context for South African transcultural psychiatry. 

3. For a recent excellent overview of the key features of the 'old transcultural psychiatry' and 
developments in the 'new cross-cultural psychiatry' see Littlewood (in press). 

4. It is interesting in this regard to note that Leff (1981, 1988) begins his book by means of what he terms 
a 'parable' (p. 3) in which he draws an analogy between psychiatrists in different countries and butterfly 
collectors. Butterfly collectors striving to obtain a standard language for their taxonomies are not, 
presumably, called to engage in questions about the social construction of butterfly collecting itself. In 
this respect they are similar to 'old transcultural psychiatry' practitioners, who give scant attention to 
problematising their methods as social and cultural products. 

5. There are many terms for the field of 'transcultural psychiatry' (Littlewood, 1985; Littlewood, in press). 
These include 'cross-cultural psychiatry', 'cultural psychiatry', and the more explicitly value-laden 
'antiracist psychiatry' (Littlewood & Lipsedge, 1989). I use the term 'transcultural psychiatry' here 
because it tends to be associated with a long tradition of thinking in the field and is often used in South 
Africa. I do not, by using the term, intend to refer only to work identified by Kleinman (1977) as 
belonging to the universalist tradition of what he terms 'old transcultural psychiatry'. At this stage of 
the dissertation I use quotation marks to offset terms such as 'community', 'tribe', and so on. The 
reasons for my doing this will become clear in Part 1 and especially in Chapter 4. 

6. In Chapter 2 I explain the convention I use for designation of 'racial' categories. 
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Chapter 2 

An overview of recent South African transcultural· 
psychiatric literature 

I. Introduction 

A. Theoretical background 

This chapter begins the body of the dissertation proper, and introduces Part 1. The three 

chapters in Part 1 are designed to situate current South African transcultural psychiatry in 

three overlapping contexts: those of the recent literature in the field (the current chapter), 

the interface between apartheid and mental health (Chapter 3), and the operation of 

cultural relativism in South African transcultural psychiatry (Chapter 4 ). In the current 

chapter I focus primarily on the literature available; in the two that follow I attempt to 

relate literature and debates to the concerns and practices of the clinician. To argue that 

the local literature on transcultural psychiatry forms a context for understanding local 
.... 

practice is not to assert that this literature reflects the views of or is even familiar to every 

local clinician. I am suggesting instead that the writings of the transcultural psychiatry field 

in South Africa can be viewed as explicating c~re concerns and ideals in the area. The 

actual relationship between this literature and the individual clinician will differ greatly 

from clinician to clinician and context to context. 

The overview which appears in this chapter serves two central functions. Firstly, it provides 

a context of writing against which the empirical data of Parts 2 and 3 were collected. Local 

South African terms (such as those for what have been described as local culture-bound 

syndromes) will be introduced and discussed here, as will the parameters of debates 

concerning issues of culture in South African psychiatry. The second and more important 

function of this review however is to treat the material reviewed not simply as a source of 

facts or background information but as data. By this I mean that in the review that follows 
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I attempt to draw out key themes which demonstrate the construction of culture, and, more 

particularly, 'Black culture' in· South African writings which have a bearing on psychiatry. 

At many points, therefore, I am concerned more with method and theoretical assumptions 

than with 'results'. 

This is not a review which sees as its purpose the laying out of the already existing 'facts' in 

an area as a basis for the addition of more such 'facts' to an accumulated store of 

knowledge. Throughout the dissertation I align myself with an alternative view - one which 

asserts that realities in science and other disciplines are constructed according to 

assumptive contexts, and that knowledge in any given area is not necessarily cumulative. 

This is a view which appears in various forms in the philosophy of science (e.g. Kuhn, 

1970), in psychology (e.g. Kelly, 1955), in medical anthropology (e.g. Good & Good, 1981), 

and in the study of psychiatry itself (e.g. Kleinman, 1988a). 

One important implication of such an approach for the study of psychiatry in particular is 

that any text discussing the madness of other people is at the same time defining and 

revealing its own assumptions. Defining the madness of others is at the same time defining (\ 

the boundaries of one's own sanity (cf Littlewood & Lipsedge, 1986). This theme will be \ 

dealt with more fully in Chapter 3, which considers the issue of relativism in South African 

psychiatry. The theme recurs in various forms in the discussion of empirical data later in 

the dissertation. 

The fact that I do not regard this literature review as being primarily concerned with the 

presentation of facts does not imply that I have licence to make what I will of the South 

African transcultural psychiatry literature. By attempting as comprehensive as possible a 

coverage of the writings on South African transcultural psychiatry over the past 15 years, I 

hope to be in a position to argue for the existence of trends and tendencies in the literature 

by referring at almost every point to a number of texts. It is possible to speak of trends only 

in the context of a knowledge of the parameters of a field as a whole. 

14 



Chapter 2: South African transcultural psychiatry literature 

My decision to opt for breadth of coverage has two important costs. The first of these is 

that for reasons of space the attention generally given to any particular text is very brief 

and necessarily superficial - though not, I hope, inaccurate. The second problem is that 

comprehensiveness of cover has required the restriction of the time period for material 

reviewed. This is an undeniable drawback particularly in a work concerned with the social 

construction of knowledge - construction which occurs in an historical context (Gergen & 

Gergen, 1984; Louw, 1986). To avoid an entirely ahistorical approach I do at times discuss 

key1 material published before 1975, and relate current views to historical developments 

inside and outside South Africa. As I hope this dissertation will contribute to showing, 

however, a history of South African transcultural psychiatry is an important project which 

needs to be undertaken2. 

B. Terms and scope 

South Africa is a country with a highly heterogeneous population and a country in which 

differences between· 'racial' ('ethnic', 'cultural') groups are written into the law. According 

to the Population Registration Act of 1950, amended at various times, every South African 

belongs to one of a series of mutually exclusive groups: Black, coloured, Indian and white3. 

South Africa is also a polylingual society, and native speakers of Black languages (such as 

Zulu and Xhosa - both of which form part of the Nguni language group - Pedi, Tswana, 
I 

North and South Sotho among others) are by law divided into ethnic subgroups along 

language lines. On the whole, South African transcultural psychiatry tends to accept the 

idea _that cultural differences exist, but the use of legally defined categories as a basis for 

explanation of culturally determined differences is controversial (Boonzaier & Sharp, 1988; 

Bourne, 1989; Sharp, 1980; West & Boonzaier, 1989). 

The rubric transcultural psychiatry is used in this review broadly to include any material 

which seeks to relate manifestations of distress and healing to social factors particular to 
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various groups in South Africa, or to the sociopolitical system which affects and defines 

them all. Some of the material to be reviewed, therefore, will not be transcultural in a 

narrow sense, and some of the authors discussed do not use the term for their work4. I 

shall not consider to any degree differences within legally designated cultural groups, and 

within the white group in particular. This does not imply that these groups are 

homogeneous, or even that differences within groups are · necessarily smaller or less 

important than those between them. The lack of emphasis on potential differences within 

legally defined groups simply reflects the paucity of work on such issues. 

The review falls into three broad sections. The first examines issues in the understanding 

of indigenous modes of expression of distress and healing. The second section considers 

transcultural factors in the development and delivery of Western mental health care and 

deals specifically with the areas of diagnosis, epidemiology and psychotherapy. Key factors 

in the understanding and application of transcultural aspects of stress are dealt with in the 

third section. 

II. Mental health, psychopathology, and healing 

A. Contexts for interpreting mental health and illness 

Three broad and overlapping approaches have been used in South African research to 

create a context in which to understand manifestations of distress and healing. The first 

approach uses as an explanatory device the concept of inherent features characteristic of 

the psychological structures of group members. Proponents of this approach would argue 

to differing degrees that there is a specific personality, world view, and set of attitudes to 

mental illness in each South African group. The second approach (which to some extent 

can be seen to have provided a basis for the first) attempts to locate illness and healing 

approaches within a broader social context. Finally, there are those authors who have used 

psychological theories as a framework for understanding the phenomena they observe. 

Each of these three approaches will be reviewed in tum. 
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1. Personality, world-view and attitudes 

The concept of the 'African personality' has a long history (De Ridder, 1961; Erasmus, 

1975: Wober, 1975), and some current work in the rest of Africa relies implicitly on such a 

construct (Odejide, 1989). The basic qualities of 'natural' communication and integration 

with emotional life are commonly thought to characterize the African personality. Blacks 

are said to be closer to nature than whites (Cheetham & Griffiths, 1982a,, 1982b ), and it is 

often argued that Westernization has affected the basic African personality (Minnaar, 

1976) in a harmful, if not directly pathogenic manner (Henning, 1982). 

The methodological problems in studying the 'African personality' are enormous (Ben­

Arie, 1977). In addition, though the concept has been used in a laudatory way by authors 

who have connections to negritude philosophy and Black consciousness (Manganyi, 1973), 

the idea of a distinct, 'natural' African personality has been shown by some to be 

potentially discriminatory. It is seen as either simplistic and needlessly essentialist (Couve, 

1984) or potentially a vehicle for arguing that the intellectual or.scientific realm is not the 

true province of the Black (Houtondji, 1983; Wober, 1975, p. 167). This criticism is 

particularly apposite when the 'African personality' is seen as a barrier in the path of the 

Black person's adjustment to the (white dominated) workplace (Bakkes, 1985) or to the 

process of learning. Combining both reification (Taussig, 1980) and reproduction of the 

myth that the realm of the intellect is that of the white person, Carstens (1985) argues that 

culture is a possible obstacle in the way of learning ('moontlike leerbelemmerende faktor', 

Carstens, 1985, p. 15) in the case of Blacks. Carstens writes: 

The Western world in which the contemporary Black person operates emphasises the 
individual, technology, science, a monetary economy and the social philosophy of a competitive 
society in which time is extremely important. ... 

In contrast with this the Black man to a large extent experiences a static pattern of life. Values 
and norms are related primarily to the clan and the extended family, and instruction is directed 
solely towards group solidarity and sanctioned behaviour patterns. 
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It is thus understandable that the modem Black man is 'trapped' as a result of his traditional 
roots and as a result seldom displays the courage and initiative to explore the world freely and 
to risk entering terrains beyond the sphere of those familiar to him5. 

The astonishing and inexorable 'logic' of this quotation links together many images. Blacks 

are seen as different in personality from whites; 'the Black intellect' is viewed as 

inadequate; Blacks are portrayed as inherently uninterested in any intellectual activity; and 

are said to be lacking in the personality characteristics ('courage' and 'initiative') to explore 

the world. The racist potential in the 'African personality' concept is clear. 

Various South African authors have attacked the concept of the 'African personality' as it is 

used in applied fields of study such as transcultural psychiatry (Hayes and Nzimande, 1984; 

Nzimande, 1984; Swartz, 1985b; Swartz & Foster, 1984), but it continues to be used. An 

interesting feature of this hypothesized personality is that even if it has apparently 

disappeared in a Westernized Black, it is argued that it can reappear at times of stress 

(Cheetham and Griffiths, 1980). 

Objections to the 'African personality' concept, or 'pagan soul' as it has been described by 

one author (Laubscher, 1937, 1975) are directed not only to the content of the concept, but 

also to the structure of the argument employed by its proponents. Those using the 'African 

personality' concept often explicitly or implicitly use a series of polarities such as 

natural/unnatural, rational/irrational and inherent/acquired or imposed, which provide 

J mutually exclusive headings under which behaviour can be categorized (Bakkes, 1985; 

I Booyens, 1986; Carstens, 1985; De Villiers, 1985; Makwe, 1985; Mfusi, 1984; Setiloane, 

1987; Shuda & Matthews, 1988; Sokhela, 1984; Wajsman, 1986). Milazi (1986) seems to 
I 
I 

accept the validity of categories but argues as well for careful examination of the 

socioeconomic context. Proponents of the decontextualised categorical approach (e.g. 

Cheetham & Griffiths, 1980; Edwards et al, 1983a) often quote Hammond-Tooke's (1975) 

paper on 'African world-view and its relevance for psychiatry' in support of their approach. 

Hammond-Tooke does in fact argue for a distinction between an African or 'pre-scientific' 
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world-view and a scientific one. He maintains that the question of WHY rather than HOW 

misfortunes occur is central to the African world-view and indicates that sorcery or the 

relationship with ancestral shades are held responsible for upsets in the usual order of 

\things. Hammond-Tooke's paper of 1975 is a very condensed distillation of a more 

. comprehensive work (Hammond-Tooke, 1981) and though the earlier work does refer to 

complexities of theory it presents its material forcefully and at times categorically. It is 

probably for this reason that the paper has been integrated into psychiatric thought but has 

also laid open the way for a reified and, paradoxically, decontextualized interpretation of 

the 'African world view'. Hammond-Tooke's (1989) recent volume on African medicine is 

likely to be used in a similar manner (Schoeman, 1989). 

Black health and illness concepts have attracted considerable research. Cheetham and 

Cheetham (1976, p. 39) argue that amongst rural Xhosa people 'abstract concepts are 

limited and ego defence mechanisms include projection, displacement and rationalization 

but cognitive disturbances are not regarded as important'. Quite clearly, the problems 

associated with the 'African personality' concept manifest themselves in this type of 

approach which argues essentially that the realm of the intellect is somehow not available 

or important. Similarly, a South African Medical Journal editorial in 1979 implies that 

Blacks are at a lower stage of evolutionary progression from belief in witchcraft to belief in 

science than are whites (cf Swartz, 1985b ). 

Jansen (1983), Daneel et al (1984), and Uys (1986) argue for the necessity of differing 

modes of service based on differing views of illness in patients. Daneel et al conclude from 

their survey of 30 Black households in Bloemfontein that the respondents have a 'holistic 

health concept' (p. 34) and that 'medical information services and Christianity have altered 

their concept of physical illnesses, but psychiatric illnesses are still explained in traditional 

terms' (p. 34). Edwards et al (1983b) came to similar conclusions in a study of Zulus in 

Zululand. Most respondents had 'modern medically oriented reactions' as opposed to 

'traditional/ cultural reactions' to medical illness, whereas most respondents subscribed to 
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_,.,~ ,, 

'traditional African supernatural theories' of mental illness alone or in combination with 

'bio-psycho-socio-cultural psychiatric theories'. An interesting feature of the findings was 

, that trends away from traditional theories were observed when comparing Black university 
/' 

students to urban Blacks, but these trends did not hold up upon further specific questioning 

about ancestors or sorcery as possible causes of illness. Furthermore, in a study of theories 

of illness in psychiatric patients, Edwards et al (1983c) found a significant association 

between psychiatric diagnosis and the particular theory of illness used by the patient. For 

example, psychotics were more likely to view their illness as having been 'sent' through 

. sorcery, than were others. 

These findings suggest 

1. that it may be possible to hold a range of potentially conflicting attitudes to illness 

simultaneously, and 

2. that there may be an interaction between the nature of a misfortune and the 

explanation given to it. 

These observations call into question the notion of a linear movement away from the 

'traditional' towards the 'modern'. Findings such as those of Daneel et al and Edwards et 

al, furthermore, beg the question of the extent to which non-Black South Africans use 

traditional explanations for psychiatric illness, and the role of 'unscientific' explanations of 

these groups. This issue has not been addressed comprehensively. It is interesting, 

however, that a strongly-worded call for a return to traditionalism has come from a South 

African Muslim medical practitioner. Karim (1986) argues for an 'Islamisation of 

psychology', and his call must be interpreted in the light of current developments in the 

politics of modern Islam, and the role of the emotions in these developments (cf Good & 

Good, 1988). By analogy, the use of 'traditional African' concepts of health and illness may 

fulfil an important function within liberation or Black consciousness ideology (cf Manganyi, 
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1973), and may not be a sign of 'evolutionary immaturity' at all, but rather p~ 
national pride strategy. There is a striking lack of attention to this potential explanation for 

use of 'traditional theories of illness' in some cases. 

The question of how communities actually manage the mentally ill (i.e. how attitudes 

translate into practice) is dealt with by many of the above authors. In addition, Mseijgi and 

Daynes (1981) found that relatives primarily and then neighbours tend to manage the 

· illness of Black patients in the Transkei. Watts (1980) found that Black and Indian 

householders in the Durban area made extensive use of Western medicine but he felt that 

use of traditional healers in both groups may be underreported. As part of a larger study, 

De Beer (1980) reports that roughly one sixth of the 1516 Black males surveyed in three .. / 

South African provinces admitted to having consulted what he terms 'witch doctors' in the f 

past year and about 60% of these visits were for the treatment of a disease. 

(There are few South African surveys of attitudes towards the mentally ill. The extended 

~family is however commonly mentioned as helpful in management of the disabled. This 

)

1family acceptance may arise from economic necessity rather than from a positive attitude 

to the mentally ill (Elk et al, 1983)6. It also appears that there may be an association 

\Jetween social class and the acceptance of the mentally ill (Van der Burgh, 1983a). 
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2. The social context 

The question of context is of necessity addressed in anthropological or ethnographic work. 

Berglund (1976) includes discussion of mental health in a broad study of Zulu thought 

patterns and symbolism and thereby avoids the problem of deciding what falls within the 

province of the medical or mental health field. Ngubane's (1975, 1976, 1977, 1981) 

influential studies on health and disease amongst the Zulu attempt to place the 

understanding of disease within an ecological context. She raises the issue of the 

distinction between natural causes of illness, illness related to sorcery and that related to 

the ancestors. Her detailed ethnography covering many areas serves as a foil for the 

tendency in South African transcultural psychiatry to focus rather strongly on the 

mysterious and exotic. 

Using material from a study on the Tswana to illustrate her argument, Comaroff (1981) 

raises questions about the wisdom of viewing medical anthropology as a discipline separate 

from the rest of social anthropology. She_ attempts firstly to reintegrate medical 

anthropological findings within the context of global sociocultural systems and also to 

provide a way of understanding illness and healing as it changes through history. Her 

approach is thus in marked contradistinction to those who postulate the existence of an 

inherent and unchanging 'African personality'. In a later work, Comaroff (1985) uses 

material which could according to some definitions be termed 'medical' to explore 

structures of resistance in South Africa. Healing rituals, Comaroff argues, fulfil an 

important social and political function far beyond their use in the alleviation and patterning 

of individual distress. From a similar but less intricate theoretical perspective to 

Comaroffs early work, Mills (1983, 1985, 1987) attempts to recontextualize intwaso 

amongst Xhosa-speakers into everyday social and health practice. lntwaso, which is 

ref erred to as th was a by all other authors, is the possession state through the experience of 

which a Xhosa diviner (igqira) is 'called' by th~ ancestors and begins traj_Ift_!lg in her or his 
~ . - - ----- - - . .. . 

profession. Details of the process will be discussed later, but what is of interest here is the 

way in which Mills (1983, p. 29) attacks the formulations of other authors. Regardless of 
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whether she is entirely fair in her arguments, through her criticism Mills lays bare some of 

the parameters of the contextualization issue. She attacks Schweitzer (1977) for looking at 

intwaso simply as a category of illness (cf Fisher, 1986), Laubscher (1937, 1975) and Kruger 

(1974) for equating it to schizophrenia, and O'Connell (1982) and Soul (1975) for 

considering intwaso in isolation, and without regard for how it may fit into a pattern of a) a 

range of other illnesses and b) family and social structure. Mills's concern, then, is to view 

the_ -~!Pa.re?tly exotic ~imply ~n~ p~enofll_ep,on_anmng_!P:any,~nd t<_>~xpJ~~i!_~!~in a 

broad context. O'Connell's (1980, 1982) work provides the context of sex-role relationships --
as affected by the migrant labour system for the understanding of thwasa. Spirit possession 

among Xesibe women, O'Connell argues, can be related to the position of women whose 

husbands leave them in search of work in the cities (cf. Murray, 1981). Hammond-Tooke 

( 1975) also refers to sex roles as important in the understanding of Black diviners, but 

Ngubane (1977) warns that an attempt to interpret an elaborate healing system in terms of 

the oppression of women runs the risk of being crude and of ignoring a range of other 

issues. 

O'Connell's work raises the question of change as an explanatory concept in 

contextualizing mental illness. As was shown earlier, the concept of Westernization is one 

that is often used in South African studies; modernization and urbanization are other 

commonly used equivalents. Holdstock and Franks (n.d.) suggest that equating 

urbanization to decreasing belief in indigenous healers and witchcraft is not necessarily 

correct, though Soul (1975) provides some evidence to suggest that attitudes do differ 

between rural and urban Blacks. Makwe (1985), on the other hand, sees social class as 

more important. Soul (1975) argues further that 'culture' and 'technology' are related to 

mental illness but does not provide evidence in support of this. Le ~oux (1978, 1979) feels 

that change is likely to have pathogenic effects on Blacks, and Holdstock (1981a, 1981b) 

feels that African holism may give meaning to emotional life and needs to be preserved. It 

is noteworthy however that most authors (with some exceptions, such as Comaroff, 1981) 

view history as something that happens to essentially passive people rather than as a 
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dialectical process in which people are actively engaged. It may be that this view of the 

passivity of 'Westernizing' Blacks is related in part to a perception of their relatively 

powerless role in apartheid society. 

3. Psychological theories 

Various psychological theories have been used to understand similarities and differences 

between groups. Schweitzer (1977, 1980a, 1980b, 1983, 1985) has used phenomenological 

psychology to attempt to understand what he terms the 'cosmology' of Nguni people. He 

consistently criticizes other authors for imposing inappropriate Western grids in their 

analyses of African experience, and attempts instead to reflect the 'lived experience' of 

N guni people. Though there are problems with the claim that a phenomenological 

approach provides direct untrammelled access to the experience of those being observed, 

Schweitzer's work has been well received (Dubreuil, 1982). 

By contrast, Biihrmann (1978, 1980, 1981, 1983a, 1983b, 1984a, 1984b) and Biihrmann and 

Gqomfa (1981, 1982a, 1982b) use Jungian concepts to explain Xhosa healing rituals. For 

example, they relate the inthlombe healing ritual to the Jungian concept of the Mandala, 

and the thwasa 'illness' by which healers (igqira) are called to their profession (i.e. a 

socially sanctioned form of spirit possession) is considered to be a step in the process of 

individuation. Biihrmann also makes use of the Jungian thesis that unconsciousness is 

developmentally prior to consciousness to argue that the Xhosa people she studies live 

closer to their unconscious, instinctual natures than do Westerners. In effect, then, she is 

arguing that Blacks are less alienated from their true natures than are rationally oriented 

whites. This view, of course, recalls the 'African personality' approach dealt with earlier7• 

Biihrmann's contribution to South African transcultural psychiatry has been highly 

influential (see e.g. Gillis, 1985; Oberholzer, 1985; Schoeman, 1985). The more 

specifically Jungian aspects of her work have recently been taken up in an edited volume 

on South Africa (Saayman, in press). An interesting feature of this work is that many of the 
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contributions concern themselves not only with the production of images of Black South 

Africans but with the production of a concept of 'Africa' itself. Africa is seen as primal, 

instinctual, irrational, and maternal, and is discussed in terms very similar to the 'African 

personality'. Psychoanalytic influence on the field has been slight, with the work of Lee · 

(1969) being the last major contribution in that tradition. Littlewood and Lipsedge (1989) 

discuss Laubscher's (1937) use of psychoanalytic concepts, amongst others, in the 

production of an essentially racist text. 

Cheetham and Rzadkowolski (1980) explicitly reject psychodynamic theory as useful in 

providing a context for the study of mental illness in different South African groups on the 

grounds that it focusses on the intrapsychic at the expense of the group. This criticism 

seems not to take account of the extent to which psychodynamic theory is in fact concerned 

with the social. In particular it does not give credit to recent attempts to link 

psychodynamic theory to other structuralist endeavours in areas such as anthropology, 

semiotics and Marxism. Cheetham and Rzadkowolski suggest, on the other hand, that 

general systems theory with its emphasis on the sfildy of dynamic wholes provides a 

framework within which researchers can study a range of interacting systems in a 

potentially non-reductive way. 

Further uses of theory will be discussed where relevant in the following sections. However, 

it is true to say that the overriding context in which distress and healing are understood in 

South Africa lies neither in psychological nor social theory. Instead, emphasis tends to lie 

on the postulated existence of an African personality, world-view or inherent cultural 

essence. 

25 



Chapter 2: South African transcultural psychiatry literature 

B. Indigenous illnesses 

This review will not list all the 'culture-bound conditions' that have been identified by 

various authors in South Africa. Such a list would be excessively long and diverse (see e.g. 

Edwards et al, 1982; Le Roux, 1973; Schweitzer, 1977; Wessels, 1984). More 

fundamentally, however, the issue of defifli:ng a 'culture-bound syndrome' is controversial 

and complex (Littlewood & Lipsedge, 1986; Lock, 1987; Prince, 1985; Prince & Tcheng­

Laroche, 1987; Simons & Hughes, 1985; Swartz, 1985a). The procedure for the 

construction of a taxonomy of culture-specific phenomena suggests that these exist as 

empirical entities and are constellated according to the same, supposedly culture-free, 

principles as those thought to operate in British or United States psychiatry. 

The study of culture-bound phenomena will be treated here as a study of methodology and 

epistemology rather than of taxonomy. An attempt will be made to explore the extent to 

which authors have considered the social function of these phenomena (cf Lee, 1981). 

In discussing models of illness causation amongst Zulus, Ngubane (1977) notes the 

distinction between umkhuhlane and ukuf a kwabantu. The umkhuhlane category consists 

of illness that 'just happens' (p. 24) such as smallpox or influenza. Medicines to cure 

umkhuhlane, according to Ngubane, are regarded as potent in themselves and are not 

ritualized. The illnesses are seen as universal and treatable biomedically. Ritualized 

healing and indigenous approaches, then, are more generally used to deal with ukuf a 

kwabantu (diseases of the African people) which often cut ~cross lines of particular African 

language groups (such as Zulu, Pedi, Shona or Tsonga) but are specifically African 

(Ngubane, 1977, p. 25). It is with this second category, then, that psychiatrists are 

commonly concerned. If reified into a hard and fast empirical categorization instead of 

taken simply as an epistemological device, however, the distinction made between 'African' 

and 'non-African' illness, so prevalent in the literature (e.g. Cheetham & Cheetham, 1976; 

Edwards et al, 1983b; Le Roux, 1973; Wessels, 1984), can disallow certain types of analysis. 
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For example, Mills (1983, 1985) indicates that an illness such as tuberculosis can be seen in 

purely biomedical terms in some contexts and as having 'African' elements in others. 

Ngubane (1977) points out that concepts of ecology are central in any Zulu idea of health, 

and explanations for ill-health may lie in interpretations of e:nvironmental imbalance. 

Indigenous illness and misfortune may result from sorcery (ubuthakathi) of various types 

which may involve the employment of familiars or the insertion of noxious substances in 

the environment. By contrast, misfortunes or illness related to the ancestors generally arise 

when a person (or member of his or her family) has acted in some way to disturb social 

order - and hence, a balance of a certain kind. The possibility of pollution also implies an 

imbalance in the permeability of boundaries. 

Spirit possession is the area in which psychiatry has traditionally been interested. Ngubane 

(1977) distinguishes between i) traditional spirit possession of a Zulu diviner (isangoma) 

(this corresponds to thwasa mentioned earlier in connection with Mills's work on the 

Xhosa), which is 'good and desired' (1977, p. 147); ii) indiki possession which seems to have 

emerged at the beginning of the twentieth century and according to Ngubane is closely 

related to 'African industrial development' (1977, p. 142); and iii) ufufunyane8, an even 

more recent possession state (starting roughly in the 1920s). lndiki is a deceased male 

spirit which enters the chest and manifests in a deep voice and a foreign language. 

Treatment is undertaken by an isangoma who has herself been afflicted by indiki. lndiki 

possession may lead to membership in a spirit cult and the sufferer herself may become a 

diviner able to treat indiki. This good outcome is not inevitable, however, and there is 

always the potential danger of indiki placing alien spirits in the environment. Thus indiki is 

not a purely desirable possession state. Ufufunyana on the other hand is described by 

Ngubane (1977, p. 147) as 'thoroughly bad'. 

The question of what constitutes 'good' or 'bad' possession is closely related to whether 

behaviour of a certain type constitutes 'mental illness' or is 'culturally acceptable'. Even 
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when it is accepted that a person is 'mentally ill', there is often a question of differentiating 

between psychotic and hysterical phenomena. This question is certainly not confined to 

South Africa (Swartz et al, 1985) but has attracted much local attention. Thus, Van der 

Hoofdt and Erasmus (1976) raise the question of whether malopo which they describe both 

as a way in which Pedi people explain illness, and as a form of spirit possession, in fact 

constitutes a psychiatric syndrome. They conclude that the nature of the relationship 

between malopo and psychiatric illness can best be studied by participant observation 

methods and knowledge of ethnology and comparative religion. Biihrmann (1982) argues 

that a distinction needs to be made between thwasa, which is the result of a positive 

'calling' from the ancestors, and bewitchment, which she sees as being related to a negative 

relationship with the ancestors. Biihrmann's formulation is that bewitchment, which can be 

associated with mental illness, is the product of a negative attitude to unconscious material 

whereas thwasa involves the acceptance of such material. This analysis, then, considers 

possession in its various forms to be the product of a single psychological structure, and is 

obviously different from those which employ historical considerations. Schweitzer (1977, p. 

144) feels that a crucial factor in the assessment of what he terms 'categories of experience' 

amongst Xhosa people lies in an understanding of a dynamic relationship between the 

ancestors or shades, witchcraft, which is manifested by familiars, and sorcery conducted by 

enemies. 

Mills's (1983) findings offer a contrast to those of Schweitzer, in that to her the boundaries 

of categories are much more fluid, with the possibility that different types of illness may 

merge into one another. It may be that Schweitzer and Mills obtained different results 

because Schweitzer was working in a rural area in the Eastern Cape and Mills in Guguletu, . 

Cape Town. However, it is equally feasible that their findings may be attributed to 

different theoretical and methodological orientations, as indicated earlier. Through her 

fieldwork in rural Lesotho, Heap (1985) demonstrates that it is neither necessary nor 

desirable to assume that people have a rigid natural/supernatural distinction between 

different illnesses. 
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Differing approaches to the understanding of 'Black illnesses' can be seen further in a 

comparison between the interpretations of amafufunyane made by Edwards (1983a) and 

Weiss (1984). Edwards relates amafufunyane to spirit possession reported in the New 

Testament and sees the condition as an adaptive means of coping with social stress. Weiss 

(1984), by contrast, implies that amafufunyane may be seen both as a method of dealing 

with social imbalances, as Edwards suggests, and also as contributing to social upheaval. In 

fact, it can be seen as interfering with changes in patterns of health care beliefs. The social 

function of the condition, then, may be understood to be operating at several levels, 

ranging· from simple individual 'stress release' to an exacerbation of stress levels in an 

entire community, which may affect that community's use of healing. Regardless of which 

interpretation of amafufunyane is correct (and it is quite possible that different 

interpretations pertain for different levels), the issue of illness as a means of coping is more 

complex than would first appear. To speak about South African 'culture-bound syndromes' 

as though these are uncomplicated, reified psychiatric entities is to close off discussion 

about their social construction and function. 

C. Indigenous healing 

In this section I shall review approaches to the understanding of local healing methods, 

including those undertaken under the auspices of the African independent churches. As in 

the previous section, I shall devote most of my attention to issues raised in the literature, 

rather than to the development of lis.ts of types of healers and healing. Lamla's (1976) 

study of amagqira (Xhosa diviners) in the Transkei, for example, provides such a list in one 

rural area and Farrand (1980) provides similar information for Johannesburg; in this 

section I have tried in the main to discuss principles common to all. It should be noted that 

dualism of the type mentioned earlier in connection with the 'African personality' affects 

this area as well. In his recent chapter on psychopathology in 'traditional Black South 

Africans'9, Schoeman (1989) reasserts the image of linear movement from the 'traditional' 
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to the 'modern' Black, and the concluding sentence of the chapter ·is particularly 

interesting: 

· · In general it is accepted that sicknesses sent by the ancestors or the witches or caused by 
pollution cannot be treated within the Western system, and it is only when traditional 
treatments are unsuccessful that Western services are used10

• 

,...., 
/ This quotation can be seen to ·reveal a fundamental ambivalence about 'traditional' Black 

world view, illnesses, and healing strategies, one which . clearly plays itself out in various 

forms in much of the i~cal literature. On the one hand, Schoeman asserts that Western 

treatments are unable to care adequately for the foreign 'Africanness' of the 'traditional 
• 

Black'; on the other, when the supposedly culturally appropriate services are inadequate, 

then the (presumably) more potent Western system is turned to. Schoeman's 

interpretation of why people (and, specifically, traditional Black people, as he calls them) 

make use of different services is simplistic particularly in the South African context. 

According to Schoeman, 'the choice is usually the result of the patient's specific 

interpretation of his sickness'11• This voluntarist interpretation makes the assumption that 

Black people in South Africa simply 'choose' one system over another because of their 

'world-view'. It overlooks the fact that Black South Africans, and particularly rural Black 

people, amongst whom there are presumed to be more 'traditional Blacks', are grossly 

underserved in terms of medical and psychiatric services relative to whites and simply do 

not have a range of appropriate 'Western' se'rvices from which to choose. It is impossible 

to say that people are making free choices when the alternatives are not equally available 

and accessible12• 

Boonzaier (1985) has drawn attention to the inadequacies of the assumptions either that all 

Blacks consult only traditional healers, or even that some Blacks ('non-Westeritlzed' or 

'uneducated') consult only traditional healers, and Spiegel & Boonzaier (1988) draw 

attention to inadequacies in the concept 'traditional' in general as it tends to be used in 

South Africa. In this regard, Farrand (1984) found that Black patients use and approve of a 

·' 
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variety of healing systems including biomedicine, and that to divide Blacks into 

'traditionals' who use traditional treatments and 'Westernised' who use Western. treatments 

is to oversimplify. A further danger in South African practice is to assume that Blacks 

consulting Western doctors necessarily have 'naive' or 'traditional' attitudes to Western 

medicine itself, and can automatically be satisfied for example_ by the administering of 

tablets and injections purely as placebo (Mfenyana, 1988). 

1. Approaches to understanding and evaluation of indigenous healing 

Ngubane (1976, 1977) provides a framework for the organization of healing amongst· Zulus 

in the Nyunswa district. In the first place, she distinguishes between the inyanga ('doctor') 

and the isangoma ('diviner'). The iny~ga (usually a man) becomes apprenticed to another 

inyanga and after a training of usually not less than a year becomes qualified to dispense 

special herbal medicines. An isangoma is usually a woman who is chosen by her ancestors 

and who after a period of accepted spirit possession trains to develop her clairvoyant 

powers, once again as an apprentice. Both the inyanga and the isangoma have knowledge 

·of herbal medicine, which is often imbued with colour symbolism, but only the latter can 

divine using the ancestors. Within the isangoma group there is a further differentiation of · 

practitioner types. Similar basic distinctions have been reported for other groups such as 

the Xhosa, and the focus of psychiatric interest is generally speaking on the diviners (e.g. 

Biihrmann, 1980, 1983a, 1983b; see De Villiers, 1984, for a discussion of popular medicine 

amongst Xhosa speaking farm labourers). 

In addition to the 'traditional healers' in various Black groups, there is a strong emphasis 

on healing in the African independent churches, which cuts across particular group lines. 

These churches are run by Blacks and enjoy a large following throughout the country. 

According to West (1975a, 1975b) who has made an extensive study of these churches, 

approximately 25% of the total Black population in Southern Africa are congregants. In 
. -

general, ·the Ethiopian-type churches disapprove of belief in ancestors and cult activity. 

whereas Zionist-type churches approve these. 
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The Zionist churches are related to American pentecostalism and use healing based upon 

the power of the Holy Spirit (West, 1975b, p. 190);. Hence it is generally within the Zionist 

churches that there is an integration of beliefs in the ancestors and Christianity, and healing 

rituals may bear similarity both to 'traditional' practices and to pentecostalism (Edwards, 

1983b ). A complicated theology integrating apparently disparate beliefs has developed, 

and the fact that qualified izangoma (plural of isangoma) may become converted to 

prophets for the church, demonstrates a practical integration as well. 

The obvious psychiatric question to be asked in this section is that of whether the various 

healing approaches work. This is an issue fraught with methodological problems 

(Schweitzer, 1980a) and begs the question of at what level 'helpfulness' can be seen to exist. 

Some authors are concerned to examine the role of healing within a broad social context, 

seeing it as part of social development (e.g. Berglund, 1976; Comaroff, 1981; Ngubane, 

1977). At the more essentially psychiatric end of the spectrum, helpfulness is seen largely 

in terms of symptom relief even if the social context is also given attention (Biihrmann, 

1980; Cheetham & Griffiths, 1982b; Holdstock, 1978, 1979; Psychotherapeia, 1977, 1980; 

Robbertze, 1978, 1980; Schoeman, 1989; Van der Hoofdt, 1979). It is noteworthy that only 

one of these authors suggests that indigenous healing may at times be clinically useless or 

worse (Robbertze, 1978); many imply or state that it may be more effective than 'Western' 

psychiatry. There are many clinical accounts of doctors failing to cure and then traditional 

healers succeeding (Keen, 1978); reports of failure on the part of healers but subsequent 

success of 'Western' doctors are extremely rare. Arguments strongly critical of traditional 

healers (Roux, 1.977) are easily refuted as theoretically unsound (Dick & Murray, 1978; J. 

Kruger, 1978). Many authors who support traditional healing see its clinical value as 

intimately related to the 'holism' of the 'African world-view' mentioned earlier in this 

chapter; others have suggested that mental health professionals writing on the subject of 

indigenous healing tend at times to replace a sympathetic but critical evaluation with 

somewhat romantic praise of traditional approaches (Swartz, 1985; Swartz & Foster, 1984). 
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The question of whether indigenous healing is good or effective relative to psychiatry can 

be addressed indirectly by comparison of methods. Thus, Stott and Browne (1973) argue 

that Xhosa amagqira recognise clinical symptoms along the lines Western doctors do. 

Biihrmann (1983b) argues that amagqira and Jungian analysts share similar training 

experience particularly in that both systems require the trainee to confront and attempt to 

integrate the unconscious. Dream analysis among amagqira is also seen to have 

similarities to analytical and other methods of dream interpretation (Biihrmann & 

Gqomfa, 1982a; Schweitzer, 1983) and part of the interest in the use of dreams by 

indigenous healers can be attributed to the parallels with psychology and psychiatry 

(Farrand & Holdstock, 1982; Holdstock 198lb). Indigenous healing has also been seen to 

have parallels with Rogerian client-centred therapy (Holdstock, 1981a; Mkhwanazi, 1986), 

with parapsychology (Holdstock 1980; Van der Hoofdt, 1980), and with family therapy 

(Biihrmann & Gqomfa, 1982a). The fact that so many points of similarity have been 

argued to exist suggests firstly that there is considerable diversity in healing procedures and 

secondly that the comparisons are being made at a very high level of generality. Certain 

features, such as the use of dreams and dance and movement (Biihrmann, 1981; Edwards, 

1983b; Van der Hoofdt, 1979), are fairly universally considered to typify indigenous healing 

methods. 

