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ABSTRACT 
" .. 

Efforts to lower the high mortality and morbidity rates of poor 

ehlldren in Nepal are impeded by politieal proeess"es' that 'favour elite 

interests. Many poor people are aware of this. The biomedipal 

world-view loeates sickness witnin individual bodies and gives little 

attention to the influence of social processes on the distribution of 
, 

sickness, and health care. The discussion and planning of healtu.,. 

development in Nepal, by anthropologis ts and others, is guided by' the 

assumptions anq prior.ities of- the biomedical world-view. This" 

perpetuation of the biomedieal discourse helps maintain a system that 

has the effect of inhibiting change eonducive ta Impr~vlng the health 

status'of the poor; it also delegitimizes a grasaroots crlti~e of 

that sy~~em. lt is suggested that despite obstacles anthropologists 

should - through direct dialogue llith the poor -- plan and promote -

programs that explicitly benef1t the poor and give t legitlmaey ta their 

knowledge. 
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RESUME 

Des processus politiques favorisant les int€rêts d'élites entravent 

les efforts de baisser les taux élev€s de mortalité et de morbidité 
t 

parmi les enfants pauvres au Népal. Beaucoup de pauvres reconnaissent 

ce fait. La perspective biomédicale situe la maladie à l'intérieur de , ' 

chaque corps et elle accorde ainsi peu d'attention à l'influence des 

processus sociaux s~r la distribution de la maladie et des soins de-
, 

'\ 

santé. La discussion et la planificatton visant un~ amélioration de \ 
, , 

la condition de santé du peupbe au Nepal, par les anthropologues et 

autres, sont guidées par les suppositions et les priorités de la 

perspective biomédicale. La perpétuation du discours biomédicale aide 

à maintenir un sys~ême qui empêçhe des changements contribuant à une 

amélioration de la condition de santé des pauvres; elle dénigre aussi 

une critique de ce systême par les pauvres du peuple. Oh suggère que, 

malgré les obstacles, les anthropologues devraient, à travers le 

dialogue direct avec les pauvres, planifier et pLomouvoir des 
d7 ~ -

programmes qui sont réalis'ables politiquement, qui sont avantageux .aux 

pauvres, et qui accordent une légitimité à leur connaissance • 
.r' 
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INTRODUCTION 

A. 'GENERAL OUTLINE 

\~ 

Il 
~ 

For anthropologists working to improve'the health status of the 
~ 1 

poor in the Third World, performing this function usually !n~olves 

what I-shall calI the "medicalization of anthropology". An underlying 

~inciple of much of anthropology is that one sees oth~r cultures 

me,~lated by -the categories and ideologies 1 'of one' S own. When 

anthropology or an anthropologist becomes "medicalized", this 

principle Qecom~s secondary to a premise of the biomedical world~view 
which holds that biomedicine is an objective, culture-free body of 

knowledge and pra~tice. The anthropologist then looks at the ptobiems 
r, 

of health development in terms of the biomedical discourse, locating 

these problems in ~he bodies, beliefs, and lifeways of the 

tO-be-developed population. .. ' 
In tlirs essày l wish to argue for the' usefulnes;:;" in fact the 

~ .... " 0" 
necessity, of an alternative approach in applied anthrop~19gy, one 

that reverses the direction of the investigation and examines the 

social-historlcal-cultural ba~kground of the initlating end of the 

development equation, Western culture. Specifically, l will examine 

biomedicin~ and its accompanying Ideologies as. a ~roduct. of social, 

cultural, and historieal processes. lt ~ill be argued that many of 

the obstacles tif improving the health status of-the poor in the Third 

World reside in our ideologies in connec~ion with bi~medicine, and how 

t'hase translate into policies and their means of implementation. lt 

will be shown that not recognizing this leads to inappropriate'plans 

b~sed on mis~laced priorities. More strongly, it will-be emphasiz~d 

that~discour~es in the biomedicdl idiom"about the causes and treatment 

of ~ckness dr~ not, as popularly tho~ght, ideologically or 
# • 
~ 

politically neutral: they embody a very specifie view of the nature 

ot disease, one that "mystifies" the relationship between poUtical 
~ 

~nd economic conditions and patterns of morbidity. 

These issues will be discussed using the case of Nepal as an 

example.. lt will be demonstrated that in addition to the proximate, 
~ct"" ::>' • 
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phy.sical causes of disèase, political ,influences are important 
0, 

detenn'inants of whethe~r the health sta-tus of the poor improves 1 stays 

the same, or worsens. These political f~ctors ln ~he explanation of 

disease etiology are not incorporated in the biomedical model of 

• d.Lsease. Accordingl, l will argue' that, by supporting the pervasivè 

biomedical discourse'in Kathmandu, me~icalized anthropologists (and 

others) ald the process whereby the critique of poliatical fpctors thtlt 

influence the distribution of sickness in Nepal Is, deferred or 

... 

~ 

invalidated. In doing so medicalized anthropologis ts -may actually be (JY 

working against improving the health of the poor ln Nepdl. 
" 

This'essay will begin, in Parts l and II, with a generai 

discussion of haw health development in the Third World, has bean 

impeded by false beliefs about the nature of biomediclne. 

Integral to the popular perception of biomediclne is' the belief 
() 

that it is objective and not influenced by social processes; There 
~ 

is, however, a large discrepancy between this hypothetlcal model dnd 

the reality of socially embedded theory and practice. In Part l 

biomedicine as a-form of practice and knowledge will be analysed in 

terms of'<> the intellectual milieu from which it emerged. This 

~iscussion will be based on the works of historlans of mediclne dnd 

science, the posc-empiricist philosophy of science~and the Bociology 

of Weber and Ha~ermas. Biomedic~ne will be Shown\to be sociâlly 

constructed principally in terms, of Us subJ~ct mjtter, its 

epistemological basis, and its accepted mode of P:\ctice. It will 

also be shown that biomedicine, like ather sys tems ~f hed.li~g, 18 

formed in, reflects, and helps to crea te and re-create d social and 
'1 

cultural world • 
." 

In Part 2, the popular hypothetical model ot biomediclne which 

holds it to be an object~ve system of thoug~t and practlce will be 

contrasted wi h the realities of medical practice both 1~ the West and 

the Third Wor d. Three assumptions of the hypothetical model will be 

analyzed: ~) the notion of the "medical system" both as a ~ody of 
\ 

knowledge and an institutional framework, '2) the 1mplici t model of ,the 
r 
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ideal rational patient, and 3) the belief in the effectiveness of 

'biomedical techniques. Thè.last assumpt.ion will be emphasized. 

Through an overview o~ the literature on the politic~l economy of 

3 

health (ta be presented later in-this introduction), it will De argu~d 

/ 

• 
that the effectiveness of biomedicine does 'not rest ~erely in the 

application of technology. Both recently and in' the pa,st, the . 
effective use of biomedicine has required a favourable physical, 

economic, and p~litica~ environment. Health planners' faflure to 

acknowledge ~he difference between' the three assumptions of'the 
, 

. ". 

hYPo,thetical model and the reality of biomedicinê will be shown to 

have resulted in minimal benefits for the poor despite expensive, 

well-intentioned plan~. 

_After this extended but general discussion in. Parts l and II; 

the case of Nepal will be examined at length in Parts III and IV. An 

overview of the physical, cultural, poli'tical, and adminis trati ve 
\ 

context of 4evelopment in Nepal will De presented in Part III. 
\ 

Building on this background, in ParF IV one specifie concern of health 

development efforts, the lowering of infant and child mortality and 

morbidity in Nepal, will be discussed. lt will be argued that: 

1) the distrlbutio~ of facilities th~t lessen the incidence of 

'children's morbidity (e.g. clean drinkirig water) and 2) the factors 

that promote a child's survival through a sickness episode V 
10;. 

(e.g. nutrition level) are gr~atly influenced by politics and 

economics. The improvement of aIl these condit~ons, and th~ 
. 'fJ ' 

consequent reduction of the morbtdity and mortality rates of poor 

children, depends on a positive political will. It will be shown, 

howë~er, t~at 'su~h political will as exists in Nepal is rendered 

ineffectual by administrative constraints and the force of traditional 

patterns of obligation and expectation. Returning ta th~ themes of 

Part II, it will be argued that although the beliefs of Nepalis 

surrounding the sickness domain, specifically what constitutes 
~ 

appropriate treatment, m~y be important in determiBing the outcome of 

any partichlar sickness eplsod~, it ls the physlcal anq poll:lcal 

. \ 
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\ 
D environment of Nepal tha~ determlnes overaLl patterns of chlldren's 

morbidity and mortality. 

4 

Accordingly, l suggest that of the three obstacles to reducing 

the high rate of childhood mortality that derive from the acceptance of 

the assumptions of the hypothetiqal model oj biomedicine, the largest 

obstacle is the-denial of the dependence of biomedicine's effectiveness 

on the physi~al and political context in which 1t ls used. 
-

In Part V l will support the claim made earlier th~t many 

afithropologists work~ng, in health development in Nepal have becnme 

'·med:icaliZ~~" • (In light of my discussion concerning the politicnl 

conten of hea.1fh developmel~t in Nepal l will" argue that by addressing 

the problems of healtp development in the idiom of biomedicine, the 

medicalized anthropologist helps maintain, legitimate, and deter­

critique of the existing statua quo that inhibits the Implementation 

of programs that would improve the hea~th status of the poor. lt will 
o 

also be shown, however, that this status quo mitigates agalnst the 

anthropologist adopting alternat~ve approaches. 

In concluding, l will suggest what anthropologists can do in 

su ch circumatan~es to improve the health of the poor in Nepal. 

B." THEORETICAL BACKGROUND: THE POLITICAL ECONOMIES OF HEALTH 

It could be objected that in critiquing the biome~cal model on 

t~e basis of a political econo~ic argument l am merely substituting 

one Western belief system for another: that bath viewpointB arc 

equally inappropriate conceptual models for discusaing slckness in 

Nepal as neither is a Nepali system of thought. On the basis of my , 
fieldwork in-Nepal l hold that this is not so -- many people i~ ~epal, 

even ruraL Nepal, are kéenly aware of and i~t~rested in. the influence f 

- \ 
of local and nationwide political and economi~ forces on their 

well-being and "health"· (in our terms). l am not certain whether the 
p \ 

Nepalis' awarenessoand interpretation of their situation iB an 

ethno-political-economic "theory", a result.of contact with Western 

ideas, or a blend of these. Whatever the cas,e, l found an awareneSB l 

had not expected ~lven the existing literature. The potential 
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objection noted above is based on a fals~ dichotomy that assumes t~at~ 
- \ '" unlike che anthropologist, his or her subjects do not have an 

understanding of the political and economic fO, that ~ffect thefr 

lives. 

My theoretical discussion here will be in two parts. First, as 

background to my ~rgument in Part IV, l will present an ove~v~ew of­

the literature covered by the label "the political-economy of 

health". Second, as much of my critique of medicalized anthiop~logy 

(in Part V) is based on the assertion that many Nepal,is do have an . 

understanding of the effect of their political and economic situatioR, 
1 

on their health and ge~eral well-being, l shall give an account of the 

fieldwork situation chat directed my research and supporcs thia 

assertion. ... • 

, 

Writers in the political economy of health tradition claim that 

p~enomena such as "disease" apd "effectiveness of treatmen,t" cannot be 

explained or understood without reference to politiéal or e~onomic 

forces (Frankenberg 1980; Young 1978). These issues are dealt w~th in 

-two interrelated ways. First, the "political economy of illness" 

v1ews patterns o~~orbidity and mortality as products of social 

forces; second, the "political economy of health services" looks'" for 

correlations between classes and access to medical tre,atment. It is 

argued that upper classes have both choice of environme~t (and can 

therefore choose a less hazardous one to work an~ live in), and the 

means -t·o procure medical treatment should they need' it. The poor do 

not have these options and historically and presently live and work in 

more dangerous environments and do not have access to health care 

(Baer 1982: 1, 2, 14). 

The earliest widely recognized work in this tradition was 

F. E~gels's The Condition of the Working Class in England. Engels 

relates the high morbidity and mortal~ty rates among the working class. 

during the indus trial re~olution to features or the wo'rkm.ace and -. 
living conditions: he argued that these were caused by overcrowding, 

~ . 
P?or ventilation, chronic malnutrition, insufficient housing, the 
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excessive drinking of alc~hol, and the unequal distribution of medical 

facilities. He attributes these conditions ta the social relations of 

Brit~sh capitalism. , 

,Commenting, top, on the conditions of the growth of c.upitùlism . -
in\Europe, Rudolf Virchow, a German patholo~i~t, attributed Lù 

economic deprivati8n and politieal power lessness dmong the lUdsses, 

their high rates of disjase and p~emature death. Polllies was, he 

claimed, ~nothing but medieine on cl grand seale", _conse~uently the way 

to stop epidemics was ta change the eircumstanees in which they occur 

(Waitzkin 1981:84-85). 

