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I want to do well in exams, because I want to… help everybody here. I must be a doctor,
an engineer, or a lawyer to help. Now all the doctors, engineers and lawyers are
Europeans, or nearly all of them, and they can’t know us and our troubles as well as we
know ourselves. There are not enough of them anyway, and they always go home in
the end. They don’t stay here. [Then, speaking to a European missionary:] We will get
self-government one day. We will govern ourselves. Then we must have as good a
government as you, and you must say ‘These are good men, as good as us, so of course,
their country will soon be as good as ours and then they will be our equals.’
-- Kofi, a Ghanaian school boy in Akusua Abbs’s Ashanti Boy, 1959 --
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Chapter 1
Introduction
This research explores health workers’ relationships and power dynamics in a rural
hospital in Cameroon that is regularly visited by short-term western health workers. The
aim is to contribute to a better understanding of the role of short-term westerners in nonwestern medical settings. For the purpose of this research, in October 2012 I moved from
Amsterdam in The Netherlands to Kumbo in Cameroon with my husband and our 10month-old daughter. Within the first few weeks of our stay, in my search for a suitable
hospital location for my fieldwork, I paid a visit to the three hospitals around Kumbo. When
I walked along the wards in Shisong Hospital, I noticed two young white1 girls in hospital
uniforms who appeared to be nursing students. They were talking to each other in Dutch. I
greeted them in Dutch, and they looked up surprised. We started a small conversation.
Student 1: Ah, that’s nice, more Dutchies in this area. And how long do you stay?
Me: Two years.
Student 1: Two years?! We’re staying three months, and that I find very long. Ha ha!
Student 2: Yes, and as we are chatting I see the Cameroonian students in our ward
rolling their eyes already… we should actually get back to work.
Student 1: Because we are chatting for a short moment? Well, in fact we have made a
lot more beds than they did in the same time.
Student 2: True…

My decision to focus on Shisong Hospital for my fieldwork was related to my short
encounter with these two Dutch students. Questions started to pop up in my head, as if my
fieldwork had already begun. Were the Cameroonian students really rolling their eyes
because the Dutch girls were taking a short break while making beds? Was the apparent
competition between the Cameroonian and Dutch students really about the number of beds
made or was there more at play?
As we were talking, another white woman joined us. She appeared to be a nurse
from Belgium, and had come to Shisong Hospital on a two-week team mission through a

1
In this dissertation, I most often use the term ‘westerners’ to refer to people who are “from countries
in the west part of the world, especially North America and countries in the west of Europe” (Cambridge
University Press, 2016). I use the adjective ‘white’ here simply because the most visible feature that
distinguished westerners from Cameroonians in Shisong Hospital was their skin color. More about
terminology, and specifically the use of the terms ‘westerner’, ‘white’ and ‘black’, will be discussed in
the next chapter.
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Belgian NGO that organized such missions twice a year. Her particular goal was to
introduce the Cameroonian nurses in the wound care department to the use of honey
ointment for treating wounds. She believed two weeks to be a short period of time, but she
was optimistic because the Cameroonian nurses were interested in her story. I wondered
why she was introducing a new kind of treatment. Was it really needed, and whose need
was it? Was she at all familiar with the existing wound care treatments used by the
Cameroonian nurses? And were the Cameroonian nurses really interested in listening to a
western outsider who would stay for only two weeks?
This chapter serves as an introduction to the research topic. I begin with an
explanation of the origin of my questions. In the second and third sections I elaborate on
the involvement of westerners in Africa, in the past and in the present. Some of the
theoretical concepts used by scholars to make sense of African responses to western
involvement in the past, ranging from resistance to collaboration, are discussed, as well as
why these terms fail to provide a sufficient understanding of the relationship. I also
introduce and elaborate on the concepts of public and hidden transcripts, which I use to
conceptualize the workers’ relationships and power dynamics in Shisong Hospital. Lastly, I
present the outline of this dissertation.
MY INTEREST IN THE RESEARCH TOPIC
The Saturday newspaper – ten years ago
My fascination with the research topic started more than ten years ago. It started,
specifically, on the first Saturday of August in 2006 when I sat down with a coffee to read
the newspaper. The header of the opening article read: ‘Doctor tourists’ help is often
limited’ (De Visser, 2006a). In the article, Dutch tropical doctors2 raised their concerns
about the new trend among western health workers to go to developing countries for a
short period of time, often during their holidays.

A growing number of inexperienced western doctors go to a developing country to ‘do
good’ in Asia and Africa. They act superior and paternalistically. They do not discuss
with the local doctors. […] They think they know better and, as a result, they carry out
operations with no follow-up (De Visser, 2006a, my translation).

The front page article was followed by an elaborate article in one of the newspaper’s
supplements. My eyes grew bigger and bigger as I read it, for I was aghast by the way in
which these tropical doctors spoke about the short-term work of their colleagues. They did

2

When I refer to ‘Dutch tropical doctors’, I indicate doctors who have successfully completed the Dutch
training program in ‘International Health Care and Tropical Medicine’, which leads to a diploma. More
about this training program and why it was set up is described in the next sub-section (‘Dutch tropical
doctors and their lessons learnt’).
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not exactly mince their words, calling them ‘doctor tourists’ and ‘medical tourists’ to
emphasize the touristic aspect of these short trips, and also to distance themselves from
such activities.

They play the white hero for a couple of weeks, make a video while handing out
chewing gum in the pediatric ward, and return home with tall tales and a folder full of
photos. Most of them know nothing about tropical diseases, don’t bother to learn
anything about the country’s culture and in the local operating theaters they put on a
show of western decisiveness that only leads to embarrassing situations (De Visser,
2006b, my translation).

The tropical doctors in the article even stated that the short-term western visitors are
likely to cause harm by making poor and improper judgments. One elaborated on an
experience from a hospital in Ghana, where a young boy had an open wound caused by
typhoid. The local Ghanaian doctor advised against surgery because he considered it
pointless. The western doctor, on the other hand, who had just arrived, considered it
necessary to operate. He kept going for seven hours, and the boy died in the end. On top of
this, he had used up all the materials (De Visser, 2006b). Criticism was also specifically
targeted at medical students: in the context of a shortage of doctors, it is likely that they
will take up more responsibilities than they are allowed to (cf. Van de Kamp, 2008).
I had just started a master’s in medical anthropology and sociology when I read this.
In choosing the topic for my master’s research, I had the opportunity to learn more about it.
To get a better understanding of these tropical doctors’ critical opinions, I first contacted
those mentioned in the newspaper articles, and visited many of them in their homes.3 Their
main point of critique concerned the short-term work of westerners with little or no
previous work experience in developing countries.4 They argued that the short-termers’
attitudes of complacency and satisfaction about their achievements were inappropriate,
because they were simply unable to know much about their achievements, let alone the
unintended effects of their presence. I began to understand this as I learnt more about
these tropical doctors themselves, and specifically about the lessons they had learnt with
regard to their past medical work in Africa.
Dutch tropical doctors and their lessons learnt
In the early 1960s, the Dutch government and mission organizations began sending Dutch

3

I interviewed eight tropical doctors who had lived and worked for years in Indonesia, Yemen,
Suriname, Curacao, Egypt, Namibia, Cameroon, Nigeria, Ghana, Malawi, Zambia and Mexico.
4
From interviewing health workers who had engaged in one or several short-term medical trips, I
learned that a small number of them were actually former tropical doctors. This shows that unlike the
image presented by the media, ‘tropical doctors’ and ‘short-term doctors’ are not necessarily two
mutually exclusive groups (also see Van de Kamp, 2008).
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doctors to sub-Saharan Africa.5 These doctors often worked in a single setting for several
years. The reason for sending these doctors was to offer compensation to African countries
that had just become independent. The presence of western doctors in Africa was
considered temporary, as ultimately local African health workers were supposed to take
over (Matamora, 1992). This is why it was important for the Dutch doctors to work within
the existing structures, with the aim of strengthening them. Many of the doctors soon
realized, however, that they were ill-prepared for this difficult task.
This was why, in 1963, the Dutch training program on international health care and
tropical medicine was set up by the Dutch Society for Tropical Medicine and International
Health (Van Bergen, 2007). The training program lasted for two years, and included clinical
internships in Dutch hospitals, a three-month course in tropical medicine and hygiene, and
an internship in a non-western health setting. During the first years of the program, the
focus was on curative care. However, more and more western policy makers and Dutch
tropical doctors themselves started to question this approach in the context of a structural
lack of local health workers. In 1978, the UN member states supported the Alma Ata
declaration on primary health care.6 This changed the profile of the western doctor in
Africa from a traditional curative-oriented doctor to a supporting doctor who was involved
in educating both health workers and patients, as well as managing hospitals (Hoebink &
Van der Velden, 2001). The Dutch training program changed accordingly (Beltman & De
Graaf, 2006). Today, the program still runs, and an average of 30 to 40 trainees participate
in it annually (Baerends, Wouters, Van den Hombergh & Jurgens, n.d.).
During the 1980s and 1990s, public debate over the role of Dutch tropical doctors in
Africa flared up from time to time. Folmer (1975), for instance, argued that the tropical
training program provided Dutch doctors with a bit of understanding about African health
settings, but that it would never be enough for them to know how best to put their
knowledge into practice locally. He also argued that the risk of distorting local structures
was considerable. Renes and Konter (1982) argued that Dutch doctors – whether driven by
self-interest or altruism – looked at local people as objects of their interest, their curiosity,
their work, their help, because they were only in the setting temporarily. Therefore, they
reasoned, these doctors were not all that interested in the language, culture, living
conditions, views and emotions of the people they attended to. Furthermore, the Dutch
doctors’ focus on their own achievements led to them to overlook how the local people
reacted to them. As a result, the Dutch tropical doctors were likely to explain their own
frustrations by stating that Africans are lazy, ignorant, unmotivated and untrustworthy
5

Before 1960, Dutch doctors were mostly sent to the former Dutch Indies to support and strengthen the
colonial system there (Van Bergen, 2007).
6
At the Alma Ata Conference in 1978, the conference members stated that primary health care (PHC)
should be accessible – economically, geographically and culturally – to all. Health care should
furthermore be explicitly community-based and preventive as well as curative. Cameroon adopted this
approach on PHC in 1982 (Van der Sijpt, 2011).
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(Renes & Konter, 1982).7
Dutch tropical doctors themselves were involved in many of these public
discussions. Some of them acknowledged the importance and difficulty of understanding
the local culture and local views on health and illness in order to achieve anything
(Wennen, 1981).8 In a book about his work experience in Tanzania, Adriaan Groen (1985)
described how he had tried to convince a patient to accept his treatment, while the patient
kept insisting on leaving. When the patient did finally leave without receiving treatment,
Groen was outraged. Soon afterwards, however, he felt embarrassed by his outrage. He
realized that he still did not know much about the local people’s ways of thinking, and that
he would probably never fully understand them. In a somewhat cynical tone, he also wrote
the following:

You see, that is what is so nice about development aid: you can easily put the blame for
your own shortcomings on others. Because after all, it is you who is being
misunderstood, you are – far away from home – unselfishly trying so hard to help those
Tanzanians […]. And ‘they don’t want to be helped’ is what you are thinking. ‘So what
am I doing here? After all, this is not my country!’ After having said all those things,
you suddenly feel much better (Groen, 1985, p. 37, my translation).

It seemed that the more Dutch tropical doctors learned about a setting’s material and
financial limitations and the people’s pathologies and culture, the more they realized their
own inabilities – and sometimes even their mistakes – in their efforts to improve the local
people’s health and health care (Renes & Konter, 1982; Wennen, 1981). This was
acknowledged by many of the tropical doctors I interviewed, illustrated by the following
two quotes from respondents:

It takes yeeeears before you realize that you only understand a tiny little bit about the
local culture (Informant D in Van de Kamp 2008, p. 45).

I think I have made mistakes. Only after a while [do] you discover that certain aspects
are not how you always thought they were (Informant B in Van de Kamp, 2008, p. 44).
A major lesson that the experienced tropical doctors learnt from this was to take time to
understand and involve the locals, their wishes and their priorities. This was shared by

7

These specific presumptions – about Africans being lazy, ignorant, unmotivated and untrustworthy –
are elaborated upon in Van de Kamp (2008).
8
The organization Wemos, which currently works on international health, started as a working group on
medical development aid in order to collect and share information on the topic. Meetings were
organized and articles were published in order to share experiences and information (Wemos, 1981).
Some of the Dutch doctors wrote books about their experiences, such as Bakker (2012), Chabot (2014),
Groen (2015), Hartog (1971), Keizer (1998), Kuik (1976), Linders (2008), Engelkes, E. (2010), Reysman
(2002), Van Bodegom (2012) and Van der Vijver (2008).
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those involved in the debates, and taken on board by future tropical doctors as a
recommendation (Wennen, 1981).
When Eveline Herfkens became the Dutch minister of developmental cooperation in
1998, her focus was on ‘ownership’ and ‘self-sufficiency’ in African countries. Unlike her
predecessors, she did not see a role for Dutch tropical doctors in achieving this. Since this
time, the Dutch government has stopped financing and facilitating the work of Dutch
tropical doctors abroad (Van Bergen, 2007), though professional aid organizations such as
Doctors without Borders have continued to send tropical doctors to Africa to this day.
Many of the first wave of Dutch tropical doctors are currently retired, and many of
the younger former tropical doctors now work in The Netherlands as specialists. Many feel
strongly connected to the people among whom they lived and worked for many years, and
some still visit from time to time. It was through these visits that some of the former
tropical doctors came to learn about the activities of short-term westerners. The reason for
their concerns appears to be closely related to their personal experiences of working in
Africa and the lessons they learned. Instead of seeing the contemporary short-term
westerners building on these lessons, they see them making the same mistakes they made
years ago. The only difference, according to them, is that the short-termers are back in their
home countries long before they realize their mistakes.
The work of Dutch tropical doctors is only a small part of the history of western
involvement in Africa. Indeed, this history started way before these doctors got involved.
Who came before them and what were their activities? What do we know about their
approaches with regard to the African population, and about how Africans responded to
this? That is what the next section is about.
EARLY WESTERN INVOLVEMENT IN AFRICA
The first westerners to set foot in Africa did so long before the Dutch tropical doctors
appeared on the scene. In the historical literature, various groups of westerners are
described and distinguished from one another based on their different aims and activities
on the continent. These groups were early explorers (of whom most were traders), colonial
administrators and missionaries. This section is as much about their aims and activities as
it is about the various and ambiguous ways in which these aims and activities have been
described in African historiography.9 I show that although the African historiography on

9

The way in which historians have written about the involvement of westerners in Africa has undergone
radical changes over the past 100 years. The early African historiography was closely linked with the
colonial period and based on Euro-centric assumptions upon which the legitimation for westerners’
presence was built. Gradually, other historians, such as African historians educated in western countries
and western colonial critics, started to write different histories, which resulted in a ‘new African
historiography’ (Ogot, 1993).
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the topic goes back to the start of western involvement more than 100 years ago, the
scholarly interest in and focus on Africans’ behaviors of resistance to these early
westerners only started to appear in the last 50 years or so. I argue that some of these
insights can contribute to a conceptualization of western involvement in Africa in the
present.

Westerners and Africans
In the early African historiography, a clear distinction was made between Africans and
westerners, with Africans being the continent’s inhabitants and westerners its visitors.
However, as time went by, some of these westerners established themselves on the
continent, and it became difficult to maintain this distinction as an explanation for people’s
behavior. Furthermore, westerners’ various reasons for their activities and ways of
approaching and interacting with Africans showed that westerners could not be considered
a homogenous group, and neither could Africans. As the African historiography expanded
and evolved, two approaches became apparent. There were scholars who argued that
maintaining a distinction between westerners and Africans was legitimate for various
reasons. Other scholars, however, argued that the reality was far too complex to draw such
a distinction, and that this prevented scholars from focusing on internal differences among
the various westerners and Africans. I argue that in order to make sense of western
involvement in African settings such as Shisong Hospital, we need to understand both
approaches.

The early westerners – explorers, colonists and missionaries
Among the early European explorers of Africa were adventurous traders and scientists.
This was during the so-called ‘Age of Exploration’, which took place from the latter half of
the fifteenth century through the sixteenth century (Bortolot, 2000).10 Goods were traded
in both directions,11 and both westerners and local leaders prospered from the
international trade (Bortolot, 2000). Apart from goods, Europeans also traded in African
slaves.12 This slave trade transplanted millions of Africans to the Americas, Europe and
Asia (Fonlon, 1969).
10

These explorers ‘discovered’ rivers, lakes and mountains (Khapoya, 2015). They also encountered a
well-established trading population, as, prior to the European voyages of exploration, African rulers and
merchants had already established trade connections with the Mediterranean world and western Asia
(Bortolot, 2000).
11
Imported into Africa were cloth, iron, copper and cowry shells used by the local populations as
currency, as well as jewelry, beads and alcohol. Europeans returned with textiles, carvings, spices, ivory
and gum (Bortolot, 2000).
12
The Portuguese were the first to become involved in the slave trade, followed by the British, French,
Spanish, Dutch, Danes and Swedes (Millar, Bugu Kendie, Atia Apusigah & Haverkort, 2006; Oostindie,
2009). The British put an end to slavery by declaring it illegal in 1807 and took effective measures to
stop it (Fonlon, 1969).
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After the Berlin Conference of 1884-1885, during which the most powerful
European countries agreed upon the rules for laying claim to particular African territories,
the British, French, Germans, Italians, Spanish, Belgians and Portuguese implemented their
various strategies for the long-term occupation and control of Africa (Khapoya, 2015;
Talton, 2011). The conquest had begun decades earlier – and in the case of Angola and
South Africa centuries earlier – but after the Berlin Conference it became more systematic
and overt (Iweriebor, 2011; Talton, 2011).13 The colonial administrators entered the
continent via its coastal areas, then gradually moved inland. The political administrative
styles and economic policies and practices of the western countries involved varied widely.
The two largest colonial powers in Africa were France and Britain: they each controlled a
third of the continent, both before and after the First World War (Khapoya, 2015). Overall,
the system of colonial rule of the French was more centralized, bureaucratic and
interventionist than that of the British. The other colonial powers – Germany, Portugal,
Spain, Belgium and Italy – used varied administrative systems to facilitate control and
economic exploitation. Despite these differences, all systems of colonial rule were alien,
authoritarian and bureaucratic; they distorted the existing African political and social
organizations, and undermined the inhabitants’ moral authority and political legitimacy
(Bortolot, 2000).
Missionaries entered the African continent around the same time as the colonial
administrators. Their aim was to convert the African people to Christianity, which the
missionaries took up as their task in response to Jesus’ call to “Go ye into all the world, and
preach the gospel to every creature” (Bible, 1982, Mark 16:15). Some of these missionaries
started small clinics to attend to people’s health needs.14 Some of these clinics gradually
13

During and after this conference, various European countries sent out agents to sign ‘treaties of
protection’ with the leaders of many African societies, states, kingdoms and empires. Conflicts arose
over how to interpret these treaties. For Africans, the treaties were merely diplomatic and commercial
friendship treaties. However, the European powers wanted to impose and exercise political authority in
African lands, and for them the treaties meant that the Africans had signed away their sovereignty
(Iweriebor, 2011).
14
The colonial powers wanted to combat the epidemic diseases that threatened western functionaries
of the colonial state. They were neither interested in nor prepared for curing the masses (Hardiman,
2006). The earliest missionaries preferred to propagate the gospel, without attending to the local
people’s health needs. This changed for two reasons. The first was that biomedicine rapidly came to
dominate approaches to health care in European societies over the course of the nineteenth century.
Life in medieval Europe had revolved around the church, and society had been dominated by religious
ideas. God was considered to be the source of knowledge. This knowledge could only be acquired
through God’s agents on earth. These agents were priests, who were morally equipped to interpret the
word of God as expressed in the Bible. Ideas about human health were situated within this framework.
For example, people with hallucinations, who would today be diagnosed as suffering from
schizophrenia, were considered to be possessed by demons. In the sixteenth and seventeenth centuries,
Enlightenment thinkers started to celebrate ‘reason’ and ‘rationality’ over ‘superstition’. They valued
scientific methods of investigation – observation and experimentation – rather than religious authority.
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drew increasingly large numbers of patients, who were preached to as they waited to be
consulted. Stories from the Bible were read and prayers were said, and in this way, the
gospel was administered along with treatment. In many areas, and in rural areas in
particular, these services were offered in the absence of regular state-provided medical
services (Good, 1991; Jennings, 2008).15 After World War One, colonial governments began
to accept minimal responsibility for the health needs of Africans and started to fund some
local initiatives. During the 1920s and 1930s, hundreds more mission hospitals and
dispensaries appeared on the African continent (Good, 1991). Jennings (2008) and McKay
(2007) argue that despite the historical and continuing role of church-based health
institutions in Africa, both within the health care sector and in society as a whole, what we
know about them is limited.16
Several scholars have argued that there were no clear distinctions between the
western traders, colonists and missionaries. Comaroff and Comaroff (1991) argue that the
missionaries were the human vehicles of a hegemonic worldview as much as the colonial
administrators. Their intensions, whatever they were, were “prefigured in the imperial
thrust of Europe into the non-European world, itself product of post-enlightenment
imagination” (p. 310). They are even said to have colluded with the colonists when it suited
their interests (Okon, 2014). They relied on the colonists for physical security and
protection, and during critical times they relied on traders for funds (Okon, 2014), which is
why their achievements can be explained partly through their relationships with these
administrators and traders. As Mbiti (1969) writes:
This gave rise to biomedicine (Russel, 2013). As the medical establishment consolidated its influence in
society, and hospitals became the place to treat the sick (Jewson, 1976), the profession gained the
status of giving moral direction to the public. Medicine began to replace the church as the guardian of
public and private health (Hardiman, 2006). The second reason why missionaries expanded their
activities in Africa into the field of health and health care is that they discovered that it created good
opportunities for conversion: while Africans were reluctant to accept the missionaries’ gospel message,
they were generally more open to European medicine (Good, 1991; Hardiman, 2006). Until the 1870s,
there was no distinction between evangelical and medical missionaries, and many medically unqualified
missionaries turned their hand to medical work. Basically, anyone could call themselves a doctor. After
the 1870s, due to growing regulations of the profession, medically untrained missionaries were no
longer considered ‘medical missionaries’, a term that was reserved for those who had received and
graduated from full training (Hardiman, 2006).
15
Some of these missionaries became quite well-known in the west for their medical efforts, such as
David Livingstone (1813-1873), Albert Schweitzer (1875-1965) and Paul White (1910-1992), the latter of
whom wrote the popular and extensive book series ‘Jungle Doctor’ (White, 1975; see also Hardiman,
2006; Salmon, 1948; Schweitzer, 1949). They inspired other westerners to follow in their footsteps and
become mission doctors in Africa themselves.
16
Both Jennings (2008) and McKay (2007) argue that the richness and variety of the medical mission
sector has been inadequately described. McKay adds that this is because the missionary archives have
long been neglected, since critical enquiry in the western academic tradition has long been essentially
secular, and its practitioners overwhelmingly secularists.
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The image that Africans received […] of Christianity, is very much coloured by colonial
rule and all that was involved in it. We are still too close to that period to dissociate
one from the other. A Gikuyu proverb [of the Gikuyu people in Kenya] which
summarizes this fact very well: ‘There is no Roman priest and a European – both are
the same!’ (p. 231).
Another reason for looking at westerners as one group, as mentioned by several scholars
(Okon, 2014; Rodney, 1972; Van Wolputte, 1997), is that both the colonizers and the
missionaries benefited from each other’s presence. Rodney (1972) argues that although it
was neither intentional nor official, while the British traders were exploiting their African
customers, the missionaries preached peace, forgiveness and good neighborliness. The
result of this is described by Okon (2014):

It actually prevented genuine rebellion, self-preservation and determination.
Missionaries worked towards the preservation of the status-quo and upholding of the
master-servant relationship between Africans and Europeans (p. 199).

Such arguments show that there are several reasons for viewing different westerners as
one group. Reasons to distinguish sub-groups are discussed in the next section called
‘Internal differences among westerners and Africans’.

Western superiority and Africans’ colonial mentality
Despite westerners’ different roles and activities, it has been argued – both by earlier and
recent scholars – that all displayed feelings of superiority (Crowder, 1968; Hardiman,
2006; Iwe, 1985; Ohaegbulam, 1990; Okon, 2014; Rooha, 1989; Strayer, 1978; Van
Wolputte, 1997; Vaughan, 1991). The extent to which this occurred varied, as well as the
reasons for it. The missionary premise that Christianity was infinitely superior to African
religions fortified convictions of European cultural superiority. Cultural superiority in its
turn was connected to racial superiority: white superiority was founded on Europe’s
religious, social and industrial achievements (Rooha, 1989). In light of western superiority,
Africans were considered inferior. Differences among Africans were considered irrelevant,
and a description of Africans was often given by describing ‘the African’:

The African was not seen as an individual, but rather a collective identity that
vanished against the backdrop of an unhealthy and pathogenic environment (Mullings
1984: 47). He was the embodiment of primitiveness, backwardness and superstition,
promiscuity and polygamy, of filth and poor hygiene, of naïveté and a lack of shame
and fear; he was a source of infection, he was ‘untamed’ and unhealthy, and was to be
cured – and civilized – by the white man (Van Wolputte, 1997, p. 23).

Scholars argue that the westerners who were involved in Africa had different views of
Africans’ ‘potential to overcome their African-ness’. Some considered them to be like
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children who “could grow up into good Europeans” (Crowder, 1968, p. 5). Others believed
they were permanently children, “immutably separate and inferior to the European”
(Crowder, 1968, p.5). Westerners’ various displayed forms of superiority over Africans –
religious, racial, moral and cultural – legitimized their presence and their work, and for the
missionaries in particular, contributed to the continuing support they received from people
in their homelands. As a consequence, these displayed forms of superiority contributed
greatly to feelings of superiority among the general European public towards Africans
(Ohaugbulam, 1990). The mission rhetoric in particular stressed the drama of the situation
in simple and contrasting terms, such as black and white, good and evil, light and dark.
Biomedicine contributed to this biased thinking, because its characteristics – rationality,
efficiency, productivity, the belief in progress and technology – were considered ideal
(Vaughan, 1991). In this light, African patients were considered by many medical
missionaries as “frequently too stubborn and ignorant to heed the doctor’s wisdom”
(Hardiman, 2006, pp. 39-40). This construction of ‘Africans’ legitimized the western
presence in Africa, for they were not only uncivilized but also in need of help (Vaughan,
1991).
Various scholars argue that as a result of the structural exposure to and experience
of western feelings and acts of superiority, Africans from all segments of different societies
adopted what Iwe (1985) calls a ‘colonial mentality’. Okon (2014) argues that this lower or
negative self-image and belief in one’s own inferiority persists among (some) Africans
today, the outcome of “intensive European propaganda, brain washing and psychological
warfare against Africans and anything African” (p. 205). Iwe (1985) argues that the colonial
mentality as a value-oriented attitude is characterized by:
Lack of confidence in Africa, the African and his way of life;
The belief that the white man or the West knows best and what is best for us in every
instance and situation;
Unreflecting tenacity in the maintenance of colonial structures even if these have
become outdated, outmoded, dysfunctional and irrelevant to the present needs of
Africa;
The perpetuation of and addition to those futile and unprogressive colonial methods,
procedures, techniques… which have served only to uphold the arrogance and
pretensions of the colonial masters and to hold down the African in perpetual tutelage
and thralldom (p. 199).

I argue that in order to understand present day interactions between westerners and
Africans, we need to take into account these theories of historically constructed feelings of
superiority among westerners and the colonial mentality among Africans in the past.
However, as important as these theories might be for our understanding of the present, I
argue that only looking at the past in terms of how these two groups opposed one another
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is also limited. It is even risky, I would argue, for the theories speak of westerners in Africa
in general as powerful and cruel intruders and of Africans in general as powerless and
passive victims who were unable to do anything than simply accept and undergo whatever
the westerners had planned for them. The later African historiography, in which scholars
increasingly focused on the complexities of internal relationships among both westerners
and Africans, shows that this picture is inaccurate.
Internal differences among westerners and Africans

Medical missionaries in relation to other westerners
It has been noted by some that the western traders and missionaries often quarreled
(Ajayi, 1968; McKay, 2007). Kalu argues that the missionaries were “constantly
embarrassed by the morals of the merchants and their brutal exploitation of African
societies” (as cited in Okon, 2014, p. 201) and that they had different attitudes towards
‘pagan’ cultures, the goals of education and the future of the colonies. Missionaries’
approaches differed greatly from those of the colonial administrators and traders, because
their aim of mass conversion was too big for them to carry out without the assistance of
(many) local Africans.17 Therefore, they were instructed by their superiors to:

[…] adapt themselves to the Africans, to strip themselves, as much as possible, of the
cultural elements peculiar to them, of their language in the first place. It was believed
that without effective and active communication it was impossible to pursue the
conversion of the Africans. Missionaries were requested to overcome language
difficulties by devoting their spare time to the study of local African languages and by
approaching Africans in their own language to minimize cultural misunderstandings
and distinctions between themselves and their potential converts (Viera, 2007, p. 254).

This suggests a more complex history of western involvement and of African responses to
it. It also indicates that the distinction between ‘Africans’ and ‘westerners’ is one among
many other distinctions, and its relevance can only be examined in relation to these other
distinctions. Applying this knowledge to my own research, I look at differences between
Cameroonian and western health workers in Shisong Hospital as well as among these two
groups. This approach is called inter-categorical intersectionality and it is elaborated upon
in the fourth and last section of this chapter.
Africans’ varying behavior with regard to colonial rule
During the last 50 years or so, more and more historians have started to study Africans’
resistance to western involvement on the continent. This alternative body of knowledge
17

Killingray (2011) states that by 1900, there were 11.6 million Christians on the whole continent, and
that by 1980 the figure had reached 230 million. He argues that African Christians, not western
missionaries, were largely responsible for the spread of the Christian gospel across the continent.
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shows, first of all, that there was no consensus regarding what resistance actually was and
who was engaging in it. It also shows that the distinction between westerners and Africans
did not always hold.
Western scholars who were involved in writing imperial history have argued that
western countries’ establishment of colonial rule over African countries was the result of “a
peaceful and diplomatic arrangement carried out in the interest of Africans” (Okon, 2014,
p. 193). This does not explain, however, why many African countries were occupied by
force, and why it was massively resisted militarily by various African communities
(Markovitz, 1977).18 Crowder (1968) has estimated that two-thirds of the people in West
Africa resisted colonial rule through armed conflict. He also argues that where occupation
was peaceful, it was often because African leaders believed resistance to be futile after
having seen the success with which European-led forces had overcome their neighbors.
Okon (2014) argues that even so-called peaceful negotiations were the “culmination of
tactical manipulation and intimidation” (p. 194).
Bohannan and Curtin (1971) argue that Africans – both individually and collectively
– turned towards certain tactics in order to “use the alien presence for whatever advantage
it might offer” (p. 322). This is where colonial history becomes complex. Some African
leaders, for instance, chose to ally with the Europeans in order to increase their chances of
conquering their internal enemies.19 Many other Africans joined the European forces,
where they were trained and officered by Europeans, and after which they fought with
European arms (Okon, 2014). It is for this reason that European colonialism cannot be
thought of solely in terms of a power struggle of ‘white versus black’ or ‘European versus
African’. Indeed, African responses to European colonial rule were much more complex:
As they [Africans] resisted European invasions, they confronted both European and
African soldiers. That is, they confronted a political hierarchy imposed by Western
Europeans that included African proxies. The power was European, but the face of it
on the local level was often African (Talton, 2011).

Political relationships among Africans themselves also reveal the complexity of Africans’
relationships to colonial rule in two ways. First, as Ortner (1995) has pointed out, in
criticism of scholars of resistance studies in general, the behavior of subordinate people
cannot be (merely) looked at as a reaction or response to the behavior of the ‘dominant’.

18

African military resistance took two forms. Direct military engagement was used where possible, and
guerrilla warfare was used in the absence of professional armies, mostly in small-scale and decentralized
societies. Iweriebor (2011) says: “Instead of professional soldiers, small groups of organized fighters
with a mastery of the terrain mounted resistance by using the classical guerrilla tactic of hit-and-run
raids against stationary enemy forces”.
19
See Bohannan and Curtin (1971) for an example of the Bekar Saada in Bundu (now eastern Senegal),
who strategically allied with the French in order to gain control over Bundu. See also Talton (2011) for
an example of the Fante, who strategically allied with the British against the Asante.
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Ortner argues that resistance studies are ‘thin’ on the internal politics of dominated groups,
the cultural richness of these groups, and the subjectivity – the intentions, desires, fears,
projects – of those involved.
If we are to recognize that resistors are doing more than simply opposing domination,
more than simply producing a virtually mechanical re-action, then we must go the
whole way. They have their own politics – not just between chiefs and commoners or
landlords and peasants but within all the local categories of friction and tension: men
and women, parents and children, seniors and juniors, inheritance conflicts among
brothers; struggles of succession and wars of conquest between chiefs; struggles for
primacy between religious sects; and on and on (Ortner, 1995, p. 177).

Second, the complexity of Africans’ behavior with regard to colonial rule shows that it is
impossible to speak of it in terms of either collaboration or resistance. Talton (2011)
argues that it was possible to collaborate with the colonizers in one instance while they
resisted their authority in the next. He also argues that it was possible to limit European
political control through some form of collaboration with European generals or colonial
administrators. In other words, Africans evaluated their circumstances and assessed
possible actions and consequences, after which they made the best possible choices.20
Because Africans have so often been perceived as a non-political and homogenous
group, little is known about the complexity of their relationships to western colonizers.
Comaroff and Comaroff (1991) argue that the same applies to the colonial administrators,
who have also largely been regarded as a homogenous group: divisions among them and
conflicts between them have been generally ignored in the history of Africa.
Africans’ everyday forms of resistance
The earliest resistance studies started to dominate the African historiography in the early
1960s, and were focused on African leaders, chiefs and headmen, who were often
considered heroes (Vail & White, 1983). Much less scholarly attention was given to
ordinary people.21 This changed in the early 1970s when African peasants started to be

20
This line of thinking only became dominant in the African historiography towards the end of the
1960s. Studies of African resistance to European imperialism and colonial rule started to dominate the
historiography of Africa in the early years of the 1960s (Vail & White, 1983). Next to the scholarly
attention to African ‘resisters’, there was increasing attention to those Africans who sought
accommodation with the agents of capitalism and colonialism, so-called ‘collaborators’. It was not until
the end of the 1960s that historians started to realize that categorizing Africans as either ‘resisters’ or
‘collaborators’ was both insensitive and inappropriate (Vail & White, 1983; 1978). As a result, it became
increasingly recognized that Africans used both resistance and collaboration as alternative strategies to
maintain or augment their power in the face of the colonial challenge (Talton, 2011; Vail & White, 1983).
21
According to Vail and White (1983), ordinary people were often considered – by scholars and African
intellectuals – to be unwilling to support revolts initiated by their leaders. For example, in Shepperson
and Price’s Independent African, published in 1958, since Malawian peasants failed to support the
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recognized as ‘political peasants’.22 As a result of this development, the definition of
resistance widened to include the everyday activities of ordinary people, such as footdragging, arson, poaching, theft, avoidance of conscription, desertion, migration and rioting
(Vail & White, 1983).23 These activities are what Scott calls ‘everyday forms of resistance’
(Scott, 1985; 1987).
The problem for historians has been that these forms of resistance were generally a
lot less visible: these acts – intentionally – did not make headlines. However, by reading
between the lines, scholars began to interpret things in a different way. Vaughan (1991),
for instance, argues that what missionaries had always perceived of and written about in
their memoirs as a ‘battle against ignorance and superstition’ was in fact a confrontation
with Africans’ skepticism and resistance. Vail and White (1983) argue that it is possible to
find out more about Africans’ opinions by looking at the “creations of the people
themselves” (p. 887). The ‘creations’ of the African people that Vail and White studied were
two hundred African songs in three different areas of Mozambique. These songs were
recorded and their meanings examined by interviewing the people who performed and
listened to them. It turned out that many were protest songs against the exercise of
Portuguese colonial power.
It has become normal in writing of protest with African societies under colonial rule to
emphasize forms of protest understandable in European terms – strikes,
demonstrations, stone-throwings, letters to newspapers, resolutions from Native
Associations, and finally armed rebellion. What we have in the Paiva song [a
Mozambican protest song that has been kept alive for more than 80 years] is a protest
expressed in traditional terms, using an established form of etiquette, expressing
criticism in what the people themselves conceive of as the legitimate channel (Vail &
White, 1978, p. 24).

abortive revolt of John Chilembwe in 1915, they were thus dismissed by the authors as “a violent
vacillating lumpenproletariat” (p. 402). According to Hastings (1995), this view of ordinary people was
often linked to (fear of) the colonizers’ brutal reactions to open challenges to colonial power. For
example, in Namibia, the Herero people rose up against German rule in 1904, killing 100 German
settlers and traders. In response, the German commander declared war, in which he aimed at
extermination. Seventy percent of the Herero were killed and almost as many of the Nama. Hastings
argues that although colonialism was nowhere else quite as brutal, it did tend “towards an unrestrained
brutality as soon as it was challenged” (p. 401).
22
This development was linked to the revolutionary peasants of Vietnam and Latin America. As Vail and
White (1983) argue, nationalist movements that claimed a peasant ideology and mass peasant support
were sweeping to power in Mozambique, Angola and Zimbabwe in the 1920s.
23
Until today, scholars disagree on the exact definition of resistance. There have been many scholarly
discussions about what it is or should be, and why. See for example Butz and Ripmeester (1999), Chin
and Mittelman (2000), Deepak (2012), Gutmann (1993), Hollander and Einwohner (2004), Johansson
and Vinthagen (2016), Tilly (1991) and Vinthagen and Johansson (2013).
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Vail and White’s study also shows that songs were just one way in which Mozambicans
expressed their criticism. Another way was cracking jokes about individual colonizers.
They also imitated how the colonizers talked and walked. And it was not just Mozambicans
who did this. Barber (1997) shows that it is one of the central themes in African popular
culture to name the inequality that Africans suffer from through storytelling, singing songs
and writing poems. It is important to note, however, that in the colonial context, none of
these expressions directly addressed the westerners, as they were deliberately only shared
amongst themselves. This is why a focus on the way in which Africans responded to the
colonizers directly does not provide us with a sufficient understanding of their opinions,
which they generally kept hidden.
There is no consensus among scholars about the meaning and effect of these
somewhat hidden expressions of criticism. Some scholars argue that the hidden songs and
jokes, as people’s only option to harmlessly vent their anger and hatred, indicate their
powerlessness to reshape social and political structures (Gifford, 1998). These scholars
believe that the songs and jokes were merely about coping with the situation, acting as a
“safety valve for social pressures” (Vail & White 1978, p. 25). There were signs that the
effect of singing songs of protest during the Africans’ work in the fields was that the rhythm
of the songs resulted in them being more productive and less frustrated (Vail & White,
1983). Other scholars emphasize the strategy behind Africans’ expressions of criticism,
arguing that it is empowering to speak up (Barber, 1997). The latter argue that such
expressions show that Africans were not simply passive victims of external forces who
accepted everything that happened to them uncritically (Gifford, 1998). Van der Geest and
Asante-Darko (1982), for instance, argue that Highlife songs in Ghana had a political effect
because they contributed to uniting the oppressed population and undermining the
prestige and power of the ruling military elite. Vail and White (1983) argue that the songs
in which the Portuguese colonial powers were criticized “in ways that the prevailing
etiquettes did not otherwise permit” (p. 887) did at least have the following effect:
The song […] never emerged into a strike or open rebellion. But at the very least, it
preserves a sense of distance. […] There are circumstances in which the greater
courage can be to go on from day to day, apparently docile, yet preserving in an image
or slogan or even a curse one small region of the mind which refuses to capitulate
completely. The song caters for this, and in a manner more than individual. […] It is in
the song that the people’s identity is preserved (Vail & White, 1978, pp. 24-25).

Singing songs and cracking jokes can be considered acts that keep people’s (shared)
criticisms about external forces alive among themselves, and they preserve a sense of
distance.
Although studies such as those of Vail and White teach us more about the various
ways in which African people thought about western involvement in their lives and also
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how they expressed this, we still cannot make general statements about it. As described
above, this is because of the various ways in which the colonizers and missionaries worked.
Secondly, people’s perceptions about external forces were far from uniform: the three
different groups of Mozambicans whose songs were studied by Vail and White (1983)
showed various forms of behavior. The Lomwe-Chuabo, for instance, migrated on a large
scale to Nyasaland, because, according to the authors, they refused to accept the regime,
but also because they lived close to the border. The authors consider this migration an ‘act
of resistance’ because it shows that the Lomwe-Chuabo did not simply accept Portuguese
domination. The other two groups – the Chopi and the Sena-Podzo – engaged in various
ambiguous practices that, according to Vail and White, made it impossible to reduce these
practices to either ‘resistance’ or ‘collaboration’.
This ambiguity has been discussed and explained by other scholars (Cooper, 1994;
Gifford, 1998;) who emphasize that Africans did not just ‘dance to the tune’ played by
external forces, but had a life of their own and “opportunities to manipulate the external
world and adapt it to their own needs” (Gifford, 1998, p. 9). This is considered to be true for
the colonial period, but also for the postcolonial period in which many African countries
continued to be dependent in various ways on western powers (Gifford 1998). The Belgian
anthropologist Van Wolputte (1997) attributes the ambiguous behavior of African people
to an ambiguous perception of westerners:
The white man was on the one hand the erstwhile colonizer, the former oppressor and
ruler that the young nation state had rid itself of, but on the other hand the white man
was the one whose power people looked up to, whose language they spoke, whose
knowledge people admired, whose dream (le negre blanc) was pursued by the ruling
minority and held up as a mirror to society. After independence this duality crystalized
into the bipolar image of the expat, the well-to-do white man who was both maligned
and admired for his position: he was both an ideal to strive for and an enemy to be
fought (p. 48).

With regard to my research in Shisong Hospital, my interest has been in unraveling various
forms of interaction between people, finding out which views they share, through which
channels, and why. The hospital workers might not sing protest songs, but perhaps they
have other means of engaging in what I call ‘behind the scenes’ interaction, as opposed to
more open and public interaction, which can shed light on their relationships and power
dynamics. Before I elaborate on such behind the scenes interaction by using the theoretical
concept of public and hidden transcripts, let us first take a look at the contemporary
involvement of western health workers in Africa and what is known about Africans’
behavior with regard to it.
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CONTEMPORARY WESTERN MEDICAL INVOLVEMENT IN AFRICA
Westerners and their health initiatives
The contemporary health initiatives carried out by westerners cannot be referred to with a
single term, as they differ from one another in too many ways. A review focusing on the
literature on ‘short-term medical service trips’ between 1993 and 2013 shows that more
than 45 terms can be identified referring to “seemingly the same activity” (p. 39), such as
‘humanitarian medical projects’, ‘medical brigades’ and ‘volunteer medical services’ (Sykes,
2014). Wendland (2012) uses yet another term, that of ‘clinical tourism’.24
Some of these western health workers come in teams, others as individuals. Some of
these initiatives are organized through western hospitals or NGOs, while others arrange
the trips themselves. Some westerners work in established hospitals, including many of the
surgical teams, while others set up mobile clinics. Some work in areas where there are no
health workers, others work with local doctors. Some bring their own equipment and
materials, others do not. Some focus on curative work, others focus on health-related
activities such as teaching local health workers. In some cases, many of these variables are
related to (what westerners have come to learn about the) the particular local setting. In
other cases they are decided upon by the westerners based on their expectations of the
setting, or their own or other westerners’ previous experience in other African settings. In
addition to employed health workers who take some time off to go to Africa, the initiatives
also involve retired health workers as well as students. This concerns medical residents,25
but also medical and nursing students in the early years of their studies. These students
sometimes join qualified workers on a team trip. In these cases, they are often supervised
by a westerner. Such students also engage in trips as individuals or in pairs, working under
local supervision. A final group of westerners that carry out health initiatives are high
school graduates. These young people, whose trips are often organized through a western
NGO, end up at various placements, including in hospitals, where they assist local workers
in various ways. They are often called ‘gap year’ volunteers, because they engage in such
projects during a period of time off between graduating from high school and prior to
starting further education.
24

The way in which these terms are described varies widely. Some missions are described by five
characteristic features: the goal, working method, duration, type of participating professionals, and how
it was arranged. Other missions are described by two or three of these features. This inconsistency in
mission description makes it rather difficult to compare them. Within the last few years, short-term
medical initiatives are increasingly referred to as short-term medical missions (STMMs), not to be
confused with faith-based missions. STMMs refer to groups of specialists, ranging from two to 90
people, who visit a health setting for two days up to one month (Maki, Qualls, White, Kleefield & Crone,
2008).
25
For more information on residents’ electives, see for example Alterman and Goldman (2008), Jarman,
Cogbill and Kitowski (2009), Powell et al. (2007), and Vu, Johnson, Francois and Simms-Cendan (2014).
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The fragmentation in the terms used in the scholarly literature has contributed to a
failure to provide an adequate picture of the western countries involved, and the overall
scale of such initiatives.26 This might change soon, however, as the body of knowledge is
growing fast (McLennan, 2014).

Contemporary trends in western involvement in Africa
There are three trends that characterize the contemporary involvement of westerners in
Africa. The first trend is for ‘do it yourself’ projects. Instead of donating money to a large
aid organization and letting them do the work, westerners are nowadays becoming
personally involved in charity projects by building schools, digging wells and starting
orphanages in various developing countries (Velthuis, 2006). This relatively new
phenomenon is called ‘voluntourism’. A commonly cited definition of voluntourism is
provided by Wearing (2001), as applying to “those tourists who, for various reasons,
volunteer in an organized way to undertake holidays that might involve aiding or
alleviating the material poverty of some groups in society, the restoration of certain
environments or research into aspects of society or environment” (p. 1).27 Whereas mass
tourism is about the experience of the tourist, voluntourism is also about ‘giving back to the
community’ and ‘making a difference’ (Raymond & Hall, 2008; Vrasti, 2013; Wearing,
2001). In comparison with mass tourists, voluntourists are considered responsible,
culturally sensitive and eager to learn their hosts’ culture and language (Butcher, 2003).
However, there is also a lot of criticism associated with the trend. A whole range of words
has been used to mock voluntourism, such as ‘slum tourism’ (Frenzel & Koens, 2012) and
specifically related to health initiatives ‘duffle bag medicine’ (Roberts, 2006). This criticism
is elaborated upon in the next section.
The second trend is to go to Africa for a relatively short period of time. With regard
to medical voluntourists, surgical teams often engage in one- or two-week trips. Students
often stay for a full internship period, which mostly ranges from a few weeks to three
26

For instance, the literature study of Martiniuk et al. (2012) focuses only on English language articles on
medical missions to developing countries published in the last 25 years. It is therefore unsurprising that
the top four sending countries identified by the review were the USA, Canada, Australia and the United
Kingdom. It would seem as if the largest part of the researched literature was produced by North
American scholars, and Guatemala and Honduras were the most popular destinations. This picture is,
however, incomplete. Popular destinations for medical volunteers from other western countries were
simply not included.
27
Wearing’s definition leaves room for interpretation in terms of who is a voluntourist and who is not.
For instance, specialists who engage in surgical missions are often considered to be voluntourists
because they engage in work missions during their holiday time (see for instance De Visser, 2006b), even
though they do not necessarily engage in touristic activities during their trip. More important, I would
argue, than a discussion of what makes a person a voluntourist or not, is whether the points of critique
associated with voluntourism apply.
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months. Not all westerners are tied to a western work schedule as much as these
specialists and students. For instance, pensioned doctors do not have to return to their
work. The impression I get from the body of scholarly literature, however, is that the
overall majority of current western health workers choose to return home within a year.
The third trend related to contemporary western involvement in non-western
settings is the growing acknowledgment that it is okay to enjoy it. It has become generally
accepted that westerners get something in return for ‘making a difference’ (Butcher, 2003;
Vrasti, 2013; Wearing, 2001). This ‘something’ refers to the feeling of satisfaction after
having engaged in a voluntouristic activity. It has been described as the so called ‘inner
glow’ that comes from “being able to give something that you have to somebody who does
not have it” (Stamler, 1976, p. 13). Simpson (2004) also argues that volunteer
organizations often use the argument that ‘doing good’ is fun.
While the early westerners who engaged in work in Africa, such as the missionaries
and tropical doctors, were relatively few, the contemporary westerners who do so are
many. The contemporary voluntourism market is one of the fastest growing tourism
markets in the world (Brown 2005; Callanan & Thomas, 2005; Conran, 2011;
Mostafanezhad, 2013; Tomazos & Butler, 2010; Zahra, & McAllum, 2015),28 and involves
various sectors including education and health care. Estimates of the scale of the market
are difficult to make as it is constantly changing,29 with an increasing number and diverse
range of western organizations, both commercial and charity-based, organizing groupbased projects as well as individual placements. Simpson (2004) suggests that the
commercial sector has grown most vigorously in recent years.
Critical debates

Westerners’ drive to ‘do it yourself’ in Africa
One point of critique related to the ‘do it yourself’ trend is that Africa cannot be saved or
helped in this way, even though the westerners involved may have high expectations about
the effects of their work. Simpson (2004) and Ngo (2012) argue that volunteer

28
It should be noted that these so-called western voluntourists do not only work in Africa, but also in
Asia and South America.
29
Various attempts have been made with regard to voluntouristic medical efforts. Most estimates are
made at a national level, and concern mostly the USA. Lasker (2016) states that approximately one
million US citizens volunteer in other countries annually, with 21% reportedly providing counseling or
medical care, which leads Lasker to conclude that the annual number of US global health volunteers is at
least 200,000 (Lasker, 2016). Regarding medical students, it has been stated that half of accredited US
medical schools offer formal experiences in global health (Stoff & McMichael, 2014). In 2008, it was
estimated that approximately 6,000 short-term medical missions were carried out from the United
States, involving 250 million USD (Maki et al., 2008). It has also been stated that for 2012, 40% of
medical students in the United Kingdom participated in an internship in a developing country of
between six to eight weeks (Martiniuk et al., 2012).
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organizations contribute to the creation of westerners’ expectations about their own role in
African settings, because of the way in which they promote ‘doing development’:30
[…] ‘development’ is seen as something that can be ‘done’, and speciﬁcally, by nonskilled, but enthusiastic, volunteer-tourists. The gap year industry offers a view that
encourages a perception of development as a simple matter, and one that should be
just ‘got on with’. […] A particular type of ‘development’ activity is targeted, where the
emphasis is on end products, such as ‘teach the child’, ‘conserve the forest’, ‘build the
bridge’ (clinic, well, library etc.) (Simpson, 2004, p. 685).

The most common criticism directed specifically towards students is that they are poorly
prepared and tempted to practice outside of their scope of competencies (Koning, 2012;
Wall et al., 2006). About voluntourists in general, Raymond and Hall (2008) argue that they
take up various roles such as teachers, which “can be seen to represent the neo-colonial
construction of the westerners as racially and culturally superior” (p. 531). Simpson (2004)
also states that the legitimacy of westerners’ initiatives is rooted in a concept of a ‘third
world’, a “geography of homogenous people, a geography seemingly without history or
politics” (p. 683); it is also based on a construction of people in need (Cole, 2012). Various
scholars argue that this picture suits westerners well because of their strong desire to help
(Berry, 2014; Cole, 2012; Simpson, 2004).
All he [the western voluntourist] sees are hungry mouths […] and he is putting food in
those mouths as fast as he can. All he sees is need, and he sees no need to reason out
the need for the need (Cole, 2012).

Cole argues that this construction of need serves as the legitimation for westerners to “use
the African continent as a backdrop for white fantasies of conquest and heroism,” where “a
nobody from [North] America or Europe can become a godlike savior or, at the very least,
have his or her emotional needs satisfied” (Cole, 2012). Westerners’ expectation of being
needed is nowadays often referred to as the ‘white savior complex’ (Cole, 2012).

Dialectical deafness
Another point of critique raised about voluntourists is that, based on their expectation of
being needed, it is unlikely for them to change their mind when they actually start working.
The reason for this is that in the context of a constructed simplistic ideal of development in
which westerners consider their activities intrinsically noble or altruistic (De Camp, 2007),
enthusiasm and good intentions prevail, and doing something is perceived to be better than

30
Simpson (2004) argues that an image is created of Africa as a helpless continent that can be saved by
unskilled westerners. Ngo (2012) argues that western NGOs promote voluntourism in Africa by
portraying people in developing countries as victims, and students in the west as leaders capable of
making change in the communities they go to help.
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doing nothing (Simpson, 2004). Westerners are thus “tempted to act as if any benefit counts
ethically in favor of the trip, or that simply intending to provide benefit is enough” (De
Camp, 2007, p. 21, emphasis in original). This reasoning justifies trips that only last a
couple of weeks, carried out by people who have only just graduated from high school.
According to Anson and Pfeiffer (2013), it also explains why there is little attention
given to the voices of locals in the host settings, and why there is a tendency to overlook the
agency of those whom the westerners are trying to aid. Ogundipe-Leslie argues that “the
African person is that person who does not have a ‘self’, who gets represented or spoken
for by others” (Ogundipe-Leslie in Bell, 2013, p. 7). Recognizing their voices and agency
could possibly lead to having to revise or stop one’s charitable activity, which is why many
westerners would rather stay ignorant (Bendell & Unies, 2013). Anson and Pfeiffer (2013)
call this ‘dialectical deafness’. The early western explorers, colonists and missionaries were
blamed for constructing an image of Africa and Africans to legitimize their presence and
planned activities; now, a century later, contemporary westerners are blamed for doing the
same thing, even if their activities have changed.
Looking at the concerns raised by the Dutch tropical doctors in the newspaper
article discussed at the beginning of this chapter, the critique of voluntourists in general
might apply to westerners currently involved in health initiatives in Africa. Most scholarly
articles about westerners’ short-term work are written by those who engage in such trips
themselves (Martiniuk, Manouchehrian, Negin & Zwi, 2012). These people often argue that
the services they provide are necessary, the ways in which they provide them are effective,
and that these services are appreciated by the local people. This is illustrated by the
following quote regarding a trip by a North American team that lasted five days, written by
a team member:
Despite challenges posed by short-term medical missions, the benefits far outweigh the
burdens. […] The volunteers for Operation Smile [performing surgical corrections of
facial deformities] believe in what they are doing to alleviate human suffering.
Investing in […] creating sustainable changes will always be our goal. […] Some people
may say that we love our strategy because it makes us feel good and they are right, but
more importantly, we love it because we see it working (Ott & Olson, 2011, p. 112).

The above quote shows that the team’s medical activities were considered successful in
terms of their achievements in providing health care services to ‘suffering’ people. I say
considered, as it remains unclear on what this claim of success was based, since the article
provides an incomplete picture of the team’s short-term trip. Indeed, several existing
literature reviews indicate that many of the articles written about short-term medical
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initiatives are incomplete, either because they lack an evaluation or because the
evaluations are heavily marked by what matters to the western providers.31
An explanation for these flawed or incomplete evaluations is that they are carried
out solely from the westerners’ perspectives (Berry, 2014; Compton, Lasker & Rozier,
2014). Berry (2014) argues that westerners “(1) produce their own criteria for evaluation,
and (2) evaluate themselves based on metrics that emphasize their perceptions of
accomplishments” (p. 344, emphasis in original). They focus on the visible and
quantitatively measurable side of the intended effect of their work, such as how many
patients were consulted, how many successful surgeries were carried out and how many
prescriptions were filled (Montgomery, 1993). Indeed, Straubhaar (2015) argues that the
ability to be reflective about one’s role in an African institution is not something that all
westerners have at the time of their short stay in a particular setting.32 As a result, the
picture of the (the effect of) the short-term work of western health workers, as provided by
the health workers themselves, is only one side of the story, and a very sunny side in terms
of westerners’ usefulness and effectiveness. It might even simply be a reflection of what
they want to see. This is illustrated by the following quote from an article written by a
pediatric surgeon from the US who had been involved in several short-term missions to
Africa:
Expect to find wonderful doctors and other hospital personnel who have eagerly
awaited your arrival. Expect multitudes of children needing you and your expertise to
improve their lives (Meier, 2010, p. 943).

In 2014, the American Catholic Health Association conducted a research project on STMMs
(Compton, Lasker & Rozier, 2014).33 The study showed that 91% of the research

31
Sykes’ literature review (2014) shows that only 6% (67/1117) of the studies on western short-term
medical missions published between 1993 and 2013 have empirical results. Martiniuk et al. (2012) show
that almost 80% (180/230) of articles published between 1985 and 2009 provide no contextual analysis
or evaluation. A review of articles on STMMs published between January 2010 and August 2014 shows
that nearly half (72/172) lacked an evaluation (Roche, Ketheeswaran & Wirtz, 2015). Naujokas (2013)
argues that the quality and impact of STMMs has not been well studied. It is also argued that very few
articles discuss the ethics, policies and standards of evaluation (Martiniuk et al., 2012; Roche et al.,
2015). Those articles that do include some sort of evaluation are heavily marked by what matters to the
western providers (Berry, 2014; Kim, Farmer & Porter, 2013).
32
Straubhaar (2015) argues that it was only years after his own short-term mission in Mozambique that
he felt he was able to critically reflect upon his role in the setting.
33
The research was conducted “to identify leading practices in STMMs which focused on the
effectiveness of these SMMMs to improve the health of host communities” (Compton, Lasker & Rozier,
2014, p. 4). It is one of the few scholarly attempts that has been made to overcome the information gap
regarding the impact of western short-term medical initiatives. What is remarkable about the study,
which had over 500 participants, who together made it “likely the largest existing dataset on STMMs” (p.
4), is that not a single person from the host communities was involved. All 500 participants were
westerners, specifically from the US, who had participated in STMMs.
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participants considered the trips extremely valuable for volunteers (such as themselves),
while a smaller number of people, 75%, considered them valuable for host communities.
The participants argued that STMMs were only valuable to host communities if “designed
well” (p. 4). The concerns raised by the research participants were about “increasing
dependency and causing harm” (p. 4). Unfortunately, the nature of this ‘harm’ was not
elaborated upon. This does nevertheless show that not all westerners are completely
dialectically deaf. It makes me wonder what actually happens in the African medical
settings where westerners temporarily work: what do westerners ‘see’, or rather ‘hear’,
and how do they make sense of it?

A blind eye for unequal power dynamics
According to the westerners involved, short-term work in Africa enhances communication
skills and mutual respect for other cultures (Walsh, 2004). It is also considered to lead to
positive changes in young students’ relationships and worldviews (Walling et al., 2006).
Walsh (2004) argues that westerners who temporarily work in a setting with limited
resources learn to be flexible and innovative. The idea that westerners get something in
return for their work seems based on ideas of reciprocity: they learn from us, and we learn
from them.
Sentiments such as these have been critiqued by other scholars. Sin (2010) argues
that little empirical research has been conducted to confirm such statements. Various
scholars argue that the western practice of short-term involvement in Africa can actually
reinforce cultural stereotypes (Guttentag, 2009; McLennan, 2014; Raymond & Hall, 2008;
Sin, 2009). Madsen Camacho (2004) argues that while western involvement is “ideally
rooted in mutuality and reciprocity between servers and served, issues of power and
privilege can create an asymmetrical relationship between both” (p. 31).
In his Pedagogy of the Oppressed, Freire (1968) argues that any form of charity
necessarily presupposes an unequal social order. He also argues that westerners “do not
perceive their monopoly on having more as a privilege” (p. 59). The Dutch professor Gloria
Wekker (2016) argues that this is a matter of not knowing as much as it is about not
wanting to know. Either way, various scholars argue that there is a ‘silence’ in the recent
literature on the short-term involvement of westerners in Africa around ‘uncomfortable’
issues of global power dynamics, and how they affect the outcome of westerners’ health
work in African settings (Berry, 2014; Perold et al., 2013). Berry (2014) argues that
westerners take insufficient account of the fact that this inequality influences the
relationship.34 This is argued by Sin (2010) as well:

34
This is why Berry (in Rohloff, 2015) calls for research that focuses on the outcome of medical
encounters for local people. She gives the example of a westerner providing treatment that may be
successful from a biomedical perspective, but traumatic from the perspective of a patient who is
stereotyped and harassed. Whereas Berry appears to be mostly interested in the relationships and
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The paradox herein is that volunteer tourism will almost always involve the ‘richer’
and ‘better off’ providing aid to the ‘poor’ and ‘worse off’. Volunteers […] can be easily
seen as richer and superior, forming a problematic dichotomy between the volunteers
and aid-recipients, where volunteers are in a better position of power to judge and
comment on the aid-recipients. ‘Othering’ in this sense could potentially create rifts
that hinder the building of strong personal relationships between volunteer and
recipient; it can even cause a situation where the volunteer is seen as superior (p. 496).
Various other scholars have argued that westerners adopt a superior role in the settings in
which they work. Kraeker (2013) argues that western health workers are judgmental.
Grennan (2003) suggests that they are tempted to take ownership of the local situations in
which they find themselves. Surgery teams are criticized for overlooking ethical
requirements (Wall, 2011), a lack of follow-up care and – with regard to the provision of
free health care services – undermining the livelihood of medical providers who depend on
patients’ payment (Green T., Green H., Scandlyn & Kestler, 2009).35 The early European
colonizers in Africa displayed various forms of superiority and, as described, this
contributed to feelings of superiority among the general European public towards Africans.
I am interested to find out if and how such feelings among short-term westerners play a
role in Shisong Hospital, and what this means for their interactions with Cameroonian
health workers.
Understanding Africans’ views and behavior
A question that has remained largely unanswered in the literature is how the Africans
involved look at and relate to short-term westerners. This sub-section elaborates on what
is known about it, as well as what is not.

A limited picture
Very little is known about Africans’ views and behavior with regard to the current
phenomenon of westerners’ short-term medical involvement in African settings (McGehee,
2012; Perold et al., 2013; Uriely, Reichel & Ron, 2003; Wearing & McGehee, 2013).36 There
are several reasons for this. One, already described above, is that much of the scholarly
literature about these short-term western initiatives is written by westerners who are
personally involved in the practice and therefore likely to be biased. Wearing and McGehee
power dynamics between western health workers and African patients, my interest lies mostly in the
relationships and dynamics at the workers’ level: How do the hospital workers interact with one
another, and what explains these interactions?
35
This is why they are described as ‘cowboy surgeons’ and – concerning pelvic surgery - ‘fistula tourists’
(Wall, Arrowsmith, Lassey & Danso, 2006).
36
See for exceptions: Guttentag (2009), Holmes, Smith, Lockstone-Binney & Baum (2010), McLennan
(2014), Perold et al. (2013), & Sin (2010).
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(2013) further note that western scholars who have not been personally involved have
nevertheless focused their research on westerners rather than Africans, for practical
reasons: they often a share socio-cultural background with the western voluntourists, who
may be also better able to take the time needed to participate in the research, and there
may be more funding opportunities for research on westerners. Another reason is that
western scholars “have difficulty in identifying and including the full spectrum of
stakeholders who may fall under the term host and community” (Wearing & McGehee,
2013, p. 124, emphasis in original). Those who are considered the ‘Africans involved’ have
most often been described as one group. McIntosh and Zahra (2007) argue that scholars
only rarely consider the existence of fragmented or shifting responses to short-term
western involvement. The importance of taking this perspective into account has, however,
recently been acknowledged by scholars such as McGehee and Andereck (2008), McLennan
(2014), McWha (2011) and Sherraden (2008).
Comparing what is known about the medical involvement of early westerners, such
as missionaries and tropical doctors, with what is known about contemporary western
medical involvement in Africa shows that these two bodies of literature are largely
discussed separately. The first body of literature comes mostly from historians and political
scientists, whereas the latter was written by the western health workers involved and,
increasingly, by social scientists. This explains why the diversity and ambiguity in Africans’
behavior with regard to westerners has only recently appeared in discussions about
contemporary short-term western involvement in Africa.
Biased research findings
The (few) recent attempts of scholars to provide an understanding of Africans’ views and
behavior with regard to short-term western involvement are biased. Lasker (2016) writes
of how, during a conference of the International Association of Research on Service
Learning and Community Engagement in 2012, concerns were raised about outside
(foreign) assistance in local (non-western) communities. Among the concerns were the risk
of these communities becoming increasingly dependent, the risk of westerners reinforcing
existing privileges and power differences in the community by providing additional
resources and skills to some members and not others, and the risk of westerners depleting
local resources and wasting the precious time of local professionals. It was also argued that
exposure to unattainable wealth – in the form of expensive items owned by visitors – could
create problems among the locals. To find out whether the locals involved did indeed raise
any of these concerns, a research study was conducted, by US scholars, who interviewed
‘locals’ in four countries, of which two were in Africa.37
37

The African countries included were Ghana and Niger; the other two countries were Haiti and Ecuador
(Lasker, 2016).
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None mentioned the concerns raised at the [...] conference. ‘There are no
disadvantages,’ a host staff member in Niger says, ‘there are only advantages and no
extra expenses.’ Even the time required to help volunteers is largely not seen as a
negative. Many host-country staff members consider this part of their jobs or believe
the advantages outweigh any problems. This was all the same in all four countries
where staff members were interviewed (Lasker, 2016, p. 145).
Lasker notes, however, that the interviewees might have owed their jobs to the presence of
western volunteers, and that this might have hindered their ability to ‘speak up’ to the US
researchers, because they were likely associated with the western volunteers.
Furthermore, the financial dependence of Africans could be one reason for those involved
not to speak out about the negative aspects of the short-term medical work of westerners
(Berry, 2014; Lasker, 2016).
The next example comes from a research article about volunteer work in Peru. The
authors mention the ‘social desirability’ of the answers they got, but continue:
Overall, VHO [Volunteer Host Organization] staff had positive perceptions of IVs
[International Volunteers]. In fact, the most frequently mentioned outcome was
‘general satisfaction’ with volunteers […]. Respondents described their views in these
ways: ‘we just like them,’ they have ‘a big heart, a lot to give, a lot of spirit,’ they come
with ‘a lot of will, with a lot of affection, with a lot of love for the work and dedication,’
and ‘we are happy, very happy to have them’ (Lough, McBride, Sherraden & O'Hara,
2011, p. 125).