A more formal comparison between practices of indigenous healers and those of clinical 

psychologists was undertaken in Zululand by Edwards et al (1983a)13• Three psychiatric 

outpatients were each. interviewed for 45 minutes by each of 3 clinical psychologists, an 

isangoma, an inyanga, and a Zionist faith healer (umthandazi). The practitioners 

interviewed in any way they chose. It was found that the healer group, (the isangoma, 

inyanga and umthandazi) relied more on 'supernatural' theories of illness than did the 

clinical psychologists, but that overall the practitioners tended to agree on severity of 

disorders. Patients did not show consistent preferences for any particular type of 

practitioner. Unfortunately, Edwards et al (1983a) present their data so sketchily that it is 
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not possible to make a full assessment of methodology or to understand the full import of 

some of their findings, but the results are nevertheless interesting. 

D. Kruger (1974, 1978), like other authors, has suggested that there are similarities 

between divining and psychotherapy. Addressing the quite commonly-held belief that 

diviners are psychiatrically disturbed as a result of the thwasa state, he studied diviners 

using the Rorschach and Thematic Apperception Test. He found them to be a 'normal 

(although self-restrictive) group' (D Kruger, 1978, p. 9). He also found no psychometric 

evidence for the argument that the thwasa state of being called by the ancestors is 

equivalent to schizophrenia. 

2. Problems integrating indigenous healing and biomedicine 

\ Along with trends elsewhere, and with WHO suggestions, there is considerable local 

I interest in the integration of biomedicine with traditional healing. Interest in integration is 

not confined to psychiatry (e.g. Dick & Murray, 1978; Larsen et al 1983a, 1983b ), but 

authors such as Allwood (1979) and Robbertze (1976, 1980) indicate a particular need for 

collaboration in psychiatry. A mutual referral network between Western doctors and other 

healers is alluded to by various authors (Lethlaka, 1978; Mokhobo, 1978; Schweitzer, 

1977a; Wilson, 1980). Farrand (1984) found that a sizeable proportion of Black psychiatric 

patients would like to consult with both psychiatrists and indigenous healers, and Mills 

(1983), among many others, notes that, de facto, people use a range of resources in illness 

management. 

[ 

An obvious problem with the establishment of an int~grated indigenous/biomedical health 

· system is that of who holds the ultimate power. This issue, surprisingly, is often overlooked 

[ 

(Daynes, 1985; Oberholzer, 1985) or at best equivocated about (Mokhuane, 1986). The 

question of the power dynamics of any proposed collaborative scheme with indigenous 

healers is of course particularly crucial in the South African context. Which type of healer 
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is to hold ultimate clinical responsibility? Does either system (indigenous or biomedical) 

have the right to veto procedures which it feels may be pathogenic? Not surprisingly, South _ 

African 'Western' practitioners tend to equivocate on the issue of whether indigenous · 

healers are to be seen as equals (Robbertze, 1980). Other aspects of this issue will be 

alluded to in the discussion of .apartheid and mental health in Chapter 3. 

ill. Cross-cultural issues in mental health practice 

In South Africa, the overwhelming majority of formally qualified mental health 

practitioners such as psychiatrists and clinical psychologists are white. Thus, most patients 

utilizing formal mental health services will be treated either by whites or within a system in 

which whites occupy the higher echelons of authority. 

Although research into indigenous healing and illness is important, Western psychiatry's 

main concern of oourse is with Western methods of diagnosing and treating mental illness. 

Material dealing specifically with cross-cultural diagnosis and epidemiology as well as 

cross-cultural psychotherapy and counselling however is relatively sparse when compare~ 

with the vast amount of work on indigenous healing discussed above. Possible reasons for 

this imbalance will emerge in the following two chapters; this section will review the studies 

available. 

A. Diagnosis and epidemiology 

The major impetus in this field comes from the work of Gillis and his colleagues in the 

MRCClinical Psychiatry Research Unit. Established in 1980, the Unit is the only formally 

constituted psychiatric research centre under the auspices of the South African Medical 

Research Council. It is strongly influenced by British empirical psychiatry. 
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Gillis's early study of alcoholism and mental disorder amongst coloureds in Cape Town 

(Gillis et al, 1965) and follow-ups (Gillis & Stone, 1973; 1977) can be seen as forerunners 

to current work. These studies have influenced other researchers (for example, Soddy, 

1972, who studied mental illness in the Johannesburg area) and have also set the stage for a 

self-critical approach to psychiatric re~earch methodology and to cross-cultural assessment 

in particular. For example, in a study of mental and physical illness in 150 randomly 

selected elderly coloured persons in Cape Town (Ben-Arie et al, 1983, 1987; Elk & Nash, 

1985; Elk, et al, 1983; Nash & Meiring, 1983), standard psychiatric instruments were used 

but their limitations were comprehensively discussed, particularly insofar as they may yield 

false diagnoses. The major instrument used was the Present State Examination (PSE) 

(Wing, et al, 1974), and the Clinical Psychiatry Research Unit's central statement on 

methodology can be found in an article discussing the use of the PSE with Xhosa-speaking 

patients (Gillis et al, 1982). They identify three major areas affecting the use of the PSE 

(or any standard 'Western' instrument) with Xhosa speakers . 

..--·J (1) Invoking the Sapir-Whorf hypothesis, they point to a number of difficulties in 

relation to the translation of English terms, such as depression, and to the problems 

of dealing with subtle phenomena such as pseudo-hallucinations in translation . 

.- ..., (2) They identify factors which make assessment difficult - for example, to ask a person 

about weight loss assumes· that a respondent who may well live in very poor and 

deprived circumstances has access to a weighing scale. 

_ ) (3) They argue that various interpretive factors relating to ·cultural beliefs may affect 

assessment. For example, the patient's view that an illness has been sent by an 

enemy does not necessarily imply paranoid thinking. The explanatory construct 

used by Gillis et al to account for 'cultural differences' is, essentially, that of the 

'African world-view' which has been discussed above. 

Gillis et al's (1982, p. 143) conclusion that 'the experiential events of psychiatric 

disturbance as defined by the PSE exist in the Xhosa-speaking patients and it is a valid 

instrument' is unfortunately not supported by any data, and seems to reflect an assumption 
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rather" than a finding (Fabrega, 1989b; Swartz & Foster, 1984). A later article about the 

PSE from the same Unit (Swartz et al, 1985) devotes more critical discussion to the 

assumptions behind the use of an instrument which sets out almost exclusively to tap 

universals, to internal inconsistencies in the PSE with regard to cultural phenomena, and 

also to the difficulties of working through interpreters. Early results of a follow up of 

white, coloured and Black psychiatric patients (Elk et al, 1986; Teggin et al, 1985) 

unsurprisingly find the universal symptom patterns which use of an instrument such as the 

PSE somewhat tautologically assures (Kleinman, 1977). Nevertheless, the basic data 

supplied by the work of Gillis and his colleagues has been highly influential. In particular, 

it provides a foil for most transcultural work in this country which focusses on the exotic at 

the expense of the mundane. It is noteworthy, however, that the technical complexity of 

some aspects of psychiatric research methodology used by the Unit is in marked distinction 

to the inadequacy with which the issue of culture is addressed (Gillis et al, 1986a, 1986b, 

1989; Gillis, Jakoet, Trollip, Sandler & Elk, 1987; Gillis, Trollip, Jakoet & Holden, 1987). 

The existence, manifestations, and treatment of depression among Blacks and coloureds 

can be seen to be a major interest of the Unit (Ben-Arie et al, 1987; Elk et al, 1986; Gillis 

et al, 1982). This interest can be traced to the desire to explore the widely-held prejudice 

that the experience of depression is the exclusive province of white people, and the studies 

quoted concur that if carefully probed, symptoms of depression can be elicited. The 

findings of Elk et al (1986) do, however, suggest that depressive features in Black 

schizophrenics may not be detected by clinicians. There is considerable interest in 

depression amongst Blacks in various centres in South Africa at present (Freed & Bishop, 

1980; Oberholzer, 1986; Raubehnheimer, 1986), a fact which is in keeping with the 

centrality of the question of depression in cultural psychiatry internationally (Kleinman, 

1977; Kleinman & Good, 1985; Littlewood & Lipsedge, 1989). 

In a practically-oriented guide to psychiatrists working with Xhosa-speakers, Biihrmann 

(1977) prefigures much of what is discussed by Gillis et al (1982), making reference to 
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customs such as hlonipa according to which women are not allowed to use certain words 

such as those involving the names of male figures in her husband's family. The 

circumlocution which this custom requires could lead the naive psychiatrist to the 

erroneous conclusion that the patient experiences language difficulties. Biihrmann 

expresses serious reservations about the 'Western psychiatric model' and unlike Gillis et al 

is concerned to demonstrate its culture-boundness rather than its universality. In a study 

which had the potential to throw light on the area of dispute between these approaches, 

Wessels (1976) applied various statistical measures to determine the 'natural structure' of 

symptoms in 100 Black male schizophrenic patients. Unfortunately, the study does not go 

beyond the boundaries of the inflexible clinical instrument it employs, and experiences 

difficulties similar to those encountered by the International Pilot Study of Schizophrenia 

in this regard (WHO, 1973). 

Like Biihrmann (1977), Cheetham and Griffiths (1981) set out to educate their audience 

about factors such as hlonipa which may affect assessment. In an attempt to evaluate 

psychiatric diagnoses, they studied 77 Black and 23 Indian patients referred to a psychiatric 

ward in a teaching hospital in Durban. To be included in the study, patients had either to 

have been thought to be schizophrenic by the referral sources, or diagnosed as 

schizophrenic by the admitting psychiatric team, or both. The psychiatric team diagnosed 

on Schneiderian criteria. Roughly 60 percent of those thought to be schizophrenic by 

referral agents were not in fact diagnosed as such by the psychiatric team. A similar 

proportion of those who did receive a psychiatric diagnosis of schizophrenia had not been 

thought to be schizophrenic by referral sources. The finding that of the 27 patients 

originally referred as schizophr~nic, roughly two-thirds (17) were finally diagnosed as 

organic psychoses is particularly worrying, but unfortunately there is little in the findings 

which cannot be explained either by the general psychiatric naYvete of referral agents 

(which has nothing to do with culture in the sense in which Cheetham and Griffiths use the ,. 

term) or (and this is less likely) the potential inadequacies of the final diagnostic system. A 

follow-up study of these diagnoses is not provided. 
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Very little data on the comparative epidemiology of mental disorder is available in South \ 

Africa. An added difficulty is that such studies as do exist often use hospital or clinic 

admissions only as measures of psychiatric disorder, and focus only on one group - most 

often, the whites (e.g. Haldenwag, 1984; Powis, 1984; Van der Merwe & Zietsman, 1982). 

Other studies, such as the short report by Crane (1976) on psychiatry at a mission hospital 

serving Blacks, provide figures but no indication of how diagnostic decisions were made. 

In a hospital archives study of 143 patients seen by a Black clinical psychologist in a 

psychiatric outpatients department in the Transkei, Gijana and Louw (1981) found that the 

commonest disorders were schizophrenia, depression, epilepsy and anxiety states, and that 

most patients were young adults. Once again, criteria for diagnosis are not clear, and the 

authors also point out that the nature of referral agents strongly affects findings. Luiz 

(1981) reports that of 261 Black patients seen at a psychiatric clinic in Soweto, 40% were 

felt to be suffering from schizophrenia, 14% were thought to be epileptic and 13% were 

diagnosed toxic psychosis. Modified International Classification of Diseases diagnoses 

were used, but the nature of the exact modifications was not stated. Using DSM II criteria, 

Freed and Bishop (1980) found that of 1889 Black patients seen over some years in the 

psychiatry department of a large general hospital in Soweto, 38% were diagnosed organic 

brain syndrome (notably alcohol-related), 35% were schizophrenic, and 15% were 

diagnosed affective disorder. Minor psychiatric disability tended not to be seen. Farrand 

(n.d.) found that of all the patients seen in 1982 in a psychiatric hospital catering chiefly for 

Black migrant workers in the Johannesburg area, almost a third were diagnosed 'toxic 

confusional state' and over a quarter·'conversion disorder' .. Other studies have also noted 

the apparent high involvement of toxic substances such as cannabis in serious mental illness 

in South Africa (Rottanburg, 1982; Rottanburg et al, 1982; Teggin et al, 1985), though a 

study comparing frequency of drug use in patients and non-patients has not been 

conducted. The question of whether and how cannabis can induce psychosis remains 

controversial (Solomons & Neppe, 1989), but the diagnosis of cannabis or toxic psychosis is 
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clearly commonly made. Of 52 Black adolescent patients admitted to Valkenberg Hospital, 

Cape Town, during the first six months of 1988, almost half (25) were diagnosed 'toxic 

psychosis' (Schoeman et al, 1989). The authors are at pains to point out, however, that like 

the diagnosis 'traditional illness', and, less explicably, that of 'psychosis (major depression 

with psychotic features)' the label of 'toxic psychosis' refers to an 'uncertain' diagnostic 

category (Schoeman et al, 1989, p. 2). The issue of the diagnosis of toxic psychosis and its 

cultural underpinnings in the South African context will be considered more fully as part of 

a discussion of empirical data in Chapter 6. 

Conversion disorders are also thought to be common in Black South Africans, but Edwards 

et al (1982) feel that many culture-bound conditions may easily be mislabelled as 

'hysterical' by clinicians who do not take account of the context in which they occur. 

Problems in diagnosis, communication with Black patients and access that these patients 

have to care, furthermore, may all be related to deficiencies in care (Holden, 1987; 

Lamont, 1988). Some issues concerning the hysteria diagnosis will be considered in 

Chapter 4. 

A three year community survey of chronic illness in Cape Town (Dick et al, 1978a, 1978b) 

revealed that mental disorders comprised 16.7%, 24.5% and 16.9% of chronic illness for 

Blacks, coloureds and whites respectively. This indicates that mental disorder is a major 

community health issue for all groups. Examination of their figures yields prevalence 

figures for incapacitating chronic psychosis of approximately 0.1 %, 0.25% and 0.05% for 

Blacks, coloureds and whites respectively. These figures are explicable at least partly by 

differing attitudes to and facilities for hospitalisation and treatment in the different groups. 

For example, whites may be more likely than others to institutionalise the chronic mentally 

ill. The relatively high frequency of psychosis amongst coloureds bears out findings made 

earlier by Gillis et al (1965) about psychiatric illness in general amongst coloured people in 

Cape Town. Carmil, (1980, p. 70) reports that the incidence ratio of contact with a 

psychiatric clinic in Johannesburg in whites, Indians and coloureds were 6/1000, 9/1000 
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and 10.5/1000 respectively. Bartocci et al (1975) found that coloured psychiatric inpatients 

in Cape Town had more signs of personality disorganization than did Blacks. As this study 

and that of Carmil both suffer from serious methodological problems, no conclusions can 

be drawn from them. 

A number of points need to be made in the evaluation of the above findings. Criteria for 

deciding on psychiatric 'caseness' differ so substantially from study to study that it is not 

possible to talk of an overall picture. Identification of mental disorders amongst coloured 

and white people are easier to identify than those amongst Blacks where there are usually 

language differences between researchers and subjects, and hence there are more research 

figures for whites and coloureds. A recent study of child and adolescent referrals to 

psychiatric services in the Transvaal and the Cape Province, similarly, cautions the reader 

that even the results reported within the study itself are not comparable because of non­

standard methods of assessment (Schoeman et al, 1989). The global question of whether 

there is 'more disorder' amongst certain South African groups than others remains open. 

The reason for this is suggested by Allwood's (1985} comment that adequate psychiatric 

assessment of Black children (and, by implication, Blacks as a whole) requires considerable 

effort from the psychiatric team, and may also in the short term be very time-consuming. 

B. Cross-cultural aspects of psychotherapy and counselling 

The dynamics of cross-cultural psychotherapy and counselling in South Africa are 

complicated. Not only is there the issue of communication between people with different 

backgrounds, but the unequal status relationship between therapist and client is drawn into 

sharp focus in a society which legislates about and entrenches differences. Fairly standard 

concepts such as 'empathy' are difficult to use unselfconsciously when one is speaking of 

the intimacy of therapeutic contact across an enormous structural divide. 
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The extent to which cross-cultural psychotherapy is undertaken in South Africa has not 

been recorded, but given the preponderance of white clinicians, it is likely that 'cross­

cultural' clinical practice is an important feature of South African psychiatry. Recognizing 

the fact that the bulk of mental health care within the medical establishment does not 

occur in the psychiatric realm, Gillis (1975) has argued that knowledge about social and 

cultural factors in mental and other illnesses should be integrated into everyday 

communication by all South African doctors with all patients. A similar view can be seen in 

the undergraduate medical text on human behaviour by Nash et al (1984). 

These authors do not address ideological issues directly, and other authors such as 

Cheetham (1975) seem to have paid little attention to such factors. A danger in this field is 

the tendency to reinterpret the consequences of social factors in terms of individual 

psychological make-up. Raath (1984) used humanistic/behavioural psychotherapy group 

techniques to teach Black university students interpersonal empathy, warmth, congruence 

and assertiveness as well as 'general Western acceptability' which was measured by the 

rating of performance in a role play of a job interview. Raath claims that 'psycho­

therapeutic intervention in the assimilation of interpersonal skills of Black university 

students involves a study of the transiti9n process from an African culture to a Western 

culture by educated blacks' (1984, p. vii). He implies equivalences between 'psychotherapy' 

and 'acculturation' on the one hand, and 'psychopathology' or 'poor social skills' and a 

postulated 'African culture' on the other. 

Lambley and Cooper (1975) argue that consideration of ideology cannot be separate from 

the practice of psychotherapy in South Africa. They point out that the particular individual 

contact between a white therapist and a Black client contains within it elements of the 

. overall relationships between Blacks and whites in apartheid society and these elements 

cannot be ignored. Dawes and Davids (1983) mention the fact that. even the choice of how 

to classify patients or clients has the potential to affect the therapeutic relationship. For 

example, the label 'coloured' is rejected in favour of 'black' by many South Africans 
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classified coloured as the term 'black' is used generically for all oppressed groups 

(coloured, Black and Indian). A white psychotherapist who refers to his or her patient as 

coloured may well be perceived at least partly correctly by the patient to be incapable of 

beginning to empathize with the patient's position. 

Strebel (1983a, 1983b) concurs with previous authors in that she feels that past experiences 

of discrimination are likely to affect the therapeutic relationship. She rejects as needlessly 

simplistic the view that the counsellor or psychotherapist must come from the same group 

as the client. It is more important, she feels, for any helper to understand both the facts of 

discrimination and the minutiae of cross-cultural communication. Applying an essentially 

Marxist analysis to the question of counselling in different cultural contexts, Turton (1986a) 

argues that m3:.n~ ~ourgeois counsellors, regardless of race, are, as he puts it, 'cul~~ly 

----/ encapsulated'(p. 85). From a very different ideological perspective, Jansen (1982) believes 

that medical anthropological training and practice will help to deal with cultural issues in 

· treatment, but she does not refer to issues of discrimination. The proceedings of a recent 

family therapy conference (Mason & Rubinstein, 1989) are interesting with respect to the 

question of the perceived importance of 'cultural' versus 'political' factors in local family 

therapy. Some authors take up an explicitly anti-state position (Dawes & De Villiers, 

1989), and others argue that the notion of 'cultural difference' can be used as a 'tacit 

rationalisation for the system of separate development' (Nell & Seedat, 1989, p. 40). 

Others argue against what is termed political 'militancy' in family therapy (Snoyman, 1989, 

p. 195), and support the notion of intrinsic cultural difference between Blacks and others 

(Tau, 1989). Even where plural use of healing systems is recognised, the concept of the 

'true nature of the Black' (or of the '[primitive] African personality') is implicit: 

There is a tendency for blacks to utilise many different kinds of treatment modalities, including 
modem medicine. However, there has been remarkably little incorporation of these foreign 
ideas into their thinking about problems of living and their causes. 
(Lifshitz, 1989, p; 49). 
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In spite of many.calls for 'Western' therapy to take account of local factors (e.g. Dowdall, 

1982), case reports of cross-cultural therapy are rare. Edwards, Cheetham et al (1983) 

discuss the use of hypno-therapy iil the treatment of umeqo, which they define as a culture­

bound syndrome. D. Kruger (1980) presents case material of psychotherapy between an 

Afrikaner male therapist and a Black female client, and raises by implication the issues of 

transference and countertransference in work of this kind. Levenstein's (1978, 1980, 1982) 
__---? 

work with Balint groups for medical practitioners and students is ostensibly directed 

primarily at middle-class practice but shows the flexibility to examine the range of feelings 

white helpers may have for their Black patients. It should be noted that these feelings may 

range from overtly negative ones to potentially equally inappropriate over-concern and 

desire to repair the damage engendered by South African society. Every aspect of 

transference, positive or negative, may be difficult for the practitioner to deal with because 

of the practitioner's own emotion-laden response to the injustices of this country. For 

example, a white therapist may encourage an artefactually hostile transference from 

his/her client because of the therapist's own guilt at not having suffered as much as the 

client. Some of these issues will be raised again in Part 3. 

Characteristics of who actually seeks psychotherapy and at what stage in the progression of 

symptoms have not been studied in detail in South Africa. Using the Omnibus Personality 

Inventory, Van Zijl (1980) studied the characteristics of 30 each Afrikaans-speaking 

(white), English-speaking (white) and Indian students who went for counselling at their 

universities. He found Afrikaners to be significantly more conservative and eager to make 

a good impression than the other groups, English speakers to be higher in autonomy and 

liberalism and also more impractical, and Indians to be more withdrawn. Non-help-seeking 

controls were not used, so the findings are difficult to interpret. 

In a theoretical investigation into the relevance of psychotherapy for Black South Africans, 

Ngcobo (1981} attempts to link structural theories of madness such as that of Foucault to 

current psychopathology in South African Blacks. He suggests d~at psychotherapy is not a 
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cure-all for social problems, and advo.cates a 'combinative strategy' which takes account of 

political factors. More than other writers, he attempts to relate the practice of 

psychotherapy to the theory of ideology, and though the issues he raises are not clearly 

worked through, he does point the way to further work of greater theoretical sophistication. 

Finally, in this section mention must be made of a study o! cross-cultural divination. 

Holdstock and Peltzer (n.d.) arranged that undergraduate white psychology students each . 

attend a group of izangoma for a divination session. The results of the study are so 

idiosyncratically presented that they cannot be assessed by usual means, but the study 

serves as a reminder that cross-cultural healing is usually considered in one direction only. 

Furthermore, psychotherapy is undertaken in South Africa between white patients and 

therapists from other groups, and the dynamics of these relationships have not been 

explored. 

IV. Cross-cultural studies on anxiety and stress 

This section deals with issues regarding the measurement and evaluation of stress in 

different South African groups, with some attempts to link stress to psychosomatic disorder. 

The first subsection, therefore, deals with methodological and theoretical issues, and the 

second considers some of the applied work on psychosomatic disorder and alcoholism. 

A. Issues in the theory and methodology of cross-cultural stress research 

As in other countries, the concepts of 'anxiety' and 'stress' have come to be commonly and 

often very loosely used. An empiricist approach to defining anxiety more narrowly is 

operationally, through the use of psychometric instruments. Psychometric work on anxiety, 

however, which has received considerable attention in studies on Indian South Africans 

(Mahabeer, 1980; Mahabeer & Bhana, 1984; Spinks, 1980, 1982, 1983) tends to be rather 
; 

narrowly focussed and is of obscure psychiatric interest. 
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During the 1970s a series of psychometric studies were conducted on different South 

African groups, chiefly university students (Lambley, 1980; Lison, 1976; Van der Spuy & 

Shamley, 1978). Standard psychometric instruments such as the EPI and the MMPI were 

used, and the findings on the whole seemed to indicate no great discrepancies in anxiety 

levels between different gro,ups such as whites and coloureds. Overall, however, higher 

anxiety levels were recorded than in studies elsewhere in the world, and Van der Spuy and 

Shamley have sought to explain the results by arguing that apartheid society is stressful for 

all its inhabitants. The authors' attempts to 'diagnose' apartheid will be dealt with in the 

following chapter. 

A study conducted in Zimbabwe but reported in the South African Medical Journal (Castle 

et al, 1976) reported some of the difficulties involved with measuring emotional stress in 

Africa by means of standard scales. The authors present an argument remarkably similar 

to that proposed by Gillis et al (1982), and the paper has been seen as relevant to South 

African work (Walker, 1976a, 1976b). A more specific approach to the assessment of stress 

was undertaken by Swartz et al (1983). These authors interviewed 150 Black residents of 

Cape Town to assess the prevalence and perceived impact of life events experienced over a 

six month period. The list that emerged was similar to those that have been published 

elsewhere, but it appears that events related to police contact and the effects of poverty, 

among others, had a more than expected prominence in respondents' lives. The authors 

themselves question the interpretive value of the exercise, and it is interesting to note that 

whereas one of the authors has subsequently argued that the approach used tends to 

mystify social factors (Swartz, 1985b; Swartz & Foster, 1984), another of the authors has 

claimed that the approach offers useful information on cultural difference (Gillis, 1984). 

This indicates the extent to which the data presented is open to a range of interpretations 

and is not value-neutral. 
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'Westernization', urbanization, and 'sociocultural transition' are often mentioned as stress 

factors in South Africa (Cheetham & Griffiths, 1982a; Holdstock & Franks, n.d.; Le Roux, 

1981; Manganyi, 1974). Arguments concerning the stressful effects of change generally 

conceive of people 'having' one sort of culture and then moving to acquire another, as can 

be seen in the use of the term 'transculturation' (Edwards, 1983b ). The concept of linear 

culture change (from one state of culture to another) is often presented as value-neutral 

but the implicit argument is that the process has negative effects. The nature of the 

balance between negative and positive is made explicit in the 'acculturation/ deculturation' 

distinction suggested by Cheetham et al (1983) in their study of parasuicide amongst Indian 

(Asian) people in Durban: 

Acculturation can be defined as the adoption of a culture other than the traditional one by 
virtue of the proximity of a minority group living within the bounds of a majority group the 
cultural norms of which are at variance with the minority group. This usually applies when the 
minority group is less sophisticated or developed. Asians, however, already have a 
sophisticated traditional culture and the influence of urbanization in the Western context 
represents a deviation from or loss of identification with their basic culture. This could be 
regarded as deculturation. 
(Cheetham et al, 1983, p. 943). 

The implication of this quotation is that whereas Indians have a 'sophisticated traditional 

culture' to lose, others (Blacks, presumably) do not. The concept of gain and loss of culture 

is in itself simplistic even without this evaluative component. Cheetham et al found in their 

. study that of 100 parasuicides, 54 had had 'precipitating cultural factors' (p. 944) which 

include cross-caste marriage, romantic or sexual attachments, parental disapproval of such 

attachments or cross-caste friendships, or a combination of these. The authors argue that 

this finding reflects 'the stresses of the transitional state of the community' (p. 942), 

indicating an inferential leap from the data (which are presented in the absence of 

comparative figures for non-parasuicides) to statements about the 'loss of a culture' in an 

entire community. The study is based on findings published earlier (Edwards et al, 1981) 

which contain information about life events not immediately recognizable as 'cultural' but 

potentially useful clinically (e.g. 58 of the 100 parasuicides had consulted a medical 

practitioner within the 3 months prior to the episode). The choice of the authors to focus 
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almost exclusively on 'deculturation' can be viewed as an indirect indication of the strength 

of such concepts in the literature. A recent study on family functioning in Indian 

parasuicide patients (Wood & Wassenaar, 1989), similarly, describes these patients and 

their families as culturally 'transitional' (p. 179), and interprets much of the data in terms of 

the notion of 'sociocultural transition'. The variable of 'sociocultural transition', however, 

is not operationally defined nor controlled for nor manipulated. A trend of the same type 

can be seen in the statement by Ramasuvha (1982, p. 880) on rural Blacks that 'the 

incidence of emotional stress is definitely lower than in his urbanized counterpart'. No 

evidence is presented for this firm statement apart from an indirect reference to changing 

patterns of apparently stress-related disorders. The statement also reflects a possible 

tendency to refer to all urban Blacks as 'urbanized', thus implying stressful change to exist 

even in Blacks who have lived in towns all their lives (Swartz, 1985b ). 

B. Stress, alcoholism and psychosomatic disorder 

There is no question that rates of physical disease differ in different population groups, and 

it is also generally accepted that patterns of prevalence and presentation are changing 

(Campbell et al, 1982; Van Rensburg & Mans, 1982; Walker, 1982; Wilson & Westcott, 

1980). A full review of comparative rates of 'psychosomatic' disorder is beyond the scope 

of this chapter, but brief attention will be given to those disorders, including alcoholism, 

which can most directly be seen to have relevance to the cross-cultural study of stress. The 

list presented, therefore, is not by any means exhaustive, but represents areas in which 

work most relevant to this review has been done. Emphasis in presentation will, as in the 

rest of the review, be on method and theory, rather than on findings. 

1. Alcoholism 

Psychosocial stress has directly or indirectly been held responsible for high rates of 

alcoholism found in various South African communities (Ben-Arie et al, 1983; Gillis et al, 

1965; Gillis & Stone, 1977; McCabe, 1982). McCabe (1982) has related the large amount 
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of alcoholism seen, amongst Blacks in a general hospital to rapidly changing lifestyles, thus 

invoking the 'change as stress' construct. Alcohol consumption in South Africa is, however, 

subject to a wide range of changing laws and social practices (McCabe, 1982; Van der 

Burgh, 1983b). and cannot. be understood simply in terms of a single construct. Amongst 

the coloured community in particular, for example, the 'dop' system (the practice of paying 

farm labourers in part with alcohol) is likely to have contributed to the picture of high rates 

for this group. 

2. Hypertension 

Rates of hypertension for Black, coloured, white and Indian South Africans are estimated 

respectively at 12.9, 14.9, 21.6 and 31.8 per 100,000. The rate for Indians is thus very high 

indeed, and deaths caused by hypertension in this group occur at roughly 2.5 tim·es the rate 

for whites (Van Rensburg & Mans, 1982, p. 115). Malignant hypertension has been 

identified as costly in terms of health services (Opie, 1988), and an important source of 

morbidity in Black South Africans (Milne et al, 1989). 

Seedat and his colleagues have conducted numerous studies into hypertension, especially 

amongst Indian and Zulu South Africans (Seedat, 1982a, 1982b; Seedat et al, 1978, 1982). 

They quote factors such as religion, urbani~ation and diet as being implicated in different 

patterns, but they do not consider stress in any great detail. Christodolou (1983),'in a 

correlational study of 40 hypertensive Blacks without any control group, argued for factors 

such as inability to express anger, intellectualization arid changing values in the aetiology of 

the condition. Venter (1977) found coloured female hypertensives to be more introverted 

and inhibited than normals, and found a significant correlation between 'inhibition' and 

blood pressure. Elk and Nash (1985) report an association between hypertension and 

psychiatric symptoms of anxiety and depression in an elderly coloured community. The 

question of an association between urbanisation and hypertension in Blacks has been 

raised, but actual findings appear conflicting (Botha, 1985; Els, 1984). Myers et al (1982) 

report a prevalence rate of 43.9% of hypertension in semi-skilled coloured and Black 
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workers, with a higher prevalence amongst those who had done a day's shift when assessed 

as opposed to those assessed prior to work. They advance the hypothesis that hypertension 

is related to stress resulting from such factors as repetitive but dangerous work with long 

hours and inadequate rest periods, coupled with lack of say in decision-making affecting 

the subjects' own lives. For example, until shortly before the study, double shifts (16 hours 

per day) were compulsory for the workers at peak times and even with the recent advent of 

unionization it was difficult for workers to refuse double shifts. Myers et al not only 

present an intricate argument linking theory to daily lived reality and its hypothesized 

relationship to hypertension, but they also represent the attempt in South Africa to 

consider issues of worker stress (cf. Myers, 1984). A notable feature of their approach is 

that it is parsimonious and does not require recourse to global statements on the nature of 

'culture' (cf Turton, 1986b ). Other South African work on job stress amongst workers 

varies on this issue from less 'cultural' (Hobbs, 1981; Nzimande, 1983) to more (Coldwell, 

1977; White, 1982), a continuum which to some extent reflects differences in ideological 

·orientation. 

3. Duodenal ulceration and gastrointestinal problems 

Duodenal ulcer is thought to be increasing rapidly in prevalence among Black migrant 

workers, and has also been the source of some debate (Blumberg, 1983; Mosha!, 1984). In 

an argument similar to that put forward by Coldwell (1977) about worker stress, Blumberg 

(1983) conceives of the Black migrant worker as a 'marginal man' between his own culture 

and that in which he comes to work. Segal and his colleagues have also related duodenal 

ulcer and irritable bowel syndrome in Blacks to urbanization (Segal et al, 1978; Segal & 

Hunt, 1975). They argue, however, that the status of stress and anxiety as a means of 

explaining the increase in such symptoms, is unclear. Segal and Ou Tim (1979) also note 

the potentially negative effects of herbal remedies prescribed by indigenous healers for 

gastrointestinal problems. Levin et al (1981) found that stressful situations had been 

experienced by 71 % of their sample of Black and Indian patients with duodenal ulceration 
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as opposed to 24% of controls, and also found that roughly half of the patients had 

'approach avoidance conflict' and 'a compliant personality'. The same team (Schlebusch et 

al, 1981) found no association between duodenal ulceration and intelligence or depression 

in what appears to be a subsample of the original study group. Moshal et al (1979) related 

precipitation of gastrointestinal disease in 522 Black and Indian patients to lack of control 

over others, and in the case of Indian men to stresses associated with social changes owing 

to work mobility. Mason et al (1981) found an association between life events, particularly 

those related to with family problems, and rapidity of healing in Black and Indian patients. 

In contrast to these studies, Erasmus (1978) discusses duodenal ulceration in two Black 

female adolescents, relating the condition to 'problems with the mother figure' as assessed 

by the Rorschach. This study, however, represents an unusual perspective in the literature, 

with most authors supporting either the 'change as stress' hypothesis or the 'inability to 

express feelings as stress' hypothesis, or both. 

4. Coronary heart disease 

The enormous discrepancy between rates of coronary heart disease (CHD) in Black and 

white South Africans has attracted considerable interest. White South African males in the 

30 - 50 year age group have the highest mortality rate from CHD anywhere in the world, 

and by contrast the condition is extremely rare in Blacks (Seftel, 1978; Van Rensburg & 

Mans, 1982). The large quantity of work on such issues as the Type A personality in white 

South Africans will not be discussed here. However, of relevance to this chapter is the 

widely-held view that as people move into the cities, the diseases associated with urban 

lifestyle (such as CHD) increase (Seftel, 1977). Increases in rates of CHD amongst Blacks 

are therefore not unexpected. However, the type of CHD observed among Blacks may not 

be that generally related to the often-mentioned Western lifestyle and living standard. 

Instead, it seems that the most prominent cardiac disorders seen in Blacks (urban or rural) 

are rheumatoid heart disease, beriberi-cardiac myopathy and idiopathic congestive cardiac 
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myopathy (Van Rensburg & Mans, 1982, p. 110). According to Van Rensburg and Mans, 

who summarize original articles on the subject: 

the two last-mentioned conditions are usually the result of chronic malnutrition or excessive 
consumption of alcohol. This particular combination... is usually found in Black migrant 
labourers or manual labourers living in hostel-type accommodation, and can mainly be 
ascribed to problems arising from living without a wife and having to make do with limited 
amenities and facilities, including those required for the preparation of ah adequate diet. 
(Van Rensburg & Mans, 1982, p.110). · 

The importance of this argument for the present discussion, regardless in fact of whether it · 

is correct or not, lies in its demonstration that the concept of stress should not be seen as a 

desocialized entity divorced from economic and sociopolitical factors. It is noteworthy that 

a comprehensive psychological theory to account for the supposed increase in 

psychosomatic disorder in urban Blacks in particular in South Africa has not been 

advanced. Psychiatric work in the field of psychosomatics and culture is still comparatively 

rare, but analyses of the kind proposed by Myers et al (1982) in the field of hypertension 

point the way to further research. 

V. Concluding comments 

The review presented in this chapter has been, as was stated in the introduction, necessarily 

superficial, but sufficient for the drawing out of certain key trends. 

A dualistic perspective, with whites inhabiting one 'world' and Blacks another, is pervasive. 

Even where the concept of cultural change is allowed for, further dualisms tend to be set 

up - between the 'traditional' and the 'modem' or 'Westernised' Black, for example, and 

between the rural and the urban Black. As the South African stress literature shows, 

'Westernisation', 'modernity', and 'acculturation' are almost invariably seen as pathogenic 

in some respect, and a rupture from the true and 'natural' place of Black people (cf. Swartz, 

1985b; Swartz et al, in press). The concept of the 'natural' Black may be related to a reified 

essentialist view of culture, which views culture as an entity which is immutable and resides 
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within people (Sharp,. 1980)14. The implications of this view, and related debates, are 

considered more fully in Chapter 4. 

The literature review reveals that little attention is given to sociopolitical factors, and that 

there is scant mention made of the fact that in using the concept of culture in South Africa . \ 

one is willy-nilly raising the issue of the concept of culture as a tool of political oppression. 

This is so regardless of the orientation of the particular author. The issues of culture and 

politics are inextricably linked wherever they are raised (Littlewood & Lipsedge, 1989; 

Scheper-Hughes & Lock, 1987); the link takes on a particular importance in the South 

African context. The following chapter, on apartheid and mental health, considers this 

issue in more detail. 
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Notes to Chapter 2 

1. The word 'key' in itself, of course, implies a construction. What my approach may define as 'key' may 
not be defmed so by others. 

2. For a history of South African mental health services, see Minde, 1974a - d, 1975a - h, 1976, 1977a - b. 
Minde's approach to development in the South African mental health field is based on an essentially 
progressivist view of history which assumes that all changes in mental health services can be related to 
improvements in facilities and the increasing knowledge of medical science. Moyle's (1987) early 
history of V alkenberg Hospital is more interesting methodologically as it raises the question of how 
racist ideology came to penetrate the language and practice of psychiatric care in South Africa. 

3. I use the terms coloured, Black, Indian and white in accordance with official South African policy. This 
does not imply that I accept that the categories have status as any more than legal labels. Throughout 
this dissertation I use the labels as they appear in the Population Registration Act of 1950 as amended 
(i. e. 'Black' and 'Indian' capitalised, 'white' and 'coloured' with lower case leading characters). The 
use of a capital letter for 'Indian' is self-explanatory, although there are South Africans opposed to 
apartheid who use 'indian'. 'Black' (capitalised) seems to have been developed by historical accident 
when the official usage changed from 'Bantu' (always capitalised). It is nevertheless an interesting 
phenomenon, as the retained capital letter may be seen to imply the existence of an essential Black 
identity - a core concept, as will be seen, in South African transcultural psychiatry. In the rest of this 
dissertation I use the term 'black' to refer to all South Africans not eligible to vote for candidates in the 
House of Assembly - i.e. all South Africans not classified 'white'. The term is preferable to the clearly 
racist 'non-white'. Where the term 'black' is used at the beginning of a sentence I differentiate it in 
parenthesis from 'Black' in the narrower sense, which is my more frequent usage. 

I have not followed government policy in considering the recently created 'national states' (homelands, 
Bantustans) of Transkei, Ciskei, Bophuthatswana and Venda as separate and independent from South 
Africa, and I treat them as an integral part of the country. 