More reeently HcKeown (1971) argues that in the control of 
~ 

infectious diseases, the contribution of medical technolqgy compa~ed 

ta extra-medical factors such as large scale, politieal, social. an~ 

economic factors, i8 currently and historically small. McKeown (1971) 

argues that a more hygienic environment, the limitation of fami-ly 

size, and increased food supply, were far more important than specifie 
\ 

preventative and therapeutic measures in contrlbuting to heùlth 

improvements in England and in Wales. From m~rtality statisties, 

McKeown argues thaç deer~ases in mortality from communicùble diseases 

, were correlated with improved nutrition and che introduction of 

hygienic measures, and were steadily decreasing when causal organisUlB 

were identified. With a few possible exceptions, such dS smdll~ox. 

McKeown concludes that specifie medical measures have no): grl~ltly 

influeneed the trend of morcality from communicable diseaee:J. 

Summarizirig this position and arguing that the Sdme ~),ltle["n8 

persist in modern Westerh society, Waitzkin (1981:98) btdte~ that· 

disease is not: 

the straightforward outcome of an infectious agent or 
pathophysiologic disturbance. Insteact, a variety 01 
pr~blems -- including malqutrition, economic insecurity, 
occupational risks, bad housing, and lack of political power 
-- cTeate an underlying pred}sposition to disedse and death. 

Modern studies in the polit~al economy of health have examined 

th~ organizational structure of biomedicine in the-West. Kelman's 

(1971) historieal study of Ameriean mediclne describes the medlcal 
c."l 

c 
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enterprise as one that is also a state ~nd corporate enterprise, 

incorporac1ng as it does not only hospital personnel, hospitals, 

universities, and research institutions, but also pharmaceutical, 

1nsurance and medical equipment companies (~aer 1982:13). Navarro 

(1976) examines the ownership, control, and operation of medical 

l~tutions, and demonstrates that the decision-making bodies of 

these institutions are monopqlized by the economically favoured 

classes. In governments, those who have the 'power to legislate on 

matters of health are-from this same group. 

AlI the studies so far described concern primarily the 

po~itical economy of health in the Western world •. Another body of 

w~k takes the same approach to questions about health in the Thlrd 
\ 

7 

World •. In this there are two main approaches. One of these discusses 

heal~h within the political and economic situation of the country, 

town, or locdle in question. One work of this genre is Djurfeldt and 

Lindberg's (1975) study of a Tamil village in India, Pills Against 

Poverty: A Study of the Introductlon of Western Medicine in a Tamil 

Town. This work deals with both the political eCbnomy of illness and 

the political economy of heal~h-care and 'concludes that of 'those who 
( 1 

dctually had access to biomedical facilities, weIl over seventy 

pe~cent had conditions directly attributable ta their poverty. 

Similarly, the worldwfde study by Puffer and Serrano (1973) of causes 
, 

of dea~h in children under five years of age concludes that 

nutritional deficiencies and other conditions relating directly to 

conditions of poverty were the primary cause Qf most of these deaths. 

These works support Heggenhougen's (1984) conclusion that an 

,. individual' s health status is determined more by his or her 

socio-economic situation'than:by curative he~lth services. 
o 

The second approach to the political economy of hea~th in the 

Third World has its major recent theoretical roots in Wallerstein's 

"world-syscems theory" (Wallerstein 1979). Thl1 basic premise of 

-Wallerstein's theory is that conditions in the Yhird World, or any' 

other part of the .world, can only understood in ::qe context of the 

historyof a capitalist,world economy since its sixteenth century 
, 

\ . , 

J 



beginning: they must be viewed in ter-ms of world-historical events 

and processes. Wal~erstein describes and discusses rel~tionships 

between parts of the capitalist world system in terms of central, 

semiperipheral, and peripheral areas of world-political and economlc 
1 

8 

deyelopment. lt is argued that the development of the center 19 t~ a 

large degree -at the expense of the periphety: this ressoning-can be 

applied to relationships between countries, between blacks of 

cou~tries (the Western a~d the Third World), and between groups with1n 

a single country). 

From this general perspective, Navsrro (1976) argue~ thst poor . ~ -
lev~ls of health in tlie Third World ate in part a consequence of the 

disruption.6f indigenous subsist~nce economies by the colonial powers' 

removal of resources. Elling (1981) presents the case that the health 

of the people of the Third World has suffered as theY hdve bec orne the 
• 0 

~ commercial dumping ground for -unsafe- drugs and poterÎtially dangerouB 

merchandise (for example, cancer-inducing flame resistant clothing). 

The results of the promotion of 'bottle feeding and -rnilk formuld ts a 

weIl known example of the effects of incorporation of Third World 

countries into a wider market economy. 

Within Third World countries there is also d center and 
()J 
periphery. The distribution of .morbidity and aecess to health care 

according to Navarro (1976) are shaped by the same polltical and , ' 

.. 

ecouomic forces that shape relationships between the developed and 

underdeveloped world. The health resources of an entire ndtion may be 

invested primarily in facilities that benefit only a few: d large 

urban hospital with facilities ta treat conditions other than the 

"diseases of poverty" may be but'l1: at the expense of the _prov191on of 

basic services or a water suppl y at the periphery. 

From the political economy of he!lth position, bQth the health 

'" status~f a population and the effectiveness of biomedical techniques 

in improving this are greatly influenced by poll~ical dnd economic 

factors. Given that within a country there are a range of physical . 
environments ta live tn, with differing 'disease promoting potentials, 

any individual's particular living situation Ls in large part 

,. ~ 

. , 
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determined by their economic pos'ition; their ability to seek and pay 

for treatment of disease arisin~ from living in that environment i8 

similarly d~cermined by their economic power. Any individual's 

econbmic sAf~tion cannot be explained entirely by their own effort; .... 
economic and political forces stretching from the centre to the 

9 

perlphery limit and often prec!ude economic options. The corollary of 

- econo~ic power 18 politlcal power and It ls this which ultimacely 

determine8 the conditions foy the possibilities of health and 

sickness. lt i8 political power at a11 levels that ultimately \ 

controls the possibilities for change that would improve t~e health 

~status of the poor, and improve the likelihooct chat che techniques of . 
biomedlcine would be effective. 

\ 
l lived in Nepal from October 1986 to April"1987. Three montha 

of full time study of 'the Nepali language preceded the research 

,period, and further les sons were taken during the first two montha in 
-J , 

N~pal. Ouring ten weeks of residence in Kathmandu l met many people 
4. -

working in development; some w~re Nepalis, some expatriates, and some 

anthropologists. With these l discussed th~ir perceptions of and 

experience in development. For one month l met daily with an 

anthrdpologist working for a major aid organization to discuss the 

everyday workings of such an institution, the ~roblems of policy 

formatfon and Implementation, and the problems of applying an 

anthropologieal perspective to the proeesa of development given the 

realities of the present situation ln Nepal. 

Three.months were spent residing in a large village outside the 

Kathmandu Valley. l visited many homes and taught English to the 

village children. Under the guidance of two expatriate and two 

Nepalese doc tors l spent ftve days on the wards and in the clinic of a . 
hospital in the vicinity, observing practicés and conditions. l lived 

" -in the home of a higtl c~ste local family. 

l had originally planned a "medicalized" anthropology research 

proje'ct: a s"tUdy of Nepali beliefs about the 'etiology and treatment 1 

of _ chi~drens t diarrhea and dehydratlon. Guided by ,~he biomedical view 

() 

,. 
, , 

\ 

• 

\ 
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of siekness apd the aims of applied anthropolog~, l planned to 

identify obstaelês ta the introduction of blomedicine in the beliefs . 

and lifeways of the village population. Like othe~s beiore me (Devoka 

1984; Stone 1976; Blustein 1976; Hofer and Shrestha 1973; Allen 1978), 

l found that people linked a large range of their'experience to 

matters of héalth Including belief in spirits, gods, ghosts, and hot 

and cold forces within the body. However, l a1so found what most 

" others before me had not reported: people were aware that politteal 

and economit factors affected their health ahd well-being. 

The t1ming of my period of research may hav,e directed my 

perceptions towards the explicitly politieal. The political situation 
- ;, , 
of the village will be presented in Part IV, but here it will Buffiee 

p 
to say that two pol~tieal events were the subject of much conversation 

during my stay. h One was an upcoming election; the other was an 

administrative change that had oceurred within the last several 

years. What people talked about with regard to these events was their 

potential effect ott development in che village~ What sorne people - , 
stood-co gain from the likely outcome of these events was a reasonably • 

clean water supply and perhaps increased'wealth. What others stood to 

lose was some of their meagre ineome and sorne la~our time:, These 

potential gains and los ses were determined by the effects'of 

traditional patterns of obligation and expectation on politieat 

processes. People were very mueh aware of this. It seemed ta me that 

they were a1so aware that these gains or los ses wou1d either 

positiv,ely or negatively affect their health. The people l refer to 

here ~re oot an educated elite: l found,a polltieal awareness among 

farmers, small busioessmeo,- an~ aven the oider ehlidren. M~n talked 

more frequently about polities in my presence than did wornen, but.some 

women wer~ aetively eampiigning at election time. 

Passing referenees in non-medieal ethnographie ,aecounts show 

that in other parts of Nepal, people eognitively associate 

landlessness (or landed~ss), l~w (or high) income, and polit1eal 

processes with physical health. Durkin-Longley reports an association 

between siekness, poverty, and death in the bellef" system of Kathmandu 

-. 
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She also found that some healers "treated" misfortunes such 

as Itup'iness failure (Durkin-Longley 1982). Miller (1979), .in his 
-

account of shamans 1n Nepal, found that for the shaman's clients, 

11 

health was more than physieal soundness; it was one .aspeet of a 

general good order. Pignede (1966) says that for the Gurung l the .idea 

of "health" is strongly assoct'ated with eeonomic well-being. Burghart 
,!-I 

(1984) reports that in the past, geogra'phical areas in Nepàl were 

believed to be assoeiated with particular kinds of sickness and that 
(rf--' 

moving p~edisposed one to new kinds of affliction. This 1s compatible 
. . 

with Daniel's (1984) finding that for people of another Hindu 

population in Tami~,Nadu health is b~~f~ved to depend to some extent 

on living on land compati-ble with one"' s inherited substance. 

Based on my own field experienee 'and the above ethnographie 

fragments, l hold that for some people in Nepal there 1s an awareness~ 

of a relationship existing between siekness, politics~ and economics. 

As noted before, l do not know whether this awareness is derived from 
,.. 

an indigenous Nepali politieal economie "theory", from imported ideas, 

or from a combination of these. Nevertheless, l bold that m~ analysis 

of sickness in Nepal in terms of politics, and to a lesser degree 

economics, ia not inappropriate to the subject matter. 

c. DEFINITIONS 

Throughout this essay, for simplicity of expresfiion, l use some 

gene~al terms that imply homogeneity in very diverse- phenom~na. These 

misleading. Most will be clarified later in the body of èhe text, 

preliminary work1ng definitlons will be given now. 

are 

bU9 

re 

co 

fo 

fo 

i 
are 

and 

1 "Third World" 1s used to refer to eountries whose governments 

foreign oa1d. This is perhaps a eircular definition, as' the 

of "Third World" did not exist as such before the concept of 

c1id. The Third World as a poli tical entiey was ereated by , 

aid and sa this definition seems apt. 

The term unfortunately implies homogeneity in countries that 

extremely diverse, in culture, "political ambitions, resource base, 

state of development: to talk about the "problems of development 

j ) 
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in the Third World ", ,is therefore probl~matic. T~e discussion of the 

~ase of Nepal in the second half of this essay 19 'intended to give 

specific'substances to ~.very general argument, thereby.somewhat 

overcoming the problem • 
.J When l use phrases. such as "improving the health of people in 

12 

tne Third World", l gloss not only the diversity of Third World 

countries, but also the diversity of people wi t1{in each of these. In 

each country there are very rich, rich, poor, and de~titute people; 

there are men and women and children; there are the educated ,Ind the 

illiterate. The obstacles to improved health are greater for sorne 

than for others and the problems with respect to each,group will be 

different. 