This picture of everybody being happy is only one side of the story, and it is likely that
there is a ‘hidden world’ behind it. In order to study this alternative perspective, Sin (2010)
calls for research on the perspectives of aid recipients of voluntourism, which would take
into account and explore the unequal power relations involved, especially in terms of
relations between funding bodies and local partners in host communities. She wonders
how different stakeholders negotiate their power, or lack thereof, in achieving their own
agendas.
A few scholars have attempted to shed light on the more hidden opinions of
involved Africans. Loiseau et al. (2016) state that the local respondents whom they
interviewed in the Dominican Republic agreed that “volunteering is good” and offered a
variety of reasons to support this idea. However, when they asked why volunteering is
good, the respondents focused not so much on the westerners’ work but largely on the
material resources they brought with them. Perold et al. (2013) argue that host
organizations use to their advantage the perceptions that communities and donors have of
westerners:
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Hosting international volunteers brings credibility to the [local] organization because,
as foreigners and white, people are likely to hear and trust their word […]. In some
cases, host organizations felt that the presence of international volunteers was likely
to enhance their appeal to potential donors. Host organizations also felt that
international volunteers could represent their case more successfully than they could
themselves, because donors were more likely to trust the views of the international
volunteers (p. 12).
If Africans do not necessarily appreciate the westerners’ presence for their work, they may
not need the westerners’ work as much as the westerners like to hear. They may even feel
bothered by the downsides of the westerners’ presence. However, it is not in the Africans’
interest to speak up about these downsides (Guttentag, 2009; Sin, 2010; Van Engen, 2000).
Van Engen (2000) describes an example of a Nicaraguan doctor who runs a busy health
clinic. He spends three months each year preparing to host North Americans for short
periods of time, but feels that they accomplish little. However, he is reluctant to complain
because the clinic is funded by an organization associated with these westerners. Sin
(2010) argues that in order for Africans to keep receiving westerners to serve their own
hidden interests such as the ones described in the last quote above, they ‘perform’ the
identities expected of them by westerners:

At times, especially coordinators of NGOs, felt that there was a possibility that locals in
host-communities needed to appear ‘needy’ to attract volunteer tourists, or […]
according to the terms set or imagined by volunteer tourists (p. 990).

The critical debate suggests that short-term westerners in Africa only hear what they want
to hear in terms of ‘being needed’ in Africa, and that Africans have reasons to confirm it,
even though this might not necessarily be the case. It also shows that studies whose
findings are solely based on what Africans say probably do not provide us with an
understanding of their actual views on short-term western involvement, as the reality is as
much about what they do not say.

Reading between the lines – everyday forms of resistance
In order to shed light on the relationships and power dynamics between short-term
westerners and involved Africans, I argue that we can learn from the body of literature on
the early westerners in which various forms of everyday resistance were discovered by
‘reading between the lines’.
One person who did try to read between the lines, and who was brave enough to
write about it, was a young voluntourist (as he called himself) from Canada, J.B. MacKinnon
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(2009).38 MacKinnon describes how he got the idea that the locals among whom he
volunteered were not utterly happy with his presence. One night, he entered a bar with two
of his new Malawian friends: a coffin maker and a preacher. He writes that his arrival was
not exactly welcomed, as some of the young men in the bar were clearly “irritated to see a
foreign face in the place they go in order to, among other things, get away from foreign
faces” (p. 27). He tried to ignore the young men’s irritation while he and his friends shot
pool and drank beer. MacKinnon said that it took a few beers before “the preacher was
ready for some truth-telling” (p. 27). He told a story about a western team who wanted to
do a photo shoot of some locals doing their shopping at the market, when they were
harassed by some other locals. These local people were taken to jail for it. MacKinnon did
not quite understand why his friend was telling him the story.
Was it a warning about the limits of a hungry nation’s patience? A comment on the
unpredictable outcomes of good intensions? His words were coloured in shades of grey.
‘I’m not one of those who is against what you people do,’ he [the preacher] said at last.
‘I respect what you people do.’ Then my friends took me by my elbows and led me into
the street. It was getting late, the preacher said, and there was liquor in the young
men’s veins (MacKinnon, 2009, p. 27).

While MacKinnon felt a tension between him and some young Malawian men, he remained
unable to lay his finger on it as the Malawians did not express their frustration with him
directly. However, instead of ignoring it, he chose to write about it. Experiences such as this
one can serve as a starting point for revealing (parts of) what African people involved
might rather hide, and which present a picture that is different from the one presented by
the majority of current westerners in Africa.
I myself had similar experiences of locals not sharing their frustrations with western
visitors during my master research (Van de Kamp, 2008). During an interview with a Dutch
surgeon about his short-term mission in Lebanon, he told me that the Lebanese health
workers were “really angry” with the Dutch. He said that this was because they operated on
the patients for free. When I asked him how this anger was expressed, he said that the
Lebanese health workers had punctured the tires of their cars at night. Although the Dutch
claimed to know who had been responsible and why it had been done, they did not talk
about it, and neither did the Lebanese. Furthermore, what struck me most about my
observations and conversations in seven hospitals in Ghana was that while workers
publically praised each other, their frustration shone through indirectly. For instance, in
one of the hospitals, the Ghanaian health workers were frustrated by the western surgeons’
long working days. By working ten to twelve hours a day, the western surgeons were trying
38

He had gone to Malawi for a ‘voluntouristic adventure’, as he calls it, to set up a creative writing
program for orphans who were in jail. He describes himself as one of the many western ‘do-gooders’ in
the country, “splashing my own tablespoon onto the fires of hell” (MacKinnon, 2009, p. 24).
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to make the most of their short stays. This forced the Ghanaian assisting theater staff to
stay as well. For them, these long days were not as incidental as the westerners assumed,
for the hospital theater was visited by overenthusiastic western surgeons on a regular
basis. Moreover, the Ghanaians were paid for only eight hours of work a day, and their
numerous requests to the hospital director to get paid for the extra hours were repeatedly
turned down. As a result, they were frustrated, both with the director and with the
westerners.
The Ghanaian assisting theater staff did not share their frustration with the western
surgeons verbally. However, after eight hours they expressed signs of demotivation –
subtle protest? – by making attempts to round off, rushing through their tasks, reading
newspapers and using their phones. The western surgeons had no idea of the reasons
behind this shift in behavior, and nobody spoke about it.39 It was also the case that the
hospital directors had not informed the chief medical officer about the upcoming arrival of
the westerners, which made it impossible for the chief medical officer to plan and prepare
for their arrival.40 My research in Ghana lasted two months, which is why I – as a shortterm westerner myself – was surprised to find out so much about people’s
misunderstandings and frustrations with regard to the short-term westerners in the
hospitals I visited. It made me wonder what I would have discovered if I had stayed longer.
Given the limitations of the existing body of literature on the current short-term
involvement of western health workers in African settings, the aim of this research is to
explore health workers’ relationships and power dynamics in one African hospital that is
regularly visited by short-term westerners. I look at what people from both groups say to

39
People from both groups spoke to me about it. The western surgeons were surprised by the Ghanaian
workers’ demotivation and thought that they were not used to working long hours. The Ghanaian
workers argued that the westerners sacrificed a lot, but that they themselves sacrificed too much (Van
de Kamp, 2008).
40
During the first days of the presence of these visiting short-term Europeans – whose specific country
of origin is not mentioned in the thesis in order to conceal their identity – there were hardly any
patients. The Europeans were upset about this, as they had been promised that patients in the
surrounding area would be informed so that they could make their way to the hospital in time. The chief
medical officer, who had not been informed about their arrival by the hospital director, was unable to
explain why this had not been done. What bothered the chief medical officer most, however, was that
the Europeans had not registered with the Ghanaian National Council, and he had been unable to
communicate with them the importance of doing so before starting their work; not only so that they
could work legally in Ghana, but also because he was personally responsible for all medical work
provided in the hospital. Upon the arrival of the Europeans, he requested that they register and offered
his assistance to get it done as quickly as possible. The Europeans, however, made no attempts to do so:
they were not interested in doing paperwork, and had not brought any proof of qualifications. Thus the
chief medical officer felt that he had no other option than to write to the council explaining that he
could not take responsibility for the Europeans’ work in his hospital. He did not inform the director or
the Europeans about this decision. More about the hospital workers’ misunderstandings and
frustrations with regard to short-term westerners is elaborated on in my thesis (Van de Kamp, 2008).
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one another, but also what they hide from one another, and how this manifests itself. The
next section elaborates on the theoretical concepts I use to conceptualize both people’s
public and hidden forms of interaction.
PUBLIC AND HIDDEN TRANSCRIPTS
Sin (2010) argues that the behavior of Africans with regard to the short-term work of
westerners is a ‘performance’ based on westerners’ expectations. The use of a theatrical
metaphor to explain social interaction is derived from the dramaturgical perspective
developed by Erving Goffman (1959). Goffman used the term ‘performance’ to refer to all of
the activities of an individual that occur in front of a particular set of observers, which
make up the audience. Using this metaphor of the theater, I argue that the existing
scholarly literature on the contemporary involvement of westerners in Africa provides us
with an understanding of what goes on ‘on stage’, though we have very little understanding
of what goes on ‘backstage’. Although Goffman elaborated upon both forms of behavior, it
was James Scott (1990) who introduced two concepts – public and hidden transcripts – in
order to describe two distinct forms of interaction, as well as how these forms are related
to one another. These concepts are central to this research.
The public transcript
Scott uses the term transcript to describe the interactions between people, both in terms of
speech as well as non-verbal gestures and expressions. He distinguishes between two types
of transcripts in order to shed light on the ways in which people interact. The term public
transcript is used for open and visible interaction, which according to Scott is often only
part of the story; for instance, people routinely exchange pleasantries and smile at those
whom they actually do not like in order to maintain smooth relations. George Eliot might
not have been exaggerating when he wrote: “There is no action possible without a little
acting” (Eliot in Scott, 1990, p. 1). Scott argues that in some cases, people engage in these
so-called public performances because they are expected to, and might not have much
choice. He refers to those who are subject to elaborate and systematic forms of social
subordination, such as the worker to the boss, the tenant or sharecropper to the landlord,
the serf to the lord, or the slave to the master.
Most subordinates conform and obey not because they have internalized the norms of
the dominant, but because a structure of surveillance, reward and punishment makes
it prudent for them to comply (Scott, 1990, p. 193).

Scott’s focus is on the public transcript of the subordinates as a “performance of deference”
(Scott, 1990, p. 3). As Jamaican slaves would eloquently say: “Play fool to catch wise”
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(Patterson, 1982, p. 338).41 Scott illustrates this by invoking a character from Elliot’s Adam
Bede called Mrs. Poyser. As tenants of the elderly Squire Donnithorne, Mrs. Poyser and her
husband hated how the squire often put new obligations on them and treated them with
disdain:

‘It was as if you was an insect, and he was going to dab his fingernail on you.’ However,
she said, ‘your servant, sir,’ and curtsied with an air of perfect deference as she
advanced towards him: she was not the woman to misbehave toward her betters […]
(Scott, 1990, p. 6).

Scott did nevertheless also consider the behavior of the powerful to be likely an ‘act’, as a
“performance of mastery and command” (Scott, 1990, p. 3-4).42

Hidden transcripts
While it is in the interest of subordinates to publically ‘act’ or ‘perform’ compliance in the
short run, the long-term consequences of controlling their natural impulses affects,
according to Scott (1990), their personhood and dignity.43 It is under these circumstances
that a hidden transcript comes into being. It is most often shared between people –
relatives, friends, neighbors, coworkers and peers – who stand in the same position of
power in relation to another person or group, and who all have a shared interest in
concealing it from these others.44 It is in this hidden transcript that workers complain
about their boss, and students joke about their teacher. In these hidden transcripts,
personal fantasies of revenge and confrontation turn into a collective cultural product.45

41
Patterson (1982) argues that there was a kind of ‘victory’ in the very pretense of the Jamaican slaves
to act as slaves – as was expected of them – because as they served their slaveholders they “concealed
their soul and fooled the parasite” (p. 338).
42
Scott illustrates this by quoting from Orwell’s essay Shooting an elephant from his days as a subinspector of police in the 1920s in colonial Burma. Orwell was summoned to ‘deal’ with an elephant that
had ravaged a bazar and killed a man. When he got to the elephant it was peacefully grazing in the fields
and was no longer a threat to anyone. The fact that he was followed and watched by “more than two
thousand colonial subjects” made him realize that he would have to shoot the elephant nevertheless,
because the natives expected it of him (Orwell in Scott, 1990, p. 11).
43
An extreme illustration is of slaves who had no choice but to look on helplessly while their child or
spouse was abused. People also feel humiliated by the smallest personal insults when they are unable to
respond in the way they would like to.
44
Scott (1990) argues that people who stand in the same position of power in relation to others have a
shared experience of humiliation, when an insult is “a variant of affronts suffered systematically by a
whole race, class, or strata” (p. 9).
45
Scott emphasizes the collective nature of a hidden transcript. However, he also briefly states the
possibility for people to have a personal hidden transcript. A personal hidden transcript, he says, may
never find expression because people hide it even from close friends and peers (Scott, 1990, p. 8). Here
Scott seems to contradict himself, since earlier he defines transcripts as a form of communication. Thus
what Scott considers to be a personal hidden transcript might rather be a personal view that someone
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As the abovementioned quote involving Mrs. Poyser shows, people’s views and the
public appearance of their views can be quite opposite. However, hidden transcripts do not
always contradict the public transcript, as they may also inflect or even confirm it.46 Scott
argues that it remains unknown whether a public transcript reflects people’s views
correctly, only partly, or whether it is a cover-up for people’s views in a hidden transcript.
It is only after gaining some understanding of people’s hidden transcripts in addition to the
visible on stage interactions that the true meaning of public transcripts can become
apparent.
Expressions of a hidden transcript
Although hidden transcripts allow people to blow off steam, even the most elaborate
hidden transcripts can never compensate for saying what one truly feels to the face of the
dominant individual or group. When people do so, this can be called an ‘explosion’. An
example comes again from the character of Mrs. Poyser, who one time could not contain
herself in front of the squire:

[…] I tell you for once that we’re not dumb creatures to be abused and made money on
by them as ha’ got the lash i’ their hands, for want o’ knowing how t’ undo the tackle.
An if I’m th’ only one as speaks my mind, there’s plenty o’ the same way o’ thinking i’
this parish and the next to ‘t, for your name’s no better than a brimstone match in
everybody’s nose (Scott, 1990, p. 7).

Scott argues that Mrs. Poyser’s explosion was a “personal rendition of a collective hidden
transcript” (1990, p. 8).47 He argues that such explosions are rare, because in the context of
power people risk retaliation, such as losing their jobs. This is why, he says, subordinate
people prefer to express their hidden transcripts by making use of ‘disguise’. They develop
keeps to himself. In this dissertation, as in Scott’s work, hidden transcripts refer to transcripts that
people share with at least one other person.
46
Scott argues that “virtually all ordinarily observed relations between dominant and subordinate
represent the encounter of the public transcript of the dominant with the public transcript of the
subordinate” (1990, p. 13), in which the public transcript of the subordinate is “shaped to appeal to the
expectations of the powerful” (Scott, 1990, p. 2). While saying this, Scott does not rule out the
possibility for people from both groups to have a shared public transcript. This is what Antonio Gramsci
and Michel Foucault call ‘public discourse’ (Tilly, 1991). Although Scott, inspired by both Gramsci and
Foucault, did not rule out the possibility of the existence of a shared public transcript among groups of
people, he wanted to leave room for two separate public transcripts. He argues that when there is a
shared public transcript, it is likely to be designed by the dominant and supported by the subordinates
because they gain from it.
47
Indeed, the likeminded folks that Mrs. Poyser referred to had been saying similar things about the
squire among themselves for years, and they took pleasure in the squire being publically humbled. It
turned Mrs. Poyser into “something of a local hero” (Scott, 1990, p. 8) among all who felt she had
spoken for them, offering instant relief (Scott, 1990, p. 210) both for the messenger and for those she
had spoken on behalf of.
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a ‘large arsenal of techniques’ to show their discontent without getting themselves into
trouble. Examples include grumbling and muttering, in which messages are intended to
have a double meaning. The ambiguity provides the messenger with what Scott calls a
“ready line-of-retreat through disavowal” (Scott, 1989, p. 54), for people can always say
that it was taken the wrong way. Gossip is another example. In this case, the message might
be clear, but there is no (identifiable) messenger. This is why Scott calls it a “relatively safe
social sanction” (Scott, 1990, p. 142), because people can claim to be just passing on the
news.48 Scott argues that the purpose of showing parts of people’s hidden transcripts is not
just self-expression, but “to punish, chastise or perhaps even drive out the antagonist”
(1990, p. 143). The vagueness around these expressions – caused by the ambiguity of their
message – is used as a tool to confuse or frighten the antagonist:
[…] a certain vagueness may heighten its impact on dominant groups. The effect of
fear on one’s antagonist, for example, may be heightened if he is left free to imagine
the worst (Scott, 1990, p. 156).

To illustrate how disguised expressions of hidden transcripts can be effective, Scott quotes
Orwell, who appears to have been aware of the Burman people’s general discontent with
the Europeans, without them ever having mentioned it:

Anti-European feeling was very bitter. No one had the guts to raise a riot, but if a
European woman went through the bazaars alone somebody would probably spit
betel juice over her dress. When a nimble Burman tripped me up on the football field
and the referee (another Burman) looked the other way, the crowd yelled with hideous
laughter (Orwell as cited in Scott, 1990, pp. 14-15).

Orwell’s awareness of the Burman people’s anti-European feeling shows that the ‘hiddenness’ of the hidden transcript is not so much that it is unknown to the dominant, but rather
that it is never made explicit to the dominant. Scott continues that even when the dominant
do suspect the existence of a hidden transcript – such as Orwell in the quote above based
on the Burman people’s hostility – it is also in their interest not to make it explicit.
Publically acknowledging it would reveal the unpopularity of their policy and thereby
undermine their authority. The disguised expressions of the hidden transcript are
therefore as implicit as the hidden transcript itself:
The nature of the acts and the self-interested muteness of the antagonists thus
conspire to create a kind of complicitous silence which may all but expunge everyday
forms of resistance from the official record (Scott, 1989, p. 50).

48

Scott (1985) argues that “the rich, while they may be relatively immune to material sanctions, cannot
escape symbolic sanctions such as slander, gossip, and character assassination” (p. 25).
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I use the concepts of public and hidden transcripts for this research in order to
conceptualize the interactions and power dynamics between Cameroonian workers and
short-term westerners. How do the Cameroonian workers openly talk about the short-term
work of visiting westerners – as a public transcript – and how does this relate to how they
talk about it ‘behind the scenes’ amongst smaller groups of people – as a hidden transcript?
Do these versions differ from one another, and why? For instance, if a Cameroonian
midwife is unhappy about the way in which a western midwife carries out a delivery,
would she tell the western midwife? Or would she instead complain about it only among
other Cameroonian midwives? And what would be the result of either of these two
scenarios? I also explore the public and hidden transcripts among westerners with regard
to their short-term work, how they interact with the Cameroonian workers, and how they
perceive and behave in the local medical practice. And how does all this involve power, and
people’s perceptions of (who should have) power?
It should be noted here that I do not apply Scott’s distinction between subordinates
and power holders to the people central in this research. Similarly, I use the concepts of
public and hidden transcripts slightly differently from the way in which Scott applies them.
My view differs from Scott’s with regard to the nature of people’s identities, the role of
power in a society, and – related to this – how hidden transcripts are constructed, kept
hidden from and shared among others. These differences are discussed in the next section,
by drawing on the insights of more recent scholars who have used the concepts in their
various studies.
Reinterpretations of public and hidden transcripts

Identities as socially constructed
Scott developed his concepts of public and hidden transcripts based on 18th century slaves
in the US, 19th century Russian peasants and late-20th century workers in former
communist states. Central to his explanation of people’s forms of interaction is his view on
people’s identities and their positions of power as both narrow (it is only like this) and fixed
(it is always like this). More recent scholars who have used his concepts to shed light on the
interactions between and among various groups of people do not share his perception on
identity. Instead, they define groups based on very different and less fixed characteristics.
Examples involve public transport users in Stockholm (Mancheva, 2015), or people’s roles
in a specific institution, such as teachers and students in a school in New York (Sonu, 2012),
prisoners in a late-modern men’s prison in the United Kingdom (Crewe, 2007), and
members of the Communist Party during the Soviet period (Joo, 2010).49 In these studies,

49
In other studies in which the transcript concept is used, people are defined as a group based on a
common characteristic at a certain time and place, such as childless women in South India (Riessman,
2000), unemployed men in Belfast (Howe, 1998) and middle class singles in the United Kingdom (Zajicek
& Koski, 2003). Other scholars focus on people who associate themselves with others based on a shared
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identity cannot be defined in a singular way. People’s identities are never fixed, but are
socially constructed in relation to their environment and other people in that environment.
This makes it difficult for researchers to gain insight into how people identify themselves,
for this is continually changing. For this reason, several of the abovementioned scholars did
not take a certain group of people as a starting point for their research, but rather a certain
setting or situation in which people shift between various identities and interests
(Carpenter-Song & Whitley, 2013; Kapilashrami & McPake, 2013).50
These shifts between various (parts of people’s) identities have implications for how
we look at public and hidden transcripts: people share and hide things from others, not in a
fixed but rather in dynamic and highly complex ways (see below, under ‘transcripts
reinterpreted’). With regard to my research, I explore which aspects of people’s own
identities become relevant and significant in relation to others in the context of Shisong
Hospital. I do so, first of all, by looking at which aspects of their identities they choose to
emphasize or hide in relation to others, and secondly, by exploring why this happens.
People might emphasize certain commonalities between themselves and others in order to
show their sameness. They might also emphasize certain differences in order to distance
themselves from others. These processes are contingent: I consider it likely that one
Cameroonian doctor will emphasize being a doctor in relation to a western doctor
(highlighting ‘we are the same!’), while another Cameroonian doctor, or the same
Cameroonian doctor but in a different situation, might emphasize his cultural background

heritage, religion or another aspect of their identity, such as white power activists in the United States
(Simi & Futrell, 2009), members of traveler communities in the United Kingdom (Karner, 2004), ‘Bears’
who form a sub-culture of gay men in the United States (Hennen, 2005), and Mormon women in the
northwestern United States (Mihelich & Storrs, 2003).
50
Carpenter-Song and Whitley’s (2013) research within the field of social psychiatry is about the “often
messy ‘behind the scenes’ dynamics” (p. 289) of a federally funded research and training collaboration
in the US between a psychiatric research center and a historically black university and medical center,
which aimed towards the improvement of psychiatric health among African-Americans (Carpenter-Song
& Whitley, 2013). The collaboration was the starting point for the research, and as active members of
the project, Carpenter-Song and Whitley offer an auto-ethnographic account. The public transcript
concerned the public face of the collaboration expressed through official documents such as the grant
proposal and publications. The hidden transcripts concerned the implicit assumptions and perspectives
of all those involved in the collaboration, first of all based on race and other identity-based divides such
as age, sex and ethnicity, but also based on differences in organizational culture, varying norms of
etiquette or standard procedure, and diverse epistemological and methodological positions vis-à-vis
mental health research (Carpenter-Song & Whitley, 2013, p. 293). In a different example, the title of
Kapilashrami and McPake’s (2013) research – Transforming governance or reinforcing hierarchies and
competition: Examining the public and hidden transcripts of the Global Fund and HIV in India – reveals
their focus on Scott’s concepts. This research highlights the micro-level dynamics that remain concealed
in the global and official discourse on global health initiatives. The authors reveal that “the emerging
hidden transcript of the resistances and power conflicts in its operations runs counter to the public
transcript of its commitment to partnership, local participation and strengthening health systems” (, p.
627).
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in order to distance himself from a western doctor (highlighting ‘we are not the same!’). I
argue that the significance of the various distinctions between and among westerners and
Cameroonian workers in Shisong Hospital is determined in relation to other (important)
aspects of their identity. For example, Cameroonian workers and westerners can be
divided into doctors, nurses and students, but they can also be divided into those who work
in Shisong Hospital for less than a year, and those who work there for more than one year.
This approach of using certain categories to enable research while maintaining a
consideration that it is likely that cross-cutting categories might be more relevant is called
inter-categorical intersectionality (Walby, Armstrong & Strid, 2012). I consider this
approach – as distinct from intra-categorical or anti-categorical intersectionality – to be
highly relevant for this research, because of the considerable lack of information about how
those involved in the short-term stays of westerners in African settings identify themselves
in relation to the others, and also how they look at others in relation to themselves.

Power as socially constructed
Closely related to the above outlined critique of Scott’s conceptualization of identity as both
narrow and fixed is the critique of his view of power relations (Gal, 1995; Howe, 1998).
Scott classifies people into two groups – dominant or subordinate – and assigns them
power accordingly, which results in people either having power or not. In doing so, Scott
“flattens the great range of power relations evident in the diverse social formations of the
historical and ethnographic record into a single opposition” (Gal, 1995, pp. 414-415).
Furthermore, his interpretation of power leaves no room for people to shift between
various power positions. Studying Mongolian politics, Caroline Humphrey (1994)
discovered that lines of division between subordinate and dominant are impossible to
draw, because Mongolians experience both domination and subordination within the
tightly nested hierarchies of everyday life. Rose Weitz (2001), draws a similar conclusion in
her research on the exercise of power of North American women trough their hairstyles:
Power is not absolute but it is relative to a given relationship and situation. Thus, for
example, a middle-class woman may have the power to obtain from her maid both
housecleaning services and personal deference even though the woman herself must
provide services and deference to her husband (Rollins 1985). As this suggests, power
comes from multiple sources, including both ascribed and achieved characteristics,
and takes many forms, some of which are more effective, long-lasting, and broad
reaching than others (p. 668).

In my research, the relational aspect of people’s positions of power is very important. How
do the visiting westerners and Cameroonian workers view their own positions of power, as
well as those of others? Do they express their power as a part of their public transcript, or
do they hide it in their hidden transcripts? If they hide it, under which circumstances does
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their power become public, either through an explosion or a disguised expression of their
hidden transcript? And what implications does this have for the power dynamics between
them?

Transcripts reinterpreted
Reinterpreting people’s identities and the role of power as relational and therefore highly
dynamic asks for a different interpretation of public and hidden transcripts, how they are
constructed and how they relate to each other. Scott distinguishes four transcripts: the
public and hidden transcripts of the dominant, and the public and hidden transcripts of the
subordinate. Various scholars argue that this conceptualization does not reflect the
complexity of people’s interactions with regard to their shifting identities and positions of
power; it not only overlooks the possibility of the existence of hidden transcripts among
groups, but it also leaves no room for the possibility that people shift between various
transcripts based on the situation they find themselves in.

a. Hidden transcripts within one group
Scholars argue that Scott overlooks hidden transcripts among the powerless (Levi, 1999;
Ortner, 1995; Rogers, 1975). The first reason is that he looks at people’s collective interests,
but not at interests at an individual level (Ortner, 1995). The second reason is that the
behavior of ‘powerless’ people is not just a reaction to the behavior of the dominant, but is
also related to internal politics. Ortner states that the lack of attention to such internal
politics has produced the ‘ethnographic black hole’ that has resulted in a failure to fully
grasp what is going on.
One scholar who has looked at the hidden transcripts among subordinates is Howe
(1998). He shows that a hidden transcript of subordinates in relation to the dominant can
split into two or even more when subordinates disagree on how they should interact with
the dominant group. An example is given of peasants, divided into those who loyally
support their landlords to protect their own individual interests on the one hand, and those
fighting for land reform on the other, with the two groups finding themselves in conflict
with one another (Robinson in Howe, 1998). Another scholar, Levi (1999), did research
among the Rarámuri in northern Mexico. He found that the Rarámuri hide things from each
other as much as they do from the Mestizos, the dominant ethnic group in the region. In
fact, they sometimes hide things amongst themselves which they do not hide from the
Mestizos. He elaborately explains that the reasons for this behavior are embedded in the
Rarámuri’s internal politics of rules and expectations. One of the rules is that they must
share what they have, such as batari (fermented maize beer), among themselves. Thus
people often hide what they have from members of their own group so that they do not
have to share it, while they do not necessarily hide it from the Mestizos with whom they are
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not obliged to share.51
A third example of how hidden transcripts can evolve among subordinates is when
persons deliberately distance themselves from other members of their group when face to
face with the dominant. An example of this comes from Howe’s (1998) study among
unemployed men in Belfast. Many of them detest their situation and suffer from the image
of being a welfare ‘scrounger’. In an effort to justify their own situation, they do not resist
or reject this image altogether. Instead, in their talks with employed men, they direct it
onto other unemployed men, whom they blame as being the ‘real’ scroungers. They avoid
identifying with the label themselves by emphasizing their similarities with workers, and
mentioning their previous work record, their wish to work and often their current illness
that is – temporarily – preventing them from working. Howe argues, however, that while
this might provide short-term individualistic advantages, it confirms stereotypes and
creates division and alienation in the long run.
These examples show that subordinates build up performances in front of the
powerful as well as among and between themselves. This is no surprise, as I have just
argued, given that people do not simply ‘belong’ to a homogenous group of people based on
a certain aspect of their identity (such as their profession or gender). Because of the
complexity of how workers relate to one another, as well as to others, I interpret the
metaphorical expression of ‘behind the scenes’ as a place where people share thoughts and
ideas with selective others in highly complex and constantly changing ways. I have looked
at how various hidden transcripts with regard to the work of short-term westerners come
into being, and from whom they are kept hidden.

b. Shifting between transcripts
Because of the perception of both power and identity as social constructions, many
scholars state that Scott’s terms of public and hidden are flawed (Gal, 1995; Howe, 1998).
As Susan Gal (1995) asks, “From whose perspective do we call a transcript ‘hidden’?” (p.
417). Various scholars argue that this is related, not necessarily to other people (as
opposing audiences), but to circumstances, or context, in which people shift between a
variety of transcripts (Adnan, 2007; Humphrey, 1994; Joo, 2010). Political scientist HyungMin Joo shows how people can shift between two transcripts based on a setting change,
while the audience remains unchanged. He illustrates this by describing a Communist Party
meeting in the former Soviet Union.

51

Levi (1999) only learned more about this after he had been doing ethnographic fieldwork among the
Rarámuri for several months. Once, for instance, he was invited to stay on after a party had officially
ended. It turned out that the party was not over, but continued for a select few people, for whom,
apparently, extra food and drinks had been saved. This also shows the importance of in-depth and/or
long-term ethnographic fieldwork for discovering people’s hidden transcripts (see also the next
chapter).
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It’s very hard to describe a Party meeting to someone who has never been to one. Five
minutes before it begins, people will be out in the hall, joking with each other, making
critical remarks, talking about how poorly the Arabs fight and waste all their military
aid. Then comes the meeting. Out go their cigarettes. And these very same people raise
their hands… denounce Israel and proclaim the victory of the Arabs. Or someone talks
about the ‘Third Decisive Year of the Five-Year Plan,’ and others will listen solemnly or
repeat the same slogans, knowing it’s meaningless. It’s a game, of course, but you must
play it (Joo, 2010, p. 282).
Joo remarks that the two transcripts are exclusively used by all in this case, revealing one
and hiding the other. It shows that people shift between various transcripts, not only in
relation to others, but also based on the situation they find themselves in.
There is one last question that needs to be addressed here. It concerns people’s
reasons for sharing and hiding their transcripts. Scott argues that subordinates hide their
transcripts in order to prevent retaliation, emphasizing the structure that leaves people
with little choice but to keep their transcripts hidden. If the distinction between the
powerful and the powerless does not hold, at least not as an absolute, what are the reasons
for hiding one’s hidden transcripts? Various scholars emphasize that the decision to share
or hide a transcript is related to agency as well as structure. The Rarámuri described above
hid material things from one another, simply because they did not want to share them
(Levi, 1999). This shows that in this case, the decision to share or hide a transcript had
more to do with interests than with power. As eloquently phrased by Scribner (1991),
hiding allows people “more free play for their own hidden agendas” (p. 862). I am
interested not only in health workers’ public and hidden transcripts regarding the shortterm work of westerners, but also in what they gain from publically sharing some and
hiding other views. Such insight might shed light on aspects related to the topic that have
so far remained in the dark. This will add to and perhaps alter our understanding of the
short-term work of westerners in African settings.
DISSERTATION OUTLINE

The next chapter covers the research context and methodology. In it, I provide information
about Cameroon in general and about the particulars of the Banso area in which the
hospital is situated. I also discuss the data collection process and my role in the hospital,
not only as a researcher but also as a western outsider searching for what people might
rather hide. Finally, I outline the ethnographic methods used.
Chapter Three then serves as an introduction to the hospital, in which I elaborate on
its history and its health workers. Shisong Hospital is host to a great diversity of health
workers, who relate to one another in a highly complex political structure. Westerners
have been involved in the work of the hospital since 1935, though their role has changed
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throughout the years.
The fourth chapter is where contemporary westerners enter the scene. In the first
part of the chapter, I shed light on the public transcripts regarding short-term western
involvement in Shisong Hospital, both among the westerners as well as among the
Cameroonian workers. Based on the similar ways in which the westerners talked about
their intentions and the Cameroonian workers about their expectations of westerners, it
would suggest smooth relationships based on equality. In the second part of the chapter,
however, I elaborate on various ambiguous practices that indicate the existence of hidden
transcripts among both groups that exist under the veil of their public transcripts. This is
elaborated upon in Chapters Five, Six and Seven.
In Chapters Five and Six I further elaborate on these hidden transcripts, specifically
with regard to the provision of health care in Shisong Hospital and people’s views on how
other people engage or should engage in it. Chapter Five focuses on people’s notions which
they often hide from certain others. I show that, westerners and Cameroonian workers
have contradicting ideas on how the medical practice in the hospital should be carried out.
Chapter Six is about how these contradicting and hidden notions do play a role in the way
in which people from the two groups interact with one another at the workplace; for
instance in the wards and the operating theater. It shows that they are not completely
unaware of the hidden notions of the others; indeed, they often have quite a good
understanding of these notions, and are able to anticipate them in order to meet their own
(hidden) agendas.
Chapter Seven is about the role of western donations. This chapter shows best how
the relationships between westerners and Cameroonian workers are characterized, not by
equality – as the two groups’ public transcripts might suggest – but by inequality – in terms
of material, financial and human resources. This inequality largely determines how
westerners and Cameroonian workers interact with one another. People from both groups
have different and ambiguous ideas about the role of western donations, and though these
ideas are not explicitly shared with others, they are, again, not always unknown to the
others.
The eighth and final chapter connects the various topics discussed, such as
westerners’ motivations, accommodation, clashes and confrontations at the workplace, and
donation practices. I show how the relationships and power dynamics between the
workers in Shisong Hospital, as they are, work for both groups. In this concluding chapter, I
summarize how the insights drawn from this research provide us with a deeper
understanding of the short-term involvement of westerners in Shisong Hospital, which can
perhaps also extend to other African settings. I also show how such understandings can
contribute to the public and scholarly debates with regard to the short-term involvement of
westerners in African settings in general. I end with the suggestion that scholars should
focus more on people’s behind the scenes interactions in order to shed clearer light on
their behavior.
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Chapter 2
Context and methodology
This chapter is about the hospital’s national and regional context. It is also about the data
collection process and my role in this process as a western researcher. It shows the
challenges I faced in trying to learn more about people’s interactions with each other. At
the same time, it shows how this outsider position enabled me – despite the challenges – to
do this research, by ‘being ethnographic’.
SITUATING THE HOSPITAL
Shisong Hospital is situated in the Grassfields area in the Northwest Province of Cameroon
(see Figures 2.1 and 2.2).52. This section details the particularities of the area – its people,
their history and cultures – in relation to other areas in the country. It also covers (what is
known about) western involvement in the region, both in the past and the present, as this
helps us to understand the interactions between the various workers in Shisong Hospital.
Before zooming in, I show how the local area relates to the rest of Cameroon.

52

The maps in Figure 2.1 and 2.2 are both from www.mapsopensource.com.
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Shisong
Hospital

Figure 2.1 Cameroon in Africa

Figure 2.2 Cameroonian provinces

The ‘making’ of Cameroon – diversity and tension
The pre-colonial history of Cameroon is one of more than two hundred different cultures of
which still relatively little is known. It is characterized by complex migrations, changing
economic and political relations between cultures, and often occupation and war (Konings,
1994). The northern part of Cameroon is mainly savannah or relatively open hill country,
where contact is easy. It is far different from the south, where ‘the people of the forest’ are
isolated and separated by rivers and dense tropical jungle. Modern Cameroon emerged
from a colonial tradition different from many other countries (Gifford, 1998). This tradition
has largely influenced the current political situation, as well as the health care sector.
The first contact between Cameroon and the western world came about through
trading interests, firstly with the Portuguese in 1472, and later the British.53 The first
colonial rulers were German. In 1884, they declared what they called Kamerun a German
protectorate (Fonlon, 1969; Gifford, 1998, see the first map on Figure 2.1), resulting in the

53
The British became the dominant traders – of ivory, rubber, palm oil and palm kernels (Konings, 1994)
– along the Nigerian and Cameroonian coast in early 1800. They were the first to make a lasting
linguistic impact on Cameroon. English became the language of commerce, but also of the churches and
the schools. Because people did not receive formal instruction in the English language, Pidgin English
became the lingua franca over a large section of southern parts of Cameroon. Even during the period of
German rule from 1884, the majority of people continued using Pidgin English in order to communicate
with people from other areas (Fonlon, 1969).
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creation of infrastructure and the setup of military and administrative posts, commercial
centers and large plantations relying on forced labor (Gifford, 1998). The First World War
brought an end to the German protectorate. Cameroon was then split into two, with a small
English mandate along the border of the British colony of Nigeria, with English as its official
language, and a much larger French mandate, with French as its official language (Ardener,
1962, see the second map on Figure 2.1). The current Republic of Cameroon resulted from
the merger of the French mandate and the southern part of the British mandate
(geographically similar to the former Federal Republic of Cameroon, see the third map on
Figure 2.1)..54 Cameroon was thus the first bilingual country in Africa (Awasum, 1992), and
although there are more than 250 ethnic groups that speak more than 280 different
languages nationwide (Fombad, 2013), the official bilingualism split the country in two.
This split exists to this day. As shown on the third map of Figure 2.1, the Francophone part
is much larger than the Anglophone part, containing eighty percent of the population and
eight of the ten provinces (Fombad, 1991). Shisong Hospital is located in the Anglophone
part.

Figure 2.3 Three different Cameroons (Fonlon, 1969)

Language and size are not the only differences between the Anglophone and Francophone
parts of Cameroon. Up to today, the Anglophone part has been much less developed, and

54
In 1960, the French mandate gained independence. It was called La Republique du Cameroun, and
was led by the Fulani president from the north Ahmadou Ahidjo. A year later, the northern part of
British Cameroon opted to join Nigeria. The southern part feared domination by the Igbo, the dominant
force in the eastern region of Nigeria, and opted instead into the Federal Republic of Cameroon. In 1972,
the country became the United Republic of Cameroon, and in 1984 it became the current Republic of
Cameroon.
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the Anglophones feel that they are second class citizens (Gifford, 1998; Konings, 2004;
Konings & Nyamnjoh, 1997). It is also the heart of the political opposition, which goes back
to the formation of the Federal Republic of Cameroon in 1961, when the Anglophone
people were guaranteed a separate parliament and their own British-derived system of law
and education. This system was abolished by the Francophone president in 1972, and
tension between the Anglophones and the national government has since never ceased. In
fact, it increased under the country’s second president Paul Biya, also a Francophone, who
has been in power since 1982 until today. The Anglophones dismissed Biya’s government
from the start as corrupt and incompetent. Prior to the elections in 1992, the Social
Democratic Front (SDF) was formed and became the main opposition party. Biya reacted
by crushing opposition demonstrations in the region, and declaring his victory soon after
the elections. The last political riots took place in Bamenda, the largest Anglophone city, in
November 2016 (BBC, 2016; Eyong, 2016. It ended in bloodshed, and will most certainly
not be the last.55
A word on the relationship between the Catholic Church and the state is appropriate
here, as the Catholic Church is the biggest organization in the country, apart from the state
itself. The relationship between the church leaders and the state is ambivalent: the Beti
bishops of the south are regarded as friends of the regime, while Cardinal Tumi and
Archbishop Verdzekov, both Anglophone Banso’, were seen as opposed to the regime. Both
Tumi and Verdzekov have spoken out on issues of public concern. Despite the fact that
their impact was politically limited, as they were considered opposition figures, they both
had undoubted moral authority (Gifford, 1998).
The Banso’ – people of the Grassfields
The term Grassfields was coined by the German colonial authorities to refer to the part of
Cameroon where the highlands and lowlands are carpeted with extensive grasslands
(Falola & Agwuele, 2009). The Grassfields also constitute a cultural area with complex
chiefdoms of varying size. A chiefdom is a form of socio-political organization in which a
traditional ruler – a chief or fon – exercises economic and political power within a
community (Schmitz & Lekane Tsobgou, 2016).56 This hierarchical structure is quite
unique to Cameroon, as people in the Francophone part of the country live in much less
centralized, segmentary and lineage-based societies. While fondoms in the Grassfields are
55

The first protests were carried out by lawyers who were against the use of French in courts. Then,
teachers at schools and universities agreed to strike over the dominance of the French language.
Bamenda citizens also hit the streets with banners saying “No to CPDM,” the ruling party, and “we have
no roads, no jobs, no water” (BBC, 2016). According to various sources, several protesters were
arrested, wounded and shot dead during these riots (Eyong, 2016).
56

There is debate among scholars about whether a fon and fondom is the same as a chief and chiefdom
(Rowlands, 1987). Like Goheen (1996) and many others, I use the terms as synonyms.
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ethnically and linguistically diverse, they are all extremely hierarchical. With more than
200,000 people, the largest fondom in the region today is called Nso’ (Goheen, 1996; Nfi,
2014), and their language is Lamnso’. Shisong Hospital is located right in the ‘heart’ of Nso’,
in the same town, Kumbo, as where the fon of Nso’ lives in his palace.
Kumbo is a town that never sleeps. Its small main square is buzzing and noisy. It is a
place where drivers shout at people to join their taxi ride to “Shisong Shisong Shisong!” or
“Junction! Junction!” The taxis are lined up next to the motorbikes, whose drivers will shout
at anybody who approaches the square. Several little eating spots offer food, which mamas
serve from big flasks. “More sauce?” Kumbo houses approximately 100,000 people, who,
like everyone in the whole of the Northwest Province, call themselves farmers. The vast
majority of the agricultural work is done by women. The most important crop is corn,
which, pounded and cooked as fufu, is the number one food staple in the local diet. People
happily eat it several times a day, every day, both at home and during local events. Other
crops are beans, huckleberry (njamanjama), potatoes, tomatoes and onions. On market
days, people from all around Kumbo come to the Kumbo market to sell their produce, and
to buy essentials such as bread, maggi cubes and palm oil. Other commercial activities
concern household and hardware items, and services such as tailoring. Most business
establishments and all transportation are in the hands of men (Fjellman & Goheen, 1984).
The fon lives in Kumbo with his entourage, including his many wives and children –
so many indeed that the palace has its own primary school. The hospital is built on the fon’s
land, and it is very likely that many of its patients and workers, both now and in the past,
are Banso’, as the people of Nso’ are called.
The Nso’ Fondom
The Banso’ arrived in the region from the Tikar plateau in 1820 (Fjellman & Goheen, 1984).
They share the region with two groups of Islamic Fulani grazers: the Mbororo and Aku'en.
The present day Banso’ are mostly Catholic Christians. There are three aspects that all
fondoms in the region, including that of Nso’, have in common: the centrality of the fon; the
importance of men’s secret societies; and an emphasis on title and rank as significant
political attributes (Goheen, 1996).
The fon of Nso’ is the paramount traditional leader of the Banso’. Even non-Nso’
residents in the region come to the palace to publically greet the fon, for it is widely
acknowledged that one cannot live in the land and be successful without the fon’s blessing.
His power in the region is also acknowledged far beyond the Grassfields, up to the level of
the national government of Cameroon, from which the fon receives a salary. However, the
relationship between the national government and the fon and his people has always been
ambiguous and complex. With the national political and economic situation deteriorating,
the state – first under President Ahidjo and later under Biya – has become increasingly
identified with corruption and repression. This situation has contributed to the
strengthening of the local political function of the fon among all Banso’: he is widely
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recognized as the source of order and organization in Nso’. Thieves and harassers are
regularly brought to the palace, rather than the police, for it is believed that the police will
take bribes rather than deal honestly with tackling crime. The weak state has also
reinforced the Nso’ sense of identity and the political role of the fon. The fon, in a number of
public statements, has made it clear that he sides with the people in their discontent with
the national government. His support of the opposition party the SDF has been no secret
either. Having said this, the internal cohesion of the Nso’ has never been without voices of
dissent. As Goheen (1996) argues:
Power within the chiefdom has always been shifting and contextual. Nso’ today
constitutes a state within a state, a complex society where the multiple strands of
chieftaincy, secret societies, titles, kinship, gender and seniority are interwoven into a
intricate multivocal, multicultural pattern, informed by national politics and the
market economy (pp. 7-8).

Within Nso’ culture, secrets are absolutely essential for acquiring prestige and power, not
only at the top of the political structure where the fon acts as an intermediary between the
mundane and the mystical planes of existence, but at every level. There are two major
palace-based secret societies that play an important role in the lives of the Banso’. The ŋgiri
is the society of royals. More powerful is the ŋwéròŋ, whose members act as the fon’s right
hand and his eyes and ears. Both are men’s societies.57 They are internally differentiated
into ranked ‘houses’, each associated with particular rights, responsibilities, ritual
knowledge and medicine, embodied in masks, sacra, costumes, musical instruments and
noisemakers. Once a member, a man may move up the ladder of ranked houses by adopting
the ‘correct fashion’ and accumulating resources. A man’s death is marked by the public
showing of powerful masked figures, jujus, from the houses to which he belonged. Jujus of
both the ŋgiri and ŋwéròŋ societies will appear during various traditional public
ceremonies, and when an important titleholder dies they honor his death by performing
during his mortuary ceremony (Goheen, 1996).
Apart from the titles available only to high-ranking members of the ŋgiri and
ŋwéròŋ, there are three important grades of titles in Nso’ that are installed by the fon: shey,
faay and shufaay. Those who have completed the necessary ceremonies and have been
admitted into the inner circle of the ŋwéròŋ are known as shey. Another way to become a
shey is by being part of the royal family and having a large family. A faay is a lineage head.
The office carries responsibilities, public prestige and political power within the traditional
57

There have been several palace-based secret societies for women, with the coŋ being the most
widespread. Around 1950, the coŋ was largely replaced by the ŋjangi (still secret), as well as savings and
loans club meetings and women’s church associations. When the female members of these groups feel
their rights are being trampled, they can call on the fon for help. Judging from the evidence of numerous
women’s protests, it is likely that women have had a collective political voice for a long time and have
been able to use it often and successfully to secure their rights (Goheen, 1996; Nkwi, 1985).
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structures. Large lineage heads can qualify for the title of shufaay. These men, traditionally
numbering seven in total, are the fon’s councilors. These are truly ‘big men’, whom people
bow to when they pass them by, and who join the fon at various official events and
occasions.
All titles can be conferred by the fon to Banso’ people who have brought honor and
prestige to Nso’ or who have achieved something outstanding (political, economic, social or
professional). These people are usually given the title shey, and only very rarely that of
shufaay. All titleholders are given public recognition of their status through a finely tuned
system of deference in which people do not use a proper name to address anyone of an
equal or higher public status than themselves. It is for this reason that it is crucial in
everyday life that people know which individuals belong to which ranks. This is often
visible, because with every title comes a certain set of items that is exclusively worn by
titleholders. For instance, a shufaay can be recognized by his cap and necklace.
‘Foreigners’ in the land of Nso’
People from outside Nso’ – those who do not speak Lamnso’ and who do not honor the fon
in the way the Banso’ do – are considered ‘foreigners’ (Maynard, 2004). These foreigners
are treated with suspicion, as liable to leak or ‘steal’ cultural secrets. This applies to
Cameroonians as much as to westerners, including those who have settled in the Nso’ area
because of marriage or employment. Cameroonians from outside Nso’ are always regarded
as outsiders, and are very aware of this status. The next two sections are about what is
known about Banso’ behavior with regard to westerners in their land, both in the early
days and in the present.

The Banso’ and early western involvement
The colonial administrators, first the Germans and later the British, were amongst the
earliest westerners in the Grassfields. How the fon and his people reacted to their presence
was related to their colonial policy. While the French in other parts of (what is now)
Cameroon made use of centralized rule, both the Germans and the British made use of
indirect rule over their territory (Konings, 1994). Instead of diminishing the fons’ powers,
they made use of them for their own purposes. The unintended effect of this strategy of
indirect rule was that it reinforced the power of local authority figures as well as the local
people’s identity (Konings, 1994). This power was not used against colonial rule, but the
locals’ behavior can also not be described as collaboration. Instead, people in the
Anglophone areas looked for aspects of the British administration that they believed they
could benefit from, such as their system of law and health care structures.
A good deal of research has shown that indigenous peoples were not simply passive
victims, crushed or shaped any which way by the juggernauts of colonialism and
missionization. Nor did they simply respond [emphasis in original] – with a mind of
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their own, perhaps, but still after the fact – to these external forces. […] People in the
Grassfields co-participated in the creation and proliferation of new medicinal
structures. Far from sitting back, waiting for what European occupation might bring,
Cameroonians were keen observers of the new structures with an eye on how they
might be evaded, adapted, or enthusiastically adopted (Maynard, 2004, p. 29)
This shows that changes in the lives of the people in the Grassfields were not necessarily or
always forced upon them, but were partly the result of their own efforts to actively
appropriate aspects of European society and culture, and modify their own practices, in
light of new circumstances (Maynard, 2004).
Lafon (1988) describes how the earliest missionaries in the Cameroon Grassfields,
who came before the colonial administrators, were thought by the local population to be
cannibals, and were therefore sent away. The activities of the later missionaries who
settled in the region were largely influenced by British colonial policy. Unlike the attitude
of the French, which was rather ideological and did not allow religion a place in the school
curricula, the British attitude was pragmatic. Mission schools received state subsidies
because they were acknowledged to provide far cheaper education than the administration
itself (Gifford, 1998). This allowed for the mission to grow in the area and to establish the
church there through the establishment of educational and health care facilities.
The way in which the first missionaries in the area worked was quite unique as
compared to missionaries elsewhere. These missionaries, the Mill Hill Fathers, made no
distinction between their property and that of the local diocese. Thus when local
Cameroonians took on the administration of these dioceses, the Mill Hill missionaries
handed over everything. As a result, there was little resentment towards these missionaries
on the part of the emerging local clergy. It was also believed that the missionaries brought
resources and skills (Gifford, 1998):
The generally positive perception of both the colonial power and the missionary
founders had led to there being little antipathy towards expatriates and their ways.
Quite the contrary. The structures the Mill Hill missionaries established were taken
over and preserved (p. 265).

The Anglophone Cameroonians, both within the Catholic Church and in general, believed in
the beneficent nature of the structures introduced to them by the western colonial
administrators and missionaries. Furthermore, successful attempts were made, at least by
some Banso’ people, to preserve these structures.

The Banso’ and contemporary western involvement
Today, more than a hundred years have passed since the first westerners arrived in the
area. Among them were missionaries who never left. They devoted their lives to the Banso’,
communicated with them in Lamnso’, and were buried on the fon’s land. Some of their

50

Context and methodology

efforts were appreciated by the fon so much that he made them titleholders; this also
applies to some Cameroonians who settled in the Grassfields from Francophone parts of
the country. Such examples show that the distinction between the Banso’ – as the area’s
locals – and westerners – as outsiders – insufficiently explains the complex and varying
ways in which westerners and the Banso’ have historically related to one another, and
continue to do so to this day. Furthermore, most of the current missionaries in the area are
not from western countries but from Cameroon itself; many are in fact people of Nso’.
Tension or disagreements about the role of the Catholic Church cannot simply be explained
in terms of different ideas between the Banso’ and western missionaries, but in terms of
different ideas among the Banso’. There is even a difference nowadays between different
kinds of Nso’ titleholders: for the past several decades, an increasing number of men, both
Banso’ and outsiders, including westerners, have ‘bought’ the title shey (Goheen, 1996).
The Grassfields are regularly visited by westerners, particularly Kumbo as a
relatively large town. This is why the Banso’ are relatively used to seeing whites walking
around.58 Most of these westerners do not come to stay for years, such as the early
missionaries.59 The majority of westerners are young people who come to do volunteer
work for a few weeks or months. Another relatively large group consists of students on an
internship. Popular sectors of engagement among both groups of westerners are health
care and education, which is facilitated by all kinds of secular and religious organizations. A
much smaller group of westerners who visit the area consists of tourists who do not engage
in volunteerism.60 There are scholars who argue that tourism has never been sufficiently
facilitated in Cameroon (Kimbu & Ngoasong, 2013; Schmitz & Tsobgou, 2016). This may be
so, but in and around Kumbo in recent years more and more restaurants, hotels and shops
cater specifically for (the wishes and budgets) of both tourists and volunteers from western
countries. The annual Nso’ festival, which is held at the palace area for a week in December
and attracts Banso’ from the region and from other areas in Cameroon and beyond, is also
becoming an increasingly popular tourist attraction for westerners. This development is
welcomed, at least by the Banso’ shop and food stall owners who economically benefit from
58

Many of the westerners I spoke to were under the impression that they were (among) the first whites
that the locals had encountered, because they were greeted and yelled at by both children and adults.
Although this might be true for some of the locals in remote areas, for those in and around Kumbo this
is unlikely to have been the case, as one could easily spot one or two whites on a normal day travelling
around the town.
59
There are still a few western missionaries who remain in Nso’. The two Italian sisters who still live in
the convent of Shisong Hospital are both around 70 years old, and they consider Cameroon their home.
At the time of my research, one of them was still working, while the other had retired and was waiting
to hear from her congregation about whether she was to stay in Cameroon or return to Italy.
60
I have been unable to find any statistics regarding the number of tourists in the area who are not
engaged in volunteer activities of one kind or another. It is a fact, however, that many voluntourists in
Cameroon do travel nationwide, thus it can be assumed that many of these western tourists who visit
the Grassfields are likely to be volunteering elsewhere in the country.
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the flow of visitors. A few souvenir shops have been established recently, where local
products such as fabrics and woodwork items are sold. The Fulani horse races, organized
biannually at the ‘grandstand’ in Kumbo, as well as a small museum, also attract tourists.
Although Cameroonians from outside Nso’, as much as westerners, are perceived as
foreigners by the Banso’, westerners are feared more with regard to the Banso’s cultural
secrets. This is described by anthropologist Kent Maynard (2004), who writes about
medicine in the Grassfields.61 In the following quote, he uses ‘we’ to refer to westerners:
The ambivalent reputation of Europeans for giving away knowledge – freely and to
total strangers – is legendary if not infamous. We gain a certain cachet for our
supposed ‘honesty’ and evenhandedness […]. Yet, our very openness counts against
entrusting us with secrets, dangerous by definition in the wrong hands. For good
reason, people may fear our inclination to air things in public. Naïve at the very least,
our capricious impulse to talk can be positively disastrous (pp. xi-xii).

Westerners’ willingness to share knowledge easily is one reason for the Banso’ not to share
secrets with them. Personal knowledge is rarely divulged voluntarily among the Banso’.
Public conversations, even among relatives, are usually filled with banter and good humor,
but rarely touch close to what is happening inside people’s houses. The jealousy of others, if
they know too much, is something to be avoided, as it is considered to easily lead to
accusations of witchcraft (Maynard, 2004). Another reason why the Banso’ are reluctant to
share secrets with westerners derives from the westerners’ way of sharing goods. The
Banso’s own generosity is ‘choreographed’ by elaborate rules of exchange and social
obligations. They don’t give altruistically, but because they are expected to. They are
expected to give more if they have more prestige. Yet they need to give only to those with
whom they have or want to solidify social ties, and in clearly demarcated situations. The
way in which westerners may give away goods to virtually anyone, even strangers, is so at
odds with their own morality that the Banso’ consider it a sign of carelessness as much as
of generosity (Maynard, 2004). The ambiguous perception of westerners’ ways of giving in
Shisong Hospital is elaborated upon in Chapter Seven.
People who visit the Nso’ area cannot easily escape the many expressions of Nso’
culture. Their language is the most obvious one. It is the language heard on the streets, at
the markets and in the churches.62 Social events are attended by people dressed in their
traditional ‘country wear’. Banso’ people often appreciate it when westerners buy and wear
their ‘country wear’. Their ways of greeting show the importance of hierarchy. This
hierarchy also plays a role in less apparent ways, for instance in the way in which people
61
In his book, Maynard (2004) focuses on the Kedjom of what is now Northwest Province, but he also
looks more broadly at other Grassfields groups.
62
Church services on Sunday morning are often held twice, first in Lamnso’ and then in English. The first
service is attended by the majority of people.
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share food together at social events. For instance, when chicken is prepared at a feast, it is
usually offered to people in a big bowl containing different pieces to choose from. The
choice for a certain piece, such as a wing or a leg, is not free, but related to people’s
traditional power: the gizzard, for instance, is exclusively reserved for the most respectable
man attending the feast. Outsiders unfamiliar with these cultural ethics are often invited to
take part in social events. For some Banso’, it is an honor to have westerners at their feast,
and they make sure they are comfortable and well fed. Because the Banso’ know that
westerners are unfamiliar with their cultural ethics, however, to some extent they are
exempted from the rules. I have not seen western men who come to these occasions
dressed in shorts being corrected. “For them, it’s normal!” many Banso’ told me. However,
as a westerner, taking a chicken gizzard from the table is not always accepted. Though it
might be offered to the westerner as a sign of appreciation for his presence, if a titleholder
is in the room, the gizzard will be reserved for him. To prevent the westerner from taking
the gizzard accidently, a Banso’ person might watch over the westerners as they take the
food, or explain to them what they are not supposed to eat. I once observed a situation in
which a group of westerners were serving themselves without any Banso’ supervision, and
one of them accidently took the gizzard. When the Banso’ guests realized this, some of them
burst into laughter, but others were not amused at all.
Foreign influence and local identity
Van Wolputte’s (1997) words, as mentioned in the previous chapter, about the bipolar
image of westerners among Africans in general as “both an ideal to strive for and an enemy
to be fought” (p. 46) might be a little too extreme to describe the Nso’ area and the past and
present western involvement there. However, the Banso’s perceptions of westerners are
ambiguous: they appreciate the westerners’ presence for certain reasons, but they do not
appreciate everything about them. Furthermore, their perceptions of westerners vary. This
is illustrated in the previous paragraph that describes the different reactions to westerners
eating chicken gizzards at social events. It is likely that the Banso’s ideas about the
importance of local culture today – what it is and should be – also vary.
Goheen (1996) argues that the Banso’ have always been staunchly committed to
local identity. Even those living outside of the Nso’ area, in Bamenda, Douala and Yaoundé,
are first and foremost people of Nso’, such that that outsiders often complain that “when
you get two Nso’ people together, they will refuse to speak anything but Lam Nso” (Goheen,
1996, p. xii). They are very proud of their land and their language. They are often spoken of
as arrogant and stiff-necked. Goheen speaks of hearing about Nso’ elites in Yaoundé who
were heard telling their Francophone colleagues that they (the colleagues) were fortunate
that the Germans had come, because otherwise the people of Nso’ would have conquered
them instead.
As described above, the Banso’ have also become increasingly and acutely aware of
national and international political and cultural worlds, and how their own lives are

53

Chapter 2

connected, intertwined with and influenced by worlds and people outside Nso’. Nowadays,
there are young Banso’ people who wear modern dress and prefer to speak English, as both
are associated with an urban lifestyle, while traditional clothing and speaking Lamnso’ are
associated with the rural areas and citizens of Nso’. The ambiguity of and variety in Banso’s
perceptions of westerners – at least what is known about it – indicate the complexity in
term of the ways in which westerners and Cameroonian workers at Shisong Hospital
interact, between each other and among themselves. The rest of this chapter is devoted to
explaining how I tried to gain an understanding of this complexity.
BEING ETHNOGRAPHIC
Robert Madden (2010), an Australian anthropology lecturer, defines ethnography as “a
story that is backed up by reliable qualitative data and the authority that comes from active
ethnographic engagement” (p.6). He argues that ethnographic engagement is not only
about using ethnographic methods such as interviews and observations – which is what he
calls ‘doing ethnography’ – but rather about reflecting on the data that is produced by using
these techniques, by “bringing the personal, subjective experiences of the ethnographer to
the reading audience” (p. 6). This is important because ethnographers cannot hide behind
their text: they are extremely personally involved in the collection of their data and the
production of their texts. Their constant awareness of this fact and their ability to reflect
upon it is what Madden calls ‘being ethnographic’. It is what makes a text ethnography. This
section reveals my own way of being ethnographic, and even more why this was crucial in
order to do this research.
Fieldwork
The first time I set foot in Shisong Hospital was in November 2012, in my search for the
right hospital in which to do fieldwork. My first encounter with three westerners on this
day – as described in the first chapter – was one of the reasons why I chose this hospital.
Another reason was that the hospital had actually been established by westerners, and has
a long history of western involvement. Thirdly, Shisong Hospital hosts both western
students and Cameroonian students on a regular basis. I was curious to learn more about
the students’ interactions and cooperation, both amongst each other and in relation to the
Cameroonian workers. The actual fieldwork started in February 2013, and lasted 16
months, until June 2014.
Research permission
I still remember well the day I asked the matron of Shisong Hospital for permission to do
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research in her hospital. I arrived by taxi and handed the taxi driver a sweaty coin of 100
francs for the ride.63 I went through the hospital gate and walked straight to the matron’s
office, firmly clasping the research documents I had carefully prepared.64 The matron was
busy, so I took a seat in the corridor on a bench opposite her office. I was very nervous. I
wanted her permission so badly, but what did I have to offer her? Why would she allow me
to poke my white nose into her hospital business? What would be in it for her? When the
matron opened her office door, she must have smelled my nerves. She shook my hand for a
long time, and tried to look through me. Then she invited me into her office and listened to
my request. She also critically looked through my research documents, and then asked for
some time to think about it. Apparently, this was not an everyday request. The following
days went by very slowly, until she finally called me to come and see her in her office. She
granted me permission to do the research, and I could not have been happier.
After a few months of settling in, I realized that I needed to ask for the blessing of
the fon, on whose land me and my husband were both working and living. This was
suggested to me by one of the hospital workers whom I had become close to, a shey. He was
able to arrange for a meeting for all of us: my husband, our daughter, Madam Christine65, a
dear friend of ours who was visiting us, and myself. Madam Christine was very excited
about this meeting, and in preparation for it she had her hair done (something she did not
do very often) and wore an incredible dress. To be sure I was dressed appropriately for the
occasion, I asked her advice on what to wear, and I ended up wearing a long skirt and a
neat jacket. I still remember the day we headed to the palace together, how we greeted the
fon who was seated on this throne by bowing and clapping hands three times. While my
friend shey informed the fon about our situation in Lamnso’, Madam Christine anxiously
tried to prevent my daughter from walking up to the fon and touching him, as nobody is
allowed to touch the fon. When my daughter did manage to escape, the fon invited her over
and shook her hand. Afterwards, Madam Christine often held my daughter up in the air
shouting: “Ooooh, this girl! The one who touched the fon!” Although I did not really know
63

In Cameroon, as in the Central African Republic, Chad, Equatorial Guinea, the Republic of the Congo
and Gabon, the Central African CFA franc is used. The amount of 100 francs, or 100 CFA, is equivalent to
approximately 15 euro cents.
64
This included a research permit from the Ministere de la Recherche Scientifique et de l’Innovation
(MINRESI) obtained in Yaoundé through the assistance of the International Research and Training
Center, also situated in Yaoundé. A requirement for obtaining a research permit is to have the full
support of a scientist affiliated to a Cameroonian university. Professor Paul Nchoji Nkwi was happy to be
my local counterpart. He is Emeritus Professor in Anthropology and Deputy Vice Chancellor for
Academic Affairs at the Catholic University of Cameroon (CATUC) in Bamenda. He is also an old friend of
Robert Pool, who was the one to bring us together.
65
We originally employed Madam Christine to babysit our daughter when my husband and I were both
working, but in fact she did and meant so much more. She supported us in many ways during our time in
Kumbo: she cooked, cleaned, taught us cultural customs and the local language, and brought us fresh
vegetables from her land.

