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What we have then [in language] is a universal competence denied by its local performances,
a universal capacity denied by its fragmented, disseminated, dispersed actualization.

—Paul Ricoeur!

ABSTRACT

The attempt to think about “religion and health” together as if they were
wholly disjunct concepts falters in many contexts, both because the prac-
tices of health seekers often pragmatically assimilate them and because
many languages do not, in the first place, treat them as disconnected ideas.
That brings into question modernist constructs, particularly in secular-
ist or positivist frames, of the separation of religion and health, and it
raises the question of translation—not as a linguistic enterprise, but as
a shift between disparate epistemologies. Drawing on studies based on
field research in Lesotho, this is the focus of this article, considered via
Paul Ricoeur’s theory of translation, specifically the double difficulty he
discerns of incommensurableness in meaning and of “welcoming” the lan-
guage of the other. At stake is not simply understanding but the practical
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efficacy—or failure—of particular health interventions to the extent that
they seriously take into account the impact of religious worldviews on
how health is understood and behavior modeled. Here the concept of the
“healthworld” helps to deepen our ability to design appropriate, accept-

able, and sustainable health interventions.

Introduction

he ancient myth of the Tower of Babel, for Paul Ricoeur, describes a dilemma at the heart

of all human speaking: that our attempts to communicate with each other across linguistic

divides often creates confusion or “balal,” the Hebrew root word from which the name Ba-
bel derives.? The reality that the myth reflects is one of diverse, often incommensurable languages.
The problem with which it confronts us is that of communicability: we all speak—speech being a
criterion of humanity—but we do not really understand the other who speaks differently.’

In what follows, we will deal with the problem of communicability, initially by considering a
particular task of translation across diverse languages that was occasioned by research carried out
in Lesotho, then by extending our view on translation beyond the sphere of language to constructs
of the lifeworld, whence arises the aporia at its heart: one must always translate between worlds,
but one always does so by violating the lifeworld of the other. This aporia always accompanies
any attempt at understanding the encounter with the other, especially the alien other, the stranger,
as became clear in the research in Lesotho, which aimed at discerning how religion might play
a role in contributing to the strengthening of health systems and to the general well-being of the
populace.

But it also lies behind my own attempt here to reflect on that research “from the outside,” so
to speak, as one reflecting at a meta-theoretical level on the problems encountered in the research.
Conducted along participatory lines, the research tools were designed to probe the relationship, in
the understanding and experience of ordinary people, between religion and health. They have also
been applied in other African countries and in the USA, with similar issues of translation arising
despite the wholly different linguistic and social contexts. What I seek to unpack here, therefore,
is not the specific problem of translating a language in one context (though Lesotho, for good
reasons, provides the case study in this instance), but the general challenge of translation between
differing linguistic worlds in any context and the implications for understanding how health inter-
ventions might succeed or fail as a result.

Though the specific “disease-focus” of the research in Lesotho was HIV and AIDS, the tools
themselves were designed to probe the nature, scope, and scale of religious entities engaged in
health promotion, treatment, and care, as part of a general concern to establish whether or not
such religious activities—including but going beyond the work of formal health facilities (hospi-
tals, clinics, dispensaries) run, owned, or initiated by religious institutions—could be aligned with
national and international public health agencies to improve the health of all. In this respect, the
issues raised here are not specific to any particular disease or targeted invention but are of signifi-
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cance for health systems and health policy generally.

At stake is the challenge of speaking simultaneously about religion and health when it is not
clear that those terms can be taken for granted at all. This is my focus here, arising initially from
the research done in Lesotho. The research team, of which I was a part (as advisor and analyst but
only marginally in the field), sought to uncover how indigenous Basotho (plural for Sotho per-
sons) understood the relationship between religion and health. However one frames the context,
any health system or intervention—any action that involves human beings at a point of their well-
being—takes place in situations that are more often than not fraught with issues of translation, not
just between particular tongues but between worldviews or epistemic judgments.