A distinétion that l am most concerned with in this e88ay i8 

that between the' rich and the poor'of the Third World. l repeatedly 

refer to groups of people using these terms. There is obviously no 

clear-cut liné between these groups, but general and importdnt 

distinctions do exist. The problems involved in improving the health 

of'the ri ch are vepy different from the problems f~ced in improving 

the health of the poor. In this essay l am concerned with the health 

problems ',of the po~rest people in Nepal. The absolute def inition of 

"rich" and "poor" às used here cannot be provided, but relative 
(j 

differences will be referred to by these terms. 

l have presented a rather stereo~yped image of a "medicalized 

anthropologist". In Nepal there ape, of course, many kinds of 

anthropologists with differing roles, orientations, and motivations 

working in de~elopment. The'stereotypical image Is, howe~er, 
• J 

representative of a pervasive-overriding attitude amongst not only 

anthropologists, but also others working in development. 

D. SOURCES 

The validi ty of some of ,the published data l use 1#3 not 

certain. Much of the data Is based'on the results of surveya 

conducted in Nepal. The research of Campbell et al. (1979) show that 

the perfunctory nature of the interviews in which much data ls 

• 
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collected and the lack of any veri!ication procedures results in 

errora up ta the magnitude of 400 percent in some sutveys 'in Nepal. d' 

Dùe ta the lack of written records in much of the country and the 
é 

• physical difficulty of acceas to~many areas, statisties of morbidity, 

death, and birth rates can at best be estimates~ 

Some of my argument and qata in Part IV is derived from the 

reasoning apd research of the members of the Overseps Development , 

Group at the University of East Anglia, England, prineipally, Blaikie, 

Cameron, Seddon, Fournier, anct'Feldman. Their numerous combined and 

individual longitudinal projects and reports on the politieal and 

economic aspects of development in Nepal are used extensively as they 

to a large degree seem ta have controlled for some of the problems 

noted above. 

Endnote 

1. Ideology is here used in a non-pejorative sense ta mean the manner 
or content of thinki?g charaeteristie of a group or cultu~e. 

, . , 

, . 
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PART l 

THE SOCIAL ORIGINS OF BIO~ŒDICINE 

) 

Biomedicine as a system must be understood in its cultural 

context. Medical systems as bodies of knowledge and accompanylng 
D 

practices are symbolic systems: they have referents to other aspects 

of ,culture beyond their ostensible boundaries. Although diseases have 

biological correl~tës, how they are recognized (if at ali), expresseq, 

as illrtess, classified, understood, valued, and treated varies greatly 

from culture to culture. This is facilitated by the medieal symbolic 

system which is embedded in and derives its signification from a wider 
1 

cultural conte~t (Co~aroff 1983; Kleinman 1973).> Blomediein~, like 

aIl other medical systemft, reflects the dominant characteristics of 

the culture, whose product it is. 

Although Western culture ia not an ideologieally homoge~ous 

entity, it con tains a dominant world-view, the produet of the 

Enlightenment, in which biomedicine has its epistemological roots. 

Prior to the Enlightenment, Renaissance Naturalism, or vitalism, had 

prevailed as a dominant world-view. Renaissance Naturalism had 

emphasized the unit y of spirit and matter: naturai phenomena were 

manifestations and reflections of God's essence. Nature was believed 

to be best understood through reflection on God's purposes rather chan 

through experimentation and investigation (Osherson and AmaraSingham 

1981:222). During the Enlightenment, two streams of thought'eonverged 

to produce the groundwork of a new dominant ideology. The first was 

th~ widespread acceptance of the distinction between superstition and 

reason, including the belief that the former eould be transeended by 

t~e latter. That is, the naturai worid was to bJ understood as dn 

amoral realm subject to Iaws, rather than as the domain of capricioua 

gods and mysterious forces. The second ideologiea! development was 

the emergence of positivism. According to this view, reason, based on 

"facts" attained through observation or measurement, was to be the 

o toundation of knowledge. Positivist sc1ençe thus became the 

authority, racher than an alternative form of reason and imaglnatic)n 

\ 
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(Foucault,1966). Eighteenth century ~edicine reflected and 

contributed to this view of nature. Studies in anatomy demonstratâd 

th~ usefulness of empirical investigation and explanation in terms of 

the principles of mechanics developed by Kepler and Galileo in the 

previous 'century (Oshe~son and AmaraSingham 1981:223). Viewed 

according to the new scheme, people, though assuredly rational, were 

also of nature; therefore they could be understood and controlled 

through scienc.e. 

Weber and, more recently,'Habermas and Marcuse argue that this 

world-view dominates Western society. The resûlt, according to Weber 

(1958) has been the extension of means-end rationality to the conduct 

of aIl aspects of life,_ and, for Habermas (1970) and Ma~cuse (19.6.4?, 

the rise of scientism or technocratie consciousness. Scientism, 

reducing knowledge to that definable in its own terms, precluctes ~ 

discussion of values or social issues in any 

thes~ cannot count as knowledge. In its own 
- . 

absolute ;;ense, since 

te,f11ls this orientatio-n 

also p~ecludes the questioning of its own authoritative pre-eminence. 

This was the intellectu~ milieu in which modern biomedicine emerged. 

Integral '~o biomedicine ls a conception of the body as an 
, t • 

entity separate from mind. From the seventeenth century onwards, 

Descartes' dualistlc image of humans has predominâted in Western' 

culture. Mind and body are separate realms. In addition, ~he body . 
ltself ls to be seen in parts, not as a whole. "'The distinction 

between mind and body became reified and remains so (Scheper-Hughes 

and Lock 1987). 
• 

Carteslan dualism eombined with the emerging me'chanistic 

orientatlon to lay the basls for biomediclne. The resulting ,. 
"ontological" model of disease views the lndividual meehanistic body 

as a hosé to disease, whieh is 'perceived ln turn as a specifie entity 

independent of the patient's social circumstanees and personal 
, 

charaeteristics. Sickness in this model is an entirely biological , . 
phenomenon situated witnin an individual body as a completely natural 

process. 

t 
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. "'" 
Reflecting this view ofDdisease", until recently mèdical 

~rcept~ons and treatment have largely been modelled on the dcute 

bacteriai model which focuses on the "final common pathway" that 
. 

exists within the human body (Foster 1978). Some disciplines such as 

famiIy mediclne and psychlatry have aIw~ys explicitly taken lnto 
Il 

account social and psychological, as ~eli as .physical, variables in 

diseas~ etiology. In general, multicausal awareness has usually been 

Feplaced, in the exigencies of pcactice, by a model that emphas!zes ~ 

single etiologicai cause of disease. Social factbrs have beau assumed 

ta be self-evidently distinct from medicine. When considered at aIl. 

it Is only immediate factors such as "lifestyle". that ls, factors for" 
> 

whi6h the individual can be held responsible, that have generally bauD 

taken into account .• 
, . \ 

Treatment is generally viewed as technical intervention in /lIl 

essentially mechanical problem. This technical orientation ls learnt 
'\ ' 

in ~edical education which begins with the study of the structure dnd 

function of the , body, and then proceeds to the examinatlon of seleçted 

sick people (McKeown 1971). Doctors 'are taught to view -~atients .as a 

"case", the " ••• mere physical situa of warring bodies and antibodies" 

(Worsley 1982, p.321). The clinician's jOb is usually taught as dn 

objective process through whieh,the patient's complaint is "decoded": 
• Ii'-

a process of eonverting observed evidence into named' disease entitles. 

, and to implement technical treatment: based exclusi vely on causal 

biologieal processes (Feinstein 1973). This process, llke all of 

medicine and sciepce, is believed ta be objective, lts conclusions 

h essentially irrefutable, of the same nat~e as those of a 8ciencë 

€xperim~ that: can be repeated again with the same results. What 18 
<: 

usually not included.in the clinician's training 18 equally ahaped by 

(.) the dominant m~edical model: little mention is made of the patient 'a 
» experience, or the his tory of ei ther practice or mediaal ins tHutions. 

The practlce of biomedicine today is still influenced by this 

mechanical model of disease; however, due to criticisme of this 
, 0 

;-" ·:-~rientati_g;w.and w!th biomediein-!.~ s in9"eaaing involvement fn chronic 
\ 

car~, treatment of the elderly and psyc?osomatic sicknesses, the 
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limitations of this mod~l are being increasingly recognized. Some 

medical schools now explicitly.include training in consideration of 

social and cultural aspects of .slckness in biome,dical physlcian 

training. 

The assumptions of the biomedlcal model of d{seas~ are not 

universal. Other medical sy~tems, ~so bearing the imprints of the 
o () 

cultures ln which they are embedded, contrast with biomedicine in 
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fundamental ways. The Western mind-body dualism, for èxample, can bec 

compared with the Chinese yin-yang concept, in which elements of 
\ opposing phenomena, rather than being separa te and distlnct' (li.ke the 

mlnd and body), each bear characteristics of the opposite. The body 

in this system ,is composed of yin and ~,_ as is the rest of the 
n 

universe. This Is very different from the Western model of the body 
q 

which emphasizes dichotomies such as th6se between the body and mind, 

individual and sodiety (Scheper-Hughes and Lock 1987:12). 

A major difference between the biomedical and other models of 

sickdess ls the emphasis placed on the body during diagnosis and 

treatment. ' As discuased earlier, the Western Moder locates disease 

within the indivldual. This contrasts with an ori~ntatlon -- a more 

common one throughout the world ando through history - in which 

attention is centered on the social and symbolic aspects 'of sicknesà. 

'Young (1976(b) calls the biomedical mode! an extreme version of an 

internalizlng discourse; its opposite would be an externalizing· 

.. 

-diseourse such as that described ~y Lewis (1975) in which the sick . ~, 

body may be almost completely ign~red in the process of diagnosis and ~ 

treatment. An. externalizlng medical dlscourse locat~s the cause, 
- . 

meaning, and treatment of sickness in the social realm, For the 

indivldu,al lt answers the questions "Why me?" and "Why now?" For the 

social group, the externalizlng discourse allows explanation of why 

chis partlcular person be?ame sick.in terms of wider social 

relations. ,An externalizing discourse relates sickness to the social 

order and also potentially allows for the questioning of that social 

.order. The socially agreed upon treatment may, however, require both 

individual and social adjustment • 

.. 
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$xternatfzing med~cal discourses have been well documented by 
, 1 !' ':> 

a,nthr~pol~gï~ts •.. E:,:ans-Pr.itcbard (1937) ~eports that\ the Azande 

-generally view serious s{ckness as the manifestation of a &ocial 

pr~blem. Belief in witchcraft and sorcery are fundamental to ~he 

ol\ 
Azande world-view. If a person becomes sick, this physical condition 

is usually believed to·be the result of witchcraft performed by 

someone whd is in an important social relationstrip to the sufferer and 
~ . 

'"' , yet . bears them ill-will. 
v 

The cause of the sickness is seen to be , 
physical, moral, and soçi~l. Through the process of divination, 

therapy must deal with aIL three levels of causation._ Among the 

Tshidi-Barolong of South Africa Comaroff observed that for dn 

individual sickness led to heightened self-consciousness and ~ 

reflectionj for the social grotl~ it led ta a "detalled lndigepous 

social an~is" through a process of divinatlon ln which the social 
, 

cause and meaning of the sicknaas was sought (Camaroff 1982:)2). In 
, 

the New Guineé!- Highlands "an lllness has meanlng ror a cOlllIJ1unity, not 

Just for an individual" and treatment i~ directed to solving "social 

and polieical competition, intra-familiar disputes, quarrels, 

eonflicts, and crimes" (Glick 1967:52-53). 

In the event of a disruptive occurence such as serious 

sickness, an externalizing medical discourse allows, or even demands, 
~/ "'" 

a discussion of the social context of sickness in such d way that 

\ 

context may be criticiz~d ,or even chànged. A dialect~en8ue~ 

"between personal _experience and cultural arder" whlch ls "held up for 

scrutiny in the healing processes" and this "gives ri se ta the 

reproduction of established symbolic formscand ta their progressive 

transformation" (êomaroff 1982: 54) • During a sickneas episode 

personal exper1ence is interpreted in terms of che prevailing cultural 

order and~v1ce versa. An externalizing medic~l discourse then, allow6 

for both the critique of sOEial relations and the critique of a sick 

individual's social functioning. 

