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ABSTRACT

This dissertation explores discourses about culture and illness in the talk of mental health
professionalsand indigenous healers. It represents an attempt to situate theissue of indigenous
healing in South Africawithin aparticular strand of critical discourse analytic research. Inthe
context of current deliberationson thevalue, or otherwise, of indigenoushealinginachanging
health and specifically mental health system, thetalk of both mental health practitioners and
indigenous healersasthey conceptualise* disorder”, and discuss possibilitiesfor collaboration,
is chosen as a specific focus for this study. Disputes over what constitutes “disorder” both
within mental health, and between mental health and indigenous healing are an important site
in which the negotiation of power relations between mental health professionals and

indigenous healersis played out.

Theresults of thisstudy suggest that despite the construction of cogent commendationsfor the
inclusion of indigenous healing in mental health, it remainslargely marginalised within talk
about mental health practice. Whilethis study reproducesto some extent the marginalisation of
indigenous healing discourse, it also examines some of the discursive practices and
methodological difficulties implicated in its marginalisation. However, in the context of
“cultural pride strategies’ associated with talk about an African Renaissance, indigenous
healing may also function as a site of assertion of African power and resistance in its
construction asan essentially African enterprise. At the sametime, it may achievedisciplinary
effects consonant with cultural pride strategies, in constructing afflictionsin terms of neglect
of, or disloyalty to cultural tradition. Theseresultsare discussed in terms of the methodol ogical
difficulties associated with interviewing and discourse analysis of translated texts, which
contributes to difficulties with articulating indigenous healing discourse in a way that
challengesthe dominant psychiatric discoursesimplicated inits marginalisation within mental
health. It concludes with recommendations for future research which addresses indigenous
healing discoursein its own terms, and examinesits operation as adisciplinary apparatusin
South African society.
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CHAPTER ONE
INTRODUCTION: DISCOURSE ANALYSISAND MENTAL HEALTH
CARE IN SOUTH AFRICA

Discourse perspectives that connect menta hedth practices with the culturakpaliticd
contexts that produce them are being increesingly employed by South African authors
wishing to devdop citicd andyses and interventions (Levett, Kottler, Burman &
Parker, 1997). Many of these andyses have drawn drongly from the work of Michd
Foucault, in his andyss of moden cuture Employed within  psychology,
Foucauldian discourse andyds foregrounds the ways in which the production of
knowledge within the discipline is the effect of power Sruggles over which versons
of redlity are to be sanctioned (Mills, 1997).

Foucault's theory of productive power, in which power is seen less as an oppressive
or repressve force, but rather as operaing through discourse to conditute and position
people in various ways, is dso especidly rdevant to the study of psychology and
psychigtry. The “gaze’ of these distiplines impes us to experience oursdves in
certan ways as individud subjects and to assume certain “subject postions’ (Parker,
1992), in order to be accorded rights (whether as “users’, or as agents) to spesk or
paticipaein itsinditutions (Levett et al., 1997).

The emergence of Foucauldian discourse andlyss in the post-gpartheid South African
context is paticulaly timdy, in tha the goproach provides a framework for
examining the gructuring effects of language as they are implicated in the continued
operdion of oporessve excusonary practices, some of which were previoudy
legidated in segregetory government policy. As Levett et al. (1997 5) assat, “the
pervasve notions of sdf, Other and legitimacy that saturate racist idess and behaviour
will long outlive the dismantling of gpatheid’. In addition, dthough the mgor
changes wrought by the onst of democracy have seen the unravelling of oppressive
relaions of power, they have ds0 resulted in the production of new forms of
discourse, whose potentid to become inscribed in new regimes of truth requires a
continued vigilance (Parker, 1992).



The mentd hedth fidd is currently the dte of a druggle for a “new discursve
ordering” (Fodter & S. Swartz 1997: 3). This druggle is reflected in the contragting in
much of the contemporary South African literature of terms such as “rdationd” and
“haligic’ with “individudis€” and “mechanigtic’, or “inditutiond” with “community-
based’. In introducing debates on changes in menta hedth policy, Foster and S
Swartz (1997) argue further that

in South Africa one may characterise the form and content of mentd
hedth sysems as a druggle between a dominant medicd modd on the
one hand, and two dternative forms (i) Western psychologicd welfare and
(i) “dternative heding” on the other (p. 7).

Foser and S. Swartz (1997) indude two categories in “dterndive heding’, those of
African indigenous heding and “holisic’ heding (eg. aomathergpy, acupuncture,
chiropractics, body thergpies ec), pointing out that condderation of “holisic’ heding
has been largdy omitted from the nationd debate, whereas African indigenous
heding is usudly acknowledged as an important issue for discusson. In spite of its
topicdity, indigenous heding is described as an aea in which saious debae is
lacking. As will become gpparent in the review of the literature, very little has been
written about indigenous heding that addresses its podtion in rdaion to the
dominance of the biomedicd hedth sysem, while taking into account issues of power
and control. In addition, even fewer dudies have atended to the different ways in
which nations of “culture’ are used in accounts of indigenous hedling.

The continued socid and economic inequdities between racidised groupings in South
Africen society are obvious. With regards to mentd hedth sarvices, the inequdlities
that continue in spite of the racid integration of faclities and inditutions have been
more difficult to identify and document (cf. L. Swartz, 1996). The perpetudion of
oppressive prectices within menta hedth has been shown to be due in large pat to the
“racidistion” of madness within psychiary (L. Swartz, 1989; 1991). Moreover, in
addition to raddised inequities S. Swartz (1995) has shown tha discriminaion in
psychiatric classification and trestment has aso been both “classed” and “gendered”.

A criticad perspective on current developments in mentd hedth may be gained from a
brief consderation of its higorica backdrop. Foser and S. Swartz (1997) describe the



devdopment of menta hedth services in South Africa as it is intetwined with a
higory of colonidiam. In their brief higoricd andyss they outline the intersection of
racis and biomedicd discourse on madness in its pogtioning of Africans as “other”.
Thee representations were pat of psychiaric discourse well before the formd
edablisment of explict gpathed policy. They ague that the incressng
“humanisation” of psychiaric services over time was (and is) not only the result of
gregter atention to human rights and humane care, but dso an extenson of more
subtle forms of psychologica and medica power and surveillance.

Agang this background, this dissertation explores discourses about culture in the talk
of mentd hedth professonds and indigenous heders. It represents an atempt to
gtuate the issue of indigenous heding in South Africa within a paticular srand of
citicd discourse andytic research (Parker, 1992), in the hope that it will assg in
reviving a hitherto stagnant debate. In the context of current deiberations on the
vaue or othewise, of indigenous heding in a changing hedth and spedificdly
mental hedth sysem, the tdk of both menta hedth practitioners and indigenous
heders as they concepudise “disorder”, and discuss possbilities for collaboretion, is
chosen as a specific focus for this study. Disputes over what conditutes “madness’
within mentd hedth will have mgor policy implications, and have hitherto been
largdy overlooked (Foster & S. Swartz, 1997). The conceptudisations of disorder of
these paticular traditions — gpedficdly psychiary, psychology, and indigenous
heding — are particularly important in thet they are centrd to the distribution of power
between menta hedth professonds and indigenous hedes should they work
together.

The psychologicd and psychiaric disciplines both inform, and ae informed by
culture. However exact or forma practitioners may wish to be, they dready employ
culturdly avalable discourses in their tak about patients and indigenous heders
(Parker, Georgaca, Harper, McLaughlin & Stowel-Smith, 1995). Contemporary locd
and continenta debates about African identity and African culture ae therefore
paticularly rdevant to the issue of indigenous heding, and some attention is devoted
to these debeates in the present study.



CHAPTER TWO
LITERATURE REVIEW

2.1. INTRODUCTION

Representations of Africen indigenous heding and hedes ae intetwined with
condructions of African culture and subjectivity. A review of the psychiatric and
psychologicd literature concerning the subject of indigenous heding  therefore
necessxily entails an examinaion of the notion of “culture’. This will be crudd in
providing a context within which the debate on indigenous heding may be undersood.
Other work concerning the condruction of African subjectivity or “black minds’ in
psychology and psychiatry will dso be consdered.

This will be followed by a review of the avalabdle literature concerned specificadly with
relevant policy debates as wdl as dudies or accounts of indigenous heding. Although
predominantly a review of literature gpplicable to the Southern African context, it will
a0 indude reports on work done in other regions

2.2.“CULTURE”

A citidsm that has often been levelled a psychology and psychiary is that it is “culture-
bound” and “culture-blind” (Lonner & Mapass, 1994). Cetan authors have been quick
to gppropriste these criticisms for the South African context (eg. Biesheuve, 1987).
However, this ignores the long higory of writing on culture in South African psychology
and psychiary, which dthough ogtensbly concerned with improving care, dso dealy
reproduced recis idess (eg. Laubscher, 1937, cited in L. Swartz, 1991). Importantly,
ideas of culture and the “African mind’ developed in such literature found their place in
the rhetoric of the apartheid date in its judification of segregatory practices, and persst
in psychologicd accounts written in the 1980s and up to the present. The mid-1980s and



ealy 1990s saw the proliferation of a body of literature that took up various critiques of
mentd hedth care in South Africa Wel-meaning mental hedth professonads concerned
themsdves with “crossculturd” or “transculturd” work in efforts to address the
inequdities of mentd hedth provison, but in many cases succeeded only in reproducing
racis or depoliticised andyses and solutions to the problem of “culturdly appropriate’
cae. Such dudies tended to presume the a priori existence of racid or cultura groups
and differences (eg. Van Schoor, 1989; Hickson, Chrigie & Shmukler, 1990).

However, during this time there was another drand of writing which simulated a
reneved condderdtion of the socid and cultural embeddedness of the mentd hedth
disciplines For example some writas criticdsed the “weden’, individudig or
“bourgenis’ underpinnings of psychologicd theory and practice, and how such practices
diverted atention and energy away from sodd or politicd action (Anonymous 1986).
Many liberd psychologigs and academics drove to demondrate mentd hedth
professonds  (conscious or unconscious) colluson  with, and paticipaion in the
prevaling socid order, as wdl as the “culturd encgpaulation” of psychologica theory
(Dawes, 1986; Turton, 1986). Sgnificantly, certan authors working within a growing
socid  condructionis movement argued that an examination of the notion of “culture’
itdf, as used in mentd hedth literature, and by its practiioners, was integrd to
unpacking racis or discriminatory practice (L. Swartz, 1989, 1991; Koattler, 1990).

2.2.1 The quandary of relativism vs. universalism

In this section | will not rehearse the theoretical debaes in anthropology or culturd
psychology regarding rdaivisn and universdism (cf. Shweder, 1990), but will focus
indead on the dilemmas particular to the South African context, associaed with each
pogtion. “Culturé’ is a highly contested term and cannot be taken to be pdliticdly neutrd
(Foster & S. Swartz, 1997; L. Swartz, 1996). In much of the mentd hedth literature it is
used in ways that assume difference from the outset, and postions those to whom it refers
as “other”. As Kottler (1990) has shown, discourses of culturd difference (associated



with a rddivig podtion) or gmilarity (asocaed with a universdig pogtion) as evident
in vaious psychologicadl accounts reproduce idess that achieve or support differing
politicd ends Mogt prominently, the notion of an essentid and naturd culturd difference
between “blacks’ and “whites' provided judification for separate (and unequd)
trestment in gpathed mentd hedth care Agang this background, the particularly
sient point made by both Kottler (1990) and L. Swartz (1996) was that to acknowledge
or asat difference in the South African context was to somehow legitimate the existence
of ethnicdty and therefore to legitimate agpathed. As a consequence, many writers,
adopting a universdig gpproach, would (and dill continue to) downplay difference and
emphasse the ways in which “we ae dl the same undernesth’. The fact tha a
“differences’ discourse is frequently regarded as politicaly progressve outsde South
Africa highlights an important dilemma in South Africen culture discourse (Kottler,
1990). A notable exception was the work of writers such as Manganyi (1991, cited in L.
Swartz, 1996), which emphessed the centrdity of black experience and the pogtive
astion of black idetity in providing posshiliies for personal and politicadl  change
This work gppeared during the late 1980s and early 1990s and is ggnificant in that it was
a time in which the politicd importance in South Africa of a universdist view (supportive

of non-racidism) of culture was acute (Kottler, 1996).

Stuated within a broadly socid condructionigt framework, the work of Ledie Swartz
(1989; 1991) was paticulaly important in demondrating how “traditions of racian ae
woven into the fabric of care® (1991: 240), through the condruction in the South African
psychiatric literature (and reproduction in dinicians tak) of the “otherness’ of Africans.
It wes paticulaly effective in highlighting the inherent contradictions within psychiaric
practice tha meke it potentidly discriminatory, and showing how even practitioners
constioudy opposed to discriminatory  prectice reproduced racism in their care of
patients. L. Swatz (1991) demondrated that the problems of a rdativis postion
supportive of segregation could not be solved by a smple repudiation of rdativism and a
wholehearted embrace of universdism. Sengtive to the ways in which dinicians are torn

Litis recognised that these terms are constructions which derive from apartheid ideology, and are offensive. The irony
inherent in much post-structuralist or discourse-analytic studies is that problematic or dualistic terms must often be
invoked in order for them to be deconstructed (Parker, 1992).



by competing and conflicting discourses, L. Swartz (1991) has made the important point
that despite the need for egua trestment of patients it may a times be necessxry to
emphasise culturd differencein order to secure adequate and gppropriate treatment.

More recently, L. Swartz (1996) has noted that there is renewed gopreciaion in the socid
sciences for the study of culturd difference within a broadly non-racidist framework.
However, his andyss of conditions in contemporary mentd hedth care identifies some
new problems foregrounded by the continuing “incdusvid” imperdtive in psychiatric
cae. He argues that the current emphasis on equd treatment has slenced or suppressed
tak about difference, identity, or racdsm and even gone towads ddegitimating petients
and practitioners  experiences of dienation (for an example of the ways in which
“indugavid” rhetoric may function in ddegitimating accusations of racigm, see Brown,
1997).

The demographics of professonds in the mentd hedth fidd 4Hill largey reflects the
didgribution of power in the South African population. Psychidrids and psychologids are
dill predominartly white, made and Englishspesking (L. Swartz, 1998). Inasmnuch as this
is the cae in mog inditutions, the removd of gpathed and integration of psychiaric
cae may not necessarily have resulted in better patient care. Ironicdly, patients may in
fact be recaving cae of worse qudity from professonds who cannot spesk ther
language than when previoudy confined to segregated wards (L. Swatz, 1998).
Furthermore, the mord and politicd necessity to treat paients equaly and to downplay
differences presents many dilemmas for professonds atempting to address the problem
of carefor patients they continue to find difficult to understand (cf. L. Swartz, 1989).

A more gened trend in South African academia and in psychology in paticular is the
cdl for its “Africanistion” (Anonymous, 1986, Dawes, 1986; 1996, Mangcu, 1998).
This is a complex debate which has important resonances with contemporary discourse
around the emergence of an “African Renaissance’ (eg. speeches of Presdent Thabo
Mbeki, 1999). Arguments for grester underganding of “African epigemologies’ as
necessty for the rdevance of psychology ae commonly advanced. While it is



understood to be a laudable and worthwhile enterprise, Dawes (1998) points out that
there is a danger of the concept of Africanisation being condructed in essentidist terms
0 tha only “racg’ and culture are conddered. There is the potentid that tak about
Africanisation will employ “. . . a rhetoric which binds the subjectivities of those
inhabiting the African continent seamlesdy together, denying that this is a condructive
and higoricdly informed exercisg’ (Dawes, 1998: 6). Thus Dawes (1998) argues that
while the traditiond dichotomy that dructures the debate (that between African and
“western”) is usgful and underdandably <dient in lignt of our hisory of colonid
oppression, it might adso be useful to condder differences between what he cdls
“modern” and “modernigng” societies. These dternative terms are not unproblematic (cf.
Mills 1997), but in effect, Dawes (1998) suggedion is an atempt to de-centre the
tendency to think of Africanisation as an issue only of race or culture However, in
contrast to Dawes, Appiah (1995) has argued that the assartion of an African identity is
important in the forming of, for example, PanAfrican dliances, and tha depite the
recognition that identities are historicaly condructed, ther effectiveness rdies on their
being seen as naturd and redl.

2.3. CONSTRUCTIONS OF “AFRICAN MINDS”

In his review of the South African transculturd psychiatric literature published up to the
lae 1980's, L. Swartz (1989 16) identified three “contexts for interpreting menta hedth
and illness’, which are useful for the present review, and 4ill prevdent in the curent
literaiure. The firsg explans manifedations of didress and heding in terms of inherent
characteristics particular to different South Africans, which make use of concepts such as
the “Africen pesondity”, world-view, or aititudes. The second seeks to reae
phenomena to ther broader socid context, and the third employs psychologicd theory in
understanding illness and heding. These contexts will be recdled laer in the review of
the literature concerned specificaly with indigenous heding. In this section | would like
to pay gecid adtention to the notion of an “African persondity”. In the following
paragraphs | will seek to draw out both the mgor methodologica problems with concepts



of the “African persondity” or world-view, and provide a summay of the ways in which
these have been characterised in the literature.

Concepts of the African “persondity” or world-view ae problematic for a number of
reasons. They have usudly been used to assert essentid differences between Africans and
“whites’, most commonly representing African people as “in hamony with natureé’ and
“collectivigd”, and in condemning the detrimentd effects of “wedern” culture on the
African persondity (Bodibe & Sodi, 1997: 187-188). L. Swartz (1989) identifies another
common feature of the “African persondity” concept in the work of Hammond-Tooke
(1975, dted in Swatz, 1989) — the view tha Africans are concerned more with “WHY
rather than HOW misfortunes occur”. This has great relevance to discussons around
indigeous heding, as hedes ae often portrayed as providing the causd (implied
goiritud) narraives most preferred by (or comforting to) Africans, in contrast to the
(rationd) diagnoses of “western” mentd hedth (e.g. Gillis, Koch & Joyi, 1989).

In addition, making use of theoreticd notions of “locus of control”, Africans are often
labdled pgorativdy as lacking “inne-directedness’ and unéble or  unwilling to
acknowledge respongbility for misfortune, atributing it to externa agents or causes (eg.
Hebs & Britz, 1986). This deficiency is deemed the cause of “psychic turmoil, which
expreses itsdf in an increesng incidence of psychiaric problems of a psychosomatic
naure, as wdl as awiety, depresson and dooholic problems’ (Henning, 1982, quoted in
L. Swatz, 1987: 26). In ealier literature this concept has been employed in arguments
that Africans are inherently ill-suited to (or uninterested in) individudigic achievement
and intelectud pursuit (L. Swartz, 1939).

In summary, condructions of “African persondities’ often portray the redm of the
intellect as beng essatidly unavalable or  unimportant to  Africans.  These
representations  contribute  to  evolutionist  discourse a@out the dower progresson  of
Africans from traditiond (irraional) belief in witchcraft and the supernaurd to the
moden (rationd) empirids condderdion of life as compaed to Europeans
Importantly, L. Swatz (1989: 21) highlights a lack of atention to the possbility thet



“traditiond  African” concepts of hedth and illness rather than beng evidence of
“evolutionary backwardness’, represent part of a “naiona pride drategy”, in support of a
Black Consciousnessideology.

Thus, dthough a potentidly discriminatory concept, the “African persondity” has dso
been employed by authors associated with Black Consciousness movements atempting
to encourage a postive black identity (eg. Manganyi, 1991, dted in L. Swartz, 1996) and
those (more contemporary) authors bemoaning a loss (or lack) of respect for African
culture (e.g. Bodibe & Sodi, 1997).

2.4, INDIGENOUSHEALING INTHE MENTAL HEALTH LITERATURE

2.4.1. Introduction

It is curious tha while the imperative for collaboration between heders and the formd
(mental) hedlth sector has been repestedly emphasised over the last twenty years, there is
little forma collaboration a present, & leest in South Africa The dtudion is different in
svad other Africen countries, in which a number of collaboraive programmes ae
underway, paticulaly in the field of HIV and AIDS prevention (Green, 1994). Of equd
importance is the goparent ddemate in the discourse on indigenous heding in the South
African literature. Although mogt atides are overwhdmingly postive about indigenous
heding, they tend to be written as if this atitude was not the generd view (eg. Hopa,
Smbayi & Du Toit, 1998). In addition, the absence of criticd andyss of indigenous
heding in the literature contributes to the continued portraya of indigenous heding
practices as myderious and incomprehengble to outdders (eg. Bodibe & Sodi, 1997),
and of indigenous heding as an exdusvey “black” enterprise (L. Swatz, 1996). L.
Svatz (1996) agues that, taken together, these two points suggest that indigenous
heding currently functions as a dte of ressance for black authors and the pogtive
assrtion of African identity.

10



In the following section, the literature deding with various aspects of indigenous heding
and collaboration will be reviewed, beginning firs with broader policy debates, and then
leading onto studies or accounts of indigenous heding.

It is necessary to darify a number of terms. African indigenous heding is by no means a
gngular phenomenon, dthough it is often refared to as such. It is characteridicaly
heterogeneous, and comprises a wide and plurdidic range of practitioners and practices
(Klenman, 19883). Green (1994) neverthdess assarts that in sub-Saharan Africa, the
most common didinction mede is tha beween hebdigs (amaxhwee in Xhosa) and
diviner-mediums (amagqirha in Xhosa). Typicdly, hebdigs tend to work with the
physcd materid of medicind plants while diviners have (additiondly) specid access to
ancedrd and other spirits beieved to authorise and assg in heding and divination. It is
the diviner who is mos commonly refered to in the psychologica literaiure on
indigenous heding in South Africa, snce ghe specidises in oracular and ceremonid
practices, which ae sometimes regaded as forms of psychologicd or group/socid
thergpy (Hirdt, 1993; Green, 1994). Diviners (as opposed to herbdids), it is assumed, are
prefared by people expeiencing what may be smplidicaly termed *psychologica”
digress This divison of the treiment provided by divings and hebdids into
“psychologicd”, versus physcad care is predicated upon the problemaic Catesan mind-
body dudism that plagues much of psychologica theory and the mentd hedth literature,
and which, it is often argued, is a mode of explanaion and experience foreign to African
culture (Hirgt et al., 1996).

2.4.2. Broad policy issues

The promotion of indigenous heding and collaboration with the (mentd) hedth sysem is
motivated not only by goodwill toward heders and concern for the well-being of patients.
There is a diverdty of parties and interests that may lie behind efforts to collaborate. For
example, co-operdion may be motivaled by such things as political pressure, socid-
sentific  interest, pragmatic or humanitarian reasons,  financid gain, anti-medicd



sentiments, or political resgance (Lagt, 1986, cited in Green, 1994). Korber (1990) hes
correctly pointed out that the important factors & dteke in the South African debate
concern the power druggle between systems regarding access to patients and resources,
a wdl as professond controls Those who promote the legitimecy of heders may be
seeking legitimacy themsdves, and it is worthwhile to examine what each paty involved
in the debate on indigenous heders sands to gain or lose (Fassn & Fassn, 1988, cited in
Green, 1994).