Translating the research instruments from English into Sesotho was the first step. Above all,
it needed to be understood that our interest lay in the interface between religion and community
or population scale health. We needed to find congruent terms to ask about religion and health in
native Sesotho—translation in the restricted sense. Precisely here the problem of communicability,
the conundrum of Babel, emerged with full force. We were immediately faced not simply with a
matter of translation from one language into another but with the incommensurability of the con-
ceptual foundations that lay behind the terms themselves.

The real problem of translation in other words (pardon the pun) is not that of the most adequate
equivalents in one language to what is said in another, but of the shifts in perception, or of world-
view, occasioned by the attempt to understand at all. Any real understanding across linguistic para-
digms is inevitably accompanied by a destabilizing of the familiar, which takes place as a result
of moving from the conceptual framework that one knows into another that one does not initially
know—perhaps can never know in the same way. This is a problem nicely articulated by Michel
Foucault in his introduction to The Order of Things where, focusing on a passage from Borges
about how “animal” is defined in a certain Chinese encyclopedia, he recounts the impossibility of
making sense of its terms for someone schooled in European cultures and languages.* A different
order of things is at work. The unfamiliar is what must be comprehended, not primarily in lexical
terms but in respect of ways of seeing the world.

The unfamiliar is thus what confronted us in our research in Lesotho (this is true even for the
native Sesotho-speaking researcher who, schooled in English, had not thought about the “religion/
health” conjunction before, had not comprehended its instability in relation to his own home lan-
guage). Three sentinel sites were chosen: the capital city of Maseru, the outlying town of Morija,
and the mountainous rural district of Thaba Tseka. We had made certain assumptions: that virtually
everyone spoke Sesotho (a fair assumption); that traditional religious views would remain present,
especially in more rural areas, despite a century of Christianization; that religion and health were
terms reflecting discrete aspects of life; but that there was some understanding of the link between
religion and health to enable us to research their commensurate relationship.

But quickly our ground had to be shifted. In attempting to ask, as we did, about the interaction
between religion and health in the life of a Mosotho person (singular form), we promptly became
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conscious, no matter the location, of paradigmatic constructs of knowledge at work in our own
thinking that dominate the ideas of religion and health in the social and health sciences. We had
run into trouble. Despite the fact that both the main field researchers (one white, one black) were
raised in Lesotho and fluent in Sesotho (one of them deeply rooted in Sotho traditions), our as-
sumed constructs of “religion” and “health,” honed in the modern academy, which separates the
terms and treats them as distinct realities, turned out to be less than helpful. We took that separa-
tion for granted, but there was no way of articulating any such distinction in Sesotho. As we were
specifically concerned to understand the lifeworld and worldviews of Basotho people, recourse to
English was ruled out a priori. We had to confront the aporia.

One could argue that we should have known better, but we did not. And this was clearly less
a reflection of any lack of training or reading (on the contrary) and more a consequence of insuf-
ficiently reflected epistemic constructs. In the academy, health and religion are discrete fields with
differing core conceptual tools and methodologies, so much so that in many contexts they are actu-
ally invisible to each other, notwithstanding the available insights from anthropologists and others
that would destabilize such assumptions.

This issue forced us to rethink our entire research process, as we shall see. The narrower focus
of our research was on the interaction between health providers and health seekers. From the side
of health providers, health interventions are generally understood to be in the best interests of the
health seeker. Here there is little interest in “translation” except to understand for diagnostic pur-
poses what a person is saying or to explain a treatment protocol. Most health interventions are thus
aimed, by “experts,” at the other, who is expected to receive them in the form and for the purposes
intended. This is not simply a pragmatic issue, as many health practitioners appear to believe when
they assume that all that is needed is properly to train a health seeker to follow instructions, or
when they complain that the failure to follow a protocol is a simple lack of education or ignorance
of science. Sometimes this may indeed be the case, but (probably far more than is realized) what
is at stake is in fact an ideational issue.

