
 History of Native 
American Heritage Month

NOVEMBER 2015 CALENDAR 

AmericAn indiAn HeritAge montH

AmericAn & nAtionAl diAbetes montH

militAry FAmily AppreciAtion montH

1- Daylight Saving Time Ends: 1 (Turn Back One Hour)
2-8- National Animal Shelter Appreciation Week
3- Election Day (US)
8-14- National Nurse Practioner’s Week 
9-13- Deepavali (Hindu)
11- Veterans Day (US)
12- Birth of Baha’u’llah (Baha’i)
15-21- International Fraud Awareness Week (WORLD)
19- Equal Opportunity Day (Gettysburg Address Day)
 20- Transgender Day of Remembrance 
 21- National Adoption Day (WORLD)
 22-28- National Family Week (US)
 24- Guru Tegh Bahadur Martyrdom (Sikh)
 25- Guru Nanak Dev Sahib birthday (Sikh)
 26- Thanksgiving (Interfaith USA)
       Day of the Covenant (Baha’i)
 27- Black Friday (US)
 30- Saint Andrew’s Day (Christian)
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The celebration of National Native American Heritage 
Month has happened every November since a 
resolution was signed in 1990 by President George 
H.W. Bush. But how did the month-long celebration of 
Native culture and history start?
It began as just a day. The first state to recognize an 
American Indian Day—the second Saturday of May—
was New York in 1916, but the history of Heritage 
Month goes back even further.
One of the early proponents of American Indian Day 
was Dr. Arthur C. Parker, Seneca. He was the director 
of the Museum of Arts and Sciences in Rochester, 
New York. “He persuaded the Boy Scouts of America 
to set aside a day for the ‘First Americans’ and for three 
years they adopted such a day,” says information from 
the Bureau of Indian Affairs about the history of the 
month.
In 1915, the Congress of the American Indian 
Association approved a plan concerning American 
Indian Day at its yearly meeting in Lawrence, Kansas. 
They directed their president, Rev. Sherman Coolidge, 
an Arapahoe, to call up on the country to observe a 
day for American Indians.
Coolidge issued a proclamation on September 28, 
1915 declaring the second Saturday of each May as 
American Indian Day. The proclamation also contained 
the first formal appeal to recognize Indians as citizens.
The year before the proclamation, Red Fox James, 
Blackfoot, rode horseback from state to state trying 
to get approval for a day honoring Indians. He 
presented the endorsement of 24 state governments 

on December 14, 1915 at the White House. But, 
according to the BIA history about the month, there 
is no official record of such a national day being 
proclaimed.
Aside from New York being the first to declare an 
American Indian Day, several states celebrate the 
fourth Friday in September—Illinois enacted such a 
day in 1919. Several states also celebrate Columbus 
Day as Native American Day. But the day continues to 
be celebrated without recognition as a national legal 
holiday.
“This month is a time to recognize everyone of Native 
American heritage and [their] achievements and 
accomplishments,” Gunnery Sgt. Curtis Bradley, equal 
opportunity adviser for MCB Hawaii, told the Defense 
Video & Imagery Distribution System. “It’s a heritage 
that can [not] be forgotten. Remembering the individual 
heritage makes us great, because everybody has 
something different.”
growing minority group in the country and holding 
positions of power in government, business, sports 
and entertainment.
The Hispanic population of the United States is around 
53 million, constituting 17 percent of the nation’s total 
population. And that does not even the 3.7 million 
residents of the U.S. territory of Puerto Rico. 
“This commemorative month honors the influence 
and impact of Hispanics in all spheres of U.S. 
society, including science, art, politics, culture and 
the economy,” Mariana De Maio of Catholic Relief 
Services wrote on its website.

http://indiancountrytodaymedianetwork.com/2013/11/30/history-native-american-heritage-month-152307

The Medical Interpreter:
An Integral Part of the Health Care Team 
By Roseanne de Vlaming, M.A., CSC

“How long have you been coughing?” asked the doctor?  “About two weeks”, replied the deaf patient through 
the interpreter.  The doctor looked at the interpreter and said – “I was asking her, not you!”  This is one of 
many humorous situations that occur when a hearing person has a first encounter with a deaf person and 
interpreter.  Even though the interpreter was introduced briefly as the Doctor entered the room – it takes a few 
exchanges before everyone gets the hang of it.

(continued on the next page)
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This issue of Cultural News was produced by UC Davis Medical Interpreting Department editorial team.  Questions? Comments?  
Please call Medical Interpreting Services at 916/734-2321 or e-mail thongsonlone@ucdavis.edu

(continued from the previous page)

Lue Vang was born in a village called Thamlin, Xiengkhouang province in Laos.  Lue attended the Lao Primary School in 
Laos and then in 1976 he came to the United States.  He graduated from high school in 1983 and continued his education 
at the National University, which he graduated in 1990.  Lue’s education did not stop there.  He went on and continued his 
education at the University of San Francisco, receiving his Ed.D. in 1995.  
Lue’s native language is Hmong.  He learned Lao while attending the Lao Primary School and he learned English in the 
United States. 
Lue’s interpreting and translating career started when the community came calling.  Because of his bilingual skills, Lue was 
approached by various organizations to assist with different projects and encounters. 
When it comes to working with written translations, Lue expresses that all translation projects have a crucial impact on 
communication with LEP patients.  When translating, he gears his thought process towards the audience by maintaining 
professionalism and by relaying the message at a level suitable for all members of the Hmong community. 
Apart from his translation work, Lue loves to relax and browse the internet, catching up on news from all around the world.  
He also loves to travel, especially back to his homeland where many of his relatives still reside.