55

Chapter 2

how to interpret the importance of our meeting with the fon, I am sure that – even though I
did not tell many people – it was known to many, especially those who were close to him,
that we were living on the fon’s land with his permission and approval.

The hospital administration and me
Although the matron had allowed me to carry out my research in the hospital, I never felt
that she liked me walking around with my notebook. She assigned me a ‘supervisor’. This
person, a sister and teacher at the hospital’s nursing school, was presented to me as
someone who could assist me. However, I think her role was to keep track of my research
activities and publishing plans, as a way for the matron to keep an eye on me.66 This
teacher was a friendly but very busy person, and I doubt whether she was happy with the
extra task of having to supervise me. She nevertheless took the task very seriously. She
requested regular updates from me in the form of written reports every two months.
During the first few months of my fieldwork, we discussed these reports after she had read
them thoroughly. She often asked me when I was ready to show her some of my findings. I
always answered that I was still only in the process of collecting data. My reports were
mostly about the methods I used and how I was trying to build relationships with people. I
also elaborated on my ways of familiarizing myself with the hospital routine in the various
wards. This information seemed sufficient, both for her and the matron. After a few
months, the teacher’s interest in my research activities reduced. She suggested that there
was no need for us to keep discussing the reports every two months. We agreed that I
would just leave the reports on her office desk and she would call or look for me if she had
questions. We occasionally bumped into each other, and we often chatted for a bit. She
invited me to attend student presentations in the school and student examinations in the
hospital.
Every few weeks, I visited the matron to greet her in person. Her reactions varied
widely. Sometimes she stared at me and solemnly shook my hand. Other times she smiled
broadly, and once, when she had just returned from a trip, she hugged me. When I tried to
talk to her a bit longer or ask her a question, however, she often frowned and apologized
that she had no time to answer my questions, referring me instead to the nurse
superintendent. I also observed that she sometimes glanced at me with a serious look on
her face when she observed me talking to people. I often felt that she did not trust me. If
she was away for a meeting or conference, I occasionally tried to gain information from the
deputy matron. The deputy matron, however, had absolutely no interest in talking to me,
66
Whereas most teachers at the hospital’s nursing school were lay workers, this particular teacher was a
sister. She was also one of the very few workers with a master’s degree (in nursing). I think she was
assigned as my supervisor because she was considered capable of closely following my research
progress and was eager to share this with the matron.
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and often ignored me when I passed her.67
As my time of fieldwork went on, my list of questions about the hospital
administration grew longer and longer. However, it felt as if my chances of seeing them
answered were getting smaller and smaller. The administration was such a black box to
me. One day, close to the end of my fieldwork period, I plucked up the courage to knock on
the door of the finance office to ask the hospital administrative sister a few questions. I had
carefully selected the questions, and thought they were relatively ‘innocent’.68 She asked
me to write the questions down so that she could attend to them a little later that day.
When I returned, she frowned at me and looked at me for a long time. She then said that
she did not understand why I wanted to know ‘all these things’. She had talked with the
nurse superintendent, and according to him, my research was about the involvement of
westerners in the hospital, not about cash flows. I tried to explain my questions to her, but
she was not interested. She did answer some of my questions, but after a few minutes she
said that she had no more time.

From that moment on, I was unsure how much longer I would be allowed to do
research in Shisong Hospital. I felt as if I could be sent away if the hospital administrators
found out about some of my findings. I did not exactly know which findings they would find
most unacceptable. In this sense, the hospital administration was as much a black box to
me as I was to them. The fact that I did try to hide certain aspects of my research while
emphasizing others in my research reports shows that I too was actively engaged in the
practice of sharing and hiding transcripts.
Fieldwork activities
I started the fieldwork with a focus on westerners. I made a register of all westerners who
came to the hospital, and I tried to interview and observe as many of them as possible. At
the same time, I tried to make myself known to all Cameroonian workers and build
relationships with them. After six months of fieldwork, I gradually started to interview
Cameroonian workers as well. During the middle part of the fieldwork, in which I stayed in
one ward for some time before moving to another, I interviewed and observed people who

67

This sister ignored many others as well, and the way in which she exercised her power as the deputy
matron appeared to be more authoritative than the matron’s. For instance, she would shout orders at
workers on the other side of the ward, such as “Come here now!”
68
I had a few questions about a special fund that had been set up by an anonymous westerner and was
managed by the hospital administration, which was meant to pay the unpaid bills of children in the
children’s ward whose parents were very poor. This fund was only for children; poor patients in all other
wards were obliged to stay in the ward until they were able to pay. I believed my questions were
‘innocent’ because the link to my research was quite obvious and the information about the fund was
given to me by the matron herself, during a rare moment with her in which she was relatively talkative. I
also had some more general questions about westerners’ donations in relation to the hospital’s primary
needs.
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were involved in this particular ward, both westerners and Cameroonian workers. During
the last months of fieldwork, my focus shifted explicitly from the westerners to the
Cameroonian workers. I still registered the visiting westerners and used questionnaires to
get as much information about them as possible. I also conversed with them a lot, and
occasionally interviewed them based on their questionnaires. However, my focus was on
gaining as much information as possible from the Cameroonian workers. Most of my time
went into interviewing them, having lunch with them, walking with them through the
wards, and observing them during their work.
Usually, I did not know in advance when new western visitors were arriving. I had
asked the matron if she could give me a heads up when she expected new western visitors.
She gave me a schedule once, which was very incomplete. Most of the time, she seemed as
surprised as I was to see new western faces, although she had been the one to give them
permission to come. Occasionally, someone from the hospital might call or text me to let me
know that new western visitors had arrived. In most cases, however, I simply discovered it
by seeing them in the hospital. When this occurred, my heart always started to beat a little
faster. I would first introduce myself, and ask some questions about the duration and
purpose of their stay. If they were staying only a few days, I acted a bit like a stalker; asking
many questions, trying to arrange lunch dates, wanting to know their every move, and
preferably join them.
At times, when different groups of westerners were around, it was hard to keep up
with the work. There were days on which I felt like I was running around with my
notebook like a mad professor. An example of fieldwork activities on such a day would be:
joining doctors’ rounds in the female ward; joining two westerners for breakfast; collecting
questionnaires in the children’s ward; observing in the general theater; interviewing an
anesthetist during lunch; and observing in the maternity ward in the afternoon. In between
all these activities, I would have several conversations with people in the hospital corridors
and make new arrangements for interviews and observations in the following days.
Occasionally, new western people would arrive on these busy days. I immediately tried to
find out what their plans were and how long they were staying, in order to find out
whether I had to reschedule my plans or not. I always wrote short summaries of all of my
encounters on the same day, preferably in the hospital, and the longer versions I wrote up
later in the week in my office.69
Overall, I enjoyed doing fieldwork immensely, though right until the very end of my
fieldwork period there were both highs and lows. There were days on which people had
forgotten our interview arrangements, were too busy to talk to me, or activities or
69

My office was located in a small building behind our house, the so-called boys’ quarter, built to house
a servant or some extended family members. It had two rooms. We used one room to lock up animals at
night: fowl that we occasionally bought or received as gifts and our daughter’s goat. The other room was
used by me to write. It was a tiny place, for which a local carpenter had made me a small desk and a
shelf, with which I was very happy.
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meetings that I wanted to join had been rescheduled without my knowledge. The worst
was when I felt that people were holding back information from me,70 and I hated not
knowing whether this feeling was right. There were also days on which I had put a lot of
effort into something without knowing whether it would ever pay off. However, these days
were hugely compensated for by days on which I did manage to arrange an interview
appointment, or much better, when the interview actually took place, especially when I
heard highly interesting things. These were the days I could not stop smiling on the way
back home, and often for the rest of the week.

Being a western outsider
I started my fieldwork as a complete outsider: in the hospital setting, in the local culture,
and in Cameroon as a whole. My prior ethnographic research experience in African hospital
settings was limited,71 so I had to spend a lot of time familiarizing myself with the routines
in Shisong Hospital. I also had to learn workers’ names, positions and eventually details
about their past and family lives. I regularly mixed up people’s names, and sometimes made
‘mistakes’ for which I wanted the earth to open up and swallow me. One such incident was
when I did not recognize a Cameroonian cardiologist as a shufaay, and worse, tried to
shake hands with him.72 I knew how to recognize a shufaay by his cap and necklace, and
that I was not supposed to shake his hand. Perhaps I did not expect this cultural tradition to
play a role in the hospital setting, and it led to an awkward situation that I wrote about in
my fieldwork notes:
Madam Joyce, one of the workers, shows me around the cardiac center. We reach the
clinical wards, and we enter the duty room. There are a lot of people inside, whom I
assume to be students. They are all silently staring at the desk. At this desk, a man, a
doctor I suppose, is writing. Madam Joyce points towards him, and says to me: ‘This is
Doctor Kinsley.’ I move towards the doctor, and when he looks up to me, I stretch out
my hand. And then he shouts: ‘You think you can shake my hand?’ I pull back my hand,
and Madam Joyce immediately apologizes to the doctor: ‘Doctor, she doesn’t know
you’re a shufaay. I am so sorry, I should have told her.’ Nobody says anything. The
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I wrote about this in my fieldwork notes. I often started and ended a new fieldwork activity entry,
such as an interview, with a personal description of how I had experienced the whole situation of doing
the interview, the interviewee, the setting. Did I feel the informant was comfortable? Was he or she
talkative and elaborate, or rushing through, and did I have any idea why? Did he or she seem to find
certain questions embarrassing, and what happened when the door was opened by somebody during
the interview?
71
As mentioned in Chapter One, I had visited seven hospitals in Ghana as part of my master’s research.
The research methods I used were similar to those used in Cameroon, but the time frame was
completely different, as I visited all seven Ghanaian hospitals in the space of two months.
72
This is elaborated upon in the next chapter.
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doctor continues his writing, and as the students stare at us, Madam Joyce and I
silently walk out of the duty room.
Months later, when I got to know this doctor better, and he had even invited me to his
house to eat with him after an interview, he reached out his hand to give me a handshake.
There was nobody else present. I looked at him confused, and he laughed. He said that he
knew that “whites don’t know about the Nso’ culture.” It made me wonder whether he had
truly been insulted by my gesture to shake his hand before, or whether he had just felt like
making a statement. This statement, of exercising his local traditional power and
emphasizing my role as an outsider, might have been directed to ‘our audience’ of
Cameroonian health workers and students as much as to me.
The more I learned about the people and their lives, the better I seemed to settle in.
Learning more also made me realize that I would always remain an outsider, as I would
never be able to fully grasp what was going on. Being an outsider is, however, not such a
bad thing. In fact, it enables researchers to observe what insiders may take for granted.
With regard to the hidden transcripts of various groups of people, in order to look for them,
Scott (1990) considers it a necessity to be an outsider:
The analyst in any situation like this has a strategic advantage over even the most
sensitive participants precisely because the hidden transcripts of dominant and
subordinate are, in most circumstances, never in direct contact. Each participant will
be familiar with the public transcript and the hidden transcript of his or her circle, but
not with the hidden transcript of the other (p. 15).

So although I often wished I was a Banso’ Cameroonian in order to better understand and
relate to the local Cameroonian workers, being an outsider gave me a strategic advantage
because it enabled me to look for the hidden transcripts among both the Cameroonian
workers and the westerners.
The more I learned about the Cameroonian workers, the more I realized that many
of them were outsiders as well. The local Cameroonian workers considered them outsiders
because they were from outside the region and unable to speak the local language. The
French speaking Cameroonian workers were often unable to speak English, and did not
have the same understanding about hierarchy and the local provision of health care as the
local Cameroonian workers. This made me realize that I was wrong to consider myself an
outsider in opposition to Cameroonian workers in general, for they themselves did not
form one group.
Building relationships
One of the most crucial parts of ethnographic research is building relationships with
people. This determines what kind of information is retrieved and how this should be
interpreted. The way I connected to westerners was different from the way I connected to
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Cameroonian workers.

Building relationships with westerners
Most westerners were interested and willing to participate in the research straight away.
This was fortunate, but their short stays prevented me from building up long-term
relationships. What most likely contributed to this quick connection is the fact that they
were out of their comfort zone, and often found it nice to talk to ‘another white person’. I
think that my observations during their work also contributed to this connection, for three
reasons. Firstly, they occasionally asked for my help when they had questions.73 They also
occasionally asked whether I could translate when they did not understand the English
pronunciation quite well. A third reason is that they assumed I knew what they were going
through. During interviews, they would often refer to a situation I had observed. Most
westerners shared their experiences with me easily and enthusiastically. Overall, they did
not mind being interviewed, and many of them even enjoyed it. Some of them asked
questions about the specific research set-up and research aim, which I was happy to
answer.

Building relationships with Cameroonians
One day early on, when I introduced myself to a Cameroonian worker and told her briefly
about my research, she told me that she appreciated westerners a lot. It was only after
more than a year – during which time we had gotten to know each other better – that she
started to share some of her negative experiences with westerners with me. This shows
that what Cameroonian workers shared with me was determined – among other things –
by their level of trust in me.
When I started my fieldwork, I thought that the Cameroonian workers’ trust in me
would be mostly related to my role as a researcher and my openness about my research
objectives. I handed out my research factsheets to every worker I introduced myself to. I
also made little business cards with my contact information, so that they could always
reach me. I wanted to be ‘approachable’, and shared with the workers as much as possible
where in the hospital I would be on which days, so that they could always ask me questions
about my research progress. However, I soon discovered that, as eager as I was to share
details with them about the research set-up and aims, the Cameroonian workers did not
need all of that in order to trust me. It was only after I had learned more about the
significance of hierarchy that I came to understand that most of the Cameroonian workers
simply accepted my presence because it was the matron’s decision to allow me to be there.
73

These questions concerned hospital-related and non-hospital-related things that Cameroonians
thought were ‘common’ and therefore did not require an explanation. Among these questions were:
“What happens when patients cannot afford their bills?” and “They say milk powder is expensive. What
is milk powder used for?” [To feed babies who don’t drink from the breast]. Westerners also often asked
me things about the food, the hospital staff, transport and sightseeing.
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Within this structure, they were not expected to have an opinion about my research or any
other matter that was considered of concern to the matron, let alone share this opinion
with others. I argue that this is an important explanation for the fact that many scholars
have difficulties in capturing the ‘local perceptions’ about the short-term work of
westerners: local internal power structures are often insufficiently taken into account
when research findings based on interviews and questionnaires are analyzed.
I also discovered, later, that – as mentioned earlier in this chapter – westerners are
infamously known for sharing information easily, which made me question my strategy of
relationship building even more. I soon discovered that gaining the Cameroonian workers’
trust was not so much related to my role as a researcher, but to the person behind that role.
They were more concerned with me being somebody’s wife, a mother and the fact that I
was staying around for two years. They wanted to know where I lived and what kind of
work my husband did, and meet my daughter. Sharing meals together was highly
appreciated, as well as making an effort to learn Lamnso’. After we had exchanged a few
words and later sentences in Lamnso’, they often said: “This girl is serious!”
Some Cameroonian workers were considerably open with me from the start of my
fieldwork period. For others it took months before they even looked at me. It was only later
that I learned that it had a lot to do with my lack of knowledge of seniority and authority.
After I had learned more about it, in combination with knowing people’s names and
positions, I was able to anticipate such issues. This concerned simple things such as
addressing them correctly using their honorific,74 but it was also more than this. I learned
the importance of greeting the ward charge upon entering a ward before the others. By
doing so, I showed respect for his or her authority. This was not highly important to all, but
definitely to some. There was even one ward charge whom I learned to greet extensively,
even when she was in a conversation with someone. I also learned that there were senior
workers whom I was expected to greet before they would greet me. For some this was
related to their position, while for others it was more related to age, and often it was a
combination of the two. I made a habit of visiting most wards on a daily basis to talk to
people. Sometimes the workers completely ignored me, not only when they were busy.
For a long time, I did not feel ‘ready’ to do interviews with Cameroonian workers.
Although I felt that the workers accepted me as a person, and even liked my presence, I did
not feel that I had gained their trust enough. After six months, I decided to go for it. The
first interview I did was with a very friendly senior nurse, who hugged me after we had
finished and asked me: “How did I do?” I laughed and thanked her again for her information
as a contribution to my research. I was disappointed, however. I felt that she had only
74

I addressed people according to how they introduced themselves to me. This is why for Cameroonians
I always used honorifics, such as Madam Christine, Mister Patrick and Auntie Lucy, while for westerners I
simply used first names. Sisters were most often addressed by Cameroonians as ‘sister’, and doctors as
‘doctor’ or ‘doc’. I made a habit of doing the same. Local Cameroonian workers who were a shufaay or
shey were addressed using their title, a habit that I followed.
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shared things with me that she thought I wanted to hear, such as that all westerners are
great and doing great work in her ward. I had not dared to ask direct questions about the
friction between Cameroonian workers and westerners in her ward that some of the
westerners had told me about. I started to doubt whether I was using the right methods,
and whether there really were hidden transcripts among them with regard to the shortterm work of westerners: maybe the Cameroonian workers considered friction to be
normal, and there was no such thing as a hidden space behind the symbolic wall that I felt I
was looking at. My biggest concern was how I would ever find out.
It was two months later, eight months from the start of my fieldwork, that my efforts
started to pay off. Cameroonian workers began opening up to me. People who had been shy
and reticent at first started to be willing to share information with me that I had not heard
before, and which from time to time contradicted the public transcript. It turned out that
the symbolic wall contained holes through which I was able to peek. What definitely
contributed to this was that I knew more about them. I knew who would go on leave soon,
whose children were hospitalized, and who was organizing a big family event. This enabled
me to talk with them about what they would talk about among themselves and I was able to
participate in their conversations. Perhaps more important was the fact that people knew
more about me. They knew my daughter, they knew that we ate fufu in our house. During
the last five months of the fieldwork period, I was pregnant with my second daughter.
Although getting pregnant is not considered an accomplishment, the Cameroonian health
workers whom I had become close with often cheered for me when I dropped by their
wards for observations and conversations. They gave me compliments, such as “You are
carrying our Cameroonian baby” and “You are growing so big now.” Some workers
involved me in their conversations about upcoming events or meetings. Occasionally I got
invited to private celebrations, which I often accepted and sometimes visited together with
my family. There was one moment in particular when I truly felt that they considered me to
be ‘one of them’ rather than ‘one of the whites’. This was when a charge nurse ‘inspected’
my lab coat upon entering the duty room and told me I had to wash it because it had a stain
on it. While the charge nurses would not tell the other westerners that it was inappropriate
to wear flip flops to work and short skirts after work, this nurse did complain to me about
a little stain on my lab coat, just as she would with her Cameroonian colleagues. I could not
stop smiling that day.
Beyond sharing more information with me, the fact that the Cameroonian workers
at the hospital got used to my presence, even enjoyed my presence, made it far easier for
me to do fieldwork. For instance, I managed to arrange interviews which had earlier
seemed impossible. There was a nurse who had ignored me during the whole first year of
my fieldwork period. But towards the end of my stay, after we had exchanged greetings for
a few weeks, we finally got on speaking terms. It was only days before I left that I finally
managed to interview him. He told me about his negative experiences with westerners in
the past, and that, as a result, he did not trust westerners until they proved him wrong (see
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Chapter Five). There was also a doctor whom many workers, both Cameroonian and
western, seemed to fear. It took me a year before I dared to ask him whether I could join
him during consultations. On the first day, he simply pointed to a chair behind him without
greeting me. I sat there, day after day, during which we hardly communicated. After a few
days, just as I was asking myself what I expected to gain from sitting on this chair, he got up
and locked his office door from the inside after a patient had left. He then sat down in his
chair, turned towards me and asked: “Well, do you have any questions?” I was surprised,
and promptly asked him a few questions, which he answered. The next morning, he greeted
me upon entering his office. A few weeks later, I interviewed him.
Towards the end of my fieldwork period, some Cameroonian workers wanted to be
involved in the research, or at least wanted me to join them during their work. Nurses
sometimes asked me where I had been if I had not visited their ward. Once, workers even
waited for me before starting a meeting. There was one surgeon who had gotten used to my
presence in the operating theater. Whenever he would meet me somewhere, he would
shout something like: “Ah Madam Judith, I’m operating on Friday, see you there?!’ I also
could barely believe it when nurses asked me: “When will you interview me?” And after I
had handed out questionnaires at various wards, a sister running a ward that I had not
included promptly asked me why I had not given the workers in her ward the opportunity
to fill in the questionnaire. She was happy to receive copies for her ward, and when I came
to collect them, this always-busy sister took her time to go through her own questionnaire
with me verbally.
What the Cameroonian workers shared with me was not only related to their
relationship with and trust in me. It also depended on internal politics, something that was
referred to in the first chapter as ‘the ethnographic black hole’ (Ortner, 1995). For instance,
the Cameroonian worker who initially refrained from telling me that westerners frustrated
her might have done so not because she did not trust me, but because the nurse
superintendent was standing right beside me, and she did not want him to hear her
speaking badly about westerners. Ortner argues that ethnography is an important tool to
study internal politics, because it can provide a ‘thick description’ of these politics and put
the behavior of external forces into perspective. I find a description of the internal politics
of Shisong Hospital, as thick as possible, highly relevant to understand the behavior of both
western and Cameroonian workers.
Being ‘one of the whites’
Only after much time did I gradually learn about the various ways to distinguish between
the many Cameroonian workers. It was easier for me to see the differences between the
western visitors. I distinguished between nationalities, duration of stay, or whether they
had come through a school, a hospital or an NGO. I considered myself different from them,
mainly because of my position as a social scientist rather than a medical worker. Although I
hoped that the Cameroonian workers would also see me in this way, I was constantly
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aware of the fact that, especially at the start of my fieldwork, they were likely to mainly see
me as ‘a white person’, and therefore also as ‘one of the whites’. I was afraid that the
Cameroonian workers would not share their negative experiences with westerners with
me because they believed that I was their friend. I implicitly tried to fight this image in
several ways, for instance by taking lunch with Cameroonians as much as with
westerners,75 and by avoiding excluding Cameroonians from conversations started by
westerners in Dutch or Flemish by responding in English. The success of these implicit
efforts was limited, however, because some Cameroonians continued to see me as ‘one of
the whites’, as one ward charge made painfully clear when I entered the duty room, by
saying: “Ah Madam Judith, your friends have just left.”
The image of me being ‘friends’ with the other westerners did change over time,
although I was not sure whether this was a good thing or not. It seemed as if the
Cameroonian workers started to see me as ‘the one studying whites’. On several occasions
Cameroonian workers told me that I had come to their ward ‘for nothing’ because ‘the
whites had just gone for lunch’. They did not know I was interested in talking to them and
seeing them work without westerners as well. One time, a ward charge told a Dutch
nursing student, “Your supervisor [referring to me] was here to see you.” After a year, a fair
number of Cameroonian workers had a reasonably good understanding of what kind of
information I was looking for. Some of them also considered me ‘different’ from ‘the other
whites’. The charge nurse of the maternity ward once deliberately started a small
conversation with me in Lamnso’ in front of other westerners who did not understand it,
and then said to them: “You see? She is one of us now.” The use of ‘us’ and ‘them’ is
elaborated upon in the chapters to come.

Terminology
Several of the words I have chosen to use or not use in this dissertation might require an
explanation, as there is no obvious consensus regarding their meaning.
The term ‘westerner’ was already briefly discussed in the previous chapter.
Following the Cambridge Dictionary definition, I use the term in this dissertation to refer to
people from North America and Western Europe. However, Cameroonians in Shisong
Hospital do not use this term. Instead, they speak about ‘whites’ and ‘white people’. I grew
used to speaking about whites as soon as I learned that Cameroonians used the term as a
synonym for westerners. Cameroonians did not distinguish between whites who were in
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These lunches took place in the hospital canteen. Although people were free to have lunch with
whomever they wanted, western visitors often had their lunch separately from the Cameroonian
workers. One of the reasons was that westerners were not expected to order from the counter (with
foods such as fufu and jamajama, rice and beans, omelet and bread), as the Cameroonian workers and
patients did. Instead, a separate lunch was prepared for them (with foods such as spaghetti, tomato
sauce and chicken), which they ate at the back of the canteen, where a separate big table was set for
them. It was the only table in the room with a tablecloth.
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the country for a few days and those who had been living with them for many years.
Naming people according to their skin color was mainly a referral to their western
background. The term ‘black’ was used by Cameroonians in the same way: to refer to skin
color by saying ‘we blacks’. However, this was used a lot less. In conversations with me,
Cameroonians most often referred to black people in relation to whites, by saying ‘we,
Africans’ or ‘we Cameroonians’, or speaking to Banso’ Cameroonians, ‘we Banso’ people’.
Although widely used in public debate and scholarly literature, I refrain from calling
short-term westerners ‘volunteers’ or ‘voluntourists’. I argue that these terms are
problematic in their suggestion that no money is involved. Although many of these visiting
westerners did not receive a salary from Shisong Hospital, the financial allowances that
some of them, including students, received from various organizations in their home
countries covered a part, if not all, of their costs. Furthermore, these allowances were often
higher than the salaries received by the Cameroonian health workers.
The way in which the term ‘local’ and ‘local people’ is used by many scholars doing
research on health care in African settings, such as Lasker (2016), Montgomery (2007) and
Zehner (2006), is to distinguish between the visiting westerners and the rest of the hospital
workers. A closer look at the Cameroonian health workers in Shisong Hospital shows that
the term is problematic. It implies that all workers are from the local area, but this is not
the case. As Shisong Hospital is located in the heart of the Nso’ area, I consider the Banso’
the local people. They make up the vast majority of the Cameroonian patients and workers.
However, there are also many Cameroonian workers and patients who come from outside
Nso’, among whom are both Anglophones and Francophones.
Researching what is kept hidden
The public transcript represents the story about a setting or situation that people want
outsiders to know. It can therefore be retrieved relatively easily using ethnographic
methods such as interviews and questionnaires, and, as said earlier, it is what most
researchers base their findings on. And it might be a correct representation of what goes
on. However, it might also be only a part of it – big or small. It might even be false, and
mostly meant as a cover-up. Scott argues that in order to correctly interpret the public
transcript, we have little choice but to explore the realm of the hidden transcript. But what
makes this exploration extremely difficult is that it is designed not to be discovered by
people who do not share it.

The logic of infrapolitics [which Scott calls the politics of the subordinates] is to leave
few traces in the wake of its passage. By covering its tracks it not only minimizes the
risks its practitioners run but it also eliminates much of the documentary evidence that
might convince social scientists and historians that real politics was taking place
(Scott, 1990, p. 200).
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So if hidden transcripts are designed not to be discovered by outsiders, how can outsiders
ever find out about them? As described in the previous chapter, hidden transcripts do
express themselves in the public transcripts. One just needs to know what to look for.
Two remarks are important to make here, before I elaborate upon my methods for
revealing people’s hidden transcripts. First, I only learned about the concept of public and
hidden transcripts after the fieldwork period had ended. This means that instead of looking
for the transcripts while I was in Shisong Hospital, I used the concepts later to interpret my
data. Second, this study is not about fully revealing people’s hidden transcripts, as I argue
that this is impossible to do. Instead, it is about showing that parts of people’s interactions
take place out of public view, and I aim to provide as much information about these various
behind the scenes interactions as possible.

Clues to people’s hidden transcripts
Clues for the existence of hidden transcripts take the form of disguised expressions and
explosions that contradict the public transcripts.76 For instance, to use a fictive example,
when Cameroonian workers say that they love everything about the westerners in the
hospital, but when they work with westerners they tend to ignore them and laugh at them,
this latter behavior might be a disguised expression of their hidden transcript that they do
have a problem with some westerners. An explosion would be to tell the westerners
directly that they are not welcome, and that it would be better if they worked in another
ward. I argue that such contradictions within people’s public transcripts provide clues to
their hidden transcripts.
During my fieldwork period, I tried to focus on all kinds of contradictions, for
instance between what people said and did, and between what people said at first and then
said later. I also gained clues to the existence of hidden transcripts when people told me
that they suspected people from the other group of holding something back – or, in other
words, of having a hidden transcript. They did not put it this way, but rather said that they
suspected the other group of having a hidden agenda. I always asked them to elaborate on
why they had such a suspicion, and their answers allowed me to focus my observations and
ask further questions, both of them and of other people, which sometimes confirmed their
suspicions.
I also learned more about the hidden transcripts among both Cameroonian workers
and westerners because they occasionally entrusted me with what they hid from others. In
some cases, this was done indirectly, for instance when a Cameroonian worker said that he
or she did not have a problem with westerners, but knew that ‘many other Cameroonian
workers’ did. Some did also share their own opinions with me, but in a very soft voice and
after looking round to see whether anybody else was listening. Some did not explicitly
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This is why Scott’s theoretical model has methodological value as well: knowing how hidden
transcripts express themselves in the public transcript enables one to find them.
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share their secrets with me, but did not make much of an effort to hide them, for instance
when they complained about something or someone amongst themselves. I did not always
know whether they were aware that I was seeing or hearing certain things that
contradicted what they had told me earlier. This is when I felt like a spy. In these cases, I
tread very carefully: I sometimes refrained from asking questions I was eager to know the
answer to, for I was afraid that it would make them aware of my presence and result in
them ‘closing the curtain’ in front of me. Another explanation that I find likely, at least for
many of the westerners, is that they expected me to agree with them, which is why they did
not have to be careful. Some westerners were so convinced of their opinion that a certain
method or a particular Cameroonian worker was wrong that they did not think it was
possible for me – as a westerner – to think otherwise. I did not necessarily agree with them,
but I also did not go against what they said. Depending on how they interpreted this, some
became more reserved, while others simply kept talking to me.
ETHNOGRAPHIC METHODS
Perhaps the most valuable thing I did to collect research data was simply to spend time in
the hospital setting ‘hanging around’. I noticed and heard all kinds of useful information
while wandering around the hospital premises and sitting in the duty rooms and hospital
canteen, though I only realized the value of these strolls after my fieldwork had ended. The
reason is that I never knew whether my strolls – which altogether felt like I covered
hundreds of kilometers – would lead anywhere. I knew that ‘hanging around’ was the right
thing to do, but I also struggled with this in the context of the hospital setting. Especially on
days when emergency situations had taken place and people around me were trying to
save lives, it felt awkward to (also) write in my notebook about how I had talked to a nurse
about the heavy rains and the repairs she had to make to her roof at home. It was only
during the data analysis, much later, that I realized the importance of such talks in relation
to the information people had given me.
The three most important methods I used during fieldwork were in-depth
interviews, observations and informal conversations. Additional methods that proved
useful were also used, as described below. Combining all these methods proved
particularly useful, as it enabled me to identify the ambiguities mentioned in the previous
section, for instance between what people said in interviews on the one hand, and what
they did as discovered during observations on the other. I was also able to ask questions
during conversations and interviews about what I had seen during observations, such as
arguments between people. These combined methods enabled me to hear more about
people’s hidden transcripts, which I am sure I would not have heard if I had not asked the
right questions. All data was analyzed in The Netherlands using the qualitative data
analysis program NVivo. In this program, data was tagged, after which it was sorted into

68

Context and methodology

broad categories.

Interviews
In total, 84 interviews were held, of which 75 were individual and nine were group
interviews. These group interviews were conducted with two people (six times), three
people (two times), and six people (once). In total, 99 people were interviewed. I had
different sets of questions for westerners and Cameroonian workers. I also conducted
theme interviews. The purpose of theme interviews is to gain a better understanding of a
particular theme, for instance the history and development of the School of Health Sciences.
In every set of questions, the most important questions were highlighted; in case an
informant did not have the time to do the full interview, I would still be able to gather the
most important information. Interviews were mostly held on the hospital premises, in
empty private ward rooms, offices, dressing rooms, the hospital canteen, the westerners’
sleeping accommodation and the school area, but sometimes also at the interviewee’s
house, and occasionally in a restaurant or café. The average duration of an interview was
one hour. The shortest interview lasted 20 minutes and the longest six hours.
Of the 84 interviews, 58 were recorded. I loved and hated my voice recorder at the
same time. I was always afraid it would prevent people from speaking up. Especially with
the older Cameroonian workers, I often regretted my request to tape-record the interview,
as they would continually glance over at the device as we talked, and I think that some of
them chose their words more carefully and ‘politically correctly’ because of the voice
recorder. Once people did speak openly with me with the voice recorder on, I was really
happy to have used it, mostly because it allowed me to play the interview again and again.
Although I made a lot of notes throughout all interviews, whether I was also recording
them or not, the quotes in this dissertation from informants come from the recorded
interviews.77
During most interviews, I asked people personal questions, and invited them to tell
me their personal stories and opinions.78 This had several implications that I did not always
see coming. Some people wanted ‘a bit of me’ in return. I was surprised when Dutch
nursing students – after I had interviewed them in their hospital accommodation – asked
me if they could come to my house for dinner. There was one interview in which a
Cameroonian worker told me about her husband who had died recently. She had tears in
her eyes, and we held hands during the interview. Afterwards she said: “Now you have to
come to my house and meet my family.” Another Cameroonian worker grabbed my right
hand during the interview and held it firmly. Because she had no intention of letting go, I
decided to forget about the writing and just listen to her. I think that these one-to-one
77

The only exception is the conversation between me and two Dutch students at the beginning of the first chapter.
I was interested, for instance, in whether it had been their own choice to enter the medical profession or not,
how much they had had to ‘fight’ to pay for their nursing education or whether they were sponsored in some way,
whether they were financially assisting relatives, and what they liked most and least about their work.
78
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interviews contributed to building up people’s trust in me, for many of them appreciated
the fact that I had listened carefully to every word they said.
Although I did not want them to, my own feelings played a role in the collection of
data. It took a while before I was able to acknowledge to myself that I liked certain people
more than others, and even disliked some of the people I wanted to interview. Once, I felt
hesitation about doing an interview with a particular westerner, because I really disliked
her. Throughout the entire interview my face was bright red, because I disagreed so much
with the way in which she talked about other people and herself. I also tried to arrange
interview appointments with people, both Cameroonians and westerners, who constantly
ran away from me. I had mixed feelings about this. On the one hand, I wanted to leave them
alone, but on the other hand I wanted to interview them even more than the others.
Arranging these interview appointments was challenging, and I did not always succeed.
During an interview, it did sometimes happen that I suddenly felt that some of my
carefully prepared questions were inappropriate. This only happened during interviews
with Cameroonian workers, when I felt that they did not feel like sharing information with
me, for instance about arguments or frictions with westerners. I felt embarrassed even by
my intention to ask questions that I, during the interview, felt were too direct. In most of
these situations, I refrained from asking the particular questions, mainly because I was
afraid to embarrass the interviewee. But in instances when I did decide to ask such
questions, I often kicked myself for doing so when people started to laugh or giggle but did
not really answer.
What I also found difficult about interviewing was the formality of the setting and
how I thought it influenced what people said. I often made arrangements with people
beforehand about where and when the interview would take place, and this was preferably
during a time and in a place that allowed us to talk without the interference of others. This
enabled people to talk ‘freely’.79 However, the downside of this somewhat ‘formal setting’
was that it made people aware of the fact that their words mattered a lot. This was
undoubtedly enhanced by the fact that a voice recorder was switched on right in front of
them, after I had drawn attention to the device by explicitly asking them if they would
allow me to record their words. It was obvious to me that people, during interviews much
more than during informal conversations, chose their words carefully, and sometimes gave
evasive answers.
79

Of course, people still chose to tell me what they wanted, and it might still have been only a tiny part
of their views. However, at least I knew that whatever they had told me was what they had wanted to
tell me, and not what they had said because somebody else was in the room. It happened twice that I
interviewed a health worker in the duty room in the presence of the ward charge. According to these
interviewees, there were never any problems. During both interviews, the health workers involved the
ward charge, saying things like: “I am saying it right, am I not?” I think this was also to show that they
had nothing to hide from the ward charge and would not say things that would in any way disgrace the
hospital or the ward charge directly.
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Looking back, I think that the interviews were highly valuable for insight in people’s
public transcripts. People provided me with factual information, information about
people’s life stories, and, with regard to westerners, their intentions and expectations. The
latter allowed me to compare the westerners’ words with their actions. Interviews also
proved highly valuable for finding out what people suspected others to hide from them. To
a much lesser extent, workers shared information about their own hidden transcripts
during interviews; this was shared more during informal conversations.

Observations
Most observations took place in the wards – the maternity ward, surgical II ward, children’s
ward, and women’s medical ward – both with and without western visitors present.
Observed activities ranged from taking patients’ vital signs, making beds, dressing wounds,
handing out medications, doctors’ rounds and rinsing bed sheets, to delivering babies and
putting in drips. Other observations took place at other departments, such as the operating
theater, the outpatient department, the physiotherapy department, and the primary health
care clinic. I also observed during lectures, such as the ‘Thursday morning class’, and
meetings, such as the monthly meetings of the hospital workers’ two social groups.
Furthermore, I joined newly arrived western visitors on their orientation through the
hospital, and I was present when they discussed and decided on which ward to work. While
observing, I also took note of all written information, such as registration books,
announcements, and protocols on notice boards in the duty rooms.
I gradually grew more comfortable with being an observer, as the Cameroonian
health workers gradually got used to my presence. After about eight months, workers
looked up and often greeted me when I entered a duty room. It felt great no longer having
to explain things, as workers did not ask as many questions as during the first few months.
Instead, they would simply continue what they were doing. They were aware of my
presence, but I think that the influence that my presence had on what was happening had
decreased.
I did not always find it easy to observe people’s behavior during very disturbing
moments, for instance when a lifeless baby was born and workers desperately tried to
resuscitate it, or when a person in shock was brought to the OPD. There was also a day
when a young Muslim girl from outside the Nso’ region was brought to the hospital. She
was about nine years old and had seriously burnt both her legs in a fire. I accompanied a
doctor and two western visitors when her bandages, applied in the hospital earlier that
day, were taken off during the doctor’s rounds. None of the girls’ relatives were present,
and the poor girl completely panicked. She was shaking like a leaf. The doctor asked the
two westerners to hold her so that the nurse could continue her work. The way the girl
screamed was horrifying. The situation was also extremely awkward, because when the
bandages had finally been removed, the doctor said that there had actually been no need to
remove them: it was just to show the westerners what the wounds looked like. The
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westerners were as shocked as I was to hear this, and I followed them as they silently left
the room while the girl continued screaming. It was days until I no longer heard the girl’s
screaming in my head.
The way I came to terms with rather disturbing observations was by acknowledging
that I too am human. I discovered that ignoring my feelings of disgust during certain
surgical interventions was quite ineffective: my body would remind me by forcing me to
run to the toilet to throw up. This happened twice before I learned to anticipate such
feelings and take a step back. Looking back on it, I think it was more of a mental exercise
than a physical one. This is what I wrote in my fieldwork notes just after one of these
‘lessons’:

I wipe away the sweat, take a deep breath, and leave the toilet. Madam Helen is just
coming out of the delivery room. Nobody has noticed that I am not feeling well.
Fortunately! I don’t want them to know, it’s almost always the white people that get
sick around here, and I, of all people, am the researcher! I quietly laugh at myself,
because what did I expect…? Did I expect to be the first social scientist to be able to
objectively study the behavior of others without having any feelings about it? In a way,
it’s a good thing that my body protests and throws it all up. And, yes, if I am really
honest: I abhor looking at people being stitched up without any anesthetic, especially
when accompanied by ear-shattering screams. And if I were to give my emotions free
reign, I know that tears would be rolling down my cheeks with every healthy newborn
baby, because every time I see it happen right in front of me is simply another miracle!!

In general, observations proved a great tool to see whether what people said during
interviews and conversations, for instance about their intentions, was really what they did.
The ambiguities I discovered during observations were also great clues for the existence of
hidden transcripts.

Informal conversations
I spent much of my time talking to people. These conversations could last a minute or an
hour. These usually unplanned conversations turned out to be highly valuable to the
research. Most took place within the hospital premises: in the duty rooms, wards,
corridors, operating theater, dressing rooms and canteen. Occasionally they took place
outside of the hospital premises: in a taxi, at the market, at a worker’s house or at my own
house. These conversations proved particularly useful for getting to know more about
people’s hidden transcripts. Because I never recorded these informal conversations, and
often did not even write down what people said on the spot (by taking out my notebook
and making notes) in order not to show that I found what they said to be so extremely
useful, I would often retreat for a while as soon as possible after the encounter, for instance
to the doctors’ room at the canteen, to quickly write down what had just been said.
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Other methods
Apart from the three most common methods described above, I used questionnaires and
organized focus group discussions. Another extremely useful method turned out to be
reading westerners’ online blogs. Blogs are increasingly being used by scholars these days.
I also used information that I gathered from the medical anthropology lectures that I gave
at the nursing school (described below), and lastly from books written by local
Cameroonians.

Questionnaires
I used questionnaires for four different reasons. First of all, I made questionnaires for 107
Cameroonian students studying at the hospital’s nursing school (of which 88 were filled out
and returned to me) in order to gain insight into the students’ motivations for studying
nursing, their job expectations, future study wishes and experiences with westerners.
Students who wished to participate in my research in other ways were invited to indicate
this on the form.80 Secondly, I used questionnaires for western visitors when I could hardly
keep up with data collection. The busiest times were when westerners came unexpectedly
to the hospital to work for a few days or weeks, and worked in different wards. Based upon
their answers in the questionnaires, I decided which people I needed to interview most
urgently, and about what specifically. I used 17 questionnaires, which all came back except
for one, after which I interviewed 14 people. Thirdly, I used questionnaires in order to
explore workers’ opinions about the primary needs of the hospital and their expectations
of westerners in relation to these needs. I also asked this question in face-to-face
interviews, but the questionnaires enabled me to ask more people these specific questions.
I handed out sets of one-page questionnaires for workers in the maternity ward, children’s
ward, operating theater, general ward, surgical II ward and the women’s medical ward.
Fifty-seven questionnaires were filled out and returned to me. Lastly, I had made
questionnaires for visiting westerners who came to the hospital in my absence, when I was
visiting The Netherlands for three weeks. I had arranged for someone to give them to these
westerners. When I returned, however, nobody knew what had happened to the
questionnaires.
Focus group discussions
I organized two focus group discussions (FGDs) with Cameroonian students from the
hospital’s nursing school in order to gain an understanding of their opinions, and possibly
frustrations, about the behavior of western students and the behavior of Cameroonian
health workers with regard to these western students. I considered it likely that the
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A little more than half of the Cameroonian students indicated they were interested in participating
further in the research.
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Cameroonian students had frustrations about the western students’ behavior, just as the
western students had – and shared with me – frustrations about the Cameroonian students’
behavior. However, based on the complexities of the hospital’s political structure described
in the next chapter, I figured that the Cameroonian workers would be very unlikely to share
their opinions with me. I chose to organize FGDs instead of interviews in this instance in
order to see whether the group interaction, which is an important part of the FGD method
(Kitzinger, 1994; Morgan, 1988), would allow them to talk more freely than in an interview
setting. I hoped that they would talk to one another, ask each other questions, exchange
anecdotes and comment on each other’s’ experiences and points of view.
Kitzinger (1995) argues that “when group dynamics work well the participants
work alongside the researcher, taking the research in new and often unexpected
directions” (p. 299). This is exactly what happened in the FGDs that I organized. The small
group size allowed for elaborate discussions among the participants. The first FGD was
with four students and the second with three students. Both discussions were recorded.
The FGDs took place very close to the end of my fieldwork period, therefore the students
had known me and my research activities for quite some time. I was very surprised both by
the ease of the students during the FGDs and the content of the information they shared
with me. The students’ reflections, used mostly in Chapter Six, were highly valuable to the
research.
Online blogs
The online blogs of visiting westerners presented an unusual source of information that
added to the data I collected through my interviews and observations with them. I was
unaware of this source or its usefulness until I Googled one of the western visitors who had
already left in order to obtain an email address. I discovered that she had written daily
stories about her experiences in the hospital and had posted them online. I then discovered
that many westerners had done or were doing the same thing. Although most of these blogs
were online and available to anyone who searched for them, they were mainly written for
their relatives and friends back home. They did not have a very critical audience, but an
audience that was – based on the comments – very supportive of what they were doing.
Some of the westerners really did not hold back; they wrote about their happy moments,
their homesickness and their frustrations – for instance, about the ‘ignorance’ of the local
students, and how a certain doctor was using the ‘wrong’ materials. It appeared that the
blogs – which were written in the westerners’ native languages – were not meant to be
read by the Cameroonian workers. Reading the online blogs enabled me to compare how
westerners talked to me about their experiences, and how they wrote about them to their
friends and relatives. Furthermore, I was often able to compare their blog stories with my
own observations of certain described events. The blogs were a great way of discovering
(parts of) the westerners’ hidden transcripts: while they were often relatively open but
diplomatic in what they told me, they used stronger language in their blogs, which often
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contradicted what they had shared with me or the Cameroonian workers.
Studies indicate that a sizable percentage of bloggers are young people for whom
online diaries or personal journals provide a communicative outlet for personal expression,
identity exploration and sociable interactions (Herring, Scheidt, Bonus & Wright, 2004;
Mueller, 2009). Liew (2010) argues that this ‘backstage talk’ includes casual chatting,
joking and banter, but also vicious complaints, slander and rumor. He also argues that the
‘underlife’ of young people’s digital writing practices represents the virtual counterpart to
their everyday backstage conversations at the ball game, the locker room, the party, or as
bathroom graffiti. Brooke (1987), who wrote about the backstage activities of students,
argues that the point of these activities is “clearly to distance oneself from the demands of
the classroom while hopefully remaining successful within it” (p. 148). With regard to my
research, I am interested in finding out the extent to which this ‘distancing’ – in this case,
from the demands of the local medical practice – applied to the blogging westerners at
Shisong Hospital.
The difference between physical locations and online blogs is that blogs, though
privately distributed, are publically accessible. Liew (2010) argues that bloggers, either
inadvertently or deliberately, allow their indiscretions to be perused freely on the internet.
For the westerners at Shisong Hospital, blogs were a practical means of sharing their
backstage talk with many of their loved ones, and of receiving instant – overwhelmingly
supportive – feedback. For me as a researcher, these blogs were particularly useful to
‘peek’ behind the scenes and explore the realm of the westerners’ hidden transcripts.
It turned out that 23 westerners who visited Shisong Hospital during the time of my
fieldwork kept an online blog. Many of them were students, and some were qualified
workers. Occasionally, two or three people kept a blog together, but most people had their
own blog. I read a total of 344 blog posts, coming from 17 separate blogs. Most bloggers
wrote about their experiences every few days. Only a few westerners told me about their
blogs. Except for one blog, at the time of printing this dissertation, all blogs were still online
and to be found and read by all who know what to search for. In order to protect the
bloggers, I have chosen not to include the blogs and bloggers in the List of References.81
Teaching
The director of the Shisong School of Health Sciences, which belongs to the hospital (see
next chapter), asked me if I would like to teach medical anthropology to the nursing
students. It turned out that it was part of their curriculum, but following the death of the
teacher a few years before, the students had not received the course. In exchange for a
small allowance, I taught the first and second year nursing students for one semester. Part
of this introduction to medical anthropology involved a written exam (which all 107
students passed) and an oral group presentation about how cultural differences influence

81

Instead, a confidential blog reference list was handed out to the reading committee members.
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the work in Shisong Hospital.82 Because of my regular lessons, I got to know some of the
students better, and vice versa. With some of them, I remained in contact after the lessons.
This is how I got to know a lot about the students’ personal situations, their financial
struggles, why they were doing nursing, and what they liked and did not like about their
work in the hospital. When – almost a year later – I organized two focus group discussions,
it was those students with whom I had kept in contact who participated, and they
encouraged other students to come as well. Both discussions turned out to be highly
valuable to the research.

Other sources of information
Finally, I incidentally used other sources of information, such as the hospital website, the
hospital’s Facebook page, its annual reports, the cardiac center activity reports, and three
books that were given to me (and written) by local Cameroonians. These books were about
the Catholic history of the Kumbo diocese (Lafon, 1988), the celebration of 75 years of the
presence of the Franciscan sisters in Shisong (Ngong, 2012), and the development of the
hospital’s newest department, the cardiac center (Kiven, 2012). Lastly, I used email as a
tool to gain additional information, most of all from western visitors, but also from
Cameroonians.
Data anonimization
All workers mentioned in this dissertation are referred to by a pseudonym in order to
protect their identity. I have also changed other aspects of people’s identities, such as
gender and position, when I felt that the use of a pseudonym was insufficient. I have
adjusted the aspects in such a way that it does not affect the stories I tell. Nevertheless, in
this way, neither westerners nor Cameroonian workers can be held individually
accountable for what they in all openness told me or for how they behaved in the hospital.

82
Some of the students performed role plays – to the great amusement of all, including me – to
illustrate a certain situation that they had experienced themselves or heard about from others. In one of
these situations, two patients had refused to be admitted to the same ward because their tribes were in
conflict with one another. In another situation, a man had refused to take his medication unless he was
allowed to swallow it down with palm wine. After each presentation, we discussed how the
Cameroonian workers had handled the situation, whether the students agreed with it or not, and
whether there had been alternative ways of handling it. We had lively discussions that I found
fascinating and inspiring. One group presentation was about a cultural clash with a westerner. It
concerned a North American medical student with tattoos on his hands. The ward charge involved had
asked him to wear gloves at all times in order to cover his tattoos, which he did. All of the Cameroonian
students agreed that this was the best solution, as they considered the visible tattoos to be
inappropriate. It was the only time that I heard any mention of tattoos.
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Chapter 3
The hospital: history, people and politics
This chapter serves as an introduction to the hospital and its Cameroonian workers. It
shows that the hospital can be considered both an ‘island’ and ‘culturally embedded’. These
two approaches from the field of hospital ethnography are described by Long, Hunter and
Van der Geest (2008) as opposing one another. I argue, however, that they are not
necessarily mutually exclusive. Shisong Hospital has been shaped by the core cultural
values and beliefs of the Banso’, which makes it culturally embedded. However, the hospital
can also be considered an island because it has been shaped significantly by the
involvement of people from outside the Nso’ area: the involvement of westerners with a
great variety of backgrounds and ideas about the provision of health care goes back to
1935, when five Italian Franciscan sisters founded the hospital. The various ways in which
westerners have been involved in both running the hospital and providing health care
services have changed a lot, as well as the ways in which the westerners have related to the
Cameroonian workers. In this chapter, I discuss these changes by presenting the hospital,
its people and their politics from a historical perspective.
It should be noted here that this chapter is specifically about the involvement of
previous westerners, and is not about the short-term visiting western workers whom I
encountered during the time of my fieldwork, who are introduced in the next chapter.
INTRODUCING THE HOSPITAL
The hospital’s full name is the Saint Elizabeth Catholic General Hospital Shisong, though it is
mostly referred to as Shisong Hospital. From a distance, it looks like a village, with different
types of buildings, people sitting on benches and laundry drying on lines. The hospital has
351 beds, 83 and on average 112 consultations are conducted on a daily basis, with the
number of workers fluctuating around 400.84 Most workers are lay workers (i.e. not
83

This is based on the number of beds in 2010, 2011, 2012 and 2013, and stayed the same in all these
years (Saint Elizabeth Catholic General Hospital Shisong, 2012; Saint Elizabeth Catholic General Hospital
Shisong, 2013; Saint Elizabeth Catholic General Hospital Shisong, 2014a).
84
These figures are based on information from three hospital’s annual reports (see the previous
footnote). In 2013, the hospital had 387 workers. This number consists of 145 nursing workers, 57
domestic workers such as cleaners, cooks and guards, 27 pastoral workers such as chaplains and
counselors, 29 laboratory staff, 15 technical staff such as drivers, carpenters and electricians, 15 doctors,
and 11 members of the hospital administration (Saint Elizabeth Catholic General Hospital Shisong,
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Franciscan sisters) who receive a salary, and a few are sisters who receive an allowance.
The hospital was built in 1935 by five Italian Catholic sisters from Brixen in South
Tyrol, from the congregation of the Tertiary Sisters of Saint Francis, whose motherhouse is
in Rome. Today, the hospital is still owned and run by sisters from this congregation,
although most of the current Franciscan sisters in Cameroon are Cameroonian. Major
decisions are, nevertheless, still made in Rome. The daily running of the hospital is carried
out by a twelve-headed hospital administration, led by the matron.85 Most administrators
are sisters, elected to their position through the provincial chapter’s elections held every
six years.86
The missionary character of the hospital is expressed through the organization of
various masses a week. These masses are open to all patients and workers. The majority of
workers who are religious are Catholic. Chaplains and counselors offer all kinds of religious
services to both patients and workers. Prayers are regularly spoken out loud in the
outpatient department, and surgery is also preceded by a prayer, either spoken or sung by
the workers.
Apart from the Catholic Shisong Hospital, there is a Baptist hospital in Kumbo of
roughly the same size, and a smaller government hospital.87 According to both patients and
health workers, Shisong Hospital is widely known among Cameroonians in the region and
beyond for its cleanliness and friendly staff. Among the patients who visit it, there are
Catholics and Baptists but also Muslims, and people from both Anglophone and
Francophone areas. Because of its missionary character, many patients hope to receive
treatment for free or at a lower cost. However, they do still have to pay, as in any other
health institution. For the very few people who are registered with one of the two local
health insurance companies, treatment is a little cheaper.88
2014a). It also includes 88 cardiac center workers, consisting of 54 nursing workers, 14 technical
workers, ten hygiene and sanitation workers, five members of the cardiac center administration, three
doctors, and two pharmacy and procurement workers (Saint Elizabeth Catholic General Hospital
Shisong, 2014b). Among the 15 doctors in the general hospital are seven general practitioners, two
gynecologists, one urologist and one pediatrician. The gynecologists and urologist take turns in the
operating theater. Among the cardiac center doctors are two cardiologists and one surgeon.
85
Other members of the hospital administration are the assistant matron, the logistics manager, the
bursar, three secretaries, two bill making cashiers, the chief medical officer, the nurse superintendent
and the coordinator of the HIV/AIDS department. During the time of my fieldwork, the latter three – as
the only medical representatives – were lay workers; all others were sisters.
86
The outcome of these elections determines which Franciscan sisters are assigned to which
administrative positions in the congregation’s province within Cameroon as a whole. Shisong Hospital is
one of the congregation’s hospitals, but the elections also concern the congregation’s schools.
87
This state hospital is the cheapest, and is therefore visited by many. However, it does not have a good
reputation, and those who can afford a little more often attend one of the mission hospitals.
88
The two local health insurance companies are the Kumbo Mutual Health Organization (KMHO) and
the Bamenda Ecclesiastical Province Health Assistance (BEPHA). Both schemes are community-based.
The first has been operating in Shisong Hospital since 2004, and the latter since 2010. In 2013, the
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Departments and facilities
The first building block right in front of the main gate houses administrative offices, such as
that of the matron. It also houses the outpatient department (OPD). At the OPD, patients
are registered, their vital signs are taken, and they are consulted by one of the medical
doctors.89 Afterwards, they are either directed to the nearby laboratory, the ultrasound and
X-ray department, or to the pharmacy. When consultation by a specialist is required, they
are directed to one of the gynecologists, the urologist or the pediatrician.
Just behind the front area, there is a big open meadow with flowers and benches.
The main wards are situated all around the meadow, with the hospital chapel right in the
middle, and the general operating theater at the far back. A few other buildings are
scattered around the main wards, such as the primary health care clinic (PHC clinic) for
children and pregnant women, the canteen, the laundry rooms and the carpenters’
workshop. The integrated day care center is where HIV testing and counseling is carried
out. The building stands out from the rest because of its height: it has three floors
compared to the other buildings that are single-storey. Right next to it is the hospital
orphanage, which is directed by a sister and houses twelve young children. Most of these
children have a family, but their families are unable to raise them because of financial
difficulties or because of the death of their mother. All of the children in the orphanage
have a caretaker. These are often older sisters (female siblings) of around twelve years old,
who live at the orphanage as well. Some of the children attend school, which is paid for by
the Catholic sisters.
On the left side of the hospital is the nursing school, with classrooms, offices, and
student dormitories and facilities. This school is known today as the Catholic School of
Health Sciences Shisong. Its day-to-day affairs are run by a director, but as it is a department
of the hospital the matron is still the big boss. It hosts approximately 300 students, and
offers state registered courses in nursing assistance, nursing, midwifery and laboratory
technics.90 The school provides the hospital with qualified paramedics to the extent that
there is no longer a shortage of most paramedic personnel.91 During the day time, the
KMHO and BEPHA together were involved in the payment of less than 5% of the total number of OPD
consultations, hospitalizations, deliveries, surgeries and caesarian sections in Shisong Hospital.
89
Because the cardiac center has its own OPD, cardiac patients are instructed to go directly to the
cardiac center. All other patients are consulted at this general OPD.
90
At the time of my fieldwork, the entry levels for these courses were Ordinary Level for nursing
assistance (since 2000) and Advanced Level for nursing (since 1998), midwifery (since 2012) and
laboratory technics (since 2003). Ordinary level is reached after five years of ‘middle school’ and
Advanced Level after an additional two years in high school.
91
At the time of my fieldwork, only 25% of all Shisong graduates ended up working in Shisong Hospital;
the majority went to work at other health care institutions. Most of the graduates employed by the
hospital were midwives. There was also a serious need for specialized staff which the nursing school did
not cater for: an anesthesiologist, cardiologists, a specialist in tropical medicine, a dentist, a radiologist,
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school area is easily recognizable by the presence of students in dark blue uniforms.
Right next to the general hospital, on the right side, is a group of shiny and
impressive looking buildings, which make up the fully fledged cardiac center. The cardiac
center, which opened its doors in 2009, is unlike the other hospital departments because of
its origin, funding, standard of care, staffing and organization (Kiven, 2012).92
At the far back, behind the operating theater, is the sisters’ convent. This is a quiet
area, where mainly only the sisters go. It houses a chapel, a library, sleeping rooms, a
kitchen area and communal eatery. It includes a separate area for the novices. There is also
a vegetable garden, and a farm with 200 chickens and 20 pigs for consumption. There is
even a large outdoor swimming pool, built by the pioneer Italian sisters. Although it is still
well maintained, the Cameroonian sisters do not use it.

a dialysis specialist, an ophthalmologist, a physiotherapist, a cardiac intensivist, a general surgeon, a
pediatric surgeon, and a pathologist, as well as ICU nurses for the cardiac center (Saint Elizabeth Catholic
General Hospital Shisong, 2015).
92
The cardiac center’s unique story involving short-term westerners is not included in this dissertation,
but it is described in a separate article.
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Figure 3.1 Map of Shisong Hospital

The medical practice
Most patients who visit Shisong Hospital struggle to pay their bills. This is something that
doctors and nurses have to anticipate, and they adjust the way in which they provide
medical care to suit patients’ budgets. This means that they often skip laboratory tests and
make educated guesses about patients’ conditions, to make sure that the patients can
afford the medications they need in order to get well. If time allows, patients are asked to
go home and return when they are financially able to run the necessary tests. For patients
who need surgery, even the provision of anesthesia is influenced by their budget. Choices
about how to provide surgery are also made taking into account the fact that most people
do not have access to running water in their home villages, and therefore wounds that
under better circumstances would be left open are closed in order to minimize
complications. Inpatients are obliged to stay in the hospital until they have paid their bill,
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but many escape. This not only results in pending bills, but also leads to medical
complications, because patients do not dare to come back for follow-up. Workers often
know how to distinguish the very poorest patients, and frequently help them by giving
them some food, soap and sometimes small amounts of money (see Chapter Seven).
The way in which hospital workers practice medicine in Shisong Hospital is not only
influenced by patients’ limited budgets. It is also largely influenced by the limited budget of
the hospital administration. The administration’s decisions with regard to medical practice
are based not solely on what is needed, but primarily on what is needed most – from the
perspective of the hospital administration, that is. Departments that need extension or
renewal are not extended or renewed. Various machines – often donated by westerners –
are outdated. Disposable materials that are used in relatively large quantities, such as
rubber gloves, band aids and urinary catheters, are reused. Another consequence of the
limited financial budget is that ward charges are made personally responsible for losses. So
when, for example, thermometers disappear from a ward, the ward charge is expected to
replace them instead of simply ordering new ones. This puts pressure on the ward charges
to make sure nothing goes missing, and it makes them suspicious of both workers and
patients. Lastly, another administrative measure related to the hospital’s limited budget is
that salaries are generally low. Many workers in Shisong Hospital state that they would
make more money working at a government hospital. However, they say that they prefer to
work in a private institution because they would not be able to deal with the level of
corruption in government hospitals. Despite this ‘acceptance’ of a lower salary, workers
nevertheless complain about the salaries in Shisong Hospital. Many say that their salary is
barely enough to support their family, and is much too low in relation to the matron’s high
demands regarding working hours, being on call and taking leave. Taking leave is
discouraged and when workers are on leave they can be ordered to come back during busy
times.
Despite the hospital’s financial limitations, various efforts initiated by the
administration have been made to improve the standard of care in the hospital. To increase
workers’ knowledge and skills, auxiliary nurses are sent to school (which they have to pay
for themselves).93 Furthermore, workers are occasionally sent to various seminars and
courses for short trainings. Additionally, weekly Thursday morning classes are organized
for all workers, in which various topics are discussed, such as basic life support,
prostatectomy, drug administration, pain management, abdominal X-rays, loss and
bereavement, hypertension and health education. Performance-based financing (PBF) was
introduced as a pilot project in Shisong Hospital in 2012,94 with the aim of topping up
93

Auxiliary nurses are employed to assist the doctors and nurses. They have no formal health training.
The PBF project in Shisong Hospital is sponsored by Agence Européenne pour le Développement et la
Santé (AEDES) and is mandated by the Ministry of Public Health. Its main objective is “to provide
accessible and high quality health care to the population, especially to mother and child, through
equitable and optimal means placed at the disposal of health institutions” (Saint Elizabeth Catholic
94
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workers’ salaries. It has also contributed to the improvement of some facilities as well as
the management of waste.

Culture and language diversity
As already touched upon briefly in the previous chapter, the terms ‘local’ and ‘local people’
– as used in the scholarly literature on non-western hospitals to distinguish between
visiting westerners and all other hospital workers – are problematic when applied to
Shisong Hospital. The reason is that such terms imply cultural unity, while the variety of
cultural backgrounds of the Cameroonian workers in Shisong Hospital shows that this is far
from the case. The ‘locals’ around the hospital are the Banso’, and although they make up
the vast number of patients and Cameroonian workers, the hospital’s good reputation
outside the region also attracts people from the broader Anglophone as well as the
Francophone regions, and occasionally people from Gabon, Nigeria, Ethiopia, Chad and the
Republic of Central Africa (Saint Elizabeth Catholic General Hospital Shisong, 2014a).
The official language in Shisong Hospital is English. All of the hospital’s written
communication is in English, as well as the meetings and gatherings.95 Lamnso’, the
language of the Banso’, is commonly used next to English for verbal communication, both
among and between Banso’ workers and patients.96 A third common language is Pidgin
English, spoken among and with patients who do not speak English.97 Fourth, French is
commonly used among people from the francophone regions.98 They might also speak
Pidgin English or English, but especially when the hospital worker involved is also a

General Hospital Shisong, 2014a, p. 33). Subsidy payments are made to the hospital by AEDES based on
good performance; 50 percent of which is used as an incentive to motivate workers, and is paid to them
every three months.
95
The one exception is the seniors’ social group meeting, which is held in Lamnso’. The hospital workers
have two social groups, one for junior and one for senior hospital workers. These groups are organized
by the workers themselves, but are facilitated by the hospital. During the monthly meetings, workers
share wedding and funeral invitations, and ideas about the provision of medical care. They also
collectively participate in a money savings system, through which they can receive a loan and buy basic
goods such as rice, seeds and fertilizer at a cheaper rate. Because all members of the seniors’ social
group are Banso’, the hospital allows them to speak in Lamnso’. Among its members are a few sisters.
96
In the hospital orphanage, the use of Lamnso’ is discouraged because the directress wants the
children to speak English. Other than this, I did not notice anyone openly discouraging the use of
Lamnso’. Banso’ workers often switch between Lamnso’ and English.
97
The Pidgin English used by Cameroonians is Cameroonian Pidgin English (CP). It is different from the
official English language to the point where both are mutual unintelligible (Gilman, 1978). There are
many variants of CP, and the one used by people in Kumbo is called the ‘English-influenced Grassfields
dialect’ of CP (Gilman, 1980). Children in the Northwest Province generally begin speaking a local
language, then Pidgin English, and – if they go to secondary school – English, as one of the country’s two
official languages (Che, 2008).
98
Although Francophone Cameroonians generally say they speak French, they actually speak a variety of
linguistic codes that are similar to French. The term referring to these codes is Camfrancais, and they
vary widely by region, social class and context (Johnson-Hanks, 2002).
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francophone, French is used. Many patients who only speak a local language bring a
caretaker who speaks Pidgin English. For those who do not, an interpreter is sought among
the hospital workers, other patients or caretakers.