In short, how the intervention is perceived by the other is as crucial to its outcome as any inten-
tion on the part of the provider. Translation here confronts reception. As we shall see, reception
invokes another kind of act of translation, one internal to the linguistic community of the recipient.
The relationship between translation and reception across differing linguistic (epistemological)
paradigms thus frames a series of reflections that rest on the extended field work that has been
conducted to determine how best to leverage, to build upon, the work of religious entities in health
in the face of collapsing or collapsed public health systems in Africa. The paper ends with a brief
discussion about how changing one’s language shifts one’s view of reality, with implications for
practice, using the concept of a healthworld.

The Language that Difference Makes: On Translation
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Our analysis commences with the act of translating our concern about religion and health
in Lesotho. The specific locations of our three research sites made little difference to the funda-
mental aporia we encountered as soon as the question of the relation between religion and health
was posed in Sesotho rather than in English. As noted earlier, we wanted to discover if and how
religion or religious entities are contributing to the health and well-being of the populace and in
what way they are aligned with the formal public health system, if at all. This was part of work
commissioned by the World Health Organization and done by the African Religious Health Assets
Programme (ARHAP),’ an international research collaborative established in 2003 on the interface
between religion and public health.

ARHAP’s premise is that religion, whether institutionally or communally grounded,® plays
a significant role in how people respond to health interventions, and its assumption is that, more
often than not, formal health systems tasked with providing health services are largely ignorant
of how to deal with this dimension. The ignorance stems not from a lack of awareness among of-
ficials and professional health workers about religion or about its significance for many of their
clients or patients. It stems, rather, from an entrenched framing of their specialized fields of activ-
ity in terms of a thoroughly secularized clinical and biomedical paradigm.

Enough has been written to question the over-determined rationality of this paradigm, from
at least three starting points: the Cartesian split between the subject and object (privileging the
objective, as in the emphasis on biology, germ theory, and medical technology over and above the
human and relational dimensions of health, but also in all too often separating the two in practice,
something old-style general practitioners serving particular families and communities would have
found strange); a bondage to a nominalist ontology that suggests a direct correspondence between
the scientific terms one uses and the reality one observes (which tends to shut out alternative ex-
planations of and responses to a particular health event); and, an increasingly powerful materialist
and instrumental approach to the world (driven by the powerful lure of natural science and the
intrusion of the market into all corners of its activity).

To be sure, the methods, capacities and products associated with the biomedical paradigm are
undoubtedly powerful and vitally necessary at one level—we do want antibiotics or flu vaccina-
tions able to save lives, for example—and they govern much of what is taken to be best practice in
public health. Still, after some hundred years of public health practice, it is clear that this paradigm
cannot deliver more than a partial result as public health practitioners collectively—despite huge
scientific advances and more available resources than at any time in human history—see the grand
hopes of the early twentieth century failing.’

Simply put, diseases and illnesses correlate not only with the fine points of anatomy, biochem-
istry, neurology, and the like, but also with other factors that cannot be controlled in a laboratory
or measured by metrics. These mostly have to do with the way humans construct their sense of self
and society, with how they organize themselves politically and economically, with what they take
to be knowledge adequate to their complex realities, and with that sense of transcendence that may
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variously be described in terms such as imaginative possibility, spirit, religion, or faith.®

Professionals and practitioners concerned with health are naturally not unaware of these mat-
ters, and they try to address them as far as possible within the limits of the paradigm they still
accept as fundamental (a science of health). The early emphasis on primary health care (PHC) by
the World Health Organization (WHO), its growing current interest in the social determinants of
disease’ and a revitalization of PHC,'* the increasing number of medical practitioners willing to
consider or advise their patients on complementary or alternative forms of healing practice—all
are indicators of both the limits of the dominant scientific paradigm in health and the search for a
more holistic paradigm. This is encouraging.