Desriptions of, or suggestions for, the nature of the collaboraion practitioners are
exhorted to engage in ae surprigngly rae in the South African literature. Matters
concerning where, or in what sdting, collaboration or integration should take place (eg.
on hospitd grounds, in ward rounds, as pat of a multidisciplinay team, in the hede’s
sacred hut) are seldom discussed. This absence is notable precisely because such issues
concern power relationships between the practitioners.

Various authors have tried to address some of the complexities of defining an gopropriate
working relaionship between indigenous heders and menta hedth (Green, 1994; Hopa
et al., 1998, Klenman, 1988, Korber, 1990; Kottler, 1988; L. Swartz, 1989). Most
diginguish between two goproaches, those of “integration” and “collaboration’. As
Green (1994: 20) agues, dbet from an AIDS prevention and management perspective,
“integration” implies, and would entall, “fundamenta dteration in both heding sysems
and in the roles of the respective practitioners, dthough in practice it is the traditiona
heder who is expected to change’. Green (1994: 20) warns agang the extraction of the
indigenous heder from higher sodd and soiritud functions in the community and hisher
subsequent insertion into the medicd hierarchy as a “second-rate paramedical worker”,
agquing tha this might disupt, anong other things, a community’s capadity to atend to
and solve it'sown socid and hedth problems.

Smilaly, some authors have voiced concen over the posshility that proposas for
integrating heders into the hedth system, for example, in the Depatment of Hedth's
White Paper on the transformation of the hedth sysem (Depatment of Hedth, 1997)



may represent atempts to incorporate and control indigenous heders within the existing
biomedicd hedth sysem (Korber, 1990, Van Damme & Masko, 1997). Kottler (1988)
has made the important observetion that cdls for the professondisation of indigenous
heders have come lagdy from the “dominant dite¢’ (those within mentd hedth and
biomedicine), rather than from heders themsdves. She argues that such cals have behind
them images of indigenous heding as “polluted” and “dirty” (Douglas, 1966, dted in
Kottler, 1988). Therefore, proposds tha heders professondise and become subject to
the controls of professond bodies, such as the Hedth Professons Councl, or an
independent body within indigenous heding, may aso reflect atempts by prectitioners to
change indigenous heding into a less thregtening or harmful practice (Kottler, 1988;
Kleinman, 19833). However, professondised indigenous hedes would pose an
economic threat to the medicd professon, snce heders would then receive a portion of
dready scarce state resources (Korber, 1990; Green, 1994).

Chavunduka (1986, cited in Kottler, 1988: 13) regards professondisation as an important
move for “tacticd” reasons rather than “pragmatic’ ones (eg. improving ther training),
gnce it would “prevent politica impotence in the face of the powerful medicd sysem’.
But snce heders are usudly consulted according to ther reputation, it is likdy that it is
the sdf -proclaimed hedlers who stand to benefit most from professionalisation.

Van Danme and Masko (1997) of the Traditiond Heding Organistion of Africa
uggest that a separate and autonomous Indigenous Hedth Department be crested that
could “co-ordinate dl future inter hedth (sc) systems co-operdtion from an early Stage,
. have executive powers and a forma role in naiond hedth care management and
policy meking’. However, cetain authors, both within and outdde of indigenous heding
point out that the bureaucratisstion of a heterogeneous and plurdidic indigenous heding
sydem would involve fundamentd changes to indigenous heding itsdf (cf. Kattler,
1988; Green, 1994). The smultaneous need to secure governmental power, resources and
sanction through the creaion of bureaucratic dructures, while mantaning the
diginctiveness and autonomy of indigenous heding represents an important dilemma in
the debate on whether heders should professondise.



The gtuation is further complicated by the absence of any unitary representative body for
indigenous heders with which the government may conault (Kottler, 19838; Korber,
1990). Rdatively recently, however, requirements by locd government hedth
depatments (for example, in the Northen Province) to negotigte with only one
representative  structure  for  heders resulted in the meging of deven different
assodaionsinto a Sngle association (Bodibe & Sodi, 1997).

Other recent devdopments in government have seen paliamentary proposds for the
formaion of a dautory council tha will manage the regidration of dl qudifying
traditiond heders and promote training, ressarcch, and the credtion of a traditiond
medicine database. Its task will be to develop a code of conduct and mantain discipline
in the professon, while fadlitating co-operaion among traditiond heders the medicd
professon, and the government (Baeta, 1998, Hess 1998). Additiondly, these proposds
indude suggedtions for the forma divison of indigenous heders into four categories the
inyanga (traditional doctors or hebdids), the sangoma (diviner), birth atendants or
midwives, and traditiond surgeons who manly do drcumcisons Interesingly, Spiritud
heders were not included because their training and accreditation was "unclear” and "ill-
defined" (Baeta, 1998: 554).

“Collaboration” on the other hand, implies a working rdaionship between somewha
equa patnes the form of which would require additiond fleshing out. Green (1994)
suggests a kind of collaboration in which appropriaie referrds are made between heders
and ther mentd hedth counterparts, and there is a mutud exchange of certain skills and
knowledge. Many who advocate this gpproach dso suggest that it would be preferable for
eech sysgem to practise within its own framework, and for patients to have access to both
(Korber, 1990). Such suggesions are usudly supported by arguments that emphesse
(irreconcilable) differences between indigenous heding and biomedicine or mentd hedth
(Korber, 1990; Kottler, 1988). Whether this is indeed the case or not, as L. Swartz (1996)
has observed, such a view contributes to judifying a continued lack of underganding of
indigenous hedling by its mental hedlth counterparts.
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The drcumstances in other southern African countries may be informative and certain
South African authors have tried to draw indghts from them (eg. Freeman, 1988).
Korber (1990) reports that in Zimbabwe indigenous heders were legdised in 1981 and
organisd into the Zimbabwe Nationd Traditiond Heders Associaion (ZINATHA). By
1990 it had edablished two medicd schools and four dinics. Hedes are indructed to
seek scond opinions, and to refer patients to hospitas for certain conditions. In
Zimbabwe it has been widdy speculaied that “neurctic’ problems can be trested by
heders, whereas “psychotic’ problems should be left to the care of “advanced western
medicing’ (Freeman, 1988).

In Ghana and Zambia heders receive governmenta assstance, and are usudly the firgt
line of contact for patients Twumas and Warren (1986, cited in Korber, 1990) argue that
in these countries indigenous heders have been influenced by “western” medicine and
ae increedngly regarded as an acceptable occupationd group. Ghanaan and Zambian
doctors regard them as collaborators in contributing to efforts to provide a naiond hedth
sarvice (Korber, 1990). In the above cases it gppears that successful co-operation has
teken place only with changes to indigenous heding prectice in the form of medica
training, and itsinditutionaisation.

Green (1994: 26) describes what he terms “cultura distance” between indigenous heders
and “medicaly educated Africans and their expdriae advisrs’ as a factor condraning
collaboraive programsz. Some African government officids may fed that indigenous
heders may prgect images of backwardness, of the primitive, and even of the illegd, and
regad heders as a “somewha embarassng anachronism”, paticulaly when deding
with foreign or outsde donors (Green, 1994. 30; cf. Bodibe & Sodi, 1997). As a reault,
Green (1994) agues govenmets may oppose officda recognition for indigenous
heders.

2 Notions of “cultura distance” between Africans (rather than between Africans and Europeans) are rare in the South
African literature. Green's (1994) point highlights the persistence of apartheid ideology in the tendency for cultural
difference (particularly in the debate on indigenous healing in South Africa) to be cast in racia terms.
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2.4.3. The casefor collaboration

Mogt of the literature is uncriticaly podtive about the need for some form of
collaboration between indigenous heding and mentd hedth (Ensnk & Robertson, 1999,
ae a notable exception). Proponents of collaboration with indigenous heders in the
psychological and psychiatric literature gppear to employ three broad lines of argument in
ther raiondes for collaboration. These arguments reflect assumptions that affect the
ways in which indigenous heding is framed in the various papers and reseerch dudies

reviewed here.

The fird builds a case for collaboration by highlighting datidics, such as the results of
Depatment of Hedth surveys that suggest tha a large proportion (up to 80%) of the
population dreedy mekes frequent use of indigenous heding (Bodibe & Sodi, 1997),
smultaneoudy with biomedicine and move between them in ways that do not follow
evolutionis predictions, i.e that the more urbanised Africans become, the more they will
meke use of biomedicing leaving behind indigenous heding (Bodibe & Sodi, 1997,
Endnk & Robertson, 1999; Hopa et al., 1998). As Endnk and Robertson (1999) point out
in relaion to psychiaric patients, and Green (1994) argues with regard to AIDS and
sexudly trangmitted diseasess whether indigenous heders ae acknowledged by
biomedicine or nat, in redity they are widdy consulted, often in conjunction with, or in
preference to, doctors and mentd hedth professonds. As estimated by the Department
of Hedth in 1997, indigenous hedes have numericd superiority over ther medicd
counterparts. There are goproximaidy 350 000 heders in compaison with 300 000
medicd personnd in South Africa (Bodibe & Sodi, 1997). These daidics do nat,
however, reflect the heterogeneity of indigenous heding; it is not specified what
proportions of these heders are made up of diviners, herbdigs or fath heders ec. As a
result, a number of authors have commented on the benfits that a sharing of medica
knowledge with indigenous heders may have for addressng nationd hedth problems
such as AIDS. However, these same authors are dso quick to point out the danger in such
proposds of heders being coopted into the medicd sysem as lower-gaus hedth
workers (Green, 1994; Hird, 1993; Korber, 1990). Foder and S. Swartz (1997) make the
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important point that smple piecemed insation of indigenous forms of heding into
exiging biomedica dructures tends to undermine ther power as disinct explanatory and
heding modds.

Second, with the current emphasis in the nationd hedth drategy on primary hedth care
(Depatment of Hedth, 1997), and in light of the shortage of medicd and psychiaric
personnd in rurd aess and in wha is often refered to as the “community”, indigenous
heders are seen as readily available and accessble complementary practitioners who can
provide care for people before they come to occupy vaduable hospitd beds and use
experdve resources (Coughlan, 1995). Green (1994 19) assats that in most of Africa
traditiond heders

are the acknowledged de facto primary hedth care providers in rurd aress,
and this is not only by default. High concentraions of heders in periurban

aress uggests that they are dill frequently consulted even when hospitds and
cinicsare avalable,

Third, indigenous heders are argued to provide more culturaly appropriate and “holidic’
cae for some African patients where “western” prectitioners fal (Bodibe & Sodi, 1997;
Green, 19%4; Hopa et al., 1998). In addition, heders are depicted as enjoying grester
presige and credibility in hedth and spiritud maters (Green, 1994; Hebgst & Biritz,
1986). Admonitory cdls feature in a large proportion of the indigenous heding literature,
in which “wesern” (sometimes implied “white’) mentd hedth practitioners ae
condructed as wholly different and “culturdly encapsulated’, and therefore unable to
underdand ether indigenous heding or African people in generd (Bodibe & Sodi, 1997).
The assartion that indigenous heding is especidly effective with African pdients is very
often made without adequate empirical evidence, and is usudly accepted a face vaue
because of its resonance with dominant discourses that idedise African culture (cf. L.
Swatz, 1996). As mentioned above, these arguments condruct indigenous heding as
something exdusively for Africans and neglect the published literature on the problems
of witchcraft (eg. Evans & Singh, 1991), or the potentidly harmful effects of some of its

17



methods (Dickinson, 1998). Moreover, indigenous heders ae commonly represented as
being automdicdly able to underdand African patients by virtue of the fact that they are
dso African, and ae thus better suited for ther care. In pardld with the debate on
Africanisation, such an approach (which focuses predominantly on “culturé’) tends to
ignore other important factors which may lie behind peoples use of indigenous heding,
such as the inaccesshility or inadequacy of existing medicd or mentd hedth care
(Korber, 1990; Green, 1994).

An important sudy by Ensnk and Robetson (1999), dthough limited snce it is only
goplicable to the experiences of psychiatric patients, provides an interesting counter to
wholehearted proposals for collaboration. In a comparative dudy of paient and family
sidaction with psychiaric services and indigenous heders, Endnk and Robertson
(1999) found that while patients were sdified with ther encounters with herbaiss and
fath heders, they reported negative experiences with diviners. Moreover, they found that
patients use of “indigenous names’ as explanatory categories for the distress did not
preclude their being sdisfied with psychiatric services They recommend “further direct
dudy of indigenous heding practices for individuds with mentd illness’ (Ensnk &
Robertson, 1999: 40). As will be discussed further in the following section on research
into indigenous heding, such “direct” sudies are rare.

2.4.4. Studies of indigenous healing and collabor ation

The following is a review of dudies or accounts of indigenous heding practice, and in
catan caxes indances of collaboration  with mentd hedth, found in the
psychologica/psychiaric literature. To begin with, it is interesing to note here tha no
reseerch with the explicit am of determining the efficacy (or othewise) of indigenous
heding was found in the literature (except perhaps for Edwards, 1986). As L. Swartz
(1996) has commented, much of the literaure on indigenous heding contains
decriptions, rather than andyses of, indigenous heding processes. It ssems dear that
conventiond outcome-based designs applied to dudies of psychotherapy (as have been



uggeted by some) might not be wholly gopropricte when sudying indigenous heding
(cf. Korber, 1990). However, despite the fact that such studies would present complex
methodological chdlenges, their aisence is congpicuous. L. Swartz (1996) has argued
that this has much to do with the condruction of indigenous heding as unknowable to
outsders, and a regard for attempts to examine it as evidence of disrespect for African
culture (eg. Hopaet al., 1998).

As mentioned ealier, it would be ussful here to recdl the three “contexts for interpreting
mentd hedth and illness’ identified in the literature by L. Swartz (1989), dnce it is
posshle to caegorise the literature on indigenous heding in a amilar way. It would
however be an aror to think of these as mutudly exclusve “contexts’. For example,
many accounts that interpret indigenous heding in terms of its socid context may dso
employ notions of the “African persondlity”.

The African world-view/personality

Most psychologica/psychiaric accounts of indigenous heding that employ the concept
of the Africen persondity or world-view follow a somewhat smilar forma. Studies by
Herbs and Britz (1986) of collaboration with heders in an “indudrid” setting, and of
Wittstock, Rozentd and Henn (1991) & a primay school, are illudrative. Both reports
begin with a rationde for consulting with heders, which often indudes some notion of
“culturd” appropriateness, as mentioned aove. This is followed by an “authoritative
overview” or description of African culture and the role played by the indigenous heder
in it, usudly without any reference to research. In these accounts, African culture is
assumed to be daic and homogeneous, and Africans are podtioned as passvely subject
to its presriptions. Nether of these sudies atempts to andyse the consultation process,
dthough Hebs and Britz (1986) provide a lengthy and detalled description of the
proceedings.



An interegting feature of the above dudies is that in both cases the mentd hedth
professonds dlowed the heders to operae independently. Wittstock et al. (1991: 852)
even go as far as to date that “the heders power and datus in the community would be
undermined if they were perceived as pat of the [mentd hedth] teem”. Herbst and Britz
(1986: 7) report the decison to cdl in indigenous heders as a “dragic dep” and a “last
resort”, while Wittstock et al. (1991: 852) conddered it a necessary step when “western
beiefs and interpretations did not seem adequate’. In both reports, the need for
indigenous heders is framed as a solution to a problem of a gStuation resdant to
interrogation by “norma” means. In these accounts, indigenous heders ae seen to
provide interventions that cater to the superditious and irrationd African mind, which

cannot be reached by “western” reasoning.

In a chapter odengbly addressng policy issues Bodibe and Sodi (1997) provide a
largdy polemicd “overview” of indigenous heding that mydifies the work and
effectiveness of indigenous heders Far from teking policy debates forward, Bodibe and
Sodi (1997) take great pains to el out the uniqueness and vdue of the African world-
view, and to dress the difference between “contemporary Anglo-American vaues’ and
“traditiond African vaues’. A number of “uniquely African” problems are described,
which therefore require for ther resolution “techniques tha are uniquely and pertinently
African” (Bodibe & Sodi, 1997: 186). Propitistion ceremonies conducted to appesse
ancedors and circumcison rites are proffered as the correct solutions, effectively ruling
out “western” practitioners from offering any useful interventions. Heders in this account
ae cad as nauradly closer to patients, while “western” practitioners are depicted as
ignorant and foolishly cynicdl.

The solution to this lack of culturd knowledge, as recommended by both Bodibe and
Sodi (1997) ad Hopa et al. (1998. 13), is to “reduce the ignorance, prgudice and
uspicion among western and  traditiond  practitioners  about  their counterparts . .

[through] . . . joint workshops, seminars and/or conferences . . . to encourage the
practitioners to lean @out each othe”. It is implied then that collaboration would



automaticdly and unproblemdticdly begin to occur if only “we would learn about each

other's cultures’.

Res=arch dudies done in other contexts meke use of Imilar notions of culture and are
illugrative. Suryani and Jensen  (1992) describe  efforts a  collaboration  between
psychigrids and traditiond heders in the management of an episode of “mass
dissociaive disorde” in Bdi. Smilaly to writers in the South African context, ther
decription of Bdinee culture is framed in lagdy essentidig terms, incdluding relevant
agoects of Bdinese beliefs and hdp-sesking habits The vdidity of this expostion of
Bdinese culture (which is then used to make sense of the interventions described later) is
unquestioned, presumably because one of the authors of the report appears to be

Bdinex.

It is paticularly rdevant that the authors describe this as a “rurd” consultation, and an
intervention a “community-level”, which seems to necesstate a discusson about issues
of definiion and open conaultation with the “community”, that would likdy not have
been rasad in the dinica/hospita setting. In the hospitd sdtting, the organisation of
goace underlines the power of psychiary to define patients identities, for example in
locked wards (cf. Rose, 1994). The issue of whether a diagnostic name will be upseting
to a paiet is less likdy to be conddered, and the name is not necessaily given to a
patient. It seems that working outsde of this setting occasoned gregter atention to issues
of power, community suspicion, and lay-professond rdations than might have been the
cax in the hospitd with an individud. The authors neverthdess reserve the right to
define the gtuation, which they do in psychiaric terms Interesingly, they concdude by
recommending less direct contact between mentd hedth professonds and indigenous
heders in order to minimise conflict over treatment, and avoid attempts to change each

other’ s practices.



The social context

There are reativey few accounts in the psychologicd and psychiatric literature that seek
to underdand indigenous heding within its socd and culturd context. The work of
Hariet Ngubane (1977) and Manton Hirg (1990, 1993) ae dggnificant exceptions,
dthough both are anthropologiss and not directly involved in menta hedth care. Hirgt
(1993) conducted an ethnogrgphic sudy of the Xhosa amaggirha (diviners), undergoing
the traning himsdf. Despite its extravagant dam tha “divinaion is an indigenous form
of Freudian psychoandyss’ (1993 97), Hird's dudy provides some access to
underganding indigenous heding symbols and practice on its own tems It shows due
respect for the process by which heders are cdled by the ancestors, but dso alows for
explanations that account for sodd and economic reesons behind initigtion  into
indigenous heding. For example Hirs (1993) describes how becoming a diviner could
be a culturdly avalable means of redressng serious interpersond difficulties in the
family, as wdl as an entrepreneurid means of eanng money outsde of formd, low-
paying employment. Hirs's (1993) work is dgnificant in tha it enhances the credibility
of indigenous heding by trandaing its key concepts and symboals into forma academic,
anthropological  language, without compromisng its complexity. Although in the find
andysgs Hirg (1993) assats the essentid gmilarity between (western) psychoandyss
and divining, his detaled ethnographic accounts prevent the crude collgesng of
indigenous heding practices into psychologicd concepts.  Additiondly, the detal of
Hird's (1990; 1993) and Ngubane's (1977) works on indigenous heding heps to avert
the tendency in South African psychiary to focus on the peculiar and exotic (L. Swartz,
1986).

In one of the few reports of collaboraion between indigenous heding and psychiary,
Hird, Cook and Kahn (1996) goply anthropologicd and psychologicd concepts to
indigenous heding (in this case the Xhosa amagqgirha or diviners), Studing it within a
socio-culturd  context, and eaboraing meanings around Xhosa symbols and  practices
paying specid atention to the issue of sodid rdaions and somatisation (a psychoandytic
notion). These authors base ther arguments on the thess that with the “Cgpe Nguni”, the



human body is symbodic of the socid body, and therefore “illness and disorder ae
interpreted among the Cgpe Nguni as being caused by unresolved conflicts in Sgnificant
socid rddionships with kith and kin” (Hirg et al., 1996: 256). They andyse severd case
dudies in this context, broadening interpretations of predominantly somatic symptoms —
the somaic mode, they ague is a common way in which Xhosaspesking people
communicate distress — to acknowledge them as expressve of emotiond and particularly

socid distress.

Their andyds of the case of Ms G is paticularly pertinent to the present research in that
it is an account of the ways in which both the heders and the psychidric team
conceptudised and made sense of Ms G and her difficulties As the psychidric team
ddiberaed over a diagnogs of psychatic illness diviners were invited to consult with Ms
G. Hirg e al. (1996) contrast the narrow, “meaningless’ interpretetion of Ms G's
gymptoms as dgns of psychiaric illness, with the sodaly contextudised interpretation
offered by the divine's who explaned thaa Ms G was being tormented by evil Soirits
(amafufunyana) relaed to her husband's unfathfulness, and her falure (due to her
Chrigian beliefs) to peform the requiste traditiond rituds connected with her mariage
and the birth of her children. Hird et al. (1996) atempt to conceptudise this agtiology of
Ms G's symptoms, which comprised religious or spiritud and somdic dements, in terms
of the stresses of socia and culturd change.

Sonificantly, dthough ther conduding plea tha “shades’ and somdistion be
recognised amply as culturd modes for the expresson of socid conflict represents an
important counter to the medicdisation of these expressons this assartion highlights the
complexities of accounting for indigenous heding concepts within - psychologicd  or
anthropological  discourse,  particularly  when  produced for a professond or academic
audience. While this account may render indigenous heding concepts accesshble to a
wider audience, there is ds the potentid for them to overamplify these concepts, and
therefore trividise the work of indigenous heders. Hence, the above assartion that shades
ae “dmply” expressve of socid conflict may ironicdly reproduce the margindisation of
indigenous heding.



Psychological theory

There are only a few indances in which authors have applied psychologica theory to the
task of underganding indigenous heding. Schweitzer (1977) has used phenomenologicd
theory in his account of Xhosa “categories of experience’. He makes many comparisons
with “wegern” forms of hedling and experience. Burhmann (1984) is wel known for her
Jungian gpproach to indigenous heding rituds and symbols, comparing for example, the
ukuthwasa initistory “illness’ through which heders ae cdled, to Jung's theory of
individugtion.