The role of Nso’ in Shisong Hospital
The history of Shisong Hospital and the fon of Nso’ are interconnected. Shisong Hospital is
situated not far from the palace of the fon. In fact, it was the fon who donated land to the
pioneer sisters on which to build their convent and the beginnings of what is now Shisong
Hospital; he is said to have publicly announced that “the sisters’ land ranged from river to
river” (Ngong, 2012, p. 22). The public relationship between the fon and Shisong Hospital
has, since its founding, generally been good.99 Indeed, the fon’s public approval has
contributed to the popularity of the health facility among the local people. In 1985, when
Shisong Hospital celebrated its golden jubilee, the fon expressed his gratitude for the
sisters’ efforts with the people of his fondom. He also incorporated several hospital
workers, both westerners and Cameroonians, including sisters, as members of the Nso’
traditional authority by giving them titles. Furthermore, he gave his blessing to the building
of the cardiac center on his land at a traditional reception held at his palace in November
2002 prior to the construction phase; and again in 2005, when the construction phase had
started, he sent seven notables to Shisong to ‘cut the soil’ as a sign of his blessing (Kiven,
2012).
It is not surprising that Nso’ culture has an influence on daily life in the hospital in
various ways. For instance, sheys and shufaays are among both workers and patients.100
Patients who are titleholders are given private rooms, and workers who are titleholders
enjoy a certain status, especially among the Banso’, something which doctors and ward
charges from outside the Banso’ region cannot compete with (see the final section of this
chapter).
WESTERN INVOLVEMENT FROM A HISTORICAL PERSPECTIVE
A place on the map is also a place in history (Rich, 2003, p. 30).

99

I did not gain enough insight to be able to say definitively that the relationship is or has been
problematic. However, there was friction between the fon and the Franciscan sisters during the first
years of the sisters’ presence, when some of the young girls who were picked by the fon to become his
newest wives ran away from the palace, and sought refuge at the convent. The fon ordered the sisters
to hand over the girls to him, but the sisters insisted on protecting them (Ngong, 2012).
100
I encountered (and interviewed) one shufaay and two sheys who worked in the hospital during the
time of my fieldwork. I also interviewed a shufaay who had worked in the hospital for nearly 20 years,
until 2008.
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Westerners in the past played a major role in the development of present day Shisong
Hospital; something that most of the current westerners who visit Shisong Hospital have
no idea about. Their involvement goes back to the very start of the hospital. This section
describes the various forms of western involvement, how this has changed over time, and
how it has influenced workers’ perceptions about westerners.

Westerners at the top of the hospital hierarchy
Five Italian sisters started the hospital in Shisong in 1935 upon the request of Father Figl,
an Italian missionary Mill Hill priest from South Tyroll who was working in the area at the
time (Ngong, 2012). He had not initially intended to set up a medical missionary station;
rather, he had requested that there be medical assistance to meet the locals’ most pressing
needs, and argued that his evangelical efforts would benefit from this as well.

Father Figl came into the land of primary evangelization where people were still being
taught every basic thing that concerned self-care, hygiene and faith. The work was
overwhelming as almost every area was a priority. One of the crucial and pathetic
things was the high infant mortality. More than 40% of children died before six months
of life, let alone those who died at birth. Father Figl saw the pressing need for a
midwife. […] Father Figl believed that his evangelization work was going to yield more
fruits if peoples’ other needs were met (Ngong, 2012, pp. 16-17).

In order to support the religious mission in the region, five pioneer sisters, one of whom
acted as the matron, founded Shisong Hospital as a small health center. Although none of
them were doctors, they were the only health care providers during the first years of
Shisong Hospital.101 In 1938, a second ‘batch’ of Italian sisters arrived in Shisong, to work in
either the hospital or one of the mission’s schools. After this, every few years new sisters
arrived; 30 in total until the last ones in 1975.102 Their aim was to bring God, health and
education to the people living in the area, where primary and secondary education was
poor, and proper health education non-existent.
A milestone in the hospital’s history is the arrival of the very first doctor in 1952.103
One of the elderly Cameroonian sisters who was involved in running a nearby hospital at

101

Most of the Italian sisters had only finished primary school before joining the convent. The first five
sisters had prepared for their expected work in Shisong by completing a year of training in medical work
and teaching (Ngong, 2012).
102
After 1975, the number of sisters in Italy dropped dramatically, and there simply were not enough
sisters to send out to Africa. The first five pioneer sisters all stayed in Cameroon and were buried there,
the last one in 1984. The Italian sisters who came later often returned to Italy after a few years (Ngong,
2012).
103
Lafon (1988) argues that while waiting for Doctor Platzer, a song was even taught to and rehearsed
among the people living in the Shisong area: “Look the doctor, look the doctor arrives. All Shisong,
shouting and singing ha ha ha” (p. 163).
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the time recalled that it was hard to find a Cameroonian doctor, but even harder to pay one,
as the labor code was strict and the minimum salary high. Therefore the first doctor in
Shisong Hospital was not a Cameroonian but an Austrian. Doctor Platzer stayed almost
continuously from 1952 to 1960. From 1963 until 1971, the Italian-based international
religious organization Focolare Movement sent doctors to Shisong Hospital on a regular
basis.
Most of the westerners who came to Shisong between 1930 and 1971 were
positioned at the top of the hospital hierarchy, either running the hospital or working as
the sole doctors, nurses and midwives. These positions of power were thus held exclusively
by westerners. Cameroonians were involved at the lower end of the hierarchy, helping the
sisters to learn Lamnso’, and doing manual work such as cleaning, gardening and building.
Everything they did was instructed to them by their western superiors, who – unlike the
contemporary westerners who visit Shisong Hospital – stayed for many years.

Cameroonian workers moving up the hospital hierarchy
The first Cameroonians involved in medical work were trained by the first Italian matron,
because she needed help delivering babies. As the number of patients kept increasing, the
need arose to open a school to train health personnel in midwifery and nursing. Upon
receiving the government’s permission, the school opened in 1954, with the Italian matron
as the first teacher. After the successful graduation of two batches of midwifery students,104
the school began to offer other courses as well. The entry level for these courses was
low,105 as most locals had no or a low educational background. Improving the standard of
education in the hospital school was also difficult because there were no qualified teachers.
Furthermore, for many years all of the teachers were westerners.106 This continued until
2008, by which time the majority of teachers were Cameroonians.
Cameroonians also started to become involved as sisters. Ever since the pioneer
Italian sisters set foot in Shisong, there were young Cameroonian girls who admired them
for their dress and lifestyle. Some of these girls worked closely with the sisters, gardening
and rearing cows. Around 1940, some of these girls became persistent in their wish to
undergo formation and join the Franciscan sisters. It would, however, take another twenty
104
The first 12 Cameroonian midwifery students attended classes for 18 months, after which they all
passed and started working as midwives. A second batch of eight midwives graduated in 1958. These
locals were fortunate enough to have been handpicked by the western sisters, based on the sisters’ faith
in their abilities.
105
For those who had completed primary school, there was a one-year training course in nursing aid. For
those who had completed Ordinary Level, they could attend the two-year training courses in nursing
and midwifery. In the early days, no courses required an Advanced Level.
106
The matron was first assisted by the other Italian sisters. After some time, North American doctors
and nurses brought in by a mission organization also taught in the school on two-year contracts.
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years before the mother superior in Italy finally decided to allow them to join in 1962.107
This decision had huge consequences, for it paved the way for Cameroonians to become
part of the hospital administration; in 1983, the first Cameroonian sister was elected as the
hospital’s matron.108 Since 2013, the hospital administration has been entirely
Cameroonian. Major decisions regarding Shisong Hospital are nevertheless still made at the
Franciscans’ motherhouse in Rome.
The first Cameroonian doctor came to Shisong Hospital in 1972. His name was
Doctor Berry. He was a local boy, chosen by the diocese to go to Italy to receive medical
education, after which he was expected to return to work in Shisong Hospital. And he did:
he worked in the hospital for nearly twenty years, during which time he also served as the
chief medical officer. Another Cameroonian doctor started working in Shisong hospital
after she was encouraged to do so by the diocese, and worked there for 21 years.
So the Franciscan congregation encouraged Cameroonians to work in Shisong
Hospital; and despite initial hesitations, actively enabled them to do so, firstly as nurse
assistants, nurses and midwives from 1954 onwards, and then as sisters, and – after they
managed to employ Cameroonian doctors – as chief medical officers from 1962 onwards.
Contention over the role of westerners
The consequence of the fact that Cameroonians were – although very slowly – becoming
increasingly involved in the work at the hospital in positions high up in the hospital
hierarchy was that power was no longer exclusively in the hands of westerners. According
to an elderly western sister who had witnessed this development and was still living in the
convent during the time of my fieldwork, this changed the role of western doctors “from
leading to supporting.” She argued that the congregation was ready for it. The question is,
however, whether this shift did actually take place, and how; or whether it was only desired
– by some? – and was in fact more rhetoric than reality.
First of all, patients did not expect westerners to change roles from leading to
supporting. In the early days, many patients demanded to be treated by a westerner, for
they had not come all the way to Shisong Hospital to be treated by a Cameroonian. Thus a

107
Initially, to satisfy the Cameroonian women’s desire to become sisters, it was decided at the
Franciscan sisters’ motherhouse in Italy that they would be authorized to begin a separate religious
community, a diocesan congregation, called the Handmaids of Nazareth. The Handmaids, however, did
not understand why they could not unite with the Franciscan sisters. Some left, while others persisted in
their request to become Franciscans, until their request was met at last in 1962. During the time of my
fieldwork, there were still two Cameroonian Franciscan sisters who had started as Handmaids, and I
interviewed both. One of them had held the position of matron in one of the congregation’s hospitals
for some years, after she had received administrative training in Canada (cf. Ngong, 2012).
108
This did not take place immediately, because just as with the western Franciscan sisters, the
Cameroonian sisters were assigned positions that suited their skills and qualifications. According to
some, Cameroonians became involved as hospital administrators only when western Franciscan sisters
were no longer available.
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different strand of power came into being in the hospital, in which people put their faith in
others’ abilities to run the hospital and provide medical care based on their white skin
color rather than their qualifications (for current perceptions on the significance of skin
color in the hospital setting, see the next chapter).
Secondly, many western health workers who came to assist in Shisong Hospital did
not want to take on the role of supporting health workers, or give up their leadership role.
The Cameroonians, on the other hand, did take on their role as leaders, as assigned to them
by the matron. This inevitably led to clashes. Doctor Berry, for instance, worked as the chief
medical officer for more than ten years, starting in 1974. When I interviewed him about his
past work in Shisong Hospital, he recalled that many western doctors with whom he
worked during the 1970s and 1980s thought that they knew everything, but he was not
convinced. In a one-to-one interview with me, he said:
There was always that mentality of the whites showing the black men that ‘there is
nothing you can teach me which I don’t know. I am here to teach you,’ even when they
did not know much. That is why I used to disprove them. They had to become friendly
with me, because I taught them a lot. I taught them surgery. I said: ‘You will not do it
alone. You operate with me for a long time, until I know you can do it alone.’

Doctor Berry felt that the superior behavior of the westerners was a challenge to him in his
position as chief medical officer. He also felt that it was a challenge to the other
Cameroonian workers – whether they were doctors, nurses or nurse assistants – because
their abilities and skills were not being acknowledged. He told me that many westerners
did not show an interest in learning from them about the contextual factors they had to
take into account in providing medical care, such as a patient’s budget. He also told me:
That was why I told my nurses, as firmly as I could: ‘If anybody [of the whites] is
fumbling, you try to correct. And if they start to argue, call me.’ […] If a white is trying
to show you he is much superior, make sure to bring him down, to bend his knees. By
that, you feel that you are also a being. When they realize it, you become friends.

It should be noted that Doctor Berry always tried to solve tensions arising from the
western doctors’ behavior without getting the administrative sisters involved; he
considered it “unnecessary” for them to know about it. He did share these tensions with
me, but what he clearly wanted me to remember about it most is that, in the end,
everything was fine and could be resolved. He emphasized his respect for the Franciscan
sisters, who had been financially responsible for his medical education and career, and his
appreciation for all they have achieved. He also noted that most westerners have good
intentions, and that most of the ones he worked with did change their behavior and
attitude once he had intervened.
All of this made me wonder how the current Cameroonian workers see the role of
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westerners. What do they expect from them, and how do they interact with them? And in
what way is this related to the hospital’s past? Before looking for answers, it is important to
have an understanding of the hospital’s political structure, and to look at the reasons for
why people – such as Doctor Berry, whom I interviewed years after his employment in
Shisong Hospital had ended – made sure to choose their words wisely. This is what the next
section is about. It shows that what workers can afford to say publically is influenced by the
hospital’s political structure.
WORKERS AND THE HOSPITAL’S POLITICAL STRUCTURE
Formal hierarchy
Shisong Hospital was established, and for a long time exclusively run, by western sisters,
with the matron as the most powerful person in the governing body of the administration.
Although administrative membership is no longer exclusively for sisters,109 and sisters
today also hold positions much lower in the hospital’s hierarchy such as that of nursing
assistant, the sisters in general are still considered by many to be ‘the ones in charge’.110
Workers say things like: “The sisters will decide whether the operating theater is going to
be extended in the near future.” Even the current chief medical officer, who is a member of
the administration, feels that administrative decisions are made by the sisters; for instance,
when he says that ‘the sisters’ don’t listen to him (despite the fact that he is the only
medically trained person in the administration). The matron is the hospital
administration’s main representative, spokesperson and most important decision-maker.
Whenever people talk about the matron’s decisions, they are referring to the decisions of
the hospital administration as a whole.
Workers and students are expected to follow the hospital’s rules and orders. This
concerns the ‘house rules’, such as dressing neatly and appropriately, starting work on time
and attending church services.111 Workers are also expected to work in the ward or
department allocated to them, and to accept transfers to other wards without asking
questions such as why or for how long. The Cameroonian students enrolled in the hospital’s
109

During the time of my fieldwork, the administrative seats of the chief medical officer, nurse
superintendent and HIV/AIDS coordinator were taken by lay workers, who owe their positions to the
matron.
110
It should be noted here that although the sisters in the hospital administration, and the matron in
particular, make all the decisions, they are elected by others to run the hospital, which means that they
are part of a larger power scheme with its source in Rome.
111
Going to church is compulsory for workers. Two masses are organized on weekdays in the hospital
chapel, just before the workers’ morning shifts. Workers are expected to attend both. Patients are
encouraged to come as well. Additionally, there is a Sunday morning mass in the parish hall opposite the
hospital. Those workers who work on Sunday mornings are expected in the parish hall to attend the
Saturday afternoon mass.
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nursing school are expected to abide by the strict rules set by their school, which also apply
to their behavior in the hospital.112 Furthermore, workers and students ought to ‘respond
to power’ adequately. This was illustrated to me one day as I was talking to a ward charge
in one of the duty rooms, when the assistant matron came in to ask the ward charge a
question. She demanded instant attention by saying: “Your conversation with Madam
Judith has finished! Listen to me!” The ward charge responded by immediately turning
towards her with a smile.
New rules are announced during meetings or put up on the notification board near
the matron’s office and passed on. Two relatively new rules concern staff working hours.
The first one states that workers are expected to work an extra hour, daily, for which they
will not be paid. The second rule concerns timekeeping: workers now have to report the
time at which they start and finish work. According to one of the workers, this is to prevent
workers from leaving too early. Disobedience is not accepted in the hospital, and neither is
expressing discontent about salary, rules, workload or anything else with regard to the
hospital administration’s way of running the hospital. Once, during a meeting, the matron
came barging in after she had heard rumors of workers complaining about low salaries. She
warned the workers that it should not come to her ears again. Another sister, a ward
charge, made a similar comment during the annual staff meeting: “Don’t go and discuss
problems at the market. Respect hierarchy!” When I wanted to interview a worker whose
ward charge was a sister, we agreed to talk over lunch for thirty minutes. After fifteen
minutes he grew restless, however, and kept checking his watch. When I asked him
whether he wanted to go back to the ward, he said: “Yes, please. Sister might be back soon.”
This shows that loyalty and obedience, or at least the public appearance of it, is of such
great importance that workers try to avoid even the slightest suspicion of anything else,

112
The Cameroonian students have to set the example for the population, for it is believed that they
“play a part in forming the image of the profession on a daily basis […] because the appearance and
attitude of all students have a direct impact on the public’s perception of our professionalism,
competency and quality of care” (Catholic School of Health Sciences Shisong, n.d.). This is in line with
what is expected of students in Cameroonian schools nationwide (Che, 2008). In Shisong Hospital, these
rules, as laid out in the Students Information Hand Book (Catholic School of Health Sciences Shisong,
n.d.), include not drinking alcohol during the four years of school, always wearing the school uniform
until six o’ clock in the afternoon, and doing homework in the evening hours in class, which is why the
lights go off in the kitchen area. Smokers and pregnant women are not welcome. Uniforms should be
neat, complete and clean, down to the shoes and shoelaces. Hair should be drawn back from the face,
and unusual hair colors and styles are not allowed. Male students should neatly trim their facial hair,
and fingernails should be trimmed, well manicured and free of nail polish. Perfume or body spray are
not allowed while providing patient care (Catholic School of Health Sciences Shisong, n.d.). The students
are told that this is how nursing is taught in Great Britain. If they arrive in the hospital’s duty rooms one
minute late, they can be instructed to work an extra day. They can be sent back to their rooms if they
wear jewelry, if their hair is not tight and when their clothes are stained (a lot or a little). Although
students feel humiliated by these rules and how they are enforced, they make sure never to openly
express any discontent, assuming that they would only make things worse for themselves.

90

The hospital: history, people and politics

such as privately talking to me.
Those who also enjoy positions of power – as assigned to them by the matron – are
doctors and ward charges. The ways in which they handle their power differ. From what I
saw, doctors from the (more egalitarian) francophone areas do not emphasize their power
as a doctor in relation to the nursing workers. One of them said that he always tries to be
with the nurses, not above them. Despite their position of power, however, they are not
completely free to exercise it as they like. The hospital administration expects them to
publically emphasize their power in relation to other workers. For instance, doctors are not
expected to eat lunch in the canteen with nurses and patients, but in the separate doctors’
room. And during the hospital’s annual meeting, ward charges and doctors must take their
seats on stage, facing and looking down upon the other workers. While some doctors and
ward charges do this because they like it, others do so out of loyalty to the matron as their
employer. Their public performance of power in relation to the other workers is also, and
perhaps even more so, a performance that relates to the matron. The same is true for the
other workers’ behavior: their public show of respect and obedience to the doctors and
ward charges is related, not necessarily only to the doctors’ and ward charges’
expectations, but also to those of the matron.
Behind the public performances
Many workers have mixed feelings towards the hospital administration. On the one hand,
they are grateful to the matron for providing them with a job. Many of the senior workers
started as cooks and cleaners. They were given the opportunity to study at the nursing
school, which enabled them to currently work as ward charges. Many of the junior workers
know that they have been chosen for the job out of many, and they are happy about this. On
the other hand, there is a lot of frustration among workers, first of all because of their low
salaries, and secondly because of the authoritarian way in which the matron uses her
power. This ‘zero tolerance’ approach also explains why workers do not express their
discontent openly.113 They are afraid that the matron will use her power to their
disadvantage, for instance by getting angry at them in public, or worse, firing them.114
Workers share their complaints about the matron only with fellow workers whom
they consider to be likeminded and who share their interest in keeping the complaints

113
The official channel through which to express discontent is the staff delegation. The matron appoints
several staff representatives among the workers to serve the interests of all workers. Although all staff
representatives do actively make the most of their responsibilities and are respected for it by all, many
workers are skeptical about their ability to really make changes. One worker said that after the hospital
administration had promised to raise all workers’ salaries, it took the staff representatives years to get
the administrators to do as they had promised.
114
An example of the matron getting angry at workers in public was described earlier in this section.
Workers argued that they could even be fired for disobedience or dissent. I did not hear about this
happening during the time of my fieldwork, though it is possible that it happened without me knowing.
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hidden from the matron. Sisters, even those in a lower position such as a nursing assistant,
are generally not involved in discussions of these hidden transcripts among lay workers.115
I often observed how a conversation between lay workers in the duty room would end or
change subject upon the arrival of a sister. Workers’ decisions to share a hidden transcript
with others are personal: person A shares an opinion with person B and not with person C,
while person B shares it with person C, and person C not necessarily with person A. This
implies the existence of a variety of hidden transcripts among Cameroonian workers with
regard to the matron. Although these are not the focus of this research, their existence is
important. It shows that there is a hidden world behind the outward show of loyalty and
obedience. For workers to keep their jobs, it is in their (shared) interest to keep this world
hidden, both from the matron and from fellow workers.
Behind the workers’ public appearance of obedience with regard to the doctors and
ward charges, out of the matron’s sight there is a space in which power does not only seem
to be attributed to people’s positions in the hierarchy. Nurses, for instance, often prescribe
medication without the interference of a doctor, Cameroonian and western doctors alike. A
Dutch doctor remarked that when a doctor disagrees with the nurses, he is bound to lose. It
shows that there are other forms of power that determine people’s positions in relation to
others. This is elaborated upon in the next section.

Unity and division
What all of the Cameroonian workers have in common is the fact that they look at Shisong
Hospital first and foremost from an employee’s perspective: it provides them with a job.
Moreover, it provides them with a job in a context where there are very few jobs. The fact
that they work in a hospital that also houses a nursing school might even provide the
nursing workers with a chance to develop a career in hospital work. And they do not work
in just any hospital: they work in a mission hospital, which is preferred by most workers
because of the corruption prevalent in government hospitals. Furthermore, this particular
mission hospital has a good reputation nationwide regarding quality of care, the presence
of specialists, the friendliness of staff and cleanliness. Workers across all hierarchical layers
are therefore proud to work in Shisong Hospital, and generally very keen to keep their jobs.
Despite this commonly held attitude among the workers in Shisong Hospital, in
other respects they are highly fragmented. Some of the differences between workers
correspond with their position in the formal hierarchy, such as their salary and living
conditions. Although workers in all positions complain about their salary being too low,
only those at the bottom of the hierarchical ladder do so because they struggle to make
ends meet.116 Most of the workers at the very bottom of the hierarchy lack the money to

115
Sisters do not necessarily disagree with the lay workers, but they are in close connection to other
sisters because they stay at the convent where they eat their meals together three times a day.
116
Doctors complain about their salary in relation to those of doctors in other hospitals in Cameroon.
Despite the free housing provided in Shisong Hospital’s residential area for doctors, those from outside
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pursue further education,117 and this leads to a vicious circle of poverty for those who are
not offered a loan by the sisters to officially upgrade their qualifications.118 Many of these
workers’ salaries are also subject to cuts when they incur debts due to hospitalizations,
such as when female workers deliver a baby in the hospital.119 Beyond financial differences,
there are also differences that cut right across workers’ positions in the hierarchical
system, dividing them into sisters and lay workers, those from the francophone and those
from the anglophone region, Nso’ workers and foreigners, juniors and seniors. The latter
two differences are elaborated upon below because of the way in which power is attributed
to them.
Nso’ workers and foreigners
My first encounter with a doctor who was a shufaay, described in the previous chapter,
shows that the local cultural power of Nso’ titleholders does not stop at Shisong Hospital’s
main gate. Their informal power is exercised as they like, and acknowledged by both the
Banso’ and people from outside the Nso’ area. As one of the Cameroonian students put it:
“If you are not from Nso’, you have to ask for the rules.” And the group of Cameroonian
workers who are not from Nso’ is growing, as more and more ‘foreigners’ are finding their
way to Shisong Hospital.120
The Nso’ workers were born and raised in the area, and often live close to the
hospital with their families. When asked about their dreams for the future, their answers
most often concern their family lives. They want to be able to pay for their children’s
education or buy a plot of land. Many of them financially support their extended family.
Some are taking care of an orphan, supporting poor people in their village, or are involved
in a project such as a local community scheme to provide running water. Most have no
plans to work elsewhere. All senior workers are Banso’. Some have been working in the
hospital for 30 or 40 years.

the Nso’ area usually feel that coming to Shisong Hospital, which is far away urban areas, is insufficiently
financially compensated given the sacrifices they must make in order to work in such a remote and rural
area.
117
This is the case for people in the whole of the Nso’ area: “The deciding factor in who does and does
not become educated is today who has or does not have money. The children in families with resources
become educated; their poorer neighbors and relatives do not” (Goheen, 1996, p. xiv).
118
By ‘officially upgrading qualifications’, I refer to state registered health education. This is different
from the short intensive courses offered to hospital workers by the hospital administration.
119
One woman, a nursing assistant, wanted to use her salary to save money for her upcoming delivery.
She was unable to do this, however, because her salary was still at a reduced rate because of her
previous delivery.
120
As described earlier in this chapter, Shisong Hospital has always had people from outside the Nso’
area among its workers. The difference between these previous foreigners and those short-term
workers who currently visit Shisong Hospital is that the early ones came for long periods of time, during
which they were keen to learn more about Nso’ culture and language.
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The Cameroonian foreigners obviously do not form one group. Those who come
from small villages within the province often come to Kumbo for education and job
opportunities. They have the intention to stay, and are eager to learn to speak Lamnso’. The
francophone doctors appear less interested in settling down and integrating with the
locals. Important for them is that their job in Shisong Hospital enables them to learn and
improve their English whilst at work. One Francophone doctor stated that he had been
unable to converse with the matron during his job interview. He had gotten the job anyway,
because the hospital desperately needed doctors. Another francophone doctor explained
how he felt attracted to Shisong’s moderate climate, as he could not stand the humidity of
Douala any longer.
Although the foreign workers often make public expressions of respect for Banso’
customs, workers also complain and joke about each other’s differences. Cameroonian
doctors from outside the region complain about the Banso’, both workers and patients.
They perceive them as not being open to change, and wanting to do as they have always
done. Banso’ patients are perceived as stubborn, having unrealistic expectations of doctors,
such as curing advanced illnesses instantly, while lacking money for the doctors to provide
the necessary care. Banso’ workers complain that workers from outside the region do not
speak English well, let alone Lamnso’, and that they are not committed to stay. Young
doctors from outside the region are considered as thinking mainly about their career. Most
of these complaints were shared with me during conversations in which people from the
opposing group were absent. However, people do also share parts of their complaints
directly with people from the opposing group. The way in which they do so depends on
their position in the hospital hierarchy. A senior francophone doctor once expressed to me
his frustration with Banso’ nurses by shouting loudly that they are stubborn while a Banso’
worker (without a title) was in the room. She reacted by staring at the doctor with big eyes
before leaving the room.
I also observed a senior Banso’ nurse complain to a junior francophone doctor about
how he expressed his authority and his inability to speak Lamnso’. It should be noted,
however, that this nurse and doctor, from what I was able to observe, appeared to have an
open and good working relationship. They did ward rounds together on a daily basis, and
the nurse addressed the hassle of having to translate for the doctor daily, not by making a
direct complaint, but by jokingly touching upon the issue. When the doctor wanted to start
doing his rounds, he had to wait for the nurse to join him to translate what the Nso’
patients said to him. He shouted: “Madam, please, I need you!” The nurse laughed as she
shouted back: “Oh doctor, please, I am too busy.” Despite her remark, however, the nurse
came right away.
Just as doctors from various backgrounds exercise their formal power differently,
Nso’ workers who are titleholders also exercise their local power differently in the hospital
setting. The two shufaay doctors exercise their power in contrasting ways. One leaves his
cap and necklace at home, for he feels that he connects better to both workers and patients
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solely in the role of doctor. The other deliberately uses his traditional status in order to
distance himself from workers and patients. He makes sure that people treat him with the
respect to which he is entitled. This means that Nso’ people bow to him, both out on the
streets when he drives by in his car, but also as patients in his consultation room. I never
saw fellow workers bow to him, but they did behave towards him in a very humble way.
For instance, if a nurse came to his consultation room to deliver a short message, instead of
opening the door and delivering the message instantly, as she would do in other doctors’
consultation rooms, she would softly knock on his door, enter quietly, and wait in the
corner of the room for him to finish his writing or consultation with a patient. If the doctor
did not address the nurse, she would shyly, almost fearfully, try to get the message across
and leave the room as quietly as she had entered.

Juniors and seniors
When the Italian sisters started the nursing school in 1954, most local people had hardly
any education and therefore the entry levels were low. Until 1998, to study for nursing
assistance, one must have completed primary school.121 In 2012, these early nursing
assistants made up almost a third of the total number of nursing workers in Shisong
Hospital. They learnt most of their skills from working in the hospital and on-the-job
training. For instance, Doctor Berry, the first Cameroonian doctor who came to Shisong
Hospital in 1972, trained his nurses in the theater in anesthesia and surgical scrubbing. In a
one-to-one interview with me, he said:
I always told them: If I collapse during surgery, you should be able to finish it. I
couldn’t have done the work alone. They carried out minor operations by themselves,
perfectly!

Despite the fact that these nurses did not have the papers for it, they were acknowledged
for their acquired skills by all other workers. Experience-based knowledge has long been
considered authoritative knowledge (Jordan, 2014, p. 95).122 In Shisong Hospital, however,
this is currently changing: education-based knowledge is gaining ground and positions are
being filled based on workers’ educational background rather than experience. The current
juniors are increasingly being assigned to the position of ward charge for which, for a long
time, only seniors were eligible. The reason for this is not only the significant increase in
juniors’ educational level as compared to previous generations of workers, but more
importantly, the official recognition of their education in the form of state registered
121

From 2000 onwards, the entry requirement for training in nursing assistance was raised to those who
have completed Ordinary Level.
122
This concept of experience-based knowledge as authoritative knowledge was introduced by Brigitte
Jordan in 1978, arguing that experiences carry more weight than other knowledge systems, “either
because they explain the state of the world better for the purposes at hand […] or because they are
associated with a stronger power base” (Jordan, 2014, p. 95).
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qualifications. This has not only diversified workers in terms of their educational
background,123 but more importantly, it has enabled juniors to ‘fast track’ their careers – as
compared to the senior ward charges, who had to spend many years working up to their
current high position – and thus for the first time in the hospital’s history, juniors have
become the senior workers’ formal superiors.
While it used to be a common struggle among Cameroonian nursing workers in
general to gain westerners’ acknowledgment of their experiential skills because of their
lack of official qualifications, Cameroonian seniors are now being ‘bypassed’ by
Cameroonian juniors for exactly the same reason. I was unable to sufficiently gather how
the workers thought about this.
Personal authority
Despite the fact that people in the hospital have different ideas about the significance of
various strands of power in relation to others, it is important to note that there is one thing
that all of the Cameroonian workers in Shisong Hospital seem to have in common, even
those who personally do not value hierarchy as overly important. This is that personal
authority prevails in all strands of power over any other form of impersonal authority in
the hospital setting. This means that workers’ communicative messages are judged by
other workers based on who the messenger is, and more specifically the messenger’s
position of power in relation to themselves, rather than the messages’ content based on
arguments. This is why a Cameroonian student thinks twice before publically going against
a doctor, even when she knows a mistake has been made. In the context of prevailing
personal authority, speaking out might not only be pointless (for it is not about what she
says), but also risky (it could be the fastest way to get suspended, or worse, dismissed
definitively).
CONCLUSION
The history of westerners in Shisong Hospital goes all the way back to the hospital’s early
beginnings. The role of westerners in the hospital has from the beginning been closely
related to the role of Cameroonian health workers. Friction between western and
Cameroonian doctors involves power, and more specifically, their different ideas about the
significance of workers’ skin color, cultural knowledge, medical experience, position in the
social hierarchy, as well as their position within the hospital hierarchy.
Cameroonian workers relate to each other in the context of a highly complex

123
In 2011, the backgrounds of the nursing workers ranged from those who had had received no health
training (five auxiliary nurses) to those with a Bachelor’s degree (five nurses) (Saint Elizabeth Catholic
General Hospital Shisong, 2012). In 2012, a nurse with a Master’s degree joined the nursing staff (Saint
Elizabeth Catholic General Hospital Shisong, 2013).
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political structure. People have reasons to hide things, not only from the matron, but also
from each other. What Cameroonian workers publically say – about westerners as much as
about anybody or anything else – is likely to be related to their interest in keeping their
jobs. In the context of the highly authoritarian way in which the matron exercises her
power, this means that workers maintain a ‘performance’ of loyalty to the matron by saying
what she wants to hear, and by anxiously avoiding saying something that she would
possibly not want to hear.
The way in which Cameroonian workers relate to each other is not only determined
by their formal position in the hospital hierarchy, but also by other characteristics to which
people attribute power, such as being a sister or not, being Catholic or not, being a Banso’
(titleholder) or not, coming from the Francophone or Anglophone region, or being a junior
or senior. Workers determine their position of power in what I call the hospital’s political
structure based on their own characteristics in relation to those of other workers.
Following the arguments of Gal (1995) and Weitz (2001) as described in Chapter One, a
worker’s position of power is thus not fixed, but is instead constantly changing, and as a
result workers’ behavior that comes with this position of power is also constantly changing.
Having said this, Cameroonian workers’ behavior differs only slightly, and it is
unlikely for workers to publically challenge the hospital’s political structure. The personal
authority prevails over impersonal authority, meaning that a message is judged by workers
based on who the messenger is, and more specifically the messenger’s position of power in
relation to themselves, rather than the message’s content.
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Chapter 4
Equality and ambiguous practices of differentiation
This chapter serves as the starting point for providing insight into the relationships and
power dynamics of workers at Shisong Hospital. In the first part, the westerners visiting
Shisong Hospital during the time of my fieldwork are introduced. This part sheds light on
the role of westerners in the hospital based on how both westerners and Cameroonian
workers speak about it. It shows similarities between the intentions of the visiting
westerners and the expectations of the Cameroonian workers. The second part of the
chapter then elaborates on various ambiguous practices, which indicate the existence of
contradictory hidden transcripts among both groups. It shows that there is a hidden world
under the veil of people’s public transcripts, which is explored in the following chapters.
PUBLIC TRANSCRIPTS OF EQUALITY
Introducing the westerners
During my fieldwork period in Shisong Hospital, I encountered and registered 66 western
visitors, who came on 35 separate visits (some came individually, while others came in
pairs or small groups of three to six people).124 They worked in one or several hospital
wards and departments. Their visits often overlapped, and it was rare that there were no
westerners present at all. The great majority of the westerners came from Europe: 30
Belgians, 13 Dutch, eight Italians, five Germans, four British and two Austrians. On top of
this, there were three US citizens and one Canadian. The majority of the westerners did not
come independently, but through an institution such as a western school, NGO or hospital.
The previous chapter showed that in the early days, with the exception of some of
the Franciscan sisters, the westerners in Shisong Hospital were mostly qualified doctors
and nurses who – among a majority of unschooled Cameroonians – held powerful positions
in the hospital’s hierarchical structure. Nowadays, only some of the westerners are
qualified workers. Others are students enrolled in education and high school graduates
taking a gap year. So the contemporary westerners – as well as the contemporary
Cameroonian workers – are represented in all layers of the hospital’s hierarchical
structure. I introduce the westerners in this sub-section by distinguishing between
qualified workers, students and high school graduates. Another difference between the

124

In addition to these 66 western visitors, the cardiac center was visited by another 50 western health
workers. These 50 westerners are not included in this dissertation (see the previous chapter).
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current and past westerners visiting the hospital is that some of the current westerners are
what I call ‘opportunists’: they come to Cameroon or the Grassfields specifically for another
reason, but want to work in Shisong Hospital additionally.125 Because this influences what
these people do in Shisong Hospital, they are introduced below as a separate group. I agree
with McLennan (2014) who argues that the various categories of short-term western
medical workers that scholars use to highlight the variety among these westerners indicate
the complexity and also the danger of generalizing about this short-term work, as there is
“a great deal of overlap and many grey areas between the categories” (p. 22). The
categories below offer insight into this variety, while the following chapters show that
westerners’ behavior nevertheless cuts right across these categories.
Qualified workers
Of the 66 western visitors I registered during my fieldwork, the number of qualified
workers was 22. Their qualifications varied widely. The doctors included three medical
doctors,126 two anesthesiologists, two general surgeons, a general practitioner, a doctor of
internal medicine, and a tropical doctor. The other qualified workers consisted of seven
physiotherapists, four nurses, a midwife who is also a midwifery teacher, and a biomedical
engineer. Most of the qualified workers stayed less than a month, as they had jobs in their
home countries to go back to. Qualified workers who stayed longer than a month often had
time to spare in between jobs, before going into residency, or because they were retired.
The three qualified workers who stayed for six months had arranged for work leave in
order to go to Cameroon and return to their job afterwards.
This is one of the advantages of a short stay as compared to a longer stay: it allows
people to put their life back home ‘on hold’ instead of giving up their job or house
altogether. Short stays enable many qualified workers with a family back home to go away
in the first place, because a long stay would not be an option. Among the qualified workers
were nine NGO workers, and the remaining 13 had arranged their own stay in Shisong
Hospital.
Students
There were 33 students doing an internship in Shisong Hospital. The undergraduates at
Bachelor level were nursing students (16) and midwifery students (8). Those at Master
level were medical students (6). There were also three students who already held a degree

125

As far as I know, the scholarly body of literature on the contemporary short-term involvement of westerners
does not provide information on westerners who simply ‘knock on doors’ in non-western settings (to help out or
gain work experience) while being in the area for other reasons. These opportunists are most difficult to identify,
and it appears that, as a result, their activities have not been recognized as having an impact on these non-western
settings and the people that work in these settings. I argue that the involvement of opportunists in Shisong
Hospital does have an impact and I elaborate on this in the following chapters.
126
A westerner calling himself a medical doctor is someone who has finished basic medical education. He or she
will usually go on to specialize afterwards.
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either at Bachelor or Master level: two were attending a Belgian graduate program on
international development – one was a psychologist, the other a chemist – while the third
was a resident specializing in anesthesiology. Their internship durations were often fixed
at three months. Seven students had arranged their internships themselves.127 All others
came through existing collaborations between their home school and Shisong Hospital.128

High school graduates
There were three high school graduates, all of whom came individually. They were taking a
gap year in between high school and university (of which they stayed a few months in
Shisong Hospital). Two of them came through a German volunteer organization called
Weltwärts, which collaborates with the hospital; the other high school graduate had
arranged her stay through a Franciscan sister in her home town in Italy.

Opportunists
There were eight westerners who happened to be in the region for purposes other than
working in Shisong Hospital. They considered their work in Shisong Hospital an ‘extra’.
Three of them were doing an internship in a hospital nearby, while their fellow classmates
were based in Shisong Hospital. They came to visit their friends, and wished to join them
on their work in the wards for a morning shift. Another opportunistic westerner came to
Cameroon to visit her high school graduate friend in Shisong Hospital. She was a high
school graduate herself, and worked in the hospital for three weeks. There was also an
Italian nurse visiting her high school graduate sister. She also worked in the hospital for
three weeks. Another nurse, from the USA, was visiting her son who was on a Peace Corps
program in the region. She decided to offer her assistance to the hospital. The last two
opportunists were British high school graduates who were carrying out volunteer work
elsewhere in the region. They decided to ask if they could gain some hospital work
experience by joining the workers for a few days. One stated that it is impossible to work in
a British hospital for only a few days; she thought it was great to be able to do so in
Cameroon.
It should be noted here that the differences between the various westerners as I have just
described them are far from obvious to the Cameroonian workers. The Cameroonian
workers have different types of white uniforms to indicate their position as a doctor, nurse
or student. Even the students’ current year of training is indicated on their uniforms. The
westerners, on the other hand, often dress similarly to one another, either deliberately or

127

This included the anesthesiology resident and six undergraduate students from four different schools.
They all ended up in Shisong Hospital through connections.
128
These 26 students came from three different western schools: two in Belgium and one in The
Netherlands. One of the Belgian schools sent out students from three different educational programs.
These students were supervised by three separate supervisors.
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coincidentally. Some even wear their own uniforms from back home, which does not
indicate anything locally and can even confuse the Cameroonians about the person’s
position. Thus unless westerners explicitly communicate about their qualifications and
position, this is not clear to the Cameroonian workers and patients. The confusion this
often leads to is described in Chapter Five.

Westerners’ motivations, intentions and expectations
As mentioned in the first chapter, much of the debate about westerners’ motivations to
engage in voluntouristic trips centers around the issue of “self-interest versus altruism”
(Wearing & McGehee, 2013, p. 123). Various scholars have argued that altruistic
motivations and self-development motivations are often not mutually exclusive (Benson &
Seibert, 2009; McIntosh & Zahra, 2007; McLennan, 2014; Sin, 2009). I agree with Mustonen
(2007) who argues that “it is difficult to draw a line between altruistic and ego-centric
motives. It can be assumed that these two are interconnected” (p. 97). Based on the
motivations, intentions and expectations of the westerners I encountered in Shisong
Hospital, I distinguish between the motivations of experiencing something new and
adventurous, being part of a different culture, and learning to adapt to a different way of
working. Mentioned a lot less but also discussed below is the wish to make a medical
contribution and a donation.

Experiencing something new and adventurous
For many westerners, the opportunity to work in Shisong Hospital is considered an
opportunity to have a ‘full experience’ of travelling abroad and to experience something
new and adventurous. This includes improving their English language skills and learning
more about the country’s people and way of life. For this reason, many westerners combine
their work experience with travelling through the country and seeing both its people and
its nature.129 For most, it is their first time on African soil, and a unique experience: the
majority have no plans to live in Cameroon – or another developing country – in the future,
and only some consider pursuing a similar work experience in the future.
Strictly based on their motivations, these westerners could also have gone
elsewhere. Arriving at Shisong Hospital specifically is therefore often coincidental, not only
for the opportunists but also for many of the others. Six of the westerners I encountered
had actually planned to go elsewhere, but had ended up at Shisong Hospital after their
initial plans had failed.130 The majority of the westerners, 38 in number, ended up at
129

This is similar to the voluntourists’ motivations as presented by Broad (2003) and Sin (2009).
Two qualified Austrian workers had arranged to work in another hospital in the region for six months.
However, their plan had been cancelled because the matron of this other hospital had preferred to
search for a Cameroonian doctor. Shisong Hospital was offered as an alternative where they would be
welcome. Three Dutch nursing students ended up in Shisong Hospital because there had been no space
at the nearby hospital where they were meant to go. Lastly, there was a Belgian student who had been
130
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Shisong Hospital after the opportunity to get away was offered to them by a western
institution, such as their school, the hospital they worked in or an NGO. Some had not really
thought about getting away until they were offered the opportunity. For others, both
students and qualified workers, it felt like they were chasing their dream. For instance, two
elderly doctors, one retired and one almost retired, had been waiting for their chance for
years but had never had the time to do it. For all of the westerners, it felt like the right
moment in their lives to get away.131 A few did not think about it in terms of timing; they
simply felt that it would spice up their lives a bit. One student explained how she was fed
up with the Belgian internships, and getting away was the alternative. Another student
explained that her decision to get away was related to the fact that her best friend was also
going. She looked forward not only to experiencing something new and adventurous, but
also to experiencing this together with her friend.
Only one of the westerners’ stays was related to the hospital’s staff shortage and –
temporarily and voluntarily – filling a vacancy.132 For all others, their work in the hospital
had nothing to do with the hospital’s open vacancies, as stated in its annual reports.
Being part of a different culture
Many westerners say that they want to experience ‘another culture’, and be ‘part of that
culture’ by working in it and living with the ‘local population’. They do not necessarily
specify, however, which culture they mean. Most do not elaborately inform themselves
beforehand about Cameroon or the Nso’ area in particular, and they often have no idea

doing an internship elsewhere but had not liked it. She had asked her school back home for a transfer,
and Shisong Hospital was one of the options.
131
For instance, a Belgian brother and sister who were offered the chance to go together through an
NGO felt that this was a chance for them to have a unique experience together. Two German
physiotherapists, as well as two recently graduated medical doctors – one Dutch and one Italian – all
believed that they would not be able to get away once they had started their job or specialization.
Finally, there was a young Italian couple who had decided to get away before having children together,
and an Austrian couple with a toddler who had decided to have this experience as a family before their
child started primary school.
132
This woman from the US had been working as an anesthesiologist in a nearby hospital when she
visited Shisong Hospital for the first time. She returned for six months to assist the Cameroonian cardiac
surgeon during surgeries. Her decision to do this was based on the cardiac center’s urgent need for an
anesthesiologist and conversations about it with the hospital’s matron, members of the cardiac center’s
administration, and cardiac center workers. Next to working in the cardiac center, she assisted in the
general operating theater. Apart from this anesthesiologist, there were two other westerners who had
visited Shisong Hospital before my fieldwork explicitly to fill a vacancy. These were a US tropical doctor
and a British medical student. The tropical doctor had worked in the hospital for two years in (2006 and
2007), and he kept returning for annual two-week stays. He liked to catch up and exchange knowledge
with the workers on the tuberculosis ward. The British medical student had been in the hospital as a
patient when she was volunteering in Kumbo as a high school graduate. Her internship in Shisong
Hospital enabled her to catch up with friends in town.
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about the country’s complicated history in general, or the internal diversity of cultures and
tensions. A Belgian nurse who came asked me whether Cameroon used to be a French or
British colony. For most, as it is their first visit to Africa, many of them do not know what to
expect.

Learning to adapt to local ways of working
Also mentioned a lot, both by students and qualified workers, is the wish to learn how to
work as a medical professional in an environment with fewer and different material
resources. They aim to learn this by working with and learning from the Cameroonian
workers. Additionally, many students say that they also want to learn more about
themselves in this context, by discovering how they will react to and whether they will be
able to cope with work differences.133 Many westerners in Shisong Hospital scan the
hospital’s website before arriving. Many students read the online blogs of students who
came before them.134 They seem mostly interested in practical information, so that they
will know what to bring in terms of clothes and food, and what prices to expect to pay for
groceries. Regarding their work in the hospital, many state that it is hard to picture from
reading a text, and they feel they have to experience it themselves; therefore they come
with an ‘open mind’.
Various scholars argue that gaining work experience in a medical setting can work
to the advantage of western high school graduates and students who want to get into
medical school, and that it is part of their motivation to make themselves more attractive
medical school candidates (Bezruchka, 2000; McCall & Iltis, 2014; Roberts, 2006; Van
Tilburg, 1995).135 One German high school graduate I met mentioned that the attestation
that the nurse superintendent in Shisong Hospital had written for her upon her request
was most likely going to help her to get into medical school back in Germany. However, she
did not consider this part of her motivation to come in the first place, and it was also not
mentioned by other westerners. The nurse superintendent responsible told me that he
wrote attestations for westerners on a regular basis.
133

This was also found by Sin (2009), who makes a connection between this wish and westerners’
stereotypical images of Africa as a dangerous place. The next chapter shows how I found similar images
among the westerners in Shisong Hospital.
134
These blogs provide a picture of Shisong Hospital from a western perspective only. This is further
explained in the following chapters, as many western blog quotes are used to illustrate such
perspectives.
135
Fischer (2013) argues that these attestations can have the opposite effect. She describes how a dean
in the US became concerned about students’ pre-medical applications in which they wrote about what
she called unethical and irresponsible behavior: “One student wrote he had assisted in surgery while
abroad. Another had pulled teeth. Others had stitched wounds or given vaccinations” (p. 2). The risk of
doing too much is discussed in the next chapter.
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What was not mentioned much as part of westerners’ motivation is the wish to make a
medical contribution to the hospital. This is in line with the findings of Sin (2009). The only
ones who mentioned the specific goal of making a medical contribution were the nine
workers from the NGO Lumos. Only two of the 42 students said that they wanted to
contribute something in addition to their own personal learning goals, although they did
not specify what exactly. The other qualified workers often said that it would be nice to
contribute something, but they did not know whether they could, or how. Indeed, many
westerners refer to themselves as guests, and therefore do not consider themselves in a
position to tell the Cameroonian workers how to change their procedures.
Many westerners bring donations from home. The giving of these donations is not
part of their motivation; all westerners consider their donations to be ‘extra’: they are
going anyway, so why not bring some items with them that could be of use to other people?
Occasionally, donations concern expensive equipment. The most common donations,
however, range from hospital items such as gloves and alcohol gel to personal items such
as clothes. Some know from previous westerners that there is a structural shortage of
items such as gloves, though most other items are chosen because they think that they
could be of use. The quantity of these donations varies widely: some simply fill the empty
spaces in their suitcases with donations, while others deliberately bring extra suitcases.
Introducing the collaborating institutions

The table below shows that 38 westerners were sent through six different collaborating
institutions, of which schools were responsible for sending the largest proportion (see
Figure 4.1). These institutions send people to one or several settings in developing
countries, and often decide which people go where.136 They also assist westerners in
several ways, such as arranging transport from the airport to the hospital, as well as
organizing the invitation letters that are needed in order to obtain a visa.
136

Whether those who are sent through these institutions have a choice about going to Shisong Hospital
depends on several things. First of all, it depends on the number of options provided by the institution.
The Dutch school and the two Belgian schools have collaborations with medical settings in several
countries on different continents, while the US hospital only collaborates with Shisong Hospital, leaving
residents without a choice. Second, it also depends on the number of people interested. Third, it
depends on the nature of the collaboration. The Belgian NGO Lumos, for instance, has committed itself
to sending qualified workers to two Cameroonian hospitals on a regular basis, while Weltwärts has
made no such agreement. This gives Weltwärts – which only sends a limited number of students to
Shisong Hospital – the option to offer western students the choice of a wide network of collaborating
institutions in various developing countries. And lastly, it depends on how the institution is organized.
Schools usually ask their students to come up with a list of preferences. These preferences are taken
into account, but the final decision regarding allocation is done by the school. For quite a number of
students who end up at Shisong Hospital, Cameroon is not necessarily their first choice; however, they
agree to go after learning more about the setting.
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institutions

NGOs

University College Leuven Limburg
(UCLL), Belgium
Katholieke Universiteit Leuven
(KUL), Belgium

Hogeschool Arnhem Nijmegen
(HAN), The Netherlands
Weltwärts, Germany

Medicine

4 students (in 2 batches)

Nursing
Midwifery
International
cooperation
Nursing

4 students
7 students (in 3 batches)
2 students (individually)

Lumos, Belgium
Hospital

Strong Memorial Hospital Rochester, USA

26 people

9 students (in 2 batches)

2 high school graduates
(individually)
9 qualified workers (in 2
batches)
1 anesthesiology resident

11 people

1 person

Table 4.1 Western collaborating institutions

Westerners’ activities are highly influenced by the objectives of the institutions that send
them. I distinguish between objectives focused on the (desired) effects on the westerner,
and objectives focused on the (desired) effects on the setting. Both sets of objectives are
described below, based on the information I gathered from the visiting westerners in
Shisong Hospital, with additional information drawn from these institutions’ websites.

Westerner-focused objectives
Most of the institutions involved in sending westerners to Shisong Hospital have objectives
that concern the westerners themselves. For instance, the main reason for western schools
and hospitals to send students and residents abroad is for them ‘to learn’. Learning
objectives are often about students acquiring knowledge about particular medical
procedures. In other cases, it is more about growing as a health professional by learning to
work under different circumstances. The German NGO Weltwärts promotes volunteering
by emphasizing the benefits for volunteers:
With Weltwärts you can improve your knowledge of language, gain work experience
and acquire intercultural competency. This allows you to meet people from other
cultures as equals (Weltwärts, n.d.).

According to this quote, work experience in a setting such as Shisong Hospital enables
westerners to meet others ‘as equals’. The fact that the quote is used to promote volunteer
experiences abroad indicates a public transcript of equality, shared by those who are
interested in volunteering through Weltwärts.
The extent to which institutions are involved in assisting westerners to achieve
these objectives varies. Weltwärts organizes ten-day seminars for all volunteers before
their departure. All schools organize preparatory courses for their students, sometimes
compulsory. Some of these courses are specifically designed for medical settings, while
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others are open to students from different educational backgrounds who are going to work
in different sectors and institutions. Most of the preparatory initiatives seem to be designed
to enable westerners to have a healthy, safe and pleasant stay. Many of these westerners
are thus informed about the different stages of culture shock, how to avoid homesickness,
and how to protect themselves against HIV and malaria.137 Additionally, some are
instructed not to try to bring about change but to remain ‘humble’, something that all of
them stated to me to understand and agree with.
Some institutions translate the objectives into concrete activities that westerners
need to carry out. For instance, Belgian midwifery students are expected to do a number of
deliveries and delivery assists; the same number that they are expected to do during an
internship in Belgium. Other students do not have specific instructions and enjoy more
freedom in deciding what to do in Shisong Hospital. However, some are given assignments
in order to show they have learned more about the setting in which they temporarily work.
For instance, Dutch nursing students have to write a report about the life of a Cameroonian
patient in Shisong Hospital. The Weltwärts volunteers, on the other hand, are free to do
what they like in the settings of their choice, but have to (learn to) reflect on their work a
little by writing regular blogs (though they do not receive feedback on their reflections).
Most of the westerners do have to report back about their activities. Students have
to do so by sending feedback forms to their school, which are filled in by one of the local
authorities such as the matron, nurse superintendent, doctor or ward charge. On top of this,
many students have occasional email contact with one of their teachers back home, though
this is mostly optional. The Weltwärts volunteers do not have to report back to the
organization. Lastly, some institutions send out a teacher to visit the westerners in the
placement setting. These teachers often combine student evaluations with maintaining a
good relationship with the matron and other Cameroonian hospital authorities. The
frequency of these visits varies between schools, and even between educational
programs.138
137
The emphasis of volunteer organizations on the well-being of westerners was one of the objections
against their involvement in developing countries raised by Ivan Illich back in 1968. In his speech To hell
with good intentions, he argues: “How odd that nobody ever thought about spending money to educate
poor Mexicans in order to prevent them from the culture shock of meeting you?” (1968, p. 318).
138
For instance, a team of supervisors from the Bachelor program in international cooperation visit all
students who go to Cameroon, but also those in Senegal, Benin, India, Sri Lanka, Brazil and Nicaragua.
These visits, which take place annually with nine supervisors visiting 60 students, last up to two weeks,
with each different setting visited for a few days. Representatives from the Dutch school that sends
nursing students to Shisong Hospital and another Cameroonian hospital twice a year only visit Shisong
Hospital every few years. The Belgian midwifery students’ supervisor came to Shisong Hospital twice
during my period of fieldwork; she did not come primarily as a supervisor, however, but as a midwife
being of a team from Lumos.
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Setting-focused objectives
One of the western organizations I identified does try to achieve setting-focused objectives
in Shisong Hospital. Lumos is a Belgian NGO through which the biomedical sciences
departments of the Catholic University Leuven and the University Hospital Leuven initiate
projects in the field of medical development cooperation. The focus is on Africa, “because
75% of the poorest countries in the world lie in Africa” (Lumos, n.d.). Lumos projects take
place in Congo, Rwanda and Cameroon. The ultimate goal of the collaboration is “for the
African hospitals to work independently in the future” (Lumos, n.d.). Two-week missions to
Shisong Hospital are organized twice a year, during which Belgian health workers carry out
activities that conform with Lumos’ vision of “meeting the primary local needs of its
Southern partners, which are characterized by a need for both basic health care and
relevant specialized care” (Lumos, 2013a). This indicates that Lumos’ activities are needsbased, particularly regarding the hospital’s primary needs. The following quote is from
Lumos’ policy document 2012-2017, which elaborates its goals and vision:
LUMOS strives to realize its objective through a targeted transmission and build-up of
knowledge and skills in a collaboration that is not framed as a one-way street, but,
quite to the contrary, is characterized by reciprocity (Lumos, 2013b, p. 3).

For Lumos, the goal of being in Shisong Hospital and carrying out needs-based activities is
to enable Shisong Hospital to become ‘independent’.
While institutions with mainly westerner-focused objectives search for the right
locations and positions for their people, Lumos with its setting-focused objectives works
the other way around, by searching for the right people for its locations and goals based on
their qualifications. Most Lumos workers work at the University Hospital Leuven. According
to the Lumos workers I met,139 their activities are planned back in Belgium by the Lumos
board in close collaboration and consultation with the matron of Shisong Hospital. The
matron’s role is mainly to give input regarding the activities, and the Lumos board makes
sure to find workers with the right qualifications and to instruct them on the activities that
they will be expected to carry out.

The above introduction of the visiting westerners shows that the majority of contemporary
westerners – high school graduates and students as well as qualified workers – come to
Shisong Hospital to grow as a person from the experience. Their statements with regard to
meeting and interacting with Cameroonian workers correspond with Weltwärts’ online
statement of meeting people from other cultures as equals: they want to live like local
Cameroonians and be part of their culture, and learn to adapt to the local ways of working.
139

During my time of fieldwork, I met Lumos workers on four different missions. I closely followed two
of these mission teams – with three and six workers each – by interviewing the workers and observing
their activities.
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Equality is a common feature in their various public transcripts. The next chapters
elaborate on what it means for the westerners involved to be ‘equal’ to the Cameroonian
workers and to work as ‘equals’.
Equal workers, equal treatment

Now that we have some understanding of the westerners’ public transcripts with regard to
the Cameroonian workers, let us compare them with the public transcripts among the
Cameroonian workers. Do Cameroonian workers expect westerners to live like them and to
adapt to their ways of working just like the other Cameroonian workers, or do they
consider westerners to have more leeway? This sub-section is based on observations of
what happens when westerners arrive at the hospital, as well as on what Cameroonian
workers told me during the first months of my fieldwork when they hardly knew me. I
argue that their statements reflect their public transcripts, and that their public transcripts
also highlight the equality between them and western workers.
Formal procedures of hosting and supervising westerners
The matron, as the hospital administration’s main representative, is the gatekeeper for
anybody interested in working in the hospital. Short-term westerners need her permission
to work in the hospital without getting paid, just like Cameroonian workers on the payroll.
Opportunists often literally knock on the matron’s door to announce their arrival and
express their wish to gain work experience. All other westerners email the matron before
their arrival to ask her permission to come, so they know in advance that they will be
welcome. Upon arrival, all westerners are referred to the matron’s office before anything
else, so that she is informed about their arrival and can meet them. The matron is the one
to allocate them accommodation, and to instruct them about payment (more about this is
described in the next chapter). If the matron is not around, the assistant matron performs
this gatekeeping role.
All westerners work under the formal supervision of either the chief medical officer
or one of the ward charges, depending on their qualifications. Western doctors who do not
work directly with the chief medical officer often work in close cooperation with one of the
other doctors, and the western nurses and students work with the ward charges. Because
the ward charges most often work only morning shifts, the (few) westerners who work
afternoon or night shifts do so under the responsibility of the senior workers present. This
is no different from the supervision structure for the Cameroonian workers and students.
Visiting western nursing students are additionally invited by the nurse superintendent to
come to his office on a weekly basis to discuss their progress, together with other visiting
Cameroonian students. It is part of the nurse superintendent’s responsibilities to keep a
close watch on all visiting students and attend to their well-being.
Based on my observations of newly arrived westerners during their first days in
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Shisong Hospital, it would therefore appear that westerners are expected to work within
the hospital’s formal hierarchical structure in the same way as Cameroonian workers.

Cameroonian workers’ public statements
When asked openly in the duty rooms, the wards or the canteen about westerners and their
role in the hospital, Cameroonian workers state that no distinction is made and that
westerners are expected to adapt to the hospital routine and local way of working. This
confirms the westerners’ stated intensions. “They adapt well!” is what many Cameroonian
workers told me. In one of my medical anthropology lectures with Cameroonian nursing
students, we held a class discussion about cultural differences. The students all appeared to
agree that while there are cultural differences between Cameroonians and westerners, they
do not cause problems. When I asked whether skin color plays a role, many Cameroonian
workers looked at me strangely. They often replied, “Noooo!” while perhaps laughing a
little. Many emphasized that they are “all the same,” that “people are people.” Some
proclaimed: “There is no difference!” These reactions often made me feel slightly
embarrassed for having asked a question that seemed inappropriate to them. One sister
said that it used to play a role in the early days of the hospital, but that today it is different.
The contemporary westerners are part of the hospital staff just like the others, and their
position in the hierarchy is based solely on their (mixed) qualifications.
The role of donations
When I asked various Cameroonian workers what they thought about the donations that
westerners bring, they replied that it is nice of them to bring these items. When I asked
them whether all of the items are used, they often replied that they are. When I asked
which items they appreciated most, several simply laughed and answered that westerners
should decide for themselves what to bring. “We don’t expect!” one of the nurses
proclaimed. He added that when westerners bring donations, he is happy; and if they do
not, he is also happy. This attitude was also expressed by the matron when I asked her
about it in her office. She told me that it is not up to her to suggest to westerners to bring
certain items. She said that they are free to do as they like, and she does not interfere, and
neither do the other workers. According to what they say, then, the matron, the
Cameroonian workers and the westerners all consider donations to be no more than ‘nice
little extras’.
This section has provided insight into people’s public transcripts with regard to the
involvement of westerners. It shows that both westerners and Cameroonian workers
publically emphasize their sameness and willingness to work together as equals.
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AMBIGUOUS PRACTICES OF DIFFERENTIATION
This section offers examples of practices and behind-the-scenes interactions that I
observed that contradict the harmonious picture of workers’ equality in different ways. The
first part shows how the matron does differentiate between Cameroonian workers and
westerners in various ways, and the second part shows that the westerners do so as well.
The matron and her hosting of westerners
In the context of the hospital’s political structure, the matron’s approach to westerners is
crucial for the way in which Cameroonian workers interact with westerners. This chapter
therefore starts with the matron’s hosting of westerners.