Within this context, powerfully provoked by the myriad complexities of the HIV pandemic
and its link to human sexual and relational norms, values, and behavior, public health bodies have
increasingly wondered about the role in health of religion and its practitioners. They see there, at
worst, a phenomenon that needs to be critically confronted (e.g. with respect to stigmatization)
and, at best, a possible resource that might be leveraged to strengthen health systems. The negative
dimensions of religion are notorious among those committed to the rationality of science, includ-
ing health workers. They dominate public health mentalities globally. But a growing interest in
the positive dimensions of religion has become evident in the last five to ten years, or at least in
religiously based institutions that might shore up the growing gaps in state provision, as public
health agencies and governments have reached out wherever they can for help in dealing with the
HIV pandemic in particular.

Nevertheless, understandings of what this means for health interventions remain largely su-
perficial and unexplored. This is the territory of the African Religious Health Assets Programme.
Its starting point, as the name suggests, is to probe for what might be seen as an “asset for health.”
Following an asset based community development approach,!! ARHAP developed a set of tools to
explore the interface between religion and health for the WHO, with its pilot work being done in
Lesotho.!? The core tools adopted not only an asset-based approach but also the methods of appre-
ciative inquiry,"® participatory rural appraisal,'* and participatory geographic information systems
field mapping.'’

Knowledge of these tools is not necessary for our purposes here. What is important lies in the
congruent research ideology that undergirds these approaches and methods, namely, a systematic
commitment to uncovering, as far as possible, the wisdom and knowledge held by local people in
their own terms according to their own frameworks of reference. As anthropologists know all too
well, such aims are not easy to realize and they are easily subverted, for example, by “arts of resis-
tance”!® exercised, in what Long and Long have called “battle ficlds of knowledge,”” by research
subjects to protect themselves and their lifeworlds from possible or actual threat and invasion. But
they are also subverted by translation.

The two leaders of the ARHAP research team in Lesotho, both fluent Sesotho speakers, set out
with their team members to probe the interface between religion and health as understood by the
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Basotho. And that is when the first and most fundamental problem arose. Already uncertain of the
task, they began to interview some key informants—religious and otherwise—on equivalent terms
that would enable them to translate these two ideas, religion and health, into Sesotho. It proved
impossible. The reason for this incommensurability or, better, incommunicability was straightfor-
ward. The only word in Sesotho that makes sense in this context is bophelo, but with a twist. It
would have to be understood to include both health and religion, inseparably.

The scientific inclination to disaggregate terms for greater analytical precision clearly has its
advantages, yet what it gains on the swings it loses on the roundabouts. Disaggregation must, at
some point, return to integration if the complexity of reality is not to be missed. If one wants to
remove a malignant tumor, then tight, narrowly defined precision is vital. But if one wants to see a
person’s overall sustainable health improve, then dynamic complexity has to be embraced. This is
what the idea of bophelo conveys (we will come back to this). There is no Cartesian split between
religion and health in the understanding of the Basotho—the terms are in effect interchangeable
or, better, indivisible—and the language itself carries this sensibility. That this is so was a major
challenge to our research enterprise, which sought to understand the relationship between what we
initially presumed to be two epistemic realities that turned out to be one. Our epistemic frame was
the problem, rather than the limits of the language of the Basotho.