Biomedicine's internalizing discourse invalidates both expUéit 

and implicit critique of social relations~ Taussig (1980) argues 

that biomedica.l discoltrse, by explaining ànd describing sicknesa in a 

r 
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phy~ical idiom, o-bjeétifies social relations: the discourse reifies 

the Bign~, experiences, and Qutcomes of a ?ickness eplsode as 

desoc1alizëd facts of nature. This inhibits the critique of 

problematic social relations (such as èhose which govern the 

distribution'of diseâse) becau~e chèlr manifestation (in sickn~ss) is 

a fact of nature, part of an Immutable physlcal arder;' Says T.aussig 
o 

"ln denying the human l.'elations embodied in signs, s.ymptoms; and 

therapy, we mysrify those relations and a1so reproduce a politica1 

ideology ln t"he guise' of a -science of physical things" (Taussig 

1980:3r~ 

An internalizing discours~ such as that of piomedicine serves 

the interests of those who benefit from any social situation in which 

eeonomic and politieal factors influence the distribution of pgysical 

~iekness. Biomedicine 'as practiced ;nd discussed reinforces exi5ti~g 
1 "'ri _ 

,social relationships in two ways. ,First, it facilita tes individual 

adaptation to the prevailing system (Waitzkin); second, by defining 
'\ 

sickness in asocial terma it thereby renders critiques of the social _ , 
relations of si~k.ness inval1d. 

o • 

A large barrier to the ~idespread consideration o-f this 

critical view of the sQcial context of biomedicine is the persistent 
o 

belief in the objectivity of science add medicine. Obvious 
o " .. 

diffetences in how sickness ls dealt with, as described above, permit 

us participants in the biomedical world to see npn-We~tern beliefs as 

socially base"ct or "superstitious'; and certainly not as objective. Yet 

we hesitate to draw che same conclusions about our own beliefs. This , 
L 

i9 due ln large part to the latent implicit meaning of biomedicine: 
c 

~hat_ 15, tha t it ls free from the influence of symbol and value . 

(Comarotf 1982) and is therefore "objective". This self-definition of 
~ 

biomedicine ironically precludes consideration of those oi its aspects 

that would allow an objective evaluation of lts scope and weaknesses. 

As products of positivist influence, science and medicin~ by their o~ 

conditions of objectivity are freed from scrutiny and critlcism from 
~ 

other domains of -knowlectge ... 

o 
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" Over the pase few decal;1es, however, it has been argued that the 
c 

privileged epistemological position of science rests on social consent 

rath~r than inerinsic validity. Kuhn (1962), a major proponent of the 

post-emp1ricist philosophy of science, argues that contrary to the 

logical positivist~1 view, science ~s not a structure of objective 

~ knowledge, grounded in the certainty of sensory input and expressed in 

~heory independent observational language. Science does not gro~ by 

t~e ~ndu~tion and verification of theories.- ~Rather, says Kuhn, whut· 
z, • 

counts as knowledge-is institutionally defined, and \uajor changes ln 

o~lentation are effected by psychological and sociological factors 

(within science institutions) rather than only by rigorous 
'" experimentation. Viewed this way, science ls not prilnarily 

\ 
objectively g.r.ounded and the form of any current paradigm 18 taken. 

from wider social values, institutions, and bellefs (see a180, 

Foucault 1966; Woolgar 1976; Barnes 1977). 
~ 

If medicine claims its objectivity and freedom from'social 

11 0 

influence by its ~ssociation with science, it i8 calling up a weak , 
ally. Parallel to KQhn's description of science, what counts as th~ 

objects of medicine, what its theories include and excl~de, and 'how -lt 
. , 

is practiced, are inextricably Integrated with wider valuesi 

lnterests, and world-views. 
c 

The biQmedical orientation reflects, is created by, and helpe 

re-create a larger world-view. Despite explicit claims to be _~ 

objective and free from social influence, the reality of biomedlclne 

is actually a complex web of socially embedded theory and practice • 

• 
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PART II 

WESTERN MINDS, FOREIGN BODIES 

In Part I~- l presented an historical.account of how, as a 

result of social influences, a hypothetical model of biomedicine . 
emerged which holds it to be an ~bjective system of thought and 

pract1ce. l will now contrast thjs hypothetical model with the 

realities of "medical" practice in bath the West and the Third world 

and discuss the implications for health planning o~ not r~cognizing 

the difterences that exist. Three assumptions 'of the hypothetical 

model will be analyzed: 1) the notion of the "medic~l system" both as 

a body of knowledge ând an institutional framework, 2) the implicit 

model of the ideal-rational patient, sad 3) the belief in the 
, 

effectiveness of biomedical techn~ues. The later assumption will be 

emphasized. lt will be shown that health planners' failure to 

àcknowledge the difference between the hypothetical model and the 

-, reallty of biomediclne has resulted in minimal bene~it for the poor, 

despite expensive, well-lntentioned plans. 
c 

A. SYSTEMS OF THOUGHT AND SYSTEMS OF PRACTICE 
li 

Health care projects in the developing world have frequently 

been bas~ on false beliefs about biomedlcine both as a system of 

knowledge and as a system of Interrelated institutionalized rol~s, 

relationships, and organizations. Yet, by even concei~ing that these 

systems exist, Western social scientists and health planners could 

well be reifying an artifact of our own socia~ organization and 

thought. slnce our particular institutional forms of Legal, medical, 
~, 

political, and religtous systems (so far as these actually exist~as 

discrete entities) cannot be assumed to have parallels in other 

cultures, we canuot assume the existence of a "medical system", with a 

distinct domain of institutions and meanings (Comaroff 1983). In 

contrast ta biom~dlclne's predomïnantly technical, instrumental 

theoretical orientation, the healing enterprise in other cultures is 

often on~he. theoretical level explicitly integiated into an 
. , 

" 

" 



, 
" 

( 

\ 

22 

all-pervasive socio-cultural system. Although the physical aspects of 

sicknesses may be recognized, these are seen as jus t one part of a 

_wider condition needing treatment. Lewis (1975) re~orts that the Gnau 

'of New Guinea have no separa te domain of knowledge and prnc tiee 

concerned with the understanding and treatment of physieal sicknass: 

sickness in gener,ai provokes an examinaçion of social relationships 

either in lieu of or in conj~nction with t~eatment of the physical 

stat-e of the patient. Worsiey (1982) observes that in l'utzcuaro 

sickness is subsumed under the· general category he trdnslates as 

"misfortune". For the Azande of Africa the perception oi sickness Is 

bound up with ideas about witchcraft and social misconduct, 

divination, and propitiation (Evans-Pritchard 1937). From th~8e 
~ ~ 

examples and those given ab~ve 'ln the discussio'n of externallz1ng 
." o 

discourses, it can ~e seen'that many diverse things are associateu 

with healing in diverse cultures: accord1ngly, the existence of a 

.discrete med1cal system (as biomedicine 1s genera~ly believed to be) 

with a correspondin~ narrow sphere of influence cannot~be assumed. 0 

It is not clear ~hat constitutes the biomedicdlcs~9tem ot 

medical knowledge. Although there exists an orthodox "bOdy of current 
t 

m~dical knowledge presented in the accredited medical schools, lt i.9 

doubtful that the Lay population_or the average patIent shares this 

system to any significant degree (Eisenberg 1977). For the layperson 

theoretical "medical" knowledge i8 derived from numerous sources: 

bioJlledicine, folk 'beliefs from cl variety of traditions (see, tor 

example, Helman 1978 and Snow et al 1978), heterodox medicine (such dS 

homeopathy), and reflected upon personal experience; aIL exert a 

strong influence. lt is _ aJ:~o doubtful that Q!ost physiclans practice 

with the current orthodox system in mind (Lock 1982). Upon graduat~ng 

from medical school, most students have not mastered this body ot-
~ 

knowledge. Three years later, due to specialization and the con~tant 

production of new medical knowledge, they are already out of touch 

with the most recent developments in specialties other than their own. 

In South Kanara, India, Nichter (1980) has abserved a similar 

discrepancy between the formal Ayurvedic medical syetem and 

.1 
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laypersons' comprehension o~ Ayurveda. The former ls ideally 

expressed and practiced in cerms of Brahmanic ideology, whereas the 

latter Includes the names of a few illnesses and medicines, merged 
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". with ideas and' practice-s from other (largely fotk) traditions. In 

general, then, the existence of an orthodox médical system, whether in 

, 

the biomedical world or elsewhere, is no indication of the medical 

-knowledge held by eithe~ laypersons or medical professionals • 

At the social level we can clearly delineate d biomedical 

system~ Like other Western iristitutions (politieal, .legal, etc.) 

biomedicine consis ts of hierarchical, bureaucratie organizations: A 

variety of practitioners including orderlies, nurses, pharmacists, 

doctors, administrators, and actu?l-patients, aIL have clearly defined 

and regulated positions ~ Above all,o it is organized wi th a separate 
~ 

function which ~s to treat individual patients in a systematic fashion 

through accepted procédure. 

The existence of this instit~tion is of course no myth: 

however, some points must be made here about the way in which it 

functions. First, the bureaucracies and hierarchie's of hospitals and 

government departments are not the efficient machines Weber had in 

mind (Weber 1958) and often actually impede the provision of health 

care. Second, much of the practice of medicine is dietated by 

cultural expectations and beliefs, rather than the requirements of the 

technical practice of medicine. Third, despite the existence of an 

orthodox medical system, we are pluralistic ~n our treatment of 

sickness. Assuming an individual ~ontrols their own therapy (although 

in fact family and friends may), from the time the potential sicknes~ 

has been reçognized the patient will follow a treatment path that 

often includes therapy outside the biomedical world. Magazines,-

_~ friends, the pharmacisc, family, and alternative healers are aIL 

widely uS~d as sources of advice and treatment. Home remedies, 
<t.) 

"common sense", anll alternative medicine, may aIL be used with or 

without the conc,urrent use of th~ orthodox system (Riley 1980; 

Kronenfeld 1982). While we in the West may be pluralistic in our 

'~pproach to the management of sickneas, in corttrast to most of the 

, 
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world, our n~merous 'consultations are framed within an lnternalizing 

discourse. 

Treatment of sickness in the de~eloping world ~akes place 

within a system markedly different. from the institutionalized 

biomedical system outlined above. The pattern of healer consultation 

i8 usually more explicitlj pluralistic~ with many types of hèlller 

considered to be legitimat~. As discussed ea~lier, externalizing 
~ 

discourses of sickness witfi referents outside the purely physical 
i 

real~ are common in the developing world. The prevalent medical 

pluralism can be seen as a means of dealing with aIl aspects of 

sickness. During a s1ckness episode a patient, either of her own 

volition or under the direction of a nthe~apy managing group" (Janzen 

1978), will often consult all available systems of therapy for d 

single affliction. Biomedicine, if available, is just one scopping 
o 

place in the round of treatment; it may, for example, pragmdtically be 

seen as useful for treating symptoms (Gould 1965; Tarantola 1~77) 
r-

while the shamdn treats the perceived social or spiritual cause of the 

sickness (Gonzalez 1966). Medical p}uralism is' a world-wide 

phenomenon documented, for example, in Tanzania (Feirman 1981), India 

(Colaon 1971), Scuador (Pederson and C010ma 1983), and Zaire (Janzen 

1978). Ther'e is 'no. pathway along which patients are channeled. The 

varleties of healers are not generally organized ,or controlled by 

official bodies. Even in a 1iterate tradition like Ayurvedd, at the 

village level the forms of treatment and the qualifications of 

practitioners are highly variable. 

In contrast to the dyadic private interactionobetween pati~nt 
o 

and healer in Western ,medical practice, a traditional healer ln the 

Third World often deals publicly with an en tire "therapy managing 

group" as found by ~anzen in Zaire (1978) and Feirman ln Tanzania 

(1981). Illustr~ting"the treatment consequences of an"externalizing 

discourse, sometimes the patient is ev en ignored in theproceeding as 

Lewis observed in New Guinea (Lewis 1975). The tradit10nal healer's 

authority_might be derived from the religious world and the approach 
'\ 
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to the patient is expected to be clairvoyant, rather thAn inquiring 

(Marrlot 1955(a». 

- In Western society the biomedical practitioner is preferably 

unrelated to the patient, and the treatment is accompanied by economic 
o 

transactions in sorne ways like any other services offered and 

purchased in the market company. In contrast, non-Western healers are 

often, but not always, integrated members of the community in which , 

they heal. Somdtimes they have other occupations: in Tibetan 

society, for exampl~, healers are often priests (Clifford 1984), in 

India they are frequently farmers (Marriot 1955(a». Treatment often 

takes place within a web of interpersonal o~ligation~ and trust in 

which a series of mutual obligations are built up over tim~ (Marriot 

1955(a»; Gould 1965). 