4. Littlewood (in press) reviews some of the terms which have been used to define the field 
internationally. I have decided to use the term 'transcultural psychiatry' as particularly since 
Kleinman's (1977) article differentiating the 'old transcultural psychiatry' from the 'new cross-cultural 
psychiatry' the term has tended to be associated, amongst many other things with a practice which is 
not self-critical and reflexive. On the whole (though this is the grossest of generalisations), this tends 
to hold for the South African literature. 

5. This is my translation of the Afrikaans: 

6. 

Die Westerse wereld waarin die hedendaagsc Swarte beweeg, beklemtoon die individu, die tegnologie, die 

wetenskap, die geldekonomie en die sosiale filosofie van 'n mededingende gemeenskap vir wie die tyd van besondere 

belangis .... 

In teenstelling hiermee belewe die Swartman in 'n groot mate 'n statiese lewenspatroon. Waardes en nonne is 

hoofsaaklik stam- en familiegebonde en onderrig is alleen gerig op groepsolidariteit en gesanksioneerde 

gedra~trone. 

Dit is dus begryplik dat die moderne Swartman, as gevolg van sy tradisionele wortels 'vasgevang' is en gevolglik selde 

die moed en inisiatief openbaar om vrylik die wercld te cksplorcer en horn op terreine buite sy bekendheidsfeer te 

waag. 

(Carstens, 1985, pp. 15-16). 

The appeal of the concept of the extended family's necessarily offering support of a 'traditional' kind 
can be seen through an examination of De Bruyn's (1985) study entitled The role of the Indian woman. 
In an introductory section on the 'role context of the Indian woman' de Bruyn has a subheading entitled 
'the extended family' (p. 32). Under this subheading De Bruyn briefly cites research which claims that 
the family is a primary source of socialisation and support for all people (pp. 32-33). No mention is 
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made of the extended family or of ways in which the nuclear family and extended family compare on 
these dimensions. One can assume, however, that De Bruyn's implication, in the absence of any 
evidence, is that the extended family is superior to the nuclear family. This assumption seems justified 
at least in part by De Bruyn's claim made later in the study that the 'collapse of the extended family 
under Western culture' (p. 95 - the violent metaphor is evocative) leads to a loss of the 'most important 
source of guidance and support' (p. 95). No data is presented as a basis for this claim. Whether the 
claim is 'true' or not, the fact that the concept of the 'traditional extended family' is so unproblematised 
suggests that the value of this family is accepted by De Bruyn as self-evident. 

7. It is not irrelevant to the current discussion that Jung's theories have been argued to be racist (Dalal, 
1988). 

8. ·Ufufunyane (the plural form, amafufunyane, is also used) has been defined as a 'rapidly spreading 
disease which causes delirium and insecurity; type of brain disease, manic, hysteria' (Ngubane, 1977, p. 
144). The condition is similar to amok in that it is potentially extremely disruptive socially, and as such 
it provides a useful focus for arguments about the social function of disorder. 

9. My translation of the Afrikaans 'tradisionele swart Said-Afrikaners' - the words which appear in the 
title of the chapter in question. The chapter appears in what is to my knowledge, the only South 
African textbook on abnormal behaviour apart from Gillis's (1986a) brief handbook marketed for 
undergraduate medical students, and Nash et al's (1984) textbook on human behaviour, which also 
considers aspects of abnormal behaviour. 

10. This is my translation of the Afrikaans: 'In die algemeen word aanvaar dat siektes Wat deur die 
voorouers of deur die hekse gestuur word of deur besmetting teweeggebring is, nie binne die Westerse 
sisteem behandel kan word nie, en dit is eers wanneer tradisionele behandelings onsuksesvol is, dat van 
Westerse dienste gebruik maak word.' (Schoeman, 1989, p. 470). 

11. My translation of: 'Die keuse is gewoonlik die gevolg van die pasient se spesifieke interpretasie van sy 
siekte.' (Schoeman, 1989, p. 470). 

U. It is interesting to note here that the belief that world-view determines choice of healer can be related 
to a very particular local interpretation of well-known international research, such as that of Janzen 
(1978) which examines factors affecting choice of healer. In the local context, sociopolitical 
determinants in health care provision tend to be ignored or at best given scant attention when 
questions of 'culture' arise. I deal more specifically with the question of local realisations of key 
international debates in cross-cultural psychiatry in Chapter 4. 

13. The same material is presented by Edwards (1986). 

14. It is interesting that two authors who problematise the issue of culture and do not fall into the trap of 
reification both concern themselves with political factors in social change in South Africa (Freeman, 
1984; Gilbert, 1986). 
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Chapter3 

Apartheid and mental health 

I. Introduction 

There is a serious problem with considering the topic of apartheid and mental health in a 

separate chapter from the r~view of transcultural psychiatry. The special category may give 

the false impression that ideological questions are separate from some issues in 

transcultural psychiatry. My choice of the word 'apartheid' in this section is also 

problematic, firstly as this is no longer the official term for government policy and secondly 

as the roots of the present system predate the accession to power of the architects of formal 

apartheid policy in 1948. However, the term provides a convenient and well-known 

shorthand for a system of legally enforced discrimination on the basis of colour ('culture', . 

'ethnicity', 'national sovereignty'). In spite of much-publicized reforms and changes in what 

Posel (1984) has termed the 'language of legitimation' this system remains the cornerstone 

of South African government policy1. I use the term 'discrimination' as opposed to 

'recognition of cultural diversity' as there is ample evidence to demonstrate unequal 

facilities, services and opportunities for South Africans of different 'cultural' groups (South 

African Institute of Race Relations, 1988). 

The question of the (hypothesised) relationship between apartheid and mental health is 

complex and cannot be dealt with fully in a single chapter. It is however crucial to this 
* 

dissertation that key issues about the relationship be considered and explored. For 

purposes of brief discussion, the relationship between apartheid and mental health can be 

considered under four headings, which clearly overlap. They are 

1. Apartheid and mental health care 

2. Does apartheid cause mental illness? 

3. Apartheid and the production of knowledge about mental health, and 

4. The South African psychiatrist in relation to apartheid. 
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Each of these areas is enormously complex, and just a few points will be sketched here. 

II. Apartheid and mental health care 

A. Health care policy and practice in South Africa 

Any discussion of mental health care in South Africa must be viewed within the context of 

health care policy in general (De Beer, 1984 ). The bureaucracies involved in health and 

welfare services are enormously complex, and I cannot within the space available hope to 
-

do more than provide a brief outline of some of the key issues in health care provision in 

this country. 

The South African health care system is fragmented along 'ethnic' lines. The concept of 

each 'ethnic' group having its own health service leads to the bureaucratic extravagance of 

fourteen health departments in one country (De Beer, 1984 ). It can also result in patients' 

using facilities far away from their homes, as facilities near them are for other groups. If, 

for example, a Black person lives across the road from a 'white' hospital, that person must 

go for treatment to a 'Black' hospital, often many kilometres away2• The political abuse of 

concepts of culture ·and ethnicity go even further, though, when the construction of the 

'homelands' (National states, Bantustans) is considered. As a result of the creation of such 

'independent' or 'self-governing' states it has now become possible for a Black person living 

in a rural area and designated as belonging to a certain tribe to be restricted in access to 

health care facilities close to his/her home because such facilities are now deemed to be 

situated in a 'foreign' state - land allocated to members of another Black tribe/ethnic 

group/culture (De Beer 1986). Price et al (1985) point out that the 'homeland' 

(Bantustan) health services contribute to wasted resources, lack of coordination, creation 

of ethnic divisions and consciousness, diffusion of responsibility for health care, and 

continuing actual dependenc~ of these systems on the South African state (see also 

Turshen, 1986). The fragmentation of health services extends beyond the issue of 
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homeland health care, though, and even beyond the question of services specifically for 

Blacks. The current South African constitution {which has been in operation for five years) 

makes a distinction between what it terms 'general affairs' and 'own affairs'. Matters under 

'general affairs' are those which supposedly are common to all South Africans, such as 

national defence, and those under 'own affairs' are specific to specific population groups. 

Health has been deemed by the constitution to be an 'own affair', with the result that there 

are even separate health departments, with separate budgets and inevitable duplication of 

administrative structures, for whites, coloureds and Indians. 

It is important to note for purposes of this discussion that the concept of 'culture' as used by 

the South African state is fundamental to such absurd practices and to the consequences of 

poorer standards of health care and greater problems of access to care (Thornton, 1988). 

Another concept which is also abused by the state in this context is that of 'community'; 

services are supposedly designed to be community-specific and community-sensitive. This 

is, in fact, a gloss for inequalities, and also for defining people not by reference even to 

geographical location, which could arguably make sense in community health planning, but 

by reliance on definitions of difference which form the cornerstone of South African 

apartheid policy - the Population Registration Act (Thornton & Ramphele, 1988). 

The inextricable relationship between social and political conditions in South Africa and 

disparities in health services and indices of health has been amply demonstrated 

{Andersson & Marks, 1988; Botha et al, 1988; Seedat, 1984; Van Rensburg & Mans, 1982; 

Wilson & Westcott, 1980; Zwi, 1987; Zwi & Saunders, 1986). Particular areas of concern 

include the epidemiology of tuberculosis, which is primarily a disease of poverty (Yach, 

1988); the area of occupational health and the implications of worksite exploitation for 

health status (Myers et al, 1982; Zwi, Fonn, & Steinberg, 1988), and continuing 

developments in state strategies and policies which impact on health (Andersson & Marks, 

1988; Zwi, Marks, & Andersson, 1988). In line with other aspects of current state policy, 

privatisation of health services is high on the state's list of priorities, a fact which almost · 
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certainly will make health services even less accessible to the mass of poor, Black South 

Africans (Naylor, 1988; Price, 1988; Zwarenstein & Bradshaw, 1989). In this regard, there 

has been considerable discussion of late in anti-government medical circles of the prospects 

for a national health system which would not discriminate on the grounds of race, 'culture', 

or socioeconomic position (Owen, 1987, 1989). 

An issue which has attracted considerable debate both inside South Africa and 

internationally has been the moral culpability of South African personnel in participating in 

a discriminatory health system (Seedat, 1984; Wilson, & Westcott 1980). A key focus in 

this concern has been the death in detention of the activist Steve Biko in 1977. The district 

surgeons who examined Biko shortly before his death from head injuries sustained, it must 

be assumed, at the hands of his captors, failed to intervene and in fact gave permission for 

this seriously neurologically impaired man to be transported a distance of some lOOOkm in 

the back of a police van (Seedat, 1984, pp. 97-98). Both the statutory South African 

Medical and Dental Council, and the Medical Association of South Africa (MASA), to 

which most South African medical practitioners belong, were extremely tardy and to all 

appearances reluctant in censuring the doctors concerned (Rayner, 1987). The affair led 

some progressive medical practitioners to set up the National Medical and Dental 

Association (NAMDA), an organisation committed to equality in health care and 

accountability to all South Africans. Psychiatry has received special attention as a 

discipline in which the questions of professional ethics and morality have been discussed. 

The entire question of culpability will be considered in greater length with respect to 

psychiatry towards the end of this chapter. 

As mentioned at the outset of this section, it is impossible to do full justice to the issue of 

the relationship between apartheid and health services in the space available. What has 

been mentioned here serves purely as a sketched context for more specific discussion of 

mental health care below. It is worth noting here however that only comparatively recently 

have explicit attempts been made to relate questions regarding the political economy of 
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mental health in South Africa to broader health issues in the country (Dawes, 1985; 

Dommisse, 1986; Vogelman, 1986). 

B. Mental health services 

The World Health Organization's preliminary document on apartheid and mental health 

care (1977) presents a clear picture of differences between psychiatric facilities for whites 

and those for other South Africans. In spite of differences of opinion as to the accuracy of 

some of the claims made (Gillis, 1977, 1978; Jablensky, 1978; The Lancet, 1977), the 

inequalities in facilities are undisputed. Solomons (1980) has provided a detailed historical 

perspective of the development of these unequal facilities. Dovey (1983) has demonstrated 

that guidance and counselling facilities are similarly affected by apartheid. 

The American Psychiatric Association (AP A) Committee to Visit South Africa (Stone et al, 

1979), focussing chiefly but not solely on privately-run psychiatric institutions in South 

Africa, confirms much of the WHO report. Large discrepancies between monies spent on 

white and other patients in these institutions were recorded. The AP A committee failed to 

find evidence for psychiatric incarceration of anti-government activists, but reported 

inadequacies of care in almost all areas, including basic medical care of Black patients in 

certain institutions. The South African Department of Health disputed many of the 

findings (Stone, et al, 1979). An interesting feature of some of the Department of Health's 

objections to the opinions of the Committee to Visit South Africa is that 'culture' was used 

in defence of what the Committee saw as discriminatory practices. For example, the 

Committee reported that they observed that .patients on the 'black' side of a psychiatric 

hospital received inferior food from that provided for whites on the other side of the same 

institution, and that many black patients were poorly clothed and without shoes. The 

response of the Department of Health was that culturally black patients do not like 

Western food, and that they do not like wearing shoes in summer3. It should be noted that 

the black side of the hospital concerned catered at that time for coloured as well as Black 
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patients. The category 'coloured' is simply a rag-bag (the Population Registration Act 

defines a coloured person as anyone who is neither white nor Black) and the 'cultural' 

argument is particularly specious when applied to coloured people (Patterson, 1989)4. A 

further interesting fact is that within a few years of the Committee's visit, patients on the 

black side of the hospital concerned could be seen to be wearing shoes throughout the year 

and to be receiving the same food as served on the white side. Clearly, their 'culture' as 

understood in the ahistorical essentialist sense outlined in the previous chapter could not 

have changed, and it is more than likely that the opinions of the Committee were being 

responded to. If this is the case, one need go no further for evidence in the psychiatric 

context of the concept 'culture' in use as a political smokescreen. 

As is the case with health services in general, as mentioned previously, mental health 

services have become even more fragmented than they were previously, since the advent of 

the new tricameral constitutional system. Commenting on the complexity of mental health 

service structures, Freeman (1989b) writes: 

... the main reason for the confusion of so many, is a mental health structure the logic of which 
seems to require either complex technical skill or a slightly twisted intellect to fathom - I fear 
its (sic) the latter. What depressed me though was not the complexity of the structure itself, 
but that care is prejudiced as a result of the political motives which underlie mental health care 
structures. 
(Freeman, 1989b, p. 1). 

A graphic example of the effects of political fragmentation is that prior to the current 

constitutional system in South Africa there were nine regional welfare boards, but 'there 

are now 25 racially separate boards ostensibly each catering for the future of their "own" 

communities' (Freeman, 1989a, p. 2). Fragmentation affects the services provided even to 

individual patients: 

Tinswalo Hospital, sited in Gazankulu [a 'homeland'], provides in-patient care for patients 
from the surrounding region which includes Lebowa [another 'homeland'] and 'white' South 
Africa, irrespective of their 'citizenship'. However, community services are restricted to 
Gazankulu citizens and Lebowans discharged from Tintswalo Hospital are expected to seek 
follow-up community care from their own health services in Lebowa. 
(Freeman, 1989a, p. 4). 
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Every aspect of mental health care is affected by apartheid. The mere fact of segregation 

of facilities by race has serious implications. In Johannesburg community psychiatric 

services, one medical practitioner or psychiatrist sees between 25 and 50 Black patients in 

one morning at a clinic, but at the equivalent 'white' service, between 20 and 30 patients 

are seen (Freeman, 1989a, p. 10). The maximum disability grant for Blacks is R150 per 

month, R200 for coloureds and Indians, and R251 for whites (Freeman, 1989a, p. 10). 

Overcrowding of facilities is the rule for Blacks but not for whites - 2,679 Black male 

patients in institutions with an official bed capacity of 2,193 in 1985; for white males there 

were 271 beds officially empty on the same day (calculated from Freeman, 1989a, p. 11). 

The ratio of number of psychiatric beds to population in Johannesburg is approximately 

1:6,300 for Blacks, and 1:2,500 for whites (calculated from Freeman, 1989a, pp. 11-12), with 

a range of sophisticated services available to whites which are not available to Blacks. In 

every respect, and in spite of state claims of liberalisation, Blacks are grossly discriminated 

against. Freeman (1989a) points out further that imminent privatisation of mental health 

services will inevitably make things worse for poor (i. e. Black) patients. 

International concern about the role of apartheid in mental health care has been expressed 

by a number of authors (e.g. Dommisse, 1984a, 1986; Pillay, 1984; Sashidharan, 1981) 

including those specifically concerned with transcultural psychiatry (Sashidharan et al, 

1982), with much of the debate's being cast in moral terms. It is true that following 

international pressure (though some would say not as a result of it) there have been some 

changes in the provision of facilities for all mentally ill South Africans. One potential 

problem, however, is the extent to which useful innovations can be effectively appropriated 

into a system which is structurally inimical to change. Savage (1979) among many others 

has demonstrated the obstacles which stand in the way of providing adequate medical care 

in South Africa, and Hammond and Buch (1984) have raised the issue of how even a 

progressive concept such as the use of community health workers may be, as they put it, 

'perverted' such that inferior services are offered. The move within psychiatry to 
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collaborate with 'traditional healers' discussed in the previous chapter is similarly 

problematic. Recognition of the value of indigenous healing may well be progressive and 

enlightened, but the suggestion for psychiatry to form a partnership with such healers 

(Robbertze, 1980) can be evaluated only within two contexts: firstly, the proposed 

inequality of the relationship; and secondly, gross disparities in medical care in South 

Africa. A question that can be raised is that' of whether 'traditional healers' are being feted 

because of their ability to ease the workload of a system which in other areas is a world 

leader in expensive medical care (such as organ transplants) (Odejide et al, 1989). I am not 

arguing that proponents of such ventures are acting in bad faith (quite the contrary, in 

many cases), but the issue of whether living in South Africa leads one simply to accept 

certain discriminatory ways of thinking and practice as 'natural' is a crucial one, and one 

with which Part 3 of this dissertation is implicitly concerned. 

III. Does apartheid cause mental illness? 

Two books entitled The psychology of apartheid and written by psychologists who had lived 

and worked in South Africa have sought to pin a psychiatric diagnosis on South African 

society. Van der Spuy (in Van der Spuy & Shamley, 1978) has referred to Afrikaners' 

'authoritarianism', 'obsessionality' and 'emotional immaturity'; Lambley (1980, pp. 251-

252) refers to the 'sociopathic Afrikaner community' and says that 'South Africa as it is 

today is a mentally deranged society'. Lambley's accounts of his difficulties as a clinical 

psychologist working in South Africa are evocative, but both he and Van der Spuy make 

" leaps from psychometric test data to 'cultural diagnosis' which are unfortunate for at least 

two reasons. Firstly, it is simplistic to argue that a 'neurotic apartheid society' somehow 

'causes' high MMPI anxiety scores, for example. Neither author provides adequate 

discussion of proposed mechanisms of causation or of the possible methodological 

weaknesses of the psychometric approach. Secondly, and this is more serious, both authors 

reduce a complex political system to a set of psychiatric labels. Van der Spuy goes so far as 

to suggest psychotherapy on a grand scale as a palliative - this. is clearly politically naive. 
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It is of course almost impossible methodologically to prove that a given political system, 

however extreme or barbaric, causes mental illness (Hayes, 1983). Even firm figures such 

as those for suicide are difficult to link to apartheid directly (Meer, 1976). Attempts to 

relate apartheid to mental illness have generally been indirect. For example, 'Manganyi 

(1970) found no differences in body image between paraplegic and normal Blacks and uses 

this information to theorize about the general psychological ill-health o~ the group (1973, 
j 

1977). This argument does not give due credence, however, to the possible methodological 

flaws in the original study, and Couve (1984, 1986) has suggested that Manganyi may lack a 

degree of theoretical precision in this work. However, Manganyi does provide graphic 

descriptions of emotional life under apartheid, and the basis for the development of a local 

psychology of oppression on Fanonesque lines (Fanon, 1965). 

The psychology of apartheid is of course not simply the psychology of a supposedly 'sick \ 

society' but is the psychology of oppression, violence, detention without trial, forced 

removals, separation of families, huge disparities in income, nutrition and health care, to 

name just some everyday features of South African life. Official policy on many of the 

harsher features of apartheid legislation has changed, but the extent to which practices 

have changed in reality is debatable. 

There can be no doubt that apartheid is implicated in health disparities, as suggested 

earlier. According to the South African Institute of Race Relations (SAIRR, 1985), the 

mortality rate per 1 000 white births in 1982 was 13.4, and in the same year the figures for 

Indians, coloureds and Blacks were 20.7, 59.2 and 80 respectively (p. 723). UNICEF 

(quoted by the SAIRR, 1984), reports that South Africa has one of the highest infant 

mortality rates in relation to national wealth in the world (along with countries such as 

Brazil, Oman and Saudi Arabia). 
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Numerous other factors potentially associated with health status are affected by apartheid, 

and the statistics which follow give a mere indication of the whole picture. 

Forced removals. By the end of 1982, 2,285 white, 81,948 coloured and 39,485 Indian 

families had been moved under the auspices of the Group Areas Act of 1950 which 

legislates that neighbourhoods must be 'racially' homogeneous (SAIRR, 1984, p. 233). 

Official figures placed forced removals of Blacks in 1983 at 28,796, roughly 4,000 up from 

each of the previous two years (SAIRR, 1985, p 487). In spite of official relaxation of 

policy regarding forced removals, in 1986 this figure had rocketed to 64,180 (SAIRR, 1988, 

p. 1). The Surplus People Project has estimated that 3,522,900 South Africans of all races 

had been moved between 1960 and 1982 - a figure which has been disputed by the 

authorities (SAIRR, 1985, p 487). 

Pass laws. In 1983 alone 262,094 Blacks were arrested under the pass· laws by which all 

Blacks were required to carry an 'Identity Document'. This figure was 28 percent up from 

that for 1982, which was in tum 28 percent higher than the 1981 figure (SAIRR, 1985, p. 
I 

348). The carrying of passes was instituted in an attempt to stem the influx of Blacks into 

'white', urban areas. Influx control was abolished in 1986, and the Minister of Law and 

Order at the time stated that 17 million people had been arrested while the laws had been 

in force (SAIRR, 1988, p. 460). In spite of abolition of influx control and a switch to a 

policy recognising the inevitability of urbanisation, the state has been seen to use other 

legislation for the same purpose as influx control. In 1986, for example, 77,458 Blacks had 

been arrested for trespassing- an average of 212 per day (SAIRR, 1988, p. 461). 

Detentions. Detentions without trial in South Africa have increased dramatically, with a 

peak being reached in 1985-6. Detentions under the provisions of the Internal Security Act 

rocketed from 505 in 1984 to 2,387 in 1985, a change of 427 percent. Of all those detained 

under these provisions in 1985, 6 percent were charged with any offence, and just over 1 

percent (30) convicted (Repression Monitoring Group) (RMG), 1986a). In the first three 

months of the 1986 State of Emergency, conservative estimates placed the number of 

detentions under emergency regulations at roughly 14,000, almost three times the figure of 

5,196 recorded for three months 9f the 1985 emergency (RMG, 1986c). Between 1 January 
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and 15 April 1987, 19,209 people had been detained, according to official figures, and the 

Detainees Parents Support Committee estimated that 25,000 people were detained under 

emergency regulations between 12 June 1986 and 11 June 1987, and that on any single day 

there were approximately 5,000 people in detention (SAIRR, 1988, pp. 536-537). In 

October 1986 the eighty-second South African, as far as is known, died in political custody 

(RMG, 1986e ). The area of detention of children has caused particular concern (Swartz & 

Levett, 1989). The Minister of Law and Order admitted in parliament in February 1988 

that 1,388 people under the age of eighteen had been detained under emergency 

regulations in 1987 (SAIRR, 1988, p. 538). In a study of 176 ex-detainees, Foster et al 

(1987) found that 83 percent claimed to have been subjected to some form of physical 

abuse, with widespread use of a range of physic~ and psychological torture methods. 

Eighty-three percent of ex-detainees treated by a group of Johannesburg doctors had been 

physically abused, a figure which accords with those of Foster et al (Browde, 1988; RMG, 

1986d). 

Violence. Not only detainees are affected by the turmoil in the country. Militarization is 

having effects even on the relatively protected white community (Cock & Nathan, 1989; 

Feinstein et al, 1986). Five weeks of the most violent State of Emergency to date (12 June 

- 18 July, 1986) yielded a figure of 158 'unrest-related' deaths (RMG, 1986b ). Through 

vigilante action, which many eye-witness reports state was supported by· South African 

security police, more than 70,000 people living in squatter communities lost their homes 

and possessions (Grassroots, 1986). Dawes et al (1989) have demonstrated psychological 

symptoms in response to this violent disruption. 

The ultimate effects of these and other more chronic situations on mental health in South 

Africa are incalculable. Studies of both the acute and less obvious features of apart~eid 

society and mental health are needed, and those that are available are telling. For 

example, Stoch et al (1982) in a 20-year follow up study of severely under-nourished 

coloured infants, demonstrated differences between the index groups and well-nourished 

controls on IQ, physical size, and a variety of other factors. Their finding that the 
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malnourished group were as well integrated into the community as controls, suggests a 

series of questions about the research methodology, the ability of the community to 

tolerate deviance, the prevalence of malnutrition-based disorders in South Africa, and 

many more. Looking at acute factors, Skinner & Swartz (1989) found widespread 

adjustment reactions in a sample of 19 pre-school children of detainees. 

There can be no question that the South African situation contains many features which 

are universally thought to be pathogenic, as has been seen. It also includes the added 

factor of apartheid ideology. Even if one accepts, however,. that this ideology has structural 

similarities to and historical links with Nazism (Dommisse, 1984b ), there may be problems 

with trying to demonstrate a direct link between apartheid and mental illness. The 

assumption that serious injustices in a political system must be visible in the psychological 

functioning of individuals fails to take account of mechanisms that communities may use to 

deal with oppression. A potential danger in the arguments attempting to link mental illness 

directly to apartheid may be that evidence of relative mental health in some areas may be 

taken, conversely, to defend the apartheid system. It is a very different matter to attribute 

malnutrition rates to apartheid than it is to attribute rates of psychiatric disorder to the 

system. Attempts to set up direct links of this kind may hinder rather than help efforts to 

demonstrate the complex role of apartheid in mental illness. Victimological discourse, 

furthermore, in discussions of the effects of apartheid, may paradoxically create an image 

of passivity and helplessness in victims as opposed to fostering empowerment of oppressed 

groups (Lab, 1988; Straker, 1988; Swartz & Levett, 1989; Swartz et al, in press). 

This having been said, though, it needs to be emphasized that there can be no question that 

apartheid experiences must form a crucial part of the developmental history of every South 

African, and to ignore this factor in any theory of mental health and illness is likely to 

render the theory decontextualized and unsatisfactory. It should also be noted that much 

of the literature choosing to isolate 'culture' as a primary explanatory concept suffers from 

a naively linear model of illness causation no less problematic than would be a linear 
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causation model using 'apartheid' as .the cause. This observation raises the issue of what 

constitutes a viable research framework to study mental health issues in South Africa. This 

question will be dealt with to some extent in the following section. 

IV. Apartheid and the production of knowledge about mental health 

A recent South African medical text-book contains a chapter on psychiatric illness, the 

second paragraph of which reads: 

For the urbanized Black it is true that the 'tradition-directed personality' has disappeared, 
whilst the 'inner directed personality' has failed to appear. They therefore find themselves in a 
psychic turmoil, which expresses itself in an increasing incidence of psychiatric problems of a 
psychosomatic nature, as well as anxiety, depression and alcoholic addictions. 
(Henning, 1982, p .. 445). 

The fact that this statement is made without supporting evidence may be explained to an 

extent by its presence in a basic text aimed at undergraduates, among others. Nevertheless, 

the bold assertions about the 'facts' of types of personality which can enter, leave or be 

absent from entire communities suggest that the author is convinced of the veracity of the 

clai~ made. The sheer glibness of such assertions must be viewed within the context of 

the South African academic and professional environment. 

A second example of work which demonstrates the influence of apartheid ideology (or 

racism in general - cf Bulhan, 1981, 1985; Mercer, 1986) on research, is a thesis by 

Potgieter (1986). The English title of this study is The work-shy Coloured man: a 

psychodiagnostic study (p. 275), and th~ following quotations are taken from the English 

summary: 

Somebody is regarded as being work-shy [for purposes of being included in the study] if he has 
been unemployed for six months or longer, is not unfit for work because of illness and is not 
officially registered as being unemployed. 
(Potgieter, 1986, p. 276). 

A significant difference was found to exist between the intellectual abilities of the work-shy 
and the steady workers .... There is the possibility that the work-shy will give in to the 
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temptation not to work because of lower intellectual ability, so that this could be a reason for 
his being work-shy. 
(Potgieter, 1986, p. 276). 

It should be noted that this study took place at a time when unemployment in South Africa 

was at extremely high levels, the rate for coloureds being roughly 14% (SAIRR, 1988, p. 

294 ). The definition of people who are not working and not registered as unemployed as 

'work-shy' furthermore, is indefensible regardless of unemployment rates. Whatever the 

myriad methodological flaws of the work, it is interesting from an ideological point of view. 

The racist image of the lazy coloured person, who chooses not to work, is clearly being 

reproduced here. The fact that such a piece of work was passed for a masters degree at a 

South African university is a serious indictment of higher education in this countrf. 

Dawes (1985) has argued that clinical psychology in South Africa does not adequately 

consider its ideological base and as such fails to provide any serious critique of the status 

quo. Sharp (1980, 1981) and the recent collection edited by Boonzafor and Sharp (1988) 

have shown that South African anthropology, and notably that subdiscipline known as 

volkekunde, tends, in a particular interpretation of the structural-functionalist tradition, to 

take the presence of 'ethnic' or 'cultural' categories as a priori. A similar phenomenon ~an 

be found in transcultural psychiatric studies, in which it is assumed that cultural differences 

must exist and that it is the job of transcultural psychiatry to see whether or not these 

extend to psychopathology. Knowledge of expected differences in presentation and illness 

management is of course clinically invaluable. It is however noteworthy that these 

differences tend to be located in archaic or simplistic 'essences' (cf. Swartz, 1985b; Swartz 

& Foster, 1984). Furthermore, discussion of 'culture' as a final mode of explanation in 

South Africa simultaneously takes as given the scientific validity of legal categories, and 

suppresses discourse about other factors (see Chapter 4). If, for example, the psychological 

status of an urban Black can be reduced to a series of characteristics which supposedly 

inhere in certain aspects of 'acculturating' people, then it is not necessary to look to class 

factors and consequences of living with inequality for models of explanations. 
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South African work on transcultural psychiatry does not, of course, always ignore issues of 

power and inequality, and much of the research produced is undeniably useful. However, 

the danger of transcultural psychiatry in South Africa is that it can operate from a series of 

assumptions about the 'otherness' of supposedly discrete groups (see Chapter 4). The 

strong tendency to focus on the exotic and apparently bizarre (once again, not a purely 

South African trend) has the potential in this country to set up a particular level of research 

framework. This approach, by the very nature of the questions it asks, may go some way to 

legitimate discriminatory and segregationist policies. The concept of 'cultural diversity' 

cannot be anything but value-laden in South Africa, as it forms the basis of justification for 

apartheid policies. The challenge for South African work is not to ignore differences wherel 

they may exist, but to discuss both common and unusual features within the broad local 

health and ideological context. To ignore the context may in many cases be to contribute 

to it. Precisely how to proceed in this regard however, is an extremely difficult question, as 

will be seen in the following chapter. 

V. The South African psychiatrist in relation to apartheid 

A. Descriptions of apartheid psychiatry and psychiatrists 

Given the documented inequities in psychiatric care, and the exploitation of Black 

psychiatric patients in some cases (Stone et al, 1979), the question arises as to what sorts of 

people South African psychiatrists are. How does one explain the fact of participation in 

discriminatory practices on the part of people whose overt life's work is the alleviation of 

distress? This is a crucial question which needs to be addressed in any examination of 

psychiatric culture in South Africa, and one which underlies much of the empirical research 

in this dissertation. 

The most simple answer to the question can be established by pointing to psychiatrists and 

mental health professionals who are, or are seen to be, ideologues operating quite clearly 
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in the service of the state and apartheid ideology. By far the most famous and influential 

psychologist in South Africa's history, for example, was the late Dr H F Verwoerd. It was 

during his term of office as Prime Minister that the apartheid apparatus, including the 

Bantustan system, became firmly entrenched, and security legislation (including that for 

detention without trial) more brutal and repressive than before. Going further back in 

history, there have been South African psychiatrists, like others in the history of medicine 

(Fernando, 1988; Littlewood & Lipsedge, 1989),. who have viewed blacks almost as 

members of sub-human species. This is well illustrated by Laubscher's (1937) text on 

psychopathology amongst Blacks. 

There is no question in my mind that there must be a proportion of South African 

psychiatrists and mental health practitioners who are racist - this much is clear from a 

reading of the literature. This is probably the case universally, in spite of findings that 

psychiatrists are generally less racist and more liberal than their non-psychiatric medical 

colleagues (Light, 1980). What interests me more, largely because of my own experiences 

in particular areas of South African psychiatry, is the question of how practitioners who 

clearly see themselves as non-racist and anti-racist - indeed, in some cases as guardians of 

the future mental health of all South Africans - participate in the reproduction of racist 

practices, and in the defence of South African psychiatry (Gillis, 1977, 1978; Hemphill, 

1987, 1988; cf Edwards, 1987)6• These people are commonly on the staff of or are 

associated with English-speaking universities with strong liberal traditions. The empirical 

data presented in this dissertation was collected at just such an institution. The underlying 

question is not whether South African psychiatry is institutionally racist (the answer to this 

question is clearly 'yes'), or whether all South African psychiatrists and other mental health 

professionals are racist (the answer to this question is clearly 'no'), but that of how racism is 

reproduced, to some extent regardless of the overt ideological orientation of the clinicians 

involved. 
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The literature on South African psychiatry as reproducer of oppression is inconsistent, and 

often poorly argued. Publications which quote statistics for discrepancies on spending on 

mental health services have the advantage of providing empirical evidence for the existence 

of institutional racism. This is reflected in South Africa's distribution of mental health 

services, as discussed in a previous section (see also Dommisse, 1987; Fluxman, 1985; 

Jewkes, 1984). When the issue of culpability for participation by South African psychiatry 

in racist services is discussed, two major positions emerge. The first of these can be termed 

the 'embattled' or the 'stressed' position, which argues essentially that South African 

psychiatry is in a difficult situation and is doing its best to right wrongs (Nightingale & 

Stover, 1985, p. 247; van der Spuy & Shamley, 1978). The second position is less 

sympathetic towards South African psychiatrists themselves, and more inclined to 

apportion blame. This may be termed the 'condemnatory' position (Dommisse, 1987; 

Fernando, 1988, pp. 180-1; Fluxman, 1985; Lambley, 1980). These two positions can be 

seen to have different tactics in that proponents of the 'embattled' view tend to advocate 

support for South African psychiatrists in their attempts to improve the situation, and 

'condemnatory' view supporters tend to suggest isolation of South African psychiatry as a 

strategy for forcing change 7• The British Psychological Society in a recent resolution 

appears to be attempting to opt for a middle course between these positions in advocating 

what amounts to a selective academic boycott which is designed to exclude South Africans 

supportive of discrimination but not others (BPS, 1989). 

Rhetoric about the evils of South African psychiatry is extremely powerful and emotive 

(see especially Dommisse, 1987, and Lambley, 1980), and what may be termed a 

demonological characterisation of psychiatrists has appeared in the South African popular 

press (e.g. De Villiers, 1985)8. Calling for a more disciplined approach to the topic, 

Sashidharan and Platt (1987) argue: 

Simply labelling a complex social system is no substitute for analysis; a closer examination of 
the way power is appropriated by a few in society at large and also within medicine ... [can 
expose] the common cause which the politicians and professionals share .... Reification of 
psychiatry as essentially independent of political systems and the supposition that in South 
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Africa the relationship between political ideology and professional practice is somehow 
aberrant or unnatural introduces an element of moral outrage rather than a clearer 
understanding of how one system feeds on the other and how they both reinforce each other. 
Without considering racism or capitalism as central themes in apartheid and how 
psychiatry /medicine through its selective professional concerns enables the expression and 
achievement of such an ideology it would be impossible to understand the political purpose 
and significance of what are conventionally seen as merely professional issues. 
(Sashidharan & Platt, 1987, p. 759). 

Much of this dissertation is explicitly concerned with the politics of everyday psychiatric 

practice - particularly insofar as it relates to the question of 'culture' (as defined implicitly 

by the preponderance of authors discussed in the previous chapter). 

Sashidharan and Platt go on to point out that any analysis of the political function of South 

African psychiatry must make mention of the major professional psychiatric association and 

give due regard to progressive movements in the health and mental health fields. I 

consider this question briefly in the following subsection. 

B. Professional and alternative organisations 

The Society of Psychiatrists of South Africa (SPSA) is a branch of the Medical Association 

of South Africa (MASA) mentioned earlier. Gillis's letters to The Lancet in 1977 and 1978 

which can be described as apologist about South African psychiatry and psychiatrists were 

written on behalf of the SPSA Unlike the Psychological Association of South Africa 

(P ASA), the office-bearers of which are generally predominantly Afrikaans-speaking and 

from Afrikaans-medium institutions9, the SPSA often has English speakers from 'liberal' 

universities (like Gillis) as office-bearers. In 1985 the SPSA released the following 

statement: 

The Society of Psychiatrists of South Africa (MASA) declares that: 

1. The Society of Psychiatrists recognizes and deplores potentially harmful psychological 
effects on the people of South Africa as a result of any form of discrimination based 
on race, colour, gender or aeed. The Society does and will strive for the elimination 
of all forms of discrimination that adversely affect mental health. 
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2. The Society declares its opposition to any disparities in the quality of psychiatric 
services for all. 

3. The Society declares its commitment to insist its members practise their profession as 
laid out in internationally accepted ethical codes in the declarations of Helsinki, 
Hawaii and Tokyo, and its determination to resist any form of abuse of psychiatric 
knowledge and skills for political ends or for any other purpose contrary to the best 
interests of the patients and their personal welfare. 

4. The Society has by its representation and actions been responsible for many 
improvements in the services for all psychiatric patients in South Africa. The Society 
steadfastly declares its intention to continue these efforts. 

An interesting feature of this statement is that it does not question the fundamental 

apartheid principle of racial segregation of facilities. · A further feature is that the SPSA is 

portrayed as active in the fight against discrimination and in the improvement of facilities, 

but no details are given. Many would dispute both claims and the first in particular 

(Fluxman, 1985; Sashidharan & Platt, 1987). More fundamental than any of these aspects, 

however, is the fact that the statement seems based on the view that it is possible to 

separate the mental health sphere from the rest of the social, cultural, and political 

environment. In opposing 'all forms of discrimination that adversely affect mental health' 

(point 1 of the statement • it should be noted that a non·defining clause is used), the SPSA 

may be seen to be espousing either or both of the following positions: 

1. The SPSA does not oppose forms of discrimination which do not adversely affect 

mental health. 

2. The SPSA considers it its province to comment on the issue of mental health alone, 

and not on other social and political issues. 