Admission criteria
Because the matron is the hospital’s main gatekeeper, one of the first things I tried to find
out is on which grounds she gives westerners permission to come to the hospital.
Unfortunately, I was unable to talk to her about this (see Chapter 2 for my troubled
relationship with the hospital administrators). According to the nurse superintendent who
is appointed by the matron to act as the westerners’ first contact person, westerners are
always welcome: there is always enough room in the wards, and enough room to
accommodate them. There is no minimum admissions criteria, which means that basically
anyone who asks the matron for permission is allowed to come.
For Cameroonians, however, this is not the case. First of all, students from
Cameroonian schools that are not recognized by the Cameroonian government are not
allowed to come. Secondly, there is a minimum entry level for students, which means that
no one in their first year of any form of medical education is allowed to come. According to
the nurse superintendent, it is better for them to be in class and get a sense of the theory
behind the practice before they go into a hospital setting. Given these restrictions placed on
Cameroonian students, it is remarkable that western high school graduates with neither
practical nor theoretical experience receive permission to work in Shisong Hospital. This
shows that the matron does differentiate between westerners and Cameroonians in
deciding who is welcome and who is not.
Behavioral ethics
Chapter Three elaborates on the strict behavioral ethics by which all Cameroonian workers
are expected to abide. If westerners are not treated any differently, how do they cope with
these rules? The truth is that the matron does not set any rules for westerners. The one
student who asked the matron about the rules by email before she came did not get a reply,
and none of the westerners were informed about any of the rules by the matron upon their

111

Chapter 4

arrival.140 If the matron is not the one to inform westerners about the hospital rules, then
who is? According to my observations, it appears that none of the Cameroonians workers
have been instructed by the matron to pass on this information. The matron refers almost
all westerners to the nurse superintendent for an introductory tour of the hospital
premises, during which working hours and lunch times are often discussed. Some
westerners ask about the dress code. Other rules apart from these basic ones are not
shared with them, however, neither by the nurse superintendent nor by the ward charges
and doctors who supervise them.
So while Cameroonian workers and students are expected to dress neatly, arrive on
time, go to church, respect hierarchy and do as they are told unquestioningly, western
workers are not formally expected to do the same. This contrast is particularly sharp
regarding the students, because the reason given for why the Cameroonian students are
expected to abide by such strict rules is that this is how it is done in the United Kingdom.
When I asked the director of the nursing school about the apparent distinction between
western and Cameroonian students with regard to the rules, he confirmed that they are
treated differently: the western students are not expected to follow the same rules and
regulations, and are not made aware of the rules either before or upon their arrival.
Although he did not give his opinion on whether he thought they should be made aware of
them, he made clear that he was not the one to make the decision. It therefore seems to me
that the practice of differentiation with regard to the workers’ rules derives from the
matron.
Transport, accommodation and food
Many westerners are transported from the airport to the hospital in a safe and strong
congregation vehicle. These trips often include a stop for dinner and bed and breakfast
accommodation at one of the sisters’ guesthouses. It is appreciated when the westerners
pay for this service, but they are not always asked to do so.
The majority of westerners are accommodated in one of the hospital’s two
guesthouses.141 Students are usually expected to pay for the accommodation,142 at a cost of
one hundred Euros per month. This provides a good income for the hospital: it can cover a

140

Towards the end of my fieldwork period, I discovered that the hospital administration does struggle
sometimes with the issue of setting rules for westerners. Some of the sisters apparently felt that some
Dutch nursing students were showing inappropriate behavior by being loud and smoking at their
hospital accommodation. This was not shared with me directly, but with the US anesthesiologist. She
was also a mission worker, had visited the hospital several times, and had bonded with the sisters well.
141
During my fieldwork, the only westerners who did not make use of the hospital accommodation
facilities were two students who stayed with guest families, as arranged for them by their school.
142
Exceptions are made for those who are connected to the sisters in one way or another; for instance,
if a visiting worker’s relative had worked in Shisong Hospital in the past, or if the hospital had been
recommended by a Franciscan sister in Italy. he hospital’s western connections, then this person is
considered a ‘friend’ of the sisters and is not expected to pay anything.
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nurse’s monthly salary. Based on a rough estimation that 40 westerners spend around two
months at the hospital annually, this provides the hospital with five million CFA (almost
8,000 Euros). This money is not listed in the financial overview in the hospital’s annual
reports.
During the time of my fieldwork a registration fee was introduced, which must be
paid by all visiting students – westerners and Cameroonians – though the fee for the former
is considerably higher than for the latter. According to the nurse superintendent who is
responsible for collecting the fee, the Cameroonian students’ fee is lower because
Cameroonian educational institutions, unlike western institutions, also pay money to the
hospital for supervising and looking after their students. One of the hospital’s latest plans
with regard to hosting westerners is to build a new guesthouse. Another plan is to buy a
van in which westerners can be taken around on sightseeing trips, together with a driver
and guide. By asking a financial contribution for these services, the hospital can benefit
more financially from the westerners’ presence, in addition to the donations they make
(see Chapter Six).
Upon arrival, many westerners are offered a welcome lunch in the hospital canteen,
where both workers and patients eat or collect food. After this first meal, most of the
westerners are expected to pay for their food at the canteen themselves. For those living in
the guesthouse without cooking facilities, ‘special’ food is prepared and served in the back
of the canteen. According to the canteen workers, this is because westerners are not used
to eating local food.
This section shows that the matron does differentiate between Cameroonian workers and
westerners. It also shows that she and the other hospital administrators try to benefit from
the westerners’ presence financially, in various (though inconsistent) ways.

Westerners’ wish to ‘live like locals’
Despite the westerners’ public statement of wanting to experience another culture by
working and living in it, their actual attitudes towards ‘living like locals’ are rather more
ambiguous. They want to be treated just like Cameroonian workers in some cases, but feel
entitled to differential treatment in others. For example, when three Dutch students found
out that they were expected to pay a higher registration fee than the Cameroonian workers,
they insisted on ‘equal treatment’ for all students. However, they also felt entitled to work
only five days a week, while the Cameroonian students worked six days a week. This
section elaborates on the westerners’ ambiguous attitudes with regard to their wish to live
like locals. It also elaborates on the ‘hidden assumptions’ that westerners have, despite
their public statements of being open-minded.
Hospital accommodation
The westerners’ hospital accommodation is located inside the hospital premises, which are

113

Chapter 4

fenced and continuously guarded. Although some westerners do regularly move around
outside the hospital grounds, they spend most of their time inside the fence. They therefore
have minimal exposure to the culture they claim to be eager to learn more about and be a
part of. On top of this, the hospital accommodation includes a range of relatively luxurious
facilities that westerners are used to from back home. Their rooms are self-contained,
provided with a European toilet, a gas cooking stove, cooking utensils, a double bed with
double mattress, warm water, comfortable chairs and internet access. Most westerners are
happy about their accommodation. Some say it is better than they expected, though others
expected a bit more for the amount of money they pay for it. Common complaints – made to
me, in private – were that the accommodation is not clean and that the internet is slow,
although it is by far the fastest in the whole town. This is what one of the Dutch nursing
students wrote on her blog about her room:
My room is very dark. It has a window with a spider on the outside. Well, because he is
outside I can handle it. The bathroom is a joke haha, because if I want I could go to the
toilet and take a shower at the same time. Nice. And the smell of the toilet after
flushing down is horrible. But hey, Natalie’s loo does not flush at all ;)

Westerners in general often do not realize that facilities such as internet and a European
toilet are highly uncommon for local Cameroonian households. On top of this, because the
guesthouses are connected to the hospital generator, the westerners are not disturbed by,
and probably are often not even aware of, the regular power cuts that all locals are affected
by, and that last for hours and sometimes days. Many westerners also receive assistance in
connecting their laptops to the internet and buying local sim cards, and transport is
arranged for weekend and day trips. This assistance provided by the hospital workers is
not entirely voluntarily; the workers are often simply following the matron’s orders in
offering these services, both during working hours and in their free time. Westerners are
unaware of this. When I was alone with the nurse superintendent, he reflected upon a
situation in which he had offered assistance:
One day I was asked to drive three Dutch students to a tea plantation in Ndop, on my
day off. It is quite a drive, so we spent the day there. I told them to pay me for the fuel
what they thought was fair. They gave me 2,000 CFA [3 Euros]! [He laughs] I took it.
The next day, the girls hired a taxi and drove a similar distance. I asked them what
they paid. They had paid 20,000 CFA [30 Euros]! You see?

The quote above shows that the assistance that the matron orders some of the
Cameroonian workers to provide for the westerners sometimes not only involves their free
time (the single day off in the week), but also their own money.
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Food and local habits
Westerners living in the guesthouse with cooking facilities often prefer to cook for
themselves instead of buying food in the hospital canteen or one of the many small
restaurants in front of the hospital. Many are eager to try the local foods, such as fufu and
jamajama, which is eaten daily by many locals. Some westerners do enjoy eating fufu or
rice and beans in the canteen together with the Cameroonian workers, while others
conclude that eating fufu is ‘not for them’. A Dutch nursing student wrote on her blog:

Unfortunately I am no fan of fufu, I find it rather disgusting. […] It’s just a ball of dough
with no taste at all.

Once a Dutch nursing student asked me where she could buy vegetables. I told her that
there were many vegetable stalls right in front of the hospital gate. She replied that she did
not mean those vegetables, for they did not look right. Westerners’ slight fear of local food
and their wish to eat familiar things is expressed in the food items they bring with them
from home, and even more in their large quantities. One Dutch student brought 36 vacuumpacked hamburgers with her from The Netherlands; two other Dutch students asked me
whether Bamenda (which is a three-hour drive away) has a ‘proper’ supermarket, because
they were running out of cheese, brought from home, faster than they thought.
Many young westerners like buying fabrics in the market and getting a tailor to
make them dresses. This is very much appreciated by local Cameroonians. Especially when
they ask for a local design, the westerners often receive comments such as “You are a
Cameroonian now.” Though they often chose western-style dresses. Also popular among
the younger western girls is to get their hair plaited. This is also appreciated by the
Cameroonians a lot. Several hospital workers asked me when I was going to get my hair
done, or whether I did not like this African fashion. Another activity that some westerners
are eager to do – once – because it is part of the local culture, is killing a chicken by cutting
its throat. One of the Dutch nursing students wrote on her blog:
I really wanted to kill a chicken, so that was going to happen on Saturday afternoon.
Well, I can tell you that I am a chicken murderer whoa hahahahaaa! It was really
exciting, but I’m glad I did it!!! It took up to a minute, not nice, but I could not get the
blunt knife through the flesh, but when the chicken was repositioned it was a piece of
cake! […] It was a cool experience, for all of us.

The wish to live like locals is often about experiencing certain aspects of how locals live,
and preferably only the pleasant – or sensational – ones. Westerners do not expect their
accommodation to be of a local standard. In fact, they evaluate their accommodation based
on western standards. This was found by other scholars as well. McLennan (2014) argues
that westerners “can be seen as ‘modeling’ a lifestyle of cultural and material values that
may be inappropriate, and which promotes modernization, or development of

115

Chapter 4

westernisation” (p. 166). Other scholars argue that westerners engage in short-term trips
“as long as it is not too uncomfortable” (Van Engen, 2000, p. 22) and “so long as it doesn’t
compromise our safety and basic well-being” (Sin, 2010, p. 988). Sin (2010) also argues
that when westerners live so closely to the locals, it accentuates the differences in their
living standards. She also states:

This runs [in] contrast to what has long been argued, that if volunteer (tourists) adopt
a ‘serving’ attitude, an equal relationship between volunteer tourists and hosts can be
achieved (Butcher, 2003, p. 116). The question then is – is an equal relationship
commonly established? And indeed, what constitutes an equal relationship? (p. 988)

In the same article, Sin answers the first question raised above, by stating that “the
westerners’ living standard shows the superior positions of volunteer tourists” and that the
practice of voluntourism is “far from achieving the supposed equal relationships” (p. 989).
Based on the practices of differentiation of both the western and Cameroonian workers in
Shisong Hospital, I argue that inequality between the two groups does indeed play an
important role in the establishment of relationships and power dynamics. The next two
chapters elaborate on this insight in the context of the provision of medical work and
working together. The next section is about westerners’ assumptions about the local people
they stated to wish to learn more about.
Open-mindedness versus prejudice
Westerners’ blogs show that they do not come to Shisong Hospital as open-minded as they
say that they do. Their assumptions of ‘Africa’ and ‘Africans’ – that they did not mention to
me, and were perhaps not even aware of – reveal that they do not feel very much like
‘them’ at all. Most westerners’ assumptions are not based on clear images, but rather on
vague ideas about ‘Africa’ and its inhabitants in general, including ideas about poverty.
These ideas seem to influence the way in which they perceive Cameroonians, both within
and outside the hospital setting. The following blog quotes from five different westerners
illustrate this.
Context: A group of western students is going on a daytrip.
Blog quote: “We agreed to meet the driver at 06:30. Of course he didn’t arrive until
around 07:00. That’s Africa for you.”

Context: Three Belgian students are at a bank in Bamenda to withdraw some cash,
but there is a problem with the machine.
Blog quote: “Africa wouldn’t be Africa it there wasn’t a problem.”
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Context: The nurse superintendent gave a group of westerners a guided tour. He
was in a hurry.
Blog quote: “For the first time in my life I see an African who is really in a hurry.”

Context: A group of western students go on a day trip, for fun. On the way, the taxi
gets a flat tire.
Blog quote: “But the speed at which Africans change a tire was much greater than we
expected.”
Blog quote: “Remarkable really: we don’t see many skinny people around. Most
women have a substantial belly and of course real African buttocks! However,
everybody is incredibly friendly and they all want to have a chat.”
Blog quote: “We went outside because the car that was to take us to Bamenda had
arrived. Yes, you are reading this right; he was on time.”
The above quotes show that westerners’ presence and involvement in Shisong Hospital
does not challenge them in their assumptions about Africa and Africans, but rather confirms
and strengthens their assumptions because they continue to think in terms of ‘us’ versus
‘them’.143 Sin (2009) calls such dynamics ‘processes of othering’. The next three chapters
elaborate on these processes of othering, which both westerners and Cameroonian
workers engage in, to show the effect of such processes on people’s ways of interacting and
building relationships.
CONCLUSION
The contemporary westerners who visit Shisong Hospital are represented in all layers of
the hospital’s hierarchy. The majority claim that they come to Shisong Hospital to learn to
adapt, both to the local ways of living in another culture and to the local ways of working in
the hospital. The common feature in their various public transcripts is equality and the
wish to work with Cameroonians as equals. Cameroonian workers argue that westerners
are indeed expected to work within the hospital’s hierarchy and to adapt to the local ways
of working. They also argue that westerners do adapt, and that they work together just fine.
However, both westerners and the matron do differentiate between Cameroonian
workers and westerners. They do so in situations in which it suits them. Many westerners
do not really want to ‘live like locals’. Instead, they want to experience some of the pleasant
or sensational aspects of it (and perhaps only once). The matron’s role in this

143

This is in line with Simpson’s (2005) findings on the international experiences of gap year students.
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differentiation, and in particular the fact that she sets no rules for the westerners, is very
important for the ways in which Cameroonian workers interact with westerners. In the
context of the hospital’s internal politics, it is likely that the Cameroonian workers’
statements about the westerners ‘adapting well’ are nothing more than reflections of what
the matron expects them to say. Indeed, it is likely that their hidden transcripts reveal a
different picture. This is elaborated upon in the following chapters.
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Chapter 5
Hidden notions about medical practice
This chapter sheds light on the hidden transcripts of and about westerners in the context of
the medical practice in Shisong Hospital. It shows how many visiting short-term
westerners do want to make a medical contribution. In fact, they expect that they will be
able to do so. This has consequences for how they perceive the local medical practice and
the Cameroonian workers in the hospital. The chapter also shows some of the Cameroonian
workers’ hidden opinions about westerners. All in all, the chapter helps us to understand
the ways in which workers interact on duty, as described in the following two chapters.
WESTERNERS’ EXPECTATIONS OF BEING NEEDED
Despite the fact that when elaborating on their motivations for visiting Shisong Hospital,
only a few westerners explicitly mention the wish to make a medical contribution (see
previous chapter), it nevertheless appears to be an important factor for many westerners,
both qualified workers and students alike. Many even expect that they can and will be able
to make such a contribution.
This is illustrated by the story of Katrina, a Belgian international cooperation
student with a Bachelor in physics who arranged to work in the hospital’s laboratory for
three months. However, she quit before she even began. After her first few hours in the
hospital, she felt so overwhelmed that she could not stop crying. In an attempt to make her
feel more at ease, the nurse superintendent decided to take her around the hospital a
second time on her second day. I bumped into them in one of the wards where I was doing
observations. As soon as I asked her how she was doing, she started to cry again. She told
me that her first impressions in the laboratory had thrown her off completely. First of all,
she had not expected to see so much advanced equipment. Secondly, it was all different
from what she was used to working with. Then when she had tried to work with it, the
Cameroonian workers had not been very supportive. All of this made her realize that her
assistance in the laboratory was not needed as much as she had expected. As a result, she
could not stop crying. I told her to give it some time. When I went to look for her a few
hours later, however, she was already in the process of finding another internship
elsewhere in Kumbo. For Katrina, making a medical contribution was not simply a nice
extra, next to her goals of learning and experiencing; instead, it was in fact of such
importance to her that she quit her internship after just a few hours when she realized that
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she would be unable to make a contribution.
Another example concerns the Belgian supervisor of several midwifery students.
According to what she told both the matron and me, she had come to Shisong Hospital to
get an understanding of the local midwifery practices that her Belgian students were
facing; to do this, she wanted to work in the maternity ward for a few days. On her blog,
however, she wrote the following:
[It was] My first day at the maternity ward. I just observed and asked questions. I
didn’t already start mentioning things for improvement.

One of the readers’ comments to this blog entry came from a Belgian nurse who had visited
Shisong Hospital six months earlier. She wrote:
I can imagine that you get impatient at times. Good of you to first wait and see :) Trust
and mutual respect will follow!

The final example is of a Belgian nursing student who stayed in Shisong Hospital for three
weeks, but would have loved to have stayed longer. He felt that he had not gained enough
understanding of the local ways of working. He argued that a longer stay would have given
him more understanding, and therefore a better ability to contribute more.
It remains unclear to me whether westerners realize their mixed messages in terms
of wanting to learn and expecting to make a lasting contribution to the care in the hospital.
Many westerners also expect that the Cameroonian workers will show appreciation for
their presence and work in the hospital. This becomes apparent through the way in which
they talk about the Cameroonian workers and their work. Many western students complain
that the Cameroonian workers do not take much time to familiarize them with the setting
and to make them feel ‘at home’. Some argue that the Cameroonian workers insufficiently
take into account the fact that the setting is new to them. Two German physiotherapists
who worked in the hospital for three weeks stated that they felt they were “simply
accepted” by the Cameroonian workers instead of “appreciated.”
Another westerner, a Belgian student, got involved in an argument with one of the
Cameroonian midwives. Together they were pushing a bed with a patient on it from the
maternity ward to the operating theater, when they lost control of the bed and it bumped
against the wall. According to the Cameroonian midwife, the Belgian student had not been
quick enough in turning the bed around the corner; according to the Belgian student, the
Cameroonian worker was too rough in handling the bed. To express her discontent, the
Cameroonian midwife made several remarks loudly in Lamnso’. The Belgian student said
that she knew the remarks were about her, because she was talking about “Kimbang [white
person] this, kimbang that.” She stated that the Cameroonian midwife preferred to work
with Cameroonian workers. A few days earlier, this Belgian student had handed out a
whole range of personal gifts to all of the Cameroonian midwives. During the ‘gift

120

Hidden notions about medical practice

ceremony’, the midwives had danced and hugged the Belgian student to express their
gratitude. This was in stark contrast to the Cameroonian midwife’s attitude a few days
later. When the Belgian student told me about the argument, in private, she rolled her eyes
and said: “It makes me wonder: am I here for my gifts or for the work I do?” According to
her earlier statements about wanting to learn and adapt, the reason for her presence in the
hospital was related to neither.
Many westerners are also surprised to find that they have to pay for their
accommodation. Two German physiotherapists argued that this was unfair, considering
their medical efforts. In their case, they left without paying. When I explicitly asked them
whether they considered their medical efforts valuable to the hospital, they questioned
whether this was the case, because they did not get this impression from the Cameroonian
workers or the matron. Therefore their decision to leave without paying seemed to be
based not on the knowledge that they had done valuable work in the hospital according to
the Cameroonian workers, and had thereby earned their accommodation, but on their good
intentions. This is in line with what DeCamp (2007) and Simpson (2004) argue, as outlined
in Chapter One, about how westerners evaluate their efforts based on their good intentions.
What this specific example also shows is that the westerners’ good intentions do not
necessarily cloud their critical analysis of how their efforts are actually perceived by the
locals involved, as Anson and Pfeiffer (2013) and Bendell and Unies (2006) argue (also
summarized in Chapter One). These two German physiotherapists had in fact serious
doubts about whether their efforts were appreciated at all by the locals involved.
Nevertheless, they still considered that they had ‘earned’ free accommodation.
The support of friends and relatives
Many westerners state that their friends and relatives admire them for being in Cameroon
and doing what they are doing. This is confirmed by the many comments that blogging
westerners receive to their blog entries. The purpose of these comments is to support the
blogger, to tell him or her not to give up, despite the challenges. When westerners write
about their plans to improve a certain aspect of the hospital routine, those commenting
often encourage them to do so.144 When they write about Cameroonian workers being
unwilling to assist them in their plans, the commentators write that they should ignore
them and continue anyway.
The comments also indicate westerners’ assumptions about Africa and Africans. The
following blog comments show how a distance is created between ‘us’ and ‘them’.
Furthermore, they show how these western friends and relatives do not consider
Cameroonians to be equal to westerners; they consider the ‘us’ to be better than the ‘them’.
144

In none of the blog comments I read did friends and relatives try to make the bloggers change their
minds about their plans.
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Context: A Belgian midwifery student writes in her blog that she was corrected a
few times by a senior midwife while carrying out a delivery.
Blog comment: “It’s a shame that the local midwives never want to listen to your
good advice.”
Context: A Belgian student describes an incident in which a patient died. She did not
have the right tools for resuscitation. There were some misunderstandings between
the Belgian student and the Cameroonian workers.
Blog comment: “It’s rather primitive medicine… such good we are in Belgium! What
is the religion there? So little respect for people…”
Context: A Belgian midwifery student describes how she could not get along with
the Cameroonian workers on a certain day, and she did not really know why. There
was also a fight with the Cameroonian students.
Blog comment: “They should be happy to have whites. Without them, and with all
these outmoded methods, they would have ended up in the abyss long ago. Every now
and then you should show them that you know a lot more than those local people who
want to run the show.”
All of the quotes above concern western students. The author of the last quote appears to
be arguing that western students know more than their Cameroonian superiors, and
further suggests that the western students should make their Cameroonian superiors
aware of this.

The hidden agenda of western institutions
Another powerful source that most likely contributes to westerners’ expectations of being
needed are the western institutions to which they are affiliated. Based on the westerners’
public statements about their goals, only the (nine) Belgian Lumos workers went to
Shisong Hospital with the specific aim of making a medical contribution to care in the
hospital. However, many westerners do in fact have this goal. This is particularly the case
for students, because they are instructed to make a medical contribution in Shisong
Hospital by their western institutions. While they do not mention this explicitly when
asked about their motivations and intentions, it has an influence on what they do in the
hospital, and consequently on how the Cameroonian workers perceive them.
Of the total of 27 students that were sent to Shisong Hospital through western
institutions, 13 were instructed by their institution to ‘make a change’ at the hospital.
Based on the specific instruction to do so, these students can be divided into three groups.
The first group consisted of seven Belgian midwifery students who came in three batches.
These students were instructed to introduce ‘better’ working methods by giving a
presentation. The first batch of students was free to choose a topic that they thought
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needed improvement, and they had to present this to the Cameroonian students in the
nursing school. The second and third batch of students were instructed to specifically talk
about skin-to-skin care.145 In addition to the specific topic, the target audience also
changed: they were instructed to present to the maternity ward workers and the
gynecologist. The reason for this was that their supervisor had decided this was a good
idea.146
The second group consisted of four Belgian nursing students who came in one batch.
They received funding for their travel expenses in exchange for carrying out a project to
encourage the use of honey ointment in wound care.147
The third group consisted of two students in international cooperation. Katrina,
described at the start of this section, was one of them. These students were expected to
develop a ‘sustainable product’ during their stay at the setting, which local workers could
benefit from in the long term. This could be a plan to educate people on the prevention of
malaria, or to reduce the stigmatization of women living with HIV/AIDS. The students had
to write a report about their ‘sustainable product’, and the main purpose of the exercise
was to learn more about how development works. Their products did not have to be
implemented. However, the students were judged on the extent to which their product
would be ‘useable’ in the local setting. As a result, the students did strive to come up with a
product that was not only ‘usable’, but would actually be used. And they expected that they
would be able to do this in the setting they were being sent to.
It is therefore not always western students’ own decision to attempt to make a
medical intervention in Shisong Hospital; it is often instructed to them by their supervisors
back home. These supervisors often know less about the hospital than the students do, for
those who do visit the hospital stay less than two weeks. The students themselves, based on
their work experience in Shisong Hospital, do not always believe that it is a good idea to
fulfill this requirement to intervene. In fact, some think it is rather inappropriate (this is
elaborated upon in Chapter Six). Nevertheless, they follow the instructions, motivated by
their personal interest in either receiving a grant or successfully completing their
internship. This shows that the relationships and power dynamics in Shisong Hospital

145
Skin-to-skin care refers to the method carried out by mothers directly or shortly after delivery to hold
their newborn on her chest, skin to skin, as a way to regulate the baby’s body temperature, stimulate
bonding and breast milk. While in Belgium, midwives encourage and assist women with skin-to-skin
care, the method is not encouraged by the midwives in Shisong Hospital. Instead, the midwives get the
babies dressed immediately after birth.
146
This Belgian supervisor decided to instruct her students to focus on skin-to-skin care based on a few
days’ observations in the maternity ward while she was on a Lumos mission for two weeks. At this time,
she was unfamiliar with the local ways of working and the hospital’s hierarchical structure. She made a
second visit to Shisong Hospital as part of a Lumos team, after which she did not change the students’
instructions. More about Lumos’ activities is described in the next chapter.
147
This was granted by a Belgian international cooperation organization, in close connection with their
midwifery school.
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cannot be understood without looking at the ‘political webs’ in which westerners move
about, and which influence their behavior in the hospital. These webs reveal that what
westerners do in Shisong Hospital might be decided by people who have little
understanding of the hospital, and that their instructions are followed, whether the visiting
westerners believe in them or not.
WESTERNERS AND UNFAMILIAR METHODS
Western students and high school graduates who engage in work experience in a medical
setting in developing countries are likely to become involved in situations that they have
never encountered before and will have to address ethical issues for which they are
unprepared (Pinto & Upshur, 2009). Many articles have been written about how such
ethical issues should be tackled by students and about the role that western institutions
should play in preparing their students for them (Ackerman, 2010; Elansary et al., 2011;
Elit et al., 2011; Hanson, Harms & Plamondon, 2011; Levi, 2009; Panosian & Coates, 2006;
Pinto & Upshur, 2009; Provenzano et al., 2010; Vu, Johnson, Francois & Simms-Cendan,
2014). However, qualified western health workers can be as unfamiliar as undergraduate
students in terms of how to diagnose and treat patients when faced with significant
resource limitations (Bishop & Litch, 2000; McCall & Iltis, 2014), and can therefore get into
similarly tricky situations; for instance, when faced with a method that they consider
useless or even dangerous. What do they do in such situations? For many westerners,
experiencing the local ways of working is one of the reasons they give for going to work in
Shisong Hospital. This section shows some of the complications that became apparent
when westerners are confronted with unfamiliar methods and procedures.
Confusing and dangerous misunderstandings
Westerners and Cameroonians regularly encounter misunderstandings over the
capabilities of westerners with regard to the local ways of working. There are three
reasons for this. The first is that Cameroonian workers often do not know the exact level of
expertise and experience of the western workers and students.148 The second is that
Cameroonian workers do not know precisely how their ways of working differ from those
of the westerners. The third is that the westerners are unaware of the first and second
reasons: they simply assume that Cameroonian workers will be aware of their capabilities.
148

Apart from differences in pathologies, the length and content of educational programs differ per
country, and responsibilities differ per position. For example, Cameroonian nursing and midwifery
students’ education differs from that of many western students. Because Cameroonian students are
likely to end up working at health clinics where there are no doctors, they are trained to work
independently. Also in hospital settings, they are used to taking on more responsibilities than western
nurses and midwives.
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As a result, some westerners are allowed to carry out certain procedures with which they
are unfamiliar, based on the Cameroonian supervisor’s assumption that they are. In these
situations, westerners must decide for themselves what to do. On the other hand,
sometimes westerners are not allowed to carry out procedures with which they are
familiar, because the Cameroonian worker in charge assumes that they are not. Both
situations are discussed below.

Being allowed to carry out certain procedures
The following example illustrates the confusion that can arise when a westerner is allowed
to carry out a procedure because the Cameroonian supervisor is unaware of his or her
inexperience. The example concerns the practice of suturing women after delivery. While
Cameroonian midwifery students practice this on actual women, as it will be part of their
future midwifery work, in Belgium it belongs to the work field of the gynecologist and
therefore Belgian midwifery students do not practice suturing other than on pig tails and
sponges. When I interviewed the Belgian supervising teacher about this when she was
visiting Shisong Hospital, she said that if the Belgian students felt ‘safe’, they could suture
under supervision. She added that it was a good opportunity for the Belgian students to
practice suturing, because in Belgium they hardly get the chance. So the choice was up to
the individual students, though she encouraged them to take up the opportunity.
Several Belgian midwifery students did take up the opportunity to learn how to
suture in Shisong Hospital. However, it appeared that the Cameroonian senior midwives
who were supervising the Belgian students were unaware of their inexperience with the
procedure, and the Belgian students, in turn, did not realize this. This is illustrated by the
following quote from one of the Belgian students during an interview:
I was a little scared, and I was nervous, and the second time I was like, trembling,
trembling, trembling. And [the supervising midwife] was like: ‘Why are you trembling
like that?!’ Eeeeeh, well, maybe because I haven’t done this very often?!

Some of the Cameroonian workers apparently do not distinguish between western
students enrolled in health education and western high school graduates who are not
enrolled in education. A German high school graduate who worked in the children’s ward
for a few months told me how the senior nurses occasionally asked her to put in IV lines.
After carefully observing the procedure several times, she decided to take up the challenge
and do it herself. This was, however, not appreciated by the Cameroonian and western
nursing students involved who knew about her lack of practical and theoretical experience.
They told her to be very careful. According to the German girl, they were jealous.
It is not always clear whether western students carry out certain procedures
because they think that the Cameroonian workers allow and trust them to do so, or because
there is a lack of supervision. This is illustrated by the next quote from an interview I did
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with two Belgian midwifery students together, in which they openly talked about their
disapproval of what two of their fellow students were doing in another Cameroonian
hospital:

Don’t get me started [on their fellow Belgian students in the other Cameroonian
hospital whom they travelled to Cameroon with]. It is just scandalous. They make all
the decisions themselves. They prescribe medication without any real indications. They
also break waters because they want to do the delivery on their shifts. And they have
an awful lot of C-sections, because the risks they take to be able to do their deliveries
quickly can lead to C-sections.

Although this last example does not concern Shisong Hospital, it shows that when western
students are given freedom, both by their home institutions and by the Cameroonian
workers involved, it can be dangerous. Because of their lack of experience, and the short
nature of their stay, it is likely that they will be unable to completely oversee the medical
consequences of their actions. Fischer (2013) and Pinto and Upshur (2007) show that what
further blurs the lines between western high school graduates, students involved in
medical education and qualified workers in non-western medical settings is the fact that
they all wear a hospital uniform such as a lab coat. As mentioned in the previous chapter,
this is also the case in Shisong Hospital.
Not being allowed to carry out certain procedures
It also happens that Cameroonian workers do not allow westerners to carry out certain
procedures with which they are familiar. This is less risky in terms of medical practice, but
all the more confusing for workers, and it often has a negative effect on working
relationships. This is illustrated by a quote from an interview with a Belgian midwifery
student:

[About Doctor Augustin] He is a really difficult person. In the operating theater we are
not even allowed to take and hold the baby because he thinks we don’t know how. […] I
did it once and he was furious. I didn’t do it right. According to him, we are doing it
wrong.

It is unclear whether the student in the example above was not allowed to hold the baby
because the doctor thought she had no experience, or because he thought she was
incapable of doing it the way it is done in Shisong Hospital.
The following quote is from an interview with a Dutch medical doctor who had
expected to work in close cooperation with a Cameroonian doctor, though it turned out
that the Cameroonian doctor had a different idea:
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I was allowed to sit next to him on a chair, but not ask questions. He said, ‘If you have
any questions you should write them down and we will discuss them afterwards.’
Well… I was completely flabbergasted. […] I wanted to do the rounds with him. But he
said, ‘Yeah, I’m really busy, and uh… lots of consultations… and uh… I really only do
visits two days a week, but uh… I don’t have a specific time for that; I do it whenever I
have time.’ Oh. That’s when I thought, ‘Yeah, okay, whatever. But uh, I’m not going to
sit next to you on your stool the whole time and do consultations.’ So that’s when I sort
of distanced myself from him.
In this case, Doctor Augustin either did not know that this Dutch woman was a medical
doctor, or he did know but simply preferred to work alone. The Dutch doctor assumed the
latter, which she found very curious. The first option is also a possibility, however, because
she had apparently not told Doctor Augustin that she was in fact a doctor; she had simply
assumed that the matron had told him.
Some of the confusion about what western students are capable of and should be
allowed to do is related to cultural differences. For instance, Cameroonian and western
students have a different culture in terms of asking questions. Cameroonian students
usually ask questions when they do not know the answer. One Belgian student said that she
asked questions in order to ensure she was doing the right thing, though she believed that
this confused Cameroonian workers. In an interview with me, she said:
I asked a lot of questions, like ‘Did I examine this the right way?’ Which made them
think: ‘She doesn’t know what she’s doing.’

Westerners have contrasting experiences in terms of Cameroonian workers allowing them
to carry out certain procedures or not. A British medical student offered an explanation for
this. Her impression was that Cameroonian workers do think of westerners as their
‘betters’, but only in a western setting. In an interview with me, she said:
Often Cameroonians think of whites as children. Just someone you should look after a
little bit more. ‘They probably don’t know a great deal… they’re not familiar with the
ways we do things, they probably don’t know how to do things.’ That’s basically the
impression I get from most of the nurses. They might think I’m a doctor but they won’t
necessarily expect a great deal from me. I think they do think of us [westerners] as
their betters, but in a western setting. […] I think they understand we don’t have a
great appreciation of how they do things here.
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The next section and also the following chapter show that the above student has a point
when she says that westerners do not have a great appreciation of the local ways of
working, as well as the fact that Cameroonian workers are aware of this.

Criticizing local methods
Many westerners feel excited about some of the local methods and procedures used in
Shisong Hospital. For instance, westerners who work in the maternity ward are eager to
learn how to use the Pinard horn to listen to the heart rate of the fetus in women’s bellies.
They are also happy to learn how to use cloth towels instead of disposable diapers on the
newborn babies. Such experiences make them realize that pieces of equipment such as a
Doppler scan149 and a washing machine are not used everywhere, and should not be taken
for granted. They gain respect for the ward staff for all the hard work that is part of their
job. When westerners are confronted with a situation or procedure that they do not quite
understand, however, they often feel horrified and shocked.150 Many, especially students,
experience several moments during their hospital stay in which they have to hold back
tears. Instead of trying to get a better understanding of what they have seen by asking the
Cameroonian workers about it, however, many of them simply jump to the conclusion that
“This is how things are done” and “I don’t like it.” This is illustrated by the following blog
quotes from Dutch and Belgian students:
During deliveries many women have an episiotomy WITHOUT any anesthetic. They
grab a pair of scissors and cut her open till about the anus. Aaaaaaah, it looked really
painful. I really neeeever want to give birth that way!
In Africa they have a really peculiar way of making their babies cry. They hold it
upside down and slap it on the back real hard.
When I was in the sluice room, I picked up a cloth in a laundry basket to see what was
underneath it. It made me look right into the face of the deceased baby. That was a
shock to me! So weird! It shows no respect to put a baby in a laundry basket waiting
for the family to come and take it. But that’s the culture and it appears to be normal
around here. To me, that was a big culture shock!
149

A Doppler is an ultrasound scan that helps to assess fetal health, such as blood flow and heart rate.

150

The situations and procedures that westerners are (negatively) affected by vary from person to
person, and also have to do with their home country. For instance, the US resident student in
anesthesiology was struck by the fact that patients did not receive pain medication during the
placement of an IV, while Europeans did not mention this at all. This can be explained by the fact that in
many European countries it is not as common as in the United States to give pain medication during the
placement of IV lines.
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What really devastated me was that the fathers came to pick up the dead babies in a
cardboard box in a plastic bag. The first thing that came to mind was the way Dutch
children bury their guinea pigs!
The last second last quote shows that the student did not wonder why the deceased baby
was put in the laundry basket. Instead, she argues that it is ‘disrespectful’ and ‘the culture’.
In the final quote, the Dutch nursing student seems to make a generalization based on one
observation. She was unable to know whether this practice is normal or exceptional, let
alone the reason for it. Most importantly, she did not ask questions. Instead, she simply
assumed that “this is how people transport dead babies”.
I observed another incident in which a Belgian midwifery student had done all she
could to prevent a woman from dying, but had ultimately been unsuccessful and the
woman had died. The Belgian student was unable to hold back her tears. The Cameroonian
midwives and students involved were also sad. One told me that she had been so sad all
day that could not eat that evening. However, the Cameroonians did not express their
sadness on duty. The ward charge told me that she could not allow her workers to cry in
front of the patient’s family. She needed them to stay strong and be able to support the
family. This is why one of the midwives had written on the Belgian student’s feedback form
that she needed to learn to deal with her emotions and be brave next time. The student told
me she was shocked about the feedback. She had not asked for an explanation. On her blog
she wrote:
Apparently the midwife absolutely cannot stand students crying over something that
we regard as incredibly tragic. […] Incredible, how tough some Africans apparently
are…

In this case, it would appear that the Belgian student assumed that while the incident was
tragic to her and her fellow Belgian students, it was not so for the ‘Africans’ involved. She
told herself and her friends and relatives back home that the Cameroonian workers did not
understand her sadness over a person’s death.
Superior medical knowledge
Some westerners praise the Cameroonian workers for their creative local methods. In an
interview with me, one of the Dutch nursing students said:

They’re doing a really good job by local standards. They are really trying to do the best
they can… that sometimes I’m thinking, ‘Well, they have really put a lot of thought into
this, for instance putting cabbage on the wound. We have special plasters for the
purpose, but cabbage of course is really smart.’
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It should be noted, however, that the admiration for local methods – such as the use of
cabbage on a wound – is only related to the local situation. Such methods are only
considered acceptable by westerners in the absence of the better methods used in their
home countries.
In most situations that concern medical differences, westerners speak about them in
terms of ‘right’ and ‘wrong’. This is illustrated by a blog quote from a Belgian medical
student. Not only does he criticize the Cameroonian workers’ methods for being ‘wrong’, he
also criticizes the workers for making these ‘mistakes’:

It would not be correct for me to publish my experiences here for everyone to read.
Also, it would make it seem as if they do everything wrong here. But what it boils down
to is that they are still lagging far behind compared to us. Kind of a middle ground
between ‘war surgery’ and ‘good intentions’. They all really do their best and
eventually want to heal their patients. It’s just that they’re still making so many basic
mistakes. Things that we as students in Belgium would get our ears boxed for. Flagrant
sterility errors that could easily be avoided if they paid more attention.

The final sentence of the above quote shows that this Belgian student claims to know the
cause of the ‘mistakes’ regarding hygiene: Cameroonian workers’ lack of attention. The
next quote from a Belgian midwifery student’s blog is about her fellow Belgian student
being ‘right’ and the Cameroonian senior midwife being ‘wrong’ while carrying out a
delivery together:

On Wednesday afternoon Wendy was lucky to be able to perform a third delivery.
However, this baby girl had a rough start. When the head was born, Wendy felt that
the umbilical cord was wrapped around the baby’s neck. She initially wanted to pull
the umbilical cord over the baby’s head, but the midwife wouldn’t allow it. That’s why
Wendy chose to use the Kocher’s forceps so she could clamp the umbilical cord, but as
soon as she had turned her back, the (terrible!) midwife simply pulled the baby out. Of
course, the little girl was not okay at all, and wasn’t breathing. Over here they handle
this quite differently: Wendy wanted to clamp and cut the umbilical card right away so
she could take the baby to the treatment table but the midwife wouldn’t allow that
either. She enthusiastically began tapping the baby that was dangling upside-down
and held a bottle of spirit in front of its mouth. Eventually, Wendy could breathe easily
as the child at last began to cry.

The Belgian student was obviously irritated by the fact that her student friend had not been
allowed to carry out the procedures as she was used to, for she considered her friend’s
procedures to be ‘right’ and the Cameroonian midwife’s ways of working to be ‘wrong’.
These two examples illustrate a western focus on impersonal authority, which
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means that the above cited westerners consider their behavior to be legitimate based on
(scientific) arguments. This opposes the Cameroonian workers’ focus on personal authority,
in which it is first and foremost about a person’s position in relation to others in the
hierarchy (see Chapter Three). In this latter framework, the message about medical
procedures being ‘right’ and ‘wrong’ is considered subordinate to the question of from
whom the message comes and to whom it is addressed. As a result, the interaction between
westerners and Cameroonian workers with regard to the medical work they carry out
seems to be largely determined by clashing perceptions of impersonal versus personal
authority.
One such clash of perceptions between a western student and various Cameroonian
workers occurred during an emergency situation in the maternity ward. It started when a
critical patient who had just delivered a baby lost her pulse. The Belgian midwifery student
who was watching over the woman instantly shouted for help and jumped onto the bed to
start cardiopulmonary resuscitation, including mouth-to-mouth resuscitation. The Belgian
student knew that this form of artificial ventilation is not part of the procedure in Shisong
Hospital, but she felt it was the only right thing to do.151 When the Cameroonian workers
and students arrived, they repeatedly told her to stop. She continued. When the
Cameroonian gynecologist arrived, he immediately pulled her back from the patient and
took over. In the end, the patient died. This is how the Belgian student wrote about the
incident on her blog:
I just kept going until suddenly the gynecologist, who in my opinion is totally
incompetent, dragged me away from the bed and began to resuscitate her himself.
Believe me, he did it like a toddler would. That woman was now deprived of any
chance whatsoever. And ‘surprisingly’, less than five minutes later he said it was over. I
was so angry and sad at the same time.

Following this incident, the Cameroonian gynecologist and the Belgian student did not
speak about what had happened. In fact, the student tried to avoid the doctor as much as
possible. The Belgian student did talk about the incident, numerous times, with her fellow
Belgian students. Based on the students’ shared perspective on impersonal authority, they
considered their fellow student to have done the right thing. Indeed, they all engaged in a
process of othering (Sin, 2009) by praising their fellow student for her perseverance, and
arguing that the woman would have had a chance of survival if the Cameroonian

151
Cardiopulmonary resuscitation (CPR) is an emergency procedure carried out on a person who is in
cardiac arrest. In most cases, chest compressions are combined with a form of artificial ventilation to get
air into the person’s lungs. This can be done by pressing one’s mouth to the mouth of the person being
resuscitated, or by using an artificial ventilator. In Shisong Hospital, mouth-to-mouth resuscitation is not
part of the procedure; instead they use artificial ventilators, though the extent to which they are used is
unclear. Recent scientific recommendations place emphasis on high quality chest compressions over
artificial ventilation (Atkins et al., 2015).
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gynecologist had not interfered. They considered the gynecologist incapable of doing his
work properly.152
They shared this opinion and the story about the abovementioned incident with a
group of Dutch nursing students shortly after they arrived in Shisong Hospital. The Dutch
students, rather than raising questions about the incident, for instance about why mouthto-mouth resuscitation is not practiced in Shisong Hospital, simply accepted
unquestioningly everything the Belgians said. This is illustrated by the following blog quote
from one of the Dutch students:

I also met three Belgian midwives [students]. They shared some of their stories about
certain remarkable working methods. Just to give an example – resuscitation: push five
times and then look at the patient to see whether it’s made any difference, well, and
then give it another try or just forget about it. If you were to try mouth-to-mouth, they
might just hit you… Noooo, that is not appreciated – resuscitating people in our
western way. And newborn babies, if they don’t breathe, you just hold them upside
down and shake them. If they don’t react, they’re dead. Well, I am going to experience
it all… I am excited… it starts tomorrow!!

The above quote shows that this newly arrived Dutch student, before she even had any
firsthand experience in Shisong Hospital herself, was already engaging in a process of
othering by drawing the conclusion that if westerners use western methods, Cameroonian
workers might hit you. This shows how the ‘open-mindedness’ that many claim they come
with is easily affected by the stories of other western students, even before they themselves
start working with Cameroonian workers.

Sharing criticisms with Cameroonian workers
All of the westerners’ quotes above were shared by the westerners either with me in
private or with their friends and relatives through their blogs. Such critique is not shared in
the same way with the Cameroonian workers. Indeed, some westerners argue that this
would be inappropriate. This is illustrated by the following quote from an interview with a
Dutch medical doctor:
I believe it’s not done to be a know-it-all. I think it’s unacceptable to put a strong
emphasis on it. They know full well that things are done differently in western
countries. Some things are simply not possible here.

152

The Belgian midwifery students’ opinion of the Cameroonian gynecologist was based on several
encounters with this doctor. They said he acted rudely both to patients and workers, and did not trust
the western students with simple tasks. They also argued that the Cameroonian midwives were using
‘inferior’ methods, such as holding a baby upside down directly after birth, because the Cameroonian
gynecologist had ordered them to do so.
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This quote shows that the Dutch doctor felt that she did ‘know better’ – she simply did not
think it appropriate to emphasize it. Westerners in Shisong Hospital are indeed sometimes
hesitant to share their criticism with Cameroonians. However, they do often have a strong
urge to ‘exchange ideas’ and to suggest the use of better methods. Based on their focus on
impersonal authority, this ‘exchange’ is done by students as much as by qualified workers.
Westerners talk ambiguously about whether the financial and material limitations
hinder Cameroonian workers to do their work properly, or whether they can still do better.
Some westerners considered this difference irrelevant in order to suggest better methods.
The conversation below occurred between the same two Dutch students who praised the
Cameroonians for their use of cabbage in wound care. It shows that while the students
knew that there is no alternative to reusing urine bags, they were unable to resist the urge
to tell the Cameroonians that the method is unacceptable. When I interviewed them
together, they said:
Charlie: Urine bags… are washed out over here. In the Netherlands they are emptied
once and maybe quickly rinsed off and discarded every other day. It’s because they
have fewer supplies, so logical in itself… but, you know, it is not always all that
hygienic.
Tess: Risk of infections… when you try to explain that, they’ll say it is not true. That
they’re doing it right and that it won’t lead to infections. However, we are convinced
that it will. […] It was sooo drummed into us, that when we see it here, we go like:
well…
Charlie: … not right.
Tess: … That will turn into a bladder infection!
Charlie: […] And gloves, here, they are rinsed out. And, well, you put your hands in the
dirtiest wounds and then gloves are simply rinsed out. Basically, they are doing a good
job with bandages, they use bleach, they scrub them and then boil them. So, basically,
they do a number of things, but will never get it as clean as when they would get a new
one.

The quote shows that it the westerners involved feel that trying to argue with Cameroonian
workers about which method to use is not much appreciated. “This is Africa, not Europe,” is
the reply they often receive. During an interview with three Belgian nursing students, one
of them shared his frustration with this reply. He argued that there is not much you can do
to make the Cameroonian workers work differently. One of the other two students then
said she disagreed. She explained how she had tried to engage in dialogue and that the
Cameroonian workers had responded well to that. The first student shook his head and
said that it would not make a difference. He explained how he had tried to change a
Cameroonian nurse’s way of using an antiseptic, but the nurse had simply ignored him. He
also felt that the Cameroonian students were hostile and acting competitive: when he tried
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to handle a pair of tweezers he had never used before, they laughed at him.
This shows that westerners know that their criticisms are not greatly appreciated
by the Cameroonian workers. Nevertheless, this knowledge does not stop them from
sharing it.
CAMEROONIAN WORKERS ABOUT WESTERNERS
Due to the hospital’s political context, it can be in the interest of Cameroonian workers to
hide some of their views – about westerners as much as about anything else – from the
matron and other workers. Their public statements about the westerners’ presence might
therefore be no more than a cover up for potentially contradictory views. Indeed, as I
slowly managed to uncover, behind the public appearance of acceptance and appreciation,
a whole range of contradictory views do indeed circulate among the Cameroonian workers.
These are shared among small groups of workers – and sometimes they were shared with
me directly during private interviews and conversations. This section elaborates on some
parts of their hidden transcripts.
Westerners in the hospital
After I had been conducting my research in the hospital for more than a year, when I asked
one of the ward charges about a young British girl who had observed in the ward for a
day,153 she whispered:

I don’t know why she came! She almost fainted during the C-section. Honestly, I had to
go to the canteen to get her a drink and something to eat, and I put her to bed. […] She
was into paramedics, something with an ambulance, or whatever! She was too young.
Too young!

The longer I stayed in Shisong Hospital, the more I discovered that the Cameroonian
workers do not expect much from the westerners with regard to the daily hospital work.
The primary reason for this is their unfamiliarity with the local setting. During a one-to-one
interview, another Cameroonian nurse told me that westerners take up much of her time,
and that she is a lot quicker when there are no westerners to take care of. One of the
theater nurses even said that westerners who work in the theater for a few weeks could
“stress out the workers” and even be a “danger to the institution.” These examples show
that short-term westerners, even those who only come to observe, are perceived, at least

153
This British girl was one of the westerners that I classify as an ‘opportunist’. She was a high school
graduate who had come to the Grassfields for another volunteer project, and had visited the hospital to
observe the hospital work for a few days. The matron had granted her permission to do so, after which
she had observed in several wards.
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by some of the Cameroonian workers, to increase their (already high) work load.
Cameroonian workers do not always agree with the matron that these westerners should
be allowed to work in the hospital. This implies the existence of hidden transcripts among
Cameroonian workers with regard to the presence of westerners. These transcripts are
hidden not only from westerners, however, but also – depending on the Cameroonian
workers’ position in the hospital’s political structure – from the matron.
In the context of the matron’s differentiation between Cameroonian and western
workers with regard to behavioral ethics, the expectations among Cameroonian workers of
what westerners should and should not do vary widely. During a one-to-one interview with
a senior midwife, I asked what she finds important in the behavior of westerners. The first
thing that came to her mind was showing respect for elders.
Here in Africa we respect our elders in the way that we don’t call them by name. But
the whites who are coming, even when somebody is 18 or 20 or 25 years old… For
example, I’m 39… A child of 18 years cannot call me by name ‘Grace’. The child of 18
years calls me ‘Ma Grace’ or ‘Madam Grace’ or ‘Sister Grace’. But for those whites, they
just say ‘Grace’! They don’t have any attachment, or… like for us… in Africa, when we
put ‘Mister’ or Misses’, it shows some respect.

For the charge nurse of the same ward, it is important that her authority is accepted.
Madam Helen was one of the very few workers who spoke to me about friction between
her and the western students. This was only after I had been present in the hospital for
more than one year. One day, she instructed two Belgian midwifery students to go and do
something, and after they had left the duty room she grabbed my arm and said: “I don’t like
these two. They don’t adapt well.” I asked her what she meant, and she said that they had
changed their work shifts to nights without consulting her; instead, they had simply
informed her about the change. Madam Helen decided to leave it like that, but she was not
happy. The students had noticed her discontent, but did not know what they had done
wrong. Other western students had changed the feeding times of the premature babies
because they considered it more practical. I was present when Madam Helen found out.
The girls wanted to explain themselves, but Madam Helen was not interested in a
discussion about it. She simply wanted the feeding times back to how they had been before.
These two examples – relating to showing respect for elders and for hierarchy and
authority – show that although westerners are not formally asked by the matron to behave
in a certain way, many Cameroonian workers do expect certain behavior from them.
However, different Cameroonian workers have different expectations in terms of what they
find acceptable or not.
Shisong Hospital’s challenges
That Cameroonian workers do not always like to hear westerners’ criticisms is often
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interpreted and explained by westerners as resistance to change or to improving the
hospital care. However, this explanation is not always correct; the Cameroonian workers
are not always opposed to the westerners’ suggestions for change. In fact, many consider
the problems identified by westerners to be major problems that hinder the provision of
good hospital care. For instance, many westerners criticize the limited supply of gloves to
prevent viral and bacterial transmission; this is a familiar daily challenge for many of the
Cameroonian workers too. Furthermore, the structural shortage of gloves has resulted in
the rule that local students must bring their own gloves to the wards, something that puts
more pressure on them financially. The charge nurses also suffer from the lack of gloves for
another reason. They struggle to prevent the gloves, as well as other materials, from being
stolen by either workers or patients, as they are held personally accountable for the loss or
damage of materials.
Other hospital challenges that are often mentioned by westerners and Cameroonian
workers alike are the lack of alcohol gel and of equipment in general, and the absence of an
emergency department and intensive care unit. However, Cameroonian workers often do
not bother to tell the westerners that their thoughts on the hospital’s major challenges are
in fact quite similar. Remarks such as “This is Africa, not Europe” seem to confirm
westerners’ perceptions that Cameroonian workers are opposed to change, though this is
not necessarily the case. Another problem that is considered by both Cameroonian workers
and westerners as hindering the provision of good medical care is insufficient patient
history. There are no electronic patient records; patients are expected to keep their own
medical records themselves.154 Records are thus often incomplete, or can get mixed up or
lost.
Another example is the attitude of some of the Cameroonian workers. Westerners
sometimes have the impression that some Cameroonian workers do not like their job very
much, and do not care much about it. This is an opinion that is also expressed by
Cameroonian workers about their fellow workers: one worker mentioned some colleagues’
‘carelessness’, while another said that they have ‘no motivation’ (often attributed to the low
salary and high work load). Westerners, however, often have no idea that the Cameroonian
workers are thinking in the same way. Although Cameroonians often agree with
westerners on the issues that could do with improvement, most Cameroonian workers do
not share the extent of the western visitors’ contempt for the quality of care in Shisong
Hospital. This is due to a difference in perspective. As described in Chapter Three, the
Cameroonian workers compare the care in Shisong Hospital with the care in other
Cameroonian hospitals, both public and private. One of the workers remarked that “we
have the best hospital, but some still think it is not enough”. Cameroonian workers’ overall
opinion is thus that Shisong Hospital is – within the Cameroonian context – reasonably
154

Small booklets are handed out upon people’s first hospital registration. Because each health setting has its own
booklet and many people visit various settings, even those who do keep their booklets have a fragmented medical
record.
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advanced.

Westerners’ criticisms and suggestions
One of the reasons why Cameroonian workers do not appreciate the westerners’ criticisms
and suggestions is because they know that the westerners have no knowledge of the sociocultural and economic context that explains much of the methods and procedures used.
During an interview, a senior nurse in the general ward attributed it to their short stays:

If they [the westerners] stay longer, they have the time to ask: why do you have to be
doing it this way? There may be a good reason behind it. It may be a cultural reason, a
value, economically or whatever. If you just come and pick something to change… they
[the staff] might not appreciate it, not because they don’t see it is the right way of
doing it, but because you do not understand the people. You need to sit with them and
get to know why it is done in this way. […] I feel there is always a reason for something.
If you stay so short, you might not understand it.

Another Cameroonian worker argued, also during an interview, that it is fine for
westerners to give advice as long as the Cameroonian workers are the ones to decide what
to do with it:

Some whites want to change and improve things without knowing if it will work in this
setting. Therefore I would say: to give advice is good, but don’t force it, and let us make
the decisions.

The following two cases elaborate on particular negative experiences of Cameroonian
workers. The first case concerns several Cameroonians, and the second one individual.

Case A: A written complaint to the matron
Several Cameroonian workers – whom I spoke to about this individually – recalled a group
of midwifery students from the US who had worked in the maternity ward. The
Cameroonian workers involved had the impression that they had all worked well together.
However, the American students had secretly been frustrated about the level of hygiene in
the ward, considering it unacceptably low. Instead of discussing it with the Cameroonian
workers involved, they wrote a letter to the matron about it after they had left the hospital.
The matron took the complaint seriously and called a meeting with the ward workers. The
Cameroonian workers felt bad about this. During interviews, two different workers who
had been involved said:
Instead of correcting us, they [the American students] went back to their country and
wrote but a very bitter letter to us here about our practices. I felt very bad. Because I
remember quite well that I worked with them, and… they never told me it was not
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good. And there are reasons for everything, to economize… But they didn’t discuss
anything like that, they just went.
You cannot come for two or three weeks and go home and write this!
Both of the Cameroonian workers quoted above felt personally offended by the students’
behavior, because the students had not been frank with them. They felt that they had been
deprived of the opportunity to explain that there are “reasons for everything.” They also
felt offended because the students had involved the matron, and the matron had been
alarmed. One of the workers explained how the infection rate in several wards had been
examined following the letter, to see whether it was indeed disproportionately high in the
maternity ward. According to him, the laboratory results showed that this was not the case.
The example shows that even unqualified westerners have the power to influence
the matron to consider making changes (though in the end nothing actually changed), and
many Cameroonian workers felt bad about this. The effect of this negative experience on
these Cameroonian workers’ relationships with westerners who have worked in their ward
since this incident remains unknown. However, I did observe that the Cameroonian
workers in this ward behave in such a way towards westerners that the latter are often
confused. This is described in the following chapter.
Case B: A lack of recognition of Cameroonian workers’ skills and experience
Western surgeons are often shocked to hear that they will be assisted during surgery by
scrub nurses and nurse anesthetists instead of doctors. Many are not interested in the
history and reasoning behind it (as described in Chapter Three, namely that these nurses
enable Shisong Hospital to offer surgery on a continuing basis, and that they have many
years of experience before being trained for their work in the operating theater). Rather
than taking this into account, most westerners simply assume that the care is not good
enough.
Mister Julian is one of the four scrub nurses who works in the operating theater. He
is quite senior in the setting, as he has been working in Shisong Hospital for 34 years. In
fact, he is one of the two nurses trained by Doctor Berry to do surgical scrubbing (see
Chapter Three). When I asked him what he likes the least about his work in the theater, he
explained his difficulties in working with visiting westerners. His biggest frustration is that
his experience and skills are not acknowledged by most of them. He feels offended because
of their immediate assumption that he is not capable of carrying out the tasks that he has
been doing for years. During an interview with me, he said:

It is not about position; it is about feeling like a big person. If you humiliate me
because you are used to work with an assistant surgeon instead of an assistant nurse…
You should be glad to have a nurse at all assisting you.
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Mister Julian always tries to explain to new westerners that they have to let go of their
usual ways of working and learn to adapt to a way of surgery in which the financial
limitations of the individual patients determine how they handle materials and
medications, which type of anesthesia to use, and even the choice of surgery technique.
Nevertheless, Mister Julian has regular discussions with westerners about how surgery is
done. Many want to leave wounds open, as opposed to closing them and using a drain,
because of the high risk of infection associated with the latter. The behavior of these
westerners frustrates Mister Julian a lot. He said:

We improvise and they [the whites] have to adapt. What we have is what we have.
Sutures, needles, all different. I explain, I insist, until they adapt. It’s a second job. The
hospital administration doesn’t know this. What I go through.

Despite Mister Julian’s efforts, some westerners do not adapt. There was a case in which a
western surgeon had insisted on leaving a wound open, and the theater workers had gone
to the hospital administration because they could not get him to work as they requested.
There was another case in which a western surgeon was operating while Mister Julian was
operating with another surgeon on the table next to him. When he realized that something
was going wrong at the western surgeon’s table, he explained to this western surgeon that
the patient was going to be charged a lot more money than necessary, and that he needed
to adjust his methods to prevent these costs from getting higher. The western surgeon did
not listen to him. Mister Julian felt, however, that he simply could not let it happen, so he
decided to pull off his gloves and leave his own work to go and correct the western surgeon
at the other table. He does not always get the chance to do this:
Surgeons are difficult people to work with. Very often I have to adapt to them because
I realize that it is not going to work otherwise. And they are going to leave anyway.

Mister Julian therefore does not always find it worthwhile to go against the westerners,
because – ultimately – they are going to leave anyway. It is likely that other Cameroonian
workers also avoid discussions or confrontations with westerners because of their
temporary and short stays. Taking the time and perhaps managing to convince one
westerner to change his or her attitude will have no effect on the attitude of the next
westerner to follow.
Interviewing Mister Julian had been on my ‘wish list’ for almost the entire time of
my fieldwork period. It was the very last interview I did, and it took place only a few days
before I flew back to The Netherlands. After the interview, I started to understand why he
had been ignoring me during the first year of my stay. He was one of the few Cameroonian
workers who – for a long time – did not greet me when I passed. Instead, he looked the
other way or he simply stared at me with a grumpy face. It was only after I had done
several observations in the theater – which had enabled him to watch me and my
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interactions with others – that he showed an interest in talking to me. It turned out that he
found it very amusing to have small conversations with me in Lamnso’, and during the last
few months of my fieldwork period he always greeted me with a smile. I observed Mister
Julian approach other westerners with a similar attitude of suspicion and grumpiness as he
had first used with me, and I believe that his negative experiences with westerners
throughout his 34 years of work in the theater made him behave towards westerners in
this way.
CONCLUSION
This chapter has shown that both westerners and Cameroonian workers have perceptions
about the other that contradict their public transcripts. Westerners, despite their
statements about wanting to learn and adapt, do in fact want to make a medical
contribution. Indeed, they often seem to expect that they will be able to do so, one way or
another. Most seem convinced that the way they have been taught to practice medicine is
the only right way, so when they are faced with unfamiliar methods and practices in
Shisong Hospital, instead of asking questions or trying to find out more, many instantly
reject these unfamiliar practices based on the consideration of their own as superior.
Westerners’ work experience in Shisong Hospital thus rarely leads to a better
understanding of the medical practice in the hospital, let alone an appreciation for the
Cameroonian workers’ ways of working. The local ways of working that westerners are
unfamiliar with are considered ‘creative’ at best, but they are never good enough in
comparison with their own.
Westerners often share their negative opinions ‘behind the scenes’, when they are
among supposedly ‘like-minded’ people. These might be the westerners they have come to
Cameroon with, other westerners also working in Shisong Hospital, me (based on the
consideration that I was ‘one of them’), and their friends and relatives back home. These
various backstages allow them – to various extents – to reflect on their experiences in ways
that they would not do in the presence of Cameroonian workers. I argue, therefore, that
these behind the scenes notions are a part of their hidden transcripts.
Despite the fact that many westerners do not consider it appropriate to share their
criticisms with Cameroonian workers, they do express parts of their hidden transcripts
with them. When confronted with unfamiliar practices, the urge to express criticism
appears to be strong, often too strong to resist. Although the ways in which they talk to
Cameroonian workers about these ‘wrong’ practices are different from the ways in which
they talk about them among ‘like-minded’ westerners, they nevertheless make their
opinions very clear through what Scott (1990) calls ‘explosions’. They often try to convince
workers that they are ‘right’ in suggesting another way of working. Many westerners are
under the impression that Cameroonian workers do not appreciate their criticisms and
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suggestions. They interpret remarks such as “This is Africa” as an unwillingness to change.
The negative opinions among Cameroonian workers about the presence of
westerners show that westerners are not as widely appreciated as their public statements
would imply. Some argue that westerners, instead of reducing the work load by assisting
them, often make it harder for them to do their work. Another point of frustration among
Cameroonian workers is the westerners’ negative perceptions of the local medical practice.
Cameroonian workers do not always oppose the westerners’ arguments as such; indeed,
they sometimes agree with the westerners about the aspects of the hospital in need of
improvement. What they do oppose is the westerners’ lack of knowledge of why certain
methods or procedures are carried out differently, and their lack of desire or interest to
know why. They also find it frustrating that westerners criticize the medical practice, yet
they only stay for relatively short periods of time. Finally, they do not appreciate that
westerners show no respect for hierarchy – either that of the hospital or regarding age and
social status. The two cases described in the final section of this chapter show that
Cameroonian workers involved are upset and offended by the ways in which westerners
have behaved in the past, and this affects how they relate to westerners working in the
hospital in the present.
None of this is elaborately shared with the westerners involved. There are two
reasons for this. The first is that the matron expects the Cameroonian workers to get along
with the westerners, or at least to make them believe that everything is fine. As described
earlier, it is in the Cameroonian workers’ interest to meet the matron’s expectations. The
second is that Cameroonian workers simply do not feel motivated to argue with
westerners, as they gain little from elaborately sharing their views with them. At best, it
might change the attitude of the particular westerners involved. However, it would not
change the existing dynamics, because when they leave, new westerners will arrive and the
story is likely to repeat itself.
This chapter focused on the hidden transcripts among both westerners and
Cameroonian workers in order to gain insight into what they prefer to hide, from whom,
and why, in the particular context of medical practice in Shisong Hospital. The next chapter
focuses on the various ways in which people’s hidden notions are expressed, and whether
and to what extent people are aware of the hidden transcripts of others.

141

Clashes and confrontations at the workplace

Chapter 6
Clashes and confrontations at the workplace
This chapter is about the ways in which westerners and Cameroonians interact with one
another while working together in the wards and theater of Shisong Hospital. It looks at the
various ways in which workers express parts of their hidden transcripts, and that, as a
result, both Cameroonian workers and westerners have quite a good understanding of the
others’ hidden transcripts. And although they do not often talk about it, this knowledge
does influence their behavior in various ways. This is the focus of this chapter.
TROUBLED RELATIONSHIPS
Some westerners develop good relationships with Cameroonian workers and students,
which sometimes result in shared activities outside of working hours, such as enjoying a
meal with Cameroonian workers’ families after work, or going on a hike together on a day
off. Many westerners as well as Cameroonians involved refer to these activities as pleasant
experiences, and they are happy to exchange information and hear more about the lives of
others. They might also laugh with one another in the duty room and help each other when
needed, just as both groups of workers’ public transcripts indicate. However, there is also
another side to these relationships. People in both groups seem to try to create both unity
as well as distance. This ambiguous behavior is described below.
Cameroonian workers and their ambiguous messages
Most westerners do not find it easy to work with Cameroonian workers in Shisong
Hospital. In fact, it is one of the most difficult issues they face during their hospital work,
especially because they do not know why Cameroonians behave towards them in the way
they do. Many are under the impression that the Cameroonian workers keep them at a
distance, while they themselves try to get closer. On the other hand, while some
Cameroonian workers do try to get closer to the westerners, the westerners, whether they
are aware of it or not, also try to keep a distance, for various reasons.