·In short, biomedicine in the WeSt is comprised of vhat l shall 

·call a technical core. Treatment in terms of this technical core is 

implemented thrdugh culturally defined relationships' and organizations 
a 

that assume for their functioning that the layperson shares the 
, -

medlcal practitioner's background knowledge and orientation . 
sufficiently to "follow doctor's orders" without question or default. 

W~en health planners in the developing world have sought to promote 

use of the technical core of biomediclne, the cultural accout~ements 

of biomedical practice have been falsely assumed ta be essential~y 

·rel~ted to the technical core and must therefore necessarily accompany 

it. This has~led to the exportation of unnecessary a~pects of 
, 

blomedlclne that have actually impeded its reception and have delayed 

consideration of how biomedical technology can be presented in a more 

socially acceptable manner. 

A considera~le body of literature indicates that there is a 

general acceptance of this argument. Gould (1965)~ for example, 
~ 

describes the problem~ that arose from the construction of Western 

style clinics and hospitals in India. He found that, although people 

sometimes wanted biomedicine, their previous experience with the 

institutional structures in which it was presented to them was 

sufficiently negative that further visits were avoided. On the 

J 
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interpersonal level, problems have also arisen from incompatibl~ rol~ 

expectations for healers: Marriot (1955) contrasts villagers' 
r 

perceptions of traditional healers as active and trusted members of ~ 

lineage or community, with (sometimes) religions authority. with 

perceptiofis of doctors as distrusted outsiders of 10'41 stdtus, with 

dMbious motivation and credibili~y (see a1so Boersch 1974; Gould 19b5). 

Though frequently traditional healers and "'local peopl-è .lre now . 

recruited as purveyors of biomedicine, even elaborately pldnned und 

expen,sive programs continue ta be based on a very limi ted 

consideration of social role expectations. Nepal's auxiliary 

nurse-widwife program illustrat s this problem weIl (Justice 19til). 

The program trains young Hindu from urban areas to work ln 

villages, their primary duties assistance in childbirth and the 

'$ucation of vill~ers in ene ancP contraception. The program has ... 

had very limited s~ccess, and most of"" the women quickly return to 

Kathmandu. There are two major reasons for this failure. Fin:lt, the 

role of birth assistant, based on Western ideas about the objective 

nature of medical practice, is incongruent with local expectations of 

what should characterize a birth attendânt. Traditionally, a young, 
"-inexperienced, childless woman does not even witness a birth, let 

alone advise or t1;"y ta supplant the authority of. oldoer women. The 

role 0; the nurse-midwife thus requires behaviour inappropriate for 

young unmarried Hindu women and so it is readily abandoned. Second, 

living alone in rural tommunities leaves these women sexually 

vulnerable and diminishes their chances of a good marriage. 

" With regard to biom~dicine as a system of knowledge, it seema 

Chat a belief that patients share the physician's viewpoint has been 

carried into the Third World. It has been shown in the West that 

inadequate communication between physicians and patients who do not 0 

share a common backgràbnd and mutual expectation~ directl~ contributes 

. to 10'41 rates of patient compli~nce (Zola 1981; S'timson 1974). Such 

problems are greatly magnified when Western trained physicians 

practice in the Third World with patients who don't understand 

biomedicine and may operate with a plethora of other theoretical 
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interpretations and classifications of illness have proved to be a 

major cause of miscommunication in Nepal (Hell~r 1977), Tunisia 

(Creyghton 1977), India (Djurfeldt and Lindberg 1975), Thailand (Smith 

1982), and America (Quesada 1976). Sometimes differences in 

assumptive worlds are so great as to preclude the patient's even 

formulating questions in the biomedical idiom (Boersch 1974). 

To summarize this discussion of medical systems so far, people 

do not seek health care with an orthodox system as their guide, and 

kno~ledBe of underlying theoretical systems cannot be assumed in 

int~raction and treatment. The biomedic~l social system is a cultural 

product and the medical systems of other cultures do not necessarily 

parallel the-Western model either in organizational form or in the 

range of experience they deal with. That these factors are frequently 

neglected by health planners is due in large part to an implicit 

cultural belief that biomedicine is an objective technical process~ 

Our beliefs have limited the success of health projects in the Third 

World as they have led planners to introduce biomedicine in a forrn_and 

style inappropriate to other social settings. 
o 

B. THE RATIONALITIES OF SICKNESS BEHAVIOUR 

l shall now turn to a consideratio~ of the model of the 

ideal-rational actor, whom l shall calI "health man". Dlscùssion of 

the ration_ality of behaviour during the treatment of illness assumes 

such an actor and the biomedical system i5 built on this assumption. 

Along with his counterparts "politieal man" who operatea to maximize 

his political influence, and "economic man" who see,ks to gain in the 

marketplace, "health man" i5 similarly single-minded: he is mQtivated 
p 

in the pursuit of health, has a clear idea of what constitutes health, 

an~ promptly consults orthodox ptaetitioners and "follows docto~'s 

orders" should he fa Il below this standard. Health man is rational in 

Weber's means-end technical sense. 

The Health man model does not closely reflect actual behaviour, 

and incorporating this image into any health planning is problematic. 
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l shall discuss the rationality of health man first by cons ide ring 
, 

whe~her or not such behaviour is- likely, given the nature of action,in 
, . 

general, and secondly by indicating that the Weberian concept of . 

rationality, though prevalent in our thinking, is culture-bound and 

excludes consideration of non-technical action as rational. It will 

be seen that, to the extent that health seekers in the Third World or 

wherever they be found, pursue other rational interests beyond the 

technical in their approach to the treatment of sickness, biomedicine 

will neJtr completely supplant other systems of curing. Ta be 

realistic, health planners must expand the model of health man beyond 

that of the rational actor. 

"Health man", the ~rational .fctor, does not exist ev'?n in the 

middle and upper classes of the industrial West: we are not rational 
" 

about "health". Even assuming that rationality: means acting within 

the orthodox biomedical system, with some knowledge ot 1 ileoretlca\l 

biomedicine, and pursuing the end of hea] th in the most I~fflcient way, 

we fall short of the Ideal. Individual people are not :onsistently 

rational, and there is no consistency of rationality among members of 

a population. As noted before, knowledge of the theoreLical system of­

biomedicine is not widespread; people act in accord witll many ideas 

about health care. Even a fair degree of knowledge of .. and bellef tn" 

the efficacy of, biomedicine does not ensure compllance. Many factors 

, such as emotion, taste, and habit can intervene between knowledge and 

action (Young 1981; Stoner 1985). , 
--- - t 

l suggest that ~ven if members of a population were always to 

follow the advice of biomedical practitioners, this would not l~dlcate 

universal rationality Qf thought proc~sses or even rational mindS; 

people are vaccinated agalnst smallpox, cholera, and rabies because of 

traditional adherence to norms or law, rather than because of' thelr .. 
owo,knowledge of viruses or immunology. Consciousness of ressons and 

understanding of process is important ln assignlng rationality ta an 

action. In short, we in the West do not always conform to the healttt 

,manomodel. lt is not that we don't want to be rid of pain and 
Q 
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disease: we are juâ~ not consistent in behaviour or theoretically 

knowledgeable. _ 
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Most people's actions are non-rational only in terms of Weber's 

very narrow definitii~ of rationality, which expresses the sentiment' 

of his and our age that the most technically efficient action is the 

most rational. Weber argues that, with the development of means-end 

rationality, particularly in the marketplace and in science, other 

forms of rationality (such as ethics, aesthetics, etc.) greatly 

declined in development and became secondary. In opposition to this, 
\, 

Habermas (1971) believes that other forms of rationa~ity have 

persisted and speaks of them as "quasi-trans~endental human 

Interests". These interests are primarily co~unicative (including 

social relations) and .emancipatory (Habermas here intends a political 

meaning., but l shall expand this c,ategory to include spiritualit:-y). 

Though the ontological status of these interests may be , 
~ 

questionable, Habermas has a sound point: 'we have many goals. These 

may be pursued simultaneously or separately. Gellner (1985) claims 

chat actions can be single or multistranded -- that is, they relate to 

either one or more domains of life or, in Habermas's terms, one or 

more interests. Gellner further claims that we ,in the West have a 

greater frequency of singlestranded activities than do other 

societies, where domains of life overlap more readily. Bu t th:l,s may , 
be wrong: multistrandedness seems to be the nature of life •. Even 

when.we think we're being purely technical, we are expressing other 
~ 

concerns. We are constantly doing many things, and simultaneously 

serving many interests. In this light, the medical plur~lism 

d~cribed earlier can be seen a~ ~ individual's rational process of 

seeking a full understandiqg of their sickn~ss experience as it . 
relates to their many diverse interests.' These interests are as 

o 

rational as technical interests. It i5, then, perfectly rational fo~ 

1 an. Indian vi,l1ag~r to visit a series of curers, especially if 'qeliefs 

" about sickness invo~ve social relations and spiritual factors. lt ls ~ 

reasonable" to se.ek help for different aspects of a sickness and 

}hereby~o pur sue different interests. We in the West often seek 

, 
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etc. about our ills, we are pursuing several'interests, not Just one. 

Young (1981; 1982) examines the assumptions underlyinlf lUHlly 

medical anthropologists' analyses_of sickness behaviour dnd concludes 

that most anthropologists are interested only in their subjects' 

theoretical knowledge, and then only one of its variant [orm&: ~at , \ 
which Rational Man holds and operates with. Young argues thdt 

Rational Man as seen and depicted by medical anthrOpologists is . 
distinctive in that his means of acquiring, organiiing, and Iwlding 

knowledge are almost, if not entirely, ~inguistic. His knowiedgc 
-

about events is more or less non-contradictory, arrived at through 

reason operating èither deductively or inductiv~. When sick, 

Rational Man perceives his condition in causal terlUS and tries to 

control the outcome of the sickness episode. Although Young admita 

that most medical anthropologists will grant that Rational Man 18 

neither "a rigollrous logician or necessarily a systematic thinker" 

(1981:319), he holds that-most do, in fact, utilize the Rational Man 

model of the human 5ubject. 

Young acknowledges that this model is accurate to some extent 

but goes on to argue for the existence of non-linguistic medical 

knowledge. He emphasizes two kinds. First, are organ1zing princlples 

"embedded in the behavior, social relations, and material equipment 

that people use ln arder to produce their knowledge of sickness dnd to 
- " shape sickness in socially recognizable and acceptable ways 

(1981:323). Second i5 knowledge 'produced when an Individual uses a 

sickness episode that he has experienced or witn~sses, as a prototype 

for understand1ng and handling subsequent sicknesses. "Medical" 

knowledge 15 related to interests (as previoualy discussed) other than 

the purely technical. 

Young's "Rational Man" and the concept of "Health Man" which l 

am proposing are comparable subjects. Although,neither exists, both 

/ 
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medical anthropologists and health planuers often assume the "Health" 

or "Rational Man" model as the basis of their investigation -(or 

planning. A health project that 1s so based 1s essentially misguided 

a~J may weIL be an inefficient use of resources. For the upper and 
,-:1 

middl~ classes of the indus trial West who have more completely cut off 

the experience and definition of sickness from social conditions, for 

whom the health man motiv~tion exists to somé Calbeit limited) degree, 

an~ who to some extent go health seeking with technical goals in mind, 

a medical system built around the health man assumptioneis feasible. 
, 

~wever, when people explic1tly pursue more than one interest when 

seeking health, where many ~actors can rationally influence the choice 
" 

of healer, the biomedical system, explicitly designed to satisfy one 

interest only, will not predominate. Traditional h~alers will ( .., 
continue to thr1ve. Planners should recognize the lim1ted appropria~e 

role of biomedicine in these circumstances. 

~ 

C. THE EFFECTIVENESS OF B!OMEDICINE: TECHNOLOGY OR POLITICS? 

The appropria te role for biomedic~ne in the Third World is to . 
provide effective services for the treatment of physical aspects of 

sickness. Given the present)environmental and political conditions of 

the Third World, for the majo\ity of the population this"effectiveness 

o could be very limited. 

Biomedicine is widely believed to be effective in the cure of­

sickness. A corollary of this is the belief that if adequate 

facilities could be provided in the Third World, and native 

irrationalities and cultural obstacles could be overc~me, the health 

problems of people in the Third World would largely be eliminated 

(see, for example, Grant 1987). This is no so. 