Both these positions demonstrate the extent to which the SPSA seems at the time to have 

viewed professional developments in psychiatry and the mental health field as relatively 

separate from other forms of social and cultural practice. This lack of reflexiveness about 

the social and cultural construction of professional practice has an important parallel in the 

South African transcultural literature which overwhelmingly designates 'culture' as 
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inherently belonging to others - notably, Blacks. The SPSA can also be seen to be 

operating within the type of split between politics and professionalism noted by 

Sashidharan and Platt (1987), and quoted earlier. 

Later statements by office-bearers of the Society (e.g. Ben-Arie. & Nash, 1986) point to 

dissatisfaction with unequal facilities and care. Doubtless, the extent to which the Society 

has fought for equality of services would be questioned by many. 

A very recent meeting of the SPSA and the academic heads of psychiatry departments in 

South Africa, I am informed (Allwood, personal communication), may herald a major 

change of direction for the SPSA. The SPSA is in the process of drafting a statement which 

clearly and unequivocally condemns the wastefulness of 'ethnic' departments of health, and 

the inequalities inherent in segregation. The SPSA, I understand, is in the process of 

committing itself to the abolition of racial segregation in psychiatric facilities throughout 

the country. At the time of writing, unfortunately, no statement is as yet available for 

public scrutiny, and it remains to be seen how actual practice will change in the wake of the 

forthcoming statement. 

Some psychiatrists, dissatisfied with both the SPSA and with MASA in general, have found 

an ideological home in organisations such as NAMDA (defined above), and the 

Organisation for Appropriate Social Services in South Africa (OASSSA). OASSSA was 

formed in 1983 by a group of psychologists protesting the holding of a family therapy 

conference at Sun City. This venue is a casino resort situated in the homeland of 

Bophuthatswana. The psychologists concerned pointed out that there was an irony in 

holding a family therapy conference in a homeland - areas which have all been wracked by 

family disruption engendered by South African influx control legislation which requires 

that breadwinners finding employment in 'white South Africa' leave their families in the 

homelands10• In vast numbers of cases these breadwinners are able to visit their families 

annually at most. OASSSA is committed to democratic accountability in mental health and 
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social service care and to working towards post-apartheid mental health and welfare 

services. 

I 

NAMDA and OASSSA cooperate with other health and progressive organisations and 

trade unions on political campaigns around health issues and also on actual alternative 

service provision, notably in the fields of rehabilitation after detention or other acute forms 

of abuse. The vast majority of mental health professionals and psychiatrists in particular do 

not belong to such organisations. Most mental health professionals, then, have not taken 

up an overt political stand of the type implied by joining a progressive organisation. This 

does not mean, however, as will be seen in Part 3 of the dissertation, that ideological 

factors do not impinge on the consciousness of practitioners. There can scarcely be a 

mental health professional in the country oblivious to the power of the rhetoric directed 

against South African psychiatric and medical practice. 

VI. Concluding comments 

Any attempt to explore issues of culture in South African psychiatry without an 

examination of the complex relationships between apartheid and mental health must fail. 

Apartheid has been part of the cultural fabric of life for all South Africans for over forty 

years, and the history of discrimination in the ·country is far longer. If transcultural 

psychiatry is fundamentally about examining behaviour and practices in context, then the 

discipline must explore context in its broadest sense - and not only in the narrow, 

essentialist 'cultural' way suggested by much of the local transcultural psychiatric literature. 

This argument applies equally though perhaps less obviously to the study of culture and 

psychiatry anywhere in the world (Kleinman, 1986; Littlewood & Lipsedge, 1986). I have 

argued elsewhere that the very clear issues in South African transcultural psychiatry may 

illuminate factors in the discipline as a whole (Swartz, 1985b ). Apparently purely academic 

questions become quite clearly ideological issues when examined within the South African 

77 



I 
Chapter 3: Apartheid and mental health 

context. An aspect of how this happens will be demonstrated in the following chapter's 

consideration of cultural relativism as realised in South African psychiatry. 

The question of what enables practitioners to reproduce apartheid through their work is, as 

I have mentioned earlier, crucial; It is crucial not only to an understanding of what is 

happening currently, but also to , assisting in the transformation of care into a more 

equitable system .. Demonological attributions of blame and what Sashidharan and Platt 

(1987, p. 759) call 'moral outrage' can lead to little more than caricature. It is hoped that 

the material presented in Parts 2 and 3 will begin to give a more complex picture of 

practice in a supposedly liberal institution - a picture which has bearing not only on the 

psychiatry of cultures, but also on the cultures of psychiatry. 
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Notes to Chapter 3 

1. At the time of writing, the Population Registration Act, which defines each South African by race, is 
still firmly on the statute books. This system of definition alone, regardless of any other changes, actual 
or promised, in state policy, ensures that the experience of every South African is strongly influenced 
by the racial label attached to him/her. 

2. The Group Areas Act of 1950 as amended seeks to ensure that Black people will not live in white 
areas, where white hospitals are situated. De facto, a large and increasing number of Black people do 
live in such areas, and, in any event, domestic workers and others who live at their place of employment 
for most of their adult lives have always lived in white Group Areas with no threat of prosecution. 

3. I received this information about the Department of Health response through a personal 
communication. As far as I am aware, the response was not made public. 

4. This issue is taken up more fully in discussion of a case example in the following chapter. 

5. It is to an extent comforting to note that in the same year as Potgieter's thesis was submitted - 1986 -
Shaw (1986) completed a study of alienation focussing on coloured and white males. Shaw (1986) is 
clearly sensitive to political issues in the area, and alerts the reader to these. 

6. I am not of course claiming here that all South African psychiatrists and mental health practitioners 
have been inactive in struggles against racism and exploitation, as will be seen later in the chapter. 
Psychiatrists, like other health professionals have, furthermore, from time to time made public 
statements about the negative effects of apartheid, discrimination and state repression (Benatar, 1989; 
Board of the Faculty of Medicine, University of Cape Town, 1986; Department of Psychiatry, 
University of Cape Town, 1986; Hart, 1988; Manganyi, 1987; van Niekerk et al, 1987). 

7. Similar differences in tactics can of course be seen to be played out in international debates about 
policy towards South African in general, for example, in the tension between the (now officially 
defunct) 'constructive engagement' policy and the sanctions lobby in the USA, and the split between 
Britain and the rest of the Commonwealth on the issue of sanctions against South Africa. 

8. Detailed analysis of texts both popular and academic on the evils of South African psychiatry cannot be 
undertaken here but should provide a fertile area for further study. It is interesting to note, for 
example, some structural similarities between Lambley's (1978) book and Dommisse's (1987) article. 
Both authors portray themselves as refugees from apartheid, and as victims of its machinations. The 
author note by Dommisse (1987, p. 749), in which he identifies himself and his relationship with the 
struggle against apartheid, incidentally, is very unusual in the context of the journal in which it appears 
- Social Science and Medicine usually does not carry such detailed identifying data about authors. Both 
authors, furthermore, couch much of their arguments in a victimological discourse - a form of writing 
and talk which has the paradoxical potential to disempower 'victims' even further (Levett, 1989; Swartz 
& Levett, 1989; Swartz et al, in press). 

9. For a history of schisms on apartheid issues in psychological organisations in South Africa, see Louw 
(1986). 

10. Influx control, as I have mentioned above, ceased to be official policy 1986, though alternative 
legislation ensures that a high degree of control is maintained. 
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Chapter 4 

The question of relativism in South African psychiatry 

I. Introduction 

The review of the South African transcultural psychiatry literature in Chapter 2 has 

demonstrated the centrality of the concept of 'culture' to that literature. In general, 

'culture' has been shown to be understood in essentialist terms and in a fashion which does 

little to question the legitimatory function of the term in the defence and reproduction of 

state policy. Chapter 3 has shown some of the devastating effects of state policy on mental 

health care, amongst many other areas. Given that the concept of cultural relativism and 

respect for cultural diversity is so central both to South African transcultural psychiatry 

theory and apartheid ideology, the question arises as to the relationship between the 

concept of cultural relativism as used in South Africa and its status in cross-cultural 

psychiatry internationally. It will be recalled from the introductory chapter that a key 

feature of Kleinman's (1977) 'new cross-cultural psychiatry' is its emphasis on respect for 
. . 

differences between people of different backgrounds. Given that this same emphasiS 

pervades legitimatory writing about apartheid and South African transcultural psychiatry, 

an important theoretical question arises. Is the South African oppressive use of the 

concept of cultural relativism simply aberrant in the international context, or is there 

something about the concept of cultural relativism itself which can be seen to provide 

fertile ground for legitimation of oppressive practices1? An answer to this complex 

question could help situate South African psychiatry within the broader sphere of 

international practices, and facilitate exploration of the interface .between the South 

African psychiatrist as South African and as psychiatrist. 

Debates concerning the merits or otherwise of cultural relativism run deep within 

international anthropology, and I cannot hope to do justice to them here (Bromley, 1987; 

Geertz, 1984; Nissim-Sabat, 1987; Washburn, 1987). My discussion in this chapter is, of 
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necessity, restricted and I shall not, for example, make any attempt to enter debate 

concerning the precise relationship between cultural relativism and the structural­

functionalist tradition. I introduce my argument therefore by a brief consideration of the 

concepts of complementarism and relativism as used in international psychiatric theory, 

and not in the social sciences as a whole. I go on to show that far from allowing for the 

multiplicity of visions implied by these positions, the South African state's relativist 

discourse is in fact very constraining and coercive. Some key responses to this on the part 

of South African anthropologists opposed to state strategy are presented, and form part of 

a context for the discussion of the production of psychiatric knowledge in South Africa that 

follows. Some case examples illustrate the realisation of these same issues in clinical 

practice. The concluding section of this chapter emphasises the need to explore ideologies 

hidden within apparently rational, dispassionate approaches to the theory and practice of 

psychiatry, and paves the way for the empirical investigations to be reported on in Parts 2 

and3. 

II. Complementarism and relativism in ethnopsychiatric theory 

A. Devereux's complementarism 

Devereux's Ethnopsychoanalysis (1978) has as its basic argument the thesis that 

complementarism is a. necessary basis for the understanding of human behaviour. 

According to Devereux, complementarism is not a theory but a 'methodological 

generalization' (p. 18) which states, essentially, that a multitude of theoretical perspectives 

on the same human activity will yield a more complete understanding than will a single 

perspective. The best-known intellectual precursor of Devereux's complementarism 

principle is Bohr's concept of complementarity. This concept attempts to deal with a 

central problem of quantum physics: that phenomena respond to measurement. Bohr was 

certainly not the first person to grapple with the relationship between observer and 

observed, but others had different ways of dealing with the problem. For example, in his 

The logi,c of modem physics (1932), Bridgman attempted to some extent to excise the 
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problem of the observer-observed relationship from science by advancing his system of 

operationism. According to this method, objects and concepts are defined empirically by 

· the operations it takes to measure them. This procedure of operational definition yields a 

recipe for defining concepts from one perspective only. Furthermore, the operations 

involved in any single definition are generally speaking replicable by any number of 

observers. Operationism yields a series of empirical concepts which are ostensibly 

atheoretical and exist apart from any individual's assumptions: these concepts exist only in 

the recordable infinitely replicable procedures which define and contain them. 

Bohr, by contrast, confronted the observer-observed relationship by accepting that a 

phenomenon that is being observed is different from the 'same' phenomenon when it is not 

being observed. Hence,· different perspectives will yield different approximations to the 

thing 'out there' which is ultimately not fully knowable, precisely because it is being 

studied. A single method of observation becomes impossible. 

In Anglo-American psychiatry the operationist paradigm has enjoyed considerable power, 

the strongest product of which is possibly the DSMIII (AP A, 1980) and its revision in the 

DSM III-R (AP A, 1987). Devereux's support of complementarity can be seen as a 

fundamental response to a dominant ideology, an attempt to restore the observer to a 

central place in the study of human behaviour. Furthermore, Devereux's insistence on the 

validity of both psychological and sociological modes of explanation (or of both 

psychoanalysis and anthropology) seriously challenges the idea of a single truth in any 

science. 
' \ 
\ 

Devereux does not go so far, however, as to suggest that any theory or perspective has 

value. Complementarism requires that the methods or theories used are 'valid' (1978, p. 

18). Much of his work is concerned with searching for theories which have more utility 

than others.· In his discussions of the phenomena he studies, furthermore, Devereux does 

not shrink from placing a value on what he sees. Hence he is prepared to commit himself 
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to a notion of 'normality' which is not contained simply by the particular context in which it 

appears, but is defined as well by structural criteria which are relatively context­

independent (1980, pp. 3-71). Devereux's concern then is the realization or surface 

manifestation of structures in particular contexts. 

B. Cultural relativism 

In a chapter in a book devoted to cultural factors in mental health and therapy, Shweder 

and Bourne (1982) contrast relativism with universalism and evolutionism as paradigms of 

understanding. They define these terms in the following way. 

Universalists are committed to the view that intellectual diversity is more apparent than real, 
that exotic idea systems, alien at first blush, are really more like our own than they initially 
appear. 

Evolutionists are committed to the view that alien idea systems not only are truly different 
from our own, but are different in a special, way; viz., other people's systems of ideas are really 
incipient and less adequate stages in the development of our own understandings. 

Relativists, in contrast, are committed to the view that alien idea systems, while fundamentally 
different from our own, display an internal coherency which, on the one hand, can be 
understood but, on the other hand, cannot be judged. 
(Shweder & Bourne, 1982, p. 98). 

They argue that universalism is an approach which will '(a) emphasize likenesses and 

overlook specific differences ... and/ or (b) examine only a subset of the evidence' (p. 98). 

This by now fairly standard attack on universalism (cf. Fabrega, 1989b; Kleinman, 1977) 

argues that an essentially trivial grid will be placed on data, and no adequate context for 

the data will be provided. In the field of transcultural psychiatry the perspective provides a 

somewhat superficial catalogue of disorder which does not adequately address issues of 

sociogenesis (see e.g. Leff, 1981). 

Evolutionism, as Shweder and Bourne refer to it, is a view which attributes to some groups 

deficits in cognitive skills, intellectual motivation, pertinent information and linguistic tools 

(p. 107). It is beyond the scope of this chapter to enter into discussion of Shweder and 

Bourne's treatment of the authors whom they describe as evolutionist, but the important 
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point for this chapter is that they make a strong case to demonstrate that the concept of 

deficit tends not to be useful in cultural anthropology. Littlewood and Lipsedge (1989) 

have shown that evolutionism of the type to.which Shweder and Bourne refer - i.e. a crude 

progressivism, or what Shweder (1984) elsewhere terms 'developmentalism' - has a long 

and ignominious history in Western psychiatry. There is a P3:rticular affinity between 

evolutionism and psychiatry in that they both deal with human deficits, whether cognitive, 

emotional, or 'cultural', and evolutionism has been attractive even to psychiatrists of 

considerable sophistication. In linking the mental lives of 'savages' with those of 'neurotics' 

in the context of a theory which uses regression as a central concept, for example, Freud 

(1950), regardless of whatever else he was doing, was adding indirectly to the discourse of 

evolutionism. 

The key feature which distinguishes relativism from either evolutionism or universalism is 

the way that it uses context. Nothing is explicable without context, and different contexts 

(including linguistic ones) nurture phenomena which cease to be directly comparable. 

Things are not essentially the same (universalism) or at different stages of development 

(evolutionism); they are radically and essentially different. The relativist view of the world 

is fundamentally more fragmented than either of the others but, it is argued, more 

accurate. 

Different though relativism may be from universalism and evolutionism, however, 

relativism and universalism are equally attractive to liberal ideology, though at different 

levels. As Gellner (1985) puts it: 

Liberalism, tolerance, pluralism, incline many to find pleasure in the idea of a multiplicity of 
men and visions; but the equally reputable and enlightened desire for objectivity and 
universality leads to a desire that at least the world and truth be but one, and not many. (The 
tolerant endorsement of human diversity becomes very tangled if one realises that very many 
past and alien visions have themselves in turn been internally exclusive, intolerant and 
ethnocentric; so that if we, in our tolerant way, endorse them, we thereby also endorse or 
encourage intolerance at second hand. This might be called the dilemma of the liberal 
intellectual.) 
(Gellner, 1985, pp. 83-4). 
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Western psychiatry, being essentially a liberal enterprise (see Ingleby, 1981), finds itself 

precisely in the dilemma to which Gellner refers. Part of the difficulty with psychiatric 

relativism is that the actual practice of psychiatry cannot be radically relativistic. Unlike the 

author of a descriptive (as opposed to prescriptive) grammar, for example, the mental 

health practitioner cannot simply observe and celebrate diversity; it is the job of the 

practitioner to intervene. It is partly (though not entirely) because of this reality that 

Devereux (1980) refuses to abandon some universalist tenets. He recognizes the need for 

many perspectives (hence, his reliance on complementarism) but refuses to abandon his 

conception of normality. Hence, his statement that 'from a psychiatric point of view the 

valid criteria for normality are absolute' (1980, p. 5) is not a contradiction of 

complementarism but simply a statement of what Devereux sees as a fundamental aspect of 

psychiatry. In the end, psychiatry ~epends on a criterion of normality which can be adapted 

by context but which preexists examination of any particular culture. Regardless of whether 

the distinction between normal and abnormal is seen as categorical or very unclear indeed, 

and regardless of where the 'blame' for abnormality is located, psychiatry as a practice 

always works on the principle that there are more or less desirable ways of living. Even if it 

is argued that different practitioners may have different criteria for what is desirable, and 

that these criteria are themselves culturally determined, it is a universal necessity for 

practice to have criteria. 

· In concluding his essay which is designed, as he puts it, to destroy a fear ( Geertz, 1984, p. 

263) about cultural relativism, Geertz writes: 

The objection to an anti-relativism approach is not that it rejects an it's-all-how-you-look-at-it 
approach to knowledge or a when-in-Rome approach to morality, but that it imagines that 
they can only be defeated by placing morality beyond culture and knowledge beyond both. 
This, speaking of things which must needs be so, is no longer possible. ff we wanted home 
truths, we should have stayed at home. 
(Geertz., 1984, p. 276). 
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This quotation raises certain questions about the relationship between. professional 

ethnopsychiatric practice and relativism. In discussing the different points of view in the 

field, Kleinman (1988, p. 33) contrasts 'the extreme relativism of some antipsychiatry 

anthropologists' with 'the universalistic fundamentalism of some card-carrying biological 

psychiatrists', calling both positions 'outrageously ideological'. Clearly, the 'card-carrying 

biological psychiatrists', wherever they may go, 'stay at home' with the 'home truths' of 

biological psychiatry, and the 'antipsychiatry anthropologists' are indeed in some danger of 

a 'when-in-Rome' approach. Questions about relativism as a theoretical perspective 

inevitably become translated into questions about the nature of psychiatric practice which 

is one form of social practice. 

It is of course arguable that the distinction between theory and practice is often a false one 

and that any social or scientific practice is informed by theories implicit or explicit. Though 

this may be so, it is important for the current discussion to note that theories as they are 

used in practice are often modified and subtly changed, whether consciously or 

unconsciously. A distinction needs to be made between theory as it is conceived and 

theory-in-use (theory as an item of cultural currency). A central question that needs to be 

raised in this regard is this: when theorists attempt to behave in a relativist way, do they 

behave in such a manner consistently? Is the tolerance associated with relativism likely to 

be applied equally to Afrikaners as it is to Blacks, for example, or is tolerance, ironically, 

reserved for those who might in evolutionist discourse be termed 'primitives'? These are 

clearly not questions about relativism in itself, but questions of this type become crucial in 

any analysis attempting to examine South African psychiatric knowledge and practice2. 

ill. The language of 'relativism' in South Mrica - a strategy for domination 

A current major ideological task of the South African state is to create a vision of reality 

which will allow maintenance or entrenchment of power imbalances while at the same time 

giving the appearance of liberalization. It is necessary to cast domination and oppression 
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into other, more acceptable terms. Resistance also needs to be recast in order that it can be 

seen as an inappropriate response to state policy. In discussing the rhetoric of the South 

African state particularly since 1978, Posel (1984) argues that 

The new 'reformist' language currently prominent within the South African state upholds ... a 
standard of technocratic rationality, recognisable in two guises: in the call for 'realistic' and 
'pragmatic' government, and in the powers assigned to 'eiperts' in administering 'objective' 
solutions to 'national problems'. · 
(Posel, 1984, p. 2). 

The language of cultural relativism as used by the South African state depends on calls for 

recognition of cultural diversity not simply on moral grounds, but on 'practical' grounds as 

well. Hence it becomes the duty of the South African state to protect separate group 

identities (so that the 'cultures' will not be swamped by others), but even more 

fundamentally it is also incumbent upon the state to recognize the 'facts' of these identities 

purely in pragmatic terms. · Posel points out that the state has increasingly presented 

cultural diversity as a 'fact' which no pragmatist can afford to ignore. Cultural 

diversity /multinationalism/ ethnicity is presented as value-free, preexisting any policy. The 

state becomes bound by rules of common sense to respond to the facts, and its apartheid 

policy (or whatever its new guise is) is seen as the only hard-headed, logical response to 

these facts. A climate is thus created in which to deny the state's version of cultural 

relativism is to deny 'reality'. Opponents of South African policy can then be cast as people 

who are out of touch with reality, or sentimental dreamers. 

Posel's identification of the technicist cast to South African 'reformist' language is 

particularly relevant to the present discussion. Psychiatry is a field dominated by 'experts' 

of the type required by state strategy to provide 'objective' solutions. The entire mental 

health enterprise, expertise in which field is designated 'scientific', becomes an arena in 

which the dominance of the state ideology can be reproduced and 'confirmed scientifically'. 

It may even be argued, as is implied in Littlewood and Lipsedge's (1989) work, that 

psychiatry in particular is an area where ideological reproduction is crucial. This is because 
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of the association _between 'primitives' and 'madness' as well as the social regulatory 

function of mental health practice. 

Scientific though psychiatry, clinical psychology ai:id similar 'helping professions' . may be, 

they are however applied disciplines. They have to rely for their 'givens' on 'common sense' 

(i.e. ideologically influenced cultural knowledge) or more basic social sciences. Social 

anthropologists opposed to state policies have considered at some length issues concerning 

the nature of 'categories' of culture in South Africa. Some issues concerning their response 

will now be considered. 

IV. Redefining culture in South Africa: the problem 

A recent South African textbook aimed chiefly at undergraduate students and what the 

back cover terms 'interested general readers' states in its introduction that 

different races and ethnic groups, unique cultures and traditions, do not exist in any ultimate 
sense in South Africa, and are real only to the extent that they are the product of a particular 
world-view. 
(Sharp, 1988, p. 1). 

The aut!ior of this introduction goes on to describe this view as 'a heresy' (Sharp, 1988, p. 

1), and much of the book amounts to a defence of this 'heretical' position. The authors set 

themselves the task of laying bare what they term the 'changing discourse of domination' 

(Sharp, 1988, p. 6) in South Africa, and show how terms such as 'race', 'culture', 'tribe', 

'tradition', and 'community' have been used at different times to legitimate the interests of 

those who hold power in South Africa (cf. Posel, 1984). 

'Heresy' is a strong word to describe what may be termed a social constructionist3 approach 

to the understanding of the production of ideas about groups. Its theological connotations 

are particularly apposite in the context of the history of the use of religion and the Dutch 

Reformed Church in particular as a basis for legitimation of apartheid ideology. The 
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strength of the word 'heresy' accurately reflects the intensity of feeling about the 

construction of groups that is the cornerstone of apartheid policy. At the time of writing 

this chapter, for example, it is still mandatory for each South African to be classified along 

'racial' lines. Regardless of whether this classification seems relevant to persons thus 

classified, it determines where they may live, go to school, and ~hether they may vote in 

the House of Assembly, the whites-only house of parliament in which de facto the country's 

executive power is vested. It is not possible in South Africa to claim that groups of people 

are different from each other without at some level recalling, consciously or unconsciously, 

a major basis for justification of oppressive practices. In the same introductory textbook, 

Thornton (1988) writes that ideas about the existence of separate cultures 

have been used to justify repressive and brutal forms of government by arguing that, like an 
organism, a culture or nation must defend itself against internal, as well as external, enemies. 
If the initial premise that cultures are 'owned' by nations is accepted, the activities of 
repressive state bureaucracies may be justified as a form of political hygiene. 
(Thornton, 1988, p. 19). 

In a lucid exposition which recalls many of the issues of debate in contemporary culture 

theory (Shweder and Le Vine, 1984), Thornton (1988) demonstrates the fact that many of 

the 'boundaries' around cultures in South Africa (and elsewhere) have in fact been 

imposed on people within specific historical contexts. Thornton argues instead that 

modem anthropology should regard culture as a resource which can be used in social 

relations rather than as a static entity which defines people from the outside, and should in 

addition recognise the fact that culture changes. In a later paper, Thornton (1989) states 

his position clearly: 

I advocate, then, a particular view of culture: Culture is a set of resources which consists of 
objects, sounds and languages (one or many), traditions, customs, habits, beliefs and so on, but 
also includes secrecy, violence, deceit, revolution and innovation - all essentially and constantly 
self-undermining and mutually contradictory. Somehow, in trying to understand 'the ways of 
being human,' we have managed to forget that the ways of being inhuman are also part of 
culture. But most importantly, the idea of culture is itself part of culture - indeed having an 
idea of culture, that is, possessing the notion that culture is what makes us human, is perhaps 
the sine qua non of having culture at all. It is this reflexivity of culture - that the idea of culture 
is part of culture - that is really the important thing that current thought about culture has 
begun to teach us. 
(Thornton, 1989, p. 9). 
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In the same paper, Thornton (1989) invokes the notion of 'discourse'4 and 'discourses' to 

demonstrate the cultural construction of the notion of culture. In particular, he discusses 

the concept of the authoritative discourse by which 'language is taken not only as the 

privileged mode of representation but of coercion as well (Thornton, 1989, p. 26). An 

important implication of Thornton's work for the present discussi~n is that to define people 

from the outside as belonging to a specific 'cultural group' is to engage in a political act 

which has particular ramifications in South Africa. 

These ramifications have been evident in various trends in the production of knowledge 

about 'culture' in South Africa. Sharp (1981) has traced the history of the discipline known 

as volkekunde ('cultural anthropology'). Volkekunde is taught and applied in Afrikaans 

medium universities, universities created by the South African government for members of 

other 'cultural groups' (i.e. people who are not white) and in various state organizations 

such as the Defence Force. Sharp argues that volkekunde assigns primacy to 'culture' as a 

mode of explaining South Africa's diversity, and many of its strengths and weaknesses, and 

is taken as the basis on which all knowledge is to be built. As Sharp shows, the volkekunde 

argument has repeatedly been used to provide 'scientific' support for apartheid or 'separate 

development' policies5. In this article and in a companion one (Sharp, 1980) he 

demonstrates that the volkekunde assumption of the primacy of 'culture' used as an 

analytical tool in this sense is in fact not unique to volkekunde. It extends into social 

anthropology as well - even into social anthropology produced by people critical of 

apartheid and similar policies. 

In the face of an articulate attack on the production of ideas about cultural difference in 

the service of the current system of domination, it is tempting to opt instead for an 

approach which deemphasizes difference and emphasizes similarity. Kottler (1988) argues 

that this is indeed the position taken by the contributors to the Boonzaier and Sharp (1988) 

text mentioned above. For example, Thornton (1988) states: 
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In the marketplace and workplace, listening to music or watching television, at homes and in 
churches, people in fact experience the same desires, profess the same religions, follow the 
same leaders, and eat the same cornflakes, notwithstanding their 'multicultural' condition! 
(Thornton, 1988, p. 18). 

Thornton makes four assertions here about what people 'in fact' do: 

1. They experience the same desires 

2. They profess the same religions 

3. They follow the same leaders 

4. They eat the same cornflakes 

An important feature of these statements for the purposes of this dissertation is that all of 

them are easily translated into empirically testable questions (e.g. Do people coming froin 

what some would call 'different cultures' eat the same cornflakes?), except for the first. 

How does one know that people 'experience the same desires'? In terms of the way that 

knowledge is divided in contemporary academic life, this becomes a difficult psychological, 

psychiatric, or (perhaps most appropriately) psychoanalytic question, not open to easy 

empirical investigation. It is precisely the psychological dimension which according to 

Kottler (1988) is ignored by the 'similarities' position in South Africa. Yet this is a key 

dimension for psychiatry. 

Kottler (1988) points out further that adhering to the 'similarities' position is not the only 

way theorists can express dissatisfaction with state strategies6. Proponents of what she 

terms the 'differences' position are not automatically in favour of government policy: 

It is irrelevant if the Government is telling Zulu people that they are bounded by their own 
special culture which is peculiar to them. They know who they are essentially, so that at one 
level [they] can indeed be Zulu, yet at a deeper level are Africans with a world-view or 
orientation common to Africans in general; while in a more external sense they are also South 
Africans. 
(Ngubane, 1988, pp. 11-12, as quoted by Kottler, 1988, p. 8). 

92 



Chapter 4: Relativism in South African psychiatry 

Ngubane seems to be suggesting here that she subscribes to a heresy which she views as 

more fundamental than that proposed by the contributors to the Boonzaier and Sharp 

(1988) volume. Instead of replacing emphasis on socially constructed differences with 

emphasis on similarities, Ngubane commits the heresy of saying that differences are indeed 

important, but not in the way the state uses them. This view, N~bane would argue, is not 

one imposed from the outside, but part of the cultural heritage of different South African· 

groups (cf Ngubane, 1977), and essential to the understanding of the psychology of black 

South Africans. 

V. The production of psychiatric knowledge in South Africa 7 

Psychiatric knowledge in South Africa can be seen to be caught between a variety of 

positions which may influence it: the pseudo-relativism of state policy, the 'similarities' 

counter-attack, and the 'differences' counter-counter-position8. I have demonstrated in 

previous chapters the central position that state policy has in providing a context for this 

knowledge. Given the nature of South African society, as we have seen, it is tempting to 

argue over-simplistically that psychiatric knowledge produced in this country is part of a 

. broad conspiracy against blacks (cf Lambley, 1980). Psychiatric knowledge in South Africa, 

on the contrary, as in other countries, has a primarily pragmatic motivation (Swartz & 

Foster, 1984). The aim of much South African research is to create knowledge which will 

contribute to the understanding and treatment of mental illness in black people. 

Though conspiracy theories have a popular history in psychiatry (Laing & Esterson, 1964; 

Szasz, 1971; see Littlewood & Lipsedge, 1989, for a critique) they are often based on the 

belief that evil intent is at the basis of work which either is in itself racist or oppressive in 

orientation or comes to be used for oppressive purposes. This belief is reductive in that it 

locates ideology in individual motives and fails to take account of the extent to which 

ideology determines what is 'sayable', what cannot be said or seen, and what becomes 
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common sense, and it. is precisely With this type of question that much of my work is 

concerned. 

In trying to establish a framework for discussion in the rest of this chapter, I shall draw on 

Said's (1978) discussion of Orientalism. In his introduction to his argument, Said identifies 

a number of meanings for the term. According to Said, the most obvious definition of 

Orientalism is as an academic field. It can also be defined as 'a style of thought based upon 

an ontological and epistemological distinction made between "the Orient" and (most of the 

time) "the Occident" ' (p. 2). Most importantly for Said's purposes, however, and for this 

discussion, Orientalism can be seen as a discourse in the Foucaultian sense: 

My contention is that without examining Orientalism as a discourse one cannot possibly 
understand the enormously systematic discipline by which European culture was able to 
manage - and even produce - the Orient politically, sociologically, militarily, ideologically, 
scientifically and imaginatively during the post-enlightenment period.... Because of 
Orientalism the Orient was not (and is not) a free subject of thought or action. This is not to 
say that Orientalism unilaterally determines what can be said about the Orient, but that it is 
the whole network of interests inevitably brought to bear on (and therefore always involved in) 
any occasion when that peculiar entity 'the Orient' is in question. 
(Said, 1978, p. 3). 

South African psychiatry, like Orientalism, can be seen as an academic discipline, but also 

as part of a cultural disco~se which creates its object. Psychiatry creates its object of study 

and constellates it as part of a particular kind of discourse. The fundamental notion of this 

discourse is that of 'otherness'. I use this term in contradistinction to that of 'difference', in 

that I take 'difference' to be relatively more value-neutral and 'otherness' more closely 

associated with the forms of cultural reproduction I discuss below. The notion of 

'otherness' is one which serves to perpetuate divisions and also to define the not-other. By 

defining the 'other' or the bizarre, South Africans writing in the field of psychiatry are 

simultaneously defining both themselves and their own 'culture'. 

Writing in the South African Journal of Ethnology, a journal with a strong volkekunde 

flavour, De Villiers (1985) makes the following series of statements: 
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. 
In Xhosa tradition illness is regarded as a type of misfortune ... , consequently ideas about 
causes of illness are closely associated with ideas about causes of misfortune in general. (p.48). 

Available information allows for a distinction between supernatural and natural causation. 
This distinction is made in relation to cultural considerations of the target population and it is 
not verbally expressed, possibly only existing in a subconscious awareness among the people 
who identify a particular cause, but not the type of causation. (p.52). 

While supernatural and natural causes are mutually exclusive, factors such as deterioration in 
a patient's condition may lead to reinterpretation of the cause, so that a natural cause is 
rejected for a a supernatural one. (p.52). 

These quotations place themselves, in a sense, as much by what they omit as what they say. 

They imply that supernatural causation is the provinc:e of Xhosas, that the link between 

illness and misfortune is unique to this group (or groups of this type). It is by now well 

established that even physicians ~n the biomedical tradition do in fact have a range of ways 
' 

of responding to illness, not all of them neatly fitting into a 'natural' pigeonhole (Hahn & 

Gaines, 1985). De Villiers does not address this issue, but by implication disallows an 

examination of similarities between her subjects and 'Westerners'9• The second of the 

three quotations from De Villiers also makes an implicit link between irrationality and 

'Xhosa culture' by focusing on what she terms the 'subconscious'. One wonders ·how many 

other groups consciously choose explanatory models! 

A. Producing 'otherness' in a universalist context 

The discourse of 'otherness', far from being associated uniquely with relativist or pseudo­

relativist work in South Africa, appears in other contexts as well. Much of conventional 

South African psychiatry - particularly that produced by proponents of ostensibly 

universalist (largely British) biomedical theory and practice - is intent on finding 

similarities between groups, but remains locked within the discourse of 'otherness'. A 

major focus of studies of this type is on similarities between psychiatric syndromes amongst 

various groups, with the implicit aim being to explore the universal applicability of 

'Western' psychiatry. I shall use two examples to illustrate the problems with this position. 
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• 
1. Finding otherness amidst diagnostic similarity 

Using the Present State Examination (Wing et al, 1974), Teggin et al (1985) investigated 

the symptoms of schizophrenia in white, coloured and Black psychiatric in-patients. Their 

study revealed great similarities in prevalence of syndromes. They conclude that 'this study 

provides qualified evidence for similarity in the psychiatric manifestations of schizophrenic 

patients from diverse cultural and social groups' (p. 85). 

How does this universalist conclusion (in the sense attacked by Kleinman, 1977 as the 'old 

transcultural psychiatry') contribute to the discourse of otherness? One way in which this 

occurs is the manner in which the authors deal with the one 'true difference' observed 

between Blacks on the one hand and whites and coloureds on the other. Blacks were found I 
to have significantly more olfactory hallucinations than were the other groups, and the 

finding is discussed as follows: 

Significantly more black patients were rated on the syndrome of olfactory hallucinations, which 
supports the findings... that these symptoms occur with relatively high frequency among 
Kenyan patients. 
(Teggin et al, 1985, p. 868). 

This statement lays bare some of the assumptions behind the approach. The authors do 

not explain how a finding in Cape Town, South Africa can 'support' a finding in Kenya, on 

a completely different population. No discussion is given as to why Kenyans and Black 

South Africans are comparable groups. Whether they are in fact comparable or not is 

beyond the scope of this chapter; reading the article in question, however, one cannot but 

reach the conclusion that what presumably unites Kenyans and Black South Africans is that 

both groups are black. In order to explain the differences observed, the authors are 

drawing on the 'otherness' of all blacks, regardless of how diverse the groups may be. If I 

am correct in my assumptions, then the authors of the article can be seen to be producing 

'blackness' as a concept, in the same way that Said speaks of the production of the Orient 

through the discourse of Orientalism. This otherness or blackness (replete with racist 
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overtones, regardless of the intention of the authors) provides the background for any 

similarities seen. 

The knowledge created by work of this kind (regardless of whether it comes from South 

Africa) is fundamentally decontextualized, and its concepts (such as 'culture' and 'mental 

illness') reified. Material reality is nothing more than a modifying factor, and the implicit 

dimension along which people are measured is that of otherness - a dimension which 

clearly elaborates aspects of South African state ideology. 

2. Ascribing 'compliance problems' to otherness 

The ideological reproduction: referred to above takes on a more serious cast when 

ascriptions are made concerning the effectiveness and accessibility of psychiatric treatment 

to Black patients. Gillis et al (1989) report on an attempt to improve compliance with 

psychotropic medication on the part of Black patients who have been discharged from a 

psychiatric institution. They cite previous research indicating that Black patients comply 

far worse with medication than do whites and coloureds, and argue that this contributes to 

a high readmission rate on the part of Blacks. They demonstrate that various methods of 

instructing Black patients about medication use while they are in hospital are far inferior in 

assuring compliance than is a post-discharge home visit on the part of a community 

psychiatric nurse in which the purpose of the medication is explained to both patient and a 

relative. This single visit improves compliance dramatically. 

This is a clinically useful piece of information but the way in which it is discussed is striking 

in terms of the concerns of the current chapter. ·Most of the discussion of the results 

centres on the researchers' view that the reason for poor compliance in the Black patients 

lies within the African 'culture': 

Kleinman speaks of an 'explanatory model' by which he means the way the patient actually -
understands medication. In our situation this is coloured by the traditional African view that 
the causation of mental illness lies in a disturbance in the whole being and takes account of 
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powers in the unseen world including the protection of ancestors, witchcraft and spirit forces. 
The psychiatrist's pills are not enough. The traditional healer, on the other hand, operates 
within the patient's own milieu, his remedies being non-medical in the form of rituals, social 
acts and animal sacrifices. 
(Gillis et al, 1989, p. 207). 

Gillis et al (1989) go on to claim that with increasing urbanisation, Blacks come to believe 

in Western psychiatry along with 'traditional explanations' (p. 270), and, 'with increasing 

acculturation' (p. 270), they eventually reject the traditional explanations in favour of 

Western ones. 