Comparative studies of indigenous healing

A number of dudies may be found in the South African psychiatric/psychologicd
literature that examine African concepts and idioms of didress or illness Many of these
dudies dso atempt to evduate the equivdence of these terms with DSM-IV psychiatric
categories and what ae temed “culture-bound syndromes’ (American Psychidric
Asocidion, 1994). The socid condruction of these categories is to vaying extents,
acknowledged or ignored by these sudies Mogt however, refy both the psychiatric
caegories and African idioms or concepts of didress they atempt to undersand and
compare (cf. Kleinman, 1988).

Pdtzer (1998. 191) has documented the socid demographics, concepts of illness, “case
load’, and training and specidisation of indigenous heders in the Northern Province, in a
largdly postivie  and  biomedicdly biased account. Thorpe (1982) has  sudied
“psychodiagnogtics’ in Zionig fath heding. Although he has employed a quditeive
methodology, the research is based on universdig assumptions and collgpses indigenous
idoms and explanaory concepts into psychiaric caegories Mkize's (1998) review of
the literature on amafufunyana concludes smilarly. Mogde (1999) has argued tha the
Tawana idiom of didress “moriti wa letswde’ (literdly, “shadow of the bread”) is
culturdly specific, but in an dtempt to integrate “western psychology and the origind
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experientid world of black patients’, Mogde (1999: 73) has equated it with the DSM-IV
caegory of somatoform pan disorder. The vdue of these accounts in dispdling
ignorance by bringing African terms and concepts into the forma academic arena is
debatable. It may be argued that their condruction of these idioms of disress as red and
invariant objects in effect amounts only to their goproprigion into a more “culturdly
sengtive’ biomedicd discourse.

Endnk and Robetson (1996) document destriptions by indigenous heders  of
“indigenous categories of didress’, such as amafufunyana, ukuthwasa and ismnyama
eskolweni (thought to be eguivdent to bran fag syndrome), to determine whether it
would be possble to indude them in epidemiologicd <udies They condude that
dthough the “categories’ studied correspond with aspects of certain DSM-IV  psychiatric
caegories, they ae inaufficently dealy defined and ae used vaioudy to deote a
vaigy of dflictions or difficulties. In addition, they note that symptoms are nether
prioritised nor tightly enough circumscribed in these * categories’.

Importantly, when comparing the ways in which hedes in thar dudy mede use of
idoms of illness with those of patients and their families (cf. Lund, 1994, dted in Engnk
& Robertson, 1996; Lund & L. Swartz, 1998), they point out that these categories were
employed by hedes as rdaivdy discrete, producing accounts that  “accentuate
ethnospecific features’ (Endnk & Robertson, 1996; 162). This finding suggests that the
terms or idioms usad by indigenous heders are by no means authoritative and cannot be
conddered to be representative of the experiences or undergtandings of al Africans. It
d highlights the role that hedes and not only medicd professonds play in

reproducing discourses about illness and socid norms.

While contributing to an underdanding of Xhosa idioms of didress Ensnk and
Robertson  (1996) acknowledge that sudies such as thers, which condruct categorical
representations  of didresss may contribute to indiscriminate  goplication  of  these
caegories in the name of culturd sengtivity. Sgnificantly, they are not unequivocdly



podtive about indigenous heding, which they argue, may dso be unhdpful in atributing
causes of digress to bewitchment, for example.

Underganding the nature of what is known as amafufunyana, has been the subject of
many psychologicd and psychiaric dudies. It has been compared with the DSM-IV’s
brief psychotic disorder (Mkize, 1998), and ds0 undestood as a form of hygeria or
dissociative disorder (Guiness, 1992, cited in Endnk & Robertson, 1996). Lund and L.
Svatz (1998) invedtigaed the experiences of Xhosagpesking schizophrenic patients,
and concluded that the term amafufunyana is used in complex ways as a diagnodic,
explanatory and aetiologicd concept. Arguing from a sodd condructionist  pergpective,
they assart that questions of which “diagnosis’, whether amafufunyana or psychoss is
correct, are irrdevant, dnce paients employ both terms in understanding thelr condition.
Smilaly, conaultaion with indigenous heders to daemine wheher something is
“culturd” as opposed to “psychiaric’, a common way in which the debate is dructured,
would fdl into the same trgp of refication.

Ensnk and Robetson (1999) conducted a comparaive invedigation of psychidric
patients (and their families) experiences of psychiatric services and indigenous heders
in Cgpe Town. Importantly, this sudy is one of the few that attempts to address the issue
of improving communicaion by demydifying indigenous concepts of illness. The
authors dso take a more criticd goproach towards indigenous heding, and warn agang
na ve endorseent of its practices. Its dgnificant findings were twofold. Frs, Enank and
Robertson found that patients reported being stisfied with herbdigs and fath heders,
while having predominantly negative experiences with divine's, who had promised, but
were unable to produce, the results patients had pad substantid amounts of money for.
Second, as | have previoudy mentioned, pdients expressed less dissatisfaction with
psychidric sarvices than was expected, incduding those who undersood ther illness
predominantly in terms of indigenous explanatory caegories. They condude tha since
illness concepts and treatment are not uniformly bound and coherent, “the use of
indigenous names does not preclude satisfaction with conventiond psychiaric services’
(Engnk & Robertson, 1999: 23).



In what appears to be the only study of its kind, Edwards (1986) conducted a standardised
compaison of the interviewing, assessment and treatment planning procedures  of
indigenous heders and dinicd psychologigts.  Although Edwards interviewed  his
paticipants, his gpproach is essentidly pogtivid, and his results compare quantitetively
the different prectitioners “interview orientations’. Edwards (1986) reports that heders
emphasised “supernaturd” aspects of the interview, whils the psychologists emphassed
“naurd” dements. He dso reported dgnificant agreement on diagnoss and trestment
choices between the two groups, and perceptions by patients that both types of
practitioners were equdly hdpful. He ses up far andyss two gpparently mutudly
exdusve and oppositiond categories— those of the naturd and the supernaturd.

Edwads (1986. 1275) concludes that these findings confirm that people edecticdly
embrece both traditiond and moden medicne, in addition to reemphessng the
“universal  components of psychothergpy shared by both traditiond heders and modern
hedth professonds’. Unfortunately he does not daborate on these universds Edwards
then recommends further research to assess the demand far, and implications of greeter
collaboration. Interesingly, Edwards (1986. 1276) dso indudes in his recommendations
a cdl for ressarch into the “effect of modernisation, education, economic, socio-culturd
and political change on traditiond and trangtiond societies and their related help-seeking
behaviour”.

2.4.5. Summary

The present review of the literature has not been exhaudtive. However, it has highlighted
some of the sdient features of the current debate. With some exceptions, problematic
notions of the African worldview or persondity continue to be used by contemporary
authors in accounts of indigenous heding. Biomedicd universdism in pogtivig-
informed research continues to dominate, and very few authors within menta hedth are
conducting gudies of indigenous heding that st out dther to criticdly examine its

processes or account for the socid or discursve context which produces and sudains it.
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Furthermore, those who advocate collaboration with indigenous heders do not st out
any practicd recommendaions for such an endeavour, and make no reference to the
possble difficulties inherent in such atempts With the exception of L. Swatz (1986,
1987, 1996), no specific atention has been pad to the ways in which the condruction of
culturd difference has sructured the current debate on indigenous hedling.

Lagly, no dudies have been conducted tha have examined the implications for
collaborative arangements between menta hedth and indigenous heding, of the
differing illness conceptudisations that practitioners might employ in their atempts to
understand and help patients (Foster & S. Swartz, 1997).

2.5.RATIONALE AND AIMSOF THE STUDY

Mentd hedth professonds diagnoses and conceptudisations of patients illnesses form
an integrd pat of the practice of psychiary, and are an important Ste for the production
and reproduction (or subverson) of notions of culture (L. Swartz, 1989). These
psychiaric formulations play a role in condructing identities for both patients and
practitioners, as well as dructuring power redions between them (cf. Terre Blanche,
1997). Paticulaly in the South African context, these effects may depend to a large
extent on the way “culture’ is condructed in these formulations. Debates over whether an
indigenous heding intervertion would be “culturdly gppropriate’ in a paticula case
would invariably involve some kind of negatigion of illness underdandings between
practitioners. This negotiation may resemble that between psychidric professonas when
deliberating over the dgnificance of “culturd” issues in formulaing a more “culturd”
underdanding of a patient's problems (L. Swartz, 1998). For example, a particular case
may be condructed as inscruteble to the understanding of “western” professonds, and
anendble only to treetment by indigenous hedes On the other hand, psychiaric
conceptudisations may hold greater legitimacy because of ther incorporation of
universdig aspects of biomedica discourse. Furthermore, a drict biomedicd  diagnoss



and conceptudisation would postion psychologigs and “dlied” professonds as wel as
indigenous hedlers, with fewer rights to spesk and make trestment decisons.

The purpose of the research is to examine discourses, with particular emphass on
discourses aout culture and illness, in two didinct but rdaed aess i) psychidrigs,
psychologiss and indigenous hedes conceptudisaions of a diagnodicaly ambiguous
case, and ii) thee prectitioners tak about collaborating with each other in deding with
this case. In addition to the specific emphass in this sudy on discourses of culture and
difference, the reproduction of (or resstance to) power relaions and postions in these
discourses will dso be examined. In 0 doing, it is hoped that the reseerch will throw
light on some of the isues tha may aise as mentd hedth workers and indigenous
heders attempt to find a practicable arrangement for collaboration.



CHAPTER THREE
METHODOLOGY

3.1. INTRODUCTION AND THEORETICAL BACKGROUND

In this chapter | outline the methods and theoretical approach informing this study. |
begin with a brief discusson of discourse andytic goproaches in order to provide a
theoreticd context, and return to this in gregter detail in the find section deding with
the andyds of the interviews | adso discuss the condruction of the vignettes and
interview schedules used, the sdection of participants, and some issues rdated to the
need for an interpreter.

3.1.1. Discourse analysis

The mehodology employed in this dudy is lagdy informed by discourse
persoectives which are concerned with the ways in which language conditutes the
vay things it gopears to describe. Accordingly, much of the work of discourse
andyss condds in teasng out the sysematic condruction of objects in language in
ways that meake them seem both natura and red. Furthermore, critical discourse
andytic gpproaches, such as that of Parker (1992) — which operationdises the work
of Michd Foucallt — atend specificdly to the operation of power in discourses.
Power, in this perspective, relates directly to the ways in which people are produced
or pogtioned as cetan kinds of “subjects’, and how this subjectification is effected
through dominant, inditutiondised knowledges, for example, psychiaric discourse
(Levett et al., 1997).

An atempt was made to utilise methods that follow from, and are congstent with, this
theoretica gpproach. Having briefly described this background, | will now discuss
these methods, and the reasoning behind their use.



3.2. CONSTRUCTION OF VIGNETTESAND INTERVIEW SCHEDULE

Two vignettes were condructed and presented to the participants. Vignette 1
described detalls of a “case’, while Vignette 2 described a scenario in a psychiaric
hogpitd, in which an indigenous heder is consulted by mentd hedth practitioners in
relaion to the case described in Vignette 1. Their condruction is discussed in more
detail below.

3.2.1. Congruction of Vignette 1

Vignette 1

Mr X is a twenty-five year old man living in [name of suburb] who is brought for help by
his family. When asked what is happening to him he replies that this is not necessary a
you can read his mind. He mentions that he can talk with spirits, whom he can see, but is
evasive, and appears confused and preoccupied with something. He says that these spirits
are here because there are people in his family who are jedous of him. He complains that
he cannot think clearly and worries that he has done something wrong, but believes that a
spirit may have entered his body and may be responsible for his actions. His family
reports that there has been a change in him over the past few weeks as he spends more
time aone than he used to, and is often found to be crying.

The case in Vignette 1 was specificadly congdructed to dicit tak about culture and
difference in relaion to an African patient, and owes much to Smilar vignettes used in
ressarch by L. Swartz (1989). It dludes to some of the symptoms of schizophrenic
and mgor depressve disorder, as described in the DSM-IV. Although other
diagnogic systems are used in psychiary, such as the World Hedth Organisation’s
ICD-10, the predominant diagnodic sydem in use in the traning of dinicd
psychologiss in South Africa is the American Psychiatric Asocidgion's DSM-I1V
(Swartz, 1998), and the symptoms in this vignette were therefore checked according
to its diagnodtic criteria

Vignette 1 was desgned s0 tha from a psychidric or mentd hedth perspective it
would not fit unambiguoudy the diagnogtic criteria for any one psychiatric disorder.
Diagnogic complexity would invite speculation about agtiodlogy and other detals
concerning the patient's higory. In practice, cases are often diagnodticaly complex,

and in this sense, care was taken to ensure the vignette was as plausble as possble,
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based on my own experience as an intern psychologist in ward rounds. | recognise
that the choice of what | have termed a “diagnogticaly ambiguous’ case represents a
degree of bias towards psychiary. No paients fit unproblematicay into diagnogtic
caegories, and the practice of diagnoss is an essentidly reductive process (Kleinman,
1988, Good & DeVecchio Good, 1980). However, in practice there are degrees to
which psychiaric caegories may be sad to “fit” with the way patients present, and
“culturd  issues’ ae often invoked to explan vaidions in presentation. A
“diagnodticdly ambiguous’ case would therefore facilitate speculation and tak about
“culturdl issues’. In addition, psychidric terminology was omitted 0 thet as far as
possble Mr X <houd not be thought of by the mentd hedth professonds
exclusvdy in psychiatric terms.

The vignette dso had to be accessble to the indigenous heders who may or may not
have had knowledge of psychidric caegories dnce the heders interviewed had hed
varying degrees of contact with psychiatry. With this in mind, an atempt was made to
indude Xhosa idiomaic expessons of didress in the case description. Not only
would thee expressons improve the vignettes accesshility, but they represent
important aspects of the way in which African psychiatric paients present to menta
hedth services (Ensgnk & Robertson, 1996). Since patients who come to the atention
of menta hedth professonds often employ terms such as amafufunyana or
ukuthwasa to account for their experiences (cf. Lund & Swartz, 1998, Ensnk &
Robertson, 1999), the case vignette was dso condructed so that symptoms resembled
characterigtics of amafufunyana and ukuthwasa (es described by Ensnk and
Robertson, 1996).

Furthermore, the indudon of thee features would fadlitate tak about “culturd
rdabdling” amongst the mentad hedth professonals (Swartz, 1998), and for example,
how what may gopear to be a symptom of psychiaric disorder might be a common
ad “non-pathologicd” phenomenon in  another culture (American  Psychiatric
Asocidion, 1994). Additiondly, the theme of suspicon of jedousy from others was
incduded snce it may be read by psychiaric practitioners as suggesting an aspect of
paranoia, while being an important part of suspicion of bewitchment, which has been
found to be a common explanation given by African psychiaric patiets for ther
difficulties (cf. Endnk & Robetson, 1996). Interedingly, there ae frequent
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references in the literature to the role of envy or jedousy in writing about “African
psychopathology” (eg. Hirg et al., 1996). In my experience as an intern, it is a
common theme for discusson by mentd hedlth professonds.

In important respects however, it may be agued that this vignette may not be
paticularly accessble to the indigenous heders, and this is an issue to which | retun
in the find chapter. Xhosa idioms for the expresson of distress were gleaned from
psychiatric research, and not checked for linguistic gppropriateness. In addition, since
the vignette resembles psychiaric referrd notes to some extent, it could be argued
that it is cas in an unfamiliar (to the heder) psychidaric nardive (Swatz, 1989;
Ensnk & Robertson, 1996).

Findly, dl of the paticipants were presented with the vignette in written form in
English. However, the vignette was trandated ordly into Xhosa for the indigenous
heder by an interpreter with whom | had previoudy discussed the vignettes. Aspects
of the interpretation and some methodologica difficulties are discussed below.

Choice of location, age and gender

The choice of Mr X's suburb was made so that the vignette would likdy be read as
being aout an African person. My having mentioned explicitly that he was African in
the vignette might otherwise have prompted the participants to place undue emphess
on this detal. In addition, in my expeience, in bah ward rounds and case notes
practiioners do not usudly refer specificdly to a patient's “race’ or “culture’, but
rather dlude to it by referring to the patient's spoken language, or the area in which
the patient lives That it is possble to do this reminds one that socid and geographica
divisons in many South African towns and cities continue to exig dong “recid”
lines.

Mr X’s age of twenty-five, and his gender, were chosen in order to limit the scope of
discusson. Fire, the late adolescent/young adult period is cited as being the average
age of onst for most mgor psychiaric disorders in the DSM-IV (American
Psychiaric Association, 1994), and discusson about adolescent issues or  those
relding to middle or lae adulthood was thus avoided. Second, S. Swartz (1995) hes
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demondrated that in the higory of mentd hedth care in South Africa the
condruction of African madness is both strongly “gendered’, as wel as “recidised’.
While both mde and femde paients ae postioned in vey spedfic ways in
psychiatric discourse, according to ther gender, there is a long hisory of discourse
tha spedificdly dides femininity with madness (Eagle, Frenkd, Green & Wolman,
1991; Mills, 1997, Showdter, 1987). The complexities of an andyss of the gendered
postioning of female African psychiatric paients is beyond the scope of this study. |
dso recognise however, tha the separation of gender and “culturd issues’ in
discursive studiesis problematic?,

The interview schedule

The interview sthedule for Vignette 1 addressed the following themes (see Appendix
A for interview schedule). Participants were asked to:

discuss diagnoses or to talk about what they thought was hgppening to Mr X;;

provide an account of how they understood its having come abolt;

fill in other details they would have conddered likely to be true of Mr X;

comment on the trestment or care Mr X would receve;

discuss any possible problems they might foresee in the care of Mr X;

relate any experiences they had had of deding with people amilar to Mr X in
thelr practice.

Responsss to these questions could be examined for the ways in which, firdly, notions
of “culture’ are usad in conceptudisng Mr X’'s dfliction; and secondly, the manner
in which such condructions are implicated in the pogstioning of Mr X, and of the
different prectitioners, in relation to one ancther.

% | do not wish to imply here that constructions of “male psychopathology” are somehow gender-free. S. Swartz
(1995) has discussed the very significant ways in which males, and specificaly “black” maes have been
positioned in colonial psychiatric discourse.



3.2.2. Congruction of Vignette 2

The second vignette described a Studtion in which menta hedth practitioners and an
indigenous heder ae involved in working together in Mr X's care. This vignette was
condructed with the purpose of diciting tak about culturd difference, differences in
prectice,  posshiliies for negotition and conflict, and power rddionships in
reference to each other and the collaboraive stuation. The vignette is ddiberately
openended, to facilitate speculation and projection.

Vignette 2

This same Mr X is admitted to the loca psychiatric hospital, and seen first by the
psychiatric registrar. After examining him, the regidrar refers Mr X to the dinicd
psychologist for psychologica assessment. It turns out that there is difficulty in deciding
on Mr X's diagnoss, and how best to hdp him, and it is decided tha an indigenous
heder should be consulted. An indigenous heder is invited to the next case conference,
a which the registrar who admitted Mr X presents his findings. This is followed by a
presentation of the assessment results by the clinica psychologist. Some discussion
follows, after which Mr X is cdled into the room for questions. The heder begins
performing a divining ritual to identify Mr X’s difficulties. Once the heder is finished,
Mr X leaves the room and more discusson follows. The indigenous heder is asked to
give hisher understanding of the case. There is disagreement about what the heder says,
and a debate ensues.

Some authors within indigenous heding have expressed concen over the likely
dominance of biomedicine in government proposas for collaboration (Van Damme &
Maseko, 1997). In order to fadlitate discussion in this regard, this vignette presents a
scenario that is biased towards psychiatry in that collaboration tekes place in the
psychiaric hospitd, and an indigenous heder is consulted only after difficulties with
edablishing a psychiaric diagnods for Mr X ae encountered. Furthermore, the
indigenous heder performs the divining ritud during a psychiaric case conference.
Case conference or ward round research has demondrated that, gpart from providing
opportunities for joint decison-making in the interests of patients, these conferences
ds provide a gdte for the reproduction or contesing of professond boundaries and
power reaions (Swartz, 1989).

As mentioned previoudy in the literature review, detaled descriptions of dose
collaboration between heders and mentd hedth professonds are rae, and there are
subssquently very few recommendations as to where or how collaboration should take



place. Of course, there are many other dtuaions or settings in which collaboration
may occur, but this vignette incorporates the characterisics of some of the reported
ingances of collaboration in the literature (eg. Hirg et al., 1996). Podulating such a
senaio would  fadlitate discusson of the kind  of  disagreements  different
prectitioners might have, and how these might be resolved, within a mentd hedth
context. For example, in the psychiaric doman, concerns about power might be
paticularly sdient for indigenous heders.

The interview schedule

The following themes were explored in this part of the interview:

generd thoughts about the vignette;

regponses to the way the case was dedt with (eg. decison to admit Mr X, to
conault the indigenous heder);

idees dout how the other practitioners might have undersood wha was
happening to Mr X;

the kinds of disagreements practitioners might have with esch other;

aprojected conclusion for the vignette;

difficulties practitioners might encounter in working together on this case;

the advantages of working together on this case;

previous experiences of collaboraing with ether mentd hedth or indigenous
heding.

Responses to these questions would provide more explicit texts of the condruction of

the different disciplines and their practitioners, and of the relationships between them.

3.3. PARTICIPANTS

Two dinicd psychologigs and a consultant psychiaris from a psychiaric hospitd in

the Eastern Cgpe paticipated in the <udy. All three of these mentd hedth
professonas were chosen for ther experience in daly contact with patients such as



Mr X. An indigenous heder {(gqgirha) who praectised divination was sdected from the
surrounding aea, who had had previous collaboraive contact with psychiatric
hospitd  gaff. Significantly, as there ae no “formd” means of establishing the
reputebility of indigenous heders this one was sdected on hearsay (snowbadling).
The last participant was someone who occupied the intefaces between many
positions. She had been trained as a nurse and had worked in generd hospitds and in
primary hedth dinicss as wdl a having recently undergone training to become an
indigenous heder. She dso occupied the podtion of podgraduate Student/academic,
and was sdected for the indght she might be able to give on her experience in
working within both the indigenous heding and biomedicd sysems No dam as to
the representative nature of the participants used in this sudy is made, since from a
discourse andytic perspective nether the Sze of the ressarch sample nor the
randomness of ther sdection are relevant. Rather, paticipants ae sdected for
richness of materia (Banister, Burman, Parker, Taylor, & Tinddl, 1994).