The effectiveness of biomedicine i8 limited in three ways. 
-First, rnany conditions within the official range of biomedicine 

(i.e. physical disease) cannot be treat~d effectively. Second, by­
) 

concent!ating on the purely physical biomedicine simply cannot treat, 

the social aspects of sickness (i.e. illness). Third, potentially 

, 
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effective cures can only be achieved given favourable environmental 

conditions: if these aren't present, biomedicine will be ineffective. ) 

The realization of how little they can actually do dawn~ 00 

many Western megical students during their training: they find that 

patients either die, or,get better by themse1ves, with the physlcian 

giving 5ymptomatic relief en route to elther of these outcomes. This 

is perhaps an exaggeration: certain acute conditions like 

append~citis ca~ cured, antibiotics and vaccinations do gene'rally 

work, and .symptoms can often be relieved. However, biomedicine cannoc­

deal·effectively with the majority of complaints: cancer, diseases of 

the musculo-skeletal system (rheuma'tism, arthritls) and othtH chronlc . 
o 

_ conditions, "i11ne5s" (by definition untreated by biomedicine 

[Kleinman 1979]), the common eo1d. AlI of these ailments generally . 
run their course 'unhampered by the pnysician's efforts (MeKeown 1979; 

Comaroff 1982). 

Many estab1ished procedùres of biomedicine that are believed to 

be effective and are routinely carried out have oever been tested 
" ~ 

(Cochrane 1972). Moreover, some that have been tested have been found 

to be ineffective. Fo~ examp1e, Mather's (1971) assessment 1n 

Bristol, England, of hospit~l versus home treatment for seute 
t 

ischaemic heart disease indicated that there la no medical gain from 

admission of patients to the hospital. Similarly, Knatterud et al. 

(1971) carried out a multi-centre trial testing of the value of oral 

ànti-diabetic therapy, insulin, and diet in the treatment of mature 

diabetics and found that standard treatments were disadvantageous for 

some cases. Yet these and many other unte~ted treatments persist. 

Many are institutiona1ized and even 1ega11y required to satisty the 

"average competent physician" requirement. Despite appearances and 

dogma, biomedicine is of limited effectiveness, even on 1ts home 

ground. 

This limited effectlveness is more pronounced in the Thir~ 

World, primarily because for most people, the conditions don't exist • 

J for even the potentia1ly usef~l elements of biomedicine ta be 

effective. By definitioo the-Third World is poor. Malnutrition and 
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o 
~ , 

lack of even rudimentary sanitation systems are the norme In su~h 

ocondit10n~, resistance t~ diseas~ i~ 10w, antibiotics are only 
o • ' 

temporar11y effective, many procedures that wou~d be effective in more 

'affluent countr1es don' ç work. _ Conditions such.' as measles frequently 

cause death rather thanOjust a few dax~~ sicknes~. In the Third World 

the physical, economlc. and political environment has a_large 

influence on the potentiai effectiveness of biomedical techniques. 
~ ~' 
The l1terature pertaining to this third l~mitation on the 

effecCiveness of biomedicine was presented th the Introduction. 
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PART III 
--, 

THE CULTURAL, PHYSICAL, AND POLITICAL CONTEXT.oF DEVELOeHENT IN 0 NEPAL 

~ 

-Loca-ted in the mi<;ldle of the Himalayan chain, Nepal 19 ct smaU 

country averaging 800kms and 100kms in length and width respectively. 

Although topographically diverse Nepal can be di vided lnto thr~e IU..ljor 

areas: the fIat Terai bordering the Gange tic plain to the south, the 
""' 
Hima~an foothills in 

Himalay~roper in the 

the center, a~d the parallel ranges of the 

North. The country ls divided latitudlnally 

by three river systems: the Kosi in the east, the Gandaki in the 

central region, and the Karnali in the west. 

Such a landscape has ,made access ta many districts very 

difficult. There are ouly two major roads in the country. One runld 

from the north-eastern border through Kathmandu and west ta the Indian 

border; the other run~ from Kathmandu south to the lndian border. 

Other roads are dry weather surfacêd and are _virtually unu8abl~ during 

the heavy rains of the monsoon season. Beyond the irregular (and tor 
, 9 

most people prohibitively expensive) flights of Royal Nepal Airllnes, 

~ in moat areas travel is on foot. Rivers are uncro6sable when high 

with monsoon rains and snow melt: many areas are isolated for several 

months each year. Deep snow prohibits travel for many month6 yearly 

in ather areas. This situation has lmpeded the provision of health 

services to the 94 percent of the populatiofi who live in rural areaa 

(Justic~ 1981:17). 
~ 

Although 90 percent of the population lives prilllari ly by 

agricultural work only 21 percent of the land is cultivable (Seddon 

1987:91). Except in the relat1vely fertile Terai ffiuch uf this land 19 

is becoming poorer and poorer in quality. In the hills, where 

60 percent of "the population lives, fuel and firewood ar(~ SC,lrce and 

the already extensive deforestatlon continues. With [ewcr trees to 

hold it, remaining topsoil 18 depleted yearly, wgU:Jhed dway by monsoori 

rain (Justice 1981;,,16). 

Ethnically and linguistically the people of Nepal are 

tremendously diverse. Nepali is the official language. There dre, 
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however, ,wany dialects and an additional thirty other indigenous 

languages. There are two major cultural-l1nguis~ic influences. 

Pra4ominat4ng in the Terai, Kathmandu Valley, and central hills are 

populations speaking languages of the Indo-European family related to 

Hindi and other languages of Northern India: these people, the lilos t 

numetous of wnom are the Brahmans and Chetris, are characterized by a 

variation on the type. of social organization found -through most of 

South Asia. In the north central hills and mountains and also in the 

Kathmandu Valley, people 

Asian and Tibeto-Burmese 

-
have a closer c.ultural ,~ffini ty wi th Clntral 

linguistic and ethnie groups. The mo~ 

populous of these groups are the Newars, believed to be the original 

inhabitants of the Kathmandu Valley. Broad classifications aside, 
-0 

,much syncretism has taken place, due partly to the exigenéies of 

trade. The cl:)sing of .the northern boundaries due to the Chinese 
o 

occupation of Tibet combined with King'Birendra's effort to ~ake Nepal 

truly the "One Hindu Kingdom on Earth" has intensified this proces.s. 

Tibeto-Burmese ethnie groups are generally either assigned or claim 

for tbemselves a caste rather chan tribal/ethnie status 

(von Furer-Haimendorf 1960). 

A religious diversity accompanies, but does not necessari~y 

coincide with, the ethnie diversity of Nepal. The influence' from the. 

south is Orthodox Hinduism and "little traditions" (Marriot 1955); 

that from the 110rth is the central Asian tradition of BOl. and the 

literate forma of lamaism or Tibetan Mahayana Buddhism. These 
, \ 

traditions merge in countless variations throughout tile count!=y. 

18 normal to find "Hindu" temples with images of Buddhist deities 
" inside and out, and vice versa. 

It 

Traditional medical practitioners are also very diverse. Sanf 
" ' deal with sicknèsses for which a supernatural etiology is suspected 

using comb:1 nations of :mimal sacrifice, mantras, singing, 

drum-beating, and the preparation of amulets. In the Tlbetan 

tradition lamas as weIl as doc tors trained in the literate tradition 

of Tibetan medicine, recit~ prayers and mantras) and prepare herbaI 

medicines. Healers broadly classified within the Ayurvedic tradition 
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prepare herbal medicines. Th~re are also tradi tional midwives dnd 

bonesetters. In addition to healers, "home remedies" are widely uHed 

(Durk~n-Longley 1982). 

Attempts at unifying the cultural ctiversity ~f Nepal ar~ 

comparatively rece,nt. Up until the eighteenth century, the drea that 
1) 

Is now Nepal was_ fifty small tribal states ruled by kings eldlming 

Raj put - chat is, high caste Hindus - status. During the second 

half of the eighteenth century the Gorkhds (a predominantly Chetri .ll,d 

Thakuri group from central Nepal) united under Pri thvi NùrdyJ.o Sh.lIl (d 

Thakuri) (von Furer-Haimendorf 1966). They gradually succeeded ln 

imposing rule over these tribal states and in 1769 pronounced it Il 

unified kingdom called Nepal (S. Kumar 1967:8-10), the name previously 

applied to the areaq'now known as the Kathmandu Valley. The Sbalw 

moved their capital from Gorkha ta Kathmandu. 

The Shahs held actual authority in _Nepal until the rise ot the 

Rana family in 1846. During the pre-Rana period a very hierarchical 

system based on ethnicity and caste evolved. At the central levei 

elite families and their allies' formed factions and dom~nated / 

poli tics. Alliances within factions were ma1ntained through cl syste~ 

of obligations and 10yalt1es. This was the beginning of the Chak<lr 1 

system, a characteristic of organizat10n in Nepal in which thoBe who 
, 

sho~ loyalty through service and gifts are granted favour~ Jod 

protection in return. A !frge loyal following developed for one noblt! 

Chetri family, the Ranas. The Ranas int'èrmarried with the Shah!:l, ,1Od 

came ta share the status of royalty and claim contin,uouB occupatjon of 

the prime ministersh1p. The graduaI transfer of virtually all power· 

from the Shahs to the Ranas culminated in Prime Minister Hahadur Rdna 

bes towing the ti tle "Maharaja" '-On himself 

hereditary- The Sl1ahs became 'Nere kept in 1T1rtual 

confinement (Rose and Schultz 2~; f,). Kumar 19i:lO:2). 

Thus began a century of Rana rule. T 

determined ta a large extent by mountalns to the r,orth, east, and 

west, and malarial belt to the south, Intenslfied under Rana rule -lnd 

became almost absolute. Except for'a fe'W British officials," 

\ 
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fOJ<:e1gners were denied entry; resident m1ss1onaries were deport;ed'j all 

newspapers were banned. Dur1ng this century theré developed a minimal 

administrative system to collect taxes and quell disturbances. 

District headquarters were run by governors who were members of either 

the Ra~a or other high caste Hindu family (Schult~ 1981:13). These 

were direct1y resp?nsible to the prime mlnister in Kathmandu. Taxes 

were coilected primariIy by landlords (Wake 1980:24), many of whom 

were from favoured families who had received Birta land grants from 

the Ranas (Stiller and Yadev 1979:145-146) and were beholden to the 

central powers for their fortunate position (Wake 1980:24j S. Kumar 

1987:133). 

The central Rana government did not interfere with matters in 

the periphery as long as revenue was forthcoming. This gave local 

officiaIs power to extract high ~axe8 (keeplng sorne for themselves) 

and negotiate personal monetary gains for any service~ ~endered (Wake 

1980:26), aglinst which the peasant had little recourse but t~ move~ 

The chakari system continued, extending to most relationships 

of habituaI obligation whether pOlittcal or economic:, 

Ie was considered discourteous to visit one' s superior _ 
without bringing some offering ••• This practice escalated 
to payment at the obligatory annual visit during the dasain 
festival ••• which also happened ta coincide with the annual 
termination of tenure (pajani) in aIl offices below that of 
prime minister. Reappointment at aIl levels depended ta 
some extent on the degree of layaIt y and respect for 
authority expressed by this gift (Wake 1980: 25). 

1 

There was opposition ta the Rana regime de§pite the 

imprisonment.or execution of dissidents. The event that was decisive 

1n ending the Rana regime in 1950 durtng a period of general unrest 

was the escape of King Tribhuvan. The king is believed by many to be 

an incarnation of Vishnu (a Hindu deity) and the ult1mate repository 

of authority in Nepal: the well-be~ng of the king and of the country 

are believed to be causally related. By breaking free of his virtual 
1 

confinement and fleeing ta India, King Tribhuvan demonstrated his 

support for the dissident movement and d~nied the Ranas the appearance 

of legiEimacy. 

'" 
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The fall of the Ranas in 1950 marked the end of isolationist 

poliey and the beginning of a period of political and administrative 

experimentation. Those actively involved in opposing thE Ranas had 

eompeting ideas about how Nepal should be organized, politically and 

administratively. Outsiders came wi th ideas dbout how Nepul shol1~d be 

developed. An in-creasingly open country led to 1U0re w1despreud 

awareness of the level of development in the outs1de wor id J ,ln 

eagerness on ,the part of some for these conditions, dlld promises trom 

others that these conditio,ns could be attained in Nepa!. Nepal' s 

political history since 1950 has been a history of disputes over how 

best to develop the country given the politieal, economic, 

administrative, and human base on· which it had to build. Mueh dispute 

"" eenters around to what degree the presenÇ organizational and politicaL 

forms are a legacy from Rana days, and whether the se are necessdry or 

antithetical ta the development of Nepal in such d way that aIl 

benefit. ," 

The political and administrative ~~nte~ of development efforts 

~s an important influence on their outcome (Bossert dnd Parker 1984). 