Looks, gossip and rolling eyes
Soon after many westerners start their hospital work, they begin to doubt whether their
presence is really appreciated, either by the matron or the workers. Some westerners even
feel that the Cameroonian workers are frustrated by them because of their unfamiliarity
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with the hospital routine and procedures. The following quote is from an interview with a
Dutch nursing student:

When there’s a delivery on, they [the Cameroonian workers] want you to do all kinds of
things for them. But they mumble and talk so fast that you can’t understand them. So
you have to ask them again, three times, and they give you that look, like: ‘Ooh, here
we go, do we have to repeat it? You still don’t understand?’ And eventually they just go
do it themselves, with an expression like… […] You can often see the irritation on their
faces.

The above quote reveals that although Cameroonian workers may not talk about their
frustrations, westerners know about it through their ‘looks’. Even when westerners have
gotten used to the routine and procedures, they often feel that Cameroonian workers keep
a distance from them. For instance, they feel excluded from conversations when the
workers talk in Lamnso’ or Pidgin English, and when they ask them to translate into
English they say they are often ignored or even laughed at. Some westerners also feel that
they are gossiped about. The next interview quote is from another Dutch nursing student:
I really don’t like the gossip. I just know it is about me, because they scornfully look at
me from head to toe as they speak. It is not nice.

I once observed a delivery that was performed by a Belgian midwifery student and a
Cameroonian ward charge. The Belgian had already been working in the ward for several
weeks, had carried out many deliveries, and was comfortable with the procedures. During
the entire delivery, the Cameroonian ward charge and the Belgian student did not talk. The
Belgian student suspected the ward charge of being angry with her, but had no idea why
and simply tried to ignore it. They both talked to the patient, the Belgian in English and the
ward charge in Lamnso’. But when neither of them was talking to the patient, they worked
in silence.
What westerners find most confusing is that Cameroonian workers tend to switch
between two contradictory attitudes. This is illustrated by an interview quote from a
Belgian midwifery student:
It’s really weird!! A midwife can be really rude one moment and ignore you […] The
kind of awkward silence that just makes you nervous as if you’ve committed a crime.
And a few minutes or hours later she’d be incredibly friendly and laughing and
chatting […]. That sudden contrast is hard to anticipate.

Most westerners feel indignant about the Cameroonian workers’ behavior towards them.
They feel that they are not being given a fair chance to be part of the team.
I argue that the Cameroonian workers’ behavior towards westerners – their looks,
gossip, laughter and exclusion – are expressions of their hidden transcripts. The value of
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hidden transcripts is not necessarily that people hide them, but that they never make them
too explicit so that they can use a ready line of retreat if necessary to deny them. Scott
(1990) argues that the vagueness of people’s disguised expressions of their hidden
transcripts, which means that they can deny them (see Chapter One), is used “to punish,
chastise or perhaps even drive out the antagonist” (p. 143). Based on my findings in
Shisong Hospital, I find these words too strong: I don’t believe that many Cameroonian
workers aim to punish or chastise, let alone drive out, the westerners. However, I do think
that Cameroonian workers express their hidden transcripts to let the westerners know
their discontent, whether this concerns inappropriate dress or interventions, or a superior
attitude with regard to the local medical practice or Cameroonian workers. As a result of
the vagueness in their messages (used in order to express these transcripts safely), the
westerners do not know the exact reason(s) for the Cameroonian workers’ discontent.
However, if the result of this vagueness is that it leaves the antagonists “free to imagine the
worst,” as Scott argues (p. 156), then the Cameroonian workers do not need to literally say
“We do not like your suggestions” for westerners to get this impression. It is therefore
likely that many westerners draw the right conclusions based on the Cameroonian
workers’ implicit messages. But when westerners do not seem to know or suspect the
reason(s) for the Cameroonian workers’ discontent, this results in confusion, which often
makes the westerners question their initial assumptions about being needed in Shisong
Hospital in the first place. Finally, however, the Cameroonian workers’ indirect and implicit
expressions of irritation and protest with regard to westerners’ behavior are also implicit
enough to be ignored by the westerners. For this reason, they do not have a significant
effect in terms of changing the existing power dynamics.
Westerners and their ambiguous messages
What many westerners do not seem to realize is that their own ways of building
relationships with Cameroonian workers are no less ambiguous. They might try to get
closer to them in certain situations, but will distance themselves in others.
In an interview with me, a British medical student explained that she never trusted
Cameroonian workers, as she always felt that she was being viewed as someone ‘to benefit
from’ because of her skin color.

There haven’t really been significant relationships really with people from the hospital.
Mister Julius also, he took us on a hike, and I have spoken with him quite a lot. […] But
in some ways I feel like his appreciation of me is as a white person more than as me,
which is something I dislike. Here I don’t like to just be another white person, and
people trying to make an effort with me because I am white, and interested in me
because I am white. It feels a bit like: ‘What are you trying to get from me? How are
you trying to benefit?’ We’ve met a couple of nurses outside the hospital, but once
again it doesn’t feel so much like we are people to them.
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Although the British student wanted to build relationships with the Cameroonian workers,
she kept her distance because she felt that the Cameroonian workers wanted a relationship
with her for the wrong reasons. She argued that being a white person and coming from a
western country, where the standard of living is significantly higher, hindered her from
building relationships with them.
Many westerners say that their higher standard of living should not get in the way of
building relationships with Cameroonian workers in the hospital, but they nevertheless feel
that it does because Cameroonian workers consider it important, or give it too much
importance. Keeping their distance from Cameroonian workers as a result of this
realization, as the student from the quote above did, is one way of dealing with this.
Another way of dealing with it, common among the western students, is trying to convince
Cameroonian workers that the difference is not as big as they might think. This is
illustrated by an interview quote from a Dutch student:
Some people are convinced that we’re rich. Sometimes we try to explain what the
situation is really like, and some people seem to understand that we’re not. And then
there are others that just don’t get it. […] One of the staff asked us if we could buy them
cameras. So I said: ‘You can buy those here too, can’t you?’ He said: ‘Yes, but they’re
expensive around here.’ As if they’re thinking: ‘So, you all have a camera and a laptop
so you can go buy those things for me too.’

In an attempt to show Cameroonian workers and students that they are not rich, that they
are in fact ‘poor students’, some western students tell the Cameroonian workers that they
did not pay for their flight tickets themselves, but rather they had been paid for by an
organization or their parents. They do not understand when this nuance fails to make a
difference in the opinion of most Cameroonian workers.
Many western students are in fact rather unaware of certain attitudes and behaviors
that do indeed create a particular impression of wealth. This includes walking around with
laptops, digital cameras and smartphones. They often give away gifts, and donate money
and goods (this is extensively described in the next chapter). Some western students plead
for money from their friends and families back home, for instance to pay for patients’
outstanding hospital bills, and they can be quite successful in this. They also make day trips
and weekend trips, spending money on transportation and accommodation, and they often
buy shoes, clothing, souvenirs (including furs), and relatively expensive food items such as
fish and chicken in restaurants. They do not realize that this behavior contributes to the
fact that their claims of not being rich make little to no impact on most Cameroonian
workers. Instead, they state that the Cameroonian workers overestimate the difference – in
living standards that is – between ‘us’ and ‘them’.
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Looks, gossip and rolling eyes
Westerners often do not realize that they too try to distance themselves from Cameroonian
workers; for different reasons than the Cameroonian workers, but in quite a similar way,
namely through their own looks, gossip and exclusion from their conversations. When
westerners work in the wards and theater, they tend to work together with other
westerners as much as possible. This enables them to help each other, which they often do
by explaining procedures in their own language. Some of the students switch to English
when one of the Cameroonian workers or students joins them, although most tend to
switch back to their own language when they struggle to find the right words. I got the
impression that many speak in their own language more than they intend to – and more
than they are aware of – since they also use their own language to quickly reflect on or
react to what they see, by saying things like “Did you see that?!” The westerners also use
their own language to quickly share their disapproval about what they see, by saying things
such as “What he just did was sooo off limits!” The Cameroonian workers might not
understand literally what is being said, but probably do grasp the intention behind the
words in the same way that the western students grasp the intentions of the local
Cameroonian workers talking in Lamnso’ while looking them up and down.
I do not believe that the westerners’ behavior is meant to let Cameroonian workers
know their hidden transcripts. It looked to me that it was more about sharing their hidden
transcripts among themselves during their work, but that Cameroonian workers are made
aware of it because the westerners do not make much effort to do this out of sight. I argue
that as a result, their hidden transcripts are as visible to the Cameroonians as those of the
Cameroonians are to them. Despite this, nobody talks about these transcripts or notions
openly.
Processes of othering and building relationships
Sin (2009) argues that the processes of othering that people engage in when they –
deliberately or not – distance themselves (‘us’) from others (‘them’) can “potentially create
rifts that hinder the building of strong personal relationships between volunteer and
recipient” (p. 496). I argue that biased thinking can indeed hinder the building of
relationships. I also argue that it can work the other way around: negative experiences of
interactions can contribute towards biased thinking. This section elaborates on the mutual
relationship between processes of othering and relationship building, mainly from the
perspective of westerners. While I strongly suspect that the Cameroonian workers share
their frustrations with westerners amongst themselves in a similarly indiscriminate
manner, I gained more access to the hidden transcripts of westerners through their often
very candid online blogs.
Nicknaming
Three Belgian midwifery students experienced many struggles in working with one of the
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senior Cameroonian midwives. This (male) midwife is a shey, and is therefore referred to
by his traditional title – Shey – instead of his name. The Belgian students considered his
way of working harsh and cruel: he did not show enough sympathy for the women in labor,
and he did things too fast and too rough. The girls talked about him a lot among themselves,
and as a result of their shared experiences they had come up with a nickname for him:
‘Bruno the Terrible’. They used this nickname when talking in their own language among
themselves, but also to me and to their friends and relatives through their blogs. They
talked about him, or rather about his caricature, in a way that made them laugh about his
behavior. The exaggeration and humor seemed to help them cope with having to work with
him. The following quote is from one of their blogs:
When Wendy [one of the Belgian students] arrived at the ward, she could do a delivery
of a first baby. The woman did not push very well, and because the head wasn’t moving
Mister Bruno had to apply fundus pressure (pressure to the top of the womb). Wendy
was on her own to catch the baby. Mister Bruno, again, did his nickname ‘the Terrible’
proud. While he was pushing the woman’s belly, he shouted at Wendy: ‘If you let her
tear, I will shoot you.’ Wendy did her utmost and managed to help the woman deliver
her baby without a tear (she did, however, get snipped with a blunt pair of scissors by
Bruno the Terrible).

The above quote shows how the absence of a decent pair of scissors, as well as Shey’s ‘joke’
about threatening to shoot the student if she let the woman in labor tear, were used by the
Belgian midwifery students to further caricature him as ‘the Terrible’. The caricature leaves
little room for a nuanced interpretation of his behavior, let alone a better understanding of
it. Everything is explained through him being ‘the Terrible’. As a result, the Belgian students
were surprised that it was ‘Bruno the Terrible’ who, at the girls’ farewell party, expressed
his appreciation for what they had done in a speech. One of them wrote about it in her blog:
“So guess what; Bruno the Terrible turned out to be a lot less terrible than we thought.”
Although on the surface of things the relationship between the Belgian students and
Shey appeared to be fine while they worked together, the behind the scenes interactions
among the Belgian students showed that it was not all fine: by nicknaming and caricaturing
Shey, they engaged in a process of othering. The effects of these processes were rather
complex. On the one hand, it seemed to enable the Belgian students to better cope with
Shey while they worked together on the ward. On the other hand, it seemed to prevent
them from establishing an open relationship with him, and creating opportunities to better
understand his behavior.
Blaming and shaming
There are several reasons for friction among and between western and Cameroonian
students. One is that wards are often crowded with students. The ward charge and other
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senior nurses do not interfere much with their work and expect them to know what to do
and to divide the work amongst themselves. The students thus have to ‘fight’ one another
to be able to carry out procedures that everybody wants to do. Regarding less attractive
tasks such as making beds and dusting, many students prefer to wait for other students to
do them. Friction and irritation between Cameroonian and western students is also caused
by the fact that they have different ideas about what needs to be done, who should do it,
and most of all how it should be done.
I gained some insight into the western students’ frustrations with Cameroonian
students by talking to them, though I gained a lot more insight from reading their blogs.
The following quote comes from a Belgian student’s blog.

So today was the first day with the new Cameroonian students on duty. In the morning
we ran into a whole group (20 teenagers) of students in the duty room… Our hair
stood on end! And during the shift there was a lot of irritation between them and us
three. The students were really pedantic right from day one. They believe they have all
the answers. Incredibly frustrating when you have been working there for two months
and so are fairly confident that you know more… Fiona got really frustrated when a
second year student lectured her on how to dress a baby… We pointed out to her that
we had already dressed plenty of babies, and by now we know exactly how it’s done. To
which she answered that maybe she wasn’t a midwife but she was a mother. Just to
clarify, this was only about the sequence in which she believed we should put the
baby’s clothes on, from its socks to its hat…ridiculous! We won’t miss them, these
students!

This quote shows how three Belgian midwifery students were irritated by the presence of
Cameroonian students. Based on her two months’ work experience on the ward, the author
of the blog was convinced that she knew more than them, and felt that the Cameroonian
students were being pedantic and unfairly critical.
The following quote from another of the Belgian students’ blogs shows that the
Belgians were – without realizing it – actually doing exactly what they accused the
Cameroonian students of doing:

We were really annoyed with the students this morning. We were already making the
beds and had told the other students they should get started on the vital parameters.
We had to tell them at least three times that they had to get started on those. You can
imagine that by the third time we weren’t asking them as friendly as we did at first.
They don’t have an eye for the work and sometimes feel they are too good for some
chores. Why the hell did you choose to work in health care if you don’t want to do these
things? Oh well, I shouldn’t try to understand.
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It did not cross the Belgian students’ minds that the Cameroonian students might have
been unwilling to follow their instructions, just as they had been unwilling to follow
instructions coming from the Cameroonian students. The last sentence of the quote above
furthermore reveals an unwillingness to even try to understand the behavior of the
Cameroonian students. The author seems to think of ‘them’ as so different from ‘us’ that she
cannot imagine that she would ever be able to understand them. This example shows how
westerners’ negative experiences with and ways of othering Cameroonian students (and
also workers) are interconnected and mutually reinforce one another.
Related – and most likely contributing – to western students’ processes of othering
are the comments left by friends and relatives in response to their blog stories. The
following two comments written by relatives were in response to the blog post about the
‘annoying’ Cameroonian students, from which the last quote above was taken.
Don’t get upset, it’s not worth it. You’re not going to change the mentality over there…
Yeah, certainly not, just be patient, they’ll have no choice but to learn to get their
hands dirty.
The western student then replied:

[…] they are not going to change. They are not going to get their hands dirty; it’s not in
the mentality here. They sit around and wait for us to do the chores. And when
something fun comes up, they are first in line, like performing deliveries.

This last quote shows how the western student’s negative experiences with Cameroonian
workers contributes to and strengthens her biased thinking – and most likely that of her
friends and relatives – as they explain the Cameroonian students’ negative behavior in
terms of their ‘mentality’. This way of reasoning implies that there is no need to try to look
for an explanation for their behavior, let alone relate it to one’s own behavior; it is just ‘who
they are’ and ‘nothing can be done about it’.
A final example that clearly illustrates this way of reasoning among westerners
comes from a relative who commented on a Belgian midwifery student’s blog about the
competition or rivalry among midwifery students with regard to doing deliveries. This is
what the Belgian midwifery student wrote on her blog:
Fiona asked the male midwife working the night shift if they could do the delivery
together. At that moment an African student heard Fiona make the request and
quickly put on sterile gloves. Bye-bye delivery.

Among the relatives’ comments was the following:

Typically African!!!! But don’t let them do that to you. Hug.
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Simpson (2004) argues that western gap year students contribute to the establishment of
“a dichotomy of ‘them’ and ‘us’ as opposed to finding commonality between developed and
developing world” (p. 688). Because of this, she wonders what these students actually learn
about ‘the other’. In line with this, Guttentag (2009) argues that the intercultural benefits of
the short-term work of westerners in developing countries are “possibly overstated” (p.
546). Based on the lack of interest of westerners in Shisong Hospital in knowing why
Cameroonian workers do things differently, and the way they engage in ‘processes of
othering’, I agree with these scholars that the intercultural competency that westerners are
assumed to gain from their international experiences should be seriously questioned.
WESTERNERS’ PRIVILEGES
This section shows that westerners receive various privileges over Cameroonian workers
in Shisong Hospital, and that – when aware of these privileges – they have ambiguous ways
of coping with this. Westerners are often given privileges over Cameroonians by the ward
charges and senior nurses, who might, for instance, refrain from asking westerners to carry
out certain tasks, such as cleaning windows and cabinets and rinsing blood out of bed
sheets, which they will ask Cameroonian students to do instead. Another example is that
westerners get away with behavior for which Cameroonian workers would be corrected or
even punished, such as wearing flip flops to work, eating in the duty rooms, using mobile
phones, going for breaks longer than thirty minutes and taking photographs in the hospital.
Sometimes westerners are also favored over Cameroonians to observe caesarian sections
in the operating theater: students in the maternity ward are eligible to join a woman who
needs to undergo a caesarian section, though only two are allowed at a time. This is
decided upon by the ward charge of the maternity ward. Several western students told me
that they had been appointed to go, even though there were Cameroonian students who
wanted to go as well and had been waiting for the opportunity much longer.
Three Belgian midwifery students came up with a plan to work around the
competition with Cameroonian midwifery students who worked mostly during the
daytime: they decided to work morning or afternoon shifts, and put themselves on call at
night. If a woman was ready to deliver at night, they would receive a call from the
Cameroonians on night duty, and would quickly get dressed and hurry to the ward to do
the delivery. This was not easy to arrange, because the internal hospital call system works
only in the wards, and mobile phones are not allowed. The girls therefore decided to leave
one of their own mobile phones in the ward. This way, the Cameroonian midwives did not
have to use their own phones. However, they did have to make the call, and secretly, as it is
against the rules to do so. The Cameroonian workers accepted the girls’ request. The girls
did get called, almost every night for a few weeks in a row. It was due to the fact that
Cameroonian students would never even dare to suggest such a plan that the western
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students were able to do night deliveries.155

Cameroonians’ perceptions and ways of coping
The westerners often have no idea about what is expected of them in Shisong Hospital. And
even when they do know, they are often unaware of the level of inappropriateness of
certain behaviors. This is explained by the example of footwear. As described before,
westerners sometimes come to work in the wards wearing flip flops. There are three
reasons why working in such footwear is inappropriate. The first is that locally these flip
flops are used in the bathroom only. Even patients and caretakers would not think of
visiting the hospital wearing them. Secondly, it is against the hospital staff’s house rules: all
workers are supposed to wear black shoes with a closed front. Thirdly, the inspection
would not allow it. When westerners come to work in the maternity ward wearing flip
flops, the ward charge often kindly asks them whether they have black shoes to wear
instead. Some westerners do change into more appropriate shoes, while others continue to
wear flip flops. I observed one student even changing from wearing black shoes to flip flops
that she had bought at the local market, as she considered them more comfortable, arguing
that her feet were not made for those tight shoes. When I asked the ward charge, in private,
whether she would allow Cameroonian students or workers to wear flip flops, her answer
was clear: “Absolutely not.” Would the ward charge not get in trouble for allowing a
westerner to work in flip flops when the inspection came (unannounced)? This was no
worry for the ward charge: she said that when the inspection comes, she always quickly
tells the westerners with flip flops to hide behind the ward until the inspection has left.
Many Cameroonian students feel that the hospital workers are too harsh on them.
They also feel that the rules set by the Shisong nursing school are too strict. For instance, I
observed a student who arrived on duty one minute late who had to work an extra day as
punishment. And all students are supposed to set an example for the population wherever
they go, thus they are not allowed to drink alcohol in a bar during the years in which they
are in school. It is this context that determines how Cameroonian students perceive the
westerners’ privileges. During two focus group discussions (FGDs) with me, the
Cameroonian students told me that “compared to us, the whites are free.” They explained
how westerners go on one-hour lunch breaks, while they themselves would have to work
an extra day if they took a lunch break any longer than 30 minutes. They also explained
how westerners used their phones in the duty rooms, while the matron would take away
their own phones and perhaps never give them back again if they were caught doing the
same. When I asked the Cameroonian students how they felt about these differentiated
practices, these were some of their replies:
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It should be noted that the Belgian students were not called for all deliveries. I knew of one situation
in which they were not called, and when I asked the Cameroonian midwife involved why, she stated that
there had been no time.
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These privileges might be acceptable for people who think that white people are
superior to black people. I myself… I think we are all the same. And if we have the same
training, we should be treated the same. So I think there is a problem if they are
treated differently.
I am not comfortable. Because I always ask myself: If I go to Europe, would they treat
me like they are being treated here? And I know they would not treat me the same.
For the Cameroonian students, the privileges enjoyed by westerners in Shisong Hospital
are unacceptable, but they blame different groups of people involved. Some students blame
the Cameroonian workers for giving westerners these privileges, and for putting
themselves in the role of inferiors. Other Cameroonian students mainly blame the matron
and the whole hospital administration for not informing the western students about the
specific behavioral ethics in Shisong Hospital:

If the administration would consider that all students are the same, the same laws
should be respected by all. If they ask you not to come to the ward if you are not neatly
dressed, you would consider to dress neatly before coming. Because you came here to
learn something in the ward. So I blame the administration of the hospital for not
cautioning them to do the right thing.

None of the Cameroonian students I talked to, however, felt like standing up to the
Cameroonian workers or the hospital administration to share their frustrations. They
argued that it would only make things worse for themselves. As one of them said:

We, as fellow students, we shouldn’t really be mad, because if we are actually feeling
bad about it, we cannot change it anyway. You’ll be cautioned the next minute if you
dare to do that.

Instead of talking to the matron or other Cameroonian workers about their criticisms of
westerners’ privileges, the Cameroonian students make efforts themselves to make
westerners abide by the hospital’s rules and regulations. Their ways of doing this vary. This
is illustrated by the following FGD fragment:
Carine: When I am working with them, and I see someone [a westerner] with dirty
shoes, I tell them: ‘Would you mind, after work, to give me your shoes… let me clean
them. I feel they are dirty.’ I just say it, for them.
Me: You don’t say ‘You should clean your shoes’?
Carine: No, I don’t say that. You may be occupied. You may have your things to do, and
forget to keep your shoes clean. So let me help you clean them. So that next time you
will not keep them dirty. So that’s the way I do it. […]

153

Chapter 6

Noella: For me, I’m open with them. I tell them: ‘Your shoes are dirty,’ ‘Your sleeves are
bent,’ ‘This is wrong and this is wrong.’ One came smelling like smoke and cigarettes
and things like that. I said to her: ‘You don’t smoke before coming on duty. Although
you smoke, you try to cover up with perfume or whatever.’
Carine: ‘Freshen up.’
Noella: I openly say it. I don’t say I will clean your shoes, no. ‘Your shoes are dirty.’ I
always say: ‘Look at me, I’m neat.’ I think that for friends, your colleagues, there is no
reason to hide things. After work we can do things, visit places… but make sure that
when you’re coming, when you’re on duty… try to be neat.
Sometimes when the Cameroonian students go to the market, the western students wave at
them and raise their glasses from the bars when they pass. One of the Cameroonian
students told me that he never told the western students that he was not allowed to drink
with them, because he wanted to avoid a discussion about it. He usually told them he was
too busy studying. Westerners do know about some of the strict rules and their
repercussions for the Cameroonian students. As a result, many western students feel sorry
for the way in which the Cameroonian students are treated by the workers, and try to help
out. This is illustrated by the FGD quote below from a Cameroonian nursing student:
I had an experience in the women’s medical ward, when there was a Belgian student. I
did not have gloves that day; mine got finished. […] The worker shouted at me, saying I
was supposed to do the procedure whether I had gloves or not. The white saw the way
the worker spoke to me. She tapped me on the back, saying I should not worry, and
that every day she would be bringing gloves. I was just happy. I worked in the ward
four more days. And every morning this white was waiting for me with my gloves. And
on the day she was leaving, she gave me a ring. I am sure she just pitied me because of
the way the worker spoke to me. She felt bad and she could not imagine shouting to a
student like that.

Another topic elaborately discussed during the FGDs with the Cameroonian students was
regarding their ideas about why the Cameroonian workers differentiate between them and
westerners. They mentioned several reasons. The first was that westerners are not used to
the local setting. As one of the Cameroonian students said:

The visiting whites are not used to certain things, for example washing, brushing or
carrying things on your head. I remember one girl saying she had never carried
anything on her head. Another western student told me that they don’t know how to
wash dresses, since they are having some sort of machines. Life is easy there. And our
ward charges know they are not used to doing all those things. So it is very difficult for
them to go and ask them to do… That is one reason why they are treated differently.
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The next FGD fragment shows that the students also have another explanation for it:

Francis: They really treat them differently. They look at whites as being superior… the
inferiority complex is there.
Jerome: Yes!
Francis: That is the problem, the inferiority complex.
Brandon: Exactly. The fact that we were colonized is still having an influence on our
lives today. I think most of our friends from Europe can have a certain amount of
privileges, just because of the color. And I think because from the beginning we were
colonized we learned that the white man is superior to a black man. So that still has an
impact on our lives today.

In the next FGD fragment, two students speculate about the reason why westerners are
‘worshipped’ by the Cameroonian workers:

Carine: The way the workers behave to the whites is like they worship the whites. I
have struggled to really find out why they do so. […] Maybe it is for personal
relationship, we don’t know.
Noella: Yeah, because, I forgot in which ward, but I saw one time that a nurse was
given a nursing watch. Maybe because of the relationship they had. Because if you
discover that if you make friends… showing them procedures and maybe inviting them
outside work, by the time the whites are leaving, they give.

The conclusion that these two Cameroonian students reached for why westerners are
treated preferentially is because the Cameroonian workers’ are trying to encourage them
to give gifts. The role of western gifts is elaborated upon in the next chapter.
Lastly, I spoke with the Cameroonian students about the role of westerners
themselves in accepting the privileges granted to them. Some argued that westerners make
use of their privileged position, not only because the Cameroonian workers allow them to,
but also because they want to. The following FGD fragment shows the Cameroonian
students’ perceived reasons for this:

Brandon: I am not really happy with the way they dress. Because I feel that… they
don’t consider our health institution here. […] I believe that person just comes here
because he has to… [and thinks] because since they are black they are just like that. So,
that is the feeling that at times I have. Sincerely speaking. It feels like they don’t really
care, since they are in Africa.
Me: So you think they would behave differently in their own country?
Brandon: Yes!
Francis: Sure.
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Brandon: ‘Since I am here. These are blacks. Let me dress anyhow.’ And nobody is
talking to them. Nobody would correct them.
According to these two Cameroonian students, westerners differentiate between western
medical settings and those ‘in Africa’, and do not value the African setting enough to
consider it necessary to work by the same rules.

Westerners’ perceptions and ways of coping
The extent to which western students are aware of this differentiation varies. Many
compare the way they are treated not with the way Cameroonian workers are treated, but
with how they are treated back home. For instance, many western students work from
Monday to Friday, because this is normal in their home country. They do not consider
working five days in Shisong Hospital a privilege, even though Cameroonian workers and
students all work six days a week. Many are not even aware that Cameroonians work an
extra day each week. One day, I heard that the matron was irritated by the behavior of
some Dutch students who were staying for three months, because they were loud and
smoked a lot. It is, however, difficult for the westerners to know exactly how they are
supposed to behave, as neither the matron nor other Cameroonian workers and students
inform them about the rules. The westerners, for instance, only smoke in their
accommodation, but they have no idea that it is prohibited for Cameroonian students to
smoke at all during their school years, in any location.
The fact that westerners are not informed about the local behavioral ethics by
anyone does not mean that they are unable to know: they can ask about it or simply
observe what others are doing or not doing. Some westerners are more interested than
others in trying to adapt to the local ways of doing things. Some western students, for
instance, do not eat and drink in the duty room because they do not see anyone else doing
it, while others eat and drink regardless. It was often unclear to me whether westerners do
not know about certain rules, or whether they simply do not want to know. An example of
this unclarity relates to the taking of photos in the hospital. All over Shisong Hospital there
are signs indicating that it is prohibited to take photos. I was told by one of the doctors that
the reason for this is that westerners in the past had posted photos of the hospital’s
‘imperfections’ online, which had upset the hospital administration. Many westerners,
however, do bring their digital cameras to work and are eager to take photos of different
aspects of their work, such as patients, wounds, colleagues and equipment. When I asked
westerners about taking photos, they replied that they had permission to do so; many had
asked one of the senior nurses for permission, which had been granted. Regarding the
abundant signs prohibiting photography in the hospital, they therefore either take no
notice of them, or simply assume that they are not intended for them. On top of this, they
most likely do not realize that Cameroonian workers would never dare to ask for
permission to do something that is obviously prohibited. Westerners therefore do not
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consider being allowed to take photos a privilege.
When westerners do notice a different treatment, the way they interpret it and talk
about it varies. During a conversation with two Belgian nursing students, one said that she
was allowed to really assist, unlike the Cameroonian students. She thought this was
because she proactively asked the nurse if she could assist. The other Belgian student
laughed and told her that she could not honestly believe that. He argued that the only
explanation was that she is a white.
Often, when westerners unambiguously attribute a different treatment to their
background or skin color, it concerns work that they – unlike Cameroonians – are not
expected to do, such as night shifts and cleaning windows and cabinets. During an
interview, one of the Belgian nursing students said:
When we asked them [the Cameroonian workers] whether we could do night shifts,
they immediately started laughing and wondered out loud whether we were up to it.
They really believe that nursing in Belgium is much easier than over here.

Many of the westerners who mention such things argue they do not like being treated
differently. One of the Dutch nursing students said that she wanted to learn how to rinse
blood out of bed sheets, because it is part of the nursing work in Shisong Hospital. Many of
the western students also emphasize equality as an argument against having to pay a
higher registration fee than the Cameroonian students. Despite this, there are other
examples that indicate that they also enjoy and accept work-related practices of
differentiation – when they work to their advantage. One such example, mentioned above,
concerns a western nursing student being chosen to observe a caesarian section, even
though several Cameroonian students had been waiting much longer. The Dutch student
said that she got “strange looks” from the Cameroonian students. She assumed that the
ward charge had favored her – as a westerner – over the Cameroonians, though she told me
that it did not bother her much because she was so excited to be able to observe a caesarian
section for the first time. The following two blog quotes illustrate that westerners are
aware of certain practices of differentiation, and that although they do not understand the
reasons behind them, they are nevertheless quite happy about it. The first quote is from a
Belgian student’s blog, and the second from the blog of a qualified Belgian midwife:
Around here, a life is not worth all that much in their eyes, but when there is a white
person sitting on your bike or in your taxi you have to be extra careful as a
Cameroonian. What a perk to have, they’ll drive twice as careful with us and
sometimes that is no luxury around here!
The bikers also know they have to be more careful with white people.
It remains unclear exactly how westerners look at their own role with regard to these
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differentiation practices, and whether they realize that if and how they accept or refuse
privileges has an effect on the Cameroonian workers’ behavior. They might simply argue
that it is the Cameroonians who make the decisions, not them. The western authors of the
above two quotes might argue that it is the bikers themselves who decide to be extra
careful with westerners. A westerner who is favored to observe a caesarian section might
argue that it is the charge nurse’s decision to allow her to go over a Cameroonian student.
The students who request Cameroonian workers to secretly call them at night so that they
can do more deliveries might argue that the Cameroonian workers have chosen to accept
their request instead of refusing it. And they might also argue that they politely ask
permission before taking pictures, despite the prohibitions signs against photography
plastered all over the hospital premises.
I noted a few indications that some Cameroonian workers make use of the
privileged position of westerners in Shisong Hospital by getting westerners to do things for
them that they cannot do themselves, or not in the same way. A German high school
graduate with no hospital experience said that she was asked to do things that were never
asked of Cameroonian students. On the children’s ward, for instance, she was asked to go to
the pharmacy to collect medications for the inpatients. Cameroonian students can only go
to the pharmacy accompanied by a nurse; if they go alone, the pharmacists will angrily
send them back empty handed. This German high school graduate was, however, always
sent alone and always came back with what she had requested. It was unclear to me
whether the nurses purposely sent her instead of a Cameroonian student to save them
time.
The same German girl also mentioned that she had been asked by a nurse to ask the
matron for a certain type of skin tape used in the theater. This tape had been requested by
the workers several times, but the request had been turned down for unknown reasons.
One of the Cameroonian nurses had even bought the tape himself, though the matron had
not appreciated this at all and the nurse had received an official warning never to do so
again. In asking the German girl to go to the matron to request the tape, these Cameroonian
workers clearly knew that the matron does not expect westerners to abide by the same
hierarchical rules as themselves, and therefore they assumed that she would have a greater
chance of success. They seemed to find the fact that she was a westerner more relevant than
her position within the hospital hierarchy, which was low given that she was only a high
school graduate with no health care qualifications. To make the situation even more
complex and ambiguous, the German girl herself stated that she could not fulfill the nurses’
request, arguing that she did in fact have a place in the hospital hierarchy, although she did
not know where this position was exactly, and that furthermore she did not want to get
involved in internal politics.
A third and final example concerns one of the Cameroonian doctors. He told me that
he sometimes tried to get his ideas across to the hospital administration through
westerners. He would, for instance, make suggestions to the westerners regarding what
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needed to be improved most urgently. And sometimes he occasionally succeeded in making
a change in this way, and this gave him a feeling of having regained some influence over the
way in which the hospital develops.
This section has shown that westerners behave ambiguously towards the practices of
differentiation of which they are aware. Westerners may fight against this differentiation
when it works to their disadvantage, though they may also accept the privileges when they
work in their favor. Cameroonian workers are involved in granting these privileges in
various ways, though their reasons for doing so are unclear. Cameroonian students told me
that they are frustrated about the privileging practices. They blame the matron and other
Cameroonian workers for granting the westerners privileges, arguing that one of the
reasons they do so is that they want to receive donations and gifts. The next chapter shows
that the Cameroonian students’ behavior with regard to westerners is also related to this
same wish to receive gifts and donations. The Cameroonian students also blame the
westerners for making use of their privileged position by accepting the advantages that it
comes with. They argue that this is because westerners do not value African health settings
in the same way that they value western health settings.
The next section elaborates on one specific way in which westerners – consciously
or subconsciously – make use of their privileged position of power; not by criticizing and
making suggestions for improvement, but by making interventions. This section shows
when and why westerners decide to intervene, and how. It also shows how Cameroonian
workers react to these various interventions, and how, as a result of the ensuing
interaction, the westerners reflect on the effectiveness of their interventions.
WESTERNERS’ MEDICAL INTERVENTIONS
Many westerners end up making some sort of ‘intervention’ in Shisong Hospital. I consider
an intervention to be any sort of activity carried out by westerners to try to change what
Cameroonian workers do with regard to their medical work. This can be a presentation
about a certain topic or an attempt to implement the use of a certain treatment. This
section sheds light on various aspects related to such interventions carried out by
westerners during the time of my fieldwork. It begins with a description of the ‘needsbased’ activities carried out by Lumos workers. Later on, I look at how other westerners
(not affiliated with Lumos) legitimize their interventions. Finally, I discuss how westerners
reflect upon the effect and effectiveness of their interventions.

Lumos
The nine Lumos workers who visited Shisong Hospital during the time of my fieldwork
were the only westerners who were specifically instructed to carry out interventions. They
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focused on implementing the use of alcohol gel, improving physiotherapy treatment and
wound care, and introducing a mentoring project for Cameroonian and western students.

‘Needs-based’ activities
As described in Chapter Four, Lumos’ activities are supposedly ‘needs-based’ and the
matron is supposed to be involved in planning these activities. I observed, however, that
upon the arrival of two of the Lumos teams, the matron seemed to have no idea what the
workers had come to do, though she stated that she was more than happy to have them,
and arranged for them to get to the right places to start work. In an interview with me, one
of the Lumos workers said:
To be honest, I think she was mostly interested to see what we had brought in our
suitcases.

There were many indications that Lumos’ activities were perhaps a little less ‘needed’ – at
least according to the matron – than the organization’s annual reports might indicate. For
instance, the implementation of alcohol gel was – at the time of my research – not one of
the matron’s priorities; she considered hand washing an acceptable and cheaper
alternative in the face of higher priorities.156 Furthermore, the matron was working on
infection prevention in various ways, though I discovered that the Lumos workers were
unaware of these efforts.157 The matron did not seem eager to tell the Lumos workers that
this was the case, however, and the Lumos workers did not seem eager to hear it.
Another project was related to the improvement of wound care, though in this case
too it remained unclear the extent to which it was needs-based. In 2012, one of the Lumos
nurses had asked the local pharmacist to make a honey ointment, because she thought this
would greatly contribute to wound care in the hospital. 158 The nurse hoped that the
Cameroonian workers would continue to use it after she had gone. It turned out that they
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It should be noted that many Cameroonian workers disagreed with the matron that hand washing is
an acceptable alternative to using alcohol gel. Indeed, many argued that alcohol gel is, just as gloves, an
essential product in order to safely carry out their work.
157
In July 2013, the matron sent a senior midwife from the maternity ward on a two-week course on
infection prevention in Limbe. He came back with a lot of knowledge on how to improve the hygiene
standards in the hospital, for instance by boiling instruments in a certain way and by using gloves in a
certain way. He also suggested to the hospital administration that they seriously consider implementing
the use of alcohol gel, because of the elevated infection risk from using soap and a towel. He shared his
findings both with the hospital administration, and – upon the matron’s request – with the staff during a
Thursday morning class. This meant that – without Lumos’ involvement – the hospital was already
engaged in efforts to evolve and search for the best possible options to improve hospital care, weighing
the various costs and benefits given the local context. For various reasons, alcohol gel was not yet
considered a priority by the hospital administration.
158
My encounter with this nurse on my first visit to the hospital was briefly mentioned at the beginning
of Chapter One.
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did: a Belgian student, who worked in the hospital four months later and was not affiliated
to Lumos, discovered that the Cameroonian nurses were using honey ointment on patients’
skin burns. However, the honey ointment was fermented. Beyond the promotion of honey
ointment, another aim of the Lumos’ project to improve wound care was, apparently, to
eradicate the use of hydrogen peroxide; two Lumos nurses tried to convince the
Cameroonian workers to stop using it. The Cameroonian workers were aware of the risks
of hydrogen peroxide, and the exact indications for its use had been elaborately discussed
during one of the Thursday morning classes (without Lumos workers present). However,
they had no intention to stop using it entirely.
Finally, it appeared that Lumos had received a grant to improve the quality of
student mentoring in Shisong Hospital by training senior Cameroonian workers in
supervision skills. To find out what the Lumos student mentoring project entailed, and for
which students – Belgian or Cameroonian – it was designed, I had an email exchange with a
Lumos board member, who wrote the following:
The faculty [of the university in Leuven, Belgium] only approves internship placements
in a context of decent and practical schooling, as this presupposes the provision of
acceptable health care. We increasingly try to work towards that, and this also works
to the benefit of the local partner. A good internship for our students should at least
also be a good internship for the local students.

Thus according to this Lumos board member, the main reason for the student mentoring
project was to make sure that the Belgian university’s conditions were met in order to send
Belgian students to Shisong Hospital on a regular basis. That the project “also works to the
benefit of the local partner” suggests that these local benefits were secondary. This does
not seem to correspond with Lumos’ mission of “meeting the primary local needs of its
Southern partners” (Lumos, 2013a).
In addition to the above activities, Lumos workers are often involved in
‘random’ interventions. While many Lumos workers continue what other Lumos workers
have started, they may also come up with their own ideas for what to focus on in future
missions. Some even start to carry out activities that come out of ideas that arise during
their two-week visits to the hospital. It would seem, therefore, that they have the freedom
to make decisions based on a few days’ observation. This is in line with what is argued by
Sin (2010), that westerners often make choices with regard to their short-term work that
are ad hoc and random, and that the local people involved often play only a passive role in
the decision making process. As an example of this, two Lumos nurses discovered that the
Cameroonian nurses in Shisong Hospital work in a task-based fashion (one nurse for vital
signs, one for wound care, one for medication) instead of following the principle of total
nursing care. While knowing that implementing such a massive reorganization would be
impossible in such a short time, they nevertheless made a start with it, hoping that others
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would follow up. When the following Lumos team came six months later, however, total
nursing care was not included in the team’s activity plan. The matron, who liked the idea of
total nursing care, asked the team whether they could do something around the topic, but
the team members said that there was no time for it. It also remains unclear whether they
took the matron’s wish back to Belgium for input for future missions; nevertheless, neither
of the following two missions included total nursing care in their plans.
In another instance, the deputy matron asked one of the Lumos nurses if Lumos
could send a person to address information and communication technology (ICT). She
explained that the hospital was engaged in a computer project, with the plan to receive
laptops from the US, one for each duty room. The Lumos nurse told me, in private, that she
thought it was a very bad idea:
As long as hand hygiene isn’t given priority, there is no point in having computers in
the duty rooms that workers touch before touching patients. They should start with
replacing the washable towels by disposable towels. That would be a good first step.
Aiming for computers in all duty rooms would be an illogical step in the hospital’s
development.

The above examples show the ‘dialectical deafness’ (Anson & Pfeiffer, 2013) of Lumos
workers, in which the “dissenting opinions voiced by key members of the host community
were deemed insignificant” (Guttentag, 2009, p. 543). Lumos workers did not show an
interest in the suggestions raised by the matron and deputy matron, which they themselves
– with a very limited understanding of the local medical practice – did not consider to be
among the hospital’s priorities. It shows the significance of Sin’s (2010) argument with
regard to westerners in Shisong Hospital, that “hosts only have the power to propose
volunteer projects in line with what volunteers have come to expect as ‘suitable’ projects”
(p. 989).
Lumos also engages in teaching. Lumos worker Brit organized three lectures during
the time of my fieldwork: one on skin-to-skin care, one on the resuscitation of newborns,
and one on the Millennium Development Goals. The topics were chosen not by, or after
consultation with, the local workers, but by Brit herself, back in Belgium, based on the
experiences of Belgian students who had previously worked in Shisong Hospital for three
months. The director of the nursing school appeared to have no idea about these planned
Lumos lectures, and upon Brit’s arrival had to schedule the extra lectures last minute into
the students’ already full program. During the lecture on skin-to-skin care, Brit encouraged
the students to apply methods that she knew were not being used in the maternity ward at
Shisong Hospital (the first was about skin-to-skin care itself, the other was about leaving
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the vernix159 on newborns). She also discouraged the use of some methods that were part
of the practice on the maternity ward, such as using spirit alcohol for babies who are not
breathing just after birth to encourage them to breathe. Another method that she
discouraged the students from using was holding the newborn baby upside down. She
added that she knew that this was done in the maternity ward because Doctor Augustin
wanted it like this, but she believed that it would be possible to try to change things slowly.
This particular lecture caused some confusion and commotion in the delivery room when
one of the students decided to do what Brit had advised during the lecture. The student
was corrected by one of the midwives in the delivery room immediately. This is what Brit
wrote about it on her blog:

The local midwifery student did her first delivery and I was there to witness how much
she came under fire from the midwife […] She didn’t hold the baby upside down during
the delivery. Maybe this was partly due to my lecture in which I emphasized that it’s
not such a good idea to immediately hold the baby up by its feet, it would be better off
skin-to-skin with its mother […] oops.

What was most remarkable about Brit’s lectures was that she deliberately encouraged
students to go against what they were being instructed and taught to do in the hospital. She
did so without consulting with the school’s teachers who were responsible for this part of
the curriculum, and without knowing how the students were being taught or indeed any
contextual information about the methods used in the maternity ward. This is what Brit
wrote in her post-mission report (Lumos, 2014):
Sister Dora [the teacher] proposed that in the future we should prepare and teach a
whole package of lectures in the two weeks that we’re here and also make the students
take examinations. She feels that at present it’s just an additional lecture for the
students and they don’t benefit as much […] On this subject we should strive for better
coordination with them on which subjects we would like to teach and which subjects
would be suitable for their program at that point in time. She said that in future much
better consultation is required, and much farther in advance, so they know why we’re
there, which classes we will teach, so they can ‘skip’ those classes…

All of this shows that Lumos’ so-called needs-based activities are largely based on ideas
created in Belgium and the personal experiences and observations of Lumos workers (most
of whom are in Africa for the first time) during their two-week stays. These Lumos workers
have no idea that some of their suggestions may be inappropriate. In the scholarly
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The skin of newborn babies is coated in a waxy substance called the vernix. While Brit teaches her
students to leave the vernix be as it serves as a natural protection layer, in Shisong Hospital it is common
practice to use a towel to rub the vernix off the baby’s skin right after birth.
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literature, the tendency of westerners involved in short-term stays in non-western medical
settings to suggest inappropriate ideas is generally associated with students (see for
example Pinto & Upshur, 2009). Based on my findings among qualified health workers on
Lumos projects in Shisong Hospital, I suggest that it is a risk for westerners in general,
regardless of their level of qualification.

Westerners’ interventions
This section elaborates on westerners’ interventions, as well as what makes westerners
decide to intervene despite their stated intentions to learn and adapt to the local ways of
working. Most westerners feel that the particular situation in which they find themselves is
‘exceptional’ and thus leaves them no option than to intervene. The example of Dutch
medical doctor Emilie illustrates the contradiction between westerners’ intention to not
intervene and their actual behavior. Emilie worked in Shisong Hospital for three months.
Her reason for visiting Shisong Hospital was to find out whether she was interested in
tropical medicine enough to pursue a career in it. Unlike most westerners in Shisong
Hospital, she had worked in various other non-western medical settings. This is what she
told me during an interview about her own role and that of westerners in general in
relation to Cameroonian workers:
I had serious doubts about whether I should teach people something when I felt they
didn’t know something, when they had inadequate knowledge on a certain clinical
picture or certain issues. […] I have never felt I actually was in a position to tell people
how to do things better. […] I have noticed that in other cultures people like it when at
first you keep to the sidelines a bit and don’t comment on their working methods too
much. […] We are guests, after all, so I think you need to adjust your attitude
accordingly.

A little later in the interview, Emilie described a case in which a patient in the men’s
medical ward was gasping for air. According to her, it was an emergency, and she wanted to
give oxygen to the patient immediately. The nurse involved, however, wanted to measure
the patient’s oxygen saturation rate first.160 Emilie could not believe it, for she considered it
obvious that the patient needed oxygen. When the saturation rate was measured at 79
percent, she assumed it proof enough. The nurse, however, said that the patient’s rate was
fine. Emilie told me:
It was not fine at all! That patient simply needed oxygen! Yes […] I urged them to give
him oxygen. So they put him on oxygen. And he was looking a whole lot better the next
day.

160

Oxygen saturation is a term referring to the level of oxygen in the blood which is measured using a
fingertip oximeter. Normal blood oxygen levels in humans are considered 95-100 percent.
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Despite her earlier statements about “keeping to the sidelines” and refraining from telling
Cameroonian workers what to do, Emilie did actually feel compelled to intervene.
Additionally, after the patient was given oxygen, she gave the Cameroonian nurses
instructions about the effects of oxygen deficiency in the body to encourage them to use
oxygen in similar situations.161 This incident shows that keeping to the sidelines, as Emilie
had intended to do, was not an option when she considered – from her point of view – that
people’s lives were at stake; under these circumstances, she felt obliged to make an
intervention.
Another example comes from a Belgian medical student who joined a doctor for
rounds. The doctor believed that one of his patients was suffering from malaria, and to
confirm this he requested a malaria test. The Belgian student, who had been taught that
more tests should be run to rule out other possible diseases and make a correct diagnosis,
could not believe that the doctor was only requesting a malaria test. She had no idea that
the doctor was forced to work in this way because the patient’s tight budget did not allow
him to run more tests.162 Instead of asking the doctor to explain his decision, the Belgian
student tried to make him change his mind by suggesting that it would be better to run
more tests. During a one-to-one interview with me, she explained that she had felt obliged
to intervene. She did not realize that it was highly inappropriate in this setting for a student
to go against a doctor, nor was she aware of the context informing the doctor’s decisions.
Furthermore, his reaction made her angry. She proclaimed:
He treated me like a stupid student! He simply told me I know nothing about tropical
disease. I just nodded, but I know my theory well. And with children you just have to be
extra careful.

The fact that westerners believe that impersonal authority prevails over personal authority
does not mean that they have no idea about the importance of hierarchy in the hospital.
This is illustrated by the example of a Belgian medical student who tried to use the notion
of hierarchy to his advantage, also because he felt obliged to make an intervention. A baby
was born premature and needed special care. Against the advice of the midwives and
gynecologist, the mother-in-law wanted to take the child home. Jacob, convinced that the
161
During the conversation with the Cameroonian nurses, Emilie discovered that the nurses knew that
organs would stop functioning properly under oxygen deficiency. The exchange left Emilie rather
puzzled, for she had no idea why the nurses were not putting their knowledge into practice. Although I
did not talk to the Cameroonian nurses about this incident, I do know that their decisions on using
oxygen are largely determined by the shortage of oxygen bottles: there is one bottle per ward.
162
From the Cameroonian doctor’s perspective, there is no point in knowing one hundred percent what
the correct diagnosis is if there is no money left over to treat the problem. Most patients who leave
Shisong Hospital without medication do not come back to collect it later. Doctors therefore adapt their
medical strategy for diagnosis and treatment according to what patients can afford.
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child would die at home, managed with some effort to convince the mother-in-law that the
child should stay. This is how he reflected on the incident in his blog:

And I believe this is only the case because doctors in Africa are still incredibly
paternalistic. Just like the old days: if a doctor or minister says so, it must be right.
Even though I’m still a brat, and would never get that level of respect in Belgium, I did
get it here. Okay, one life saved.

Jacob claims here that he made use of the fact that he was perceived by the baby’s motherin-law as a doctor; a misconception that worked in his favor, and he was seemingly well
aware of the hierarchy that allowed him to be listened to. This shows that even though
some westerners may not seem to be aware of the hierarchy in the hospital, others
certainly are.
In all of the above examples, the westerners involved did not ask the Cameroonian
workers why they did what they did. In the next example, the westerners involved did ask.
However, as they did not consider the Cameroonian workers’ answers plausible, they still
decided to intervene. The incident concerns two Dutch students who worked in the
hospital’s primary health clinic for two weeks, where they assisted in conducting check-ups
on pregnant women. The clinic routine was that women came in, took a number, waited to
be called for a consultation and finally received vitamins and malaria prophylaxis. The
Dutch girls felt that the routine did not make sense. They believed that by changing the
order of things, it would become more efficient and the women would not have to wait so
long. They also assumed that no one would be against them making the change. The
Cameroonian workers involved, however, did not appreciate their intervention at all. They
reacted by simply repeating their instructions more elaborately, after which the Dutch
students got annoyed. The following fragment is from an interview with the two of them:
Tess: They started to give a detailed explanation, like: ‘You have to put this here, and
that there.’ And that got me a little annoyed, and I told them: ‘We are not stupid.’
Charlie: Even though to us, the way we did it made sense. What they were doing did
not make sense all. But that’s how they’ve grown used to doing it. The method works
for them. But it really does not make sense. And we tried to explain it to them, like
‘Yeah, this is not very practical. Why do you do it like this?’ But they couldn’t explain to
us why they were doing it like that.

The Dutch girls expected the Cameroonian workers to come up with an explanation for
why they were carrying out the procedure in the way they did. Because these students did
not consider the Cameroonian workers’ answers plausible, they had no intention of
adapting and every intention of doing it differently. Due to the Dutch girls’ focus on
impersonal authority, they did not consider it relevant that they were students, outsiders,
and in the hospital for only a short period of time.
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Some westerners argue that they are driven by personal experience or preference to
work on a certain topic in Shisong Hospital. The next quote shows the personal experiences
of Jacob, the Belgian medical student mentioned above in the example of the premature
baby, relating to another incident: a ten year old boy who was not breathing who was
carried into the hospital by his father. Jacob wrote on his blog:
And what now? Resuscitation of course. Come on, cardiac massage! That’s when one
on the nurses started pushing down on the rib cage, not knowing how fast and how
deep and exactly where. Sigh. I gave a quick demonstration and then let the nurse take
over. In the meantime, I requested an Ambu bag (manual resuscitator). Eventually I
got a dusty prehistoric model with a baby mask on. Of course the boy’s face did not fit
in there at all. I had to clench my teeth to keep from getting angry. They found another
discarded mask for adults in a drawer. We managed to get some air into the lungs
despite the air leaks. […] Eventually we had to give up. We didn’t have a monitor, the
material was sub-standard and the quality of the CPR also left a lot to be desired. So
there you are. Completely powerless and dissatisfied. No sense of having done anything
useful. […] Just frustrated and angry inside. In the corridor you hear the wailing of the
mother and the family, which in southern culture is much more intense than where we
live.

Out of Jacob’s frustrating and tragic experience, thoughts started to bubble up of how he
could prevent this from happening in the future. He figured that the hospital needed proper
CPR materials and training. Since he would be in the hospital for two more months, he
decided to try to initiate both himself. With money raised through friends and family, he
bought and shipped resuscitators and a child-sized resuscitation doll. During the Thursday
morning class he gave a lecture on basic life support. He also trained a group of ward
representatives who would then be in charge of training their ward colleagues. Every ward
was given a resuscitator and a poster with guidelines. Whether considered his project and
approach to be effective is discussed in the next section.
The above examples of westerners’ interventions show how strongly westerners
believe they are right, and often believe that they know better than the Cameroonian
workers involved. This belief serves as the legitimatization for carrying out interventions
and thereby going against what many stated earlier about their intention to simply
observe, adapt and learn about the workings of the hospital.
Westerners’ thoughts on being effective
In many cases, westerners are unable to see whether their efforts have any effect, because
they do not stay long enough to witness it. How then do they perceive the effects of their
interventions? Many westerners seriously doubt whether their interventions are effective.
The reasons for this are varied. The Belgian medical student mentioned above who had
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successfully tried to convince a Cameroonian family to let their newborn stay at the
premature room started to doubt his actions when he gave it some extra thought. He wrote
on his blog:
But then I started thinking about the down side. Have I done the right thing? That
child has already been here for a week, but who says it won’t die tomorrow…? And
then everything will have been in vain. On top of which, the mother is at risk of being
cast out by her in-laws, now that’s she’s gone against her mother-in-law’s [initial]
advice [to take the child home]. I just hope that they won’t pack their bags tonight and
leave. Without the child. That’s also a possibility. So, mixed feelings. Maybe I should
have let events take their course and accept that this is Africa. Pfff. I’m not going to
worry about it. Just wait and hope for the best.

Although Jacob doubted himself in the situation described above, in another situation he
blamed the Cameroonian workers for not making his project to improve resuscitation skills
in the hospital a success. The project involved CPR training sessions that workers would
have to continue after he had returned to Belgium. When I emailed Jacob about his
opinions on the effectiveness of his project, he replied:

That training never became a success after I left. I secretly hope that my input brought
some added value after all. Unfortunately, despite all the preparation and the work
and the discussions over there, I was unable to guarantee the continuation of the
project. I was promised that it would be continued, but I knew when I left that there
was no chance of success unless somebody kept stimulating the hospital staff to invest
in this subject. There is a large degree of passivity regarding this area. The locals are
the ones who request assistance from the west and they want training courses. They
are grateful for that. But for them to actively continue working on projects without the
guiding hand of a westerner remains problematic.

When I asked the nurse superintendent about Jacob’s CPR project, he told me that every
year since Jacob’s stay he organized a Thursday morning class on basic life support and
advanced life support. The role of CPR ward representatives which Jacob had appointed to
several people did no longer exist. He also said that he had tried to get in contact with Jacob
by emailing the Belgian hospital where he worked, but he got a reply that Jacob had
changed jobs. According to one of the anesthetic nurses working in the general theater, the
idea was to make the project bigger. It had been his dream to learn more about
resuscitation and to upgrade the level of skill in Shisong Hospital. Together with Jacob, he
had worked on a plan to involve Belgian professors, and to get Cameroonian workers to
Belgium for training on ICU. He felt, however, that he had been given false hope. In an
interview he said:
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Jacob went and never responded to any of my emails any longer. He was very excited
when he was talking about it here. Ever since he went back he never said anything. You
see, they might come and make good promises when they are here, but when they go
back we never hear from them any longer.
Several Lumos workers I spoke with also questioned the usefulness of their short visits,
suggesting that it would perhaps be better if they stayed longer to work on their goals.
They questioned whether two weeks is enough time to initiate anything. One Lumos
worker said that although she hoped her work would be sustainable, she doubted whether
it really would be. I also came across some examples that show that even when westerners
know in advance that their interventions will not be effective, they still go ahead with them
anyway. The midwifery students who were instructed by their Belgian supervisor to
lecture the maternity ward staff on skin-to-skin care (see Chapter Five) offer one such
example. Their experiences in the hospital made them realize the importance of hierarchy,
revealing that they did gain an understanding of the importance of personal authority
among the Cameroonian workers.163 This is what the Belgian students told me during an
interview:

Lynn: I actually think it’s scandalous that we are given that assignment, because I
don’t think that we as students should be in a position where we have to tell the
midwives how things should be done. […]
Me: So actually you’re doing it mainly because you have to, not because you’re
thinking: ‘This works...’
Nora: This will change absolutely nothing. They are really too skeptical about it.
Lynn: Yes, but also as a student… if a doctor had to do it, then it would be different. But
we’re students. These are different roles. […] Brit also wants us to invite the Doctor
Augustin to attend that class, but we’re not even going to do that. If you want to see us
leave in tears, I think that would be the way to do it. He is going to have so many
comments. Not a good idea.

Because the assignment was part of their internship program, they felt they had no choice
but to carry it out; furthermore, they had no plans to tell their teacher about their
objections. The next batch of Belgian midwifery students was therefore given the same
instructions. But instead of presenting to the ward workers, they decided to lecture the
pregnant women who came to the outpatient clinic for checkups. Not only were they
convinced that a ward lecture was not going to change anything, they also understood why
the skin-to-skin method was not being used, namely because the delivery room was very
cold, perhaps too cold for skin-to-skin care.
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The perspective of these midwifery students was rather unique, as most westerners did not mention
the importance of hierarchy and personal authority among Cameroonian workers. These Belgian
students had worked in Shisong Hospital for more than two months when we discussed this.
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The Belgian nursing students who were instructed by their school to encourage the
use of honey ointment, in exchange for the receipt of grant money, blogged about their
efforts:

Our arrival did not go unnoticed there. We managed to achieve that it is now used for
8 of the 11 patients. This only goes to show that stubbornness does have its
advantages! One of the workers asked Ester: ‘Are you married to honey ointment?’ One
thing is for sure, they’ve got honey ointment coming out of their ears.

When I asked the students whether they believed their project would be useful, they said
that they did not think the workers would follow up on their instructions once they had
left. According to them, this had little to do with whether honey ointment is useful or not;
the main reason is that the doctors did not prescribe it. Nevertheless, they still considered
the project to be successful – for them – since it resulted in them receiving the grant.
This research shows – and I have not found other studies that reveal the same – that
the western institutions that send short-term westerners to non-western medical settings
are (partly) responsible for these westerners’ inappropriate behavior. I suggest that the
role of (various) western sending institutions in general, and their specific preparatory
courses, need to be further examined.164 This should be done not only by looking at what
their courses aim to achieve, but also by looking at what happens ‘on the ground’ and how
this relates to the western institutions themselves.
There was another case in which a westerner decided to intervene, despite the
likeliness of having no effect. A Belgian medical student, who visited the hospital for six
weeks, organized a meeting to improve resuscitation skills in the cardiac center after a
patient had died. Her initiative was not related to Jacob’s initiative which took place earlier
and she was unaware of. She knew that her plan was not going to be appreciated by the
workers, but she felt she had to do it. She decided to schedule the meeting on one of her last
days in the hospital, reasoning that if anyone got angry, she would at least not have to work
with them for long. Another reason, I propose, might have been that she would therefore
not have to know whether her intervention had been effective or not; given the likeliness of
making no positive change, would it not be nicer to stay oblivious? During an interview,
one westerner told me, “Oh well, at least we tried.” And as one Lumos worker, Andrea,
wrote on her blog:
We’ve just met a German physiotherapist who is here for six weeks, she’s brought us all
down to earth: ‘You are not going to change this place in 10 days.’ We emphatically
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Of the many western students in Shisong Hospital who had attended a preparatory course before
arriving in Cameroon, their opinions on the usefulness of the course varied greatly, from ‘very useful’ to
‘useless’. Some of these courses are designed specifically for students going to medical settings, while
others are designed for all students doing an internship abroad. Many of these courses seem aimed at
making sure that the western students survive their stay without getting culture shock.
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nodded in agreement, but thought to ourselves: ‘Maybe we can just a little, because
you won’t get anywhere without a little idealism, right?
These final three examples show that for at least some westerners, it is more about their
efforts than the actual outcome of their efforts. It also shows that their interventions are
not so much about the Cameroonian workers or Shisong Hospital itself, but rather about
themselves. This is also how many of the westerners’ friends and relatives seem to look at
it, as illustrated by their comments on Andrea’s blog:

It’s good to hear everything is going so well, I knew this was just right for you. You’re
having the time of your life, we can tell. Changing everything won’t be possible, but
with your enthusiasm you will definitely be able to change SOMETHING, it’s what you
go for. That’s the person we know. Keep it up, we enjoy your stories. How about adding
a picture or two?
Enjoy this exceptional situation!!!! And when that physiotherapist tells you ‘You’re not
going to change this in such a short period,’ your enthusiasm, your drive and your
knowledge will certainly be remembered. I look forward to your next story!!!!
It’s one big adventure over there by the sound of it. We’re all starting to become a little
jealous!
Even if you guys are only over there for a short period, know that it’s like they say in
the song ‘If you move just one rock in a river, you will have changed its current
forever.’ You will have done that.
It brings tears to my eyes!!!!
I love being able to follow your experiences. The nurses will learn a lot from you! A
small improvement can lead to big results. Hope your expectations will give you much
courage and satisfaction!

From the above quotes – both from the Lumos workers and their friends and relatives – it
seems that from an individual perspective, it is not so much about Lumos’ actual
achievements, but rather about the workers’ efforts. This might not be enough to initiate
lasting improvements, which is what Lumos claims to be aiming for, but it is enough to give
westerners the feeling that they at least tried to do something good. This finding is in line
with the arguments of De Camp (2007) and Simpson (2004), as described in Chapter One,
that good intentions prevail over the effect and that doing something is considered better
than doing nothing and is therefore good enough.
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An important point in this section is, first of all, that some westerners do know enough
about the Cameroonian workers’ hidden transcripts to know quite well that Cameroonian
workers do not always appreciate their interventions. Secondly, this does not keep them
from intervening. This is (partly) attributed to the power of the western institutions to
which they are affiliated, which are responsible for giving the westerners their instructions,
but also to the powerful belief in the impersonal authority of their superior medical
knowledge, which serves as a legitimation for their interventions.
CONCLUSION
This chapter has shown that the workers’ interactions in Shisong Hospital are often
characterized by friction, confusion and frustration. This can be explained by the fact that
both Cameroonian workers and westerners engage in various vague and ambiguous
practices where they express their hidden transcripts. These practices include gossiping,
excluding and ignoring people, and giving looks. The result is that Cameroonian workers
know quite well that westerners have a low appreciation of the local medical practice, do
not really want to adapt, and consider their own medical knowledge to be superior. The
westerners in turn know that their presence and behavior is not appreciated by the
Cameroonian workers as much as they hope for and perhaps even expect. Both groups’
expressions of their hidden transcripts are implicit enough for them to be able to publically
deny or mitigate them if needed. However, they are not disguised enough for others not to
know about them to some extent.
This chapter has also shown that both Cameroonian workers and westerners
engage in practices of differentiation while interacting. The ways in which they do this is
ambiguous: they seem both to emphasize sameness in some situations, and otherness in
others. For instance, when Dutch students try to fight against their higher registration fee,
they use the argument of being all the same, but when confronted with ‘wrong’ methods,
they fall back on their otherness. Despite their public transcripts of equality, westerners
distance themselves from the Cameroonian workers and claim to have superior medical
knowledge in order to legitimize their interventions. The section above further shows that
westerners have little faith in the effectiveness of their interventions. Some even decide to
carry out certain interventions knowing full well that the Cameroonian workers will not
appreciate it. Many westerners do, nevertheless, return home with a feeling of satisfaction.
This seems to be more related to their attempt and intention to do something good than to
the effectiveness of their interventions.
This chapter furthermore showed that the intercultural competency that westerners
are assumed to gain from their international experiences should be seriously questioned.
Instead, and in line with scholars mentioned in Chapter One (McLennan, 2014; Raymond
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and Hall, 2008; Simpson, 2004, 2005; Sin, 2009), I argue that the short-term work of
westerners “may have the opposite of its desired effect and actually reinforce stereotypes”
(Guttentag, 2009, p. 546). This can influence how western people experience and interpret
their interactions with these ‘others’, and therefore, as argued by Sin (2009), affect the
building of relationships between Cameroonian workers and visiting westerners. Negative
experiences also confirm and strengthen this biased way of thinking.
Finally, Cameroonian workers seem to grant westerners various privileges, though I
was unable to definitively uncover why this is exactly. Cameroonian students are
frustrated by these privileging practices; they argue that all workers should be treated
equally. They blame westerners for not valuing ‘African health settings’ as equal to western
health settings. They also argue that the role of the matron and Cameroonian workers in
general in allowing westerners privileges and allowing them to make inappropriate
interventions is related to two key factors: an ‘inferiority complex’ that dates back to the
colonial period, and the wish to receive donations. The latter is discussed in the next
chapter.