3.4. PROBLEMSASSOCIATED WITH THE USE OF AN INTERPRETER

An interpreter was required for the interview with the indigenous heder, who spoke
isXhosa and was not fluent in English. The interpreter was sdected for having hed
previous experience in interpreting for a number of other ressarch dudies in the
Rhodes Universty psychology depatment. As | have mentioned above, the
interpreter was required to present the vignettes ordly to the indigenous heder, and
interpreted during the rest of the interview. Prior to the interview, | met with the
interpreter to discuss the ways in which the vignette was to be interpreted to the heder
and immediatdy met with some difficulties We could not be sure, for example,
whether there were equivadent terms in Xhosa that would help the heder diginguish
the roe of a dinicd psychologig from tha of a psychiarid. In addition, the
interpreter was not involved in the transription of the interviews, and thus no
comparison could be made between the recorded trandation, which would no doubt
have been influenced by the exigencies of the interview gtuaion, and the heder's
actud words. Although in a discurdve sudy, the “true’ intentions of the spesker are
irrdevant (Parker, 1992), it must be acknowledged tha the transcript that was findly
used for this sudy was the production of the complex and layered interaction between

37



mysdf as researcher and both the indigenous heder and the interpreter (Bantjes,
1999). | have atempted to address the sgnificance of these difficulties of trandation
for the andysisin the find chapter.

3.5. RECORDING AND TRANSCRIPTION OF THE INTERVIEWS

All of the interviews were audio-tgped, and no notes were taken during the interviews.
These audio tgpes were then transcribed to obtain a generd sense of the interviews,
and did not include details such as stresses on certain words, and the lengths of pauses
etc. The transcription notation used by Parker (1992) was consdered sufficient for the

purposes of this study.

The following is a key to the transcription notation used in illustraive extracts in the
andyss

[] Indicates words inaudible.

0 Indicates words whaose accuracy isin doubt.
Indicates a pause in speech, or that the extract was taken from the middle of a
sentence.
Indicates that intervening speech has been omitted.

/1 I ndicates words spoken while other is spesking.

# Indicates points in the interview a which ether the indigenous heder or the
interpreter are spesking Xhosa

3.6. ANALYS SOF THE MATERIAL

Andyss of the transoribed interviews is informed largdy by Paker's (1992
goproach to discourse andlyss. Paker (1992) sets out a number of criteria for
diginguishing discourses, which | will summarise here in order to outline the kinds of
questions that will be posed to the text in the course of the andysis.



To begin with, Parker (1992: 5) defines discourse as “a sysem of datements which
condructs an object”. Discourses ds0 operate in the podtioning of subjects, thet is, in
producing “paticular types of sdf” (Parker, 1992 9) which have vaying rights to
ek within particular discourses. In the condruction of these objects, discourses dso
smultaneoudy and often implicitly mgp out a picture of the (socid) world and how it
works. The culturd “rules’ implicit in these ways of organisng the world may be
idertified by a condderation of how the discourses would ded with deviaions from,
or objections to the terminology used in the discourse | will, accordingly, identify
discourses in terms of their condruction of objects (eg. “culture’ or “mentd illness’),
the pogtioning of subjects (eg. the “white’ psychologist as “ignorant”), and the kinds
of (socid) worlds they presuppose and “defend”.

Discourses dso refer to other discourses, and in this sense, they are dways in
didogue and in conflict with other discourses. As Parker (19920 13) dates, “the
contradictions within a discourse open up questions about what other discourses are a
work”, and it is these contradictions tha dlow space for resistance to dominant
meanings. Additiondly, a discourse may be sad to “fold aound” upon itsdf and
comment or reflect on its own way of spesking, in reference to its own contradictions,
for example, or to assert how important it is to gpesk in that way. This dlows
ingdances of the discourse, as they appear in other texts (eg. in debates about
education), to be identified (Banidter et al., 1994).

The andyss tha follows will therefore not be “sagedbased’, or atempt to reflect
postions in any holigic way, as discourses and subject postions intersect across the
texts from the differet paticipants. The discourses will be identified in the body of
texts taken together, and ther interactions and aress of overlgp or contrast will be
demondrated.

Paker (1992) ligs three “auxiliary criterid for identifying discourses which connect
discourse andyss with critical practice That is they dtend to the ways in which
discourses may reproduce or subvert inditutions, the power reaions (and resstance
to power redions) these inditutions entail, and how discourses may have ideologica
effects through their connections with other discourses which sanction oppresson.
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These criteria ae of crucid relevance for the present study, as they impinge on
relaions between the different practitionersin their talk about working together.

There ae some methodologica difficulties associaied with Parker's (1992) gpproach
which mugt be noted here. These reae to the gpplication of Parker's (1992) discourse
andytic goproach to the andyds of interviews, which represent co-congructed
accounts (or generated texts) between the participants and mysdf as researcher.
Parker's (1992) approach deds very effectively with “pregiven’ or “finished” texts
condructed previoudy in another communicative event (Kvae 1996), such as a
toothpaste tube (see Banider et al.,, 1994), and these texts are andysed by Parker as an
addressor of the reader. In contradt, the use of texts here which have been generated in
the context of an interview dtuation, has necesstaed a grester emphass in the
andyss on subject pogtioning (eg. Hollway, 1989). Furthermore, Parker (1992) does
not gopear to address the interpretetive difficulties of relating meanings in interview
excerpts to the entire interview. This tenson is reflected in the following andyss in
tha my reading of individud excerpts has been framed by my reading of the full
interview. Moreover, when aticulating discourses and ther effects, in certain cases |
coud not find a corresponding interview extract containing dl of the illudrative

features.



CHAPTER FOUR
ANALYSS

4.1. INTRODUCTION

In this chepter | attempt to draw out and examine the magor discourses rdevant to the
research question, with reference to illudrative interview materid. In the course of this
andyss, | will eaborate only cetan discourses separady. Other discourses will  be
discused primarily in terms of ther effects in interaction. For the sske of darity
however, it is necessary to provide a brief description of the discourses “identified” in the
talk of the participants. They are asfollows.

professonalist — in which “professonds’ are condructed and separated from non-
professonds in terms of thar expertiss, commitment to an ethic of service, and their
authority to identify (or define) illness and precribe and supervise a course of
corrective action;

psychiatric — in which the objects “mentd illness’, its corresponding “patients’, and
the myriad diagnogic and thergpeutic principles and procedures they require ae
congructed; predicated on the ontologicd redity of “mentd illness’;

psychological — in which “inner dynamics’, “emotions’ and the injunctions to sdf-
reflexivity and sdf-rectification are congtructed;

indigenous healing — in which &flictions such as * amafufunyana” and “ ukuthwasa” ,
their manifedation in the body, and their roots in the neglect of traditiond customs
are constructed.

It must be noted that the identification of discrete discourses is atempted here only for
the reader's convenience, and bdies the complex intertwining of multiple discourses
throughout texts (Baniger et al., 1994). Further, in liging them | do not intend to imply
that they ae unitary and homogeneous discourses For example, there are ggnificant
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differences between the operations and effects of humanig-informed psychologicd
discourses, and those of psychoandytically-informed psychologica discourses.

“Discourses’ identified in other dudies for example “dmilaities’ and “differences’
discourses (Kottler, 1990), and “culture-as-thergpy” discourse (Wetherdl & Potter, 1992)
ae d evident in the interviews and are rdevant to this andyds A didinction could be
made between these uses of the term “discourses’, and Pake’s (1992) definition of
“discourses’. While Parker (1992) is concerned with the conditutive effects of discourses
and their connections with ingtitutions, these “discourses’ are more “thematic’, and
decriptive of verdgons of the socid world (cf. Mills, 1997).

| will now provide a brief overview of the andyss which follows. The vignettes dicited
some of the expected psychiatric/psychologica diagnoses and  conceptudisations from
the mentd hedth professonds In ther discussons about differentid diagnosis, there
was much tak about psychods, and to a lessr extent paranoid schizophrenia, affective
disorders and anxiety disorders. As hoped for, there was much tak about “culturd
issues’ in thar conceptudisaions of the adtiology of Mr X's problems. As | will
demondrate, the overiding features of this “culture tak” ae two apparently
contradictory condructions of Africen culture, both of which emphasse an African
“callectiviam” or “commundism’. On the one hand, African culture is condructed as
highly familid and group-oriented, and therefore dso holidic, naturd, and hospitable to
the mentdly ill. On the other, the vauaion of conformity and loydty to ancedtrd
tradition in Africen culture places dran on individuds and is therefore dso
“pathogenic’. Both condructions of African culture are defined in contradistinction to a
“wesern” culture, which is condructed as both harsh and pressurised, and dso more
“advanced”.

The vignettes dicited discusson from both indigenous heders that contaned interesting
contrasts and resonances with the tak of the mentd hedth professonds. The academic
and professond traning of the heder/nurse was evident in the interview, which contains

many indances of forma academic discourse. Her responses were aso sructured dong a



diagnogic nardive, reflecting perhgps her medicd traning. In contrast, the second
indigenous hede’s response to the vignette and interview was quite unexpected and
highlights some important assumptions and shortcomings in the conception and design of
this sudy. These will be discussed in more detail in the find chapter.

| would like to point out here that in drawing contrasts between the talk of the heders and
that of the mentd hedth professonds and referring to specific participants 1 do not wish
to dtribute these discourses to the intentions of individua speskers. Nor do | wish to
reproduce the dichotomy between indigenous heders and psychiatric  professonds.
However, cetan detals about speskers (eg. their professon, gender and “race’) are
integrly bound up with ther postions as usars (and subjects) of discourse and ae
important to the analys's (Parker, 1992).

Note tha the interview extracts used bdow ae identified by the pogtion that is
“goeeking” (eg. psychologist), and a number (eg. [1]). Andyticd comments in the text
will refer to the number associated with the rlevant interview extract.

4.2. PROFESSIONALIST DISCOURSE

What | would like to cdl a “professondis” discourse provides the centrd axis around
which the tdk of the mentd hedth professonds in paticular gopears to be organised.
This discourse has cdose resonances with what may be termed a “rationdist” discourse
(Banigter et al., 1994), and it is noticesbly dbsent from the interviews with both
indigenous heders. The man feature of professondis discourse is its sharp divison of
professonds from non-professonds.

Psychiatrist [1]: Well | mean | would try and negotiste a pragmatic um gpproach ‘cos it's
redlly the patient that’ s a stake not any of the professionds/hmny.

Psychiatrigt [2]: I'm largely led by the family ok so if the family want to take him to a
traditiona hesler, um you know 1I'd need to establish what ther understanding is, what their
expectations are, and if it was reasonable within that | would support it you know.



Psychiatrist [3]: Um . . . but | think when we identify potentia sources of harm, wherever it
might be, then we'd counsdl the subject and their families. But you see we can advise but we
can't control, nor should we /ja, but we can certainly advise

Psychiatrist [4]: The patients need protection from psychologists, psychiatrists, traditional
heders

Psychologist [5]: We as psychologists know, that the [words unclea] so to speak, is very
much dependent on what the client wants, what the patient wants . . . . So in the end it's
gonna be the patient that decides what does the patient want to do. They kind of do anyway
fjal s0. In our professon psychiaric and psychologicd, the patient comes to us /hmm, as
they do to the heder . . . um but [ ] we often lose someone 3 or 4 times for 3 or 4 times before
they come back and they’ re ready to /hmn then be compliant with the medication.

Psychologigt [6]: . . . if there was a debae around a patient who | believed to be in serious
difficulties . . . ok this would obvioudy tend toward more psychiatric issues than . . . but |
would object if somebody said that I'll er chuck a few of this and er kill that and everything's
gonnabefine, I'd beinclined to say no.

The above excerpts illusrate some of the principa features of professondist discourse.
Professonals are pogtioned as dedicated to an ethic of service, and to the provison and
betterment of care; they are responsble, careful and ddiberae in ther work, and ae
indignant about harmful practice, of which they are aware they may dso be capable (see
psychiarig [3] and [4], and psychologig [6] above). Furthermore, professonds ae
identified by ther raiondity, moderation, and pragmetism, exemplified aove in the use
of words such as “negotiate’, “redigtic’ and “reasonable’ (psychiatrist [1] and [2]).

The recipients of professond sarvices are refered to as clients, whose pogtioning in
professondig discourse condructs ther needs and opinions as being of primary concen
to the dedicated professond (psychologist [5]). For example, in the excerpts from the
psychiarig [2] and the psychologist [5], the decison to consult with an indigenous heder
is not made unilaterdly by professonds but is dlowed to be “patient- or family-driven”.
At the same time, professonds in this discourse have the datus of experts, and ther
cients as wdl as nonprofessonds, are required to defer to ther authority. As such,
those people addressed by professondist discourse fed a strong pressure to obey or be
regarded as foolish and imprudent. The excarpt from the psychologist [5] above assarts
that petients who indst on disobeying professond wisdom soon “came to ther senses’
about the need to be “compliant with the medication”. In this excerpt, together with that
from the psychiarig [3], professonds are podtioned as paendly and sagey tolerant



and pamissve of both the freedom and folly of patients This pogtioning cedts any
expresson of ressance from patients to the prescriptions of professonds as unwise and

na ve

As Louw (1988 76) agues professond practice is based on a scientific body of
knowledge and professonds high levd of expetise is highlighted by requirements of
gringent traning and professond regulaion, and consequently, professonds “do not
have to argue thar vdidity dams’. Importantly, the emphass on sarvice and kill serves
to condruct professonds as indegpendent of political intereds. Professonds are
characterised by ther membership of indtitutions, authority in ther areas of expertise, the
boundaries of which are carefully negotiated and policed; dringent procedures for their
licenang and regidration; and a sense of high status (Louw, 1988).

Thus far in my discusson of professondist discourse, | have focused primaily on the
postioning of professonds in redion to the users or recipients of professona services.
In laer discusson, | will argue tha professondis discourse postions  indigenous
healers, as non-professonds, as both irrationd and potentially dangerous.

4.3. PSYCHIATRY AND “CULTURAL ILLNESS’

In this section, | address the condructions of Mr X’s dfliction in participants response to
the vigndtes as objects within psychiaric and psychologicd discourses and ther
deployment in arguments for (or againgt) indigenous heding and psychidric intervention.

When asked to outline ther underdanding of Mr X’s difficulties, the mentd hedth
professonds in paticular placed great emphess on the diagnodtic difficulties presented
by Mr X. As mentioned above, a number of possble diagnoses were advanced, and were
taked about in such a way as to st in oppogtion the “ordnary run” of psychiaric illness
on the one hand, and on the other, something that was unusud, “aypicd” and defined by
“culturd  issues’. This “aypicd” dfliction is condructed in different, sometimes



contradictory ways, tha emphasse amilaity or difference with “ordinary illness’ to
vaying degrees. The dmilaities and differences discourses mentioned above are
implicated here in the dructuring of arguments for or againg ather indigenous heding or
psychidric intervention, and will be referred to during the course of this discusson. Ther
interactions in the condruction of “culturd illness’ are dedt with below.

4.3.1. " Cultural illness” and psychiatry’suniversal power

Both psychologids in this sudy refer to the posshility that Mr X's dfliction is what they
term a “culturd illness’ (see excearpt from the psychologist [8] beow). In their use of the
term, the universdity of both psychiatric diagnods and treatment is dearly asserted. Firg,
“culturd illness’ is formulated as merdy the culturdly shaped expresson of “known”
psychidric iliness

Psychologist [7]: . . . the thing about cultures is they have different presentations, different
illness behaviour if you know what 1 mean, ok. They articulate it differently. It doesn't neen
that the actud illnessis different.

The privileging of “form” over “content” in defining psychiaric illness (cf. Kleinman,
1988) rdegaes culturd differences to mere embdlishments upon the underlying redity
of psychiaric illness. Thus for example the fact that a person hears voices is given
grester diagnogtic sgnificance than what those voices are saying. The meaning of the
voices may differ “across cultures’ snce the content is culturdly shaped, but the very
presence of voices dgnds pathology (cf. Paker et al.,, 1995). Sgnificatly, this
formulation dlows psychiaric professonds to address culturd differences  without
having to make any subgtantid dterations to clinicd practice. The paient's own account
is deemed largdy irrdevant, and diagnoss for example becomes the smple reductive
“decoding’” of aypicd symptoms to reved the universd psychiatric illness (Good &
DeVecchio Good, 1980). If the patient's account can be dismissed, there is no need to
develop a subtle understanding of his’her experience.



Alternativdy, within  wha might be cuddy temed a culturd rdaivig approach,
“culturd illness’ is condructed as an dfliction unique to African patients (other patients
have “ordinary illness’), which is rdated to anxiety or the dresses of family conflict or
other socid problems:

Psychologist [8]: . . . you know prognosis depends on diagnosis okay so if this is just a
culturd illness, if it's related to family troubles and being unemployed and suff like that, as
long as there are no heavy substances thrown in then | would say that the prognosis could be

quite good /jdl.
Psychologist [9]: | mean were taking here about initigion and the diagnoss of thwasa |
mean fjal that you know . . . can cause incredible anxiety /hmmv/ in genuine cases that I've

Psychologis [10]: | mean if you want to know what thwasa is it's usudly more of an
emotiondly based kind of illness. . .

In the excerpt from the psychologist [8] above we see culturd illness condructed as a less
svere condition than is “red” mentd illness and therefore has a good prognoss
Additiondly, in the excapts from the psychologig [9, 10] above ukuthwasa is
mentioned as an example of this culturdly-specific “culturd illness’ (cf. Endnk &
Robertson, 1996).

Although the condruction of an dfliction unique to African patients (Imilar to the
definition of “culturebound syndromes’) may seem to rdy on a kind of culturd
rddiviam, in its definition by the mentd hedth professonds as a vaiation of menta
illness, there is a re-dffirmation of psychidric illness as universd. Within the context of
psychiatric care, the smultaneous assertion of difference over and aove a fundamenta
gmilaity hdps to postion mentd hedth professonds as respectful of culturd
difference, while being the exdusve owneas of the skills needed in the dleviation of
“culturd illness’. An extreme rdaivism removes psychiary’s right to spesk; this
formulaion furthers its continued hegemony. The condruction of “culturd illness’ as a
vaigy of mentd illness (whether culturdly-specific or culturdly-shaped) implies that it
can be adequatdy managed by psychidric professonds, and does not require the
intervention of indigenous heders
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An interedting aspect of the condruction of the power of psychiary is demondrated in
the noton of its a&dlity to effectivdy “contain” patients through both
psychopharmacologicd means and through “ligening to” them. Congder the following

extracts.

Psychologist [11]: But, if it is just a culturd thing, helll settle very quickly, ok. So the
response to treatment is very very different to someone who is psychotic in a schizophrenic
sense, ok . . . and if you take a schizophrenic person, someone who is genuinely psychotic
and you treat them with antipsychotics, they ill take a while to settle down /ja. Typicaly
these kinds of people, you take them out of the source of their trouble, and um, you contain
them, and treat them, and they respond very very quickly /hmm/. Especidly when they're
being ligtened to and heard you know.

Psychologis [12]: | think whatever whatever's hgppening to somebody . . . um . . .
containment is the firs order of busness. The degree of the contanment depends on the
degree of the dtress /hmm/ or distress that he's in. Um . . . the bit about him sort of er
spending time aone and crying and stuff like that suggests that he certainly needs to be
contained. /hmnv . . . . So the degree of indght often tells you how much they should be
contained. No insght, much distress, lots of containment. Um good insight . . . perhgps um
with managesble degrees of didress, less containment. You know on the diding scde of
containment probably therapy provides the most gentle degree of containment, when you see
somebody, provide that initid contact, and let them go home /hmm/ ok. Now a hospitd say
in a locked ward, provides the most degree of containment for somebody without any insight,
who's held againg their wishes /hmnvV. And just very often that holding um is pat of the
trestment, you know it's not to remove them from society, it's a[ ] to provide them with a bit

of structured [ ] so they fed safe /nmm/ ok . . . . Um off the top of my head | would say that
whether it's a culturd illness or not, there's no doubt that he's in distress he's crying, he's
withdrawn, um he's not coping ok. Um, and | would imagine . . . that therés a chemicd

somewhere that's going to . . . precipitate um his recovery. /hmm/ Ok? Just hasten it dong a
little bit. However having said that | must say that er if we could do the containment side of
things better, if we could provide you know if money was spent on many more psychologists
and many more nurses and we had better wards and stuff, then we could probably get away
with medicating a lot less /hmm/ a lot of the time because the containment that we could
provide would do a lot of that job for us /hmm/, ‘cos that's what chemicas do, they just
contain /hmnV. Um however, everybody is quite prepared to acknowledge these days that
psychiary is a very efficient and cost-effective service /hmm/ in that you get fairly
immediate results um they’ re getting more fine-tuned the chemicals themselves etc eic.

In the fird extract [11], the ragpid response to psychiatric treatment is regarded as
indicative of a “culturd” as opposad to “genuindy” psychotic condition. Psychiaric
trestment is condructed as powerfully efficient in the dleviaion of this “culturd thing’.
“These kinds of people’, refering to those with “culturd illnesses’, ae pogtioned
squardy within the domain of psychiary, beng effectivdy “sdttled’” by the provison of
“containment”, which tekes the form of separation from the precipiteting dress (“the
source of ther trouble’), and “being ligened to’. Practitioners frequent use of the



psychoandytic notion of contanment to describe the work of psychiaric care has been
noted esewhere (L. Swartz, 1989). The concept refers to an aspect of psychotherapy,
requiring that therapits be sendtive to a patient's unconscious communication  (cf.
Casament, 1984) and evokes images of the benign maternd “holding environment”
(Winnicott, 1965; Ogden, 1986).

There are a number of interesting features in the condruction of “containment” in the
second extract (psychologist [12]). Frs, as the foremost priority of treatment, the degree
of contanment indicated for the patient depends on hisher levds of ingght and didress
This condruction has some potentidly penicious effects in that referring to locked
wards and medication as “containing” associates the subduing and managing of patients
who “lack ingght” with images of benign maend care. In 0 doing it obscures the fact
that these interventions often involve the remova of patients rights for example in
involuntary admissions (cf. L. Swartz, 1989).

Second, there is a contradiction in the way “contanment” is subsequently condructed in
this extract. On the one hand, the congdruction of locked wards and chemicds as cgpable
of oontaning pdients, in effect, divorces the notion of contanment from its
psychothergpeutic roots, and the indispensability of communication and underdanding in
its provison. Containment therefore, is jud as eadly and effectivdly achieved through
these phydscd meas, as it is through an intersubjectivdly negotiated thergpeutic
underganding. On the other hand, contanment achieved through the work of
psychologists and nurses, which is necessarily more “psychologicd”, is preferable to that
effected through medication (“we could probably get away with medicaiing a lot less’).
While indicative of dissatisfaction with the exdudvely medicd treatment of patients the
effect of these contradictory assations is to podtion mentd hedth professonds as
working to the best of thar ability under imperfect conditions, in which the expediency
of medication and locked wards in the provison of care acquires judtification. While the
favouring of psychopharmecologicd trestment may be goproprigie or unavoideble,
paticulaly in government psychidric hospitds in which additiond time and personnd
ae luxuries, the condruction of psychiary as aile to efficiently treet and “contan’
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people’s didress through medication, irrepective of the nature and subjective experience
of therr dflicions may contribute to the margindisaion of “psychological issues’ in
psychiaric care (cf. Swartz, 1991). The irony inherent in the prioritisation of the
psychoandytic notion of “containment” as the core of psychiaric care, in the excerpt
above, isthat it ultimately reproduces its own marginalisation.