The remainder of this seOction will outline .the growth of politics, 

government bureaucracy, and foreign aid in Nepal sinee 1951. 
1\ 

King Tribhuvan eventually returned from hi8 refuge ln India and 
" 

set up an· Interim government composed of repre8entatives ot the dctive 
, -

participants in the 1951 rebeIIion: the social democrats (modelled 

after the Indian Congress Party and presently known as the Nepal i 
"-

Cong-ress Party), the communists, and the tradi t10nalists. The king 

and the majority of his illiterate subjects remained unpartisan. King . 
'Tribhuvan promised that a form of parliamentary democracy would be 

~stablished. He appointed commoners as prime ~inister. He a180 
, " 

agreed to the construction of a ra ad from Kathmandu ta Raxaul at the 

Indian border, thereby opening Nepal ta the outside world. Tribhuvan 

did noc live long enough to fuifili his promises to any substantial 

degree. 

King Tribhuvan was succeeded by his son :1ahendra in 1955. 

After four years exper1menting, appointing cabinets with hlmself as 

'" 
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head, in "1959 he introduced a new cons titution providing for popular 

elections to parliamene based_ on adule franchise. In the resulting 

parliament, ~owever, he would still hold ultlmate authority: out 9f 

100 articles in the constitution, more than 80 begin "if the king 50 

pleases ••. n. The first eleeted parliament.met in 1960. The 

experiment was short lived. On December 15, 1960, Mahendra1suspended 
1 

the constitution, dismissed the cabinet headed by Prime Minister B.P. 

Koirala, dissolved parliament, banned political parties, and 

imprisoned aIL the ministers and political leaders who had not managed 

to escape to India (Blaik1e et al., 1'"979:22; D. KÜm.ar 1980:23). 

The next political expe"riment has eontinued in various forms 

until today and has an integral influence on both the planning and 

Implementation of ct.t!velopment poliey. The "guided democracy" promised 

to the people of Nepal in the 1962 "Panchayat Constitution" was to be 

a more "suitable" form of democracy based on the "traditional 

prac tiees of the Nepalese people" and .. suited to the partlcular genius 

of ,the Nepalese people". lt was claimed that the system would . 
"promote the welfare of the people by establishing a social order 

which ls just, dynamie, democratie, and free from exploitation, by 
, - \ 

integrating and coordinating the interests of aIL classes and 

". professions from a broad national viewpoint n (Nepal Gazette 1962, 

cited in Shrestha. 1980:30). The second principle of the system is the 

principle of "class harmony" w)üch held that tpe welfare and rights of 

the poor would be protected (Wake 1980: 12). 

Such high Ideals were to be facilitated bya five-tier system~ 

of representation in panchayats from the village, through district and 

zonal levels to the national 'panchayat headed by the monarch, in whom, 

as before, aIL ultim~te authority would reside. In theory, the 

?ollected levels of fanchayat were to form a pyramidal structure on a 

popular electoral base, with the monarch at the apex (Blaikie et al., 

1979:23). 

Popular elections were only to take place at the village 

level,' In ~hese elections an eleven membèr executive commit tee o/ith a ,~ 

president, vice-president, and nine members r.epresenting the nine 

o 
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wards or division of the panchayat area ~ere to'be chosen. Theae 

locally elected leaders were charged with coordinatlng'development 

o efforts in the area and had powers to tax and sett1e quasi-judicial 
:: 

, 

cases (Justice 1981:23-24; Blaiki~ et 'aL, 1979:24). At higher levels 

of the pyramid most members are drawn:from the already elected village 

) leaders. At the national level, the king appoints the prime minister, 

deputy prime minister, and ministers from members of the national 

assembly., Holding.t~ese positions requires maintaining the confidence 

and approval of the king (Blaikie et al., 1979:24). 
J 

" King Mahendra diêd ten years af ter the inception of the 

Partyless Panchayat System. His son Birendra Bir Bakram Shah Dev 

ascended the throne on January 31, ~1972 and continues to rule Nepul 

today. The Partyless Panchayat System has undergone some changes b~t 

the structure remains much as described above. 

The Partyless Panchayat System was designed to be the 

grass-roots political basis of development planning and 

implementation. The administrative organization necessary for 

develo~ment orchestrated from above was created by expanding the 

minimal civil service of the Rana period. A specialized civil service ~ 
( 

was formed ta implement the burgeoning number of development projects 

(Justice 1981:185). Guided by administrative advisors from Canada, 

the United States, and the United Nations, the bureaucracy was planned 
o 

to function according to Western concepts of eff1c1ency, economy, and 

rational decision making (Rose and Landau 1977:42-43). 

The resulting bureaucracy has four major levels of duthority. 

The top two levels are based in Kathmandu. At ',the top 1s the king who 

ls the ult1mate policymaker. Th~ king guides the second level, the 

Palace Secretariat, which formulates majoF pollcies su ch as the 

five-year development plans. Each of the Palace Secretaries beurs 

re,jlponsibility for a specifie department; their powers to intervene. 1n 

poliey formation and imple~enta~ion are n~ specified in either the 

law or the constitution (Seddon 1987:224). Parallel to the Palace 

Secretariat is the Centra~ Secretariat, the administrative unit 

directly responsible for carrying out the orders of the king and 
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Palace Secretàries. In rural areas zonal commissioners who are 

appointed by the king and report directly to the palace, supervise 

Chief District officers (Justice 1981:21-23) who form the lowest level 

of th~major bureaucracies. At and between aIL 1evels of organization 

there are countless organizational units charged with specific tasks. 

Being an expansion of the former administrative system of the Rana 

days, the.present-day system is characterized by extra-systemic 
, ." 

features such as the chakari system. 

Planned development, utilizing the emerging political and 

administrative structures, began in 1956 with the government's first 
(.) 

five-year·plan. Since 1954 Nepal has received aid specifically 

donated for health development. Until 1978 this was primarily used to 

set up hospitals and health posts, train some doctors and nurses 

outside the country, and implement "vertical" progr'àms orientated 

towards the elimination of specifi~ diseases. Since 1978, in accord 

with trends elsewhere, the emphasis has sliifted to primary health care 

and the "integrated ëommunity health" approach rather than the "one 

disease, one program" approach (Justice 1986:8-10). 

Despite 30 years of development effort in Nepal, morbidity 

statistics are amongst the worst in the world. In 1977 the crude 

death rate was 23/1000, ~ith infant mortality 172/1000 (Tribhuvan 

University, Institute of Medicine 1977:1). As of 1976, life 

expectancy for males was 46 ~ears; for females 43 yea~s (Nepal 

Ministry of Healçh 1979). Morbidity rates have been found to be 

between 39-52 percent during a two week period, a rate that is high 

even compared to countries such as India and Pakistan (Tribhuvan 

University, Institute of Medicine 1977:8-9, 35-38). 

Of aIL children born, one out of four will die before reaching 

the age of five Years. The most common cause of morbidity in children 

is malnutrition interacting with bacterial, viral, and parasitic ' 

infections. The most common symptomatic manifestation of this is 

diarrhea und dehydration (~epal Family Planning and MaternaI Child 

Health Project 1977). 
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In addition pneumonia, respiratory infections, malaria, 
\ 

measles, diptheria, tetnus, typhoid, and tuberculosis aIl take their 

toll (Bezruchka 1984). 

Adults suffer from all the above sicknesses plus others • ..,. 
Goitre due ta iodine deficiency is endemic in sorne northern regions. 

\'.j r,-

Leprosy occurs in aIl regions, with frequencies up to 2~~e~éent. 

Malaria, despite its apparent eradication in the 1970s has again 

become a significant health p~oblem (Nepal, Hinist ry of- Heal th 

1979: 151-158). One survey (pokharel 1979: 149-151) shows t;,hat due' 

primari}y ta cataract and infection 1-2 percen~ of the pophlation is 

blind compared. to_ .2 percent in developed countries. -. 0 
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Health development in Nepal has had soma successes: sorne 

diseases have, been eradicated through vaccination (smallpox, for 

~xample), but as indicated, the health situation of the population 

rèma'ins poor. More facilities have been constructed, but these .1re 

unequally distfibuted with a heavy concentration in urban areus 

(Seddon 1987: 252) and areas most ea0ily aècessible from Kathmandu. In 

1978 only 21 percent of panchayats had any kind' of permanent he,llth 

facility; many of these function inadequately due to the shortage or 
'\ 

absence of drugs, equipment and vaccines, lack of staff training, and 

even the absence of staff who are officially available (Justice 

1986:101). 

• 
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PART IV 

OBSTA:eLES TO HEALTH DEVELOPMENT IN NEPAL: WHY THE P80R STAY SICK 

It ls in countries of the Third World like Nepal that tt 

becomes most clear that health status and the effectiveness·of 

technical biomedicine depend on a favourable physical and political 
-

environment. In this section l will describe relationsQips between 

physlcal conditions, malnutrition, landownership, and political power 

in order to show that patterns of infant and chi Id morbidity and 

mortality are greatly influenced by political factors. The physical 

cond~ti~ns of life for many Nepalis will be described and it will be 

shown that most Nepali chl1dren are frequently exposed to the 
1 

pathogenic agents that are the proximate causes Of the 
• 

diarrhea-dehYdration syndrome. It will then be argued that aIL are 

not equally affected .by such exposure if it occurs: nutrition level 

" is an important factor in determining how frequently a chila becomes 

sick and whether a sick child will die. There will be shown to be 
(r 

positive corre_lations between ',landownershi P1 
and nutritiona'l level and 

between malnutrition and mortality, and a begative correlation between 

laridownership and mortality rates. 

My argument is similar tO that made by Djurfeldt and Lindberg 

oin Pills Against Poverty: A.Study of the Introduction of Western 

Medicine in a Tamil Town (1975). This study was presented in the 

Introduction as an example of work done in the tradition of the 

political economy of health. In the study village the authors 

collected extensive qualitative and quanti~ative data on diver~ 
phenomena such as mprbidity, mortality, nutrition, and income 

distribution. On the basis of this they argue that the poor suffered 

from the "diseases of poverty" and that their health situation would 

not improve significantly without change in the prevailing political 

and economic order: l have not in any sense tried to replicate 

Djurfeldt and Lindberg's study:. this was precluded by my.short period 

of res!dence in Nepal. Based on primary and secondary sources and a 

case study of political process in one village, however, l suggest 

\ 

'\ 

" 
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(j)~robably exists in Nepal • 
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Of the many diverse 'factors dontributing to the high rates of 

infant and chi id mor~ality in Nepal,. l will focus on malnutri~ion and ... 
polluted water sources. Lowering the h1gh mortality rate would 

requ1re improvement in nutrition levels, most likely through changes 

in patterns of aeeess to land, and the provision of ~'reasonably saie 

drinking water source. The aeeomplishment of these changes depends on 

a positive pol1tiea~ will. This must 1nelucte favourdble official 
, 

government poliey, but here l will stress that officidl politieal ~ill 

must be translatable into action if.significant change ls ~o take 

place. l will discuss political forces in terms of how they have 

influenced the Implementation of polieies designed to improve the 
\ 

position of the poor. lt will be shown that those who hold polit1cal 

power act 1n accordance with traditlonally prescr1bed behavtoral 

expectations. A! such they constitute a conservative force which has 

the effect of-1perpetuati~â\system which Lnhibits change" that could 

improve the living confitions "and health of the poor in Nepal. lt 

will be shown that th~ leap ~rom official policy statements 'co clean 
. l 1 

water and full stomachè.,is a long oné. 
, 'V 

Some' C~è:e, -for example, Bauer:198l) would argue that the kind 
• f ....... 

of politieal will need~d in countries like Nepal is the kind that 
'. , 

promotes free enterprise as. the basis of ec_onomie development, which 

in turn would form a base for long-term self-sustained growth and a 

consequent reductio~ in levels of malnutrition. But l am arguing from 

what exists in Nepal now. The Nepalese gqvernment annually receives 

millions of dollars in foreign aide Sorne of this ~een given f~r 

the construction of water suppl Y systems and che relief of 

malnutrition. Some of it haa been accompanied by demahds for land 

reforme The Nepalese government haa aecepted this aid for the 

\ 

purposes stated. Given what 1s actually happening, l will discuss the r 

influence of political power and politi~al will in the Implementation 

of programs that could create conditions that are conducive to the 
) 

effective use of biomedieine. 