Welcome aboard, Lue! We are happy to have you as part of the UC Davis Health System’s Written Translations Team.

New Staff Translator Profile: Lue Vang

We all agree that clear and accurate interpretation is only possible with a thorough 
knowledge of the culture and language of the patient.  The first question deaf patients are 
frequently asked is “can you read lips?” and the foreign language patients are asked “can 
you speak English?”  This is naturally a desire to communicate directly with the patient.  
However, doctors don’t often realize that even if their patients can speak a little English or 
read lips somewhat, there are cultural differences that would not be addressed.  By using 
skilled interpreters familiar with both cultures – issues and responses can be interpreted 
appropriately into the target language.  Deaf people forced to write with doctors can often 
get into the head nod mode out of confusion and embarrassment – giving the doctor the 
impression of affirmative responses.
The medical center discourages the use of family members to interpret.  This is true for 
all languages as generational, age and familial differences often pose obstacles.  My 
experience, repeatedly, has been that family members of deaf patients generally don’t sign 
well and are used to making decisions for the relative.  Therefore, they will answer questions 
and often are not aware of the relative’s ability to understand and answer for themselves.  
When the interpreter is present, the patient has the opportunity to communicate directly 
without the intervention, however well meaning of the family.  Also power issues, family 
dynamics, and embarrassment can interfere with full participation and adherence to 
treatment.  A case in point: I interpreted for a deaf woman who brought her sister to a 
pre-op.  The sister began to answer the questions, and the doctor directed questions to 
the sister, ignoring the patient.  I turned to the doctor and said, “I’m here to interpret for Ms. 
Smith.  Why don’t you ask her directly?’  The doctor didn’t realize the patient was capable of 
answering her own questions and proceeded to question her.
Minority cultures in America are generally not well understood and are expected to adhere 
to American cultural values.  This spills over into the medical setting, as many doctors do 
not respect the healing practices and medicines of other cultures.  Therefore, the foreign 
language interpreter must truly bridge the two modalities and be a neutral guide into the 
world of Western medicine.  Doctors frequently expect deaf people to use their voices to 
respond with a groan or an ahhh when prodded.  Most deaf people do not feel comfortable 
using their voices and respond with a visual grimace.  This must be interpreted vocally by 
the interpreter.
Medical View of Deafness
By adhering to a pathological view of deafness (let’s fix it) many doctors do not realize that 
ASL is a unique and visual language of its own.  They view deafness as a lack of hearing (get 
hearing aids) and sign language as a lack of speaking (speech therapy).  To go even further, 
many hearing people see ASL as a lack of English.  This is why a professional interpreter 
acquainted with Deaf culture can influence and introduce the perception that sign language 
is not the absence of spoken English, but a whole visual form of communication independent 
of English, and that by using a skilled professional the doctor and the patient can enjoy a true 
exchange of information and camaraderie that would be limited by writing on paper.
“The head nodding syndrome” occurs not only with deaf patients but also in minority spoken 
languages.  It is very important to relate to the patient’s register or social/intellectual level 

at which language is understood.  The 
interpreter must communicate at the 
patient’s level or the nodding will start.  
Patients nod in agreement out of fear or 
embarrassment because of intimidation.  
Doctors frequently take the nod for an 
affirmative, but the interpreter must clarify if 
the response is a true “yes”.  It also works 
the other way.  Patients using the slang and 
idioms to describe body symptoms to the 
doctor – the interpreter must interpret this 
into clear English descriptions of the body parts in anatomically correct language.  Speaking 
a gloss of ASL will serve only to confuse the doctor and reinforce the perception that sign 
language is poor English.
Medical Concepts
Many concepts are hard to interpret into any language.  An example is the question that is 
frequently difficult to convey to deaf patients and takes much time to explain with conceptual 
examples and sometimes failed.  Doctors have adopted the favorite “pain degree” scale – 
“On a scale of 1 to 10, how would you describe your pain?’  This is the American concept of 
a “10” being the most!  The Asian, Hispanic and Russian interpreters say this scale has no 
reference point in their cultures, so is almost impossible to interpret.  How do you get across 
an idea of pain as a number?  One patient said I don’t have 10 pains.  I realize this is true for 
many deaf people as well, as I often get a puzzled look when I interpret this question.
Getting to the Heart of the Matter
Time is of the essence for doctors in the medical environment and getting a medical history 
can be a challenge.  Cultures have a different way of relating the past.  For ASL – time lines 
and markers are important to establish when describing an injury.  Often the patient will 
begin with months before the onset of injury to describe what happened before, after and 
who was there, what the other doctors said, etc.  This narrative style is very typical of native 
signers.  This is true for spoken languages as anecdotal information is very important so the 
doctor can understand the context of the illness or injury.  Some cultures think the weather 
is an important factor.  When the doctor asks a simple and direct question, “when did the 
injury occur?” they will get an answer that gives a lot of seemingly non-pertinent information 
and takes several minutes.  The doctor frequently becomes impatient and starts firing away 
more questions while the patient is signing.  Interpreters have the choice of explaining this 
and helping to pinpoint the responses needed and working with both parties to get the 
needed responses.  
What a unique and special opportunity to work with professionals and patients at crucial 
and important moments in their lives.  The birth of a child, facing major surgery or a serious 
disease requires a high sensitivity and tolerance for people in distress and crisis.  I have 
learned that being clear, accurate, flexible and patient in my interpretations, provides the 
support for patients going through these difficulties.  Being an important and active part of 
the health care team creates a high standard of care for all.