4.3.2. Difference and the ineffectiveness of “western” psychiatry

Rdativig formulaions of “culturd illness’, as congructed within a differences discourse,
fit wdl with arguments for the need for indigenous heders and the ineffectiveness of
“western” psychiatry:

Psychologist [13]: . . . If it's not the usual western psychiatric stuff ad it is culturd /hmnv
ok, the treatment is something that's a lot more controversa ok. Then you raise questions of
whether our idea of psychotherapy or our idea of counsdling would be useful to this
gentleman /hmm/ ok. My experience leads me to think that it wouldn't /hmm/ ok. Because
the way our modds of counsdling work is that we repackage people individudly ok, we
come from socigties which are extreordinarily individuated /hmm/ ok, our sense of identity
um flowsfrom who weare asindividuds. . . ok that’s certainly not true of (dl) cultures.

Psychologist [14]: But it has to be done genuindly. I'm I'm no good a killing goats /hmm/
and it doesn't doesn't work. It means nothing to me and I'm not perceived as having any
authority in that field.

Psychologigt [15]: Um we each have our area of expertise, and we know a little bit aout the
others, but we're not necessarily experts /hmm/. So I've dready acknowledged that | might
know something about medication, but | [ ] | might know something about ritud and
indigenous hedling, but I’'m not placed to offer that service /hmmy.

In the fird extract [13] above, an argument for the ineffectiveness of “conventiond”
psychiatric trestment for Mr X is advanced, should he be suffering from a “culturd
illness’. The problem of psychiatry’s inefficacy in Mr X’s case is framed excusvey as a
problem of “culturd” difference. As in various other pats of the interviews, this is
achieved through sdting the “individudism” of “wesern” society and the “collectiviam’
of other cultures (to which | return later) in mutualy exclusive oppostion.



In the remaning two excapts from the psychologis [14, 15 &ove, we se the
postioning of different practitioners within boundaries of expertise, which ae defined
and legitimated in the assetion and gppreciation of difference. In particular, culturd
difference functions to “naurdise’ the divison of expetise For example, who may
legitimately prectice within each heding sysem, and which patients may receve
treetment from which prectitioner is agued on the bass of “genuineness’ and
“authority”. The fact tha the psychologist above is “culturdly different” from indigenous
heders pogtions him as incgpable of legitimady peforming any kind of indigenous
hedling intervention. The ineffectiveness of “western” practitioners is an aspect of ther
sves and not of thar methods Tha is dthough they may lean how to do an
indigenous heding ritud, ther “culturd difference” would prevent them from performing
it “genuindy” and with authority.

The converse implication that indigenous heders have no authority in matters that might
fdl within the relm of psychiary is clear. Thus the criteria for professondism dictaie
tha an indigenous heder may only lay cdam to the postion of “expert” as a practitioner
who practices within a sgparate domain, with different methods for different problems.
That is, indigenous heders may be expats only in those fidds in which psychology or
psychigry do not dready have a cdam. Thus “cultura difference’ functions here as a
compelling reason for the clear demarcation of boundaries of expertise and jurisdiction.

Furthermore, in the pogtioning of indigenous heders ther expetise is confined to
“cultura illneses’, which are by implication suffered only by Africans In consequence,
the naturdisng of domans of expeatise beween mentd hedth professonds and
indigenous heders on the bads of culturd difference is in danger of reproducing the old
racidised divison of cae o more likdy, leading to practitioners abnegaing
responghility for the “entirg’ peient. This dividon of labour in some way dso
legitimates a lack of serious attention to adgpting psychotherapy, or “taking cures’ as
interventions for African patients (cf. Parker et al., 1995; L. Svartz, 1991).
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4.3.3. The “demonology of madness”

The prevdence of tadk about psychoss and schizophrenia in the interviews with the
mental hedth professonds is notable, and it is worthwhile here to examine the ways
these objects operate in the indigenous heding/culture debate. In characteriang the
formulation of psychoss within psychoandytic discourse, Parker et al. (1995 115) spek
of the “demonology of madness’. They argue that dominant congructions of psychoss as
both frightening and “othe” within dinicd psychidric discourse produce genuine
fedings of dam and concern in practiioners. While the prevdence of tak about
psychoss and schizophrenia may be atributed to the induson of these diagnodic
posshilities in the vignette, in some respects, it is dso an indicaion of the podtion of
psychosis as the emblemdic image of madness, and its staus as the raison d'étre of
psychiary. The psychiaric professonds interviewed here were paticulaly concerned
that “genuing’ psychoss not be trividised or misundersood, and there was notable
emphagsin their talk on diagnosing it correctly.

As a fird point, it is useful to note that of particular concern to these professonds was
the difficulty of determining whether something is “genuing’ mentad illness or “judt
culturd”. In the following excerpt [16] we ae warned about the hazard of misnterpreting
“red” psychidricillnessas“merdy” “cultura belief sysem”.

Psychiatrist [16]: | would be uncomfortable if active psychopathology, which could be
assisted by western-style trestments, is merdly written off as cultura belief system, if we
missed the depression, if we missed the schizophrenia.

“Culturd bedief sygem” is something fadse, a red hering that could divert one from the
fundamentd and more sious busness of diagnosng and treding bona fide
psychopathology. As an initid response from the paticpant to the diagnodic
complexities presented by Mr X, the above extract [16] seems to caution agang undue
emphads on “culturd senstivity”, given the exigence of mentd illness. In the following
extracts we see the seriousness and force of this warning turning on the congruction of

schizophrenia (as an epitome or extreme case of mentd illness) as universd, frightening



and dangaous. This is achieved through formulations tha highlight both the had
empirical redity of schizophrenia, and the extreme nature and destructive consequences
of psychoss

Psychologist [17]: And therés no question in my mind you know tha e . . . that
schizophrenias a red thing /hmmy/, it's it's an absolutely red thing, and er it doen't it
doesn’t it doen’t er resolve. Schizophrenics don't just like suddenly wake up and they're not
schizophrenics anymore. If they do they weren't ever schizophrenics.

Psychologist [18]: I've dways thought of it as something that's not nice to happen, should be
treated as quickly as possble, and um if not trested, if left to linger actudly has destructive
conseguences. And | would like to maintain that no matter what culture the person comes
from /hmmy.

Psychologist [19]: Psychotic people you can't redly relate to in that sense, because like there
might not be an active stressor going on, or the stressor might not (yet) be severe, but the
person has broken down and has unravelled completdly, and as such you can empathise with
his suffering but you can't quite put yoursdf in his place, because it's just a little bit too far
removed /hmmy ok.

Psychologist [20]: We dways, we dways say tha the proof um comes out in time /hmm/. Ok
if you make the correct diagnods it becomes redly apparent over time and likewise if you
screw it up, if you make a mistake, um and you incorrectly diagnose the person, that ©o
becomes apparent /hmnv ok.

As | have mentioned above, Paker et al. (1995 116) have demondrated how
psychoandytic accounts of madness condruct a redity for dinicans that is both
“fantagtic and frightening”, and makes dl the more “other” the experience of those it
tdks aout. This psychiaric languege is organised in discourse such that dinidans
experience genuine fear and concern for both ther own and their patients safety. The
above excerpts from the psychologig [17, 18, 19] produce sSmilar effects. Interestingly,
the accentuation in the condruction of madness of both its irrefutable redity and severity
may be employed in defence of psychiary, by atacking the romanticdam of anti-
psychiaric arguments (eg. Szasz, 1961) that deny the existence of mentd illness (cf.
Parker et al., 1995).

It ssems tha serioudy entetaining the idea of collaboraion with indigenous heders
occasons a mord lesson (the excerpt from the psychologist [20] above takes this form)
which establishes science and professond standards as safeguards agangt a nai ve anti-
psychiaric sentiment, or agang charlatanism. The emphass on psychiatric expertise and



professondiam serves to judify the excdusve rights of mentd hedth professonds to tak
about and define human suffering in psychiaric/psychologicd terms, in the philanthropic
and therefore indisoutable interests of public safety. There are dear pardles here to the
ways in which the proliferation and increesng populaity of “dterndtive medicing’ has
been received in medicine and psychiatry (cf. Foster & S. Swartz, 1997).

An important implication of this “reaction” to tak about “culturd issues’ and indigenous
heding is tha it indicates the potentid for such debae to chdlenge psychiatric power and
produce depathologisng accounts of human suffering. In many of the interviews with the
mentad hedth professonds, the “diagnoss’ of a “culturd illness’ is regaded as
preferable to that of schizophrenia, if it can be made, Snce it is condructed as having a
better prognoss. As L. Swartz (1989; 1998) has noted, attempts to conceptudise patients
problems in “culturd” as opposed to “psychiaric’ terms may represent efforts by
practiioners to provide an illness naraive with a potentidly better outcome.
Discurgvely, these atempts might be understood as re-pogtioning mentad hedth
professonds as effective and necessary heders, in the face of discourses about petients
problems that thresten to podtion them in disempowering ways Vaious condructions of
African culture may be seen to lie behind such attempts, and it is to these that | will now

turn.

4.4. AFRICAN CULTURE AS“PATHOGENIC”

African culture is condituted in different ways throughout the tak of the menta hedth
professonds in paticular. As | will demondrate, it is condructed in their tak as both
discrete and homogeneous, and as if it were gpplicable to dl Africans This problematic
condruction of culture is employed here in discourses that both reproduce and subvert
racis discourse. It dso gppears in accounts that represent attempts, as | have mentioned
above, to condruct paient nardives with better outcomes, and therefore functions in
resding psychiaric power. In contras, as an object of psychiatric discourse, African



culture gppears as a force in African lives that is decidedly pathogenic. It is to the latter
condruction of African culture to which I will turn fird.

4.4.1. The“cultural stressors”’ of “collectivism”

The mentd hedth professonds in this dudy repeatedly employed notions of wha they
teemed “culturd stressors’ or “culturd demands’, in reference to African pdients. Its
frequent appearance in the paticipants tak about African culture and bran fag
syndrome, as discussed below, is notable,

The “cross-culturd psychology” literature contains many references to the clasdfication
of cultures as ether “collectivis” or “individudis” (cf. Lonner & Madpass 1994). This
somewha problematic and dudigic theoreticd lens is often employed in interpreting the
compardive behaviour of people from different cultures. African culture is sad to be
“collectivig” in that the interests of the socid group are more highly vaued than those of
the individud. Such characterisations of African “collectivism” occur in the literaure
describing the African “worldview” (eg. Bodibe & Sodi, 1997, Hickson et al., 1990),
and these sarve to condruct a psychologicd need for Africans to conform, and to be
grongly identified with the group. These notions are reproduced here in the tak of the
menta hedth professonds. Consder firdly, the following extract:

Psychologist [21]: . . . Sometimes a dressor is that someone hasn't been to initigion school
/hmm/. That's another question that would be . . . you know you might ask if you suspected
that kind of a problem /hmnV you know that in itself can be a stressor and is a siress that you
see sometimes in that context /hmnV [ ] you know. In a sense he's not responding to, | don't
know, what you would cal culturd demands /hmm is this um . . . / and and the whole sdf-
esteem thing that goeswith it [ ] anxiety [ ] that inasense. . . must be acted out.

In this excapt [21], the falure to complele mde inititory rituds is identified as a
possble stressor contributing to Mr X's condition. In this account, culture is refied as a
naturd, invariant and coercive force, with which Africans must comply, or suffer
deleterious psychologica consequences. A “culturd illness’ may reault, if there is falure
to respect or conform to the dictates of culturd tradition.



The drength of cultures “pull”, and therefore the severity of “culturd dtressors’ or
demands made upon Africans depends on ther being “segped in culture’, implying a
pure or true culture in which people may be immersed. Furthermore, the exigence of a
homogeneous culture uncontaminated by the influence of other cultures, as reflected in
the “noddgia for the village square’ (Bibeau, 1997: 32), is thought to be more likdy in
rurd, as opposed to urban aress. Condder the following:

Psychologist [22]: . . . He was a very traditiond . . . steeped, quite steeped in culture as well,
he had a traditiond marriage he didn't marry in court [ ] . He didn't spesk any English /oh/ |
]. So | would sy that this culturd influence was very drong for him. (He wasn't very)
westernised in (terms of his bdiefs). So again that often could increese the chances of tha
sort of . . . of thwasa having ared meaning for him /hmnnv.

In both of the above excerpts from the psychologist [21, 22], “culturd dressors’ are
formulated in such a way as to condruct culture as making fundamenta (“deep’) and
irresdible demands upon African people. Culture is something Africans are compeled to
obey, not something that they participate in as active agents. There is an evocation in
these accounts of caricatured images of Africans as fundamentdist or dogmatic religious
devotees. Conversdly, by implication, the spesker who uses this term, who is not African,
is not dictaed to by a “western culture’ but is pogtioned as objective and impartid, a
rationd paticipant in socety. Wetherdl and Potter (1992) have described  amilar
condructions by Pakehd (European) New Zedanders in their tak about Méori culture.
Through the formulation of Mé&ori as the “culturd group’, it is implied that the Pékeha do
not have culture, but rather a “technicd, practica outlook . . . the attitudes of the modern
world” (Wetherdl & Potter, 1992: 135).

In much of the mentd hedth professonds tdk, ideas tha African people vdue
conformity more than individudity are st in didinct contrast to images of the moden
individud divorced from sodd responghbility and intent only on the pursiit of individud
gan, or growth. In fact, those Africans who pursue individudigic achievement may
auffer the envy of others — regarded by the psychologig in the following extrect as
another possble “cultura stressor”, with which African people cope poorly.



Psychologist [23]: And they do s0 [enter into psychotic states|, um for reasons of poor
adjugment to cultura stressors, o in this case, Mr X might well be suffering because he, as
he says, there are people in his family who are jedous of him. Perhaps he's doing wel at
school and he's suffering the envy of other people. It seems that in [ ] cultures er. . . nobody
likes being envied, but e it s;ems to have fa more devadating consequences /hmmv in [ ]
cultures when you're not seen to be . . . moving adong with the rest of the people, you're a bit
ahead of the bunch. There's a little Xhosa proverb that says um. . . “the nail that sticks out
must be hammered down”, /hmm/ something like that.

Severe psychological consequences are condructed in the above extract [23] as the result
of achieving beyond ones “daus’ and being guilty of excessve individudism, of being
somehow exceptiond, and therefore suffering the envy of others. It is interedting to note
how the reference to a “Xhosa proverb” functions in legitimating this account. The use of
a proverb here implies a common sense, shared by most African people, and in SO doing
it authenticates wha is beng sad. It dso pogtions the soesker as “wiss’, and as
possessing “culturd knowledge'.

The reference to academic achievement as provoking the envy of others deserves a more
detailed congderation, snce there is remarkable potentid in this account for legitimating
racis aguments that atribute African peopleés lack of socdd mohbility or falure to
succeed in “modern” South African society to “ther culture’. These issues cryddlise in
the nation of brain fag syndrome, something which both psychologids referred to in ther
talk about cases they have dedlt with in practice.

4.4.2. Brain fag syndrome

Bran fag syndrome is regarded by many as a “culture-bound syndrome’, and is reported
to be common in Africa where it is thought to afflict secondary school and universty
dudents, often just before important examinations (American Psychiaric Association,
1994; Endnk & Robetson, 1996; Bodibe & Sodi, 1997). It comprises somatic and
cognitive aspects of anxiety, such as poor concentration and forgetfulness, which sudents
atribute to “thinking too much”. It is usudly beieved to be caused by bewitchment.
Guinness (1992, cited in Endnk & Robertson, 1996) argues that this condition could be
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the result of the tremendous familid and financid pressure placed on students due to the
high value placed on education in African countries, as aroute out of poverty.

Both psychologists referred to this syndrome to illustrate some of the issues they deemed
relevant to the case of Mr X. One of the psychologists recounted the case of a femade
patient with a higory of scholagtic difficulty, presenting with anxiety, headaches faigue
and amless wandering, precipitated by repeated falures a school, who was employed, a
that time, as a school teacher. She had been to see an indigenous heder, who had
“diagnosed” ukuthwasa and recommended that she begin traning to become a heder,
which she subsequently began but had to discontinue due to lack of funds. According to
the psychologi, she fdt that she would be cured if she could complete her training. In
the following excerpt, the adtiology of her condition and recommendations for trestment
are discused:

Psychologist [24]: . . . in assessing her it was just pretty obvious that she wasn't . . . she
didn't have great intdlectud cgpacity | mean she faled often a school /hmmV and she was
redly functioning in a job that was far too demanding for her. h a sense ja the stresses of the
job were bringing on this symptomology. Um and | mean | don't know if you know what
brain fag syndrome is /I've heard of it/ ja ja, ‘cos it dmost sort of [ ] the tiredness, the
awxiety aound work /hmmV/ not being able to concentrate . . . . Um ja she was put on
medication but we dso advised her to badcaly resign [ ] from teaching ‘cos obvioudy she
couldn't cope, and dso to continue with the thwasa training, ‘cos in a sense it had, it may
relieve her of that . . . you know academic stress you know.

In the above extract [24], “academic dress’ is paticularised in the condruction of bran
fag syndrome, as peculiar (and centrd) to its aetiology. Removd of the academic dress is
thought to dleviae the condition. The recommendetion to resgn from teeching and to
continue with the indigenous heding training is reasonable in the light of the patient's
higory and beliefs regarding what would be hdpful to her, and conditutes what is often
regarded as good psychiaric practice in that it takes into account her socid context.
However, the medicdisaion of the paient’s difficulties achieved through a diagnoss of
bran fag syndrome individudises her problems, locaing the source of difficulty within a
deficient intellect.



Empiricaly, “academic factors’ may well be associaed with bran fag syndrome, and the
patient mentioned above may dso have been experiencing academic problems. However,
the condruction of brain fag in the above extract, as an example of “culturd illness’, is
emblemdtic of a very paticular condruction of African identity. The atribution of the
antecedents of brain fag to the very specific dress exacted by academic pursuit and work
achievement reproduces notions of African people as being both uninteresed in, or ill-
equipped for, intdlectud pursuit, and ultimatdy, inherently incgpable of coping with the
demands of modern life,

The following extract [25] is interesting because it occurs in the context of discusson
about the possble disagreements between mentd hedth professonds and indigenous
heders, and the hazards of idedisng or romanticiang indigenous heding when there are
“psychidric issues’ involved. These hazards are underlined through an andogy with the
difficulties of maneging brain fag syndrome:

Psychologist [25]: . . . if there was a debate around a patient who | believed to be in serious
difficulties . . . ok this would obvioudy tend toward more psychiatric issues than . . . but |
would object if somebody said that I'll er chuck a few of this and er kill that and everything's
gonna be fing, I'd be inclined to say no . . . What we get very often is, and this is something [
] um . .. what we have is um cases of um kids coming to us who suffer from what's now been
cdled in the literature as “bran fag” syndrome. Ok um and these people again adjusment
disorder with perhaps [ ] psychotic features related to er what happens a school very often
um because people are not coping. Ok and thereé's such a powerful pressure on people to get
an education these days . . . it's like a magic ticket to . . . there are clearly a lot of people who
are bresking down in school ‘cos they smply can't cope. And um we often like to say, we test
you see . . . psychologists test and we test and we find out that the 1Q is about sort of among
the 60's or the 70's or whatever, and we say listen, you're not going to pass. Um . . . what you
need to do is find something else to do and er theré's just no [words inaudible but to the effect
that they wouldn't accept this news] /hmnv.

It is interesting that a patient’s refusa to accept a diagnogs of bran fag syndrome (and
therewith a prophecy of ineviteble falure) is used here to illudrate the naiveté and
obdginacy of an indigenous heder in the face of psychiatric problems (see itdicised part
of the above extract). It is clearly nai ve for an indigenous heder to prescribe rituds for
“sarious difficulties’, as it is irrationd for a person to persst a school when the “fact” of
low intelligence has been proven. The extract continues:



Psychologist [26]: So we think, go back to school, ther€ll be so much pressure you'll relgpse
again, and every time you relgpse it will get worse for you /hmm/. But you know, it's not a . .
. an gppropriate thing to say these days. So there seems to be a lack of understanding around
that kind of thing /jal. You see we grew up in a society where from the moment you're born,
you're streamed . . . , everybody finds their little niche. And er you sort of you know aptitude
testing, you know it's a much more individuated process, much, much, much more you know.
Um and e it's just a totdly different developmental process to what seems to be going on in
the schoolsthese days. . . totally totally different.

This excerpt [26] then develops into an account tha congructs African culture (and its
difference from “our”, “western” society), as the source of African people's difficulties
with brain fag syndrome. Its judification for the abject socid and economic datus of the
mgority of African people in “weden”, individudigic society, by atributing this to the
“developmenta processes’ in African culture, reproduces recist ideologica effects.

Tangled within the two extracts above is the implied pogtioning of African indigenous
heders as nai ve and unredidic adbout their limitations, and therefore incgpable of deding
with people who have “serious difficulties’. As will be demondrated later, the
juxtgpodtion of hard redian with naveté and rationdity with irrationdity appears
throughout the interview texts, in the condruction of both African culture and the
postioning of heders.

In summary, popula (and academic) notions about “collectivism” in African culture
merge with psychiaric discourse in the condruction of the object “culturd stressors’,
with the result that African culture itsdf becomes condructed as somehow
psychologicdly harmful or pathogenic, in the exertion of its requirements of conformity.
On the other hand, the pogdtioning of Africans as backward or inherently deficient,
espeddly in the ability to cope with the demands of modern life, is dso bound up with
this condruction of African culture (in the condruction of bran fag syndrome). Africans
are therefore podtioned as vulnerable smultaneoudy to the dressors of both “tradition”
and “modernity”. As | will argue bdow, this vulnerability is framed by the psychiaric
divison of normdity from abnormdity, informed by humenig psychologicd discourse
thet tekes as its normative modd of hedth the sdf-directed, unconflicted and rationd
individud (eg. Rogers 1961). This fictional ided (Hdl, 1996) is implicated, within the



language of “psychologicd integration”, in the pogtioning of Africans as precarioudy
poised a the margins of “traditiond” and “modern” socid and technologicd worlds

4.5.“CAUGHT BETWEEN CULTURES”

Psychologist [27]: Now the problem is that a lot of um . . . alot of er . . . [tsk] locd people
these days um . . . are caught between cultures. /hmnmV And depending on their socid class
and depending on um their level of education, they might be incredibly resstant, we find that
in the hospitd that the patients themsaves sometimes can be quite resistant but the nurses as
well, incredibly resistant to anything from their own culture, they’ve, they've bought into the
western psychiatric model completely.