The article clearly takes no account at all of the politics of 'compliance' (Trostle, 1988; 

Zola, 1981). It also demonstrates clearly how it is possible to transform the culturally 

relativist stance of Kleinman's 'explanatory models' into a sophisticated variation on 

pejorative labelling of patients and their irrationality. The 'explanatory model' concept 

should more properly be viewed as an invitation to enter the patient's perspective on 

medication (Hunt et al, 1989; Trostle et al, 1983), and to problematise the physician 

perspective (Hahn & Gaines, 1985; Stein, 1986). Gillis et al (1989) fail to treat the 

'explanatory model' concept as a conceptual device used to understand the positions of 

. both clinician and patient (Kleinman, 1978)10• More serious than this, Gillis et al (1989) 

confidently assume that the explanatory model of the Black patients they have studied must 

be that of the reified 'African culture', without having attempted to elicit the patients' views 

in any way. The emic 'explanatory model' concept has rapidly become a form of 

ethnocentric 'cultural diagnosis'. What is particularly interesting here is the extent to which 

Kleinman's argument has been read selectively. Kleinman states quite clearly: 

When ... [patient and practitioner) explanatory models are in conflict, the result may be patient 
noncompliance, and dissatisfaction, missed diagnosis, inappropriate treatment, and poor care. 
Such differences and conflicts often occur when there is no difference in the cultural 
backgrounds of patient and physician because of the basic discrepancies between the 
ethnomedical categories used by patients and the biomedical categories used by doctors. (The 
same conflicts may arise, albeit much less often, between the explanatory models of patients 
and of indigenous healers). 
(Kleinman, 1978, p. 428). 
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Even if Kleinman (1978) can be accused of using a somewhat simplistic notion of 'culture' 

in this quotation, he is quite explicitly not dividing the world into the two neat halves 

suggested by Gillis et al (1989). It is hardly surprising that Gillis et al's (1989) presentation 

of their version of cultural relativism rapidly lapses into frank evolutionism. 

The inconsistency with which the discourse of 'otherness' is used by Gillis et al (1989) is 

illuminating. They cite a number of South African authors in support of their view that 

Blacks comply better with traditional healers than with psychiatry. No South African 

author, including all those cited by Gillis et al, has formally compared compliance with 

biomedical as opposed to 'traditional African' treatments, much less found any difference. 

The difference is simply asserted (see especially Biirhmann, 1980; Cheetham & Griffiths, 

1981). This notion of 'cultural difference' is useful in attributing Blacks' poor compliance 

to their 'culture' rather than to the possibility that facilities in general do not cater 

adequately to the needs of 'Blacks'. When, however, Gillis et al (1989) are able to 

demonstrate that a very simple intervention is able to improve compliance dramatically, 

the conclusion is that 'one home visit cut the Gordian knot of cultural complexity' (p. 208). 

The world of the Black patient may be 'other', mysterious, and primitive, but there is no 

question that if necessary psychiatry has the power to break through into this other world, 

and to reassert the dominance of the universal biomedical system. 

In this universalist context, then, the relativist notion of the 'explanatory model' serves a 

dual function. It provides a partial abrogation of responsibility on the part of psychiatric 

services for differences in patient behaviour, and compliance specifically, by race. 

Secondly, though, it allows for reproduction of the image of greater rationality and power 

on the part of South African psychiatry as opposed to that of 'traditional African culture'. 

There is some inconsistency between the construction of these two functions - in the first 

'African culture' creates a powerful and almost impenetrable wall through which the 

Westerner has great difficulty breaking, and in the second this wall crumbles in the face of 
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the power of western research. This is less important, however, than the fact that both 

functions reproduce existing power relations and implicit strategies of domination. 

VI. Clinical practice and the search for appropriate models of explanation 

It has been my consistent argument thus far that South Africans. in the field of psychiatry 

find themselves located within a particular dominant discourse or at very least within the 

kinds of oppositional responses the discourse invites. By saying this I do not imply that 

South Africans are passive bearers of ideology. I do not accept either that the majority of 

mental health professionals are out to do anything other than what they perceive to ·be the 

best for their patients11• Nowhere are the difficulties of being a South African mental 

health professional more clear than in the field of actual clinical practice, where the 

demand to do one's best in structurally less-than-ideal circumstances is strongest. I shall 

illustrate the problems by means of two case examples, both from my own clinical 

experience of some years ago. 

Case 1: Ms A 

Ms A was a coloured woman of very dark complexion (i.e. she looks Black), in her mid­
thirties at the time of referral. She was divorced with one son and she lived with her parents 
and son in a house in a small city some 800km from Cape Town. She was referred to a large 
psychiatric hospital in Cape Town after the only psychiatric services (all out-patient) in her city 
felt they could no longer cope with her. Her presenting problem was that she would often find 
herself lying on the sidewalk with her legs apart and her panties beside her. She never had any 
recollection of how she had got into this state and she thought that perhaps other people had 
taken her panties off her after knocking her out. Some indication of how she negotiated her 
sick role could be gleaned from the fact that she was taking 18 different psychotropic drugs a 
day, dispensed by various different practitioners. On admission she was taken off all 
medication, with no apparent change in her behaviour. I was responsible for the management 
of the case. 

During the first history-taking session, Ms A, though apparently unaware of doing so, fondled 
my ankle with her bare foot. She spoke under pressure and it was very difficult to keep her 
talk on the topic at hand (though she was by no means thought- disordered). I got the 
impression that the more rigidly I tried to keep to the standard (British - model) history-taking 
format, the more irritated she became that I did not want to hear what she wanted to say. At 
the end of this unsuccessful interview, Ms A asked me if I would give her 20 cents because she 
wanted to use the public telephone. I declined, and she went off to the dining hall for the 
evening meal. I was told the following morning that she had stood on a table there, and 
claimed that she had just been raped. She had then lain on the floor. 
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After this event, Ms A settled well on the ward, and she was later discharged asymptomatic. 
Unfortunately, I am unaware of her follow-up details. · 

Discussion 

How does one interpret Ms A's behaviour? Her arrival at the hospital caused considerable 
i 

interest amongst the clinical staff. Mpre junior members were encouraged to come to the 

ward and talk to Ms A as, it was said, classic Freudian hysteria is now very rare in the 

'Western world' but is still seen in Africa in people who are not whiteu. I do not wish to 

enter into any discussion here of whether this statement is empirically true or not, but I do 

want to point out the implicit evolutionism - Ms A and her ilk are curiosities, bearers of an 

illness of the past. 

Clinically, this view of the patient seems to do little more than to distance the patient from 

the professionals. It provides a context in a sense in that it alludes to history, but in such a 

reified manner that it is not particularly useful. The ~iscourse of otherness reinforces the 

divisions in South African society, and more firmly defines the clinicians as 'culturally 

different' from people of Ms A's social stratum. 

There were, however, other, less reductive ways of looking at the case of Ms A. Her 

interaction with me, though clearly 'hysterical' in a classical sense, also occun:ed within a 

particular context. I am a white South African; she is coloured. A stereotypical 

relationship (though in reality by no means the most common) between white and coloured 

South Africans is that of begging. The coloured person begs, the white either agrees or 

disagrees to give money. In my role as a clinician I was attempting as far as possible to 

divorce myself from all preconceptions or cultural stereotypes that I might have, but this 

woman was reminding me that South African social factors do not stop at the hospital 

gates. She was forcing me to confront the ambiguity of my attempts at clinical neutrality. 

She was in a very real sense 'raped' by me - both by my insistence on a mode of clinical 
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procedure which did not adequately receive her view of herself, and by white maleness. 

This white maleness in South African society offers the promise (the reality) of power 

which cannot be hers. Her request for money can be seen both as a demand that she be 

paid for allowing me the pleasure of my exercise of power (as a prostitute or concubine 

might be paid), and as an attempt to receive part of that power for herself. Part of why she 

saw herself as raped, I suspect, was that she was not paid. 

· This discussion is not designed to imply either that Ms A was an innocent victim of my evil 

machinations, or that she had consciously created an illness in order to expose 

contradictions in South African psychiatry. What I am suggesting, however, is that the case 

of Ms A demonstrates that instead of focussing on 'otherness', we can with more profit 

begin to focus on the common cultural cdntext encapsulating both clinician and patient. 

Goldstein's (1982) comment that 'it take two to make a diagnosis - a patient with a set of 

symptoms and a physician who gives them the label he deems appropriate' (p. 211) can be .. 
expanded to other aspects of the clinical encounter. Issues of power, class and colour 

existed for both me and Ms A - they were not hers alone, and my behaviour was 

determined to some extent by my own emotional reactions to them. Our encounter 

crystallized for me much about my own position as a white South African whose concern 

for his patients is inextricably confounded with his own social position. Ms A and I are 

equally part of a particular South African 'culture'. 

A final question that needs to be addressed in the discussion of this case is that of 'Why 

hysteria?', given that the essentially evolutionist reduction of hysteria to a relic of the 

Western past is not satisfactory. I cannot begin to deal fully with this question here, but 

will sketch some of the parameters for what I see as a more adequate contextual 

understanding. I must reiterate that this woman is classified coloured. She speaks English 

and Afrikaans at home. She does not belong to those groups where, some would argue, 

spirit possession can be 'culturally' acceptable (see for example Ngubane, 1977). The 

'cultural' explanation (in the sense used in South African state discourse), therefore, cannot 
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be applied. What becomes necessary in this case is an understanding of the matrix of 

familial and social relationships in which this woman finds herself. This includes some 

understanding of the woman's position within power relationships in South Africa. 

Foucault (1978) has suggested that the 'hysterization of women's bodies' (p. 104), as he 

calls it, has been, since the eighteenth century, a feature involved in the harnessing of 

sexuality within a structure of power13. 

Sexuality must not be thought of as a kind of natural given which power tries to hold in check, 
or as an obscure domain which knowledge tries gradually to uncover. It is the name that can t 

be given to a historical construct: not a ·furtive reality that is difficult to grasp, but a great 
surface network in which the stimulation of bodies, the intensification of pleasures, the 
incitement to discourse, the formation of special knowledges, the strengthening of controls and 
resistances, are linked to one another, in accordance with a few major strategies of knowledge 
and power. 
(Foucault, 1978, pp. 105-106). 

This woman's 'perverse pleasure'(p. 105) - her hysteria - can be understood not only as a 

psychological problem, but also as her contribution to an historically specific discourse. In 

his discussion of culture-bound syndromes in Malaya, Lee (1981) uses Turner's concepts of 

structure and anti-structure to argue that these syndromes are not pathological but: 'an 

integral part of Malay cultural reality' (p. 245). What I am arguing here with respect to Ms 

A's hysteria is not that it is either 'normal' or 'cultlirally acceptable' (this is clearly not the 

case), but that it does have a function similar to that alluded to by Lee. It· helps to 

reproduce the South African discourse of otherness precisely by presenting a picture of 

madness which is, apparently, so antiquated. Hysteria is a form of madness of the Western 

past (whether this is empirically true, once again, is irrelevant here - I am talking at the 

level of ideological production) and women like Ms A re-emphasize the Romantic 

association between darkness of skin and the primitive. Ms A, through the theatrical 

language of her condition, was informing me and other clinicians of how we had captured 

our own sexuality within what Foucault would call an appropriate domain. She was 

confirming us in our positions while at the same time reinforcing the image of otherness as 

crystallized within herself. 
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I do not pretend to have a complete explanation of Ms A's behaviour. I do wish to suggest, 

however, that her symptoms and our reactions t~ them played some part in furthering our 

function (as clinicians) of reproducing South African power discourse. Our technicist 

response to her, such as the prescription of· 18 kinds of psychotropic drugs, and attempts to 

take a formal history from a woman whose story was not 'formal', reproduced aspects of the 

language of legitimation in South Africa. 

I do not think that clinically we served her badly at the hospital, and I also do not suggest 

that her being a South African mysteriously 'caused' her to be an hysteric. Her case does 

illustrate, however, the way in which symptoms and responses to them are elaborated 

within a particular ideological context and not simply in the context of many neatly 

separate 'cultures', all having different 'norms', 'values' and so on. The ideological context 

to which I refer is not one which can be escaped by anyone, least of all by those who seek to 

enter what has been termed the 'cosmology' or 'world view' of black people as discussed in 

Chapter 2. Mental health practice is inevitably involved in the reproduction of ideologies. 

Ms A's case serves as an illustration of how both patients and clinicians are involved in the 

process. 

Case 2: MrB 

Mr B was a Xhosa-speaking man in his late forties, a school principal in a rural area. Prior to 
admission he had been behaving increasingly bizarrely and had become verbally aggressive. 
His behaviour fitted the typical picture of frontal lobe syndrome, which was confirmed on 
examination and later treated. 

It is not surprising in view of Mr B's condition that he was difficult to manage during his time 
on the ward prior to the completion of his diagnostic assessment. The particular ward to 
which Mr B was assigned had compulsory group meetings three times a week. He was 
extremely disruptive in these, complaining that nobody understood him. His command of 
English was excellent but his Afrikaans (the home language of most of the other patients on 
the ward, all of whom were classified coloured) was poor. Most patients used Afrikaans in 
group meetings, much to Mr B'S annoyance. From the time of his second group meeting and 
until he was transferred to another ward, he spoke only Xhosa during group meetings, though 
he spoke English at other times. Nobody else on the ward (staff or patients) could understand 
Xhosa. 
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Discussion 

Mr B's behaviour was clearly neither 'culturally determined' nor 'culturally acceptable'. 

However, the manner in which he expressed his dissatisfaction with the hospital exposed 

contradictions within the system. Like other such institutions in ~outh Africa, the hospital 

was racially segregated. The form of segregation, however, did not follow the 'cultural' 

lines as put forward in official government policy. Whites were placed in one section of the 

hospital, and all other patients in another. As it happens all the patients on Mr B's 

particular ward were, except for Mr B himself, coloured. All the staff were white or 

coloured. No special arrangements were made for Mr B's 'cultural needs'. His choice to 

speak Xhosa in group meetings which were ostensibly designed to facilitate patients' 

hospital adjustment demonstrated clearly how the system was capable of making very little 

true provision for his needs. It is not at all uncommon in multilingual societies for clinical 

staff to be ignorant of their patients' home language (see, e.g. Marcos et al, 1973), and 

clearly this is not an ideal situation anywhere. But the South African state claims that its 

policies are designed to give privileged place to what it terms 'cultural' matters, and 

furthermore by legislation it defines Black language groups as cultural groups. Mr B, 

whatever else he was expressing with his clearly disturbed behaviour, was making an 

accurate attack on the dishonesty of the system which defined him in one way but made no 

positive provision for him in the light of this definition14• He also exposed some of the 

inadequacies of the rhetoric of South African psychiatry in that it claims to require 

knowledge of 'cultural' factors but was in this case unable to cope with them adequately. 

As staff we were effectively silenced by Mr B, and this took away our ability to provide a 

genuinely helpful environment for him. 

The cases of both Ms A and Mr B demonstrate how the model of separate, bounded 

'cultures'. as used in South Africa can be of limited clinical value. In both cases there was a 

need to establish a model of understanding which incorporated both the clinician and the 
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Chapter 10: Registrars' talk about. services 

identifying data and.work history11• I asked Dr 17 what it was like working as a psychiatric 

registrar, and this was the response: 

Dr 17: 

LS: 

Dr 17: 

LS: 

Dr 17: 

LS: 

Dr 17: 

(interrnption) 

LS: 

Dr 17: 

LS: 

Dr 17: 

LS: 

Dr 17: 

[ ... ] 

LS: 

Dr 17: 

Its difficult to work in this kind of set up and ... 

How do you mean, 'its dift}cult to work in this kind of set up'? 

Just the way that the psychiatric and the whole hospital system's ... like the 
outpatients are treated in a separate ward ... and we have a separate hospital 
in Spring Valley for the coloured patients and that's ... 

Ja, so you're not satisfied with that? 

Of course not. 

Ja. You ... you .. Are you saying that you feel that...um ... patients should be 
integrated? 

Hm. 

Ja. So you were saying that ... that ... um ... integration of patients ... [Dr 17: Hm]. 
· Um ... Would you say that the services that are offered at present are unequal 
or biased? 

Um ... facilities at Spring Valley are ... the wards are much better than this [the 
white side of Eagle's Nest] admissions ward. So they do a good service. So I 
can't really say its unequal. Maybe the facilities on the other [Black] side 
aren't as good as they should be but they are things are looking up. 

Hm. But nevertheless, you feel it would provide a better service if they were 
integrated. 

Ja. It would save a lot of money. 

Some people say .. .I mean, one of the arguments against that approach ... - I 
just want to put it to you - um . .is that ... Well, there are two arguments. The 
one is that patients from different groups are alienated from each other. 
What's your response to that? 

I think there's (words inaudible) now. I mean, the cultural background has 
actually got nothing to do with the pattern - they're all psychotic. 

Ja. The other thing that people say is that. .. um ... you know, its a bit unreal 
because of the society so divided ... you must look at the unreality of having a 
service so integrated. And so that's an argument against it. I'm just 
interested in your response to these things. 

I don't know. Well, only that if people do argue like that, then its arguing for 
the status quo. 
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Dr 17's view is clearly that integration must happen and that arguments against integration 

are no more than political defences of an unacceptable situation. This view is expressed 

unsolicited and early in the interview and is maintained in the face of the two most 

common counter-arguments - firstly that patients will be alienated from one another (Dr 

16's argument may be seen to be a version of this), and secondly that it will be 'false' to 

integrate health facilities as there is such pervasive segregation outside of these. Dr 17's 

comment, however, that 'the cultural background has actually got nothing to do with the 

pattern - they're all psychotic' is very interesting. Taken out of context (and with great 

injustice to the intentions of Dr 17) it could be read to mean either: 

1. 

or 

2. 

We can integrate the patients by race because, after all, they are only 
psychotic, and they would not notice if they were integrated 

We can integrate the patients by race because, after all, they are only 
psychotic, and it would not matter as psychotic people are not deserving of 
the comfort of differentiated care. 

Both these interpretations would, as I have mentioned, be incorrect and unjust. Dr 17's 

talk, however, does raise the possibility of a view of the label 'psychotic' as defining an 

outgroup. This outgroup, labelled 'psychotic', is fully defined and characterised by that 

label to the extent that other socially powerful labels like those of race become 

subordinate. Being 'psychotic' is what matters. I should mention that the evidence on 

which I base this strong interpretation is slight, but there does seem to be some indication 

in the discourse that Dr 17 is using the construct 'psychotic' in what Kelly (1955) would 

term a preemptive way12• Use of labels in this fashion typifies a distinctly conservative 

tendency in psychiatry, one which has been associated with a relative lack of concern for 

patients' rights and autonomy (Lorber, 1972). A third interpretation of Dr 17's response 

could have a more pragmatic basis: 
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We can integrate the patients by race because, as they are psychotic, the 
treatment they receive in the current hospital system is purely medical and 
~ot therapeutic, so the ar~me~t thfj the patients' cultural background is 
unportant to management is spurious . 

This interpretation of Dr 17's views may be both more correct and more charitable. This 

does not undercut the important possibility however that a registrar may be deeply 

concerned about the rights of patients insofar as they represent racially oppressed groups 

but not insofar as they are members of the (racially heterogeneous) class of psychotic 

people. The distinction I made earlier in discussing Dr 16's position between the broadly 

social and the 'therapeutic' perspectives is relevant here. One cannot assume that 

emancipatory views on the position of patients as representatives of a politically oppressed 

numerical majority will necessarily be accompanied by similar emancipatory ideals about 

the class 'psychiatric patient'. This potential disjunction has important political 

implications particularly where the issue of psychiatric patients' rights is concerned. It 

needs to be recognised that psychiatric patients constitute an oppressed group in their own 

right (Cohen, 1988), and that it is false to assume that emancipation of black South 

Africans will necessarily take adequate account of the needs of psychiatric patients. 

Clearly, the issue of integration of psychiatric hospital facilities stands at the crossroads of 

issues of black emancipation and the rights of psychiatric patients. The interface between 

the two issues was most fully dealt with in the interviews by Dr 1: 

LS: What's your view on integrating facilities? 

Dr 1: Well, its difficult, because I mean, ideally - idealistically maybe - I'm all for 
integration. But I sometimes wonder what's the point of integrating health 
services, in a non-integrated country. The government's not integrated, living 
conditions aren't integrated at all, you know. [ ... ] Culture's not integrated -
not integrated in the sense that we've all just got one culture, type of thing. 
You know, you have a culture that can accommodate differences. That's not 
integrated. There's so much else that's not integrated, that this integrated 
health system is going to stick out like a ... like a sore thumb. You know, 
although, as I say, I'm all for it. But I think, a hell of a else ... a lot else needs 
to be .. .It's part of a wider process of integration. And maybe we should go in 
anyway, even though its going to be (words inaudible) Because if you sit back 
and wait for the wider process to get going, ... maybe this is a better approach. 
So l...I'm keen on integrating health services. One can anticipate there are 
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going to be problems[ ... ] It would be difficult to script it, but I mean, those · 
difficulties are part and ... part of integrating processes, are the facing up to 
these and try and sort them out. Ultimately the only ideal situation can be 
complete integration of society. 

Dr 1 appears sensitive to the complex issues surrounding the question of integration but 

feels that these should not deter the process going ahead. Dr l's discussion lays bare many 

of the points alluded to above - the tension between the micro and the macro levels, the 

need to see health service integration in broader context, the issue of fundamental political 

change, and the definition of culture. It is interesting that whereas Drs 8 and 17 reject 

usage of the concept of culture (explicitly or otherwise) because of its association with 

repressive state machinery, and Dr 16 talks of 'cultural issues' apparently reasonably 

unselfconsciously, Dr 1 is unique in problematising the concept in this context. Further 

issues concerning registrars' talk about experience of 'race' and 'culture' are discussed 

below. 7 

IV. Registrars' talk about other issues concerning race and psychiatric 
services. 

A striking if unsurprising common theme runs through the registrars' talk about issues of 

race and culture in their patients. It seems impossible to separate the experience of 

working with Black patients from the registrars' experience of working in segregated and at 

times unsatisfactory facilities, and, indeed, of institutional racism. Because of the salience 

of issues about race in South Africa, furthermore, it may be assumed that these issues may 

be associated with some feelings of sensitivity or even vulnerability on the part of some 

registrars. 

This may be coupled with a notable feature of the registrar placement rotation. In his 

discussion of the socialisation of psychiatric residents in the USA, Light (1980) describes 

the anxieties and difficulties that they have with their first months in adapting to a new role. 

Experiences registrars have in. their first placements or first year (i.e. the first two 

placements) of being a registrar may be seen to be times of particular sensitivity for them 14• 
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Table 10.1 below shows the first and second placements through which registrars in the 

current study had rotated. 

Table 10.1. First and second placements of registrars, ranked by frequency 

Placement name Description of race Number of 
of patients registrars 

placed in unit 
1st 2ndc 

Percelia* Blacka 5 8 
Spring Valley coloured 5 1 
Geriatrics* white /Blackb 4 1 
Orange Grove* white 3 3 
Forensics* Black/whiteb 1 1 
Frankville 

(alcohol) coloured (mainly) 0 3 
Psych. casualty 

(De Hoop) all 0 1 

Notes: aPrior to the opening of Spring Valley, both Black and coloured patients were seen on this 
side of Eagle's Nest Hospital. 

bin these placements registrars cover more than one (racially segregated) ward. Race groups 
mentioned first in each case represent the ward within the placement having the greater 
number of beds. 

crwo of the registrars spent both their first placements on the Black side of Eagle's Nest (i.e. 
their entire first year). 

*All placements marked with an asterisk are at Eagle's Nest Hospital. 

Before attempting any interpretation of placement patterns here, I should make it clear 

that I am not in any position to comment on the wisdom of the placement pattern from a 

training or a service point of view. My method does not address these issues, focussing as it 

does more on questions of doctrinal efficacy than on operational efficacy (Moore & 

Meyerhof, 1977)15• It is clear from Table 10.1 however that the initial two placements of 

registrars do not occur randomly across all possible placements (for a list of aHplacements, 

·see Appendix B). No registrar, for example, is placed within what is termed a 'therapeutic 

unit' for the first year. The modal first placements for registrars are Spring Valley and the 
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Black side of Eagle's Nest. Examination of the raw data for placements (not shown in 

Table 10.1; see Appendix B) reveals the fact that apart from four registrars, every registrar 

spent at least six months of the first year in training at either Spring Valley or the Black 

side of Eagle's Nest, with two spending a year on the Black side of Eagle's Nest, and three 

a year divided between Spring Valley and Eagle's Nest. The only 'white' first or second 

placement was that of the white side of Eagle's Nest (six registrars in their first year). Early 

on in their training, then, registrars are more likely than not to be placed in a black unit, 

and particularly on the Black side of Eagle's Nest. This is part of their introduction to 

psychiatry, and, as the case of Dr 6 discussed below shows, may have important 

implications. 

Describing a difficult adjustment to being a psychiatric registrar after having been involved 

in another branch of medicine for some time, Dr 6 spoke of the first placement on the 

Black side of Eagle's Nest as 'frightening' not simply because of the exposure to large 

numbers of psychotic people but also because of the lack of perceived support from 

superiors. Dr 6 entered psychiatry some years ago and said that at that time, if a 

psychiatric consultant was placed in charge of a Black psychotic ward this amounted to a 

form of punishment by the senior staff in the department. My own, more recent, contact 

with psychiatric consultants who have very definitely chosen to work on the Black side of 

Eagle's Nest because that is where they see the needs being the greatest and the work the 

most interesting does not bear out this view16• More important than the question of 

whether Dr 6's perception is correct, however, is the fact that such a view is held at all. If 

the consultant psychiatrist was sent to the Black side of Eagle's Nest as a punishment, then 

it may be the case that Dr 6 saw him/herself, and, possibly, the patients, as being punished 

by the experience as well. The link between the asylum and the prison, at some level, is 

once again being raised. It is important to note that Dr 6's professional experience of 

Black psychiatric patients is moulded not simply by prior experience of and attitudes 

towards Black people. Other influences include i) the positions Black patients are made to 

take up in the hospital system, and ii) Dr 6's own positioning as a new registrar, feeling 
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unsupported by more senior staff who themselves, it appears to Dr 6, do not wish to be 

working on the Black side. 

The report of Dr 6 may be seen to be an extreme view on the unpleasantness of the work 

with Black patients and to represent a particularly upsetting experience which may well be 

affected by Dr 6's own personality. It is by no means without parallels from the reported 

experiences of other registrars, however. Dr 16, for example, describes having taken a 

child there over a weekend, and the child's looking at the building and being under the 

impression that it had recently burned down. Dr 12 took aerosol air freshener to work 

regularly during this placement so that the environment would be at least marginally more 

pleasant for staff and patients, with unpleasant odours masked. Dr 13 notes that the 

physical construction of the ward is such. that staff generally speaking are cut off from 

patients and that patients become 'foreigners' purely by virtue of the architectural 

arrangements. A number of registrars are reluctant to admit depressed or 'neurotic' 

patients to the Black side of Eagle's Nest purely because the ward milieu is so unpleasant. 

The unpleasant experience of the physical environment in which Black, psychotic people 

are treated occurs within the context of registrar training. Dr 16 recalls: 

It ... it just has that, sort of dreary, derelict look about it. Um, I know they're renovating it now. 
But, uh ... that was important, so one came into this ward thinking 'Good heavens, no. We 
can't ... we're going to be here for six months. Come, let's do something, you know. Let's ask 
for carpets, let's do something. And ... a strange sense after about a month or so of... um ... 
resignation. 'I'm just going to be here for six months and then I'm ... then I'm out of here'. 

For Dr 16, the experience of working on the Black side of Eagle's Nest rapidly became 

similar to that of 'doing time', recalling the connection between the asylum and the prison 

alluded to previously. The Black side placement, though interesting to Dr 16 from the case 

management point of view (as Dr 16 later claims), also fairly rapidly becomes something to 

be endured and escaped. This is so not necessarily because of the way that Black patients 

are seen but because of the association between them and poor conditions. Because 
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registrar training, furthermore, is a difficult time emotionally, as all registrars with whom I 

spoke agreed, the question of the registrar's own (emotional) 'survival' becomes paramount 

in difficult situations. One strategy to use when confronted with such a situation is that of 

viewing it as something which is temporary and to be lived thro.ugh and then notched up to 

experience. When Dr 16 says 'I'm just going to be here for six months and then I'm ... then 

I'm out of here', the statement is not so much a rejection of the patients as a strategy for 

adapting to an aspect of registrar life. 

V. Concluding comments 

As in the previous chapter, it is clear that registrars' expressed opinions cannot simply be 

equated with official policies, or, indeed, with their everyday functioning as reproducers of 

inequalities. The fact that they are involved in such reproduction is undeniable; the 

observation that some of them consciously feel trapped into behaving in ways which they 

themselves regret and dislike is not sufficient to explain their behaviour. 

Registrars' needs to survive the demands of their training may partly explain the fact that 

they as a potentially powerful group aw.are of and opposed to inequalities in facilities do 

not appear to have made their collective voice heard on the issue in such a way that 

substantive changes are made. It is my intention neither to condone nor condemn this fact 

of registrars' (perhaps unhappy and reluctant) participation in and reproduction of services 

they clearly see as unsatisfactory. I do contend, however, that to understand this 

phenomenon one must examine the operation of institutional factors into which registrars 

are inserted regardless of their own views on questions of race, culture and racism and 

regardless, as well, of their own race classification17. Chapter 11 indicates a strong 

structural link between the ways registrars view patients and the ways they see themselves. 

Chapter 12 examines some of the factors in the professional socialisation of psychiatric 

registrars which have bearing on the question of registrars' responses to issues of race and 

'culture'. 
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Notes to Chapter 10 

1. A few years prior to my interviews with the registrars, various departments at De Hoop Hospital (the 
general hospital in which Psychiatric Casualty is housed) had, without any formal announcements, 
begun integrating their units by race. It is not necessary here to enter discussion of the minutiae of 
how this happened or even of ways in which the concept of integration by race in practice seemed to 
mean different things to different departments. By the time of my interviews, the issue of hospital 
integration had been taken up as an issue by the National Medical and Dental Council (NAMDA) - the 
progressive medical and dental association discussed in Chapter 3. The issue of hospital integration 
was also under discussion by the ethical standards. committee of the Faculty of Medicine of the 
university concerned. The position of the university as a whole at the time of . the study, and as 
expressed by its principal and vice-chancellor was that segregation by race was ethically unacceptable 
and that integration must be worked for. At the time of the interviews the major psychiatric facility 
associated with the university - Eagle's Nest Hospital - was still segregated, and many other units de 
facto segregated. Movement towards integration has subsequently begun. 

2. Once again, the tape is not audible here. My recall is that Dr 3 spoke about the family living in 
Arderne, which is very close to Eagle's Nest Hospital and far from Spring Valley. 

3. It is, of course, an empirical question whether more 'community services' would in fact ease the load on 
inpatient facilities. Addressing this issue is beyond the scope of this dissertation, though it should be 
noted that there is some evidence from other countries supporting this view (Hansen, 1987). 
Regardless of the empirical evidence for or against the efficacy of community services, however, it is 
interesting, however, that community services are seen to be important. Emphasis on 'community care' 
has recently been shown to be part of a 'persuasive rhetoric' (Potter & Collie, 1989). This rhetoric is 
not purely South African, but has its particular South African realisation (Thornton & Ramphele, 
1988). 

4. This is an open 'neuroclinic' ward for whites on the white side of Eagle's Nest. A 'neuroclinic', as the 
term is used in the hospital system, is an open admission ward offering a variety of therapeutic services 
such as group and individual therapy, family therapy, art therapy and so on along with medication. 
Patients generally speaking are classified neurotic or personality disordered, though psychotic patients 
whose behaviour is not disruptive are also treated in such a setting. A 'neuroclinic' is seen as distinct 
from a 'therapeutic unit' which caters for non-psychotic patients who are designated 'higher 
functioning' and has a far stronger emphasis on psychotherapies and less on medication. A neuroclinic 
for Blacks has been reopened recently, as I have mentioned elsewhere, but Dr 9 feels that it is 
inadequate to the volume of potential patients. 

5. The issue of the effects of race on involuntary hospitalisation rates is not purely local (Littlewood & 
Lipsedge, 1988, 1989; McGovern & Cope, 1987b; Rosenfield, 1984), but the pattern of what happens 
here, according to Dr 16, is different in that the legal recourse implicit in involuntary hospitalisation of 
Blacks seems to be being denied. 

6. By using the word 'discriminatory', I am aligning myself with the view that mandatory segregation of 
services goes hand-in-hand with discrimination, and that 'separate but equal', certainly in the context of 
psychiatric services in South Africa, and probably in almost every other context, is a myth. Clearly, my 
views on the issue could have had some influence on the way that I asked questions of registrars and on 
their responses to me. I am unable to measure this influence, but I did try to pose questions and to 
accept answers in as open a manner as possible. The fact that the responses I received did differ widely 
may be some measure of my success, but I cannot know what registrars would have said to someone 
who approved of segregation, for example. 

7. The National Party first came to power in South Africa in 1948, and it is from the onset of that date -
the assumption of power of the apartheid party - that Dr 8 dates the forty years. 

8. Dr 16 appears to be unaware of the fact, as are, in all probability, most South Africans, that legal 
opinion is divided on the question of whether there are in fact laws which cover the compulsory 
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segregation of hospitals by race. Some lawyers believe that the phenomenon of separate hospitals is in 
fact more of a tradition than actual compliance with the letter of the Separate Amenities Act of 1953, 
for example .. The psychiatry department does, however, have to operate its hospitals in accordance 
with the dictates of the various health departments in the country. 

9. As has been seen in the discussion of Dr 9 in the previous chapter, tensions between relativist and 
universalist viewpoints may be observed in the talk of a single person - making characterological 
conclusions about reasons for a particular person's taking up either position even less defensible. 

10. This probability cannot, unfortunately, be 'labelled a 'certainty', as subtler influences based on less 
immediately 'visible' characteristics - such as those of social class - may easily begin to make tll;emselves 
felt even within a completely racially integrated system - once again to the likely detriment of more 
Blacks than any others, because of the wealth distribution in this country. 

11; An alternative interpretation of Dr 17's initial response to my question is that Dr 17 had decided that 
the issue of hospital segregation was the main focus of my study, and was keen (consciously or 
otherwise) to give me the 'correct' or 'desired' answer early on in the interview. Even if this is the case, 
I have reason to believe from the context of our contact that Dr 17 was indeed deeply concerned about 
issues of discrimination and segregation. 

12. Preemptive construing constitutes use of a construct or label in such a way that it diminishes the 
importance of lower-order constructs and defines the terrain under discussion. ' 

13. I am grateful to Ann Levett for leading me to this interpretation. 

14. This assertion was verified in discussion with a number of registrars. Dr 18, in fact, criticised my 
interview, saying that I had taken insufficient cognisance of the tremendous emotional vulnerability 
registrars feel early in their training, and that this vulnerability greatly coloured registrars' experience 
of becoming psychiatrists. 

15. Registrar placements, of course, are not just a matter of policy but are affected as well by particular 
staff needs at particular times, by resignation of staff, and by the number of registrars entering and 
leaving training at any given time. 

16. It should also be mentioned that the placement still tends to be taken by more junior psychiatric 
consultants. Some years ago, a psychiatrist working on the Black side of Eagle's Nest told me that the 
placement was one that psychiatrists in the department, generally speaking, had to go through on their 
way up the ladder to being in charge of more prestigious units such as, say, the white side of Eagle's 
Nest or one of the therapeutic units. 

17. It is often said in South Africa that we need more Black psychiatrists, and this is doubtless so. To 
assume however that, by definition, replacing all white psychiatrists or registrars with Black ones will 
solve problems of discrimination against Black patients is probably incorrect. Many institutional 
factors affecting registrars have a great deal to do with professional socialisation, regardless of race, 
and cannot be addressed simply by changing the racial composition of a group of registrars or other 
professionals. 
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Chapter 11 

Registrars' ranking of vignettes 

I. Introduction 

This chapter reports· on a small subset of data gleaned during the second interviews with 

registrars. I~ will be recalled from Chapter 8 that at the end of the second interview, 

registrars were asked to rank the vignettes they had read on a number of dimensions. 

These were: 

1. Certainty of diagnosis (from the most to the least certain) 

2. Prediction concerning adequacy of psychiatric care likely to be received by the 

patient (best to worst) 

3. Prediction of prognosis (best to worst) 

4. Personal preference (from the person the registrar would most like to work with to · 

the least) 

5. Personal effectiveness as a clinician (from the person the registrar would probably , 

be most effective with as a clinician to the least) 

Tied rankings were permitted. These occurred when a registrar could differentiate one , 

vignette from the other two on a given dimension, but saw the other two as 

indistinguishable with respect to the dimension in question. 

It must be recognised at the outset of this chapter that rankings of the type made in this 

part of the study necessarily provide somewhat crude data in that all of the dimensions 

listed above are 'complex. · The areas chosen may suggest to registrars relationships 1 

between vignettes which cannot easily be contained in unidimensional rankings. For 

example, it could be the case that a registrar might view the adequacy of inpatient care for 

the patient in one vignette as likely to be superior to ·that available to another patie.nt, but 
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would anticipate that follow-up services for the second patient would be better than for the 

first. To force these two dimensions into the single one of 'adequacy of care available' is 

clearly to lose information. A further drawback of the method is that it loses the 

complexity of registrars' approach to the questions. For example, a registrar may feel that 

the prognosis of two hypothetical patients is roughly equal if both have supportive families, 

but that one patient's prognosis would be seriously compromised in the absence of such 

family support, whereas the prognosis of the second patient would be minimally affected. 

The fact that the ranking measures are rather crude was openly discussed with all registrars 

and they were urged not to undertake any ranking which they felt too constraining or 

arbitrary to reflect their opinions accurately1. 

The rankings were undertaken, however, in the context of the gathering of large amounts of 

qualitative data, and cannot be seen as independent of or worthy of interpretation out of 

the context of that data. The very crudity of the ranking data, furthermore, offers the 

convenience of summary of information and opens the way to the answering of questions 

not easily addressed by other means, as we shall see later. 

The number of ranking questions had to be kept small because of the time constraints on 

the data-gathering interviews. In planning the study as a whole I had at one stage 

considered undertaking more complicated ranking exercise using a repertory grid approach 

(Kelly, 1955). The size of the grid, however, required to provide meaningful data would 

have implied even longer contact with registrars, and the plan was abandoned for the 

current study (though not necessarily for future ones). 

All the dimensions chosen enabled me to explore aspects of the question of the 

relationships between type of symptom profile and race in registrars' 'positioning' 

(Henriques et al, 1984) of hypothetical patients. From the perspective of dominant 

universalist psychiatry the symptom profile should override other issues such as race 

(Kaplan & Sadock, 1988; Wing et al, 1974 ). I suspected that this would not be the case and 
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was interested· in the interaction between symptom profile ~nd race2. Within a five 

question limit, furthermore, I attempted to sweep through a range of dimensions covering 

major foci of this dissertation, from the narrowly diagnostic (certainty of diagnosis) to the 

personal (personal preference to treat). 

As in other chapters, discussion is necessarily selective for reasons of space, and I attempt 

to confine my argument to issues directly germane to the central concerns of the 

dissertation. The quantitative data presented in this chapter are, however, complete. 

II. Method of analysis 

For each of the five dimensions, a 9x9 table was drawn up showing relative rankings of the 

nine vignette possibilities3. Table .11.0 shows the results for the dimension of certainty of 

diagnosis. Discussion of this matrix will demonstrate the method used. 