Perhaps this is not so surprising when one considers that the concept of religion, like many
words taken for granted in the social sciences that derive from Western thought, is also a relatively
recent construction and a specifically Latin one (commonly understood to be from religere, “to
bind (together)”), part of a process of colonization via language that Derrida felt needed to be
named as “globalatinization (mondialatinisation).”'® Its utility was for a long time so narrowly de-
fined that European settlers in Africa could initially readily declare that Africans have no religion
because nothing they took to define religion could be discerned. Later, when it proved necessary
for building some social cohesion, after conquest had extended sufficiently to secure the existence
of settler communities, Africans were discerned to have religion after all, but a primitive form that
needed guidance, education, and, above all, supervision and control.” The same considerations
probably hold for how conceptions of health have changed over time according to the dominant
epistemé.A little reflection on the problem described above of translating religion and health into
Sesotho, as separate categories one wants to correlate, brings us to another dimension of the prob-
lem. It is in fact a predicament. Let us begin with Sesotho rather than English. Let us assume back
translation, a standard technique for controlling questionnaires, interview materials, and the like.
We would have to do violence to the concept of bophelo were we subsequently to split it into the
two notions of religion and health. Our basic research framework comes into question thereby.
Why did we split these two terms in the first place? At one level, the answer is obvious: we did so
because they are standard, if fuzzy, social scientific ideas, given expression in separate institutional
identities under the conditions of the modern nation-state.*

But at another level, the attempt to translate bophelo faces us with the uncomfortable realiza-
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tion that our paradigmatic constructions of knowledge that we usually take for granted as fixed,
stable, and ordered might be anything but. We are here in territory analogous to Foucault’s won-
derful description of the conundrum posed to its reader of the meaning of the entry on “animals”
in a Chinese encyclopedia, in which several senses of the idea make no sense to a Westerner, leav-
ing Foucault to conclude that a different and, in part, incommensurable order of things is at work
here.?! In the case of the Basotho understanding of bophelo, the dualism represented by the phrase
“religion and health” is unthinkable, in the strict sense of “being unable to think that.”

What if we were to take the same view in relation to interventions intended to enhance peoples’
health where, rather than biomedicine, statistics, or the instrumental needs of social systemic im-
peratives (the bureaucratic constraints and methodologies of a health ministry, for example), boph-
elo is the basis for what people actually do with these interventions?

The Power of Intervention: On Reception

The focus now shifts, of course, to reception. Let us begin our discussion of reception by
considering again the meaning of bophelo. I depend here upon the work of the two team leaders
in Lesotho already mentioned, both of whom are fluent in Sesotho (noting that they too, like me
in my dependence upon them, are engaged in an act of translation they know to be disruptive but,
equally, necessary—the ambiguity is irrevocable, with the alternative being only a refusal to un-
derstand the other at all).?

To understand the sense in which the term bophelo unites what we would otherwise try to
distinguish in the opposition between religion and health, it is necessary to unpack the range of
meanings it encompasses. Let us do this by thinking about the health of a person, specifically from
a Basotho (plural for Sotho persons) perspective. Here the person is an individual, with a definable,
identifiable, and socially categorized body. Body, mind, and spirit, however, once again do not sit
under the Cartesian split but are inseparable. As far as health is concerned, therefore, to treat one
aspect of the person without treating the other is generally regarded as rather impotent, an uncon-
vincing strategy.

To be sure, Basotho understand that specific medications will treat particular complaints, and
there is a deep and long tradition of medicine among the Basotho. But that does not mean the
complaint has no other roots that might also require treatment, roots that are not susceptible to
medicinal intervention because other factors—relational factors or different views of causality,
for example—are at work. Multiple factors thereby become part of diagnosis and treatment, so
that any particular person might, and is likely to, respond to a condition in a complex rather than
a straightforward way, pragmatically adjusting their response according to an astute (rather than
“ignorant”) capacity to make distinctions about their condition, its etiology, and its resolution.
In this respect, health seekers typically, rather than abnormally, live in and work with parallel or
variously interrelated health systems, including Western biomedical, faith healing, traditional or
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indigenous, and so on.”® A similar pattern was found in the Eastern Cape of South Africa in work
done by ARHAP to study the character and distinguishing marks of a faith based, integrated, and
comprehensive response to HIV and AIDS.?* There is every reason to believe that the same kind
of practice holds in Lesotho.?