Psychologist [28]: | mean in a sense it's being caught between two spheres of meaning. Part
of ... inasense often part of getting over . . . it depends on what sort of mentd illness we're
taking about now but . . . whether it's emotiondly based or (biologicaly) based [ ] um part
of getting over it is cresting some sort of meaning around it or undersanding and in a sense
what the symptoms mean for oe's life. And er | would imagine if you were caught between .
.. two . .. culturd spheres or whatever it can be very confusing to make sense . . . of certain
symptoms [ ] /hmm/. *Cos on the one hand you might be required to perform certain rituas
or @ through certain procedures to . . . traditiondly to address (the symptoms) [ ] so it would
obvioudy creste some sort of anxiety /hmnmv [ ]. Just in terms of being able to resolve the
situation ‘cos | think | mean a lot of it has to do with faith [ ] bdief that a certain . . . that
something' sgonnaresolve[ ]. fjal

Psychiatrist [29]: . . . nurses of the sort of type were taking about, um Xhosa, speak the
language, from the culture etc, they’re in a very difficult postion because they’'ve got one
foot in each camp redly. They're trained in western style menta hedth, um and yet their
roots are in traditiona indigenous er beief sysems. And | think it's redly difficult for them
to draddle that er belief divide. It's very . . . e very few of them manage integration of thet,
and | think expecting them to peform culturd brokering functions when they themsdves
haven't redly sorted out the . . . the difficulty of incomplete um ascription to certain belief
sysems| think it’'s asking too much.

In the excarpt from the psychologist [27] above, the adoption of the “western psychiatric
mode” by African patients or even psychiatric professonds (nurses), is congructed as a
kind of betrayd of on€s true culturd heritage, a heritage that rightly belongs to African
people. The racidised essentidism in this formulation condructs a “true cultura identity”
that Africans are forssking by adopting “western” concepts. Indeed, the expresson of this
sentiment by African authors within mental hedth is not uncommon (eg. Bodibe & Sod,
1997), and recaves powerful backing from popular discourse in current debates about an
“African Renaissance’ that encourage the renewd of appreciation for African culture,
and ces multiple identifications as didoyd (eg. Mangcu, 1998). An asociaion with
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psychoandytic discourse may dso be made here, in the repested use of the word
“resdant”. This usage underlines the power of the psychologist to spesk authoritatively
about the unconscious (“true’) nature of Africans, which is beng denied in this

“resistance’.

The second extract above from the psychologist [28] draws from exigentid-humanist
psychothergpeutic  discourse (eg. Rogers, 1961), in a formulation that podts the
posshility of esrangement from one€s true identity, reulting in a panful internd
“incongruence’. As a result, being “caught between” represents an obstacle to recovery
from mentd illness dnce it evidently hinders the cregtion of unitay meaning around
ones symptoms. It dso renders indigenous heding rituds ineffective, due to a “loss of
fath” in their efficacy.

The extract from the psychiarig [29] was given in reponse to my suggestion that
working with someone who was familiar with both indigenous heding and psychiaric
practice (for example, a psychiaric nurse who had some experience with indigenous
heding), would be preferable to an indigenous heder per se (cf. Green, 1994). In this
extract [29], being “caught between cultures’ is condructed as a paticulaly
incapacitating experience, being the cause of much psychic confusion and emotiond
turmoil. The pathologisng discourse of psychidry in which changing socd and culturd
identifications are framed here pogtions (African) nurses as psychologicdly “not-whole’
(implied by “integration”), and confused and therefore unable to participate meaningfully
in the psychiaric team. The contribution that nurses might meke to discusson about
“culturd issues’ is disqudified on this bass. Moreover, defining the pathology of others
involves a amultaneous outlining of the boundaries of on€s own psychologicd hedth
(cf. Parker et al., 1995). The assartions about the incgpacity of nurses are framed in a way
that implies that the spesker, as (“western’) psychidric professond, has dready
“managed integration” or that there is no integration to have to undergo”.

4 I will not attempt here what would be a complex discussion of the racialised and gendered aspects of this pathologising discourse
Nurses, as both African and female (nurses in psy chiatric hospitals tend to be femae), are further pathol ogised within male-dominated
medical psychiatry. Their positioning here bears a strong resemblance to the way doctor- patient rdaionshipsaresructured (cf. Parker
etal., 1995).



Africans in a pods-gpathed South Africa (“these days’ — see extract from the
psychologig [27] above) are pogtioned in this discourse as paticulaly vulnerable to the
confusons of socid and culturd change. Moreover, in these extracts it is only African
people who experience (and suffer) the ambiguity of culturd complexity; others it is
implied, live in homogeneous culturd worlds. This condruction is interesing when one
condders the increesng acceptance within  psychological  discourses of  post-moden
notions of socid worlds and identities as inherently fragmented (Hdl, 1996). That
identities are condructed in the intersection of multiple and contradictory culturd and
socid discoursesis not pathologised in, for example, Lacaniarrinformed psychoandyss.

The dominance of the discourse which condructs Africans as having difficulty deding
with rgoid sodd change resulting from  “modernisation”, and the introduction of
“wesern” culture, is reflected in numerous accounts found in the literaiure. For example,
Ulin (1974, cited in Green, 1994: 32) speculaes that indigenous hedes may serve the
function of “change brokers’ in times of rgpid socid and culturd change, who are gble to
guide and reasssure Africans who are “torn by the conflicting expectations of ther
changing worlds’. Other authors have framed the difficulties faced by Africans as the
result of conflict between “western” concepts and values and traditiona ones (Wittstock
et al., 1991). Explandions for amafufunyana that formulae it as an “idiom to ded with
awieties associated with falure to cope with the changing way of life in colonid and
pog-colonid society” ae another example (Hirg et al.,, 1996:. 274). Ladly, some
atempts to decondruct conceptions of “South African insanity” have dso reproduced
images of the conflicted African, a the mercy of competing paradigms or discourses (eg.
Long & Zietkiewicz, 1999).

In certain respects, these ways of spesking about Africans pardlds those of Pakehd New
Zedanders in ther tak aout the socid and psychologicd mdase accompanying
Méoris loss of culture as a result of life in “western society” (Wetherell & Potter, 1992).
| will take up useful aspects of Wetherdl and Potter’ s analysis in the following section.



4.6. AFRICAN CULTURE ASTHERAPEUTIC

Condructions of the psychologicdly damaging effects of the abandonment of African
culture, or of its clash with modern “western” culture are reproduced in accounts in both
the mental hedlth literature (eg. Hopa et al., 1998; Wittdock et al., 1991) and media (eg.
Mangcu, 1998) that prescribe the therapeutic bendfits of African culture as remedy to this
anomie. The frequently cited concept of ubuntu is emblematic of notions of a hospitable
and hdligic Africen commundiam dirculaing in popular discourse, that can be found, for
example, in debates on African culture in the media (cf. Mangcu, 1998).

As | will ague in prexriptions by both indigeous hedes and mentd hedth
professonds in the interviews to “heed the cdl” of culture, or tradition, we see culture
discurgvely condructed as a buffering force agangt the dresses and ills of modern
society. The formulation here of the plight of cultureless or confused Africans in podt-
gpatheid South Africa pardlds tha of Wetherdl and Potter (1992), who identify what
they term a “culture-as-therapy” discourse in the condruction of Mé&ori culture in New
Zedand. They ague that such a discourse pogstions Méoris as “non-persons’, searching
for dructure and secure identity, and in their aosence, prone to deinquency and crime
(Wetherdl & Potter: 131). Culture becomes offered as a remedy for socid discontent,
and as a solution that “encourages pride in onesdf and a sef-esteem based on knowledge
of difference’ (Wetherdl & Potter: 132). Importantly, they argue tha the de-politicised
culture-as-thergpy  formulation obscures the sodd and political grievances of Méoris by
re-interpreting ther pligt as psychologicd mdase Wehedl and Potter's (1992)
andyss is replete with examples of the way culture-tak functions in an ideologicd way
to depoliticdise socid issues  This condruction has important  resonances  with
devdopments in the South African context. For example, some have regarded the
psychologica benefits accruing from a return to Zulu traditions as a potentid solution to
violence in Kwazulu-Natd (cf. Koch, 1997), while others have proposed the recognition
and gopropriation of ubuntu as a guiding principle for effective governance and “people-
centred” devdopment (cf. Mangcu, 1998). Paker (1997) has commented on the
disciplinary functions (in the Foucauldian sense) of the concept of ubuntu, as it is



curently being used in psychologicd research and in the South African media in
producing good and responsible African ditizens.

4.6.1. Benevolent primitivity

Psychologist [30]: You know we don't have, we don't have the . . . the culturd metaphors um
to dlow places in society for people that are mentdly ill, you know what | mean. Our
society’s based redly on how quickly you can jump up and down, and how many hours you
can put into your job, and how much money you can make, it's it's high pressure Stuff
/hmny. Indugtrid age /hmm/. Um  information age But neverthdess, their culture hes
dlowed them to occupy that place where they can be mentdly ill, and they can peform some
other function as wel /hmm/. And | find that fascinating because our culture | meen that
would be completely anathema to our culture. You know as soon as you become mentaly ill,
you're fit for nothing /hmnv, largely spesking, despite our adherence to human rights and
suff like that you know it's not cool to be mentaly ill you've got to hide it /jal you kow
wha | mean because the consequences are severe. But imagine living in a culture where you
could go in and out of psychoss, werd things could happen and theréd be no pendty
attached to that.

African culture, in contrast to “western” society, is condructed in the above extract [30]
as highly hogpitable to those who are mentdly ill. According to this account, in African
culture the mentdly ill are nather sigmatised nor separated from society, in contragt to
those in the hash, unforgiving drcumstances of performance-orientated “western”
society. In paticular, it is implied that the commundism and leisure of the African way
of life dlows the mentdly ill to blend in aonymoudy and 4ill be productive community
members. The romanticised primitivity of African culture functions here in a kind of anti-
psychiatric critique of psychiary’s regulaion of “wesern” culture, and its power to
divide (and incarcerae) the ill from the norill. Lucas and Barrett (1995) demondrate the
centrdity of “primitivis” themes in dructuring debates on culture and psychopathology,
and contrast two recurring images in the literature, a “barbaric’, degeneraie primitivism
on the one hand, and a harmonious and thergpeutic (“Arcadian”) kind on the other. L.
Swatz (1998) aqgues that the “culturd reabdling” of African paients dflictions may
be seen as atempts to subditute the negative primitivism bound to images of madness
(cf. Parker et al., 1995), for the pogtive primitivism of African culture This condruction
of the benevolent primitivity of African culture has resonances with the unequivocdly
favourable condructions of African culture mobilised in arguments for the vaue of



indigenous heding in mentd hedth cae For example the southen African Regiond
Conference on Mentd Hedth Policy hdd in 1995 conduded with the following
resolution:

It is affirmed by this conference that the traditiond African worldview and spiritudity is
highly promotive of mentd hedth as regards its understanding of ubuntu, the high vaue it
places on family life and its deep love and respect of children and the dderly. It is affirmed
that the authentic practice of traditiond African forms of heding is vitad to menta hedth in
Africa, its holigic gpproach to heding has much vaue for dl to learn (quoted in Bodibe &
Sodi, 1997: 191).

The emphasis on the thergpeutic benefits of the “traditional African world-view” in the
above quote is driking. The word “traditiond” clearly locates the harmonious, respectful,
family-oriented, and <spiritud/hdlisic  qudities of African culture in the past. This

condruction therefore urges areturn to a prior, pristine verson of African culture.

4.6.2. Indigenous healing: psychotherapy “for the people”

Psychologist [31]: . . . the patients themsdlves sometimes can be quite resistant but the nurses
as well, incredibly resstant to anything from their own culture, they’ve they've bought into
the western psychiatric modd completely. Whereas those of us tha are gpplying it a little
more directly um . . . are quite hgppy to acknowledge you know /hmmv/ that there's a place
um for a more appropriate intervention /hmm/ and we think that these indigenous heders
actudly provide that, in many ways /hmnv. If you if if in your own culturd way you bdieve
um in spirits, and and sacrifice, and dl those things, um just in the same way that in our
culture we bdieve um in the individud, and the pursuit of various . . . gods um and the
conflictsthat brings. . .

Heder/nurse [32]: . . . but um the interesting thing | find in the music, is that it's dmogt like
regresson thergpy that music because the drum beat is very definitdy a doom-do-doom
which is the cardiac, which is like the cardiac cycle, which is the two closures of the atrid
vaves and of the ventricles, and even the anklets and stuff that they have to wear around
ther feet is like this sound of blood flowing, so it's dmogt like, and in fact when they tak
about it when tha thwasa in his traning date, before the limind Sate, is likened to being
back in the womb. He's removed out of society, and put into nature, which is the same as the
baby in the womb, and a lot of the symbolism is associated with being in the womb, so this
music is perhaps like a form of taking a person back into his foetd dtate /hmmv/, and then in
that way they can work out hisillness.

Heder/nurse [33]: | don't think any psychiatrist or psychologist should worry about that, if it
is, if the patient has been diagnosed as being caled, because they actudly get perhaps the
best psychotherapy they can in the care of the heder in that Stuation, where you're doing
dance therapy, you're doing dream therapy, you're doing al sorts of things which are



recognised within the . . . you know . . . psychotherapy /ja. You know, that . . . that world. So
there'salot of focus and love and attention to the person.

In the first extract [31] above (pat of which has been discussed before), a retionde for
collaborating with indigenous heding in mentd hedth is dructured in tems of its
“culturd  gppropriateness’. This is a condruction found repestedly in the literature
advocating collaboration with heders (eg. Bodibe & Sodi, 1997). Interedingly, the
speaker, as a psychologid, is pogtioned in this account as knowing more about patients
“true (culturd) needs’, which they have disavowed in favour of the “western psychiaric
modd”, than patients themsdves Furthermore, both psychologigs and  indigenous
hedlers are pogtioned in this account as possessing the authority and skill to address the
“core dilemmas’ or problems of their respective cultures, what Littlewood (1997: 84) has
teemed “culture heders’. Importantly, Litlevood (1997) aqgues tha this discusve
postioning of heders, whether psychiatric or indigenous, as “culture heders’ serves to
reinforce their influence and maintain ther clientele.

The second excerpt [32] from the heder/nurse above describes an aspect of the trainee
heder’s initiatory dance ritud. It is remarkable in its invoking of metaphors of “naturd”
and “degp” bodily processes in condructing indigenous heding processes. The
association of the drum beat with the “cardiac cycl€’, with reference to the anatomica
detalls of the heat's “drid vadves’ and “ventrides’, links this rhythmica aspect of the
ritua with an essntid and involuntary biologica function. Additiondly, the likening of
the dance ritud, and the entire process of initiaion into heder datus, to a retun to a
foetd date in the womb, vaorises regresson to a child-like, innocent date as a means to
heding. Indigenous heding thus condructed is powefully legitimated as an anciet,
primordid form of heding tha is “dose to naure’ and rooted in the past. It is
unsurprisng thet the prima images used in the condruction of indigenous heding have
been atractive to some within the fidd of trangpersond psychology, and the term
regresson thergpy is derived from trangpersond psychologica discourse (eg. Grof &
Grof, 1989). To my knowledge, there is as yet no published literature on African
indigenous heding within the fidd of trangpersond psychology in South Africa, but it
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has been regaded as an African form of “shamanism’, which is thought to be a
worldwide phenomenon (David Edwards, persond communication, 1996).

In the third extract [33] above there is the further use of psychological terms to describe
the work of indigenous heders. Dance rituds become “dance therapy” and the
interpretation of dreams by heders becomes “dream therapy”. As | will argue later, the
use of psychologicd terms to characterise aspects of indigenous heding may be read as
an dtempt to enhance its credibility and thet of its proponents.

In summary then, the mobilisation of this conglomeration of eulogidic images of African
commundism and Arcadian primitivity (Luces & Barett, 1995) in psychiaric practice,
in the literature and in the media, has the potentid to function in the condruction of a
powerfully compeling agument for the necessty for collaboration with indigenous
heders.

4.7. THE MARGINALISATION OF INDIGENOUSHEALING

In this section | outline some of the contradictions in the condruction of indigenous
heding, ard in the pogtioning of the rdevant practitioners. The imperaive to be
incdusve gopears to dructure the tak of dl of the paticipants, incuding that of the
heders (cf. L. Swartz, 1996). All spoke of the vaue of complementariam in enriching and
broadening the scope of both menta hedlth and indigenous hedling care.

Psychiatrist [34]: Um the registra’s consulted with a psychologist, why shouldn’t the
registrar consult with an indigenous hedler?

Psychiatrist [35]: . . . Let's say for example that he was depressed, | would try and negotiate
that he would continue on a course of antidepressants while he was undergoing indigenous
heding Um s0 | mean | think | would pragmaticdly look for complementary, potentialy
beneficial complementary interventions being used by all parties.

The above extracts [34, 35] are dructured by a professondis discourse, emphasisng a
“team agpproach” in which the contributions from different practitioners are accorded
equd vdidity as a mater of pragmdic (and democrdic) principle Professondist
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discourse casts any overt assation of hierarchicd authority as dogmatic and irrationd (cf.
Billig, Condor, Edwards Gane, Middigon & Radley, 1988), and both of these extracts
postion the spesker, in marked contrast, as opertminded, tolerant and non-authoritarian.
In the extracts above, the power differentids that necessarily exist between practitioners
are dfectively played down. As | will demondrate, in spite of the persuasiveness of these
“indudvid” condructions, indigenous heding and its practitioners occupy a dealy
margind pogtion in rdaion to mentd hedth, and paticulaly psychiary. Some
paticipants were dealy aware of this and therr tak about collaboration reflected a
concern with the question of credibility.

| hope to demondrae further thet the subjugation of indigenous heding knowledge
within mentd hedth care, and specificdly in the context of the psychiaric inditution, is
sudaned lagdy through the dominance of raiondism. This raiondism is embodied in
both psychiatric and professondist discourses that interact to reinscribe the “otherness’
of African indigenous heders. This condruction of “otherness’ is centrdised in images
of African intdlectud primitivity, which reproduce “African minds’ a bound to
iraiondity and superdition. Another aspect of the margindisaion of indigenous heding
is the dterndtion in some accounts between the minimisaion and accentudion of its
tangible effects. In those that wan &bout the potentid dangerousness of indigenous
heding methods, they are condructed as able to bring about subgantive effects. For

example

Psychiatrigt [36]: . . . My other concern is um some of the er indigenous heding practices
involve potentialy toxic um trestments which um you know puging type treatments which
er | think can be dangerous. . . physiologically.

Alternaively, the potentidly pogtive effects of indigenous heding ae downplayed in
accounts of its benefits:

Psychiatrist [37]: My experience is that in the norm, traditiond heders are quite good a
working . . . of picking up whether there are mentd hedth issues which are beyond them [ ]
/hmm/ . . . . | think it's extremdy difficult to manage acute psychoss in a traditiona heding
system.



Psychologist [38]: . . . It seemed that doing his thwasa training was going to reieve him of a
hdll of alot of anxiety.

Heder/nurse [39]: And by sorting it out in a ritud fashion, then it actudly dleviates a lot of
that anxiety which is causing that /hmm/ [ ] that state /hnmv.

Psychologist [40]: . . . to continue with the thwasa training, 'cos in a sense it had, it may
rdlieve her of that . . . you know academic sress you know and [ ]. And again it was
something she . . . it gave her meaning for her symptoms it was something we could give her
. meaning that people need . . . | suppose to work with their own symptoms and start
curing themsalvesin asense /hmmy.

These accounts dtribute the effectiveness of indigenous heding to “reducing anxiety”
[38, 391 and “providing meaning” [40]. While thee results are not undesrable, in the
world of psychiatry, they are the periphera, nonessentia aspects of care.

Psychologist [41]: . . . [So the debate might be around you know, whet are you going to do
Mr Heder /hmm/, and er does the goat redly have to have it's throat cut you know, ‘cos you
can imagine, say sy . . . | mean just imagine that the heder says right fine, wha I'm gonna
do, is I'm going to get the whole family onto the ward, I'm gonna get a goat and I'm gonna
butcher it here on the grounds /hmm/. | can tdl you right now that er, mysdf I'd probably
object, | don't like animas suffering and er other psychologists fed even sronger than | do
/hmm/ you know there's no ways . . . there's no ways | would | could be pressed actudly |
would actudly not be able to watch having . . . to watch some screaming animd be butchered
fhmn.

The above exiract [41] illudrates the use of exireme examples in the condruction of
indigenous heders and ther work, which serves to further undermine ther credibility.
The example of the daughtering of the goat serves to postion the spesker as one whose
mora senghilities have been offended. As Billig (1987; cf. Wetherdl & Potter, 1992)
demondrates in his discusson of modedion and extremiam, modedion is only
identified and defined through contrasts with “extreme podtions’. Thus, this condruction
renforces the pogtioning of psychiary as a bagion of raiondity, recognised through
both its moderation and itsindignation at extreme practices.

4.7.1. A refuge of unawar eness

Heder/nurse [42): . . . | would say thet this is not something western biomedicine or mental
hedth could redly address very well, because if you bdieve that you're being affected by
spirits and witcheraft, then the best person to go and trest . . . to go and sort it out, to do ritua
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action to counteract that would be a heder or a specidis who knows how to work with the
spiritua world, the spiritud ream /hmmy/, in terms of what he understands. In terms of . . . if
he undergands that er ether a goat has to be daughtered or certain medicines have to be
goplied and that is what . . . that is dl he can believe will sort out his problem /hmnv, then
that is the only way he will actualy get around it because no matter how much you may tank
him up with antidepressants or antipsychotics he will ill believe /hmmy/, that there is this
ultimate problem which hasn't been sorted out. And by sorting it out in a ritua fashion, then
it actualy aleviatesalot of that anxiety which is causing that /hmm/ [ ] that state /hmnv.

There are interesting discursve features in the above extract [42] in the way tha it
contragts the implied ams of thergoy found in psychoandytic discourse, with those in
indigenous heding discourse. In psychoandytic discourse, sdf-reflexivity (“indght”) is a
highly vaued thergpeutic god. In the dove extract, Mr X's bdief in spirits or
bewitchment is framed in a manner amilar to the notion of a defence (cf. Mdan, 1979),
in that it protects him from awareness of some more fundamenta issue, presumed to be
unconscious. A paticular am of psychoandytic psychotherapy is to interpret defences
and in S0 doing to expose to the paient the underlying, forbidden or anxiety-provoking
redity (Mdan, 1979). The ratiionde tha Mr X requires a heder who will work within his
bdigf sygem, without evauating its hdpfulness to his paticular circumdgtances, implies
that “ingght” (reed: “redity”) is not possble or desrable far African patients This may
be expanded in rdaion agan to notions of African primitivity and the condruction of
African peoplé's indbility to tolerate the anxiety of “culture-less’ exisence in a culture-
as-therapy discourse. Moreover, in this extract Africans are “othered” in that it is implied
that they do not participate in the required thergpeutic discourses of “sdf-ingpection” and
“Hf-rectification” (Foser & S Swatz, 1997. 17). These ae powerfully entrenched
discoursess in the context of modern “western” culture. In addition, this recommendation
assumes that heders are automaticaly better able to work in accordance with Mr X's
acculturated (rather than psychologicad) needs, and neglects the role of heders in
dructuring and reproducing norms of hedth and illness that may be undesrable for Mr
X.