Table 11.0. Ranking of vignettes on the dimension of certainty of diagnosis 

AA • -1 0 2 -3 -2 

AL • -1 -2 -1 -1 -5 

AM • -3 0 0 0 -3 

MA 1 3 • 3 -2 5 

ML 1 0 • 0 0 1 

MM 0 2 • 2 2 6 

XA 1 0 0 ~2 • -1 

XL -2 0 -3 -2 • -7 

XM 3 1 2 0 • .6 

As will be seen from Table 11.0, each column (with the exception of the additional [tenth] 

column, marked 'Total') has been given a two-letter code; with the same codes being given 
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to the rows. Each code stands for a particular vignette, with the first code letter indicating 

whether the vignette was of Mr ~ Mr M, or Mr X; and the second letter indicating suburb 

- Ardeme, Lumko, or Myrdale. 'AA' therefore refers to the vignette of Mr A from 

Arderne, 'ML' to Mr M from Lumko, 'XM' to Mr X from Myrdale, and so on. The 

numbers within the cells note the summed relative ranking of the two vignettes represented 

by the row and column defining the particular cell, according to the method to be set out 

below. Bullet marks(•) are used along the main diagonal to denote cells which are defined 

by the same vignette by row and by column, and for which there can be no row/ column 

comparison. Empty cells indicate comparisons that were not made by registrars in this 

study. It will be recalled that registrars received vignettes such that each examined each of 

the three constructed stories and each of the three suburbs (in differing combinations). It 

therefore never occurred that the same registrar would compare Mr A from Arderne with 

Mr M from Ardeme, for example; or Mr A from Ardeme with Mr A from Lumko. It did 

happen, however, that three registrars compared Mr M from Ardeme with Mr A from 
' 

Lumko, for example, as these vignettes differed by both text and ascribed suburb. 

The method for generating the numbers within the cells can be explained by the following 

example. To obtain the figure in the cell defined by Row AA and Column ML, all three 

cases where registrars received that combination of vignettes were explored (Registrars 5, 

11, and 17 all received the vignettes M ML and XM). Each time an AA vignette was 

ranked, by one of these registrars, superior to an ML vignette (i.e. each time a registrar 

said that the diagnosis in the case of Mr A from Ardeme was more certain than that in the 

case of Mr M from Lumko ), a score of 1 was recorded. Where AA was ranked by a 

registrar as inferior to ML on the dimension, a score of -1 was recorded. Tied rankings 

were given a zero score. The figure that appears in the cell is the sum of the three relative 

rankings made by the three registrars. In this case, then: 

Dr 5 rated Mr A from Ardeme as having a less certain diagnosis than Mr M from Lumko, 
yielding a .score of -J. 
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Dr 11 also rated Mr A from Ardeme as having a less certain diagnosis than Mr M from 
Lumko, yielding a score of -1. 

Dr 17 rated Mr A from Ardeme as having a more certain diagnosis than Mr M from Lumko, 
yielding a score of 1. 

The total score, then, for the cell defined by Row AA and Column ML is -1-1+1 = -1. This 
figure is recorded in the cell. 

The same method was used to calculate the scores for each cell above the main diagonal, 

and, in fact, could have been used throughout the table. It was noted however that the 

table must be symmetrical across the main diagonal except for a change of sign. For 

example, the cell defined by the Row ML and the Column AA, which indicates the ranking 

of vignette ML relative to AA must simply reflect the inverse of the ranking of AA relative 

to ML, a score of + 1 as opposed to -1. It was thus possible to fill in all the scores below the 

main diagonal simply by inspection. 

This procedure yielded four scores for each vignette row, as each vignette was compared 

with a total of four others in the study. AA, for example, was compared with ML, MM, XL 

and XM - all those vignettes differing from it by both suburb and vignette text. These four 

scores were added together in each case to yield the figure which appears in the 'Totar 

column on the right. It should be noted that the maximum possible score for any cell in the 

body of the table would be 3 - for those cases where the row vignette was consistently 

ranked superior to the column vignette. The minimum score would be -3, for consistent 

inferior ranking. The possible range of scores in the 'Total' column for any vignette, then, 

would be [-12, 12], ranging from consistent inferior ranking throughout all comparisons to 

consistent superior ranking throughout. 

The figures in the 'Total' column provide a summary of the ranking of any given vignette 

relative to others, and may be transposed into the matrix shown overleaf in Table 11.1. 
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Table 11.1. Summary matrix showing total rankings of vignettes on the dimension of 

Mr A 

Ar de me -2 

Lumko -5 

Myrdale -3 

Column· 
total -10 

Rangesuburb = 20 

Rangevignette = 22 

certainty of diagnosis -

MrM MrX Row total 

5 -1 2 

1 -7 -11 

6 6 9 

12 -2 0 

, It will be noted that figures in the cells are simply read off from the 'Total' column in Table 

11.0. The row and column totals are generated by addition of cell values, and the range · 

figures appeari11g below the table are obtained in the following way: 

Rangesuburb = Highest row total value - Lowest row total value, which in this case becomes . 

9 -(-11) = 20 

Rangevignette = Highest column total value - Lowest column total value, which in this case 

becomes 12 -(-10) = 22. 

For presentation purposes in the rest of this chapter, only summary matrices will be shown. 

The original tables from which these were derived can be found in Appendix E 4• 

III. Results and discussion 

A. Certainty of diagnosis 

Table 11.1 shows that, overall, registrars seem to view the vignettes concerning Mr M as 
' . 

having the most certain diagnoses (column total of 12), those concerning Mr X as.taking up 
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a middle position (-2), and those concerning Mr A to be the least certain. This is not 

surprising. The vignette for Mr M has the most information (the most symptoms reported). 

Whereas the Mr A and Mr X vignettes have_ roughly the same number of symptoms 

reported, in the case of Mr X these cluster fairly neatly in a schizophrenia/hysteria-type 

area. Those for Mr A, on the other hand, present a deliberately mixed picture including 

schizophrenia, mania, and disorientation. 

Closer examination of the actual cell profiles, however, reveals an interesting interaction 

feature. Those cases where Mr X is identified as coming from Arderne or Lumko do not 

differ appreciably from those of Mr A from Arderne or Lumko. Mr X from Myrdale, 

however, is dramatically more certain in terms of diagnosis than Mr X from Arderne or 

Lumko, and shares the highest cell score of 6 with Mr M from Myrdale. Examination of 

registrars' actual diagnoses of Mr X (Table 9.1 in Chapter 9, p. 223) reveals that all but two 

of the registrars diagnosing Mr X from Lumko gave multiple diagnoses or the portmanteau 

'psychotic diagnosis'. Each of the cases of Mr X from Arderne, however, and Mr X.from 

Myrdale, received four clear diagnoses of schizophreniform psychosis. The registrars 

talking about Mr X from Arderne, however, were more hesitant in their talk than those 

discussing Mr X from Myrdale. 

A possible interpretation of this finding is that the atypical psychosis features of a story like 

that of a white Mr X are easily moulded by registrars to fit into a reasonably clear standard 

diagnostic picture. When Mr Xis seen to be coloured, or, even more importantly, Black, 

however, doubts about the validity about the registrar's own application of standard 

diagnostic procedures on the basis of limited information become more pressing. In the 

more standard-type vignette of Mr M, furthermore, there is little to choose between the 

scores for a white and a coloured Mr M. -Fnce again the 'foreignness' of a Black Mr M 

leaves its mark. The Mr A vignette is anything but standard, and yields the least variation 

amongst the race groups. 
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The range figures quoted below Table 11.1 give a ~ough indication of the sources of 

variation in scores amongst the vignettes. It appears in this case that certainty of diagnosis 

is affected roughly equally by race (Rangesuburb = 20) as by vignette. text (Rangevignette = 

22). Universalist psychiatry would anticipate the structure of the vignette to be the more 

crucial in this regard; clearly race of the patient is playing an important role here. 

B. Adequacy of care available 

Table 11.2 shows registrars' relative rankings on the vignettes for their perception of 

adequacy of care available to patients in the hospital system. 

Table 11.2. Summary matrix showing total rankings of vignettes on the adequacy of care 
.available 

Mr A 

Arderne 2 

· Lumko -7 

Myrdale 5 

Column 
total 0 

Rangesuburb = 41 

Rangevignette = 18 

MrM MrX Row total· 

4 -1 s 
-6 -10 -23 

11 2 18 

9 -9 0 

An interesting feature of the ·rankings in this section is that rankings are preserved 

consistently both for suburb and for vignette text. Across all suburbs, it is predicted that 

Mr M will received more adequate care than Mr A who will in tum receive better care than 

Mr X. Across all vignette texts, furthermore, it is predicted that the person from Myrdale 

will receive more adequate care than the one from Ardeme, who, in turn, will receive 

better care than the Lumko patient. 
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The finding that patients with a probable depressive component to their condition are 

perceived by registrars as likely to receive the most adequate care is understandable given 

the fact that such patients, being subjectively distressed, are often easier to handle and 

more amenable to treatment regimes. It is also the case that of all the vignette texts, that 

of Mr M seems to conform most closely to a clear diagnostic picture - a feature of the 

design of the vignettes and borne out by the findings on relative rankings for certainty of 

diagnosis. Although the pattern is maintained throughout, with little difference between 

the other two vignettes, it is also clear that there is an interaction between vignette text and 

race of the patient. 

For the Black patient, the difference in rankings by vignette type is small (Mr M has a 

ranking of -6 which is 4 points above Mr X's ranking of -10). For the coloured patient, the 

Mr M - Mr X difference has grown to 5 ( 4-(-1 ]), and for the white patient the difference is 9 

(11-2). It is important not to over-interpret this finding, but the result is suggestive. It may 

be the case that, for Black patients in particular, and for coloured patients to a slightly 

lesser degree, the issue of diagnostic description of the case is less relevant to registrars' 

prediction about adequacy of services available to the patient than when registrars are 

considering white patients5. This possibility would accord with the observation made in 

Chapter 9 that there appears to be a relationship between patient race and the attribution 

of psychological motives or 'internality' on the part of registrars, with white patients being 

seen in more 'psychological' terms. If Black patients· in particular, as was seen in Chapter 

9, and coloured patients are seen to be psychologically distressed as a result of global social 

stressors affecting all Blacks and coloureds, then the nature of their condition becomes less 

relevant to discussion of adequacy of care available than in the case of whites. The 

conditions of whites may be viewed as more idiosyncratic in aetiology. 

There can be little doubt from the findings summarised in Table 11.2 that registrars as a 

rule see facilities for white patients (strictly speaking within the confines of the diagnostic 

pictures offered by the vignettes, but I suspect more broadly) as more adequate than those 
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for coloureds or for Blacks, who are least well provided for. This is borne out by practically 

every discussion with every registrar (see Chapter 10). The range of scores generated by 

suburb differences (Rangesuburb), furthermore, is far higher in the case of views on 

adequacy of services than the range generated by vignette text differences (Rangevignette) - -

a score of 41 versus 18. The range of 41 for suburb type, furthermore, is, as will be seen, by 

far the greatest of any of the _ranges calculated for any of the ranked dimensions. It can be 

said with some confidence that, as a group, registrars view the adequacy of care available to 

patients to be fundamentally and importantly affected by patients' race, and in the direction 

predictable from patterns of power and privilege in the broader South African society. 

C. Prognosis 

The category of prognosis is an interesting one as it is a portmanteau. In my discussions 

with registrars, they all mentioned that prognosis is affected by a number of factors 

including the nature of the psychiatric illness, the adequacy of services available, and 

stressors and life changes6• The term 'prognosis' was not defined specifically for registrars · 
. ' 

and they were left to place their own construction on the term. This had the advantage of 

allowing the registrars to work with a term which had clinical meaning for them. It is, 

however, true that this to an extent limits the permissibility of grouping the data. I assume 

here that registrars were thinking of prognosis in broadly similar ways, with some central 

· commonalities7. In the absence of having asked them to define their usage of the 

construct, however, I cannot be completely sure. 

- . 

The results of the ranking exercise for the dimension of prognosis are shown in Table 11.3. 
I 
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Table 11.3. Summary matrix showing total rankings of vignettes on prognosis 

Mr A 

Ardeme -2 

Lumko 2 

Myrdale 3 

Column 
total 3 

Range suburb = 16 

Rangevignette = 9 

MrM MrX Row total 

1 -6 -7 

-2 -2 -2 

4 2 9 

3 -6 0 

The general racial pattern of the previous two dimensions reported on - that of whites 

tending to have a 'better' picture attributed to them than coloureds and coloureds better 

than Blacks - is not preserved here. Whites are given the best prognosis, which may be 

related to the attributions about adequacy of care discussed earlier. The prognosis for 

coloureds, however, is ranked. lowest for both Mr A and Mr X, though not for Mr M. This 

means that Blacks take up an intermediate position between whites and coloureds for 

prognosis in the vignettes of Mr A and Mr X, but not for Mr M. A possible reason for this 

is that the atypical diagnostic pictures for both Mr X and Mr A may suggest to registrars 

the possibility of a brief atypical psychotic reaction in the case of Black patients. Every 

registrar interviewed mentioned experience of cases of disruptive and apparently floridly 

psychotic Black patients who settled remarkably quickly and who were discharged soon and 

not readmitted. It remains an empirical question whether there are in fact more such 

Black people admitted than others, though I have no reason to suspect that registrars were 

being dishonest. Regardless of the 'facts' of the matter, however, the image of the difficult­

to-understand Black patient who 'miraculously' and inexplicably recovers is a powerful one 

in the context of the system under study, and fits in well with the notion of the 'discourse of 

otherness' introduced in Chapter 4. 
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The range of scores along the vignette text and the suburb axes is lower than on the 

previously reported dimensions, possibly indicating the difficulty of the task of 

prognosticating from minimal information. It is possible that registrars were cued 

differentially to different aspects of the interaction of factors that go into predicting 

prognosis. Responses may have been more influenced by personal experience of aspects of 

clinical experience than was the case in rankings made on the previous two dimensions. 

Examination of registrars' comments on prognosis, even for the vignette of Mr X from 

Arderne which can be seen to be something of an outlier in Table 11.3, are not very 

enlightening. Overall, registrars tend to cite the nature of the illness as of prime 

importance in predicting prognosis, with psychosocial stressors second, but, without further 

questioning, it is difficult to assess the implicit structures which they may be using. 

D. Personal preference for working with patients 

This is the first of the two questions dealing with registrars' self assessments, questions 

which tap an area straddling both that of services available (as discussed in Chapter 10) 

and of registrars' personal position in the hospital system (to be discussed in Chapter 12). 

The dimension of personal preference was the only one on which rankings were given by all 

registrars, so the results shown in Table i 1.4 below can be seen to be a summary of views of 

the entire group. It should be mentioned here that the question of with whom registrars 

would most like to work - a crude social distance measure of sorts - caused some 

embarrassment to registrars, some of whom were concerned not to appear racially 

prejudiced. It may be the case therefore, that the fact of complete data on this dimension 

alone is attributable in part to registrars' not wishing to appear too sensitive about self­

revelation. 
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Table 11.4. Summary matrix showing total rankings of vignettes on registrars' preference 
for working with the patients 

Mr A 

Ardeme 3 

Lumko -2 

Myrdale 0 

Column 
total 1 

Range suburb = 20 

Rangevignette = 15 

MrM MrX Row total 

6 -1 8 

-4 -6 -12 

5 -1 4 

7 -8 0 

Table 11.4 shows that Black patients hold a clear position of patients least favoured by 

registrars, with whites occupying a middle position and coloureds emerging as the most 

favoured. Tempting though it may be to ascribe registrars' apparent distaste for treating 

Black patients to racism, the result seems strongly tied in with institutional and social 
I 

f~ctors. Every registrar mentioned language barriers as making the work with Black 

patients difficult, and complaints about inadequate interpreter services were common. The 

physical environment of Black wards was a further probable factor contributing to 

registrars' preference for working with people other than Blacks. A number of registrars 

mentioned the problems of working with poor (Black) patients when employment is scarce, 

grants low, and community services practically non-existent. 

Another factor working against the 'purely racism' argument in this context is the finding 

that coloured, and not white patients, are the most highly ranked by registrars. Choice of 

those with whom registrars would most like to work, however, does not simply indicate 

positive feelings registrars may have toward such a person. For example, as is discussed by 

Dr 16 in Chapter 10, white patients may be associated with greater power for come-back in 

medico-legal claims. Their families may be seen to be more assertive and to make greater 
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demands on staff time. This does not imply that such patients in themselves are less valued 

by registrars than are coloured patients. 

'The factor of desire for least disruption in the work context may explain the general low -

rankings given to Mr X who, in the vignette, is described as actively uncooperative. , . 

Patients with a depressive component, like Mr M, as has been suggested earlier, may be 

viewed as least disruptive and fitting most easily into the role carved out for them by the 

hospital system. 

The fact that there is no great disparity between range of scores by suburb and range by 

vignette text, suggests an approximately equal contribution of race and diagnostic picture to 

registrars' preference for particular patients. A truly _'colour-blind', non-racial, universal . 

psychiatric system should have produced similar preference scores for treatment of patients 

from different races, as opposed to the trend observed here. 

E. Registrars' assessments of their own clinical effectiveness with patients 

The summary for registrars' responses on this dimension appears in Table 11.5. 

Table 11.5. Summary matrix showing total rankings of vignettes on registrars' 
assessments of their own effectiveness in treating patients 

Mr A 

Ardeme -2 

Lumko -4 

Myrdale 7 

Column 
total 1 

Rangesuburb = 27 

Rangevignette = 3 

MrM MrX Row total 

-1 4 l 

-4 -6 -14 

6 0 13 

1 -2 0 
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A striking feature of the resu_lts shown in Table 11.5 is that, whereas the factor of vignette 

text seems to play a minimal role in registrars' assessment of their own clinical effectiveness 

(Rangevignette = 3), the patient race seems to be far more important (Rangesuburb = 27). 

Patients with different diagnostic pictures may be more or less liked by registrars, as we 

have seen in the previous section, but differences in feelings of clinical competence show 

no clear pattern across the group of registrars. The pattern by race is, as might be 

expected, that registrars feel they would be most effective with whites, less so with 

coloureds, and least effective with Blacks. 

As far as cell scores themselves are concerned, it is interesting that Mr A and Mr M receive 

roughly equal scores at each suburb level, but that whereas Mr X from both Lumko and 

Myrdale receives a lower ranking than for either of the other vignette texts for those 

suburbs, Mr X from Arderne receives a relatively higher ranking. It is in fact the only 

ranking in the table for a vignette of a coloured or a Black person which is higher than the 

lowest for a white. This apparent anomaly can be explained by reference to the fact that 

the actual vignette XA was considered in the following combinations: XA, AL, MM; and 

XA, AM, ML. In both these combinations, XA did in fact take up the middle position. 

The relatively high ranking of the vignette of Mr X from Arderne along the registrars' 

personal effectiveness dimension, however, is in marked distinction to the low ranking of 

the same vignette along the dimension of registrars' personal preference. 

· This distinction underscores the observation that the two dimensions of personal 

preference and personal effectiveness seem to be tapping different areas. For a registrar to 

assert thats/he likes to work with a particular type of patient is not the same as saying that 

s/he believes s/he will be most competent in treating the patient. This observation does 

not however provide specific data concerning the way that registrars view potentially 

uncooperative coloured patients with an atypical/ hysterical-type schizophrenia-like 
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picture. In my discussion of the case of Ms A presented in Chapter 4, I suggested that 

clinicians' constructions concerning hysteria in black patients merited attention; the current 

finding bears this out. At this stage, one can only speculate about the possible particular 

status of coloured patients in this regard. It may be the case, for example, that though 

disruptive and atypically psychotic in the sense laid out in the Mr X vignette) coloured 

patients are viewed as not very ple sant to treat, they are seen to be relatively more 

straightforward to treat than their disru tiveness might at first suggest. In common South 

African mythology, as elsewhere, people ho are seen to be the products of miscegenation 

are often regarded as degenerate (Millin, 1924). Putative high alcoholism and drug abuse 

rates amongst coloured people (see Chapter 2) reinforce this picture. Blacks, though seen 

to be mysterious and 'other' and difficult to treat, also are ascribed to have 'dignity' 

associated with their 'traditional culture'. Coloureds may be viewed as unpleasant and 

undignified but amenable to what Western-trained clinicians have to offer. It is important 

to stress that the speculations in which I am engaged here move far beyond the data I have 

collected, but that associations of this type do hold possibilities for foci for further, more 

disciplined, exploration of these issues. 

IV. Concluding comments 

The overall picture of registrars' rankings along all five dimensions is not altogether 

surprising, though there have been some interesting anomalies discussed. Race seems to 

play a role, and at times by far the major role, in registrars' assessments, with the categories 

of psychiatric type at times appearing less important. There can be little doubt that this is, 

at least in part, a product of the fact that services for Blacks in particular - ranging from the 

number of clinicians able to speak the patients' language to the physical composition of 

wards in which Blacks are treated - are seen as grossly inferior to those provided for others. 

The perceptions of differences by race on all dimensions are in keeping with the findings of 

the previous two chapters, and in fact the tables in this chapter can be seen to function as 

something of a summary of these observations. 
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A question discussed at some length in Chapter 3 with reference to South African 

psychiatrists in general raises its head again with respect to this particular group of 

registrars. Given their clear perception that services are discriminatory (as has been seen 

in both this and the previous chapter) and, in addition, their perception of their own 

relative lack of competence with respect to dealing with Blacks in particular, how and why 

do registrars continue to reproduce the status quo? This question, crucial to any future 

attempts to transform South African psychiatric practice into a more equitable system, is 

discussed at more length in the following chapter. 
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Notes to Chapter 11 

1. Drs 1, 2, 3, 4, 6, 9, 11, 12, 13, 14, 15, 16, 17, and 18 all answered all of the ranking questions. Dr 5 
objected to the exercise on the grounds that it appeared to be, as Dr 5 put it, 'manipulative', with the 
results a foregone conclusion - that Blacks are badly treated by registrars. I did not have such an 
agenda, but accept that Dr 5 may have been reluctant to participate in an exercise which implicitly used 
ranking by race. Dr 5 answered only the questions concerning certainty of diagnosis and personal 
preference for treatment. Dr 7 felt there was insufficient information to make a ranking of certainty of 
diagnosis, as did Dr 8. Dr 8, in addition, felt there was insufficient information on which to 
prognosticate. Dr 10 was similarly concerned about the paucity of information and ranked the 
vignettes only with respect to certainty of diagnosis and personal preference for treatment. In 
summary, the data presented in this chapter are based on responses of the following numbers of 
registrars: 

1. Certainty of diagnosis - 16 registrars 

2. Prediction concerning adequacy of psychiatric care likely to be received by the patient - 16 
registrars 

3. Prediction of prognosis - 15 registrars 

4. Personal preference to treat the patient - 18 registrars 

5. Personal effectiveness as a clinician - 16 registrars 

It should be noted that incomplete data does not affect rankings differentially by suburb or vignette. 
No two registrars who refused to answer any of the questions had the same vignette/suburb 
combinations as each other. 

2. It should be recalled that by the end of the interviews, at the time of the ranking exercise, all registrars 
. had identified their vignettes along race lines as I had intended. 

3. I am indebted to Dr Tim Dunne of the Department of Mathematical Statistics of the University of 
Cape Town for his suggestions concerning the construction of the matrices presented in this chapter. 

4. It should be noted that the matrix presentation is used for ease of discussion only. It is not int~nded to 
imply that the results are the product of a complete factorial design. 

5. A number of caveats are necessary here. I am interpreting from pooled data and making attributions 
as though each registrar had had the opportunity to rank all nine vignettes. It also needs to be recalled 
that vignettes were deliberately designed to tap overlapping conditions and not very different diagnostic 
entities. Had there been, say, one vignette clearly presenting a schizophreniform picture, one 
presenting neurotic depression, and another tertiary syphilis, it is possible that a more uniform picture 
across race groups would have been observed. The numbers with which I am dealing, in addition, are 
small. The findings are suggestive, however, within the limits of the method. 

6. Registrars' formulations on this issue seemed strongly influenced by research being conducted by 
senior members of the department at the time of this study. The research focussed on multifactorial 
prediction of relapse in psychiatric illness. 

7. I assume, for example, that all registrars would regard readmissions to hospital, social isolation, abuse·· 
of drugs, and deteriorating work performance as signs of poor outcome. 
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Chapter 12 

Professional i~sues in registrar training and their 
relationship to questions of race 

I. Introduction 

In this chapter I relate some factors about registrar training to the question of their 

discussion of the· issues of racism and treatment of patients of different race groups. I make 

no attempt here to address all the broad issues about the professional socialisation of 

registrars, as have been dealt with at length by other authors (e.g. Coser, 1979; Light, 1980; 

McCann, 1983). It is however necessary for me to consider, at what may initially appear 

greater length than might be expected, some important factors in registrars' talk about 

themselves and their training. Such a consideration, I hope to show, goes some way to 

explaining the complex and pivotal role of the registrar as (at times reluctant) reproducer 

of stereotypes and racist practices1. The chapter begins with a consideration of some ways 

in which registrars, through their training, become 'psychiatrised' in a manner not 

dissimilar to the psychiatric socialisation of patients. I then consider some broader issues 

of what I term 'individualisation' amongst registrars,· as specifically psychiatric socialisation 

is only one aspect of this process. In the third section, I relate the material of the previous 

two sections to questions of race and racism in services. The concluding section places the 

issues raised in this chapter in a broader context. 

II. The training of registrars and their own psychiatrisation 

The question of the professional socialisation of psychiatric registrars relates to their work 

with patients in very basic ways. Care of psychiatric patients tends to differ from that of 

other medical patients in that psychiatric disorder is more commonly seen to encompass 

the entire personality and, indeed, the entire being, of the patient than is medical disorder2• 

There is a direct parallel here with the way that psychiatric training is seen relative to other 

306 



Chapter 12: Professional issues and race 

specialist training in medicine. As was said to Light (1980) in his study, 'It's not what you 

know but who you are that counts [in becoming a psychiatrist].' (p. 23)3. Psychiatric 

training, furthermore, has been seen to induce 'identity crises' (Yager, 1974). 

Psychiatric registrars, like patients (though there are also obviously crucial differences), are 

both of low status relative to psychiatrists in charge4. Training in psychiatry, more explicitly 

and centrally than in other medical specialties, involves socialisation into particular ways of 

being as a person - a moral education not dissimilar to an ideal pattern of reeducation of 

psychiatric patients into economically productive, reasonably conforming members of 

societf. Within the training system under discussion, psychological stages of adaptation to 

being a psychiatric registrar are commonly discussed similarly to the ways in which 

predictable stages of psychotherapeutic treatment are spoken of>. 

Dr 16, for example, in discussing how pleasant the experience of registrarship has been thus 

far, feels almost superstitious about not having conformed to the norm of becoming 

depressed some months into the training 7: , 

I've been in it, as I say, more than eighteen months now, almost, and I keep checking myself -
when am I going to find the boredom or the depression that they say comes at some 
stage? ... When is it going to come? It hasn't come. And maybe it's ... I'm running at a 
hypomanic depression. 

The psychiatric registrar works in a field in which things are seldom as they seem, and in 

which the concept of the unconscious and its defences is central8. It is hardly surprising, 

then, that Dr 16's reaction to his/her own non-conformity with predictable emotional 

stages of registrar development is that of self-diagnosis. Dr 16's first conclusion is not that 
'\ 

the pattern of registrar adjustment to training is either false or, at least, not universal. It is, 

instead, a self-diagnosis of a possible hypomanic defence. This use of psychiatric labelling 

is understandable given Dr 16's perception of the process of registrar training as rather 

mysterious and highly personal, not unlike the process of psychotherapy: 
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It's the person that makes a difference. I don't know if one can learn to be a psychiatrist. I 
know at some stage of one's training things seem to gel more, you know, and gel more into ... 
um... I know this from... from feedback that, uh, supervisors... you know, our six months 
feedback ... that supervisors have said that they watch for this and they can see it when it 
occurs ... where the skills seem to gel, you know, in ... in the individual and he's more like a 
psychiatrist... · 

The eye of the supervisor, in this situation, is similar to the eye of the psychotherapist 

looking for changes in a patient. 

All of the registrars I interviewed used some form of psychological language or psychiatric 

labelling in referring to themselves with respect to their training. At one level, this 

observation is banal, as one would expect trainees to use the dominant code in their work 

environment9• At another level, however, the use of such language reveals mechanisms 

whereby the behaviour of these trainees is regulated and self-regulated. Dr 7, for example, 

jokingly speaks of psychiatrists' 'unconscious needs for power'; Dr 9 describes his/her own 

tendency to think about things in a long - term perspective as a 'neurosis', and his/her lack 

of willingness to 'rock the boat' by questioning authoritarian teaching styles as a 'paranoia'; 

Dr 1 describes the reaction of psychiatric registrars to general medicine as 'defensive'. A 

number of registrars, without my having solicited comment on this topic, informed me that 

they thought that the behaviour of their only colleague to refuse to take part in my study 

was 'paranoid'. Some of these registrars, and others, described their own concerns about 

my maintaining confidentiality, similarly, as 'paranoid'. It is clear from these examples that 

registrars' behaviour is open to being spoken of and interpreted in a p~ychiatrised way. It 

may well follow that registrars' initial interpretation of their own or colleagues' deviance 

from a prescribed role in the training may be that some form of psychopathology is at work. 

Conformity, then, becomes evidence of mental health, and lack of conformity becomes 

evidence of psychopathology. Part of the problem for psychiatric registrars (and, indeed, 

for patients particularly in the psychodynamic-type therapy most prized in the system under 

discussion) is that the 'adjustment' or 'appropriate behaviour' that is sought is often not 

made explicit and may appear a rather mysterious and hence elusive goal. Implicit 
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demands are nevertheless powerful, and what Light (1980, p. 171) has termed 'the myth of 

structureless socialization' may serve to reinforce uncertainty and to constrain behaviour 

from any. direction which could remotely be open to the interpretation that the registrar is 

not conforming. This interpretation elides easily into a 'diagnosis' of 'madness' or 

'personality disorder' beyond acceptable bounds10. 

Some registrars displayed an acute consciousness of these issues. Dr 7, for example, coined 

the wry term 'healthy paranoia' to describe an appropriate response for a registrar to being 

in a system in which trainees are constantly watched and evaluated psychiatrically. Dr S, 

more bitterly, spoke of the final qualifying examination in psychiatry as 'magical' in that it 
I 

immediately provided the psychiatrist with 'a monopoly on truth' and the right to decide 

that eccentric behaviour is in fact abnormal. According to Dr S, the status of being a 

psychiatrist allows one to be 'vicious', 'catty', and 'bitchy' (Dr S's words), and defines power 

relationships with registrars always to the advantage of the qualified psychiatrist: , 

If you are a registrar and you say to the consultant 'I do not agree with your diagnosis', the 
question's quite simple, 'You haven't got the rt[t of seeing the truth, so shut up. I have the 
experience, I am qualified, you're not qualified' 1• 

The power imbalance of which Dr S speaks here is clearly far more widely elaborated than 

at the simple level of psychiatrists' knowing more than registrars - it extends, according to 

Dr S, into the realm of psychiatrists' viewing registrars as in themselves lesser beings. 

Dr S's arguably cynical discussion of the registrar training was definitely atypical of the 

responses I received. There was however a universal perception of some sort of divide 

between qualified psychiatrists and trainees. This divide spanned more than just 

differences in academic knowledge and included differences in what some registrars 

termed 'personal growth'. All registrars I questioned on this issue (I omitted the question 

in two cases), furthermore, supported the principle that it is a good idea for registrars to 

enter personal psychotherapy as part of their training. Many felt that this should not be 
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compulsory and some said that they themselves had not felt the need for embarking on 

such a course, but all approved of the principle. The arguments for or against 

psychotherapy for psychiatric registrars (I myself support the idea) are not germane to the 

present discussion. It must follow, however, that registrars, who are seen generally 

speaking to be in need of psychotherapy, become associated with less emotional maturity 

than qualified psychiatrists, w~o are not seen as necessarily requiring psychotherapy. The 

need for psychotherapy, for whatever purpose, immediately associates registrars with the 

patient role. The status imbalance implicit in this is of particular import in a tight 

hierarchy like that of the psychiatric hospital system. I do not have data to support or 

refute the view that qualified psychiatrists in the system believe that registrars should enter 

psychotherapy or that this is a matter of policy. I am, however, aware of the fact that this is 

the view of a senior and influential member of the department. The question of registrars' 

entering psychotherapy, furthermore, is considered of sufficient importance that it 

appeared as an issue for discussion in a recent professional examination paper for South 

African psychiatric registrars. 

ill. Broader issues of individualisation 

The issue of psychotherapy for registrars underscores the highly personal nature of the 

construction of the training and the perception of issues in the light of individual dynamics. 

This phenomenon of individualisation is of course related to broader issues within 

psychiatry and other medical and 'helping' professions (Gordon, 1988; Young, 1980; L. 

Swartz, 1988). It has important implications, furthermore, for how some registrars view 

issues of power and racism in psychiatry in general. -The following discussion is instructive 

in this regard: 

LS: Ja. Okay. There's another sense of just all this issue of power. Um, there's 
another sense of we should get. .. it's spoken about in psychiatry, and that is 
really in terms of, kind of, medicalisation of ... you know, like eccentric people 
coming to be called ill and the whole of social life becomes psychologised ... 
and ... you know, it's, um ... sort of... antipsychiatry kind of argument. How do 
you feel about that? 
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Dr 8: No, I mean, to be honest with you, I haven't given it that much thought. 
Um ... you know ... you know ... I would have to read some of the literature, I 
mean to give fair comment. I'm sure like any other branch of anything, you 
know, psychiatry's not above criticism .. And, um, I'm sure there are a lot of 
aspects of-psychiatry that could certainly be improved .... Um, I certainly don't 
see it as beyond criticism - at all. And I... I mean I think it's very important 
as a psychiatrist to be continually, you know, reflective on where you're going 
and what's happening to yourself, and in terms of what's happening to 
psychiatry. 

Dr S was one of the more senior registrars with whom I spoke, and his/her apparent 

naivete with respect to antipsychiatry arguments is striking, though probably not surprising 

when considered in the light of lengthy clinical training which tends to focus more on action 

than on critical thought12 (cf. Kingsbury, 19S7; Lock & Lella, 19S6; McCann, 19S3). More 

important for purposes of the current analysis however is Dr S's immediate response to the· 

possible problem raised by antipsychiatry. With admirable openness Dr S concedes that 

problems may exist and require examination, but the manner of examination is that of the 

psychiatrist's looking within, and being reflective. This reflectiveness does extend to the 

level of examining psychiatry as a discipline ('in terms of what's happening to psychiatry'), 

but what is happening to 'yourself is mentioned before this. The discussion of the social 

regulatory function of psychiatry in its broadest sense has rapidly developed into a 

discussion of how it behoves the individual psychiatrist to look within. Necessary though 

this looking within may be, the rapid framing of the solution in this way defocusses 

discussion from other more collective ways of approaching issues of the power of 

psychiatry, and from the question of whether psychiatry as a discipline should continue to 

exist in its present form. 

It is important for me to recall at this stage that Dr S was one of the registrars most 

vociferously supportive of hospital desegregation and by no means unaware of issues of 

power in the South African psychiatric context. It is certainly not my intention to cast 

aspersions on Dr S's views, but they are interesting for the present discussion because· of 

the individualistic perspective they represent. This perspective can be illustrated further. 
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Without exception, registrars saw psychiatry as having been delegated the unenviable social 

task of controlling deviance. None of the registrars raised the possibility of psychiatry as a 

discipline acting collectively to challenge the construction of that role, except, once again, 

in specific instances (such as that of labelling as mentally ill as opposed to criminal a man 

who physically abuses his wife). Three registrars mentioned the forensic psychiatry 

situation as one in which issues of power are central, as indeed they are. This focus on a 

particular aspect of psychiatry, correct though it may well be, simultaneously defocusses 

from broader issues of psychiatry and control. 

Four registrars mentioned that they felt that the DSM III and the DSM III-R (AP A, 1980, 

1987) represented an important curb on the abuse of the power of psychiatry. The 

argument common to all four was that with specific, clearly defined diagnostic categories, 

psychiatrists will no longer be able simply, at whim, to diagnose as mentally ill people they 

do not like or see as odd. This, of course, is true and represents a recognised strength of 

the DSM III approach to diagnosis. It is however also noteworthy that no registrar raised 

the important and prominently debated question of the function of the DSM III (and the 

DSM III-R) as a means psychiatry has adopted to centralise and increase its power 

precisely through apparently greater scientific rigour (Lock, 1987; cf Bloom, 1988). It 

appears then that - the perceptions of some registrars may lack a broadly political 

perspective on aspects of the inner workings of psychiatry as a discipline. 

IV. The individualised registrar and the issue of race . 

Acutely aware of issues of discrimination as the registrars appear to be, they seem to do 

little collectively that is effectual about the situation. In the previous two sections of this 

chapter I have demonstrated two mechanisms by which this apparent lack of effective 

action may be explained. In the first place, registrars may be reluctant to 'rock the boat', as 

one of them put it. Such 'rocking' may be read as being reflective of their own 

psychopathology in failing to adjust to the psychiatric system which, after all, has an 
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important control over the direction of their lives. Secondly, registrars have been socialised 

into a way of thinking which emphasises introspection and what may be termed 'internal 

mobilisation'. This may draw attention away from the possibilities of collective 

mobilisation on political issues. Lang (1982), furthermore, points out that the heavily 

affective nature of psychiatric work tends to militate against discussion amongst peers on 

an intellectual or pragmatic level. Emotions are constantly foregrounded, and unpleasant 

emotions - such as reactions to competitiveness - quickly and self-consciously dealt with 

and defused. In such a context (and Lang's [1982] description certainly resonates with my 

experiences with registrars and in rounds), collective mobilisation may be prevented before 

it begins, because of the emphasis on dealing with the emotions first. This process can be 

termed a form of medicalisation of the political, but one which affects practitioners' 

behaviour rather than that of patients, in connection with whom the term 'medicalisation' is 

more frequently used. In the end, of course, this medicalisation does affect the lives of 

patients quite dramatically in that it helps to maintain segregated facilities. 

The everyday working lives of registrars, even in wards in which physical conditions are 

clearly far from adequate, probably reinforce this 'internal' attitude. Where wards are 

overcrowded, turnover rapid, and communication difficult, the needs of individual patients 

can barely be met by registrars and other staff13. The ongoing struggle to do the best by 

patients leaves little time or energy for mobilisation around political issues. The working 

day is long, all registrars do overtime (night and weekend duties), and examinations have to 

be passed. There is, in addition, preparation for classes and ward-rounds, which can be 

time-consuming. Registrars, furthermore, do not see one another for most of their working 

lives, except in those cases where two registrars are working in the same unit, and most of 

their social time at work (for example, tea times, the social side of ward rounds) is spent 

with members of other professions such as nursing sisters, social workers, occupational 

therapists and clinical psychologists. This inevitably leads to the reduction of peer cohesion 

amongst registrars similar to that discussed by Light (1980, pp. 170-171)14• 
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I am aware in writing this that I may appear to be acting as an apologist for what may be 

seen as the registrars' reprehensible lack of effective action on issues of racial 

discrimination in their system - indeed, for unethical medical conduct. This is not my 

intention here. The phenomeno~ of the silence of registrars needs to be examined and 

understood as part of any analysis of resistance to change in health services in this country. 

Simply to condemn registrars as morally unworthy does nothing to clear the way forward to 

structural change. The operation of this process of condemnation, furthermore, is no 

guarantee that change will occur. Dr 17, for example, condemns colleagues for not taking 

greater action on sociopolitical issues, arguing that protection of privilege may underly this. 