173

Ambiguous donation practices

Chapter 7
Ambiguous donation practices
In this chapter, the inequality between westerners and Cameroonian workers becomes
most apparent. Westerners’ donations and the perceived role of these donations provide us
with insight into the hidden transcripts of both westerners and Cameroonian workers. The
ambiguous behavior of both groups with regard to western donations shows the
complexity of their relationships. It also shows the differences between Cameroonian
workers in terms of their positions of power within the hospital’s political structure, as
well as in terms of their personal situations.
Before I go any further in my examination of westerners’ donation practices in
Shisong Hospital, I want to point out that although westerners are under the impression
that they are the only ones giving gifts or donations in the hospital, the Cameroonian
workers give too,165 though their ways of giving differ. As described in Chapter One,
westerners give what they want, when they want and to whom they want, because they
have no fixed obligations within the hospital structure. The local Cameroonian workers’
behavior with regard to giving is, on the other hand, choreographed by elaborate rules of
exchange and social obligations. The wealthier a local Cameroonian person is, the more
they are expected to give. Moreover, they give only to those with whom they have or want
to solidify social ties (Maynard, 2004). In Shisong Hospital, some of the Cameroonian
workers also give to the poorest and most desperate patients, irrespective of their social
ties. This might concern small items such as food, soap and even small sums of money. This
is done both by workers who are relatively well-off, as well as by those who argue that
their salary is insufficient. The reason for giving in such instances is that they do not like to
see people go hungry in their wards, and they want to make these poorest patients a little
more comfortable. When gifts are given, this is most often done in private with as few
others as possible around. This is why westerners are often unaware of the fact that it goes
on, though it is commonly known among Cameroonian workers.

165
I do not distinguish between gifts and donations because Cameroonian workers use these words
interchangeably. For example, when I asked a Cameroonian nurse about donations, the first thing he
mentioned was that he was given a packet of biscuits. I consider western donations, or gifts, to be all
material and financial contributions made by westerners to people in Shisong Hospital.
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WESTERNERS’ PERCEPTIONS OF GIVING
Almost all westerners are involved in the giving of various kinds of financial and material
donations. A common gesture is to give money to the hospital administration. Another is to
pay the hospital bills of patients who have recovered but are unable to pay, and who are
thus forced to stay on the ward. By paying their bills, these patients can be discharged.
Most westerners give personal gifts to Cameroonian workers as a sign of appreciation for
having worked together. Popular gift items that westerners bring from home include
secondhand clothes and shoes. Other common gift items are things that westerners use
during their stay at Shisong Hospital, such as kitchen towels, matches and can openers.
They often pack these items at home, knowing that they will leave them behind. In some
cases, additional items are bought locally to give to Cameroonian workers, such as school
bags (for their children) and pens. Occasionally a westerner might also decide to make a
personal donation to one of the Cameroonian workers, for instance by paying for their
further health education or for their children’s school fees. This, however, is not planned
beforehand; these personal donations, just as the payment of patients’ bills, are decided
upon after the westerners have spent time with workers and patients.

The satisfaction of giving
In general, westerners greatly enjoy giving. When I asked them about their experiences,
they often mentioned the enthusiastic ways in which Cameroonians express their
gratitude: “You should have seen their faces!” Watching Cameroonian nurses clap and
dance with their new gifts is greatly enjoyed by westerners, who sometimes take photos
and videos of these happenings. One of the western nursing students wrote about her gift
giving on her blog as doing “Santa Claus rounds.” She also told me that it gave her
goosebumps to see children shouting and jumping after being given something small such
as chalk. This shows that the satisfaction of giving is related to the way in which the
Cameroonian workers show their appreciation for their gifts. This is in line with what US
sociology professor Madsen Camacho (2004) felt when she, as a little girl from a poor
family, received and unwrapped her Christmas gift in a community hall, surrounded by
donors: “I was the object of their gaze. My reaction was the reward for their charity” (p.
31).
The happiness and gratitude expressed by the Cameroonians is most inspiring when
it concerns small gifts. The shared idea among many westerners that Cameroonians are
happy with little makes them reflect upon their own way of life and their ‘endless material
needs’. A Belgian student stated that the Cameroonians’ happiness over a T-shirt made her
feel silly for having so many clothes back home that she often did not know what to wear.
Another Belgian student handed out gifts at a school nearby Shisong Hospital, together
with two other Belgian students. This is what she wrote on her blog:
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The children got all crazy when they received their rulers, pens, pencils and notebooks.
[…] It was so nice to hear their enthusiastic screams! Remarkable was that when we
handed out the rulers, not a single child complained about the color of the ruler. At
first, we tried to make sure that we did not give a red ruler to a boy. However, we soon
discovered that they looked at us strangely when we fussed about it. They are just
enormously thankful, which made us feel embarrassed about our own childhoods in
which we always whined for more toys. Africa makes you come to your senses!
The same three Belgian students requested in a blog post that their friends and relatives
send money:

Every penny is more than welcome here. The beauty of it is that everybody around here
has a smile on their face, even when they have absolutely nothing… So even small
amounts will make them very, very happy.

These two examples show that a contrast between ‘us’ and ‘them’ is emphasized by the
westerners involved, in which the ‘us’ refers to those who are rich and spoiled, and the
‘them’ are those who are poor but happy. There is, however, something ambivalent in this
way of looking at things. As described in the previous chapter, when Cameroonian workers
ask western students for donations by insinuating that they are rich enough to share, the
western students try to fight this image. They feel that Cameroonians overestimate the
material differences between Cameroonians and westerners in general, and argue that
they, as students, are not as rich as the Cameroonians believe them to be. It is therefore
interesting that the same westerners engage in such processes of othering, as illustrated
through the above two quotes, that they object to when engaged in by the Cameroonian
workers. The difference is that Cameroonian workers seem to use the contrast between ‘us
poor’ and ‘you rich’ in order to legitimize their requests for donations, whereas westerners
seem to use the ‘us rich’ and ‘you poor’ distinction in different situations to feel inspired,
thankful and needed.
Simpson (2004) argues that the effect of the westerners’ poor-but-happy rhetoric is
that westerners pose few questions about the nature of, or reasons for, poverty. They
simply confirm what they already (thought they) knew about Africans, and even exaggerate
here and there, such as in the quote above about people having “absolutely nothing.”
Simpson (2004) argues that this poor-but-happy rhetoric “allows material inequality to be
excused, and even justified, on the basis that ‘it doesn’t bother them’” (p. 688). This way of
reasoning might also allow short-term westerners to return home and tell their friends that
they have seen or experienced poverty without it being too painful. The poor-but-happy
rhetoric might also contribute to the fact that short-term westerners in Shisong Hospital do
not find it strange to be accommodated in relatively luxurious units with running water
and continuous electricity from the hospital’s generator, while those around the hospital –
many of whom the westerners claim to wish to live like – live in impoverished

177

Chapter 7

circumstances, since ‘they’ do not in fact mind living like this.
Another effect of the westerners’ processes of othering Cameroonians as poor is that
some westerners give away items that they themselves no longer want or need. Some
Belgian students decided to give away their food leftovers, which felt better than throwing
them away:
We had made tasty spaghetti […]. A lot was left of it and we did not want to throw it
away. Apparently, our fellow students in another hospital gave their leftovers to the
midwives. We decided to do the same. The midwives were happy and thought it was
super tasty. We were happy about that.

We bought a loaf of bread that is not so tasty. We did not want to throw it away, so we
decided to take it to the ward and give it to the midwives.
A Dutch nursing student also gave her old suitcase to one of the Cameroonian workers.
During a short conversation with her, she told me that had she initially doubted whether
she would give it away, because it was “still a nice suitcase.”
The westerners’ processes of othering the Cameroonians as poor and themselves as
rich shows, again, how the short-term involvement of westerners in Shisong Hospital leads
to the reinforcement of cultural stereotypes (see Chapters One and Six). This in turn leads
to a western construction of ‘need’ (Cole, 2012; Simpson, 2004) and also of westerners as
being altruistic, caring and generous to meet the Africans’ needs (both constructions are
elaborated upon below). I argue that based on these constructions of Cameroonians ‘in
need’ and westerners as ‘meeting these needs’, westerners move away from the public
transcript of equality and emphasize the inequality.
The downsides of giving
Many westerners discover a downside to the giving of donations, namely that their
donations are considered, at least by some Cameroonian workers, as more important than
their medical contribution. As much as they enjoy the Cameroonians’ expressions of
gratitude for their donations, they do not want their presence to be about donations. Being
remembered for their donations, instead of for their medical contribution, is a horrible
thought for many westerners. It was the reason for a German high school graduate not to
give major gifts (such as paying patients’ hospital bills), and she criticized other western
students for doing so, arguing that the value of the gifts was “disproportionately high.”
Because she did nevertheless want to show her appreciation for having worked with the
staff in the children’s ward, she decided to hand out small gifts: pens. She reasoned that
such small gifts would have the desired effect of showing her appreciation, without the
undesired effect that she would be solely associated with and remembered for the gifts.
After she had handed out the pens, however, she doubted whether it had been a good idea
to give something at all. During an interview with me, she said:
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They will remember me as a very hard working student. But also as the girl who
brought pens and balloons. I know they will never forget about them.
Another German high school graduate planned to sponsor a child in the hospital’s
orphanage. In order not to be confronted with the Cameroonian workers’ perceptions of
her as a money-giving person, however, she decided to delay her plan until she had left the
hospital. During an interview, she said:
I will make a gift for Christmas. A bigger gift [containing children’s books, finger
puppets, paper napkins and milk powder]. Not to spend and spend because I am a
white person, but to give them something nice for Christmas. It is difficult not to give,
because I see the needs of the orphanage, and I see there is not a lot of money. And I
think after I leave I will also be connected to the orphanage, maybe by sponsoring a
child… Then it is no problem for me to spend money every month. If I would start now,
I am scared they will only see me for the money; that I gave the money, not the help
[my emphasis].

The way in which westerners privately talked to me about the role of their donations
shows, once again, that despite their explicitly mentioned intention of being in Shisong
Hospital to learn, their presence, at least for some, is much more about ‘helping’ and
making a medical contribution.
According to some of the collaborating western institutions to which the westerners
in Shisong Hospital are affiliated, a downside of giving is that it can lead to the creation of
dependency. This is why some westerners are instructed to give ‘responsibly’. One student
even had to sign an agreement about not giving personal donations. The western students’
approach to this was ambiguous. Some complained about the donating behavior of the
westerners who had come before them, because of the expectations it led to among
Cameroonians (this is elaborated upon later in this chapter). Western students were
therefore aware of the possibility that westerners’ donating behavior could contribute to
Cameroonians’ expectations of receiving donations. This did not, however, stop them from
making donations themselves. Even the student who had signed the agreement ended up
making a donation: she gave 300 dollars towards the school fees of a girl whose mother
was hospitalized. In her decision to do so, she downplayed both the relevance of the
agreement, as well as the possibility of creating or further reinforcing existing expectations.
Apart from the downsides on giving, this section showed that the westerners’ urge
to give is strong enough to give despite the downsides. This shows that the act of giving
might mean a lot more to westerners than they say it does.
Westerners’ considerations of whom to give to
How do westerners decide whom to give to? Their considerations on this topic vary widely.
Westerners’ material hospital donations often go to the wards where they work. If they
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have to choose, they often choose the ward in which they enjoyed their work the most.
With regard to personal gifts, many westerners start to think about whom they will give
their donations to right from the start of their hospital stay. Most prefer to donate to a
person they know and like, and therefore a connection is often vital regarding their choice
in giving. Nevertheless, in some cases, westerners’ decisions regarding to whom to give
their donations are quite random. They give toys to children on the street for fun, and when
their donations are not all given out by the time they are due to leave the hospital, they may
give away donations randomly in order to quickly empty their suitcases so that they can fill
them up again with souvenirs.
Some westerners think that the matron should receive a financial donation as a sign
of their appreciation for her hospitality. Another reason for westerners to make a financial
donation to the matron is because they argue that she knows best about which of the
hospital’s challenges are most pressing and need to be addressed first. Other westerners,
however, think of the matron as the last person to whom they would offer a donation. Quite
a few westerners stated that they did not fully trust the matron and the sisters in general
with running the hospital. One western student argued that the sisters looked so well-fed
that she was afraid that her money would be spent on the sisters’ food instead of on
hospital improvements. Another commonly used argument for not donating to the matron
is that some westerners feel that they have already donated to her by paying for their
hospital accommodation.
A reason westerners give for not offering financial contributions to the
Cameroonian workers is because they already have a salary. Having a salary is considered
by westerners to imply that one has a sufficient amount of money to provide for a family.
Most westerners do not know that significant sums of money are withdrawn from some of
the Cameroonian workers’ salaries each month to pay back their nursing education fees or
hospital bills from their own hospitalizations. For instance, I interviewed a Cameroonian
nursing assistant when she was pregnant. She was not going to be able to finish paying
back the hospital bill from her previous delivery before the upcoming delivery. As her
husband had no stable income, she worried about ending up with hardly any salary by the
time the baby arrived.
A reason for not giving to patients is because westerners say that they will
otherwise not know where to stop: the line of needy patients seems endless. Westerners
who end up paying a patient’s hospital bill often do so after they have gotten to know and
often taken care of this patient. This patient is not necessarily one of the poorest in the
hospital, or the one who has spent the most time there. The decision to support the patient
is rather based on the connection between the westerner and the patient. For instance,
three young Belgian midwifery students felt heartbroken by the stories of two
Cameroonian teenagers who had just delivered babies. Their stories – involving ignorant
fathers, poor families and birth complications resulting in a baby’s death – are sadly far
from unique, but the students felt close to the young women as they had assisted them in
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delivering their babies and had spent time with them for a few weeks in the hospital. This is
why they asked their friends and relatives for financial support to be able to pay for their
hospital bills. The students needed approximately 400 Euros to fully cover the costs of the
two young women’s hospital bills, but they actually raised five times this amount, ending
up with 2,000 Euros to spend. They mostly spent the ‘excess’ on things that they thought
were needed. How this ‘need’ was constructed (Cole, 2012; Simpson, 2004) is illustrated by
a quote from one of the Belgian students’ blogs after their visit to the hospital orphanage to
see whether and how their money could be of use there:
They survive purely on donations around here, which is terrible. We were curious
about the children and continued our exploration of the house. A moving scene
awaited us! A cute set of triplets, energetic six-year-old twins, two babies and some
toddlers, were busily walking about. Sadly, the triplets were confined to a cot, and
eagerly put their little arms through the bars to grab at our pale skin! So cute to see!
However, when you take a look around, you notice how little they have there. Not a toy
in sight, and the children look a little pitiful in their secondhand clothes. And they live
in small rooms in a kind of large outbuilding with wooden partitions to divide it all up.
This orphanage surely can use all the available support, and we will definitely spend a
substantial part of your donations on them. Tomorrow we will take pictures, so you
can also enjoy these little children, with their indestructible smiles and their happy
eyes despite the situation they’re in…

As promised, the Belgian students did end up spending a substantial proportion of their
‘donation budget’ on the hospital orphans.
This section has shown the ambiguity in westerners’ perceptions of their giving
practices. In the context of the materialistic societies which they come from, westerners
find it inspiring to see Cameroonian workers enjoy their gifts, especially the ‘little things’.
Giving and being able to give makes them feel good. This feeling is not so much related to
the effect of their donations in terms of their actual usefulness, but much more to their
expectations of their usefulness, and, most of all, to the Cameroonian workers’ expressions
of gratitude for them: the more exuberant, the better. This contributes to the westerners’
feeling of ‘being needed’ or ‘having something to offer’ in Shisong Hospital. This is
considered by many westerners as a nice feeling, in line with what is described in Chapter
One about the westerners’ strong desire to help (Berry, 2014; Cole, 2012; Simpson, 2004).
It is, however, only considered a nice feeling as long as it does not result in the sensation
that they are only appreciated for their gifts or donations. The westerners in Shisong
Hospital want the Cameroonian workers to appreciate their gifts, but to appreciate their
work more.
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CAMEROONIAN WORKERS’ PERCEPTIONS OF WESTERNERS’ DONATIONS
Cameroonian workers seem to always gratefully accept westerners’ donations. It is for this
reason that westerners feel good about giving. Does this mean that all donations are
appreciated and used, as the westerners assume? It turns out that this is not always the
case.
The use of hospital donations
The Cameroonian workers’ quotes in this paragraph are from one-to-one interviews with
Cameroonians whom I got along with quite well, and were carried out after more than a
year of fieldwork. First of all, I discovered that not all donations are considered useable:

One of the anesthetic machines is not working well since it came from Belgium. So we
are not able to work on that machine. I was told that not all parts of the machine had
been brought over. That is a problem. They need to make sure that those machines are
in good working condition. We have actually had some equipment that was not good.
And then, some of the equipment arrives when it is already expired. Some can still be
used, like needles and very very few drugs. But some are out of use.
Some items are not useful… even broken. In [shipping] containers, the things we get…
we go to Douala to pay customs clearance, but in some cases it really is not worth it.

According to the Cameroonian nurse in charge of the operating theater, there are two
explanations for the fact that westerners’ broken or expired donations are still handed out
at Shisong Hospital. The first is that westerners do not know that the things are broken or
expired, while the second is that westerners assume that these things might still be useful
in some way. When I asked the charge nurse whether broken or expired donations can
indeed still be useful, he said that in most cases they are not. He added that they never
share this with the westerners; they only share it amongst the Cameroonian workers
involved – in what I would call their hidden transcripts.
Donations are, furthermore, not always used in the way that westerners expect. For
instance, some westerners donate medicines to patients to cut the costs of their hospital
bills. In some cases, however, the hospital still charges the patients for these medicines, and
therefore it is the hospital, not the patient, who benefits from the donations. Once again this
is not shared with the westerners, thus they often remain unaware of the true beneficiaries
of their donations. Another example is of a Belgian midwifery student who had raised
money in Belgium by selling cakes. She used the money to buy umbilical cord clamps for
the maternity ward staff to use, because “they are very easy and practical to use.” She was
politely thanked for the clamps, but discovered later that they were not being used, though
she never asked why. When I asked the charge nurse, madam Helen, about it, in private, she
gave me two answers:
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Me: What do you think of that donation?
Madam Helen: Oh, great!
Me: Are they being used?
Madam Helen: Oh, yes.
Me: Oh…?
Madam Helen: Well… we are really fond of our traditional method with the elastic
bands. But the inspection from Yaoundé wants us to use these clamps, so when they
come, we use the clamps! Furthermore, once a clamp is attached, you cannot take it off
again. So you need to be really experienced to do that, it’s a risk for some of the staff.
Therefore, we prefer the other method.
The ward charge’s second answer shows that her first answer is true, but incomplete: the
clamps are in fact used, but not on a daily basis, as they were intended. The ward charge
did not consider it safe to let all workers use the clamps, though she had not bothered to
tell this to the Belgian student.
In some cases, donations are not used at all, and again this is not shared with
westerners. A German high school graduate had planned to donate stuffed animals to the
hospital’s orphanage, though she told me that she had changed her mind after she saw
previously donated stuffed animals lying discarded in the mud. When I asked the sister in
charge of the orphanage about the value of gifts such as stuffed animals, she told me that
they were in much greater need of expensive food products such as milk powder for the
babies and cooking oil:

What I do sometimes when visitors donate toys, I take the toys to the market to sell. I
use that money to buy the products we need most. There was a day when they
[westerners] brought us a very nice toy. I sold it, and was able to buy milk powder for
60,000 francs!

Donations that are used as expected are those that are actually needed by the workers. The
most popular material hospital donations among Cameroonian workers are alcohol gel and
gloves. This is related to their frustration with the matron for not providing them with a
sufficient supply of gloves, which many consider a necessity to safely carry out their jobs.
Donated gloves are therefore not only considered a nice extra to add to the supply, but a
welcome essential. The situation is similar regarding alcohol gel, which is not provided by
the hospital at all. Most Cameroonian workers believe that alcohol gel is, just as gloves, an
essential product for them to safely carry out their work.
I was unable to discover why Cameroonian workers refrain from telling westerners
that not all of their donations are useful and appreciated. It might simply be that they
cannot be bothered to do so, as with the ward charge regarding the umbilical cord clamps.
It might also be related to the cultural norm in Cameroon of gratefully accepting gifts. In
line with the wider framework of ‘silence’ prevalent in Shisong Hospital, based on the
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hospital’s internal politics and hierarchies, Cameroonian workers might not say anything
because they do not want to risk spoiling the relationship they have, either with the matron
or with the westerners themselves. It is likely that the importance of having a good
relationship with westerners is related to several hidden interests. As elaborated upon in
Chapter One, Sin (2010) argues that it is likely that in order for locals to keep attracting
westerners to their setting, they must appear ‘needy’ and therefore have to ‘perform’ their
identity as expected of them by westerners.
Sin does not elaborate on this performance and how it is linked to westerners’
expectations. I argue that this performance is played according to two important rules. The
first is that the locals’ ‘needy appearance’ applies only to western donations that
westerners want to give. In Shisong Hospital, the Cameroonian workers’ need for gloves
and umbilical cord clamps is more appreciated by many westerners than their need for
money or laptops. In this light, it might work in the Cameroonian workers’ favor to refrain
from telling them that umbilical cord clamps are not used in this setting on a daily basis. It
might also work in their favor to hide certain needs or interests that might not be
appreciated by westerners. The second rule is that this needy appearance should be subtle
and implicit, rather than explicit and obvious. Especially with regard to personal donations
to Cameroonian workers, westerners want them to be needed, as this confirms and
legitimizes their presence in the setting. However, they also want the Cameroonian
recipients to consider the importance of their personal donations as secondary to their
other contributions, such as hospital donations or their medical contribution. The next
section elaborates on various Cameroonian workers’ perceptions of the value of receiving
personal donations.

The role of personal donations
The extent to which Cameroonian workers appreciate westerners’ personal donations
depends on Cameroonian workers’ position in the power structure in Shisong Hospital,
which – as said before – westerners generally have quite little understanding of. Workers
who are in a terrible financial situation and feel they have no prospect or hope of
improving their situation are particularly sensitive to the possibility of receiving western
donations. They consider them to be a lot more than ‘nice little extras’. They are happy with
small items, but also perceive the westerners’ potential generosity as a chance for them to
improve their own and their families’ lives. This is illustrated by the next two stories.

Mister Floribert’s success story
Mister Floribert is the eldest boy in a family of eight children. Both his parents died when
he was fourteen years old. In order to be able to support his brothers and sisters in the long
run, he went to secondary school, which he paid for by doing many small jobs. Afterwards,
the matron of Shisong Hospital employed him as an auxiliary nurse. She also offered him a
loan to do a one-year nursing assistance course. After that, he worked as a nursing assistant
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for seven years, and supported his brothers and sisters who were unable to go to
secondary school. After seven years, he was offered the chance to get his full nursing
degree, which was paid for by an anonymous sponsor. He could hardly believe it. After a
few years of working as a nurse and then as a ward charge, he was told that his years of
education had been paid for by a US couple through the Rotary Club. This couple had
worked in Shisong Hospital for a few years, and Mister Floribert considers them his
parents, and says that he can never be thankful enough. His nursing scholarship turned out
to be the kick start for his career as a nurse anesthetist. He was able to study for this in
Nigeria and gain work experience in The Netherlands due to the financial support of Dutch
nurses. Additional courses in anesthesia were sponsored by French and German NGOs.
Mister Floribert’s story is quite unique. I know of no other Cameroonian workers
who benefited from western financial support in quite the way that Mister Floribert did.166
He is currently financially supporting his brothers and sisters, their children, and his own
family. In an interview, he said:
My success story in life is based on people’s generosity. I equally and strong heartily
pray that I should develop the same mind and spirit of working for the needy, the
helpless ones, orphans, and other underprivileged, and help these people to have a
better life.

In 2007, Mister Floribert founded a local charity organization focusing on income
generating activities to support local underprivileged children and adults. He has recently
built a farm and a café on one of Kumbo’s highest hills. He often invites westerners who
work in Shisong Hospital to his café. As he leads them on a hike to get there, he explains all
about the NGO and often receives their financial contributions to further develop his
charity work.

Madam Mary’s story of hope
Nursing assistant Madam Mary is one of those workers at the lowest level in the hospital’s
political structure. When she was first employed, her hope was to get into nursing
education in order to be able to receive a higher income one day. It would be impossible for
her to attend nursing school, however, without financial assistance. In order to pay back
the costs of her two hospital deliveries, money is withdrawn from her monthly salary,
leaving her with barely enough to feed her husband, her three children and herself. She told
me that her family did not even have enough blankets to sleep under.
166

The US couple who paid for Mister Floribert’s nursing education also granted nursing scholarships to
two other Cameroonian workers. One of the two is currently working in the theater (of which Mister
Floribert is the ward charge), while the other Cameroonian worker died.
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Instead of maintaining hopes for her own future, she has now put all her faith in her
eldest son. Her dream is for him to get into a good school in order to increase his chances of
getting a good job afterwards. To make this dream come true, she needs money, which is
why she desperately calls upon westerners to help her. She knows that it is a lot to ask, but
she considers it likely that a westerner could decide to help her. She asks westerners when
alone with them, and tries to prevent other Cameroonian workers from overhearing by
speaking softly and constantly looking over her shoulder. During an interview at her house,
she told me that ‘begging’ is not appreciated by the other Cameroonian workers. She
argued, however, that she felt she had to keep trying, for she had run out of other options.
During the time of my fieldwork, Madam Mary did not get lucky with regard to her
son’s school fees. An extraordinary gift that she did receive was a digital camera. This was
granted to her by the Belgian midwifery students mentioned above who raised 2,000 Euros
from among their friends and relatives. They had noticed that Madam Mary would take
photos of the newborn babies with a hired camera to sell to the mothers as a way of
receiving a little extra money. The Belgian girls thought it would be nice for her to have her
own camera. She was the only individual who received such a relatively large gift, and
Madam Mary once told me that “people are jealous.”167
Donations and building relationships
As described in the previous chapter, Cameroonian students argue that some of the
Cameroonian workers try to build relationships with westerners in order to increase their
chances of receiving donations. Although they detest such behavior when it leads to
privileges for the westerners and disadvantages for them, they do understand it, and they
do not see the harm in building relationships with people who are better off in order to
share in their wealth. During an FGD, one of the Cameroonian students said:

People from the other side… they can easily give. […] And we can benefit from it one
way or another. We know that, for example, student whites, when they are going back,
they maybe leave this, leave that, leave that. Therefore, when they are coming, why not
create a good relationship with them and let them feel free, and the relationship will
grow… and when they are going back, they can give to me.

So while some Cameroonian workers and students might directly ask westerners for
donations, others deliberately refrain from doing so with the same purpose of ultimately
receiving a donation. The Cameroonian student’s quote above shows that instead of asking
for donations, he tried to “create a good relationship” with westerners, which could
possibly lead to receiving a gift.
167

Unfortunately, I was unable to find out how the other Cameroonian workers thought about Madam
Mary receiving the camera, and how it influenced their behavior towards her. I also do not know
whether she felt free to sell the camera, but during the time of my fieldwork she did not.
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A very different perception of the effect of donations on people’s relationships was
mentioned in a one-to-one interview with one of the Cameroonian doctors. He argued that
the practice of receiving westerners’ donations and gifts emphasizes and perpetuates a
relationship of inequality: it allows westerners to feel superior and Cameroonians inferior.
He argued that Cameroonian workers have the responsibility to make westerners see that
they are equal:
Some of them [the westerners] come, and the way they talk… ‘These people, they are
all beggars, and this and that.’ I have always been warning my nurses: ‘When these
white doctors come, greet them, interact with them like normal people. But don’t tell
them your family problems, that you need this or need that. That is when they start to
look upon you low. Don’t beg. Some of them [whites] leave [their countries] now with
all sorts of things to come and give. […] It’s left to us to tell them we are all human
beings, with the same brain, the same soul… it’s just the color. […] Don’t feel inferior
because you are black. You should be proud of that color!

This doctor also told me that he is embarrassed when westerners give away items that they
no longer need or want for themselves, expecting that Cameroonians will be happy to
receive them. He explained that when he was in the United States, he was asked just before
his return to carry a box of clothing meant for a specific Cameroonian family. When the
family opened it, he was shocked to discover that some of the garments were stained with
feces. He felt embarrassed for having carried the clothing all the way from the US, though
he did not bother to tell the givers about his thoughts. He argued, however, that if
westerners truly considered Cameroonians to be their equals, they would not give away
things in the way some do.
It should be noted that this doctor was the only Cameroonian worker who spoke to
me about westerners’ feelings of superiority and inappropriate donation practices. Unique
about his position was that he was no longer working in Shisong Hospital. This
‘independence’ from the hospital might have been the reason why he talked so freely.
Financially he was also in a comfortable position, which is why he did not have to beg. The
reality, however, is that there are many Cameroonians working in Shisong Hospital who
happily accept the offer of a loaf of bread. Even if they might agree with the Cameroonian
doctor that it only contributes to westerners’ feelings of superiority, they might not
consider it important enough to fight against it.
Various scholars have written about the connection between westerners’ notions of
superiority and their donation practices, but in different ways. One approach is to view
westerners’ donation practices as contributing to their feelings of superiority. Steinback
(1951 as cited in Smillie, 1995) says that “giving builds up the ego of the giver, makes him
superior and higher and larger than the receiver” (p. 29). He also says that giving is nearly
always a selfish pleasure. Other scholars state that it also works the other way around; that
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not allowed to influence the westerners. Unfortunately, I did not manage to talk about this
with the matron herself (only with some of the Cameroonian workers), so I do not know
the reason behind the implementation of this rule. Its effect, however, is that Cameroonian
workers ask westerners for personal donations out of the matron’s sight, and out of sight of
those who might inform the matron. This explains why Madam Mary spoke in a whisper
when she asked westerners for financial assistance. Keeping the matron in the dark meant
the difference between being allowed to keep the donations or having to hand them over.
Cameroonian workers do not always succeed in escaping the matron’s eye when
receiving westerners’ donations. Nurse Mister Edwin told me that a British doctor he had
befriended had decided to pay for his nursing assistance training. When the doctor had left,
however, the matron had ordered him to pay for the training himself, arguing that the
money should go to the poorest of the poor. The money was thus deducted from his
monthly salary for years.
Although most westerners are unaware of it, their donation practices have an
influence on the hospital’s political structure and how workers behave within it. The
matron tries to keep control over who is given what, and because of this the Cameroonian
workers try to hide what they get, thus loosening the matron’s grip.
CONCLUSION
This chapter has shown the ambiguity in the views and behaviors of both Cameroonian
workers and westerners with regard to western donations. Westerners appreciate giving,
and almost all are involved in various donation practices. During these donation practices,
westerners move away from the public transcript of equality and emphasize inequality in a
dichotomized way, with the Cameroonian workers considered as poor and themselves as
rich. This process of othering contributes to the idea or construction among westerners of
being needed and of having something to offer ‘the poor’. They see this idea confirmed in
the Cameroonians’ expressions of gratitude for western donations. These often exuberant
expressions are highly enjoyed, and perhaps for some westerners are even a reason to give.
However, as much as westerners like to return home with the feeling that their donations
have been appreciated, more important to them is to return home with the idea that their
medical work was appreciated by the Cameroonian workers. Because of this, there is a fine
line between westerners’ expectations to receive credit for their donations, and receiving
too much credit in relation to their medical work.
Cameroonian workers appreciate the receipt of western donations. In the context of
a structural lack of resources, both within the hospital context and to varying extents in
their personal lives, some engage in processes of othering similar to those of the
westerners, by emphasizing the inequality in terms of the material and financial situation
of westerners and Cameroonians. However, while not all western donations are
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interjected: “No no, that is the wrong one!” Rachel looked confused and started to walk
away, as the woman raised her arms to express disappointment. Madam Grace pointed to
another woman. Rachel, who was obviously very uncomfortable, gave the set of clothes to
the third woman. After the ceremony of giving away the baby clothes, madam Grace was
happy and cheerful, while Rachel looked confused. When she asked why that one woman
did not receive anything, Madam Grace replied, “She is a business lady. She can take care of
herself.” Rachel nodded, but she was still thrown. It seemed as if she did not know whether
it had been a good thing that she had left the choice regarding whom to give to up to
Madam Grace. Apparently, she had expected to make everybody happy, and not to be
confronted with disappointment.
Another, more direct, way of influencing westerners’ donation practices is by asking
for donations. Most Cameroonian workers did not share with me the fact that they ask
westerners directly for donations. Especially during interviews, most Cameroonian
workers told me that it is inappropriate to ask for gifts, and that they never do this. It was
only later that I found out that the matron did not allow workers to ask westerners for
personal donations, which explained their answers. The role of the matron regarding
donations is discussed in the next section. The westerners, however, said that Cameroonian
workers did request all sorts of things from them, either for themselves or for somebody
else, or for the ward they worked in. These requests, especially the direct requests for
particular items or money, are not at all appreciated by westerners. As much as the
westerners enjoy giving donations, they detest people asking for them, as it makes them
feel uncomfortable and taken advantage of. Some of them also said that it is simply
annoying. This is illustrated by the next interview quote from a Belgian student:
Madam Mary really is the only one ever to ask for money. Like, all the time: ‘I have no
money, I want money.’ What she’s actually saying is: ‘I want money.’ To me that’s just…
well, I don’t know. And Madam Joy, she sells secondhand trousers and other clothes,
and she’s always trying to sell them to us too, but they’re too small… so why bother us
with that, geez!

Cameroonian workers who ask for donations are often considered by westerners as ‘less
entitled’ to receive them. The contrast here with Cameroonian workers’ views could not be
bigger: while westerners prefer to give to people who do not (seem to) expect their
donations, Cameroonian workers’ expectations of receiving gifts grow as their
relationships with westerners grow. The next quote from a German high school graduate
during a one-to-one interview with me illustrates the contrast between these two
perspectives:

When I came back from a holiday in Limbe I had bought two pairs of new shoes. One of
the local students whom I had become close with asked me if she could have a pair. I
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felt angry, because you don’t ask friends for things! That begging really spoils it. It
spoils the friendship I thought we had.
The German high school graduate felt so bad about the request that she considered the
relationship over, and in this case the Cameroonian student did not receive what she had
asked for.
Some direct requests do, however, turn out to be effective. One westerner told me
that she had given a person a gift because she had become fed up with the person asking
for it. Another example involved two Belgian students and the Cameroonian midwives in
the maternity ward. In an interview with me, the Belgian students claimed that the
Cameroonian midwives regularly implied that they should give them gifts:

They keep repeating that the previous group of students had given them a lot. A bit
like: ‘You should do the same.’ But… the whole time! ‘Yes, your predecessors gave little
rucksacks to our children, and bracelets!’ And we were like: ‘Yeah, okay.’

As time went by, the Belgian students felt more and more uncomfortable around the
midwives. They did not know why, but they were simply not getting along with them well.
To try to ease the relationship, they decided to buy small treats for the workers, and the
relationship improved. They therefore assumed that their treats had been effective. In the
same interview, they said:

Lynn: We regularly grab a puff-puff [a common local snack of deep fried dough] when
we’re going on a break, for the staff. […]
Nora: Yeah, but there’s no denying it works. They won’t forget you if you give them
presents.

Sometimes westerners find out that their donations are not being used in the way they
expect. When this happens, they often become irritated. For example, some Dutch nursing
students discovered that the stickers that had been donated by students from their school
who had come before were not being used. They were supposed to be handed out to the
children by the Cameroonian workers in the children’s ward. When the students talked to
me about it, they rolled their eyes. One said:
Apparently they are not being handed out to the children at all! When you ask them
about that, they just give you a vacant stare, like: ‘Oh, yeah, didn’t see them.’

This did not prevent the Dutch students from handing out the stickers themselves. But this
also led to frustrations, but now for a different reason:

Yes, so weird! Sometimes it was like the staff wanted these stickers even more than the
children. Seriously, they would come to us asking for stickers to put on their phones, for
instance. A bit childish, I think.
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The above quotes show that the students did not question the usefulness of their donation,
but they did question the way in which the Cameroonian workers dealt with the donation.
Some westerners deliberately build relationships with Cameroonian workers who
refrain from asking for or even mentioning donations. These relationships are considered
by westerners to be refreshing and pleasant. These Cameroonian workers are often the
ones whom westerners spend time with outside the hospital. Some of these Cameroonian
workers offer to take the westerners on a hike, for instance, or to show them a nice bar.
They also invite them to their houses. It is on these occasions that westerners try fufu or
occasionally slaughter a chicken, things that are considered to contribute greatly to their
‘full Cameroonian experience’. They often end up giving their donations to these
Cameroonians.

Donations and hospital politics
Sin (2010) argues that westerners’ donation practices can benefit particular (groups of)
people more than others, and that it can be a source of envy. The nurse superintendent
argued that it is one thing when westerners give randomly to children on the street (“to
complete strangers!”), but another that he appeared to always miss out on the westerners’
gifts. He thought it was unfair because he was the one who orientated most of the
westerners, answered their questions and wrote their attestations. He would sometimes
ask westerners who had distributed donations if he could also receive something, such as a
pen. He says that many of these requests were turned down.
As described earlier, westerners often donate to their favorite wards. The effect of
this is that some wards receive donations often while others hardly ever do.169 Shortly
before my fieldwork began, a new rule was implemented that the ward charges have to
report their ward donations to the matron, after which the matron decides whether the
ward charges can keep the donations (or a part of them), or whether they should go to
another ward. As a result, ward charges try to keep their ward donations hidden from the
matron as well as from other wards. When I talked to the ward charge of the maternity
ward about the recently donated thermometers, she told me that she was very happy that
the donation had not gone through the matron but directly to the ward.170 Keeping these
transcripts hidden from the matron allows the ward charges what Scribner (1991) calls
“free play for their own hidden agendas” (p. 862, see Chapter One).
Another rule, implemented not by the current matron but by the previous one, is
that Cameroonian workers are not allowed to ask westerners for personal donations.
Westerners are not restricted in their giving of donations, but Cameroonian workers are
169

The most popular wards are the children’s ward and Surgical II, where the westerners feel more
welcome and appreciated than in other wards. The tuberculosis ward is hardly ever visited by
westerners out of fear of contagion.
170
It was of great importance for this ward charge to receive the thermometers, because they often go
missing from her ward, and as the ward charge, she is held personally responsible for these losses.
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not allowed to influence the westerners. Unfortunately, I did not manage to talk about this
with the matron herself (only with some of the Cameroonian workers), so I do not know
the reason behind the implementation of this rule. Its effect, however, is that Cameroonian
workers ask westerners for personal donations out of the matron’s sight, and out of sight of
those who might inform the matron. This explains why Madam Mary spoke in a whisper
when she asked westerners for financial assistance. Keeping the matron in the dark meant
the difference between being allowed to keep the donations or having to hand them over.
Cameroonian workers do not always succeed in escaping the matron’s eye when
receiving westerners’ donations. Nurse Mister Edwin told me that a British doctor he had
befriended had decided to pay for his nursing assistance training. When the doctor had left,
however, the matron had ordered him to pay for the training himself, arguing that the
money should go to the poorest of the poor. The money was thus deducted from his
monthly salary for years.
Although most westerners are unaware of it, their donation practices have an
influence on the hospital’s political structure and how workers behave within it. The
matron tries to keep control over who is given what, and because of this the Cameroonian
workers try to hide what they get, thus loosening the matron’s grip.
CONCLUSION
This chapter has shown the ambiguity in the views and behaviors of both Cameroonian
workers and westerners with regard to western donations. Westerners appreciate giving,
and almost all are involved in various donation practices. During these donation practices,
westerners move away from the public transcript of equality and emphasize inequality in a
dichotomized way, with the Cameroonian workers considered as poor and themselves as
rich. This process of othering contributes to the idea or construction among westerners of
being needed and of having something to offer ‘the poor’. They see this idea confirmed in
the Cameroonians’ expressions of gratitude for western donations. These often exuberant
expressions are highly enjoyed, and perhaps for some westerners are even a reason to give.
However, as much as westerners like to return home with the feeling that their donations
have been appreciated, more important to them is to return home with the idea that their
medical work was appreciated by the Cameroonian workers. Because of this, there is a fine
line between westerners’ expectations to receive credit for their donations, and receiving
too much credit in relation to their medical work.
Cameroonian workers appreciate the receipt of western donations. In the context of
a structural lack of resources, both within the hospital context and to varying extents in
their personal lives, some engage in processes of othering similar to those of the
westerners, by emphasizing the inequality in terms of the material and financial situation
of westerners and Cameroonians. However, while not all western donations are
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appreciated, they nevertheless refrain from speaking up about expired or broken or simply
useless gifts. Cameroonian workers also never explicitly mention that they value donations
more than the westerners’ medical work. They also often seem to walk the fine line of
appreciating westerners’ donations in the way that is expected of them. This is in line with
what Sin (2010) calls the locals’ ‘performance’ of their identity as expected of them by
westerners. Based on the findings described in this chapter, I would add that the public
performance of the Cameroonian workers is based not only on the westerners’
expectations but also on the matron’s expectations.
This chapter has also shown that the workers’ relationships are not only
characterized by various layers of implicit and explicit intentions, interests and
expectations, but also by the implicit and explicit practice of power. Westerners do not
appreciate Cameroonian workers’ explicit ways of influencing their donation practices,
such as directly asking for donations. Although such explicit attempts are sometimes
successful, westerners prefer to give to Cameroonian workers who do not interfere with
their donation practices, at least not obviously. Some of the Cameroonian workers’
attempts to increase their chances of receiving donations are implicit or disguised enough
to be noticed and identified as such by the westerners, such as hinting for donations by
emphasizing their lack of resources or building relationships without ever mentioning the
wish to receive donations. It is by hiding their power to influence the westerners’ donation
practices that they increase their chances of receiving. This shows how the westerners are
not always entirely in control of their donation practices, as Cameroonian workers can also
implicitly play a role. It is not, however, in the interest of Cameroonian workers to
acknowledge their power. Based on these findings, I argue that it is not only westerners
who gain from the construction of Cameroonian workers as poor, needy and powerless, but
that some of the Cameroonian workers themselves gain from it too. It is therefore in the
interest of people from both groups – in varying situations and depending on their varying
interests – to move away from the public transcript of equality and emphasize their
inequality, often in dichotomized terms.
So far, in order to provide insight into the relationships and power dynamics between
westerners and Cameroonian workers in Shisong Hospital, various relevant topics have
been disentangled and discussed separately, such as westerners’ motivations,
accommodation, clashes and confrontations at the workplace, and donation practices. The
next and final chapter looks at the interconnectedness of these topics. It is this chapter that
provides us with a deeper understanding of the short-term involvement of westerners in
Shisong Hospital, and perhaps also in other African settings.
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Chapter 8
Discussion
This research explores health workers’ relationships and power dynamics in a rural
hospital in Cameroon, which is regularly visited by short-term western health workers. The
aim is to provide a better understanding of the role of current short-term western medical
staff in non-western medical settings.
The research shows that all of the hospital workers involved publically uphold a
picture of everyone being equal, relationships being smooth and everybody working well
together. In order to understand the value of this picture, my aim was to find out how
people speak about the topic when in smaller groups of trusted, ‘like-minded’ others. These
behind the scenes interactions indicate the existence of a variety of hidden transcripts.
Although I was unable to fully reveal all or the full extent of these hidden transcripts,
especially those among Cameroonian workers, the preceding chapters reveal enough to
state that the reality of short-term westerners and Cameroonians working together in
Shisong Hospital is not just characterized by equality and harmony, but also by inequality,
frustration and conflict.
A few factors indicate the particularity of my research findings in Shisong Hospital.
First of all, the involvement of visiting western health workers in Shisong Hospital dates all
the way back to the founding of the hospital in 1935 by five Italian Franciscan sisters.
Westerners with various qualifications – both religious and medical – and different roles –
such as leading and supporting – have influenced the way in which hospital care was and is
provided. Since 1954, westerners became involved in training Cameroonian workers at
Shisong Hospital’s nursing school, which was also set up by the pioneer Italian sisters. This
has contributed to the fact that the majority of the current health workers in Shisong
Hospital is Cameroonian.
Another aspect that makes Shisong Hospital stand out from other medical facilities
in the region, and in Cameroon as a whole, is that the Franciscan sisters who have been
running the hospital have never ceased to seek connections with people from all over the
world, to get them involved in various ways. The frequency with which Shisong Hospital,
partly as a result of these efforts, is visited by western individuals and organizations is thus
rather unique.171

171
The frequency with which Shisong Hospital is visited by western individuals and organizations is
rather unique in relation to other hospital settings in the region. It is likely that other hospitals, both in
Cameroon and across Africa as a whole, and in particular those hospitals established and perhaps still
run by missionaries, are also popular destinations for contemporary short-term westerners.
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Thirdly, adding to the particularity of the situation in Shisong Hospital is its
establishment as a well-known Catholic medical institution, not only among the local Nso’
population, but also among people from the Francophone area of Cameroon, and even
neighboring countries. Both the public and scholarly debates about the influence of
westerners in African health settings are oversimplified by the suggestion that the ‘local
staff’, the ‘Africans’ involved or the ‘people in the host setting’ represent one group, with
shared interests and ideas. The workers in Shisong Hospital show a different, more
complex picture. Likewise, the westerners do not form a single group. Their heterogeneity
in terms of educational background and medical qualifications was discussed in Chapter
Five, and their various different attitudes and behaviors in the chapters that followed.
The great diversity of backgrounds, expectations and ideas indicates the complexity
of hospital workers’ relationships and power dynamics.172 There are two other factors that
add to this complexity. First, workers have different positions of power within the hospital
hierarchy. Second, beyond the hospital hierarchy, there are other – less official but no less
important – hierarchical structures governing people’s interactions (such as the local
cultural and the Catholic one) and within these structures, workers’ positions of power
vary.
These particularities of the situation in Shisong Hospital imply a topic that is far
more complex than suggested by the public and scholarly debate mentioned in Chapter
One. In order to make sense of the various workers’ interactions in Shisong Hospital, I
make use of the concept of inter-categorical intersectionality. This concept suggests the
possible relevance of cross-cutting categories (Walby, Armstrong & Strid, 2012). For my
research in Shisong Hospital specifically, this means that I initially distinguished between
two groups of people: the Cameroonian workers as those workers on the payroll on the one
hand, and the westerners as the hospital’s visiting workers on the other. As I learned more
about the workers’ power dynamics and how they influence workers’ interactions, I
decided to distinguish the Cameroonian hospital administrators from the rest of the
Cameroonian workers. This is how I ended up describing workers’ interactions and power
dynamics in terms of three groups: 1) westerners, 2) Cameroonian workers, and 3) the
matron and the rest of the hospital administration.
These groups should not be considered fixed: the previous chapters have shown
that the workers in Shisong Hospital identify themselves in relation to others, and the way
they do so varies depending on the situation and others present; people from all groups
might distinguish and perhaps even distance themselves from others (by emphasizing
172

I cannot say whether the extent of hospital workers’ diversity, with regard to their backgrounds,
expectations and ideas, in other African hospitals is similar to that in Shisong Hospital. We can be
certain, however, that the homogeneity among hospital workers as suggested by the scholarly and
public debates presents an inadequate picture of people’s interests and opinions. In order to make some
sense of the ways in which hospital workers interact, both with westerners and with one another, we
need to look beyond this picture of homogeneity.
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certain differences) at some times, while they may search for common ground (by
emphasizing similarities) at others. Neither should the distinction between these three
groups be considered the only way of providing insight into workers’ interactions. This is
why I also focused on the internal politics within the groups. I argue, nevertheless, that the
distinction between these three groups of workers has allowed me to most adequately
describe the research findings I collected, in my attempt to gain an understanding of the
interactions among hospital workers with regard to the short-term work of westerners in
African hospitals.
It should be noted here that there is a close connection between my research
findings and me as a person. To various extents, it mattered to my informants that I am a
woman, tall, Dutch, in my early thirties, white, a mother, and a PhD candidate. It is highly
likely that there are other aspects about me that mattered as well as or even more than the
ones just mentioned, as well as all aspects that I am not, such as Cameroonian, Banso’,
Catholic or a health worker. I believe that what I have seen of workers’ behind the scenes
interactions is only a small part of the picture, especially with regard to the Cameroonian
workers, although I cannot say this with certainty. The extent to which other researchers,
whether Cameroonian, North American or Dutch, gain access to the behind the scenes
interactions of their informants will of course be different.
In order to conceptualize the health workers’ relationships and power dynamics, I
have taken Scott’s theory of transcripts and used it selectively. The first section of this
chapter below, in which the various transcripts are unraveled, shows that only a small part
of the health workers’ interactions is public and explicit; most takes place behind the
scenes among various and varying small groups of workers. However, unlike Scott and
other scholars have pointed out, I argue that what is most valuable for understanding
health workers’ relationships in the research setting of Shisong Hospital is the relationship
between the hidden transcripts. This is elaborated upon in the second section of this
chapter. This presents the research’s theoretical contribution, in terms of what I call
interacting hidden transcripts. The third and final section of this chapter is about those
aspects of the research findings that contribute to the scholarly and public debates about
the short-term work of western health workers in Africa in general.
UNRAVELING THE VARIOUS TRANSCRIPTS
Public transcripts – emphasizing sameness
Despite the enormous differences in perspectives between the three groups, there are no
overt signs of clashes. Everyone emphasizes the pleasure and usefulness of working
together. The matron and the other Cameroonian workers express their gratitude for the
westerners’ efforts to come all the way to Cameroon to help out. They emphasize that all
people work in the hospital as equals, and that the differences between ‘black’ and ‘white’
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are in the hospital’s past, and no longer influence their interactions. The westerners say
they are excited to have the opportunity to work in Shisong Hospital. Some consider their
stay as part of a personal journey to find out who they are, and how they will react to new
situations. They want to learn from the Cameroonian workers to adapt to working in an
environment with less equipment and material, and to learn more about the local culture.
They emphasize reciprocity by arguing that they get something in return for their work in
the hospital, as the Cameroonian workers inspire them in many ways.

Hidden transcripts – emphasizing otherness
Behind this public realm in which the sameness between the three groups is the dominant
theme, there is a hidden world in which otherness prevails. The ambiguity comes from the
fact that people shift between their public and hidden transcripts, falling back on their
sameness in some situations, and emphasizing their otherness in others. The result is that
people are confused and often frustrated about the behavior of ‘others’, which is enhanced
by the vagueness of their hidden transcripts. At the same time, people do not consider
themselves to act ambiguously: they feel that their own behavior of moving away from the
public transcript is justified in particular exceptional situations (“Yes, we are the same, but
in this particular situation we are different”).
Let us take a look at how this works in practice, starting with the westerners’ views
and behavior. Despite their explicit wish to learn, many westerners visiting Shisong
Hospital have a strong desire to make some sort of contribution to the hospital care,
although they may doubt whether they will actually succeed. This is in line with what is
argued by Berry (2014), Cole (2012), Simpson (2004) and Stamler (1976) as mentioned in
Chapter One: namely, that short-term westerners in African health settings in general
desire to make a contribution. As soon as they start working, they are confronted with
methods unfamiliar to them. Instead of asking questions to clarify and understand this
unfamiliarity, however, many westerners simply instantly criticize these methods. They
therefore diverge from the notion of sameness in the public transcript, and distance
themselves from the Cameroonian workers and their methods, claiming to know better.
Their criticism is based on the belief that the impersonal authority of their knowledge
prevails over other forms of authority, as a result of which westerners consider themselves
superior to those who do not share their knowledge. This is how their desires or
expectations to make a contribution to hospital care arise, and how they develop the feeling
that they can make a contribution, and sometimes even should.
This is the justification for their medical interventions. Some feel like they have no
choice. This shows that Simpson (2004) was right in arguing that westerners are unlikely to
alter their pre-existing notions and ideas when in a new setting. It also shows that
westerners do indeed suffer from dialectical deafness (Anson & Pfeiffer, 2013). Another
hidden interest of westerners (and conforming to the voluntouristic trend) is that they
want their stays to be as pleasant as possible. This contradicts their wish to ‘learn from the
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culture by living like the locals’, which few westerners seem to actually engage in. Based on
my findings, I agree with McLennan (2014), Raymond and Hall (2008), Simpson (2004,
2005) and Sin (2009) that the intercultural benefits of the short-term involvement of
western health workers in Africa are overstated and that it in fact reinforces stereotypes.
Cameroonian workers’ views and behavior with regard to westerners is no less
ambiguous. They also shift between an emphasis on sameness or otherness, but in a
different way and in different situations than the westerners. This is related to their
various interests, and the importance of hiding aspects of these interests in order to fulfill
them. An example concerns the role of western donations, as discussed in Chapter Seven.
Cameroonian workers do not necessarily hide their wish to receive donations or gifts from
the westerners, but they do hide the fact that they often value these donations more than
they value the westerners’ hospital work. They seem to know that westerners want and
expect their work to be valued (most), and their donations to be considered ‘extra’. The
wish to receive certain donations is expressed in various implicit and explicit ways. In
order to encourage westerners to give, Cameroonian workers move away from the public
transcript of equality and reveal parts of their various hidden transcripts by emphasizing
the material and financial differences between them and westerners, both at a hospital and
at a personal level.173
Hiding aspects of these hidden interests from the matron is also important for
Cameroonian workers. Given the fact that making explicit requests for donations is
forbidden by the matron and the hospital administration, hiding these requests is
important in order to keep their jobs. Moreover, as all donations officially have to be
registered with the matron, who then has the power to decide who should ultimately
receive and benefit from them, hiding received donations is important for workers in order
to be able to keep them, either for themselves or for their ward. This means that they also
try to hide certain aspects of their interests from fellow workers whom they do not
consider like-minded, especially those higher up in the hospital hierarchy.
The hospital administration, with the matron as its head, has yet another way of
behaving towards western workers and shifting between transcripts. The administrators’
different positions of power in relation to those of Cameroonian workers allow for different
interests with regard to the presence of westerners. From my perspective, of all three
groups, the interests of the hospital administration were the most hidden. Chapter Five
revealed that the hospital administrators show an interest in the westerners’ presence and
plans. However, and unlike many westerners expect, this is not specifically related to the
173

This process of othering is similar to the westerners’ construction of Cameroonians as poor and
themselves as rich. However, westerners use this distinction in different situations and mostly for a
different audience consisting of fellow westerners and their friends and relatives back home, telling
them what poverty looks like. As revealed in Chapter Six, westerners become uncomfortable and often
irritated when they feel this distinction is being used by Cameroonians as an argument to receive
western donations.
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westerners’ medical work. The administration does – to varying extents – value its
connections with westerners and their institutions and organizations. It also treats
westerners as a separate and differentiated group, providing them with a level of comfort
and luxury that in no way compares to the situation of Cameroonian workers. But although
the matron’s interests are hidden, her ways of differentiating between westerners and
Cameroonian workers are not: both groups are well aware of the matron’s differentiation
practices, which the matron justifies using the argument that westerners are equal but not
used to the setting.
In sum, westerners distinguish themselves from Cameroonian workers by claiming
superiority based on impersonal authority, while Cameroonian workers distinguish
themselves from westerners based on material and financial differences, and the matron
distinguishes westerners from Cameroonian workers based on the fact that westerners are
not used to the setting. In so doing, westerners justify their criticisms and interventions,
Cameroonian workers justify their donation requests, and the matron justifies treating
westerners differently from the Cameroonian workers and receiving money.
INTERACTING HIDDEN TRANSCRIPTS
Scott (1990) argues that hidden transcripts involve two opposing groups of people. As
described at the start of this chapter, the hidden transcripts in Shisong Hospital with regard
to the short-term involvement of westerners involve not two but at least three
heterogeneous groups of people. A more important difference with Scott, however, is that
he considers groups as fixed entities, of which people are either a member or not. The three
groups I distinguish in Shisong Hospital are far from fixed, as people identify themselves
and others in many different ways. This ultimately results in a more complex whole of
transcripts, as people may intentionally hide a transcript from one group while sharing it
with another. Furthermore, they can also hide certain transcripts from people within their
own group, something which Levi (1999) discovered among the northern Mexican
Rarámuri. As it turns out, hidden transcripts in Shisong Hospital may be hidden from some
people within a person’s own group, and from some or all people from one or both of the
other two groups.
Caroline Humphrey (1994) is one of the scholars who argue that people do not
necessarily know exactly with whom they share a hidden transcript. People’s behavior with
regard to sharing or hiding their transcripts with others – consciously or unconsciously –
varies and is personal. Hidden transcripts may overlap, and they often do, but they do not
have a fixed set of users. The fragmentation in the hidden transcripts among westerners is
due to the fact that these westerners are not all present in Shisong Hospital at the same
time, and therefore – despite their similarities – they are unable to share them. Most of
their hidden transcripts might be similar, but they are shared only among small groups of
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westerners.174
Scott focuses on the relationship between hidden and public transcripts because, he
argues, the meaning of a public transcript remains unknown unless the hidden transcripts
are revealed. Although I consider this true and valuable to understanding people’s ways of
interacting, I argue that much more important than the relationship between public and
hidden transcripts is the relationship between different hidden transcripts. Before I
elaborate on this, in the next section I explain how a transcript that is supposed to be
hidden can simultaneously be visible.

Visible hidden transcripts
Scott argues that it is in the interest of people, especially the powerless, to carefully hide
their hidden transcripts from the dominant. Although the expression of hidden transcripts
might be visible, such expressions are disguised and thus never directly traceable to the
hidden transcripts themselves. The purpose of the disguise is to avoid the high risk of
retaliation that could affect both the individual and the group as a whole. In societies where
power plays a more dynamic role in comparison to what Scott describes, where there is no
clear distinction between the dominant and the subordinate, people appear to have quite a
good understanding of (parts of) the hidden transcripts of others. This is argued by
Humphrey (1994) and Joo (2010), and it also often appears to be the case in Shisong
Hospital, where there is no clear (obvious) distinction between the dominant and the
subordinate in terms of westerners versus Cameroonians. The matron and Cameroonian
workers know that many westerners secretly desire to make a medical contribution to the
hospital, and some leave thinking that they have done so. The westerners know that the
matron and the Cameroonian workers are likely to be secretly more interested in their
financial and material donations than their hospital work. And the westerners and
Cameroonian workers know that the matron secretly differentiates between them.
I say secretly, because people told me that these practices are not publically
mentioned or discussed, and therefore officially do not exist. It shows that the essence of
hidden transcripts in Shisong Hospital, and most likely in other settings where power
works in a similar way, is not that they are hidden, but rather that although they may be
hidden, they derive their meaning from the fact that they are never made explicit by their

174
The similarity of the hidden transcripts among westerners may come together back in their home
countries, when they meet with others, for instance fellow students who have also been in Shisong
Hospital and who have had similar experiences. They might read each other’s blogs and discover
similarities. The hidden transcripts may also come together and expand when westerners talk about
their similar experiences in different African (health) settings, arguing that ‘Africans’ behave in such and
such a way. As far as I know, such an expansion and nurturing of westerners’ hidden transcripts with
regard to Africans, which originate during their short-term work experiences in Africa, have not yet been
studied. Such research would be highly valuable to better understand the relationships between shortterm westerners and African workers.
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users. When people do not make (parts of) their hidden transcripts explicit, they can still
use the “ready line-of-retreat” (Scott, 1989, p. 54) to publically deny their existence. They
can deny the hidden transcripts because they explicitly uphold another (public) transcript.
Thus public and hidden transcripts are inextricably connected. As a result, a visible hidden
transcript is actually nothing more than the suspicion of another person or group’s hidden
transcript. For this reason, I, as well as scholars such as Crewe (2007), Levi (1999) and
Sonu (2012), prefer to use the concept of hidden transcripts to conceptualize people’s
behind the scenes interactions instead of simply referring to them as implicit
communication. In order to understand and explain people’s behind the scenes
interactions, I argue that they can best be viewed as disguised expressions of a hidden
transcript. Indeed, there may be one or several hidden transcripts, which derive their full
meaning from how they relate to the public transcripts as well as to other hidden
transcripts. The relational aspect of the concept of public and hidden transcripts is what
makes the concept so valuable for understanding people’s ways of interacting with one
another.

Three cases of interacting hidden transcripts
While workers in Shisong Hospital may discuss their suspicions of other people’s hidden
views with some fellow workers, they do not make these suspicions publically explicit. This
means that these ‘secret opinions’ regarding other people’s hidden transcripts become part
of their own hidden transcripts, and are expressed accordingly: either disguised, through
rare explosions, or out of sight of (some) others. This is what I call interacting hidden
transcripts. In this section, I present three cases that illustrate how people from the three
groups engage in interacting hidden transcripts, while outwardly upholding public
transcripts. The cases show that the visibility of people’s hidden transcripts is crucial for
how they interact with one another. The cases also reveal what this means for our
understanding of health workers’ relationships in Shisong Hospital.