There is no doubt that this heder/nurse would drongly object to my reading of her
datement. However, the condraints of psychiatric discourse, and to a greater extent, the
rationdity which conditutes it, impds tak which condructs African subjectivity as
bound to supedition and not rationdity, and the work of hedes as non-subgantive.
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There is d0 an intimation of ressance to biomedicd reductioniam in this account, Snce
it elevates the “psychologica” above that of the medicd, viz. medicaion won't work if a
person believes in adifferent illness redity.

4.7.2. Positioning of indigenous healers

In the following paagrephs | discuss the implications of the intersection of
professondis and psychiaric discourses for the ways in which indigenous heders ae
positioned in the debate on collaboration.

Professionalist discourse

Psychiatrist [43]: . . . Indigenous heders have a different perspective on things, wel you
know a different . . . prioritisation | suppose, and intellectua pursuit is not necessarily one of
those. So you know a case conference is, which | mean gpart from hopefully ariving & a
reasonable diagnogic and management plan, are dso essntidly largdy intdlectud pursuits.
Traditiond heders don't (go for that) /hmnV. Um | must say and | know that this is on tape,
but I ... my somewhat jaundiced view . . . of what has lappened, essentidly revolves around
money and power /hmm/. Um and that the fird sort of flegting flirtation between menta
hedth and indigenous heding, | think from menta hedth’'s sde was twofold. One was how
can we broaden our scope of understanding how could we treat patients better, um and |
think there was goodwill in that. | do think that er in my experience, the traditiond heding
motive for the flirtation was essentidly, how do we access the money and the power. And
that's dl about medicd ad accreditation, um and you know medicd funding, reémbursement,
that sort of stuff. And I think when that moved onto a different plane, it um the traditiona

heders stopped coming to the case conferences and [ ] /hrmm/ . . . . in principle, | don't have
any problems with um . . . with suppliers, indigenous heders, mentd hedlth professonas eic

being reéimbursed, or competing for the same sort of reimbursement funding, but then we
must dl play by the same rules /nrmm/. We mug dl be regulaed in the same way. Um
regisered etc, and I'm aware that there have been some problems in the indigenous heding
sector, on that count. So | must, I'm somewha cynicd, | think traditiond heders saw
cooperation as ameansto an end, money, status and power /hmmn.

In the above extract [43], professondist discourse intersects with notions of the “African
persondity” to pogtion indigenous heders in oppodtion to mentd hedth professonds
Hedes are postioned as uncontrolled, greedy for money and power, individudidic and
norintdlectud, and ae diginguished from the benevolent, educated “wedtern’
professond in pursuit of knowledge and better patient care.



Moreover, snce indigenous heders are mativated only by persond gan, raher then the
objectives of knowledge or better patient care, they are dso potentidly dangerous and
need to be aubjected to redrictions. Sgnificantly, the words “control”, “manage’,
“regulate’, and “handl€’ appear frequently in various other sections of the menta hedth
professonds tak, in reference to both heders and patients. For example:

Psychiatrig  [44]: So | think carefully managed, indigenous heding could enrich the
vocabulary of menta hedth.

In addition, in the following extract [45] the potentid dangerousness of indigenous
heders is rdaed to a subborn, irrationd gpproach to trestment, a condruction which has
gopeared previoudy in the discussion of brain fag syndrome:

Psychiatrist [45]: So | think my concerns about treditiond heding are, ‘cos therere lots of
benefits in indigenous heding, but my concerns ae one . . . is tha useful chemicd or
psychologica interventions . . . potentidly useful ones are not dlowed, ok, and my other
concern is um some of the e indigenous heding practices involve potentidly toxic um
trestments which um you know purging type trestments which er | think can be dangerous . .
. physiologically.

This obdinacy of indigenous heders manifests in the threat that they might indst on
outright regection of psychiaric trestment in favour of ther own methods Further
hazards sem from sdentificdly untested trestments, which may be physologicaly
harmful. The empheds on the physologicd or chemicd dangers presented by indigenous
heding dlows this psychidric professond to spesk about a subject on which he is a
recognised authority. Thus the psychidrid is accorded the right, in this discursve
postion, to judge the suitebility or otherwise, of indigenous heding for a paticular
patient.

As | have mentioned previoudy, a raiond, problemsolving goproach is emphassed in
the tak of “multidisciplinary” professond teams in paticular (cf. Billig et al., 1988).
The vauation of a democraic approach in such teams in which the opinions of dl
professond members ae deemed equdly important, casts any compstition or pursuit of
datusfor its own sake, or the overt assertion of hierarchica authority asirrationd.



It is not difficult to see how conceptudisations of Mr X’'s didress in biologicd terms
(with the frequent and especid emphass on schizophrenia as a wors cass), and in terms
of the demands of efficdent and responsible care, would serve to undermine arguments for
working together with indigenous heders If indigenous heders can & best provide only
supportive, spiritud care (Smilar to the magindisaion of psychothergpy in psychiatric
practice), but would dow down the process of care, and & worst are ill-motivated and
even dangerous, it is best that they keep to themselves.

Psychiatric discourse

In this section | will demondrate some of the difficulties speskers experience when
seeking to employ the language of indigenous heding in its own terms, within psychiaric
or biomedicd contexts As one psychologis put it, in reference to the training indigenous
heder’ sinitiatory illness (ukuthwasa):

Psychologist [46]: Now a lot of people who go through thet, are, in my opinion, genuinely
mentaly ill, ok.

The datement above [46] represents a common belief about indigenous heders to the
extent that some authors have taken pans to refute it (eg. Schwetzer, 1977). The
ggnificant point is that the discurdve dominance of raiondism in psychiaric contexts
condrains tak a&out Spirits or possesson in tems of irraiondity and madness and
postions those who employ these ways of spesking as pathologica. As Foucault has
agued, the condruction of the pahologicd depends on the divison of resson from
unreason, or raiondity from irraiondity (1971, cited in Parker et al., 1995). Irrationdity,
being defined by a loss of the &bility to doubt or reflect, is something tha requires

pdliding.

As | have mentioned above in the discusson on “culturd  rdabdling”, cdls for
collaboration with heders may reflect some hope that paients “pathologicad” tadk about
Qirits may to some extent be “de-pahologised” through indigenous heders
“sanctioned” tak about spirits. Thus, for example, it is sad that heders can provide an
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understanding of the patient's “culturd context’, 0 that hearing voices and bdief in
goirits are not mistakenly condrued as Sgns of psychiaric illness. However, heders who
indg on employing indigenous heding discourse, in which, for example, ancedrd Spirits
ae gven a lited, ontologica redity, find themsdves postioned within universdig,
biomedicd psychiaric discourse as superditious, dogmetic, and therefore ultimady,
“mad’. This pogitioning is demondtrated in the excerpt below from the heder/nurse:

Heder/nurse [47]: Oh | see ja they'd probably think | was totdly mad [laughs]. | know that’'s
what they would think you know . . . . But ja because | know the scepticism of western
biomedicine and that's what I'd say for mysdf because I'm fully conversant with thet mode
of thought, | mean | was like that mysdf but, but . . . | mean that's what I’ve been struck with
that many heders are not quite so aware of how little the white . . . the biomedicd scientific
people actudly disbelieve /hmm. | think they tend b assume that most people believe in the
spirits and that we're just dightly different, we do things differently /hmm/. Um you need to
actudly tell them, no they don't believe in it, . . . they think it's a bit mad, they actudly
they’re quite surprised /hmm/. You know they teke it for granted that we dl beieve in the
spirits, but that we just do things differently. Um but | would be very aware that and | would
perhaps find it quite difficult to communicate with . . . communicate my ideas /hmm/ with a
western heder . . . trained heder if | had suspicions that this man was being caled because |
think they would probably question my credibility. But | would probably argue from the
point that if this man [Mr X] is convinced that he is being bewitched or whatever, the only
way you can olve it is to actudly give him the remedies and the rituds tha he bdieves are
needed /hmm like within his . . . / ja within his culturd context. You know this whole mind
over meatter business which has got it's empirical sort of logic in it /hmm/. So ja you know
not actudly having to say, well the spirits are actudly getting you [laughs] you know, just
rationdising it on sort of like a psychotherapy [ ] is that you know, if you believe you're
gonna be better, you will get better /hmnv.

Although the use of the word “mad” is intended here somewhat in jedt, it indicaes an
avaeness of he pogtioning as indigenous heder within  psychiaric discourse. This
“avareness’ points to the way discourse may “fold around and [reflect] on its own way
of spesking” (Parker, 1992: 14). As this heder expressad in the introduction to this study,
once she had undergone the training to become a heder, she was regarded with suspicion
by colleagues as having become “dduded” or mentdly ill. Furthermore, this indance of
reflection may point to the pahologisng of this heder's discursve postioning “a the
margin” of two cultures condructed as both discrete and different/conflicting. As a
“white’, educated nursng professond who is also an African indigenous heder, she had
been labdlled as mentdly ill, or as having deserted rationdlity.
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As this paticular text [47] illudrates, one way in which to mantan ones credibility, and
avoid accustions of “madness’ in arguments for indigenous heding intervention is to
play down bewitchment or “cdling’ by literd ancestrd or other pirits by “trandating”
patiients irrationd, and therefore pathologicd, language into more acceptable, and in this
cae, psychologicd terms. Paadoxicdly, while this might contribute to indigenous
heders credibility within the mentd hedth fidd, it dso undermines the didinctiveness
of the heder, who is reduced to a kind of “Africanised” psychologis. In the collaborative
gtuaion, what this implies is tha a heder who may not be adle to do this “trandation”
within a psychiatric context may well be written off as*dduded’.

Resistance

Psychologist [48]: This is the kind of scenario that we would have um perhaps in our naiveté
a couple of years ago imagined could have hgppened, /ja indigenous heder's coming onto
the grounds. | understand in Canada what they’ve got there with the native Indian population
is that they’'ve got in the grounds of the psychiatric hospitd, they’ve got like a wigwam, and
they've got a guy stting in a wigwam you know /ja. And | mean that's what we thought was
gonna happen here tha wed have a . . . wed have like a like a tame heder who would like
e be fully into the way we thought /hmm/ and would love to find out, you know, the kinds of
metephors and things that we do, and would come in here and st a ward rounds and wed
say what's your opinion and he'd say no this is not for me you keep him /ja but that person
over there, that's somebody that | can work with, in the way that psychiatrists and
psychologists often do that /hmnmV/. But that hasn't happened a dl and | don't know that
that' s happened at dl anywhere in the country /hmm/.

There is a dgnificant ingance of ressance in the above account [48]. Although it
reproduces the pogtioning of indigenous heders as dogmaic, unreflective, unwilling to
acknowledge their limitations, and therefore incgpable of participaing in  raiond
collaboration, this account may dso be read as ironicd. The quant picture of the native
American heder in his wigwam indicates a reflection within psychiatric discourse on its
power to dominate indigenous heders in collabordtive efforts. The crux of the resstance
inherent in this reflection lies in the dmog absurd and conspicuous picture of the rurd,
primitive heder (in a “wigwam”) reddent in the hospitd, and the irony contaned in the
reference to the “tame heder”. The pogtioning of indigenous heders as “untamed” or
“untamesble’” means that they cannot Smply be expected, or made to conform to the
conventions of raiondist psychiaric practice Thus paradoxicdly, this account subverts
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dominant professondist representations of indigenous hedes as medy money- and
power-hungry, snce it normdises indigenous hedeas rductance to collaborae as
legitimate resistance to co-option by psychiatric power.

4.7.3. Positions for mental health professionals

Psychologist [49]: But er you know empiricd disciplines like psychiary is a much much
more theré's a higher degree of common consensus amongst psychiatrists as to what is good
psychiatry, than in psychologists where people have a much more sort of individua . . . non-
empiricd kind of way of working things out. Um [ ] empiricd disciplines . . . they can be
quite snotty about people who don't fit into /hmm/ you know what can be shown or proved or
demongtrated etc.

| have up to now been rdaivdy dlent on the issue of the rdaionship between
psychologicd and psychiatric discourses. Psychologica discourse, it may be  argued,
occupies a “middle podtion” in the debate, and is perhgps more compdible with
indigenous heding concepts. This is an opinion expressed both in the literature and by
the mentd hedth professonds in this sudy. The concern in psychologica discourse with
the “inne” dynamics and particularly the socid rdaions of patients lends support to the
view that both theoreticdly and precticdly there might be less incongruence between
podtions offered to psychologists and indigenous heders. The psychologists interviewed
gooke of psychidry being largdy unsympathetic to “non-empiricd” disciplines, referring
to both psychology and indigenous heding (see for example the extract from the
psychologist [49] above). This recdls the long higory of dinicad psychology’s sruggle to
gan a legtimate, didinctive identity, while achieving some degree of sdeattific
respectability vis-avis the medicad inditution, both internationdly and in this country (cf.
Louw, 1988, Foster & S Swatz, 1997; Paker et al., 1995). This continued contest for
credibility within a psychiaric context gppears to frame much of the tak of the
psychologigsin paticular.

Within many psychiaric hospitds, the de facto organisstiond hierarchy sees medicdly
traned psychiarids and doctors in managerid and adminidrative postions, overseeng
the work of psychologists (Foster & S. Swartz, 1997). The medicdly dominated arena of



the psychiaric hospitd, in addition to the condrants of limited time and personnd,
would gopear to discourage the devdopment of more sophisicated and  subtle
undergtandings of African paients:

Psychologist [51]: . . . [A]s a psychologis you know in the hospital context that's
psychiatrically run we work very much um . . . to put it postively, in support of the doctors
but not maeking the decisons and the doctors work loads are quite high, so in a sense the am
isto . .. dabilise the patient on medication and then (release him) /hmnV. So it doesn't redly
givetimeto go into theintricacies of every /hmnv case.

The psychologids podtioned themsdves as working under imperfect conditions, to an
extent, agang the problems of medicd reductionism, while a& the same time
acknowledging the role and necessity of psychiatric practice.

Psychologist [52]: . . . [T]hese cultura issues often revolve around . . . the bad psychiatrist
would say, schizophrenic, load them up with medication, and of course that achieves
absolutely nothing /hmm/. And a bad psychologist, would do the equivaent thereof . . . and
say um . . . you know schizophrenids just a labd, um it's caused by society’s labdling
certain behaviours etc etc.

The moderation expressed in the aove account [52] may be read as an indicaion of the
difficulties throvn up by the condrants of professondis and psychiaric discourse,
which, as | have argued above in the case of indigenous heders functions powerfully in
disqudifying and exduding talk about indigenous heding in its own terms.

“Culturd issues’, and indigenous heding seem to provoke tak that pogtions
psychological and psychiatric discourses in oppogdtion to one another. As | have dready
noted, it is interesing that the question of indigenous heding has been framed within the
context of debaes largely hodtile to psychiatric discourse. | read this as an indication of
the potentia for “culturd issues’ and the quedtion of indigenous heding in psychiary to
function as a dte of ressance to the dominance of biomedica discourse Although talk
about culture, as we have seen, can be patronisng to African patients, it can aso provide
gace for a chdlenging voice within psychiary. In aguing that prectitioners “culturd
relabdling” of patients may express a hope in its potentid to counteract recidiviam in
psychiatry, L. Swartz (1998) is ds0 meking a link between such practices and the
articulation of apogtion of “anti-psychiatric” resistance.

78



There ae some further points to be made about the ambiguous pogtioning of menta
hedth professonds in rdaion to indigenous heding in the context of professondis
discourss, and the drong impeaive to be sSmultaneoudy non-discrimingory  and
culturdly sengtive in practice Much of the tak of the mentd hedth professonds
reflects an uneasy negotiaion between a number of subject podtions. On the one hand, in
recommending caution or greger control in working with indigenous heding, these
professonds (and the psychiatrig in particular) could be postioned as obdructive and
non-progressive traditiondists, paently racist; the “veterinay psychiariss’ (L. Swartz,
1991: 242) demonised in anti-psychiatric arguments, or in a related way, disrepectful of
African culture and insendtive to culturd difference. On the other hand, as | have
discussd a length, unduly favourable talk about indigenous heding or devigion from
psychiaric discourse may podtion these prectitioners as irrationd or eccentric, and
therefore unprofessond and incompetent. This seems a difficult baancing act, and the
“ddemate’ in the discusson around indigenous heding is perhaps understandable in this
light.

In the following, find chapter, | will discuss some of the implications of this andyss for
the current debate on collaboration between indigenous hedling and mental hedth.



CHAPTER FIVE
DISCUSSION AND CONCLUSIONS

In this chepter | discuss the implications of the foregoing andyss for the contemporary
debate on indigenous heding, and address catan reflexive issues and limitations of the
dudy. As | have agued, despite the condruction of cogent commendeions for the
induson of indigenous heding in mentd hedth, it remans lagdy margindised within
tak about mentd hedth practice. Admittedly, this sudy reproduces this margindisation
through the scarcity of andyticd comments which address indigenous heding discourse,
and paticulaly the interview with the indigenous heder. This interview proceeded in a
manner which was in cetan respects largey unanticipated, and was difficult to incude
in the man pat of the andydgs for reasons | discuss below. It foregrounds specific
problems of language difference and discourse andytic methodology, and | will reflect

on these in the course of this discussion.

5.1.“OTHERING” AND LANGUAGE DIFFERENCE

Psychologist [53]: . . . I've jus come to the concluson that what we do is completely
different you know . . . . We seem to be such avast um difference.

Mentd hedth professonds condruction of indigenous heding, and the corresponding
“African mind” or psychology it supposedly addresses, as fundamentdly different,
produces problematic effects As | have agued in the andyds this condruction of
difference is lagdy determined by psychologica and psychiatric discourses of “African
minds’ and African culture thet, amilaly to the production of colonid knowledge ae
produced in relation to the “West”, and in terms of how they differ from the “Wex”
(Mills, 1997). Thee colonid discourses ae drikingly reproduced in the tadk of the
mentad hedth professonals who paticipated in this sudy. In colonid accounts Africans
ae ocondructed not as individuds but in tems of an undifferentiated, homogeneous
maess, exiding on a diffeent time sde (exemplified in notions of primitivity) (Mills



1997). In addition, the language of “dress’ and coping encountered in conceptudisations
of Mr X's dfliction (as the result of “cultura stressors’) contributes to the congtruction
of the “African mind’, as an object of psychologicad knowledge, as essentidly fragile and
vulnerable to socid change, and in this sense different to the “western mind’. Ladly, the
rationdig underpinnings of mentad hedth practice sarve further to pogtion  African
indigenous  hedling as a contradictory or negative discourse in reldion to rationd,
empirica “western” psychiatry.

Underdanding indigenous heding and the culturd forms it draws from and sudans
would be immeasurably asssed by fluency in the language that condructs them. The
condruction of difference is exacerbated by the obvious difficulties posed by the mgority
of mentd hedth professonds inability to spesk any African languages As a
commentary on the interviews as a whole, the absence of any reference to this issue in
paticdpants tdk, maching that in the indigenous heding literature, is driking.
Collaboration with indigenous heding is advanced as a panecea for the “culturd
ingppropriateness’ of mentd hedth care for African patients. However, the undue focus
on “cultural differences’ as the reason behind the ineffectiveness of “western”
psychiatric trestment obscures a criticd lack of attention to the issue of language
difference between patient and practitioner. Adequate communication is not only
desrable, but essntid to the redisation of mentd hedth care. As has been noted by L.
Swvatz (1989; 199, 1998), and paticulaly Drennan (1999), the Slence about language
issues in South African psychidry beies its centrdity in the complex inditutiond and
power dynamics that impede change and integration in daly psychiaric practice
Therefore, dthough the debate on indigenous heding may represent important moves
toward more eguitable sarvice, any discusson pertaining to it tends to foreground and
prioritise “culturd issues’, diverting atention away from the more immediaie concern of
being able to communicate acceptably with patients.

As | have dready mentioned, ironicaly, the margindisation of indigenous heding is to

ome extent reproduced in this dudy, in its dlence about the indigenous heder. | discuss
the difficulty of anadysing this encounter with the heder and offer some thoughts on its

8l



dgnificance in the following paragrgphs. In providing some context | resort to interview
extracts, as wel as obsarvations and notes about the interview process written

immediately after the interview, and this account therefore takes a somewha

ethnographic form.

| hed initidly assumed that | would be able to locate an indigenous hedler who was both
fluent in English, and had a badc familiaity with the “language’ and procedures in
psychiatric hospitds. The heder who agreed to participate in this sudy had had previous
collaborative contact with the locad psychiaric hospitd, but did not speek English a dl,
necesstaing the enligment of an interpreter. The interpreter made the initid contact with
the heder, briefly explaning the purpose of the dudy. The interview took place later in
the heder’'s “sacred hut” in which she usudly consults with her “dients’. Upon
beginning the interview, it seemed as if she had been under the impresson that | had
come for a conaultation. | began to explain about the reseerch and the vignettes, to which
ghe dated that she would only comment if | had seen this patient mysdf so that she could
divine the problem and its cause. It became gpparent to me that she had been under the
impresson that | was from the loca psychiaric hospitd and that | had come to consult
her about a patient there. After some darificaion of my intentions, which unfortunately
was not recorded on tape, the following comments were made by the heder and
interpreter in response to my request to present her with the firgt vignette (Mr X)5:

Heder & interpreter [54]: If this was redly a case that was exiding, and if e the patient was
around, and they would bring that patient | would look a that case, and see what's bothering
the person, because that's one other way that I'm redly using, to look a the patient and see
what's wrong with the patient /hmnV. [long pausg] # If you had seen this person, then we
would be able to look into that person, and tell you without seeing the person that this is
happening, this is what is happening with this patient, and because you have seen how the
person looks, how the person reacts, how the person is, then you would be able to say ja, I've
seen these things so you are right, but unfortunately that's not the case /jal. # Ja because it's
easy to tdl what is happening with the person, the person that is sick, especially when you
have seen that person, so that you could agree and say, this is the casg, if it's not then it's not.
But if you have not seen then it's difficult. Actudly | could look into it, but unfortunately you
wouldn’t be ableto say if that’ s the case or not, because you haven't seen the person /jal.