At the same time, Dr 17 has not initiated any action, saying, 'I play a very low-key role', and 

argues that the risks of being 'thrown out' are too great. One may say cynically that Dr 17, 

in having taken the decision not to be an activist in any way, does not have the right to 

condemn colleagues. It is far more interesting, however, to ponder the question why Dr 17 

feels subjectively so alienated from colleagues, many of whom, at least as far as they have 

told me, share Dr 17's concerns. It will be recalled that all registrars who were ask~d the 

question without exception said they supported integration of patients by race, for example. 

Most of them declared this support fairly unequivocally. Why, then, have they not simply 

refused to slot patients into 'racial' categories? 

A disheartening potential answer to this question, but one which needs to be taken 

seriously from a methodological point of view, is that registrars simply told me what they 

thought I wanted to hear in the interviews, and do not really care about the issue of 

integration of services15. As I mentioned earlier in this dissertation, I am known in the 

psychiatric system I studied as somebody with left-wing views, and it is certainly the case 

that respondents shape their behaviour to accord with what they view to be the required set 

of the interviewer (Mishler 1986; Mixon, 1972). Given, furthermore, the prominence of 

issues concerning hospital desegregation and patient rights in the university at the time of . 
the study, it may be regarded as unsurprising that registrars presented to me what may be 

seen to be the 'appropriate' or politically correct response at the time. It may also be 
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possible that I led my respondents with the manner in which I asked my questions. It is 

difficult for me to assess this, but my questions were always asked in an open-ended way 

and tape-recordings of the interviews do not seem to indicate any pressure from my side to 

answer in a particular way. I should add here that I found the responses to my questions 

surprising and had no particular conscious desire for this pattern to emerge. It is also the 

case that I elicited more varied responses to other questions on which I also feel strongly -

such as the issue of power in psychiatry, and indeed, the direct question of whether South 

African psychiatry is racist. This tends to suggest that I did not uniformly subtly pressure 

respondents into providing me with a unified picture. In summary, though the possibility 

can certainly not be discounted that there may be an element to registrars' responses which 

makes them artefacts of their being part of my study, the remarkable uniformity of 

response suggests that there is more to the data than artefact alone. 

In recent South African history, doctors have been threatened with dismissal for 

complaining publicly about the appalling conditions at the major hospital serving Soweto16. 

Although doctors constitute a powerful and respected group in South Africa, as elsewhere, 

fear of being victimised for attempting to improve conditions for Black psychiatric patients 

cannot be seen as groundless by any means. Such fear would interlock well with the 

'healthy paranoia' mentioned earlier by a registrar. It is possible that registrars are simply 

afraid of tackling the issue of racial discrimination in services, and that this fear operates at 

a number of interacting levels: fear of being seen to be pathological, fear of victimisation in 

and possible dismissal from the registrar training, and fear about reprisals from the state. 

In a society in which the state has the power to wage intimidatory campaigns against 

doctors who do dare to speak out, and, indeed, to detain and punish people in a range of 

ways without any trial (Foster et al 1987; Browde, 1988), it may be reasonable to assume 

that fears about reprisals at the more local institutional level could be intensified. 
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V. Concluding comments 

It should by this stage be clear that my argument for a contextualised understanding of 

registrars' reproduction 'of apartheid does not constitute an apology for their actions. Such 

an understanding, on the contrary, has direct implications for exploring control mechanisms 

within the context in which registrars operate, and, through modifying these, laying the 

groundwork for a more open and equitable practice. 

The analysis undertaken in this chapter, furthermore, begs an interesting and important 

question. How precisely one can link theoretically i) the intensely personal issue of 

registrars' silencing themselves and labelling themselves psychiatrically with ii) the 

institutional level of internal control in a department of psychiatry, and, in turn, with iii) the 

broader context of state repression? This is, to some extent, a particular form of the 

question about control in institutions that I raised in the introduction to Part '2, and I shall 

return to this issue at a more general level in Part 4. It could be possible, following the 

tradition of Milgram (1974 ), to argue that obedience to authority is simply a feature of the 

human psyche, and that given the correct psychosocial environment, registrars, like anyone 

else, will simply conform. The work of Mixon (1972) in particular goes some way to suggest 

that an important feature overlooked in Milgram's work is the active role the 'subject' plays 

in constructing the situation him/herself. A more compelling approach to dealing with the 

issue is provided by Lifton (1986) in his study of Nazi doctors. A great strength of Lifton's 

approach is that he demonstrates the interpenetration of the discourse of National . 

Socialism and medical discourses during the Third Reich. Like medicine, the Reich was 

concerned with cleanliness, purity, and progress, for example. Through the metaphorical 

connection between the individual body and the body politic, it became possible to see 

genocide as a form of the surgical removal of malignancy, and, indeed, to see killing as 

therapy17. 
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In the local context, a useful question to ask is the following: In what ways do discourses of 

control within the psychiatric system under examination, and specifically insofar as they 

affect registrars, reproduce, comment on, or undermine those used by the South African 

state? To address this question adequately one clearly needs to examine control discourses 

in the psychiatric system. At the time I designed my study I did not seek permission to 

undertake such an examination, and it would not be ethical of me to reveal my impressions 

on this issue. I am able to make a more general point, however. One should not 

underestimate the importance of the leadership within an organisation as a link between 

that organisation and broader state structures. Since I completed gathering data for this 

dissertation, for example, there have been significant changes in the upper echelons of the 

hierarchy of the psychiatry department in question, and the prospect of racial integration of 

services seems imminent. I have no doubt that had I conducted my study at the time of 

writing, registrars' responses, and even, possibly, their patterns of mobilisation would have 

been different. 

It does appear to be the case, however, that the fact of the psychiatric registrar's being 

constructed by the same individualising discourse as that by which patients are constructed 

has important implications. Political issues, such as that of race in South Africa, inevitably 

become individualised and personalised, and the focus on the individual patient draws 

attention away from the broader picture. Even when the broader picture impinges acutely 

on the consciousness of registrars, action in opposition to structures that mould their lives 

becomes difficult. This action would furthermore be marginal to the business of coping 

within those structures - in the short term both for their own survival and for that of their 

patients. I do not wish to discount the possibility that some registrars are morally not as 

pure as might be hoped - this must go for practitioners universally. But I hope that I have 

demonstrated that to seek the cause for their silences and inaction solely in impaired 

morality is to ignore the important cultural interplay between the state, the institution, and 

the emotions. In Part 4 I attempt to lay some of the foundations for analysis of such an 

interplay. 
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Notes to Chapter 12 

1. It could be argued that the personal opinions of registrars, and their 'reluctance' or otherwise to 
reproduce South African realities, are simply irrelevant to an understanding of their role in the fabric 
of exploitation in this country. 'From a materialist standpoint, any explanation of discourse in terms of 
the speaker's personal feelings and motives will tend to mislead' (Macdonnell, 1986, p. 102). It is 
beyond the scope of this dissertation for me to enter into discussion concerning the merits and 
demerits of materialist approaches to language, and it is sufficient for me to point out here that though 
I regard the registrars' own words as crucial to my analysis, the interpretation I place on them is my 
own. I hope to avoid the pitfalls of both privileged access theories of the emotions and of assuming -
rather like the most crude of universalist psychiatrists, ironically - that an external perspective 
necessarily yields the most accurate information about respondents. 

2. The difference between perceptions of psychiatric disorder and those of medical disorder and in 
particular those of chronic conditions and conditions that may be broadly termed 'psychosomatic' (e.g. 
duodenal ulcer) or 'life-style related' (e.g. coronary heart disease - see Helman, 1987, 1988) is of course 
more of degree than of kind. This is the case particularly in view both of the stigma associated with 
chronic illness and pain (Kleinman, 1988b) and with developments in the medicalisation of social life 
(Arney & Bergen, 1984). It is however true to say that in general it is psychiatric disorder par 
excellence which labels the entire person as opposed simply to a condition (Ingleby, 1982). 

3. In the system under discussion, partially because of the low status of psychiatry relative to other 
branches of medicine, selection into registrar posts is not stringent and not consistent. Some registrars 
told me that they had been given a single, fifteen-minute, interview which focussed on their academic 
and professional record and not on aspects of their personality. Not having gone through a process 
whereby it is explicitly demonstrated to them what this scrutiny of 'who you are' entails, registrars are 
sometimes angered and taken by surprise by the manner in which senior staff feel free to comment on 
their personalities once they have become registrars. Entrance to clinical psychology training at the 
same university is extremely competitive - up to 100 people, already highly selected into psychology 
undergraduate and again selected into psychology honours programmes, compete for six or eight 
places. It is understood that some people even with excellent references and glowing academic records 
will not be accepted. This leads to the issue of the personal qualities of clinical psychology trainees 
being made explicit well prior to selection. The selection process, rightly or wrongly, casts an intense 
focus on these qualities. This leads, in my experience of the course, to a less painful adjustment to 
being observed for 'who you are' on the part of clinical psychology interns as opposed to the psychiatric 
registrars in this study. Clinical psychology interns, in addition, do not have to 'undo' previous aspects 
of medical socialisation into autonomously operating medical practitioners with high ascribed social 
status. Throughout their previous university education they have been students in a discipline which 
before the professional training years does not enjoy a high social standing. 

4. Light (1980), in his discussion of psychiatric residents in the USA, describes their 'moral career' (pp. 
241-258) in terms explicitly similar to those used by Goffman (1961) as regards the moral career of the 
psychiatric patient. My own fieldwork leads me to concur strongly with Light that the career of a 
patient and that of a registrar are indeed similar in important respects. 

5. Other forms of medical specialisation, and, indeed, professional training in general, all serve to greater 
or lesser degrees as rites of passage in which the adoption of the social role of those who have 
completed the process is the goal. Unlike many other disciplines, however, psychiatry, certainly as it is 
practised in the training system under discussion, tends to have an explicit system by which changes in 
personal social status for trainees are monitored and shaped. 

6. Before I proceed with this argument, I must make it clear that it is not my intention here to question 
the usefulness of the institutional construction of registrar training in ways similar to psychotherapy. 
There is much that is potentially comforting about knowing that one's own strong reactions to 
personally extremely demanding work follow a predictable pattern. My own training in clinical 
psychology was shaped by just such psychologisation. I remember feeling very relieved indeed, for 
example, that my reactions of depression and even panic at being thrust into the position of being 

318 



Chapter 12: Professional issues and race 

responsible for the treatment of large numbers of psychotic people were seen by my teachers as 
predictable reactions to the situation. At the same time, however, I was conscious of ways in which my 
reactions were being subtly shaped by a template of what was seen as the typical response to the job. 
These two sides to training seemed to me then, as they continue to seem, inextricably interlinked. 

It is also important to note at this early stage the extent to which psychoanalytic views of organisations 
and psychiatric training have led to trainees and other staff in institutions internationally being seen as 
similar to psychotherapy patients (Halleck & Woods, 1962). The notion of countertransference, and its 
extension into the concept of institutional countertransference is central in this regard (see e.g. Brown, 
1980; Shapiro & Carr, 1987). Case conferences or ward-rounds are seen as sites in which it is the task 
of consultants to uncover unconscious conflicts which block effective patient care; The notion that 
psychotherapy training and supervision parallels psychotherapy itself is prized by some of 
psychoanalytic orientation (Sachs & Shapiro, 1976). 

7. There is evidence in the texts quoted earlier to suggest that psychiatric training is indeed associated 
with an increase in depressive symptoms. If psychiatric specialisation is compared with specialisation in 
other fields of medicine, however, rates of depression amongst trainees, although close to the top, are 
not the highest (Hsu & Marshall, 1987). 

8. This of course need not necessarily be the case, for example, in a training system working on entirely 
behaviourist lines. It is definitely so, however, for the system under study, being, as it is, heavily 
influenced by psychodynamic theory. The same holds for the systems explored by Coser (1979) and 
Light (1980). 

9. Psychiatric and psychoanalytic language, furthermore, has become general currency in a heavily 
psychiatrised society (cf Castel et al, 1982; Lasch, 1979; Herzlich & Pierret, 1984). It should become 
clear, however, that this language continues to play a particular social regulatory function in this 
psychiatric system over and above the function it may play in society at large. 

10. This topic has interesting implications far beyond my current aims and I am unable to give it adequate 
attention here. It is not irrelevant to the present discussion to note however that the very fact that 
psychiatrists in the system recognise that the difference between sanity and madness is a matter of 
degree and convention rather than kind may have some unfortunate consequences. One of these may 
be to allow the label of 'mad' or the particularly pejorative label of 'personality disordered' (Lewis & 
Appleby, 1988) to be used unpred~tably and according to contexts and conflicts in which registrars find 
themselves. It should also be noted that terms such as 'paranoid', which are in common social 
parlance, can easily have particular salience in the setting in which registrars find themselves. I very 
much doubt, for example, that the 'paranoia' of surgeons to which Cassell (1987) refers is identical to 
the 'paranoia' spoken of by the registrars I interviewed. The precise relationships between different 
usages of such terms is a matter for further study. 

11. To greater or lesser degrees, of course, this type of attitude is common to all professional training 
(Abbott, 1988). 

12. Dr 11, it will be recalled, in response to my questions, said, 'In (Psychiatric Casualty], we don't think, 
we just do!' This statement may possibly broaden to one about the training more generally, pressured 
as it is with heavy patient loads and high turnover. 

13. This is a view expressed by a number of registrars, as their responses to the vignette study discussed in 
previous chapters demonstrate. 

14. This is potentially exacerbated by the fact that registrars in the system I have studied enter the training 
in different months and through different placements from the beginning, so that their initial 
experiences of psychiatry are separate from other registrars' experiences. 

15. The term 'care' is of course a loaded one and in need of elaboration. It is perfectly possible, for 
example, as a transient trainee in a system, to 'care' about an ongoing issue concerning patients, but not 
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to have any real emotional investment in seeing the problem solved as it will make no appreciable 
difference to the trainee's life. It could even be the case that registrars who 'care' about the issue 
would be keen to see changes but not during their period of training in the system as all changes bring 
with them initial extra work and disruption. 

16. In September 1987 101 members of the Department of Medicine at the University of the 
Witwatersrand, Johannesburg sent a letter to the South African Medical Journal (72, September) about 
the poor conditions at Baragwanath Hospital. The Hospital Services Department of the Transvaal 
Provincial Administration asked the doctors to apologise or resign. A number of the doctors refused to 
do so, and the issue received considerable media coverage. The Transvaal Provincial Administration 
was forced to modify its threat of dismissal simply to a reprimand, but not before a group of doctors 
had been pressured into signing an apology written by the Transvaal Provincial Administration. This 
letter, without the permission of the doctors concerned, was published in the South African Medical 
Journal (72, 22 April 1988). An interesting feature of the entire scandal for purposes of this 
dissertation is that the Transvaal Director of Hospital Services, Dr D Kritzinger, implicitly defended 
the fact that there were very many patients who had to sleep on the floor at Baragwanath by saying that 
the hospital served a third world community who were accustomed to sleeping on the floor (SAIRR, 
1988, pp. 801-3). The 'third world' argument, as it is often used in South Africa (and clearly so in this 
context), can mask or provide spurious justification for unequal care provision - in precisely the same 
way that arguments about 'culture' may be used (Sharp, 1988b ). 

17. See also Sheper-Hughes and Lock (1987) for further discussion of links between the personal body and 
the body politic. 
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Conclusion 

I. Issues arising from the dissertation 

This dissertation has explored a range of themes relevant to an understanding of the way 

that cultural concepts are produced, used, and reproduced in South African psychiatry. 

Particular focus has been on the practice of certain clinicians attached to a department of 

psychiatry of a liberal South African university. I make no claim that the empirical data 

collected necessarily represents the full range of psychiatric practice in South Africa. 

There is, in fact, a possibility that findings would have been different had different sectors 

of the same department been studied. The emphasis throughout, however, has been on 

obtaining data of the best possible quality and on making as full use of context as possible. 

This has necessitated what in some research traditions would be viewed as the focus on a 

relatively small canvas. The relati~nship between this canvas and other South African 

pictures is a matter for further research. 

Like the society of which it is to some extent a product, and to the social regulation of 

which it contributes, South African psychiatry is beleaguered at present. There are two 

poles of potential response to this, each of which is compelling, though for very different 

reasons. The first of these is to leap to the defence of South African psychiatry, and to 

claim that everything, if not altogether well, is far better than is often made out, and that 

attacks on South African psychiatry are unfair and, possibly, unnecessary (see, for example 
~ 

Gillis, 1977, 1978; Hemphill, 1989). The second is to portray South African psychiatrists as 

uniformly immoral and unethical in their reproduction of apartheid (Dommisse, 1986). 

Each of these responses - corresponding to the 'embattled' versus the 'condemnatory' 

positions outlined in Chapter 3 - has been attractive to me in different ways. Each is 
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unsatisfying, however. In the discussion which follows I move back and forth between the 

poles in a manner designed deliberately to highlight the intricacy of the issues and the 

inherent contradictions in the subject matter1. 

I am concerned about mental health issues in South Africa, and intensely critical of the 

disparities in care. It would be comfortable (not to mention fashionable in the 

international academic context) for me simply to state that South African psychiatry is 

racist and is in need of radical change. This is true, but is so totalistic a statement that it 

has very little bearing on the actual day-to-day experiences of South African clinicians and 

patients. Much of the structure of South African psychiatry, as I hope I have shown, is a 

product of psychiatry internationally with all its biases along class, race and gender lines 

(Ingleby, 1981b; Littlewood & Lipsedge, 1989; Loring & Powell, 1988; Mercer, 1986; Miller 

& Rose 1986). If South African psychiatry needs to be changed, which it clearly does, then 

part of the need for that change can be located within the discipline of psychiatry itself 

(Kleinman, 1988a). If by some happy fortune South Africa were changed into a non-racial 

democracy overnight, and even if, furthermore, more or even all clinicians in psychiatry 

were to be black, there is no guarantee that this would positively affect the situation of 

those South Africans labelled mentally ill. It would be ludicrously naive to assert that 

apartheid causes all psychopathology in South Africa and that to remove apartheid would 

be to remove all mental pain and suffering (Swartz et al, in press; Turton, 1986b; 

Vogelman, 1986). There may even be, ironically, some positive spin-offs for some black 

psychiatric patients of the current regime. Reading of the appalling neglect of psychiatric 

patients internationally as documented by Cohen (1988), I was repeatedly struck by the fact 

that within the confines of the hospital system I studied, and in its community services, the 

black patients did not belong in the 'forgotten millions' category. Far from it - they were 

'remembered' and scrutinised constantly. They were patients in a supposedly liberal South 

African institution, under the aegis of a psychiatry department only too aware of the 
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negative image South African psychiatry has internationally. This alone probably ensured 

that clinicians, however racist they might be personally, tried not to do anything which 

could be seen as racist. 

This fact of black patients' being 'remembered' and scrutinised partly as a response to 

international pressure on South African psychiatry can of course be read in another, rather 

more sinister way. In Foucaultian and post-Foucaultian theory, a major function of 

discourse and ideology is not to create silences but to manage society through the creation 

of speech. Knowledge, however detailed, and indeed, however humane at a certain level, 

functions as a source of power over others (Henriques et al, 1984; Hutton, 1988). Much of 

the humanist concern about the welfare of black patients in South Africa can be 

understood in this context. 

Sitting in ward-round after ward-round in the hospital system, however, and speaking with 

the psychiatric registrars and listening to the audiotapes I had made, I was repeatedly 

struck by the depth of concern for the welfare of black patients. In reviewing the literature 

as I did in Part 1 of the dissertation, I was able to maintain an emotional distance from 

most of the authors and to speak about the production of psychiatric knowledge as a 

macrosocial process rather than as a product of individuals. Becoming involved with . 

clinicians in the way that I did for purposes of collecting data interfered with my ability to 

keep an emotional distance. To some, this could be· seen as a weakness of my approach, 

but I am confident that the fact of my involvement cued me to aspects of the situation I 

would not otherwise have seen. It is perfectly possible, for example, to sit on the periphery 

of a ward-round and to ascribe all that happens to racism or to the malevolent power of 

psychiatry. As Littlewood (in press) has recently suggested, however, the search for 

evidence simply that psychiatrists or other clinicians exert power over their patients is 
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unidimensional and ultimately of little value2. Something much more complex is going on, 

something which cannot be captured by simple formulations. 

In this regard, among the many collections of images I carry with me from the research 

reported here is one which exemplifies the extent to which contradictions can be detected 

in the system I studied. Week after week I would sit at ward-rounds on the Black side of 

Eagle's Nest amazed at participants' apparent blindness to the racist overtones of the 

Robinson Crusoe poster I described in Chapter 7. I arranged with one of the registrars 

working on the Black side of Eagle's Nest at the time of the interview section of my data­

gathering to meet at this registrar's office in the ward below that where rounds usually took 

place. I arrived a few minutes early and was offered a cup of coffee by the consultant 

psychiatrist whose office was adjacent to that of the registrar in question; On the wall of 

the psychiatrist's office was a copy of the Freedom Charter3. A wall of the registrar's office 

displayed a calendar disseminated by a militant anti-state black trade union. Both the 

registrar (whose stay on the ward was temporary) and the consultant (who was a permanent 

staff member) had chosen to display in their offices overtly anti-government material 

(display of the calendar was possibly illegal)4• Yet these were the same people who sat in 

rounds under a racist Robinson Crusoe poster, and who were engaged in providing care in 

a crumbling, damp, overcrowded set of wards far inferior to the magnificent 

accommodation on the white side - accommodation they drove past probably every working 

day of their lives. 

The contradictions of the position of this particular registrar and consultant certainly merit 

further exploration, but I am using their case here purely for illustrative purposes. They 

were people engaged in the simultaneous subversion of and perpetuation of the current 

South African social order. On the one hand, there is no doubt that each played a role in 

maintaining segregated and. unequal services; on the other it is equally clear that both were 
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engaged at the overt ideological level, at least, in the struggle for ·the overthrow of the 

current regime. 

What can be said of a professional culture which admits of such contradictions? In one 

sense, it can be said simply to exemplify aspects of social life in general. According to 

recent approaches to social theory, the notion that 'society' is an integrated whole free from 

contradiction needs to be deconstructed, and the possibility for contradictory narratives 

allowed (Henriques et al, 1984 ). The issue of contradiction must be dealt with more 

specifically and contextually, however. 

Part of the context must be found, once again, in the inherent contradictions typifying 

medical discourses. On the one hand, the clinician is assigned the role of caring for human 

welfare; on the other, the reality of the medical institution and of medical bureaucracy in 

general requires the clinician to process people in a technocratic manner (Coser, 1979; 

Light, 1980) - amongst other things, to 'get rid of patients' (Mizrahi, 1987). The realisation 

of this contradiction in the particular situation I have studied can best be illustrated by 

recall of another incident that occurred during my data-gathering. 

Early on during my period of attendance at ward-rounds in Psychiatric Casualty at De 

Hoop, I sat in on a few interviews with patients so that I could have a contextual 

understanding of ward-round process. On one occasion, a registrar was attempting to 

assess whether a Black man was psychotic. The registrar could not speak Xhosa and the 

patient could not speak English, and in the absence of a hospital interpreter, the registrar 

resorted to the common practice of asking a relative of the patient to interpret. It rapidly 

became clear that though the relative had some English, it was difficult for him to follow 

the registrar's questions. The registrar therefore called one of the Cleaning staff into the 

room and, with her present, developed a modus operandi. He asked the cleaner to 
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translate each of his questions to the relative, who then put the question to the patient. 

The patient then responded to the relative, who then spoke to the cleaner, who gave a 

version of what had transpired to the registrar in English. The registrar was then able to 

make notes in the folder, and to ask the next question. It was initially not entirely clear to 

me why the relative's participation in this chain was now necessary, as the cleaner was able 

to converse directly with the patient in Xhosa. It appeared to be the case however that the 

registrar, having invited the relative into the session, did not wish to cause offence by 

implying that the relative was not helpful to the proceedings, and, even worse, by banishing 

the relative from the room. 

We sat, then, the five of us in that office (supposedly the site of private and confidential 

dyadic talk between clinician and patient), with me somewhat on the periphery, and the 

interview proceeded as smoothly as was possible under the circumstances. During the 

course of the mental status examination, the registrar began an assessment of the patient's 

orientation for time, place, and person. The patient accurately identified the month and 

the fact that he was at De Hoop Hospital. The registrar then asked the cleaner to ask the 

relative to ask the patient who he (the registrar) was5. The reply came back through the 

interpreters that the patient had identified the registrar as a secretary. Somewhat wryly, 

the registrar remarked that the patient had accurately captured the essence of the registrar 

role. 

This story, amongst many other things I shall not go into here, illustrates the fact that 

clinicians act simultaneously as persons concerned with care, and as bureaucrats managing 

social life (Arney & Bergen, 1984). Attempts on the part of white clinicians to understand 

Black patients better through, for example, use of interpreters, may, ironically, contribute 

to patients' being positioned as relatively faceless ciphers in a vast, barely comprehensible 

system. 
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The fact that this paradoxical process of effacement of identity is not by any means purely a 

South African phenomenon6 does not condone or excuse South African psychiatrists. In 

South Africa, on the contrary, the production of identity is a central political issue and 

cannot be ignored (Du Preez, 1979). Clinicians, like their patients, are inserted into an 

environment in which the struggle for definition of personal and group identities is 

particularly intense; it is up to clinicians either to reproduce mythologies or to subvert 

them. The difficulty, on the other hand, as I have shown, is that subversion of identities 

created in a racist fashion is often accompanied, paradoxically, by simultaneous 

reproduction of identities. 

What does this imply for the current and future status of clinical psychiatric practice and 

knowledge production in South Africa? I have shown in this dissertation how the local 

transcultural psychiatry literature creates, in the main, knowledge which fits comfortably 

with apartheid ideology. Clinicians, even at a 'liberal' institution, and regardless of their 

own status as black or white South Africans, are often engaged in perpetuation of the status 

quo. In the next section of this chapter I shall consider some of the implications of this fact 

for future action in the sphere of South African psychiatry. 

II. Current and future issues for mobilisation in South African psychiatry 

Writing a dissertation during a period of dramatic social upheaval and change has both 

benefits and costs. Five years ago, when I was writing the articles on which some of the 

earlier chapters of this dissertation are based (Swartz, 1986c; 1987b ), I should not have 

predicted that at the time the dissertation was being finalised, organised psychiatry, as 

represented by the Society of Psychiatrists of South Africa, would be on the point of issuing 

a clear anti-apartheid_ statement for the first time (Allwood, personal communication; see 
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Chapter 3). This is a potentially exciting development, and time will tell whether more 

substantive changes will follow. From a theoretical perspective relevant to my argument, 

an important lesson from this change, should it indeed·occur beyond the level of rhetoric, is 

that professional psychiatric culture is dynamic and changing. If much of South African 

transcultural psychiatry falls prey to a reificatory ahistorical approach to the concept of 

culture, how much more so should any work attempting to explore the shortcomings of the 

approach be aware of the dynamic nature of the culture of South African psychiatry itself. 

Works such as that of Dommisse (1986) and Lambley (1980), important though such 

interventions have been historically, now read to those conversant with everyday psychiatric 

practice in South Africa as anachronisms. The racism of South African psychiatry, like that 

of the sophisticated apartheid state (Posel, 1984), may be ever-present, but couched in 

legitimatory structures which are far from crude. Many South African clinicians in the field 

of psychiatry, furthermore, are simply not rabid racists in any overt sense. 

To equate professed anti-racism with humane psychiatric practice, on the other hand, is not 

necessarily justified, as I suggested in Chapter 10. The issue can be further illustrated by 

analogy with findings from a recent study of psychologists in South Africa. Lazarus (1988) 

found that the overwhelming majority supported the idea that there needs to be a greater 

emphasis on community psychology in South Africa. What does this mean? To some it 

implies greater support by psychologists of political resistance movements such as the 

African National Congress, the United Democratic Front and other such organisations; to 

others it implies working to build and strengthen separate communities along the lines 

dictated by apartheid policy. Clearly, Lazarus's finding of remarkable uniformity amongst 

South African psychologists on the community psychology issue does not necessarily 

indicate ideological uniformity. All that it may mean is that psychologists of various 

persuasions talk in similar ways as far as this issue is concerned - their actions and 

commitment may vary greatly. As far as the issue of racism is concerned, it is important to 
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note that, except in white South African politics far to the right of the current regime (and 

rarely even then), nobody in this country would admit to being anything other than an anti­

racist concerned with equal political rights for all. Propaganda is issued regularly by the 

state claiming that it is striving towards an equitable dispensation for all. 

Requiring that psychiatrists and other clinicians simply assert that they are not racists is 

clearly no guarantee that a truly equitable psychiatry will emerge. It is unfortunately not 

the case, either, that clinicians currently engaged in the provision of alternative services 

and active in what are known as 'progressive' anti-apartheid organisations necessarily hold 

the blueprint for the development of this psychiatry. The issue of culture in South Africa, 

as we have seen, is highly ideologised. A major thrust in progressive social theory in South 

Africa, in the 1970s and early 1980s in particular, has been to replace the concept of racial 

discrimination with that of class oppression as a primary explanatory model for theorising 

about the source of power of the apartheid state (Lipton, 1985; O' Meara, 1983; Posel, 

1983). In the light of these factors it is perhaps not surprising that progressive theorists in 

the mental health field have tended to be silent or even obfuscatory on the issues of culture 

and race as they would affect integrated mental health services in a non-racial democratic 

South Africa (Dawes, 1985; Vogelman, 1986; Psychology in Society, 1983). The most 

detailed attention devoted to the culture issue in these circles has, significantly, been in the 

form of debunking of reificatory and clearly racist usage of concepts of culture and racial 

difference (Hayes & Nzimande, 1984; Nell & Seedat, 1989; Nzimande, 1984) - some of my 

own work and work on which I have collaborated falls into this category (Swartz, 1985b; 

Swartz & Foster, 1984). A second thrust to this tendency can be seen in the work of Turton 

(1986a) who discussed the failure of a Rogerian-type psychotherapy centre for Blacks by 

reference to the 'cultural encapsulation' of the therapists. 
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When I embarked on the field-work section of this dissertation, I was reasonably confident 

that debunking the implicit racism of much transcultural psychiatry and attempting to 

guard against 'cultural encapsulation' would go a long way to laying foundations for a more 

appropriate South African psychiatry. I did, however, have a nagging unease that to be 

involved primarily in debunking was not a positive basis for future developments. My 

involvement in ward-rounds and in discussions with and observations of registrars and 

others soon convinced me that the issues of race and culture in psychiatric patients could 

not simply be decided away on the grounds of their being morally or politically 

unacceptable. I remain convinced that it is essential to bear in mind the fact that 'magical 

thinking', for example, is clearly not the sole province of the 'primitive' (Shweder, 1977), 

and that people, regardless of skin colour, background, or socioeconomic position, make 

use of a variety of healing systems, formal and informal (Boonzaier, 1985; Helman, 1984; 

Kleinman, 1980). The voluntarist idea that the exceptionally poor and disadvantaged 

people who form the bulk of the Black mentally ill in this country (and certainly in the 

system I studied) simply choos~ 'traditional' therapies because they accord with their 

'world-view' (Hammond-Tooke, 1975; Schoeman, 1988) is manifestly false, and potentially 

dangerous. Apartheid psychiatry clearly and unequivocally discriminates on the basis of 

race, and many 'cultural' arguments may be read as little more than politically legitimatory. 

All of this is true, and, given the power of dominant state discourse, needs to be reiterated 

frequently. What is also important to recognise is that this does not dispose of cultural and 

racial issues altogether. 

Many patients do for example believe in the power of the ancestral shades, or make use of 

explanatory models surrounding spirit possession and bewitchment. Some clinicians in the 

system I studied were (correctly, I believe) able to view these beliefs as particular examples 

of universal non-rationality in response to distress and confusion. Even these clinicians, 

however, were unable to relate to such patients without the issue of the experience of 
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difference in belief intruding. There may be many explanations for this experience of 

difference, including i) socialisation in a divided society which constructs the idea of 

difference at every level, ii) difficulty in communicating fo the absence of a common 

language, and iii) the association I have shown between Black patients and physical 

provision of care and facilities so unpleasant as to make clinicians emphasise their 

differentness from such patients. The experience of discord, furthermore, does not 

disappear in the case of Black clinicians who, as dominant ideology would have it, are 

culturally identical to the patients under discussion (albeit in watered-down 'westernised', 

'urbanised' form). The perception of difference, or even, if the term 'difference' is too 

restrictive, the experience of unease is an important clinical reality which cannot be wished 

away because it is ideologically unacceptable or even theoretically poorly conceived. 

Some local anthropologists, as was shown in Chapter 4, have pointed out the socjally 

constructed and historically specific nature of many received notions about 'culture', 'race', 

'tradition', the supposedly dual first world/ third world nature of South Africa and other 

dualist notions (Boonzaier & Sharp, 1988; Sharp, 1980, 1981, 1988b; West & Boonzaier, 

1989). There can be no doubt of the importance of these insights for future developments 

in progressive mental health care provision. It is equally important, however, for a 

discipline concerned with promoting the welfare of (admittedly) ideologically constructed 

people to recognise that the experience of living in a dualist world, however theoretically 

and politically unfortunate this experience may be, is a powerful reality. Thornton's (1988) 

generally exceptionally clearly-argued discussion of the question of the definition and use 

of the term 'culture', as discussed in Chapter 4, also depends in part on a witty but 

unfortunate use of bathos in defence of the view that the idea of separate cultures is itself 

culturally constructed. Thornton is correct in asserting that the belief in cultural 

separateness is in itself a cultural product, but his comment that people of supposedly 

different cultures eat the same com-flakes is not helpful to those concerned with building 
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an equitable mental health service. The trivialising aspect of the 'corn-flakes' comment has 

the potential, at best, to induce feelings of guilt in those who experience patients as very 

different. As I have implied in Chapter 4, the argument takes inadequate account of 

psychological realities, however (once again) ideologically or theoretically unsatisfactory 

those realities may be 7. 

I am arguing here not simply against confusing the issue of culture with broader questions 

of ideology. I am suggesting instead that engagement with rather than rejection of the 

construction of cultural difference is essential for developments in South African practice. 

Subject to methodological limitations though the results of the registrars' ranking exercise 

reported in Chapter 11 may be, the findings in their sheer uniformity are highly suggestive. 

I know the group of registrars with whom I worked to be in the main politically liberal and 

well:intentioned. A strong impression created by the ranking exercise and by the 

qualitative data is that these registrars find working with Blacks difficult, that they do not 

choose to work with them, and that there is considerable confusion and frustration in such 

work. I cannot simply ascribe the problems registrars seem to experience to theoretical 

naivete, lack of political sophistication, or even misguided adherence to, say, a non-socialist 

vision for South Africa. I could certainly not conclude, were I to have done only this, that 

something useful (theoretically or practically) had been said about South African 

psychiatry. Registrars' perceptions of cultural difference and their experiences of being 

unable to care adequately for Black patients cannot be consigned simply to a scrap-heap of 

'false consciousness' or whatever other term one wishes to use. Neither can all the 

potentially clinically unhelpful factors of their professional socialisation be simply rejected 

and wished away. 

It is at this point that the connection between registrars' professional culture and the 

supposed 'otherness' of many of their patients becomes crucial. If a dualist theoretical 
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perspective is unacceptable, especially in a divided society, then it is surely necessary to 

develop ways of talking about and intervening in South African psychiatry which takes 

simultaneous account of the culturally constructed nature of the 'patient' (black or 

otherwise), and the culturally constructed nature of the clinician (black or otherwise, once 

again). This is a daunting agenda, and one to which I cannot possibly do full justice here, 

but an important one. It requires an informed relationship between psychiatry and the 

social sciences (Kleinman, 1988a), especially as they have bearing on the South African 

situation, in such a manner that the methodological contribution of these approaches is not 

transformed into a series of biomedical-type 'facts' to be learned along with, say, the 

Schneiderian symptoms of schizophrenia (Lock & Lella, 1986). In keeping with Murphy's 

(1977) dictum that 'transcultural psychiatry should begin at home' the place psychiatrists 

should learn about similarities and differences ('real' or 'apparent', 'socially constructed' or 

otherwise) between people is in the context of their everyday work. The bulk of the South 

African transcultural psychiatry literature is engaged in the production of the image of 

another, separate world inhabited by blacks. When it is recognised that the clinical 

encounter between, say, a white psychiatrist and a Black person from a rural area, can be 

fruitfully understood not as a meeting point between two different worlds, but as a world of 

its own with complex cultural and socio-political underpinnings, that encounter begins to 

form the basis for change in theory and action. This can happen only if the simultaneous 

insertion of both the clinician and the patient into the ideologically constructed domain of 

the institutional clinical encounter is explored - and in such a way that is accessible to 

clinicians themselves. 

It is an unfortunate though probably inevitable fact that, almost without exception, theorists 

who have attempted to explore the relationship between apartheid, mental health, and 

mental health services are academics not involved full-time in provision of clinical care 

either inside or outside of state structures. This has been a probable contributory factor to 
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three crucial features ofn the apartheid and mental health literature: i) the almost total 

silence regarding practical issues in the day-to-day management of institutional psychiatric 

life apart from the observation that services are unequal and facilities for blacks lacking; ii) 

the lack of attention to clinicians' experience of the 'otherness' of patients, however much 

clinicians may wish that they did not experience this 'otherness'; and iii) the lack of serious 

engagement with the reality that the bulk of mental health services in a future non-racial 

South Africa will be the inheritance from current state services. Future services will be 

neither completely new creations nor solely the product of small-scale 'alternative' 

facilities, currently the focus of much of the energy of progressive health workers (these 

include detainee services and community clinics). 

My research forced me, a psychologist aligned with progressive movements in mental 

health circles, and, as is typical, a full-time academic, into close contact with 

institutionalised clinical psychiatry - contact I had not had since qualifying as a clinical 

psychologist in the early 1980s. It is currently a methodological commonplace to argue that 

the act of observation changes what is being observed, and my presence even as researcher 

seems to have had the potential to act as a node for future developments. This is so 

especially in view of the fact that many of the people with whom I spoke and whose work I 

observed felt dissatisfied with current psychiatric practice and were open to change. When 

I was due to present a paper on my work in psychiatric ward-rounds at a university seminar 

a few months after I had completed data collection, there was some feeling of disquiet in 

the Department of Psychiatry I had studied about what I might say and how it might be 

interpreted. In the event, the only members of the department apart from the head (who 

had been appointed after the time of my study) who came to the campus to attend the 

seminar were people I had observed in ward-rounds. On the strength of the seminar I was 

invited to give a talk on my findings to the staff of Psychiatric Casualty, and people's 

responses were enthusiastic. I have been asked to continue attending rounds at Eagle's 
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Nest when I return from sabbatical leave, as staff there feel that a perspective more 

informed by social theory will help them improve organisational structures and patient 

care. Interpreters, I am told, now introduce themselves and the ward-rounds to patients 

without being told to do so by clinicians conducting the interviews! 

In reporting on these personal details I realise that I run the risk of being accused of losing 

academic distance and even of being self-congratulatory. There is an important point to be 

made, however. If this has been part of the response to what I have been doing as a 

researcher, then there must be some potential for change as a result of active engagement 

by progressive mental health workers with institutional psychiatry. An objection to my 

argument that immediately springs to mind is that to work in apartheid mental health 

structures, in however 'progressive' a manner, is to collaborate in the divisive and 

discriminatory state health system. This is unquestionably true, and there are direct 

parallels between the implications of such involvement and the function of some clinicians 

in simultaneously reproducing and subverting the status quo, as I have shown earlier in the 

dissertation. 