Case 1: Westerners’ hidden interest to intervene
Among Cameroonian workers, secret opinions of frustration and irritation are shared
about westerners’ feelings of superiority and the idea that they can – and should – make a
contribution to the medical care in Shisong Hospital. As elaborately described in Chapter
Six, these negative opinions, as part of their own hidden transcripts, are expressed through
gossip and rolling eyes, and by ignoring westerners’ questions and behaving in a rather stiff
and uncooperative manner towards them.175
Although these messages are disguised, westerners often read them quite well.
175

In this case, the interacting hidden transcript of the Cameroonian workers rejects the hidden
transcript of the westerners. Interacting hidden transcripts can also confirm hidden transcripts, or both
reject and confirm them simultaneously.
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Many westerners know that their critical remarks and suggestions to improve procedures
are not appreciated by the Cameroonian workers, let alone their interventions. But what
effect does it have on westerners to know about the Cameroonian workers’ disapproval of
their behavior? In most cases, they often simply ignore it. This is in line with what is argued
by Berry (2014), as outlined in Chapter One. The fact that the Cameroonian workers’
opinion about it is hidden means that they can ignore it. The reason for this is that the
“ready line-of-retreat” (Scott, 1989, p. 54) used by Cameroonian workers to publically deny
their disapproval offers westerners the option to publically deny that they are aware of the
disapproval. Westerners benefit from the fact that it is not in the interest of Cameroonian
workers, let alone the hospital administrators, to confront them with the inappropriateness
and ineffectiveness of their interventions. Furthermore, given the short length of their
stays, the westerners often return home before this becomes evident to their own eyes.
This answers my question raised in Chapter One about whether visiting westerners
do not reflect on the outcome and unintended effects of their work because they do not
know, or because they choose to ignore them. I argue that in Shisong Hospital, many
westerners choose to stay ‘officially’ oblivious to this outcome. This shows that their
feelings of satisfaction are related to the act of intervention, and to their intentions, and not
to the actual outcome. To act irrespective of the Cameroonian workers’ disapproval shows
that it is in the interest of the westerners themselves to criticize and intervene, more than it
is in the interest of the Cameroonians. Those westerners who do acknowledge the
(possible) ineffectiveness of their interventions often blame ‘the situation’ or ‘the
mentality’ of the Cameroonian workers involved. The effect this might have on
Cameroonian workers is that, apart from becoming frustrated with the westerner(s) in
question, they generalize about westerners that ‘they all know better’ and ‘they don’t take
us seriously’. Not making these generalizations public means that they only grow stronger.
Case 2: Cameroonian workers’ hidden interest to receive donations
Although the great importance of receiving donations is hardly ever explicitly mentioned
by the Cameroonian workers to whom it applies, westerners are well aware that this is the
case. In fact, westerners often assume that all Cameroonian workers are interested in their
gifts, whether big or small. The westerners’ reactions to this are ambiguous. On the one
hand, they reject and try to fight the image of being rich and giving away gifts easily, some
only in words, and others by not giving to those Cameroonian workers who hint or ask for
donations. These westerners claim to suffer from Cameroonian workers’ expectations that
have been created by previous westerners. On the other hand, they confirm this image by
continuing to make the donations that they had planned before their arrival in Cameroon,
as well as other spontaneous donations. This shows that people’s reactions to others’
hidden transcripts can be as ambiguous as the expressions of the hidden transcripts
themselves.
Cameroonian workers are aware of the fact that in order to increase their chance of
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receiving gifts and donations, they should not directly ask for them, and neither should
their hints be too obvious. A much better strategy – used by some Cameroonian workers,
though strongly criticized by others176 – is to build up relationships with westerners
without ever mentioning the wish to receive donations. This strategy is also mentioned by
Anson and Pfeiffer (2013), who argue that it pays off to play a role to receive aid. The more
desperate workers are to receive certain donations, however, the more likely they are to
step outside of this role and ‘take risks’, for instance by directly asking for donations. These
risks not only concern ending up without a gift, but also being disgraced by fellow workers,
or worse, losing their job. It is likely that the Cameroonian workers’ hidden interest to
receive donations corresponds with the westerners’ hidden interest to intervene: the lack
of public objection to the westerners’ inappropriate and ineffective interventions might be
part of Cameroonian workers’ role to meet their own hidden agenda.
Although most westerners have little or no insight into the Cameroonian workers’
(various) backgrounds and living conditions, they do know about the various strategies
deployed by some Cameroonian workers to receive gifts and donations. However, the effect
of their generalized assumption that all Cameroonians are interested in receiving
donations has led to the tendency among westerners to distrust all Cameroonians who
want to befriend them. Furthermore, not making these generalizations public means, again,
that they only grow stronger.
Cameroonian students have their own frustrations about the Cameroonian workers’
secret wish to receive western donations. They are mostly concerned with the many
privileges given to western students in Shisong Hospital compared to themselves, as
described in Chapter Six. They blame the Cameroonian workers for applying these double
standards and perpetuating an image of Africans as inferior. They blame the hospital
administration for refraining to instruct western visitors about the hospital rules and work
ethics as they apply to all Cameroonian workers. Although the Cameroonian students share
these views among themselves, and also did so with me, they make sure not to express
them to the Cameroonian workers, let alone the administrators. They are certain that such
a public critique would not change the situation; they would either not be taken seriously,
or worse, would be punished for challenging the power of those higher up in the hospital
hierarchy. They therefore prefer to avoid the risk of threatening their position as a student
of the nursing school, or of embarrassing themselves and disappointing their relatives. The
proverb “Play fool to catch wise,” as mentioned in Chapter One, applies to many of them
(Patterson, 1982, p. 338). This shows that roles are played, not only in front of westerners,
but also among Cameroonians, covering up internal differences.
The Cameroonian students do not unanimously blame westerners for accepting
176

It remained unclear to me the extent to which those who use this strategy and those who critique it
are one and the same, because it is likely that some of the Cameroonian workers who secretly deploy
this ‘strategy’ may publicly oppose it.
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their privileges: they reason that westerners are not fully aware of all the rules. However,
they do blame westerners in general for a ‘lack of interest’ in knowing the rules, and for not
taking African hospitals in general seriously. The way they interact with westerners is
therefore ambiguous. They do not explicitly share their discontent with them, but they
occasionally show it in more disguised ways through gossip, exclusion, and refraining from
answering westerners’ questions or explaining procedures to them. They do, however, also
appreciate interacting with westerners, and learning more about their lives in western
countries. Ironically, Cameroonian students occasionally interact with westerners in the
exact same way that they disapprove of when other Cameroonian workers do it; namely,
using the strategy of being nice to increase their chances of receiving gifts. Those who do so
reason that there is no harm in it, and consider the situation of inequality as justifying their
behavior. I have not gathered enough data to be able to distinguish the Cameroonian
students’ strategy of befriending westerners in order to receive donations from their
interest in getting to know more about the westerners and their lives. However, many
westerners tend to interpret the behavior of all Cameroonian students, as well as qualified
Cameroonian workers, in terms of a strategy to receive donations.
Case 3: The matron’s hidden interest to differentiate
As described, the matron moves away from the transcript of sameness among westerners
and Cameroonians by differentiating between the two in several ways. One way is in terms
of charging money for the westerners’ accommodation. Westerners enjoy the relatively
luxurious facilities of their accommodation, as provided to them by the matron. To various
extents, they are aware of the different standard of living of local Cameroonians, and,
despite their stated intention to learn more about the local culture by working and living as
Cameroonians, the differential standards of the accommodation are welcomed rather than
questioned.
Ambiguously enough, westerners do question the matron’s suggestion of otherness
when it is not in their interest, such as when it is used to charge them a higher registration
fee than Cameroonians. In this case, westerners fall back on their claims to sameness,
arguing that it is unfair to be treated differently. This shows that interacting hidden
transcripts can either confirm or reject the suspected hidden view of the other, or do both
simultaneously. In the case of westerners who complain about having to pay a higher
registration fee than Cameroonians, they often end up paying less or not at all.177
Cameroonian workers are well aware of the matron’s differentiation practices.
Although they do not converse with the matron or any other member of the hospital
177

The reason for this is not because the westerners’ complaints are considered just, but simply because
the nurse superintendent responsible for cashing the fee does not like to argue with the westerners
about it. He told me that for some time he had not even bothered to ask all westerners for the fee,
expecting it to be pointless. It was only because the matron had recently instructed him to insist on their
payment that he felt obliged to do so.
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administration about it, those who spoke about it with me considered it obvious that the
reason for the matron’s differentiation is that it provides the hospital with extra income,
and possibly with connections to organizations and individuals in western countries that
could prove useful at some point in time. For those Cameroonian workers who disapprove
of the differentiation, it is, however, not one of their main concerns, which is why, to my
knowledge, they do not express their secret opinion to the matron.178

The effect of interacting hidden transcripts
A closer look at workers’ hidden transcripts shows that people do not publically speak
about these rather contrasting pictures because they all gain from (a continuation of) the
short-term work of westerners. However, the way they do so varies widely. Their interests
are dependent on their personal situations. It turns out that these interests are best met
when they remain ‘officially’ non-existent. This means that they can fall back on their ready
line of retreat to deny their interests if necessary. The extent to which people need the
option of denial, and also to whom they need to deny, varies. For example, a Cameroonian
nurse whose main interest in the presence of short-term western health workers is for
them to pay her son’s school fees will carefully try to hide this from many of her fellow
Cameroonian workers, and especially from the matron.
The three cases of interacting hidden transcripts presented above show that
although people often refrain from publically sharing their interests, others are often aware
of them. Their opinions about the views and interests of others become part of their own
hidden transcripts because they hide these as well. However, these secret opinions are
expressed just like hidden transcripts are – for instance, by gossiping about and ignoring
people – whereby others (can) become aware of these opinions. The fact that these
interactions take place behind the scenes allows people to make informed decisions, while
they can deny being aware of the opinions of others. For instance, westerners carry out
medical interventions while secretly knowing that Cameroonian workers detest this.
Furthermore, Cameroonian workers’ make public statements about the westerners’
presence while knowing what the matron and the westerners want to hear.
All of this may sound as if people are consciously and deliberately contributing to
keeping these dynamics in place. I do not believe this is the case. I cannot even say with any
certainty that people’s behavior is always deliberate and done in full consciousness of its
possible consequences. Although some people’s behaviors are claimed by others to be
‘strategy’, I cannot say the extent to which they really are, or to how many people this
applies. It lies beyond the scope of this research to fully look into this. I argue, however,
that the effect of people’s ways of interacting with one another – whether conscious or not

178
The Cameroonian workers’ disapproval of the matron’s practices of differentiation is certainly not big
enough to risk their job over by complaining about it to her. Beyond the disguised expressions of their
disapproval of this particular issue, I did not find any evidence of a direct complaint being made to the
matron or the hospital administration.
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– is that it contributes to a certain ‘pattern’. In this pattern, those involved seem to benefit
from upholding the public transcript and thereby contributing to keeping the established
dynamics in place. The hospital administrators and other Cameroonian workers benefit
from hiding their negative opinions about the superior behavior and inappropriate
interventions of the westerners, and emphasizing the positive effects. This means that a
continuous flow of westerners comes to the hospital, who support the hospital and its
workers in various ways, and leave as enthusiastically as they were upon their arrival,
despite the various difficulties they may have experienced during their hospital work.
Westerners also benefit from the fact that Cameroonians hide their disapproval of the
westerners’ criticisms and interventions, because it means that they can ignore the
disapproval and carry out their interventions, ‘officially’ unaware though actually
irrespective of it. This shows that the chance that workers’ interests will be met is increased
when they do not publically mention them. They are met because they are officially nonexistent.
TRANSCENDING THE PARTICULAR
As elaborated upon in the introduction chapter, my interest in the behavior of short-term
westerners in African health settings began after I read about the harsh criticisms made by
Dutch tropical doctors ten years ago. From that moment on, I have learned more and more
about the public and scholarly debates with regard to short-term westerners in African
hospital settings in general. The specific research for this dissertation was carried out in a
Cameroonian hospital setting that – as described at the beginning of this chapter – is
unique for its historical development, the heterogeneity among the Cameroonian health
workers, and the frequency with which the visiting westerners come and go. The big
question is, of course, in which ways the particular can be transcended in order to
contribute to the general public and scholarly debates about the short-term work of
westerners in African health settings. This is what this final section is about. It shows the
connection between my research findings and a few of the themes that have been more
widely discussed.

Western feelings of superiority
As shown in Chapter One, early western explorers, traders, colonial administrators and
missionaries in Africa all displayed feelings of superiority, whether in terms of religion,
race, morality, culture or medicine. Westerners justified their presence and activities based
on these forms of superiority. It is how the missionaries explained their turn towards the
provision of health care: Africans needed it. Critical arguments about the behavior of
current western ‘voluntourists’ in Africa are still often related to superiority (Cole, 2012;
Ngo, 2011; Simpson, 2004). They specifically concern westerners’ personal contributions,
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such as building a school or providing surgery, and more importantly, their perception that
this is helpful. Also linked to the criticism of western superiority is the fact that they
generally do not show an interest in obtaining local knowledge.
Looking at the present study, and based on westerners’ feelings of superiority – as
expressed to their relatives through their blogs, to me through conversations, and directly
to the Cameroonian workers by criticizing and intervening – I agree with Cole (2012), Ngo
(2011) and Simpson (2004) that many westerners indeed – consciously or unconsciously –
display feelings of superiority. In Shisong Hospital, these short-term westerners’ feelings of
superiority are often specifically related to ideas about medical practice: they believe that
the way in which they have been taught to practice medicine is not just the right way, but
the only way. They feel that their criticisms and interventions are justified because they
believe that impersonal authority is the dominant form of authority. They fail to realize that
they are operating in an environment in which personal authority dominates. This explains
a lot of the miscommunication between people. It also explains why westerners do not
consider it relevant that they are just students, only visitors, or only in the setting for a few
weeks. The belief in impersonal authority also explains why they do not consider it
relevant for their work and for working with the Cameroonians to get an understanding of
the hospital’s power dynamics or local conditions that explain some of the local
procedures. Some find it interesting to know a little bit about it, but when they feel
confronted with what they perceive to be malpractice, their reaction is immediately one of
disapproval. I also argue that it is likely that this applies not only to the westerners who
visit Shisong Hospital, but to those who visit African hospital settings in general. Indeed,
many westerners end up in Shisong Hospital coincidentally, and could basically have ended
up anywhere.
The role of western institutions
The interest of westerners in making a medical contribution in Shisong Hospital does not
always appear to be merely a personal interest. As described in Chapter Five, students are
often instructed by their educational institutions to carry out certain interventions. NGO
workers also carry out activities as instructed to them by the NGO to which they are
affiliated. Those students and NGO workers who have doubts about the appropriateness or
effectiveness of what they are supposed to do nevertheless often follow the instructions,
since they will be held accountable by these western institutions.
Western students are judged by their institutions on how they carry out the
assignments instructed to them. Those in doubt deliberately set aside these doubts, and
often do not bother to share their experience-based doubts with their responsible tutors
following their internships, because their main interest is in receiving good grades. The
NGO workers agree to carry out the activities expected of them within the established time
frame. It is also the NGO that gives them the opportunity to have the experience of working
in a non-western setting, by facilitating it and covering their costs. This shows that the
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conflict of interest in speaking up about doubts over the appropriateness or effectiveness of
western-originated interventions – which is, as described in Chapter One, largely
associated with the ‘Africans’ involved – also applies to the visiting westerners.
I agree with Ngo (2011) and Simpson (2004) that the role of western institutions in
creating western feelings of (medical) superiority should not be underestimated. I argue
that the role of these institutions should be further scrutinized to provide a greater
understanding of such dynamics. I consider it likely that the various institutions that send
short-term westerners to African settings have little realistic idea about the true effect of
their instructions on the local health workers, and what this means for how they interact
with westerners.
The ‘inability’ of African people to speak up
Several scholars have suggested that African people might be unable to speak up about
their frustrations with westerners due to conflicting interests (Berry, 2014; Lasker, 2016). I
argue that another explanation for the fact that the Cameroonian workers in Shisong
Hospital do not speak up about their frustrations over the behavior of short-term
westerners is that they are unwilling to do so. This research shows that the various reasons
they have for this do not necessarily have to do with westerners, but often have (more) to
do with the local hospital political structure and the various strands of power at play within
it.
Behind the scenes interaction
It is evident from this research as well as from previous studies on hidden transcripts that
with regard to people’s relationships, there is a lot more going on than might meet the
researcher’s eye. I believe it is a delusion to think that we, as researchers, can provide a full
understanding of people’s behind the scenes interactions. This is why I can say that this
research offers insight into the topic of the short-term involvement of western health
workers in Shisong Hospital, but by no means a full view on it. Having said this, I also
believe that researchers have an obligation to keep striving towards providing a full
understanding. They might discover, as I discovered in Shisong Hospital, that hidden
transcripts are not as hidden as Scott suggested when he came up with the concept.
Instead, they are observable, and highly explanatory to those who try to make sense of
contemporary human relationships and power dynamics. I sincerely hope that this
research inspires other scholars to further investigate the topic, specifically people’s
behind the scenes interactions, and thereby increase our understanding of the role of
contemporary westerners working in African settings.
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ABSTRACT
This ethnographic research explores the relationships and power dynamics in a rural
Cameroonian hospital setting that is regularly visited by short-term western179 health
workers and students. Using Scott’s concept of public and hidden transcripts to distinguish
between public and behind the scenes interactions, I try to unravel how people from both
groups – Cameroonian workers on the one hand, and westerners on the other – relate to
one another. The results show that all of the hospital workers involved publically uphold a
picture of everyone being equal, of working well together, and of relationships being
smooth. However, the more behind the scenes interactions indicate the existence of a
variety of hidden transcripts, and these transcripts are characterized by inequality,
frustration and conflict. I show that this is linked to people’s ambiguous perceptions of
equality and inequality, as well as their contrasting interests and perceptions of (who
should have) power.
EXTENDED SUMMARY

Introduction
According to various scholars, early westerners who worked in African countries from the
1920s onwards displayed various forms of superiority: religious, racial, moral and cultural
(Crowder, 1968; Hardiman, 2006; Iwe, 1985; Ohaegbulam, 1990; Okon, 2014; Rooha, 1989;
Strayer, 1978; Van Wolputte, 1997; Vaughan, 1991). This contributed to the creation and
reinforcement of an image among the general western public of ‘the African’ as the
opposite of the civilized westerner, ‘untamed’ and ‘unhealthy’. More importantly, the
construction of Africans ‘in need’ legitimized westerners’ involvement in Africa.
According to various other scholars, the legitimacy of westerners’ current initiatives
in Africa is still rooted in the ‘concept of a third world’ (Simpson, 2004) and a construction
of African people in need of help. This construction is based on westerners’ desire to be of
help (Berry, 2014; Cole, 2012; Simpson, 2004). It is also argued that the relationships
between westerners and locals are asymmetrical in terms of power and privilege, and that
this has an effect on how people from both groups relate to one another (Berry, 2014;
Lasker, 2016; Madsen Camacho, 2004; Perold et al., 2013; Sin, 2010). It has remained

179
In this dissertation, I most often use the term ‘westerners’ to refer to people who are “from countries
in the west part of the world, especially North America and countries in the west of Europe” (Cambridge
University Press, 2016).
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largely unknown, however, what these asymmetrical relationships between westerners
and local workers look like on the ground and how people from both groups work together.
What perceptions do local African and visiting western workers have about one another,
and how do these perceptions influence their ways of interacting? Answers to these
questions provide an understanding of the role of current short-term western medical staff
in non-western medical settings.
The aim of this research is to explore the relationships and power dynamics
between Cameroonian workers and short-term visiting westerners in Shisong Hospital.
This Catholic general hospital is situated in the rural northwest of Cameroon, where I lived
from October 2012 to June 2014. It has 350 beds and almost 400 employed workers. These
workers, mostly Cameroonians, are accompanied by short-term westerners on a regular
basis: within 16 months, I encountered 66 visitors from various western countries who
were involved in the hospital’s medical practice in various ways, for periods of time
ranging from one day to six months. Regarding methodology, most important was what I
call ‘hanging around’: watching people come and go and simply spending time with both
western and Cameroonian workers. I also made extensive use of in-depth interviews,
observations and informal conversations. Additionally, I gathered information through
questionnaires, focus group discussions and westerners’ online blogs.
In analyzing the health workers’ relationships and power dynamics in Shisong
Hospital, I looked at what people said to one another, as well as what they did not say. I
conceptualized both kinds of interaction by making use of the theoretical concepts of public
and hidden transcripts, as introduced by James Scott in 1990. The term public transcript is
used for open and visible interaction, while hidden transcripts refer to the more behind the
scenes interactions. Because of the complexity of how workers relate to one another, I
interpret the metaphorical expression ‘behind the scenes’ as a place where people share
thoughts and ideas with selected others in highly complex and constantly changing ways. I
have looked at how various hidden transcripts with regard to the work of short-term
westerners come into being, what they are about, from whom they are kept hidden, and
why. Furthermore, I looked at how these hidden transcripts involve power, and people’s
perceptions of (who should have) power.
Results
I describe workers’ interactions and power dynamics in terms of three groups: 1)
westerners, 2) Cameroonian workers, and 3) the matron and the rest of the hospital
administration. While these groups should not be considered fixed and homogenous, the
distinction has allowed me to most adequately answer the research questions.
The results show that all of the hospital workers involved publically uphold a
picture of smooth relationships and everybody working well together. The commonality in
workers’ public transcripts is the emphasis on equality, on sameness. According to the
Cameroonian workers, the differences between ‘blacks’ and ‘whites’, which used to play a
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role in the hospital’s past (when visiting westerners were the doctors and nurses and the
Cameroonians their assistants), no longer influence their interactions. As one of the
Cameroonians proclaimed, “We are all the same!” Many Cameroonian workers also say that
westerners adapt to the local ways of working pretty quickly. When westerners are asked
about their motivations for being at Shisong Hospital, many of them say that they want to
learn about ‘Cameroonian culture’ by living like locals. Many also say that they want to
learn from the Cameroonian workers to adapt to working in an environment with limited
equipment and materials. They emphasize reciprocity by arguing that they get something
in return for their work in the hospital, as the Cameroonian workers inspire them in many
ways.
By looking at the more behind the scenes interactions, however, I discovered that
behind this public realm in which equality and sameness between the three groups are the
dominant themes, there is a hidden world. This world indicates that the relationships
between western and Cameroonian workers are also characterized by inequality and
otherness, and in ambiguous ways. The ambiguity comes from the fact that people shift
between their public and hidden transcripts; falling back on their sameness in some
situations, while emphasizing their differences in others. This often leads to
misunderstandings, and sometimes to clashes and confrontations between westerners and
Cameroonians. Most of this friction takes place outside of the public eye, but nevertheless
plays an important role in people’s interactions. This is explained below, by elaborating
upon the following themes: 1) westerners’ wish to live like locals, 2) westerners’ wish to
adapt to local working methods, and 3) the role of western donations.
Westerners’ wish to live like locals
Despite westerners’ publically stated wish to live like local Cameroonians, it turns out that
they experience only certain aspects of how locals live, and preferably only the pleasant –
or sensational – ones (such as trying local foods, buying local fabrics, and for some, killing a
chicken for dinner). Westerners do not expect their accommodation to be of a local
standard (with regular shortages of power and water). In fact, they evaluate their
accommodation according to western standards. Based on that, I agree with Sin (2010) and
Van Engen (2000) who argued that westerners, whose stated intention is to live like locals,
do not want to compromise their safety and well-being, and more importantly, that this
hinders the establishment of equal relationships. This is elaborated on in Chapter Four.
The matron does not expect westerners to live like locals. Even the food that is
served for westerners in the hospital canteen is often different from the food served to
Cameroonians. Westerners are not expected to abide by the strict rules that apply to
Cameroonian workers and students (such as dressing neatly, arriving on time, going to
church, respecting hierarchy and doing as they are told unquestioningly). This
differentiation seems to suit both the westerners and the matron. It enables the matron to
maintain connections with the western world, and furthermore to receive some extra
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income, since she charges westerners a relatively high fee for their accommodation.
The Cameroonian workers and students do not, however, benefit from this
differentiation. In fact, many of the Cameroonian students are frustrated because
westerners enjoy all kinds of privileges, and told me (in private, after a year of fieldwork)
that they don’t feel treated as equals, and feel they should be treated as equals. They blame
the matron for her role in this differentiation, but make sure to carefully hide their opinions
from her. They also blame westerners for accepting their privileges. This is also not openly
shared with westerners, but they do express their discontent in indirect and vague ways;
by excluding westerners from their conversations and rolling their eyes when they walk by.
These disguised expressions of hidden transcripts are vague, but the message that the
Cameroonian students are not all that happy with westerners comes across quite well.
Because westerners do not know the reasons for this discontent, however, it leads to
confusion and irritation on their side.

Westerners’ wish to adapt to local working methods
Westerners’ stated intentions to adapt to local hospital conditions and learn local methods
do not always result in adaptation and learning. When they are confronted with unfamiliar
methods, instead of asking questions to clarify and understand them better, they often
simply instantly criticize them. Through such behavior, they diverge from the notion of
sameness in their public transcripts, and distance themselves from the Cameroonian
workers and their methods, claiming to know better. Their criticism is based on the belief
that their medical knowledge is superior to the medical knowledge of the Cameroonians
they work with, and that impersonal authority based on scientific knowledge prevails over
other forms of authority (such as personal authority based on hierarchical positions, which
plays a big role in Shisong Hospital).
This is how westerners’ desires or expectations to make a contribution to hospital
care arise, and how they develop the feeling that they can make a contribution, and
sometimes even should. This is the justification for their medical interventions, which are
elaborately described in Chapter Six. Some even feel that they have no choice. Based on my
findings, I agree with McLennan (2014), Raymond and Hall (2008), Simpson (2004, 2005)
and Sin (2009) that the intercultural benefits of the short-term involvement of western
health workers in Africa are overstated and that, in fact, it can largely reinforce stereotypes.
Cameroonian workers are often frustrated and irritated by westerners’ criticisms
and interventions, but this is not reflected in their public transcripts. The local political
hierarchy in the hospital – which is elaborately described in Chapter Three – indicates that
the public statements of both Cameroonian workers and students, about anything, do not
necessarily reflect their own opinions; they reflect in the first place what the matron
expects them to say. This shows the importance of gaining an understanding of the local
political structures within a local setting, something that was rightly called for by Ortner
(1995).
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Cameroonian workers do express their (formally non-existent) negative opinions
with westerners in various disguised ways; through gossip and rolling eyes, and by
ignoring westerners’ questions and behaving in a rather stiff and uncooperative manner
towards them. Although these messages are disguised, westerners often read them quite
well; many westerners know that their critical remarks and suggestions to improve
procedures, let alone their interventions, are not appreciated by the Cameroonian workers.
In most cases, however, they often simply ignore this. Indeed, the fact that the
Cameroonian workers’ opinions about westerners’ critical remarks and suggestions for
improvement are hidden means that they can ignore them. The reason for this is that the
“ready line-of-retreat” (Scott, 1989, p. 54) used by Cameroonian workers to publically deny
their disapproval offers westerners the option to publically deny that they are aware of the
disapproval.
This is an example of what I call ‘interacting hidden transcripts’. Interacting hidden
transcripts show that people are not unaware of others’ opinions, but anticipate them
behind the scenes (see the figure below for a schematic and simplified example of
interacting hidden transcripts). This specific example shows that westerners’ feelings of
satisfaction about their efforts in Shisong Hospital are related to their act of intervention
and the desired outcome, and not to the actual outcome or the effect on the local workers.
Those westerners who do acknowledge the (possible) ineffectiveness of their interventions
often blame ‘the situation’ or ‘the mentality’ of the Cameroonian workers involved.
PUBLIC TRANSCRIPTS

HIDDEN TRANSCRIPTS

Emphasizing equality

Emphasizing inequality

Westerners:

Westerners:

Westerners:

“We adapt, we
come to learn and
live like locals”

“We know better,
and we wish to
make a medical
contribution”

“We make a
medical
contribution
anyway”

Cameroonians:

Cameroonians:

“Yes, they adapt.
We are the same”

“We do not
appreciate it”

INTERACTING
HIDDEN
TRANSCRIPTS

Figure 1: A schematic and simplified example of interacting hidden transcripts
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All of this may sound as if people are consciously and deliberately contributing to keeping
these dynamics in place. I do not believe this is the case. I cannot even say with any
certainty that people’s behavior is always deliberate and done in full consciousness of its
possible consequences. Although some people’s behaviors are claimed by others to be
‘strategy’, I cannot say the extent to which they really are, or to how many people this
applies. It lies beyond the scope of this research to fully look into this. I argue, however,
that the effect of people’s ways of interacting with one another – whether conscious or not
– is that it contributes to a certain ‘pattern’. In this pattern, those involved seem to benefit
from upholding the public transcript and thereby contributing to keeping the established
dynamics in place.

The role of western donations
With regard to western donations, both the Cameroonian workers and westerners display
ambiguous opinions and behavior. Westerners appreciate giving, and almost all are
involved in various donation practices. During these donation practices, westerners move
away from the public transcript of equality and emphasize inequality. This is done in a
dichotomized way, with the Cameroonian workers considered poor and themselves rich.
This ‘process of othering’ (Sin, 2009) contributes to the idea or construction among
westerners of being needed and of having something to offer ‘the poor’. They see this idea
confirmed in the Cameroonians’ expressions of gratitude for western donations. These
often exuberant expressions are highly enjoyed, and perhaps for some westerners even a
reason to give. However, as much as westerners like to return home with the feeling that
their donations have been appreciated, more important to them is to return home with the
idea that their medical work has been appreciated by the Cameroonian workers. Because of
this, there is a fine line between westerners’ expectations to receive credit for their
donations, and receiving too much credit for it in relation to their medical work.
Cameroonian workers appreciate the receipt of western donations. In the context of
a structural lack of resources, both within the hospital context and to varying extents in
their personal lives, some engage in processes of othering by emphasizing inequality
(instead of equality) between westerners and themselves in terms of their different
material and financial situation. However, while not all western donations are appreciated,
they nevertheless refrain from speaking up about expired or broken or simply useless gifts.
Cameroonian workers also never explicitly mention that they value donations more than
the westerners’ medical work. They also often seem to walk the fine line of appreciating
westerners’ donations in the way that is expected of them (this is another example of
interacting hidden transcripts). This is in line with what Sin (2010) calls the locals’
‘performance’ of their identity, as expected of them by westerners. Based on the findings
described in Chapter Seven, I would add that the public performance of the Cameroonian
workers is based not only on westerners’ expectations but also on the matron’s
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expectations.
Workers’ relationships are not only characterized by various layers of implicit and
explicit intentions, interests and expectations, but also by the implicit and explicit practice
of power. Westerners do not appreciate Cameroonian workers’ explicit ways of influencing
their donation practices, such as directly asking for donations. Although such explicit
attempts are sometimes successful, westerners prefer to give to Cameroonian workers who
do not interfere with their donation practices, at least not obviously. Some of the
Cameroonian workers’ attempts to increase their chances of receiving donations are
implicit or disguised enough to go unnoticed and identified as such by the westerners, such
as hinting for donations by emphasizing their lack of resources or building relationships
without explicitly mentioning the wish to receive donations. It is by hiding their power to
influence westerners’ donation practices that they increase their chances of receiving. This
shows how westerners are not always entirely in control of their donation practices, as
Cameroonian workers can also implicitly play a role. It is not, however, in the interest of
Cameroonian workers to have their power recognized publically.
Based on these findings, I argue that it is not only westerners who gain from the
construction of Cameroonian workers as poor, needy and powerless, but that some of the
Cameroonian workers themselves gain from it too. It is therefore in the interest of people
from both groups – in varying situations and depending on their varying interests – to
move away from the public transcript and the notion and of equality and emphasize their
inequality, at the cost of reinforcing stereotypes.

Conclusion
The research results show that people from all three identified groups in Shisong Hospital –
westerners, Cameroonian workers, and the matron and the rest of the hospital
administration – have certain hidden interests and wishes with regard to the presence of
westerners. These hidden transcripts are often known to and detested by people from the
other groups, but that is hardly ever explicitly and publically shared. The interacting
hidden transcripts are characterized by friction and conflict. The reason why these
workers’ interactions remain hidden is that it is not in people’s interests to emphasize
them. On the contrary, the possibility that workers’ hidden interests will be met increases
when they uphold an image of all relationships being smooth. The hospital administrators
and other Cameroonian workers benefit from hiding their negative opinions about the
superior behavior and inappropriate interventions of westerners, and emphasizing instead
the positive effects. This means that a continuous flow of westerners comes to the hospital,
who support the hospital and its workers in various ways. Westerners also benefit from the
fact that Cameroonians hide their disapproval of their criticisms and interventions, because
this means that they can ignore the disapproval and carry out their interventions, ‘officially’
unaware though actually irrespective of it.
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Contributions to public and scholarly debates
This research was carried out in a Cameroonian hospital setting that is unique for its
historical development, the heterogeneity among the Cameroonian health workers, and the
high frequency with which visiting westerners come and go. While acknowledging these
particulars, there are three themes to which the research results contribute in the public
and scholarly debates about the short-term work of westerners in African health settings.
These themes are: 1) western feelings of superiority, 2) the ‘inability’ of Africans to speak
up, and 3) researching behind the scenes interactions.
Based on the behavior and statements of westerners – as expressed to their
relatives through their blogs, to me through conversations, and directly to the
Cameroonian workers through criticisms and interventions – I agree with Cole (2012), Ngo
(2011) and Simpson (2004) that many westerners, consciously or unconsciously, display
feelings of superiority. In Shisong Hospital, these short-term westerners’ feelings of
superiority are often specifically related to ideas about medical practice: they believe that
the way in which they have been taught to practice medicine is not just the right way, but
the only way. They feel that their criticisms and interventions are justified because they
believe that impersonal authority is the dominant form of authority. They fail to realize that
they are operating in an environment in which personal authority dominates.
This explains a lot of the miscommunication between people. It also explains why
westerners do not consider it relevant that they are just students, or visitors who are only
in the setting for a few weeks. The belief in impersonal authority also explains why they do
not consider it relevant for their work and for working with the Cameroonians to gain an
understanding of the hospital’s power dynamics or local conditions that explain some of
the local procedures. Some find it interesting to know a little bit about it, but when they feel
confronted by what they perceive to be malpractice, their reaction is immediately one of
disapproval.
I also argue that it is likely that this applies not only to the westerners who visit
Shisong Hospital, but to those who visit African hospital settings in general. Indeed, many
westerners end up in Shisong Hospital coincidentally, and could basically have ended up
anywhere. I agree with Ngo (2011) and Simpson (2004) that the role of western
institutions in creating western feelings of (medical) superiority should not be
underestimated. I argue that the role of these institutions should be further scrutinized to
provide a greater understanding of such dynamics. I consider it likely that the various
institutions that send short-term westerners to African settings have little realistic idea
about the true effect of the instructions they give these westerners on the relationships and
power dynamics with local health workers.
The second contribution concerns the so-called ‘inability’ of African people to speak
up. Several scholars have suggested that African people might be unable to speak up about
their frustrations with westerners due to conflicting interests in a context of unequal
power dynamics (Berry, 2014; Lasker, 2016). I argue that there is another explanation for
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the fact that the Cameroonian workers in Shisong Hospital do not speak up about their
frustrations over the behavior of short-term westerners, namely that they are unwilling to
do so. This research shows that the various reasons they have for this do not necessarily
have to do with the westerners themselves, but often have (more) to do with the local
hospital political structure and the various strands of power at play within it.
Thirdly, it is evident from this research, as well as from previous studies on hidden
transcripts, that with regard to people’s relationships, there is a lot more going on than
might meet the researcher’s eye. I believe it is a delusion to think that researchers can
provide a full understanding of people’s behind the scenes interactions. However, I do
believe that researchers have an obligation to keep striving towards providing a full
understanding. They might discover, as I discovered in Shisong Hospital, that hidden
transcripts are not as hidden as Scott suggested when he came up with the concept. Rather,
they are observable and highly explanatory to those who try to make sense of
contemporary human relationships and power dynamics.
I sincerely hope that this research inspires other scholars to further investigate the
topic, specifically people’s behind the scenes interactions, and thereby increase our
understanding of the role of contemporary westerners working in African settings.
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OVERZICHT
Dit etnografisch onderzoek verkent de relaties en machtsverhoudingen in een Kameroens
ziekenhuis in een plattelandsomgeving, dat regelmatig voor korte tijd wordt bezocht door
westers180 medisch personeel en studenten. Er wordt gebruik gemaakt van het door Scott
ontwikkelde concept van openbare en verborgen transcripten om onderscheid te maken
tussen interacties die voor de buitenwereld zichtbaar zijn en interacties die meer achter de
schermen plaatsvinden. Op deze manier probeer ik te laten zien hoe mensen van beide
groepen - Kameroens personeel aan de ene kant en westerlingen aan de andere kant - zich
tot elkaar verhouden. De resultaten laten zien dat alle betrokken medewerkers van het
ziekenhuis voor de buitenwereld een beeld van gelijkheid ophouden, waarbij het contact
soepel verloopt en iedereen goed samenwerkt. De interacties die meer achter de schermen
plaatsvinden laten echter zien dat er een verscheidenheid aan verborgen transcripten
bestaat, en dat deze worden gekarakteriseerd door ongelijkheid, frustraties en conflicten.
Ik laat zien dat dit te maken heeft met de dubbelzinnige percepties die mensen hebben met
betrekking tot gelijkheid en ongelijkheid, alsmede hun tegengestelde belangen en
percepties van (wie zou moeten beschikken over) macht.
UITGEBREIDE SAMENVATTING
Introductie
Volgens verschillende wetenschappers, hebben de eerste westerlingen die werkten in
Afrikaanse landen, vanaf 1920, verschillende vormen van superioriteit tentoongespreid:
religieus, raciaal, moreel en cultureel (Crowder, 1968); Hardiman, 2006; Iwe, 1985;
Ohaegbulam, 1990; Okon, 2014; Rooha, 1989; Strayer, 1978; Van Wolputte, 1997; Vaughan,
1991). Dit heeft geleid tot het ontstaan en het versterken van het beeld in de westerse
publieke opinie van ‘de Afrikaan’ als de antithese van de geciviliseerde westerling,
‘ongetemd’ en ‘ongezond’. Belangrijker nog is dat de de constructie van Afrikanen ‘in nood’
de westerse betrokkenheid bij Afrika legitimeerde.
180

In dit proefschrift maak ik veelal gebruik van de term ‘westerlingen’. Hiermee doel ik op mensen “uit
landen in het westelijke deel van de wereld, met name Noord Amerika en landen in West Europa”
(Cambridge University Press, 2016, mijn vertaling).
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Volgens verschillende wetenschappers, is de legitimiteit van de huidige westerse
initiatieven in Afrika nog steeds geworteld in een ‘concept van een derde wereld’ (Simpson,
2004) en de constructie van Afrikaanse mensen die hulp nodig hebben. Deze constructie is
gebaseerd op de westerse drang om hulp te bieden (Berry, 2014; Cole, 2012; Simpson,
2004). Er wordt ook aangevoerd dat relaties tussen westerlingen en de lokale bevolking
asymmetrisch zijn voor wat betreft macht en privileges, en dat dit een effect heeft op de
manier waarop mensen uit beide groepen zich tot elkaar verhouden (Berry, 2014; Lasker,
2016; Madsen Camacho, 2004; Perold et al., 2013; Sin, 2010). Het is echter voor een groot
deel onbekend gebleven hoe deze asymmetrische verhoudingen tussen westerlingen en de
lokaal personeel er ter plaatse uitzien en hoe mensen uit beide groepen samenwerken.
Welke percepties hebben lokale Afrikaanse en bezoekende westerse medewerkers over
elkaar en hoe beïnvloeden deze percepties de manier waarop zij met elkaar omgaan?
Antwoorden op deze vragen geven inzicht in de huidige rol van westers medisch personeel
in niet-westerse medische settings.
Het doel van dit onderzoek is om de relaties en de machtsverhoudingen tussen
Kameroense medewerkers en westerlingen die voor een korte tijd aanwezig zijn in Shisong
Hospital te onderzoeken. Dit katholieke algemene ziekenhuis is gelegen op het platteland in
het noordwesten van Kameroen, waar ik woonde van oktober 2012 tot juni 2014. Het telt
350 bedden en er werken bijna 400 mensen. Deze medewerkers, voornamelijk
Kameroeners, worden op regelmatige basis vergezeld door westerlingen die een korte tijd
aanwezig zijn: binnen 16 maanden ben ik 66 bezoekers uit verschillende westerse landen
tegengekomen die op verschillende manieren betrokken waren bij de medische
behandelingen van het ziekenhuis, gedurende periodes die varieerden van één dag tot zes
maanden. Wat betreft de methodologie was het van cruciaal belang om, wat ik noem, ‘rond
te hangen’: kijken hoe mensen komen en gaan en tijd doorbrengen met zowel westerse als
Kameroense medewerkers. Daarnaast heb ik ook uitgebreid gebruik gemaakt van diepteinterviews, observaties en informele gesprekken. Verder heb ik informatie verzameld door
middel van vragenlijsten, focusgroepdiscussies en via westerse online blogs.
Bij het analyseren van de relaties en de machtsverhoudingen tussen de medische
medewerkers in Shisong Hospital, heb ik gekeken naar wat mensen tegen elkaar zeiden,
maar ook naar wat ze niet tegen elkaar zeiden. Ik heb beide vormen van interacties
geconceptualiseerd door gebruik te maken van de theoretische concepten van openbare en
verborgen transcripten, geïntroduceerd door James Scott in 1990. De term openbaar
transcript wordt gebruik voor een openlijke en zichtbare interactie, terwijl verborgen
transcripten verwijzen naar interacties die meer achter de schermen plaatsvinden.
Vanwege de complexiteit van de manier waarop medewerkers zich tot elkaar verhouden,
interpreteer ik de metaforische uitdrukking ‘achter de schermen’ als een plaats waar
mensen gedachten en ideeën met elkaar delen met mensen die zij op een bijzonder
complexe en steeds veranderende manier hebben geselecteerd. Ik heb gekeken naar de
manier waarop verschillende verborgen transcripten met betrekking tot het werk van

236

Samenvatting

bezoekende westerlingen ontstaan, waar ze over gaan, voor wie ze verborgen worden
gehouden en waarom dat zo is. Daarnaast heb ik gekeken naar de manier waarop deze
verborgen transcripten te maken hebben met macht en met de perceptie van mensen met
betrekking tot (wie zou moeten beschikken over) macht.

Resultaten
Ik beschrijf de interacties en machtsverhoudingen tussen medewerkers aan de hand van de
volgende indeling in drie groepen: 1) westerlingen, 2) Kameroense medewerkers, en 3) de
directrice en de rest van het ziekenhuisbestuur. Hoewel deze groepen niet moeten worden
beschouwd als vaststaand en homogeen, heeft dit onderscheid mij geholpen om de
onderzoeksvragen op de meest adequaat mogelijke manier te beantwoorden.
De resultaten laten zien dat alle ziekenhuismedewerkers in het openbaar een beeld
ophouden van soepele relaties en een goede samenwerking tussen alle betrokkenen. De
overeenkomst in de openbare transcripten van de medewerkers is de nadruk op gelijkheid
en gelijkwaardigheid. Volgens de Kameroense medewerkers hebben de verschillen tussen
‘zwart’ en ‘blank’, die in het verleden een rol speelden in het ziekenhuis (toen bezoekende
westerlingen de artsen en verplegers waren en de Kameroeners hun assistenten), niet
langer invloed op hun interacties. Zoals één van de Kameroeners verklaarde, "We zijn
allemaal gelijk!". Veel Kameroense medewerkers verklaren ook dat westerlingen zich
redelijk snel aan de lokale manieren van werken aanpassen. Wanneer westerlingen wordt
gevraagd naar hun beweegredenen om te werken in Shisong Hospital, zeggen velen van
hen dat ze willen leren van de Kameroense cultuur door te leven zoals de lokale bevolking.
Veel van hen zeggen ook dat ze willen leren van de Kameroense medewerkers hoe ze zich
kunnen aanpassen aan een omgeving waarin beperkte uitrusting en materiaal aanwezig is.
Ze leggen de nadruk op wederkerigheid door te argumenteren dat ze iets terug krijgen
voor hun werk in het ziekenhuis, omdat de Kameroense medewerkers hen op verschillende
manieren inspireren.
Toen ik de interacties bestudeerde die meer achter de schermen plaatsvonden,
ontdekte ik dat achter dit beeld richting de buitenwereld, waarin gelijkwaardigheid en
gelijkheid tussen de drie groepen dominant is, er een verborgen wereld schuilgaat. In deze
wereld worden de relaties tussen westerse en Kameroense medewerkers ook gekenmerkt
door ongelijkwaardigheid en ongelijkheid, en dit op een dubbelzinnige manier. De
dubbelzinnigheid komt doordat mensen in sommige situaties de gelijkheid benadrukken en
hiermee de openbare transcripten bevestigen, terwijl ze in andere situaties de ongelijkheid
benadrukken en hiermee het bestaan van verborgen transcripten laten zien. Dit leidt vaak
tot misverstanden en soms tot conflicten en confrontaties tussen westerlingen en
Kameroeners. De meeste spanningen vinden niet in de openbaarheid plaats, maar ze spelen
desalniettemin een belangrijke rol in de interacties tussen mensen. Dit wordt hieronder
uitgelegd, door de uitwerking van de volgende thema's: 1) de wens van westerlingen om te
leven zoals de lokale bevolking, 2) de wens van westerlingen om zich aan te passen aan de
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lokale werkmethodes, en 3) de rol van westerse giften.

De wens van westerlingen om te leven zoals de lokale bevolking
Ondanks de openbare verklaring van westerlingen dat ze graag willen leven zoals de lokale
Kameroense bevolking, blijkt in de praktijk dat ze slechts bepaalde aspecten van de manier
waarop de lokale bevolking leeft, ervaren, en bij voorkeur alleen de aangename – of
sensationele – aspecten (zoals het proeven van lokale gerechten, kopen van lokale stoffen
en, voor sommigen, het slachten van een kip voor het avondeten). Westerlingen
verwachten niet dat hun accommodatie in lijn is met de lokale standaarden (met
regelmatige tekorten aan water en energie). Ze beoordelen hun accommodatie naar
westerse maatstaven. Gebaseerd op die bevinden, ben ik het met Sin (2010) en Van Engen
(2000) eens die stelden dat westerlingen, ondanks hun uitgesproken intentie om te leven
zoals de lokale bevolking, hun veiligheid en welzijn niet op het spel willen zetten, en, nog
belangrijker, dat dit een obstakel is voor gelijkwaardige relaties. Dit komt aan de orde in
Hoofdstuk Vier.
De directrice verwacht niet van westerlingen dat ze leven zoals de lokale bevolking.
Zelfs het eten dat in het ziekenhuis wordt geserveerd voor westerlingen is vaak anders dan
het eten voor Kameroeners. Van westerlingen wordt niet verwacht dat ze zich houden aan
de strenge regels die gelden voor de Kameroense medewerkers en studenten (zoals netjes
kleden, op tijd komen, naar de kerk gaan, de hiërarchische verhoudingen respecteren en
doen wat hen wordt opgedragen). Deze differentiatie lijkt in het belang te zijn van zowel de
westerlingen als de directrice. De directrice kan zo contacten met de westerse wereld in
stand houden en op deze manier wat extra inkomsten genereren, aangezien ze de
westerlingen een relatief hoog tarief in rekening brengt voor het accommodatie.
De Kameroense medewerkers en studenten profiteren echter niet van deze
differentiatie. Veel van de Kameroense studenten zijn gefrustreerd doordat westerlingen
privileges ontvangen, en vertelden me (in privégesprekken die ik voerde nadat ik reeds een
jaar in het ziekenhuis meeliep) dat ze zich hierdoor niet als gelijken behandeld voelen en
van mening zijn dat dit wel zo zou moeten zijn. Daarnaast verwijten ze de directrice haar
rol in de differentiatie, maar zorgen ervoor dat hun mening goed verborgen blijft voor haar.
Ze verwijten daarnaast de westerlingen dat ze de privileges accepteren. Dit wordt niet
openlijk gedeeld met de westerlingen, maar ze uiten hun ontevredenheid op een indirecte
en verkapte manier; door westerlingen uit te sluiten van hun gesprekken en met hun ogen
te rollen wanneer ze langslopen. Deze verkapte uitdrukkingen van verborgen transcripten
zijn onduidelijk, maar de boodschap dat de Kameroense studenten ontevreden zijn met de
aanwezigheid van westerlingen is wel duidelijk. Omdat de redenen voor deze
ontevredenheid niet worden benoemd, leidt dit regelmatig tot verwarring en irritatie bij
westerlingen.
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De wens van westerlingen om zich aan te passen aan de lokale werkmethodes
De verklaringen van westerlingen dat ze zich willen aanpassen aan de lokale
omstandigheden in het ziekenhuis en de lokale methodes willen leren, hebben niet altijd als
resultaat dat ze zich aanpassen en leren. In plaats van begrip te krijgen door vragen te
stellen over methodes die zij niet kennen, bekritiseren zij deze methodes vrijwel meteen.
Hiermee wenden ze zich af van de notie van gelijkheid die ze in openbare transcripten
bezigen. Ze scheppen afstand ten opzichte van de Kameroense medewerkers en hun
werkmethodes, door te stellen dat ze het beter weten. Hun kritiek is gebaseerd op de
overtuiging dat hun medische kennis superieur is aan de medische kennis van de
Kameroeners waar ze mee werken en dat de onpersoonlijke autoriteit, gebaseerd op
wetenschappelijke kennis, belangrijker is dan andere vormen van autoriteit (zoals
persoonlijke autoriteit op basis van hiërarchische positie, hetgeen een belangrijke rol speelt
in Shisong Hospital).
Dit is hoe de wens of verwachting van westerlingen om een bijdrage te leveren aan
de zorg in het ziekenhuis ontstaat, en hoe ze het gevoel ontwikkelen dat ze een bijdrage
kunnen, en soms zelf moeten leveren. Dit is de rechtvaardiging voor hun medisch ingrepen,
hetgeen uitvoerig wordt beschreven in Hoofdstuk Zes. Soms hebben westerlingen zelfs het
gevoel dat ze geen andere keuze hebben dan in te grijpen. Op basis van mijn bevindingen,
ben ik het eens met McLennan (2014), Raymond en Hall (2008), Simpson (2004, 2005) en
Sin (2009) die stellen dat de positieve interculturele effecten van een korte betrokkenheid
van westers medisch personeel in Afrika worden overschat en dat deze betrokkenheid
stereotypering in de hand kan werken en versterken.
Kameroense medewerkers zijn vaak gefrustreerd en geïrriteerd door de kritiek en
het medisch ingrijpen van westerlingen, maar dit is niet zichtbaar in hun openbare
transcripten. De lokale politieke hiërarchie in het ziekenhuis – die uitvoerig in Hoofdstuk
Drie wordt beschreven – laat zien dat de publiek geuite meningen van zowel Kameroense
medewerkers als studenten, over welk onderwerp dan ook, niet noodzakelijkerwijs hun
eigen mening weerspiegelt; ze weerspiegelen voornamelijk wat de directrice van hen
verwacht dat ze zeggen. Dit laat zien hoe belangrijk het is om onderzoek te doen naar de
lokale politieke structuren binnen een lokale situatie, hetgeen waartoe Ortner (1995)
terecht opriep.
Kameroense medewerkers uiten hun (formeel niet-bestaande) negatieve meningen
richting westerlingen op verschillende verkapte manieren; door roddels en rollende ogen,
en door de vragen van westerlingen te negeren en zich tegenover hen op een stijve en nietcoöperatieve manier te gedragen. Hoewel deze boodschappen verkapt zijn, kunnen
westerlingen ze vaak redelijk goed lezen; veel westerlingen weten dat hun kritische
opmerkingen en suggesties om procedures te verbeteren, en al helemaal direct ingrijpen,
niet worden gewaardeerd door de Kameroense medewerkers. In de meeste gevallen
negeren ze dit echter eenvoudigweg. Het feit dat de meningen van de Kameroense
medewerkers over westerse kritische opmerkingen en suggesties voor verbeteringen,
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verkapt zijn, betekent dat ze deze meningen kunnen negeren. De reden hiervoor is dat de
"ready line-of-retreat" (Scott, 1989, p. 54) die wordt gebruikt door de Kameroense
medewerkers om publiekelijk te ontkennen dat ze de situatie afkeuren, de westerlingen de
mogelijkheid geeft om publiekelijk te ontkennen dat ze zich van deze afkeuring bewust zijn.
Dit is een voorbeeld van, wat ik aanduid als ‘interactieve verborgen transcripten’.
Interactieve verborgen transcripten laten zien dat mensen zich niet onbewust zijn van de
meningen van anderen, maar er achter de schermen op anticiperen (zie het figuur
hieronder voor een schematische en vereenvoudigd overzicht van interactieve verborgen
transcripten). Dit specifieke voorbeeld laat zien dat het westerse gevoel van tevredenheid
over hun inspanningen in Shisong Hospital zijn gerelateerd aan de handeling van het
ingrijpen en aan hun intenties, en niet aan de daadwerkelijke resultaten ervan. De
westerlingen die erkennen dat hun handelen (mogelijk) niet effectief is, wijten dit vaak aan
‘de situatie’ of de ‘mentaliteit’ van de betrokken Kameroense medewerkers.
OPENBARE TRANSCRIPTEN

VERBORGEN TRANSCRIPTEN

Benadrukken van geijkwaardigheid

Benadrukken van ongelijkwaardigheid

Westerlingen:

Westerlingen:

Westerlingen:

“We passen ons
aan, we komen om
te leren en leven
zoals de lokale
bevolking

“We weten het
beter, en leveren
graag een
medische bijdrage”

“We leveren toch
een medische
bijdrage”

Kameroeners:

Kameroeners:

"Ja, ze passen zich
aan. We zijn gelijk

“We stellen het
niet op prijs”

INTERACTIEVE
VERBORGEN
TRANSCRIPTEN

Figuur: Een schematisch en gesimplificeerd voorbeeld van interactieve verborgen transcripten

Dit alles wekt wellicht de suggestie dat mensen bewust en intentioneel bijdragen aan het in
stand houden van deze dynamiek. Ik geloof echter niet dat dat het geval is. Ik kan niet eens
met zekerheid zeggen dat het gedrag van mensen altijd intentioneel is en vanuit het volle
bewustzijn wordt gestuurd. Ondanks dat het gedrag van mensen door anderen wordt
bestempeld als zijnde ‘strategie’, weet ik niet in hoeverre dit zo is, en op hoeveel mensen
dit van toepassing is. Het ligt buiten de scope van dit onderzoek om dit nader te
onderzoeken. Wel zeg ik, echter, dat het effect van de manier waarop mensen met elkaar
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omgaan, of dit nu bewust of onbewust is, bijdraagt aan een bepaald ‘patroon’. In dit patroon
lijken de betrokkenen te profiteren van het hooghouden van het openbare transcript.
Hiermee houden ze de gevestigde machtsdynamiek in stand.

De rol van westerse giften
Met betrekking tot westerse giften laten zowel Kameroense medewerkers als westerlingen
dubbelzinnige meningen en gedrag zien. Westerlingen geven graag en zijn bijna allemaal
betrokken bij het geven van donaties. Gedurende deze donatiepraktijken wijken
westerlingen af van het openbare transcript van gelijkwaardigheid en benadrukken
ongelijkheid. Dit gebeurt op een gedichotomiseerde wijze, waarbij de Kameroense
medewerkers worden beschouwd als arm en zijzelf als rijk. Dit proces, een zogenaamd
proces van ‘othering' (Sin, 2009) draagt bij aan het idee of de constructie onder
westerlingen dat ze onmisbaar zijn en iets aan de ‘armen’ te bieden hebben. Zij zien dit idee
bevestigd in de Kameroense dankbaarheid voor de westerse donaties. Deze vaak
uitbundige dankbetuigingen worden zeer gewaardeerd en zijn voor sommige westerlingen
misschien zelfs een reden om te geven. De westerlingen vinden het belangrijk om naar huis
te kunnen gaan met het gevoel dat hun donaties gewaardeerd worden, maar ze vinden het
nog belangrijker dat ze het idee hebben dat hun medisch werk wordt gewaardeerd door de
Kameroense medewerkers. Hierdoor bestaat er slechts een dunne lijn tussen enerzijds de
westerse verwachtingen om waardering voor hun donaties te krijgen en anderzijds het
gevoel er te veel waardering voor te krijgen in relatie tot hun medisch werk.
De Kameroense medewerkers waarderen het om westerse donaties in ontvangst te
mogen nemen. In een context waarin structureel middelen ontbreken, zowel in het
ziekenhuis als, in meer of mindere mate, in hun persoonlijke leven, dragen zij bij aan
processen van ‘othering’ door de ongelijkwaardigheid tussen westerlingen en hen zelf te
benadrukken in termen van hun materiële en financiële verschillen. Hoewel niet alle
westerse donaties worden gewaardeerd, wordt er niet gesproken over donaties die reeds
over hun houdbaarheidsdatum heen, defect of simpelweg nutteloos zijn. De Kameroense
medewerkers brengen ook nooit expliciet ter sprake dat ze donaties meer waarderen dan
het medisch werk van de westerlingen. De manier waarop ze hun dankbaarheid voor
westerse donaties uiten sluit vaak nauw aan bij wat westerlingen prettig vinden (dit is een
ander voorbeeld van interactieve verborgen transcripten). Dit komt overeen met wat Sin
(2010) aanduidt met de ‘performance’ van hun identiteit door de lokale bevolking, zoals
van hen verwacht door westerlingen. Op basis van de bevindingen die worden beschreven
in Hoofdstuk Zeven, zou ik willen toevoegen dat de publieke ‘performance’ door de
Kameroense medewerkers niet alleen is gebaseerd op de westerse verwachtingen, maar
ook op de verwachtingen van de directrice.
De relaties van de medewerkers worden niet alleen gekenmerkt door verschillende
lagen van impliciete en expliciete intenties, belangen en verwachtingen, maar ook door de
impliciete en expliciete machtsverhoudingen. Westerlingen waarderen het niet dat de
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Kameroense medewerkers expliciet invloed uitoefenen op hun donatiepraktijken, zoals het
direct vragen om donaties. Hoewel dit soort expliciete pogingen soms succesvol zijn, geven
westerlingen liever aan Kameroense medewerkers die zich niet bemoeien met hun
donatiepraktijken, of in ieder geval niet overduidelijk. Bepaalde pogingen van Kameroense
medewerkers om hun kansen op het ontvangen van donaties te vergroten zijn impliciet of
voldoende verkapt om niet opgemerkt en as zodanig geïdentificeerd te worden door de
westerlingen zoals het hinten naar donaties door de nadruk te leggen op een gebrek aan
bepaalde middelen of door relaties op te bouwen zonder expliciet de wens uit te spreken
donaties te willen ontvangen. Ze verbergen hun macht om westerse donaties te
beïnvloeden om hun kansen om ze te ontvangen te vergroten. Dit laat zien dat westerlingen
niet altijd de volledige controle hebben over hun donatiepraktijken, aangezien Kameroense
medewerkers impliciet ook invloed uitoefenen. Het is echter niet in het belang van de
Kameroense medewerkers om om hun macht publiekelijk erkend te hebben.
Op basis van deze bevindingen, beargumenteer ik dat het niet alleen de
westerlingen zijn die profiteren van de constructie van de Kameroense medewerkers als
arme, hulpbehoevende en machteloze mensen, maar dat sommige van de Kameroense
medewerkers er zelf ook van profiteren. Het is daarin in het belang van mensen uit beide
groepen - in verschillende situaties en afhankelijk van hun variërende belangen - om zich af
te wenden van het openbare transcript en de notie van gelijkwaardigheid, en de nadruk te
leggen op hun ongelijkwaardigheid. Dit werkt echter stereotypering in de hand.
Conclusie
De onderzoeksresultaten laten zien dat mensen uit ieder van de drie geïdentificeerde
groepen in Shisong Hospital – westerlingen, Kameroense medewerkers en de directrice en
de rest van het bestuur van het ziekenhuis – bepaalde verborgen belangen en wensen
hebben met betrekking tot de aanwezigheid van westerlingen. Deze verborgen
transcripten zijn vaak bekend en worden afgekeurd door de mensen uit de andere groepen,
maar dat wordt bijna nooit expliciet in de openbaarheid gedeeld. De interactieve verborgen
transcripten worden gekenmerkt door wrijvingen en conflicten. De reden waarom deze
interacties tussen medewerkers verborgen blijven is dat het niet in het belang van mensen
is om er nadruk op te leggen. Integendeel: de kans dat aan de verborgen wensen van
medewerkers wordt voldaan, neemt toe naarmate zij het beeld ophouden van soepele
relaties. De bestuurders van het ziekenhuis en andere Kameroense medewerkers
profiteren van het verbergen van hun negatieve meningen over het superieure gedrag en
de misplaatste ingrepen van westerlingen. Zij benadrukken de positieve effecten. Dit
betekent dat een voortdurende stroom van westerlingen het ziekenhuis aandoet en het
ziekenhuis en haar medewerkers op verschillende manieren ondersteunt. Westerlingen
profiteren ook van het feit dat de Kameroeners hun afkeur ten opzichte van kritiek en
ingrijpen verbergen, omdat dit betekent dat zij dit kunnen negeren en hun ingrepen
kunnen blijven doen; ‘officieel’ onbewust ervan, maar in werkelijkheid de mening van de

242

Samenvatting

Kameroeners negerend.

Bijdrage aan het publieke en wetenschappelijke debat
Dit onderzoek werd uitgevoerd in een Kameroens ziekenhuis dat uniek is in haar
historische ontwikkeling, de heterogeniteit onder de Kameroense medewerkers en de hoge
frequentie waarmee westerse bezoekers komen en gaan. Zonder deze specifieke
kenmerkingen teniet te doen, leveren de onderzoeksresultaten een bijdrage aan drie
thema’s binnen het publieke en wetenschappelijke debat over de kortstondige inzet van
westerlingen in Afrikaanse medische settings. Deze thema's zijn: 1) westerse gevoelens van
superioriteit, 2) de ‘onmondigheid’ van Afrikanen, en 3) onderzoek naar interacties achter
de schermen.
Gebaseerd op het gedrag en de beweringen van westerlingen – geuit via hun blogs
aan familie en vrienden, naar mij en direct tegenover Kameroense medewerkers door hun
hun kritiek en medisch ingrijpen – ben ik het eens met Cole (2012), Ngo (2011) en Simpson
(2004) die stellen dat veel westerlingen, bewust of onbewust, gevoelens van superioriteit
tentoonspreiden. In Shisong Hospital hangen deze superioriteitsgevoelens vaak samen met
hun ideeën over de medische praktijk: ze geloven dat de manier waarop zij medische
handelingen hebben aangeleerd gekregen niet alleen de juiste manier is, maar ook de enige
manier. Ze hebben het gevoel dat hun kritiek en hun ingrijpen gerechtvaardigd zijn omdat
ze geloven dat de onpersoonlijke autoriteit de dominante vorm van autoriteit is. Ze
realiseren zich niet dat ze op bezoek zijn in een setting waarin persoonlijke autoriteit
dominant is.
Dat verkaart veel van de miscommunicatie tussen mensen. Het verklaart ook
waarom westerlingen het niet als relevant beschouwen dat ze slechts studenten zijn, of
medewerkers die slechts een paar weken op bezoek zijn. Het geloof in de onpersoonlijke
autoriteit verklaart ook waarom ze het niet relevant vinden voor hun werk en voor het
werken met de Kameroeners, om te begrijpen hoe de machtsverhoudingen in het
ziekenhuis liggen of hoe lokale omstandigheden bepaalde lokale handelswijzen verklaren.
Sommige van hen vinden het interessant om er wat over te weten te komen, maar wanneer
ze zich geconfronteerd voelen door wat zij beschouwen als een slechte praktijk, dan is hun
reactie meteen afkeurend.
Ik beargumenteer eveneens dat het waarschijnlijk is dat dit niet alleen van
toepassing is op westerlingen die Shisong Hospital bezoeken, maar op bezoekers aan
Afrikaanse ziekenhuizen in zijn algemeenheid. Veel westerlingen komen immers bij toeval
in Shisong Hospital terecht; zij hadden overal terecht kunnen komen. Ik ben het eens met
Ngo (2011) en Simpson (2004) dat de rol van westerse instituties bij het creëren van
(medische) superioriteit van het westen niet onderschat moet worden. Ik beargumenteer
waarom de rol van deze instituties verder zou moeten worden onderzocht om beter inzicht
te krijgen in deze ontwikkeling. Ik acht het waarschijnlijk dat de verschillende instituties
die westerlingen voor korte tijd naar Afrika sturen, een weinig realistisch beeld hebben
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over de werkelijke effecten van de instructies aan deze westerlingen op de relaties en
machtsverhoudingen met het lokale medisch personeel.
De tweede bijdrage betreft de zogenaamde ‘onmondigheid’ van de Afrikaanse
bevolking om zich uit te spreken. Verschillende wetenschappers hebben gesuggereerd dat
Afrikanen niet in staat zijn om hun frustraties tegenover westerlingen uit te spreken, als
gevolg van tegenstrijdige belangen in een context van ongelijke machtsverhoudingen
(Berry, 2014; Lasker, 2016). Ik argumenteer dat er een andere verklaring is voor het feit
dat de Kameroense medewerkers in Shisong Hospital niet spreken over hun frustraties
over hun gedrag van westerlingen die er kort verblijven, namelijk dat ze het niet willen. Dit
onderzoek wijst uit dat de verschillende redenen die zij hebben om te handelen zoals ze
doen, niet noodzakelijkerwijs te maken hebben met de westerlingen zelf, maar meer met
de lokale politieke structuur in het ziekenhuis en de verschillende machtsverhoudingen
daarbinnen.
Ten derde, het is duidelijk naar vorige gekomen uit dit onderzoek, alsmede uit
eerdere studies over verborgen transcripten, dat met betrekking tot de relaties van
mensen, er veel meer speelt dan het oog van de onderzoeker kan registreren. Ik ben ervan
overtuigd dat het een illusie is te denken dat onderzoekers een volledig begrip kunnen
krijgen van de interacties van mensen achter de schermen. Ik ben er daarentegen van
overtuigd dat onderzoekers wel de plicht hebben om daar naar te streven. Ze kunnen
ontdekken, zoals ik in Shisong Hospital heb ontdekt, dat verborgen transcripten niet altijd
zo verborgen zijn als Scott suggereerde toen hij het concept ontwikkelde. Het is eerder zo
dat ze te observeren zijn en ons kunnen helpen inzien hoe relaties en machtsverhoudingen
werken.
Ik hoop oprecht dat dit onderzoek andere wetenschappers inspireert om verder
onderzoek te doen naar dit onderwerp, en dan met name naar de interacties van mensen
achter de schermen. Op deze manier kunnen we ons begrip van de rol van westerlingen in
Afrikaanse settings te vergroten.
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Behind the smiles
This ethnographic research explores the relationships and power
dynamics in a rural Cameroonian hospital setting that is regularly
visited by short-term western health workers and students. Using
Scott’s concept of public and hidden transcripts to distinguish
between public and behind the scenes interactions, Van de Kamp
tries to unravel how people from both groups – Cameroonian
workers on the one hand, and westerners on the other – relate to one
another. The results show that all of the hospital workers involved
publically uphold a picture of everyone being equal, of working well
together, and of relationships being smooth. However, the more
behind the scenes interactions indicate the existence of a variety
of hidden transcripts, and these transcripts are characterized by
inequality, frustration and conflict. Van de Kamp shows that this is
linked to people’s ambiguous perceptions of equality and inequality,
as well as their contrasting interests and perceptions of (who should
have) power.
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