However, the idea of bophelo is not exhausted by a holistic delineation of the person. There
is in Basotho thought no atomic individual by which personhood may be defined, no separate
anatomy or mind that is well on its own. Relationality is decisively implicated in what it means
to be a person, to be healthy. This claim is not limited to the Basotho, of course: Paul Ricoeur
makes much the same assertion in his definitive work on the self, where he distinguishes between
idem-identity (sameness of identity through time, as in Descartes’ cogito, a “pointlike,” abstract
identity) and ipse-identity (difference of identity over time, with the other as constitutive of iden-
tity).2 Idem-identity is important to scientific method and its aim to establish objective judgments
free of the particularities of the subject. Only ipse-identity has historical, ethical significance for an
understanding of the person as subject. It does not take a leap in intuition to recognize that health
interventions understood only through science, that is, objectively and without reference to the
subject, have limited application and fail beyond that application.

Hence, for example, were one to see the temporary solution to HIV as lying in providing anti-
retrovirals until a vaccine is found, one would miss entirely the subject’s response to the illness in
the context of her lifeworld. It would fail to address the relational context of the subject, and hence,
it would be a recipe for failure. Its failure lies at the point of reception. That HIV infected persons
sometimes refuse ART (anti-retroviral treatment) despite being very well informed about the virus
medically and scientifically, that they resort to taking other potions or forms of treatment when on
ART even when this might cause complications, that they share ARV tablets with others who are
ill and have none in disregard of treatment protocols, that they are uncertain about the nature of
HIV and its origins in the face of suspicions about political and economic interests that enter into
health and health interventions—all of these ways of thinking and behaving are indications of the
importance of understanding reception.

Lest one imagine that such concerns are particular to HIV, with its intimate connection to
the most intimate sphere of human life, much the same can be demonstrated in relation to public
health challenges around diabetes, violence and trauma, heart disease and cancer, to name a few.
We are in each case dealing not simply with the meaning of a particular affliction but with how
one understands health and healing per se, with what we can call “blocks of meaning” that shape
any particular experience or perception of affliction. This is Ricoeur’s term to designate what he
calls those “heterogeneous linguistic conglomerations” that serve to hold and protect the identity
of particular historical communities in the face of diversity and plurality, “organic wholes” that
spread beyond the organizing center of meaning to adhere to heart, mind, and will.?” To “translate”
a health intervention defined within one paradigm (ART in biomedical science, let us say) into
another paradigm that governs the reception of this intervention (bophelo in a Basotho worldview,
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for example)—in this sense, to speak across the boundaries of two distinct languages—is to move
from one block of meaning to another, to leave one metaphorical universe for another and thus to
face what lies “beneath our abstractions like a kind of silent hermeneutics.”?®

Translation is thus not a simple task of finding equivalent words. It is more fraught than that,
with a basic challenge: it means welcoming the language of the other into one’s own discourse,
and hence, it means serving two masters at the same time. As Ricoeur puts it, it means making
room within my own discourse “for another way of formulating problems” just as it means, si-
multaneously, “reformulating in another way the very terms of age-old conflicts.”?® Reception and
translation go hand in hand. But let us remind ourselves of the “blocks of meaning” entailed in this
activity: They are not equivalent. There is no translation without retranslation, no fidelity to the
original without some betrayal of it.

The attempt to arrive at a perfect translation from one realm of discourse to another is com-
promised at the outset, in principle and not just in practice. This gives rise to what Ricoeur calls
“the work of mourning” that accompanies a loss both in the host language (biomedical science,
say) and in the target language (bophelo, once more), which makes acceptable the idea of equiva-
lence without identity between two discourses, two blocks of meaning, and gives us “the formula
for justice in the field of translation.”® The gain that balances this loss is communicability, some
commensurate understanding between parties on either side of this dialogical relationship. In rela-
tion to health interventions, this kind of discursive practice applied to the relationship between the
health provider and the health seeker may lead us to expect not only greater understanding on the
part of the recipient of the intervention but a more positive and sustainable health outcome.