> Note that the hashes (# in the extracts refer to instances of conversation between the hedler and the interpreter in
Xhosa, and these were neither transcribed, nor trandated directly.
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In this extract [54], the heder expresses an initid reluctance to engage with the case
vignette, snce if Mr X is not “red”, | will not be able to corroborate her utterances. This
is a dgnificant agpect of the ukuvumisa (literdly, “to agreg’) divingion “method’, in
which a reative conaults the heder in the aisence of the person in question, and must
agree or disagree with the explanations offered by the heder (Hirgt, 1993).

To navigate this miscommunication, | then moved on to other parts of the interview and
only later returned to the vignette Imagining that she might dso be anxious tha my
intention was to test or evaduae her, | explaned that | was only interesed in hearing her
opinions about Mr X. She subsequently agreed to hear the vignette In the following
extract, the hedler offers some comments on the case vignette of Mr X:

Heder & interpreter [55]: # Ja what usualy happens is as you were saying that in this case
this person is . . . crying, you wouldn't say the person has something wrong with the heart,
which is what the doctors usudly say, but we think that what happens is that, that person has
what they cdl is um . . . that person has a guilty conscience sometimes, and it comes up and
taks, and it comes from the heat, because when one does something wrong, or when
something is wrong with thet person, it comes from the heart and it goes up to the mind
/hmm/. So it's not redly the heart that's wrong, which in many cases doctors say, this person

has a heart problem.

JY [56]: And would you have a name for what's wrong with this person, is there a name for
it?

Heder & interpreter [57]: # The . . . I'm trying to get the right word for umbilini, cos | can

fed that (were not redly saying) [ ] /nerves? but | think it's when you fed like you . . . you
know, | think it's nervous system tha goes wrong, it's like you have nerves you know, ja
And then she says this nervous illness that we have, doesn't stay as it is. But what happens is
that it becomes wind inside (moya? Ja unoya. # Then it's the stomach /ja. Ja. Then it's the
somach that has a problem, so that problem is in the somach /ok, jal. # Then it goes to his
head, # then his head you know it's like, it gets puzzled, as if theré's something wrong, #
then when that person is thinking, he cannot sy clearly what am | thinking, because
something’s wrong with the head, # it's the . . . | think the . . . what is this . . . it's the nerves
redly, it's the . . . the nervous system that redly gets tight and gets painful, ja # Then it
makes that person, as we can look into it, we say as blacks (amaXhosa), that he can get
scared of something that he doesn't see, he gets scared of what is not there /hmm, because of
the system, the nervous system that is painful then that's making him think wrong /hmn, it's
puzzling him. # Then from the head it goes and stay here a the back [points to back of his
head and neck]. Actualy what she's saying is what is happening with that person, the actud

patient that you are talking about /hmnv, she says that's what is happening with the patient. #
The blacks (amaXhosa) would say # she has something between the . . . a the back, judt a
the centre of the back, and it comes up in front /hmm/, and then she would fed like
something is gicking her indde /hmm/. # Ja this is what is happening it's like a feding
because the patient dreams of these things, and the patient sees these things, athough no-one
ese can see them, s0 that's what redly happens with this patient, he sees the wrong things
that are not there, but only he can see them /hmm/. # When your blood is light in Xhosa |



mean it's like you . . . you have not done dl the rituds you have done [or] must have done, o
your blood is light. # If your family would have liked b meke liggira, # everything is just
here for you, actudly everything is . . . nothing is hidden, nothing gets hidden from you, in
other words, it's easy for you to see things that are not seen by other people /oh . . . oh. #
And then it makes you . . . it makes things [ ] in your mind, because your mind is full up with
other things that other people cannot see /hmny.

The interpreter was not involved in the transcription of the interview, and | was unable to
discuss with him in much detall his own impressons of how the interview had proceeded.
As a reallt, a condderaion of the subtleties of trandation between Xhosa and English,
dthough complex and important, has been omitted. | am unadle to detemine for
example, exactly how the interpreter described the research objectives to the heder, or
whether he found it difficult to trandae the hede’s divinations into English. The above
exchange represents a complex and dusive text which is to some extent difficult to
andy discursvdy, firdly, withot having retrandated the audiotapes before
transcribing them, and secondly, without fluency in Xhosa or some awareness of the
extract’'s culturd or higorical connotations. As a sudy by Hirg (1993) suggedts the
meanings of utterances in a Xhosa ukuvumisa divinaion are not essly trandatable into

English.

It is interesting however, to note that in the above extract [57], while taking about Mr X,
the heder began to experience the somatic manifestations of umbilini in her own body,
and to spesk of Mr X as a “red” person. The heder’'s experiencing fird-hand of a
person's dfliction is a common characteridic of heders divinations (Hird, 1993). The
ggnificance of the gpparently involuntary conflation of the fictiond case vignette with a
red person is difficult to interpret without further contextud knowledge. However, in
reading this extract it is possble to speek, raher amplidicdly, of an indigenous heding
discourse that congtructs umbilini as an dfliction experienced in a primaily somatic
mode, which is caused by neglect of required rituas.



5.1.1. Positioning in theinterview

| will discuss here the possble ways in which both mysdf and the heder were postioned
inthisinterview.

Heder & interpreter [58]: # There's no difference as such. # As long as they are going to give
enough space to do what you want to do, # not unless it's a person that can um . . . a person
that can't move /jd, then you could go and see that person even if he [ ]. # Cos we blacks
(amaXhosa) we usudly do thet when the person cannot move, then they usudly come and
take you so that you could go to where the personis, and do a vumisa, er in that place.

Heder & interpreter [59]: # Ja she's heard that there [heder laughs and spesks] are patients,
people that have come to see her, 0 she's been panicking dl the time /oh/ [heder laughs and
geekg [ ] . . . and they’'ve come to see her /ol ja because she dways sees when one is
coming. She could fed it in her body that a certain person is coming /oh/  with this problem,
but now she's been keeping things up until we finish /oh/, and she says for the time that
weve taken she's redly been, not been hersdf mogt of the time, because she's been feding
that she mugt have been doing something dse /oh/ and she thinks that it will be fifty rands. #
This is painful in you, as one who is asking dl these things you know, when you ak of a
certain case, then you sort of transfer yoursdf in that case, so you fed dl those things /hmnv,
so that’ swhy it’s painful.

Although, as | have daed, | was largdy unable to determine how the interpreter had
trandated both the heder's and my words, | was able to discern in my transcription of the
fird extract [58] above that the interpreter had trandated amaXhosa (literdly “the Xhosa
people’) as “we blacks’. While the heder's use of the term “amaXhosa” congructs a
difference between us based on an “ethnic’ identity, the trandation as it ands condructs
us as racially different. | am consequently postioned in this extract as an outsder to the
knowledge of indigenous heding that dl “blacks’ share.

The second extract [59] is pat of what was relayed to me as | was ending the interview,
in reponse to the quesion of how much our consultaiion would cod. It contans two
features that are of interest. Firdt, the bodily sensations and experiences that announced
the arival of new “dients’ are condructed here as involuntary and as something inflicted
upon her from an outsde source. Second, in reflecting on this exdtract, | an aware of
being postioned as having wasted her time, kegping her from the more immediae and
pressng concerns of heding people, and as having caused her unnecessary pan for a

frivolous cause.



Sgnificantly, the trandation in both of these extracts [58, 59] postions the interpreter as
pat of, and indder to the knowledge of indigenous heding, evident in the shifting of
pronouns in the last sentence of the second extract (“she” becomes “you’, to refer to
himsdf). Both of these extracts demondrate how the power of an interviewer may be
ubverted, in the Foucauldian sense, and how power operates in unpredictable ways in
interviews (Ribbens, 1989).

Although the indigenous heder’'s response to my request to present the vignette to her
may largdy have been due to a misunderdanding sfemming from the complications of
trandation, it dso dludes to resdance on the pat of the heder to beng postioned
through this exchange as a compliant research paticipant. My impression that she
thought that | had come from the locd psychiatric hospita to consult her about a petient
is perhgps dgnificant. If this is accurate, | was a representative to her of two powerful
inditutions, that of the universty and of psychiatry (the interpreter had introduced me as
a psychology student doing research), and | had gpproached her, despite dl intentions to
the contrary, in these terms. In addition, the dgnificance of the usage of “we blacks’ in
my pogtioning as an “outdde” suggeds an asoddion of the power of psychiary with
“race’, and aresstance to it based on “blackness’.

In teems of andysng the text, in being unable to speek the language of the indigenous
heder, | could approach the text only as an “outdde”, and the asodaions and
connotations of the text that Parker and Burman (1993) suggest are important to the
andyds were not immediady avalable to me. As Paker, Levett, Kottler and Burman
(1997: 200) have observed, the fact that discourse andyss in South Africa is employed
dmog excdusvely in the medium of English represents a serious obdtacle to engagement
with the workings of culture and power, snce such an endeavour demands aitention to
the “varietly of linguidic resources that people drawv upon to make sense of themsdves
and others’. Although it is possble to produce discursve andyses of trandaed texts, the
socid, historicd and culturd alusonsin these discourses may be harder to eaborate.



Paticularly in

communities with a colonid higory . . . where part of he resstance is a pride
in locd languages and caegories of identity . . . the complexities of
expeaience ae not readily tapped through direct quedioning or interviews
trandated into English or othe Europeen languages associated with
modernity sysems of knowledge (Levett, Kottler, Wdaza, Mabena, Leon &
Nggekayi-Motaung, 1997: 126).

There is an extent to which the heder's response was difficult to anticipate in the design
of the sudy. As | mentioned previoudy, in spite of efforts to ensure the content of the
vignette was as accessble as possble to the heder, it seems the vignette itsdf, as a form
of text, was not immediately accessible for the heder to interpret. And, the hindrance of
both my indbility to spesk Xhossy and my feding of having intruded kept me from
exploring further the hedler’ s thoughts about the interview process.

5.2.VALIDITY

In this section, | discuss issues rated to vadidity, beginning with an attempt to account
for the way my perspective as researcher may have influenced the conception and design
of the research, the daa collected, and the interpretations reached in it. | want to
emphadse that the reading produced in this dissertation is my response to the interview
texts and that the discourses | have identified are condructions in themsdves This is
not, in any sense, a confesson of flawved objectivity, but a reflexive engagement with the
various subjectivities implicated in the research process (Hollway, 1939).

5.2.1. Conception, design and inter pretation

Hrde, my choice of a criticad discourse andytic gpproach for the sudy of collaboration
with indigenous heding was motivated by my experiences as a “psychologis-in
traning”. | have been confronted on numerous occasons in my practicd traning in
psychiaric or medica inditutions by professonds power to define people’s identities
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These experiences have brought me into contact with the contradictions inherent in both
the desre to “hdp’, and how this “hdp” may lock people who recave it into disciplinary
psychologica gpparauses that reproduce oppressve power reations. | am aware, in
many cases, of having reproduced in my own reports and presentations for case
conferences, discourses that have potentidly individudisng or even racig effects (eg. in
my case conceptudisations). These isues are intendfied by the intertwining of the
imperdive to “hdp’, with the requirements of training, in which disciplinary/ingtitutiona
progress is evduated in tems of one€s ability to goply psychologicd discourses to both
“patients’ and to onedf (cf. S. Swartz, 1999). Within the inditutions in which | have
been traned and evduated, | have been aware of being postioned, both as a tranee and
a a paient in psychotherapy, in ways that made it difficult for me to define or
understand mysdlf in dternaive ways.

As a reallt, in producing this sudy | am digning mysdf with atempts a aticulating
indances of resgance to the power of psychology and psychiary as dividing practices to
produce pathologicad “culturd” (or “racid”) identites. As a result, my “diendion’
within indigenous hedling discourse was ironic. The production of knowledge about
“race’ and culture in South African psychiary both informs and is fed by deveopments
in a larger, socio-politicd context. In my meagre experience as a practitioner, | have been
sympathetic to the dilemmas posed by this “larger context” amids the daly necessty to
perform interventions that directly affect the lives of people Suspicious of comforteble
and goparently mordly compdling formulations to respect culturd differences, or to be
nondiscriminatory, | have sought to produce an account that highlights the new
dilemmas for practice thrown up by culturd-politicad deveopments, in the context of
indigenous hedling.

5.2.2. The participants

In this section | atempt to outline some points aisng from a condderaion of the
interviews as texts which were co-condructed between mysdf and the participants, and



in paticular, my pogtioning in these texts in reaion to the participants (cf. Hollway,
1989). Although | am unable to subdantiate the following comments with reference to
goecific interview materid, | will briefly outline my impressons of some of the ways |
was podtioned in thee inteviews In the interactions with the menta hedth
professonds, | was postioned as a “westerne” (who shared the practitioners culture
and vdues); as a colleague (who shared and undersood the difficulties of psychiatric
practice); and as a nai veand inexperienced trainee (who needed to be warned about the
dangers of being ovely idedidic). In the interview with the heder/anthropologist, | was
acutdy aware of being pogtioned primarily as a psychologig, who would be scrutiniang
her words for evidence of pathology, occasoning, on her pat, tdk about indigenous
heding that incorporated notions from psychologica discourse, and tak which explained
and judified indigenous heding concepts in a raiond way. As | have agued, this
rendered her tak “managesble’ in an academic regider in a way that the heder's tak
was not. Ladly, as | have mentioned above, | seem to have been podtioned in the
interview with the heder and interpreter as an “outsder™, as both “racidly” different (and
therefore ignorant) and as scepticd  psychiatric professond or dudent (who would be
scrutinising her practice in order to discredit it). In reflecting on my postioning, | present
here an excarpt from the notes | wrote immediatdy following the interview with the
indigenous heder:

Tough going. Fdt that | had somehow behaved ingppropriaidy, and invaded without respect,
a world whose sgnificance and power | didn't know how to interact with, or acknowledge.
Fet that | had somehow offended this woman, who was more intereted in doing, and
heding, then talking, speculaing, or offering opinions (athough, as | sad before, she could
have been inhibited for other reasons). Fdt like a blundering oaf. Frudrating that 1 couldn't
ek the language, dilted the interview. Fet log, as if | were missng the keys to the proper
gpproach, that | could in fact offend without being aware.

As a reflection on the interview, this account atets to my podtioning as an ignorant
“buffoon”. In it, | am pogtioned as an outdder to a separate world whose rules | have
inadvertently transgressed, producing the reguired emotiond response of guilt. Numerous
(particularly feminis) researchers have written about the difficulties of research with
participants who are “othe” to the researcher, “racidly” or otherwise (eg. Edwards,
1996, RusHl, 1996, De la Rey, 1997). Thee authors foreground the politics of



“representing the othe” and importantly, deconstruct the notion that researchers and
paticipants must be as Smilar as possble in order to produce vdid research, provided
that the effects of difference are engaged with.

My pogtioning in reaion to the paticpants reflects the flexibility of power rdations,
which may shift unexpectedly in interviews (Ribbens, 1989). For dthough | occupied an
odensbly powerful pogtion as a representative of “white’ psychiatry/academia in the
interview with the heder and interpreter, | found mysdf postioned as ignorant, different,
and ultimatdy without power. This is conddent with a Foucauldian conception of power,
in which “power is not concaved of as a unidimensond qudity tha is possessed or
lacked” (Banigter et al., 1994 68), but as shifting between varying posdtions within the
posshilities provided in discourse.

5.2.3. Validation, accountability and ethics

Kvde (1996) refers to three “communities of vdidation”, to which quditative research
dudies may be accounteble namdy the paticipants the generd public and the
theoreticd or ressarch community. Ethica principles hdd by new paradigm quditaive
research gpproaches (eg. feminit and “participatory” research) generdly emphasise
accountability to participants, and consequently, research “results’ — as truths emergent
from a paticular context — are usudly fed back to participants in atempts to include
them in the find production of knowledge (Henwood & PFidgeon, 1994). While this study
could have been improved by an exchange of readings and reactions between mysdf and
the paticpants this would not be conducted with the am of getting to paticipants
“trug’” meanings, as it is perhgps in more “redis” approaches (eg. phenomenologicd or
ethnogrgphic  dudies). Discursve dudies, such as the present one, will  produce
interpretations that ae suspicious of, and potentidly hodile to paticipants meanings
(Parker, 1992), and in this sense thar vdidity and acocountability do not depend on
“being true’ to these meanings. At the same time, my power as andys to impose
meaning on other peopleés words must aso be acknowledged, and | emphasse tha the



reading produced in this sudy is one of a number of possble readings (Parker & Burman,
1993). While this acknowledgement does not invdidate the dudy, it does point to the
importance of accounting for the ressons tha may have led me to privilege certan
interpretations over others, as | have atempted in the reflexive andyss above (Baniser
et al., 1994).

Snce the primay “community of vdidaion” a which this dudy is amed is a
predominantly academic and professond audience, its vdidity must be evduaed
according to the body of meatheory and methodologica paradigm that informs it
(Kvde, 1996).

5.3. CONCLUSIONS

The production of knowledge concerning African culture in psychiary is usudly seen as
an expresson of benign motives amed a improving underganding of other cultures
aopreciding difference, and thereby optimisng cae As Wetheadl and Potter (1992)
point out, culturetak (as opposed to tak about “race’) podtions those who engage in it
as tolerant, openrminded, gppreciaive of diverdty, and progressve. However, as | have
arguably demondrated, psychiatric discourses on culture focus implicitly on the “black”
(and not “white’) patient, and reinforce condructions of difference and “otherness’.
Thus, dthough dtention to “culturd issues’ in mentd hedth is odensbly motivated by
liberd vaues of equd access and famess, the individudisng effects of psychiaric
practice and some forms of psychologica discourse promote a “culturdism” that plays a
pat in the survellance function of the date (Foder & S. Swatz, 1997, Paker et al.,
1995). However, psychologicd knowledges produced about the “Africen mind’” and
indigenous heding may function in contradictory ways to both extend the survellance of
the discipline (cf. Butchat, 1997), and as a platform for resstance to psychiatric power,
for example, in psychologicd notions framing “culturd illness’ as tregtdble by
“containment”, versus condructions of “culturd illness’ as amendble only to indigenous
heding interventions. As | have argued in this sudy, despite condructions of the power
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of stientificdly vdidaed psychiary as universd, in the treetment of Africans, this power
is disasvowed. In this regard, psychiary is condructed as fundamentally ineffective in
treeting certan “African dflictions’ or in providing thergpeutic “illness narraives’ for
Africans, while indigenous hedling methods are condructed as pre-eminently suitable for
these aflictions (notably “culturd illness’ and for example, ukuthwasa) and can act upon
Africansin ways that “western” psychiatry cannot.

This brief sudy has highlighted the ways in which the interests and power/knowledge
gruggles between the psychiaric and psychologicd professons ae implicaed in the
isue of collaboraing with indigenous heding. The dl-encompassng and persuasive
inclusivist rhetoric characterigic of the literature on indigenous heding, and reproduced
here in the tadk of the participants obscures the fault lines dividing domans of expertise
both within menta hedth (between psychiarists and psychologists) and between mentd
hedth and indigenous heding. The prominence of “professondig discourse’ in the tak
of the mentd hedth professonds is an indication of the way the debate on collaboration
srves to show up professond interests, and the policing of domains of expertise, to
which indigenous hedling presents a potentia chdlenge.

Furthermore, while this dudy reproduces to some extent the margindisation of
indigenous heding discourse, it has dso examined some of the discursve practices and
methodologicd  difficulties implicated in its margindisation. It is neverthdess possble to
gean, from my brief andyss the following points about indigenous heding discourse In
the context of “culturd pride drategies’ associated with tak dbout an  African
Renaissance (and initiatives to preserve “indigenous knowledge’: cf. Wynberg, 1998),
indigenous heding can function as a dte of assation of African power and ressance in
both menta hedth professonds and indigenous hedes condructions of it as an
essentidly African enterprise (cf. L. Swartz, 1996). At the same time, it may adso achieve
disciplinary effects consonant with culturd pride drategies in condructing afflictions in
teems of neglect of, or didoydty to, culturd tradition. Despite its margindisation in
modernity mentd hedth, indigenous heding may function as a dominant discourse in



rdation to other discourses defined in oppodtion to it (cf. Paker, 1992), producing
effects which may aso be potentialy oppressive.

Findly, | have focused in this sudy on the condructions of culture and “pethology” in
materid from different sources (the different practitioners), and atempted to explore the
implications of these condructions for the power rdations between menta hedth and
indigenous heding discoursess The dudy has highlighted two important issues for the
current debate on indigenous heding. Fre, without knowledge of the language in which
indigenous heders and Africans condruct indigenous heding, it will be difficult to
aticulate indigenous heding discourse in a way that chadlenges the dominant psychiatric
discourses implicaied in its margindisation within mentd hedth. Second, a more detaled
expogtion of the disciplinary gpparauses of indigenous heding discourse in itsdf, and
their operation in South African society would be important. The experience of
conducting this research has led me to concdlude that, while a discourse andytic goproach
is crudd to unpacking modernity discourses about “African culture’ or tradition, the
congpicuous lack of dtention to discourse andyss in languages other than English
represents a sgnificat obstacle to developing critical accounts of the processes of culture
and power in a heterogeneous South African socity.
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APPENDICES

APPENDIX A: INTERVIEW THEMES

Vignette 1

How would you understand or explain what is happening to Mr X (what might your
likely diagnosis be)?

How might Mr X’ s difficulties have come about?

If you wereto make up astory about this man, what other information (e.g. background,
presentation, or anything else at all) would you think likely to be true of him?

What kind of care or treatment plan might he receive?
What problems, if any, could you foresee in dealing with this patient?

Tell me about any previous experience you have had of dealing with caseslikethis.

Vignette 2
What are your thoughts on the proceedings/situation described here?
What do you think about the decisions that were taken for
0 Mr X to be admitted?

o anindigenous healer to be consulted?

How might the psychol ogist/psychiatrist/heal er have understood what is happening to
Mr X?

In what respects might there have been disagreements
0 between the healer and other members of the team?
0 between the psychiatrist and the psychologist?

Describe how you think this situation would most likely reach a conclusion.

If you werethe heal er/psychologist/psychiatrist in this case, what difficulties, if any,
would you experience in working together (with the other two) inrelationto MrX?
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If you werethe heal er/psychol ogist/psychiatrist in this case, what advantages, if any,
would there be in working together (with the other two) in relation to Mr X?

Inyour view, what factors (if any) represent the greatest obstaclesto working together?

Tell me about any experiences you’ ve had in working together (with healers,
psychologists etc.).

102



APPENDIX B: CONSENT FORM

[, hereby agree to participate in the proposed

research project, subject to the following conditions:

1. My participation is voluntary, and should | feel uncomfortable at any point
during theresearch, | am free to discontinue my involvement, aswell as request

that any record of my participation be del eted.

2. My participation isanonymous. Any identifying information will be changed or

removed in the research report.

3. Theinterview will be audio-taped and transcribed, according to conditions stated

in the separate Psychology Department permission form.

4. | will be given feedback on the research, and be able to read the research report,

should | requireit.

SIGNED DATE
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