There is however an important counter-argument. Recent South African history has shown 

that the segregated school, the factory floor, and the formerly segregated university, to 

name some instances, are all potential sites of mobilisation. Change cannot come about 

purely externally to existing structures - it must happen through them as well. From a more 

narrowly mental health perspective, furthermore, there is no political gain to be made by 

simply forgetting (and I use that term in the full political sense both with respect to South 

African politics - see Suttner & Cronin, 19868 - and with respect to mental health care 

provision - see Cohen, 1988) the people who currently fill psychiatric institutions to 

overflowing. From the perspective of a longer political view, in addition, to mobilise in 
I 

apartheid institutions around the cultural and political issues raised in this dissertation may 
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go some way to ensure the proper place of mental health issues in South Africa's future 

political agenda, especially if a national health service is to be established. This approach, 

furthermore, avoids the utopianism inherent in the expectation that radical political change 

will come soon to South Africa and that this change, should it occur, will create the space 

and provide the resources for rapid new developments in all sectors, including that of 

mental health care - hardly a priority in the rest of Africa, for example (Dawes, 1986; 

Maforah, 1987). Even if a revolution were around the comer, now would be the time to 

start transforming mental health services. 

III. Summary and concluding comments 

In this dissertation I have attempted to provide a context for understanding central themes 

in South African psychiatric theory and in an area of its clinical practice. 

Part 1 was concerned with situating South African transcultural psychiatry both in terms of 

the literature available and in terms of the social position of the psychiatrist or allied 

mental health worker. The overview of the literature in Chapter 2 demonstrated the 

reified and, paradoxically, decontextualised manner in which culture tends to be written 

about in the field, and the interpenetration of subtle racism with concern for culturally 

appropriate models of conceptualising disorder and providing care. This literature was 

linked in Chapter 3 to the question of the relationship between apartheid and mental 

health. In this chapter the theme of position of the individual psychiatrist in relation to 

apartheid structures was introduced, a theme extended in Chapter 4. The chief concern of 

Chapter 4 was to explore the operation of international debates in psychiatry - notably, 

those concerning cultural relativism - when transposed to South Africa. Analysis of aspects 

of the transformation and local interpretation of key debates provided some background 

for the approach to the empirical research reported on in Parts 2 and 3. The issue of 
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culture was shown to embrace not only the question of how people of different 

backgrounds present with and manage mental illness, but also to be relevant to an 

examination of clinicians' social position. 

In Part 2, I presented and discussed findings emerging from my observations of practices in 

psychiatric ward-rounds in key units attached to a psychiatry department of a liberal South 

African university. Chapter 5 provided a theoretical and methodological background to 

this part of the dissertation, and argued that the study of ward-rounds in particular could 

assist in bridging the gap between microsocial and macrosocial analyses of institutional 

psychiatry. The discussion of ward-rounds in the psychiatric casualty unit of De Hoop 

General Hospital (Chapter 6) demonstrated that among the pressing cultural issues for 

psychiatry in this setting is the position of psychiatry as a medical specialty. The question of 

differences between people of different 'racial' backgrounds is very clearly not the only 

cultural issue in Psychiatric Casualty. Chapter 7 teased out some of the complexities of 

professional culture and the way that it constructs identities for patients in ward-rounds on 

the Black side of Eagle's Nest Psychiatric Hospital. The question of cultural difference was 

shown to be difficult and double-edged for all clinicians in this setting, Black and white, and 

the setting itself demonstrated some of the anomalies and contradictions in Jhe provision of 

care within an institutionally racist context. 

Through the use of loosely structured interviews with psychiatric registrars and a vignette 

exercise, Part 3 explored ways in which clinicians responsible for the bulk of patient care in 

the system under study talk about issues of cultural difference and race. Chapter 8 

introduced the area and described the theory and methods used, with a particular focus on 

the relationship between qualitative and quantitative techniques. In Chapter 9, registrars' 

descriptions of how they viewed patients from different backgrounds were discussed, and 

some examples of internal inconsistency and ambivalence demonstrated. These issues 
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were carried forward into the discussion, in Chapter 10, of registrars' talk about services 

available in the system. In spite of general support for the integration of facilities on the 

part of registrars, it appeared that registrars collaborated in the perpetuation of a racist 

system, part of the reason for which seemed to lie in the tension between responsibility to 

individual patients, and more general accountability to communities at large. The 

interface, once again, between professional issues in psychiatry and the specifics of the 

South African situation was explored. The vignette ranking exercise reported in Chapter 

11 served to underscore many of the qualitative findings of the previous two chapters. The 

chapter also acted as a link to the discussion, in Chapter 12, of the contribution of the 

professional socialisation of registrars to ways in which they reproduce the system in which 

they work. 

In the body of the current chapter, I have tried to provide a theoretical context for 

integrating the material presented in the rest of the dissertation. I have been particularly 

concerned to show that careful consideration of cultural issues in mental health practice is 

essential for the future of such practice in a post-apartheid South Africa. I hope that this 

dissertation has gone some way to illustrate and justify the view that progressive mental 

health theory and practice in South Africa must engage with the politics of the issue of 

culture in psychiatry, and with the politics of the everyday business of psychiatry itself. 

With the current chapter I conclude the main thrust of the dissertation. I have decided 

however to add the rather more speculative postscript which follows in the next chapter so 

that I can situate the major work of the dissertation within broader concerns about mental 

health and mental health services in South Africa. The postscript cannot be seen as a 

conclusion for the dissertation itself as it briefly introduces issues not raised previously. It 

should be read as a note towards the development of a theory linking the emotions to the 
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workings of the state and ·to the operation of political resistance in a country in civil 

turmoil. 
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Notes to Chapter 13 

1. I am aware that I could have presented arguments for and against positions close to each of the poles 
of argument in a schematic and apparently more organised way than I choose to do here. This 
approach would have had the potential advantage of greater clarity, btit it. would also entail loss of a 
sense of the fabric of the tensions in the debates. 

2. Littlewood's (in press) point was made with specific reference to studies in medical anthropology and 
sociology which tend to engage in 'minute dissections of doctor-patient interactions [seeing these] 
purely as reflections of medical power'. A more general point can however be induced - that medical 
or psychiatric practice cannot usefully be viewed purely as a site of the exercise of power. A 
sophisticated understanding of the issue of power is of course crucial to any work attempting to pay 
adequate attention to the complexities of clinical practice. Such an understanding requires as a starting 
point the recognition that power can be conceptualised in many ways, and not simply as the exercise of 
force (physical or metaphorical) on the part of one party against another (Simkins, 1986; Swartz et al, 
in press). 

3. The charter was drawn up in the 1950s and is strongly associated with the Congress of the People 
campaign of 1955, and a period of mass action and organisation against the state (Suttner & Cronin, 
1986). The charter forms a basis for the banned African National Congress (ANC), and United 
Democratic Front (UDF) policy, and is embraced by much of what has recently come to be known as 
the Mass Democratic Movement (MDM). 

4. The registrar had definitely brought the calendar to display at work - we discussed this. It is possible 
that the copy of the Freedom Charter in the psychiatrist's office had been placed there by somebody 
else. The psychiatrist had not removed it. 

5. This is a non-standard question, as orientation for person is usually assessed in the system by whether 
the patient can identify him/herself correctly and not by questions concerning identities of others. 

6. See, for example, Kleinman's (1988a) transcription of an encounter between a psychiatrist in the 
United States and a patient who is a medical colleague (white, male, middle class and professional) in 
which the patient's illness experience is systematically ignored in favour of the construction of a disease 
picture. Kleinman (1986; 1988b) elsewhere demonstrates processes of objectification in Chinese 
psychiatry and in the management of chronic pain in the USA. Barrett (1988) and Harre (1985), from 
slightly different perspectives, show how the process of clinical note-taking transforms patients from 
persons into entities representing categories. 

7. An important strength of Thornton's (1988) approach, like that of Sharp (1980), is that it insists that 
'culture' can be used as a mode of mobilisation by people and groups with widely diverging interests. 
The image painted by Dommisse (1986), for example, of the happy, socially well-integrated Black in 
the pre-lapsarian days prior to conquest by white settlers, is ironically not radically different from 
dominant South African transcultural psychiatry's image of the true Black as a type of noble savage. 
Traditions, to paraphrase from the title of Hobsbawm and Ranger's (1984) collectioni may be invented 
for a variety of purposes. Ranger's (1984) chapter on the invention of tradition in Africa has much that 
is relevant to an understanding of Dommisse's approach. 

8. Suttner and Cronin (1986) use the term 'forgetting' to refer to the work of political repression, along 
the lines used by Kundera (1983) in The book of laughter and forgetting. 
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Chapter 14 

The state, resistance, and the emotions in South Africa: 
notes towards a theory 

I. Introduction 

One of the· necessary limitations of my research for this dissertation is that it has focussed 

almost exclusively on institutional psychiatric practice. I have paid scant attention to 

questions of patterns of distress in the community, and to processes of managing distress, 

not all of which, by any means, will involve referral to hospitals or even to any professional 

person. I have not, furthermore, entered into any detailed examination of the social 

construction of mental illness, labelling theory, and similar sociological concepts relevant to 

an understanding of the social networks of meaning leading to a person's taking on the role 

of 'mentally ill patient'. These issues are all relevant to any complete understanding of 

cultural factors in the construction of mental illness in South Africa. 

The power of psychiatry as a discipline to mould patterns of emotional response both in 

psychiatric patients and more generally in all people living in psychiatrised societies has 

been well-documented (Castel et al, 1982; Herzlich & Pierret, 1984; Littlewood & 

Lipsedge, 1982; Miller-& Rose, 1986). The data I have presented accords with this 

tradition of research. Given this psychiatric power and its particular realisation in South 

Africa, some difficult questions arise for clinicians wishing to contribute towards a 

fundamental change in power relations. 

II. The development of alternative mental health services in South Africa 

In South Africa at present, as elsewhere (Littlewood, 1988), there is considerable suspicion 

of professionals and their motives (Berger & Lazarus, 1987; Straker & the Sanctuaries 

Counselling Team, 1987; Lab, 1988; Skinner & Swartz, 1989; Swartz et al, in press; Swartz 
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& Levett, 1989). This is hardly surprising. Academic knowledge in South Africa has 

commonly been used in the deliberate or incidental reproduction of the current social 

order, as Part 1 of this dissertation has shown. Part of the challenge facing professionals -

including mental health workers - is t~ transform their work in such a manner that they are 

able to contribute to emancipatory practice, and to empowerment as opposed to the use of 

knowledge as an oppressive tool. Webster (1986) has outlined some of the challenges and 

potential pitfalls along the path to what he terms a 'social science of liberation' in South 

Africa. Issues such as community participation (Hoffman et al, 1987, 1988; 

Katzenellenbogen et al, 1988), accountability (Manganyi & Du Toit, in press), the transfer 

of skills from professionals to others (S. Swartz et al, 1986; S. Swartz & L. Swartz, 1987), 

and the recognition of the existing strengths of non-professionals (De Villiers & Dawes, 

1989; Narunsky, 1986) are all important and complex. I shall not consider these issues at 

any length here. I wish instead to consider a single topic: the role of progressive mental 

health workers in shaping responses to distress, and the relationship between this practice 

and the practice of dominant psychiatry. 

The mushrooming of projects and facilities focussing on the mental health needs of 

oppressed South Africans, including people directly affected by state violence and 

detention, is a noteworthy feature of the recent history of the mental health professions in 

this country (Louw, in press; Swartz et al, in press)1. Detainee services have sprung up, and 

modes of working with oppressed groups discussed and experimented with (Browde, 1988; 

Levenstein, 1988; Turton, 1986a). In keeping with principles of empowerment and transfer 

of professional skills, modes of training non-professionals in basic mental health care are 

widely explored (Nell & Seedat , 1989; Swartz & Swartz, 1986; Wood, 1989). These 

services, though at one level simply fulfilling a service need, have a much more complex set 

of ideological functions. 

344 



Chapter 14: Postscript 

A. Alternative services as messages to the state and the outside world 

The fact of services springing up to deal largely with what are viewed as victims of 

apartheid, unfortunate though victimological discourse may be in many respects (Foster & 

Skinner, in press; Swartz et al, in press; Swartz & Levett, 1989), provides an important 

political message about the state. If these services are indeed necessary, this implies that 

state violence and repression can be seen as psychopathogenic. This is a serious 

indictment, and lends professional credibility to arguments about state brutality. There is 

of course at one level an element of irony to the use of professional credibility in this way. 

Many left-wing clinicians, as we have seen, are engaged in attempts to deprofessionalise. 

The ambiguities of the use of professional status in this context are worthy of attention in 

themselves, but will not be dealt with here (Swartz, 1986b; Swartz et al, in press; Swartz & 

Levett, 1989). 

Progressive mental health professionals share with health professionals in general (Rayner, 

1987), and other groups such as lawyers (Davis & Slabbert, 1985; Foster et al, 1987) and 

teachers (Molteno, 1987), a political profile in exposing the negative and brutal aspects of 

apartheid, and foregrounding particular forms and strategies of resistance. The 

enormously high profile the church enjoys in the South African struggle, as in other 

political struggles (De Gruchy, 1986; Villa-Vicencio, 1987), stems partly from the accepted 

role of the church as arbiter of public morality. Credibility of professions in the struggle, 

similarly, relates partly to these professions' constructed association with high standards of 

ethics and morality (L. Swartz, 1988). 

An interesting feature of the progressive political function of the professions in South 

Africa is that the actions of progressive professionals serve to throw into relief those of 

their non-progressive counterparts. Medical personnel who provide care for victims of 

torture and violence, for example, or for sectors of the population who are grossly 

underserved, foreground the behaviour of the practitioners who do not provide such care. 
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Lawyers concerned with human rights issues attack, even if at times implicitly and 

incidentally, the ethical position of other lawyers and of the judicial system in general 

(Murray et al, 1989). Mental health professionals, similarly, who train non-professionals in 

counselling skills, for example, simultaneously indicate that their colleagues not involved in 

such activities do not have the mental health of all South Africans at heart. Alternative 

services, then, go hand in hand with a redefining of the boundaries of acceptable 

professional practice, and with the appropriation by progressive practitioners of the 

extremely powerful language of professional ethics, morality and social responsibility. To 

maintain their position on the moral high ground, providers of alternative mental health 

services need to maintain a supply of clients, or 'victims' of state discrimination or 

repression. There is a direct analogy between this need and the 'need' argued to be a 

feature of dominant psychiatry to expand the boundaries of psychopathological discourse 

so that the profession may continue to exist (Miller & Rose, 1986)2• A further aspect of 

this is considered below. 

B. Alternative services as messages to progressive people and organisations 

By taking seriously the mental health needs of oppressed South Africans, progressive 

psychiatrists and others are undoubtedly making an important and long overdue 

contribution to mental health care. Merely to speak of the 'existence' of mental health 

'needs' however, is to play a part in creating such needs. Former detainees are counselled 

by detainee services, community workers are trained in detecting common and uncommon 

stress responses, people are encouraged to deal with their feelings of frustration, anger, and 

humiliation openly so that they are able to move forward in building a new South Africa 

(Swartz et al, in press). I believe all this to be necessary, but I cannot but note as well that 

part of the function of talk about dealing with psychological effects and realities is to 

pattern the production of such 'effects'. If anorexia nervosa and similar conditions, and 

stress reactions in particular, can be seen to be conditioned by dominant discourses 

(Littlewood & Lipsedge, 1986; Swartz, 1985a; Young, 1980), then by the same token a form 
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of patterning of emotional response may be seen to be operating in 'progressive' mental 

health discourse. Progressive clinicians, like clinicians of any cast, require that the people 

they treat be ill in a way that is amenable to the care they have to offer. This is a product 

simply of the necessary components for successful intervention and not a sign of callous 

manipulation. When we want to help apartheid's 'victims' we may, paradoxically, be 

providing part of the script of the victim role. 

The ironies of this possibility go far deeper when one examines the theoretical 

underpinnings of the type of care progressive people offer. In counselling and self-help 

manuals, symptom clusters learned from training in dominant psychiatry and similar 

disciplines are presented as typical. Counselling sometimes accompanies a physical 

examination or takes place at a clinic, reinforcing the image of psychological distress as a 

medical condition. Psychotropic medication is sometimes prescribed. In many respects, 

the 'victim' of apartheid becomes a 'patient' - along the very lines that progressive clinicians 

might, in other contexts, label the medicalisation of political resistance. 

Any experience of dealing with survivors of shootings, beatings, detentions and so on 

should be enough to convince anyone of the reality of feelings of distress amongst such 

people, and the relief with which many talk of their problems. It would be ludicrous for me 

to suggest that such distress does not exist, or that it is simply created by progressive 

practitioners. But it would be equally irresponsible not to concede that progressive 

practice must contribute to the way that illness behaviour of a very particular type is being 

constructed in South Africa. 

III. Implications and conclusions 

Much of this dissertation has been concerned with demonstrating ways in which clinicians 

in dominant South African psychiatry are engaged in cultural reproduction and in the 

construction of psychiatric disorder. Without viewing psychiatry itself as a cultural product, 
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I have suggested, it is not possible to develop an adequate cultural approach to psychiatry. 

I have rejected simple formulations about the South African psychiatrist as an evil racist, 

even though I have no doubt that racism operates every day even in the practice of 'liberal' 

South African psychiatry. 

Part of the reason for my rejection of moralistic condemnation of South African psychiatry3 

comes from my experience in progressive alternative mental health care. Engaging with 

the challenges of intervening with the consequences of apartheid may well be laudable. 

Even if we leave aside however the unquestionably correct assessment that working in such 

a way may also be an attempt to consolidate one's own power in a rapidly-shifting political 

environment (Seedat et al, 1989), the fact still remains that progressive practice must have 

its own power structures and does mimic aspects of dominant practice.· This is inevitable, 

but, were the moralistic argument correct, it would be possible for progressive mental 

health workers simply to slough off the unfortunate aspects of dominant local psychiatry 

and create a new, morally pure practice. The fact that this has not happened, I suggest, has 

less to do with the moral inadequacy even of progressive practitioners, than with their own 

inevitable insertion into the social and political order. 

In the prefatory chapter to this dissertation, I suggested that a primary feature of the 'new 

cross-cultural psychiatry' as properly understood is a self-reflective attitude towards one's 

own knowledge production and practice. If South African psychiatry is to be transformed 

to take greater and more adequate account of the mental health needs of all South 

Africans, this self-reflection is essential. A country so fundamentally and obviously affected 

by brutality and violence almost demands that the opposing psychopathological discourse 

of victims and psychiatric effects develop. This discourse is, in the end, not an alternative 

to dominant structures, but merely a counterpoint. 

I am unable to give practical suggestions at this stage towards a more emancipatory 

practice in the mental health field in South Africa. I am decidedly not of the view that such 
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an endeavour must by definition reject all of the legacy of dominant psychiatry in order to 

establish its own identity. What does seem clear however is that progressive practice needs 

to examine itself as a cultural product and to recognise that many issues in the provision of 

psychiatric care have less to do with personal morality than with the role of institutions and 

the professions in the cultural order. If psychiatry and similar professions are to play a full 

role in South African liberation, part of that role must lie in the recognition that the 

professions themselves, regardless of how they are practised, embody core cultural values. 

Like the psychological experience of oppression, these values cannot be decided away -

they are part of the material with which we shall have to work. 

In working towards a political understanding of the emotions in South Africa, and a mode 

of practice which takes due account of this understanding, clinicians cannot afford to deny 

their own location within what they see as repressive structures. They must recognise their 

own role in producing images of emotions. The very language that is used to describe 

South African politics - words like 'repression', and 'resistance' are particularly salient 

examples - resonates with the psychologised language of the post-Freudian world. Refusal 

to give due attention to questions of cultural diversity, racial difference, and of everyday 

life in the psychiatric milieu, as discussed in the previous chapter, may represent an attempt 

by progressive practice to separate itself from dominant psychiatry. This has arguably been 

politically necessary until now. Part of the road ahead, however, may lie in an examination 

of progressive practice, just as I have examined dominant psychiatry in this dissertation. A 

first step along this path is to recognise that if dualistic analyses of South Africa into 

different 'worlds' - 'traditional' versus 'modern, 'black' versus 'white', and so on - are not 

very helpful, neither is the rigid distinction between the 'dominant order' in a field such as 

psychiatry and the 'new order'. A new psychiatry in South Africa will be no more 

unequivocally 'good' than the current psychiatry is uniformly and unequivocally 'bad'. The 

simple recognition of inevitable continuity between the two, ideological and otherwise, 

should go some way to encouraging progressive practice to engage more fully with issues 

affecting the everyday lives of most psychiatric patients in this country. 
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·i 

Notes to Chapter 14 

· 1. At the s~e time, it should be noted that in terms of numbers of professionals engaged in such projects 
and their predominantly low status on professional hierarchies, the movement inay be regarded as very 

2. 

much incidental to the mainstream. · 

I wish to reiterate here that I am part of the progressive movement of which I write, and I am not 
implying a Machiavellian 'labelling of people as crazy for the sake of the struggle' any more than 1' 
subscribe to the view that all human distress is the creation of psychiatrists. I do think it is important to 
note however that there are similarities between progressive and dominant practice. 

3. I do not reject by any means the notion that South African psychiatrists are morally culpable for their 
actions, and I am convinced that many are far from blameless. I do not however believe that the · 
language of morality and blame can provide an adequate explanation for South African psychiatric 
practice. ' 

.. • I 
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Appendix A 

A brief outline of units in the hospital system 

The psychiatric hospital system through which registrars from the department of psychiatry 

under study rotate comprises a number of units, described briefly in the table below. All 

names of units have been changed to protect confidentiality. 

Unit Capacity 

1. De Hoop General Hospital: 

Psychiatric Casualty 

E55 

S56 

10 beds, all races 

23 beds, all races, 
historically whites 
only and still mainly 
whites 

14 day patients, all 
races, historically 
whites only and still 
mainly whites 

Brief description 

'Clearing house' unit, point 
of entry into hospital system 
for most new patients 
destined for all units below 

Psychotherapeutic unit, 
considered the most 
prestigious in the hospital 
system 

Psychotherapeutic day 
centre of similar 
organisation to E55, caters 
for adolescents and young 
adults. 

2. Units under the direct administrative control of De Hoop but situated elsewhere: 

Adam Jones 
Hospital 

Frankville 
(Psychiatry section) 

20 beds, all races, 
historically whites 
only and still mainly 
whites 

16 beds, all races, 
historically coloureds 
only and still mainly 
coloureds 

390 

Alcohol (primarily) and 
drug treatment facility 

Psychotherapeutic unit 



' Frankville (Alcohol 
section) 

Parent and 
children's centre 

Appendix A 

12 beds, all races, 
historically coloureds 
only and still mainly 
coloureds 

Out-patient service 
with wide catchment 
area 

3. Eagle's Nest Hospital: 

Orange Grove side 

Percelia side 

493 beds, whites only, 
has been the 
occasional coloured 
or Black patient 

Official bed capacity 
400, actual number 
of beds closer to 500, 
Blacks only 

4. Spring Valley Hospital: 

Spring Valley 655 beds, originally 
all for coloureds but 
has open policy; 
particular units such 
as drug unit have 
substantial 
proporlion of other 
race patients 

.Alcohol(pritnarily)and 
drug treatment facility 

Child and family therapy 
service with some 
community clinics 

Usual range of services of 
large psychiatric hospital -
admission and chronic 
units, geriatrics, forensics 

Usual range of services of 
large psychiatric hospital -
admission and chronic 
units, geriatrics, forensics 

Usual range of services of 
large psychiatric hospital -
admission .and chronic 
units, geriatrics, forensics 

Note: The units under the aegis of De Hoop Hospital, all of which are supposedly for all races, have 
been opened to all over the past two years in accordance with the university's policy on racial 
desegregation and in defiance of implicit state policy. It appears however that by and large the 
status quo with respect to racial categories of patient has been maintained. Eagle's Nest, 
which falls under state as opposed to the provincial .health authority controlling De Hoop · 
remains with very rare execeptions rigidly segregated. Spring Valley is administered by the 
(coloured) House of Representatives but has had an official open policy since its inception. It 
is nonetheless regarded as a 'coloured' institution. 

The figure overleaf gives an indication of the distances of the various units from one 

another and their location relative to the suburbs used for the vignette study reported in 

Part 3 of the dissertation. It should be noted that all units with the exception of Frankville 
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and Spring Valley are situated in white areas (as so designated by the Group Areas Act of 

1950). It is a function of the age of Eagle's Nest (over 100 years) that the Black side is 

located in a white Group Area. Spring Valley is situated in a comparatively new dormitory 

area set aside for coloureds far, as can be seen, from the other units, all of which are close 

to the city centre (under lOkm away). 

/ 
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AppendixB 

Previous and current placements of registrars at the time of 
the study 

The placement records of all registrars from the longest serving to the shortest are 

recorded here. For reasons of confidentiality, the registrar list is not organised here by the 

numbering system used in the text, as individual placement records could serve to identify 

registrars. The identification here of registrars by letter of the alphabet is simply by length 

of service. 

Dr A: 

01.02.85 - 31.07.85 

05.08.85 - 02.02.86 

03.02.86 - 03.08.86 

04.08.86 - 01.02.87 

02.02.87 - 02.08.87 

03.08.87 - 31.01.88 

02.02.88 - 31.07 .88 

01.08.88 - 31.01.89 

DrB: 

01.03.85 - 04.08.85 

05.08.85 - 02.02.86 

03.02.86 - 03.08.86 

04.08.86 - 01.02.87-

02.02.87 - 02.08.87 

03.08.87 - 31.01.88 

Eagle's Nest - Black side, 

Eagle's Nest - Black side 

Eagle's Nest - white side 

Therapeutic unit - De Hoop 

Adam Jones alcohol unit 

Psychiatric Casualty - De Hoop 

Parent and children centre 

Eagle's Nest - white side 

Eagle's Nest - Black side 

Eagle's Nest - Black side 

Frankville Therapeutic unit 

Psychiatric Casualty - De Hoop 

Therapeutic unit - De Hoop 

Spring Valley 
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02.02.88 - 31.07.88 

01.08.88 - 31.01.89 

DrC: 

01.04.85 - 31.07.87 

05.08.85 - 02.02.86 

03.02.86 - 03.08.86 

04.08.86 - 01.02.87 

02.02.87 - 02.08.87 

03.08.87 - 31.01.88 

01.02.88 - 31.07.88 

01.08.88 - 31.01.89 

DrD: 

07.07.86 - 03.08.86 

04.08.86 - 31.01.87 

01.02.87 - 02.08.87 

03.08.87 - 31.01.88 

01.02.88 - 31.07.88 

01.08.88 - 31.01.89 

DrE: 

07.07.86 - 31.10.86 

01.11.86 - 31.01.87 

01.02.87 - 02.08.87 

03.08.87 - 31.01.88 

Appendix B 

Parent and children centre 

Eagle's Nest - Black side 

Eagle's Nest - geriatric wards 

Eagle's Nest - Black side 

Adam Jones alcohol unit 

Eagle's Nest - white side 

Frankville Therapeutic unit 

Psychiatric Casualty - De Hoop 

Parent and children centre 

Eagle's Nest - forensic units 

Spring Valley 

Eagle's Nest - Black side 

Eagle's Nest - white side 

Therapeutic unit - De Hoop 

Psychiatric Casualty - De Hoop 

Parent and children centre 

Spring Valley 

Psychiatric Casualty - De Hoop 

Frankville Therapeutic unit 

Frankville Therapeutic unit · 
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01.02.88 - 31.07.88 

01.08.88 - 31.01.89 

DrF: 

01.11.86 - 31.01.87 

01.02.87 - 02.08.87 

03.08.87 - 31.01.88 

01.02.88 - 31.07.88 

01.08.88 - 31.01.89 

DrG: 

01.02.87 - 02.08.87 

03.08.87 - 02.08.87 

01.02.88 - 31.07.88 

01.08.88 - 31.08.89 

01.02.89 - 31.07.89 

DrH: 

01.02.87 - 02.08.87 

03.08.87 - 31.01.88 

01.02.88 - 31.07.88 

01.08.88 - 31.01.89 

Dr!: 

01.03.87 - 02.08.87 

Appendix B 

Spring Valley 

Parent and children centre 

Eagle's Nest - geriatric wards 

Eagle's Nest - white side 

Eagle's Nest - Black side 

Frankville Therapeutic unit 

Psychiatric Casualty- De Hoop 

Eagle's Nest - white side 

Eagle's Nest - forensic units 

Therapeutic unit - De Hoop 

Psychiatric Casualty - De Hoop 

Parent and children centre 

Eagle's Nest - Black side 

Eagle's Nest -white side 

Adam Jones alcohol unit 

Frankville Therapeutic unit 

Eagle's Nest - geriatric wards 
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03.08.87 - 31.01.88 

01.02.88 - 31.07.88 

01.08.88 - 31.01.89 

, Drl: 

01.05.87 -,02.08.87 

03.08.87 - 31.01.88 

01.02.88 - 31.07.88 

01.08.88 - 31.01.89 

DrK· . 
01.07.87 - 31.0t88 

01.02.88 - 31.07.88 

01.08.88,. 31.01.89 

DrL: 

01.07.87 - 31.01.88 

01.02.88 - 31.07.88 

01.08.88 - 31.01.89 

DrM: 

01.10.87 - 31.0l.8S 

01.02.88 - 31.07.88 

01.08.88 - 31.01.89 

Appendix B 

Eagle's Nest - Black side 

Eagle's Nest - forensic units 

Therapeutic unit - De Hoop 

Eagle's Nest - Black side 

Frankville alcohol unit 

Psychiatric Casualty ~ De Hoop · 

Eagle's Nest - white side 

I 

Spring Valley 

Eagle's Nest - Black side 

Eagle's Nest - forensic units 

Eagle's Nest -white side 

Frankville alcohol unit 

Eagle's Nest - Black side 

Eagle's Nest - geriatric wards 

Eagle's Nest - Black side 

Adam Jones alcohol unit 
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DrN: 

01.01.88 - 31.07.88 

01.08.88 - 31.01.89 

DrO: 

01.01.88 - 31.07.88 

01.08.88 - 31.01.89 

DrP: 

01.02.88 - 31.07.88 

01.08.88 - 31.01.89 

DrQ: 

01.03.88 - 31.07.88 

01.08.88 - 31.01.89 

DrR: 

01.05.88 - 31.07.88 

01.08.88 - 31.01.89 

Appendix B 

Eagle's Nest - Black side 

Eagle's Nest - geriatric wards 

Eagle's Nest - white side 
, 

Frankville alcohol unit 

Spring Valley 

Eagle's Nest - white side 

Spring Valley 

Eagle's Nest - Black side 

Eagle's Nest - forensic units 

Spring Valley 
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Appendix C 

Text of letter sent to psychiatric registrars 
(altered to disguise identifying data) 

Dear 

As you may know, I am curr~ntly conducting research into aspects of psychiatric practice in 
~~. . 

Psychiatric registrars carry the bulk of psychiatric cases in your system, and your opinions 
therefore are crucial to any understanding I may develop of your local practices. I am 
writing to you and to all the other registrars to ask your permission to interview you 
individually for purposes of my research. Should you be agreeable, I shall be contacting 
you within the next few weeks to set up a meeting at a time and place convenient to you. I 
will be able to explain more about what I am doing when I speak to you, but I can assure at 
this stage of complete anonymity and confidentiality in my reporting of data. 

If you feel at this stage that you would be unwilling to participate in the study, or have any 
queries at all, please feel free to contact me. I am in the Psychology Department at the 
University of Cape Town and my telephone numbers are (w) 021-650-3437 and (h) 021-
686-6376. We can also discuss any questions that you may have when I contact you or at 
our interview, should you agree to participate. · 

I hope that with the assistance of people such as you this study will help in the further 
development of South African psychiatric practice. The results will, of course, be made 
available to you when the study has been completed, should you be interested. 

, Thanks very much. I'll be in contact soon. 

Yours sincerely 

Leslie Swartz 
Lecturer /Clinical Psychologist 
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Key to Present State Examination (PSE) (eighth edition) 
symptoms and syndromes used in the construction of the 

vignette studies used in Part 3 of the dissertation 

Note: all references are to Wing, Cooper & Sartorius (1974) 

MrA 

Text of the vignette 

Mr A is a twenty-five year old man living in 
«suburb». He is admitted to [Psychiatric 
Casualty] with the following symptoms, as 
reporled by his family. For the past two weeks he 
has been 'in a funny mood'. 

He has appeared very happy, 

saying that he's full of exciting ideas, 

but he has also been accusing people of wanting 
to poison him 

and of being able to read his thoughts. 

"When questioned about what has been happening 
to him he has claimed that there is witchcraft 
going on and he may be being hypnotised but he 
is not sure by whom. 

On admission to {Psychiatric Casualty] he is 
fidgety, restless and paces up and down, 

and when questioned is unable to say where he is. 

PSESymptom PSE Syndrome 

41. expansive mood/ HM. Hypomania 
subjective euphoria 

42. ideomotor HM. Hypomania 
pressure 

74. delusions of 
persecution 

59. thoughts read 

79. delusional 
explanation 
(paranormal 
phenomena) 

111. agitation on 
examination 

(disorientation - see 
note below) 

PE. Delusions of 
Persecution 

SF. Sexual and Fantastic 
Delusions 

SF. Sexual and Fantastic 
Delusions 

AG. Agitation 

(Disorientation - see 
note below) 

Note: the symptom of disorientation does not appear in the PSE, and was added by Rottanburg 
(1982). The symptoms in this vignette correspond directly to those recorded by Rottanburg 
for patients with high levels of cannabinoids in their urine. 
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MrM 

Mr Mis a twenty-five year old man living in 
«suburb». He is admitted to [Psychiatric 
Casualty] complaining that he has trouble 
thinking clearly. 

He says that he cannot make decisions about 
even the smallest task, no matter how hard he 
tries. 

When asked why this is happening to him, he 
says that it may be that he is troubled by thoughts 
which are not his own. 

He is concerned that he may have committed a 
crime 

but also entertains the possibility that a spirit has 
entered his body and may be responsible for his 
actions. 

His family reports that he does not sleep at night 

and has lost weight 

There seems to have been a change in him over 
the past few weeks as he always used to follow 
serials on the radio but has not put the radio on 
during this time, claiming that he is not 
interested. 

19. inefficient 
thinking* 

19. inefficient 
thinking** 

55. thought insertion 

88. delusions of guilt 

81. delusions of 
alien penetration 

35. delayed sleep/ 
37. early waking 

?34. loss of appetite 

20.poor 
concentration/ 22. 
loss of interest*** 

SD. Simple Depression* 

SD. Simple 
Depression** 

NS. Nuclear Syndrome 

DD. Depressive 
Delusions and 
Hallucinations 

NS. Nuclear Syndrome 

WO. Worrying, etc./ 
OD. Other Symptoms of 
Depression 

OD. Other Symptoms of 
Depression ' 

IC. Loss of Interest and 
Concentration*** 

*Note: Although the text of this part of the vignette can be read as 'inefficient thinking' as stated, the 
sentence was worded deliberately to recall the general prompt question for thought reading, 
insertion, echo and broadcast ('Can you think quite clearly or is there any interference with 
your thoughts?' - Wing et al, 1974, p. 207). 

**Note: 

***Note: 

This was worded to introduce a suggestion of possible ambivalence - not a PSE symptom but 
one historically associated with schizophrenia. 

This was worded to introduce the suggestion of delusions of reference (Symptom 72; 
Syndrome RE). 
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AppendixD 

MrX 

MrX is a twenty-five year old man living in 
«suburb». He is referrred to [Psychiatric 
Casualty] from [Medical Casualty] with the 
complaint that he is difficult to examine 
physically as he seems very uncooperative. When 
asked to stand up, for example, he sits down, and 
vice versa. 

[Medical Casualty] has not been given any 
reason for his admission and he appears 
physically healthy. When asked by the registrar 
on duty to describe what has been happening to 
him he says this is not necessary as the registrar 
can read his mind. 

He looks rather puzzled 

and seems to be preoccupied with something but 
is evasive, 

though he admits that he feels he can carry on 
conversations with spirits, whom he can see. 

119. catatonic 
movements: 
negativism 

59. thoughts being 
read 

126. perplexity 

94. evasiveness 

64. dissociative 
hallucinations 
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CS. Catatonic Syndrome 

SF. Sexual and Fantastic 
Delusions 

NP. Non-specific 
Psychosis 

NP. Non-specific 
Psychosis 

HT. Hysteria/ SC. 
'Subcultural' Delusions 
or Hallucinations 
(depending on whether · 
the dissociation is 
regarded as 'culturally 
acceptable' 



AppendixE 

Complete tables for registrars' ranking of vignettes 
(for interpretation and key, see Chapter 11) 

Certainty of diagnosis 

AA AL AM MA ML MM X4 XL XM Total 
AA ' -1 0 2 -3 -2 • 
AL • -1 -2 -1 -1 -5 
AM • -3 0 0 0 -3 
MA 1 3 • 3 -2 5 
ML 1 0 • 0 0 1 
MM 0 2 • 2 2 6 
X4 1 0 0 -2 • -1 
XL -2 0 -3 -2 • -7 
XM 3 1 2 0 • 6 

Adequacy of care 

AA AL AM MA ML MM X4 XL XM Total 
AA • 2 -2 3 -1 2 
AL • -2 -3 -2 0 -7 
AM • 1 1 1 2 5 
MA 2 -1 • 2 1 4 
ML -2 -1 • . -1 -2 -6 
MM 2 3 • 3 3 11 
X4 2 -1 1 -3 • -1 
XL -3 -2 -2 -3 • -10 
XM 1 0 -1 2 • 2 

Prognosis 

AA AL AM MA ML MM XA XL XM Total 
AA • 2 -2 0 -2 -2 
AL • -1 1 1 1 2 
AM • 1 -1 3 0 3 
MA 1 -1 • 0 1 1 
ML -2 1 • 1 -2 -2 
MM 2 -1 • 1 2 4 
X4 -1 -3 -1 -1 • -6 
XL 0 0 0 -2 • -2 
XM 2 -1 -1 2 • 2 
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Preference for treating 

AA AL AM MA ML MM ' X4 XL XM Total 
AA • 3 0 1 -1 3 
AL • -1 -1 -1 1 -2 
AA1 ·'• 0 -1 0 1 0 
MA 1 0 • 3 2 6 
ML -3 1 • -1 -1 -4 
MM 0 1 • 3 1 5 
X4 1 0 1 -3 • -1 
XL -1 -1 -3 -1 • -6 
XM 1 -1 -2 1 • -1 

Personal effectiveness in treating 

AA AL AM MA ML MM X4 XL XM Total 
AA • -1 -1 1 -1 -2 
AL • 1 -3 -3 1 -4 

\ AM • 2 3 0 2 7 
.... MA -1 -2 • 2 0 -1 

ML 1 -3 • -2 0 -4 
MM 1 3 • 1 1 6 
X4 3 0 2 -1 • 4 
XL -1 -2 -2 -1 • -6 
XM 1 -1 0 0 • 0 

, 
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