The Difference that Language Makes: Healthworlds

Language makes a practical difference, therefore. The metaphors we use, because they predi-
cate the tensive opening up of the given to new, non-trivial insights into reality,’' impact on how
we see and do things. And framing metaphors work differently across linguistic divides as well as
across discursive fields. In the work that ARHAP has done in trying to understand the interface be-
tween religion and health, this realization has spawned a fair bit of thinking about what we might
call its host discourses—the languages of the social and health sciences, spoken and written largely
in English. But what is at stake here is not a particular tongue; it is a particular view on reality
conveyed by the languages of the social and health sciences as they have come to dominate most
of the academy and of professional practice worldwide, not least in public health circles.

In Ricoeur’s analysis of translation, the key point is recognizing, in our host language, the
inhospitableness of our attitude toward the language of the other. If we do not simply reject it, we
colonize it, so to speak, and think we have a translation. But proper translation means to take the
language of the other into our own language in order to “do justice to a foreign intelligence, to
install the just distance from one linguistic whole to another.”** The tension between welcoming

10
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the other and colonizing or doing violence to the other never disappears—it is the aporia at the
heart of translation that we do better to understand and take into account than ignore or deny. Only
in this way can we lessen or compensate for the violence we do in translation (in anticipation of
mutuality that, even if it remains ultimately an ideal, nevertheless has penultimate significance for
how we live and act). So the question about religion and health in Sesotho would now be turned
around against our own metaphorical distinctions, and it would require us to understand how to
incorporate the difference that hophelo represents into our constructions of religion and health.

We might remember that bophelo signifies a holistic and relational notion of the person, and
thus we begin to unpack additional dimensions of relationality. This step is decisive, for it takes us
to a complex of relationships that are understood in the Basotho worldview to be essential to any
conception of health and well-being, within which the sacred or the spiritual (borapedi) is present
as a transversal accompaniment to every element of this complexity. Again following Germond
and Molapo,** the notion of bophelo incorporates several spheres of overlapping and intersecting
socio-spatial configurations.

At its most elementary, it is biological life. But for the human person (motho) it also includes
the family or homestead (lelapa), a conglomeration of homesteads or the village (motse), the na-
tion (naha), ancestors (badimo), and the earth itself (lefatse). As a key social imaginary, or framing
metaphor, of the Basotho, it reflects an economy of life. If any one element becomes diseased, then
every other element suffers a loss in well-being as well. To treat a person’s illness is thus incom-
prehensible without simultaneously considering other dimensions of this illness in the economy of
the whole, any element of which may be implicated in its genesis and its resolution.

Here is a “block of meaning” that, if ignored, will defeat standard public health interventions,
at least until the language that is there within the conceptualizations of primary health care, social
determinants of health, and the like become more central and better thought through in terms of
the notions of translation and reception we have been probing. How would one then conceive of
bophelo within that framework? Is there an equivalent, if not identical, concept in English, say?
Some thought has been given to this in the work that ARHAP has done. It requires an invention.**

Germond and Cochrane have proposed the idea of a “healthworld” as an appropriate and theo-
retically pregnant equivalent of the “block of meaning” encapsulated by the Sesotho idea of boph-
elo (which has equivalents in many other African languages).* Here I give no further defense of
the idea of the healthworld, other than to say that it mirrors the notion of the lifeworld defined by
Jiirgen Habermas as that culturally transmitted, linguistically organized, and taken-for-granted
stock of knowledge out of which one cannot step, normally functioning in the background and
supplying unproblematic convictions that frame an horizon of action.*® The tacit knowledge it
represents becomes conscious in relation to particular situations of action governed by “contexts
of relevance” when what was tacit or in the background now moves into the foreground. This is
not a static process because, to the extent that something new is experienced or learned in the
process, one’s existing way of understanding the world is expanded, affirmed, or corrected. But

11
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the background pattern of knowledge is not simply set aside either, and it will and does constrain
behavior and action.

What then makes for the specificity of the healthworld? To see it merely as a particular domain
of lifeworld alongside, say, sport, aesthetics, or religion would make of the concept of the health-
world something fairly trivial, simply a subset of the lifeworld among multifarious other pertinent
subsets, relevant only to a limited context of action (Habermas calls these “segments” of the life-
world). It would, moreover, not then really be an adequate translation of hophelo (remembering
Ricoeur’s warning that translation always involves both fidelity to and a kind of betrayal of the
original).

The unique idea of a healthworld is that it represents a fundamental orientation within the total-
ity of the lifeworld, namely, an orientation towards a fullness of being, that is, towards well-being,
or a lifeworld without dysfunction (for lifeworlds naturally and normally are not thus teleologi-
cally oriented, incorporating as they do both an ontology of being and a pathology of being). The
healthworld is thus not simply a segment of a lifeworld of relevance to a particular action situation
but an anthropologically rooted dimension of the lifeworld that thoroughly traverses it. The health-
world in this respect represents and reflects a specific kind of horizon of action, a way of knowing
the world that, aware of ambiguity, is intrinsically and holistically “redemptive,” that is, oriented
towards comprehensive well-being.

From this point, it is not hard to recognize in the notion of the lifeworld the full complexity of
bophelo in the way it intrinsically links the person to that person’s social and natural environment
through inherited and socialized forms of knowledge linked to the full range of relevant action
contexts that confront a human being in life. What is more, the teleological orientation towards
comprehensive well-being also links the notion of the healthworld to the most fundamental fea-
tures of those dimensions of human experience we label religion and health, though without any
implied dualism.

What is lost in the process of this translation are the specific cultural characteristics of boph-
elo, which in itself signifies not an abstract, eternal, and unchanging reality but one conditioned
by time and space, by history and geography. What is gained in the process of this translation is a
generalizable view on the meaning of religion and health read together, applicable to other times
and spaces, histories and geographies. The full weight of the initial conundrum posed by the at-
tempt to translate the somewhat artificially separated categories of religion and health now ap-
pears: in the context of public health and health interventions generally, its resolution suggests that
the “translation” of such interventions into frameworks of meaning other than one governed by the
paradigm of Cartesian science and the excision of the subject requires much greater attention to
the question of reception; hence to the reality of the subject for whom the intervention is intended;
hence to their healthworld and its theoretical incorporation into health practice and the ordering of
health systems.

Put differently, now by way of reverse translation back into the dominant paradigm of public
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health, it means recognizing the sense in which this paradigm in itself constructs a particular view
of the healthworld, reductionistically, through the search for objective foundations for the practice
of health that transcend particular subjectivities and, hence, transcend the subject per se. While
some confidence in the language of science is both necessary and a boon, too strong a confidence
in it has negative consequences, arising whenever a presupposition is at work (as it often is) that
there is “a complete homology between the sign and the thing . . . [and] more broadly . . . between
language and the world, which would be a tautology.”” The knowledge construct this represents,
the way in which it expresses a particular epistemé, and the massive resources that flow into it,
exercise power over the other, carrying the danger that translation as mere homology does violence
to the other and her healthworld.

This danger is averted only by opening up one’s own language, making it hospitable to the
language of the other. To recall Ricoeur once more, “to translate is to retranslate,” if one is to
welcome the other and her discourse or, better, her discursive world, into one’s own—if one is to
concern oneself with justice, esteeming the other and treating the other as an end and not merely
as a means.*®

The practical point behind such an orientation or perspective is simply this: it should make for
better and more sustainable health interventions at the same time as it recognizes, and hence en-
courages, the agency of the other in their own health, in itself a mark of well-being that is already
one of the goals of public health.
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