~ 
~~--~~-~. ~-~--_. 
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Durkin-Longley graphieally describes the environmental 

conditions in Kathmandu: 

The health conditions in Kathmandu City ••• are reputed to 
be amon$ the worst on earth. Despite many modern 
developments, such as paved roads and motorized 
transportation, large luxury hotels and electricity, the 
city still lacks modern waste disposaI and drainage systems 
.•• Kathmandu's sanitatton problems are exaeerbated by 
unpr~cèdented population density •••• The festering piles 1 
of human waste and other' garbage that accumulatë in the 
streets, court yards and rivera of Kathmandu today breed 
disease-eausing microbes that contaminate food and water 
supplies and pose a ubiquitous threat to the health of the 
city's residents (Durkin-Longley 1982:57-58)~ 

r. Outside the capital J too J the living conditions of mos t Nepalis 

are perfect for pr~mot1ng t~pread of food and water borne 

dtseases. With 90 percent making their livelihood from agriculture, 

and only 21 percent of the land cultivable (Seddon,1987:91), the 

majority of the ever-~rowini population of approximately fiftee~ . 
million lives 'in densely crowded condi tions. ,~n..:!:l-. six ?ereent have, 

piped (but not necessarily clean) waterj most of these people are 
, 

" living in the I,<athmandu Valley. Others "retrieve wàter from streams 

and rivers sometimes a few hours' walk from their home. There being 

few toilet~ of any style, fields are used fQr defecation; with rain 

fecal matter is carried to s\treams j aceordingly, field-grown food and . , 

drinking water soürces often become bearers of fecal-bo~ne diseases. 

For most Nepali children, contact with disease-causing 

pathologieal agents Is common, especlally in the "dangerous season", 
J Q 

the warm months, when flies proliferate and streams fill with organic 

matter carrïed by monsoon rain. The Nepal Health Survey eonducted 

through ehe mid-1960s shows that 72 percent of children test~d had \ 

either intestinal parasl~ts or intestinal infections (cited in Seddon 

1987: 69) • 
• Aside from exposure to the pathologiea'! agent itself, 

malnutrition is another crucial factor in the physieal cycle that 

leads to infant death. Quite simply, malnourished infants and 
c 

children are more susceptible to g'stroenteric diseases and parasitic 

.. 0 
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infection. The resultant diarrhea further worsens the malnourished 

co~dition, leaving the child even more susceptible to future bouts of 

sickness. 

A study of East Palpa district i'ôlldua,ted by Blaikie et al. 

(1976) shows that rather than being a static variable, "nutrition 

level" for any individual or group can fluctuate according to 

variables such as season~availability of food, and income. In the 

study area environmental déterioration was far advanced and general 

levels of food production low. ' The "hunge.r season" (,at the beg-inning 
1 

of the "dangerous season") lasts from late February until late July 

when the~first ma~ze or upland rice is harvested. In late June and 

early July food scàrcity'affected from one-half ta thre: ~arters of 

the population in four of the five panchayats studied. "During this 

time cereal c01).sumption is gradually reduced, by up ta Eive-sixths by 

the poorest and one half by the less poor. 'People gather Jungle 

plants to supplement their diet and were found at times to resort ta 

eating the seeds of the following year's crops. , 
, Many children in Nepal suffer from chronic or acute 

J 

malnutrition as a result of factors including ,those Just des~ribed. 

Seddon (1987) cites two, surveys that report the nutritional ~evels of 
"0 

children. The Nepal Health Survey of 1975 reports that 52 percent of 

surveyed children suftered from long-term malnutrition, 7 percent were 

experiencing acute under-nutrition, and 4 percent were in critical 
/ 

condition experiencing ,both scute and chronic malnu~rition. A 1974 
l 

WHO survey concluded that only 29-30 percent of Nepali children could 

be considered adequately nourished (S'eddon 1987:69":70).0 Many, Nepali 

children suffer chronical~y or seasonally from malnutrition. 

Adequate nutrition depends on access to income with whlch to 
1 

buy food, or access tO land on which ta grow food. Ninety-slx percent 
c ~ 

of Nepal~s population earn their 1ivelihood directly through land 

whecher it be their own or someone else's they work on. Given the 

large- population and the lack of industry, Incorne from other sources 

ls hard ta procure (Seddon et al.,- L979). As a consequence of this, 

in Nepal adequate nutrition generally depends on incorne, wh~ch depenas 

.. 
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on landho~dings, or access to land to work. Ghai and Rahman conclude 

in their studyof rural poverty and the small farmers' de.velopment . , 

programme in Nepal that "sinee land 1s a major source of income in the 

rural àreas ••• -differences in 1andownership translate directlY into 
, 

differences in incomé distribution" (Ghai and Rahman. Rural pove~ty 

and ~he- smaii farmers' development progrgmme in NeEal, Rural 
" l' 

Employment Pol-ides Branch, ILO, 1979, p. 3, cited in, Seddon 

1987:118). In an APROSC (1979) study of the Tinau Khola Catchment 

Alea Conser-6-ation Project, i t was found that "land, the .... single most 

important production resource in the project area (a fact which is 
J 

equally common in the whole of rural Nepal)" determines othe level of 
_t ~' 

income and soeio-ec~omic stfttus of the population of the region p 

concerned~, Distribution of landholdin~s largely determines the 
, l' 

disparities in incorne, while the'pr~ductivity of the land de termines 

the level of inèome" (APROSC 1979: 18). 

Distribution of land ls highly concentrated, leaving the 

majority of Nepalis with insuffici~nt land for subslstenie neèds. 
'.J 

Twenty-seven perce~t 'fof the land i5 owr.ad by two percent of rùral 

householcts. This i5 more extreme thah in 1961 when the top'eight 
" 

percent of households owned almost 40 perce~t of thè land, and the 

bottom 46 percent of, households owned only ten pércent of the land 

(Central Bureau of Statistics, Agricultural Census, Kathmandu 1962). 

Nearly 75 percent 9f the households owned only one quarter of àll 

cultivated land, owning Iess than one hectare each. 

Such small landhoidings are not sufficient to su~port a 

household. Butterfleld estimates that "85 percent of 'tiill faon 

households do not produce enough food to meet their own consumption 

requirements, and tha~ 50 percent of terai farm households are 
,~ 

sirnilarly deficit" (Butterfield. Nepal: Country Development Strategy 

Statement 1979. USAID rnimeo cited in Seddon 1987, p. 127). 'There 1s, 

the?, a direct positive relationship between landownership (and how 0 

this translates into incorne) and nutrition. As landownership is 
-

highly ~oncentrated, many Nepalis do not have access to sufficient 

land to produce their subs1stence Reeds. 

" 
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It should be noted here that there is some correlation between 

landownership and caste. Review1ng the'literature pertinent to this 

and drawing from his .owh researGh, Seddon concludes that there 18 "a 

broad tendency (not -born~ out in every single village however), for 

'high caste' groups ta be large. landowners, partlcularly in the 

Ter~i." This he explains in terms °of the states having made land 

grants ta members of the ruling class dnd ta local notables dS was 
1 1 

related earlier in this p.ssay. The one feature common to ,ill villages 

in Seddon' s study "with regard ta the rela~ionship qetwe'èn caste and 
• 0 

.landownership was the relatively deprived situation of the 

historically labouring and artisan classes whose caste rendered them 

'-.. 'untouchable'" (Seddon 1987: 188) • 

Relationships between malnutrition, incarne, landownersl11p, and" 

morbidity, suggest that children from households with 11ttle or no . \:,) " 

access ta ~and are more likely to die from the diarrhe~-dehydratlon 

syndrome th~n chilqren born to households with large landholdings. 

there ls little data available to concretely support this conclusion. 

It iS,borne out, however, by data from the Rapti Baseline-Survey. 

This -study reveals that between 25 and 32 percent of childreG in the 
o 

surveyed area di~ be~ore reaching adulthood. Infant rnortality W8S 
1 

h+ghest, however, among those of the marginal, sub-marginal. and amull 

land-halding households and lowest among the largest:" land-holding 

categories of household. For the three years preceding tHe survey, .. 
infant mortality rates among the &ub-marginal landholding households 

averaged 249/1000, those for households of better land-holding 

categories ranged between 131 and 1(19 (APROSC 1980:57-58). TheHe 

findings confirm ,that there is a higher risk of death~ to lnfants born 

to households with no or Little land. , 

The infant mortality rates for rich households are still very 

high, though slightly lower than the national àverage ot 172. With 

poor household rates at 249, some groups mu~t enjoy a much lower 

infant mortality rate (if the national average figure 18 accurate). l 

suspect these groups are the wealthier landowners, particularly In~the 
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Tarai and Kathmandu Valley but have seen-no data to support this 

suggestion';! 

To summarize so far this discussion of the physical and 

economic factors that influence health status and the potential 
ol 

effectiveness of biomedicine, it has been shown that the environmental 

conditions of Nepal are such that a large maJority of infants and 
~ 

chl1dren are in common contact with the pathogenlc agents thaè are the 

proximate cause of diarrhea and dehydratlon. It has been suggested 

thac a child's nutritional st~tus is a major determinant of both how 

well they cdn resist becomlng host to chese pathogens and how weIl 
o 

thy survive the debilitating effects' of infection should lt occur. 

Although little specifie data is av~ilable to support my conclusion, a 

child's family's income, dependent to a large degree on the size and 

quality cof landholdings seems to a large extent to determlne the 

chlld's nutrition level and likelihood of early d~ath. At present, 

because 1andownership is highly concentrated, for the majority of 
t 

Nepalis the conditions such as adequate nutrition that in the long 

term promote high-health status and make biomedical technology 

effective in the treatment of the common childhood illnesses do not -

existe 

The creation of the conditions that maintain low mortality 

rates would require sewage containment measures, construction of water 

pipes, and raising of nutritional levels. The achievement of these 

conditions requires a positive political will. l will now discuss who 

has political power in Nepal and how weIl this power has or has not 

been used èo Edcilitate positiv~,environmental and nutritional 

change. Vdrious kinds of policies and their Implementation will be 
---

referred to but my emphasis as noted earlier will be on: 1) attempts 

to redistribute wealth (and thereby improve nutrition) through land 

reform, and 2) attempts to lower the incideQce of water-borne disease 

C • through the construction of drinking water _ systems. 
) 

As presented earlier~ aIl official power resides with the 

~ing. Others are given power subject~to the king's continuing 

approval. At the level of the village or town panchayat, leaders have 

o 
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power to extract and spend taxes~ settle semi-judicial matters 

including disputes over land, and to coordinate dnd to some excent 

direct ,development efforts in their community. Other politieul .. ll1d 

bureaucratie personnel have power in their dis cric t, zone, or town, 

but only ta carry out the progra~d commands originati ng ei ther 

from the Palace itself or from the Palace Secretariat minlstries. 
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The positions in the bureaucracy and governDl?t, creuted slnce 

the inception of the Partyless Panchayat System, have primarl1y been 
'" 

filled by members of the same social and economic group that hud 

administrative and political power during and prior ta the Rana 

period. As described eariier, these were people who were either of 

high"caste status or had large landholdings. Usually they were bath, ,,.q 

a consequence of the birta land grant system. 

Several studies hétve traced the compositi'on pattern of dle 

local government and power structure since 1951. Gaige, in his study . 
of reglonal politics in Nepal states that "since 1951, poUtics in the 

Terai districts has continued to be dominated by the largest 

landowners ••• the traditional "elite" (Gaige 1975:145). Rana and 

Mohsin's (1967) study of leadership in Nepal revealed that in three 

eastern zones, at both village and district levels, there waH d 

concentration of political power amongst the large landowners. Of 

village" panchayat chairmen at that time, 57 percent were landowners, 

40 percent were owner-cultivators, dnd 3 percent were employed by th~ 

state. At a time when the average landholding in Nepal was 

.25 hectares, 60 percent of these leaders owned more than 2.) 

hectares, and 12 percent owned between 1.5 and 2~ hectares. 

Gaige (1975:144), Rana and Mohsin (1967) and Shrestha (19HO:83) 

aIl found that political power at the village level WBS concentrated' 

in high caste groups: although "each caste or group has the right to 

put up its own candidate so as to capture the reins of power .•• there -

is still a high concentration of community leadership in upper castes" 

(Shrestha, 1980:83). Untouchabl~s are represented in sorne cases. 

Gaige cites the case of a village in Kapilvasta district where 

17 percent of the population is or untouchable caste. Five percent of 
" 
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village panchayat members w~r~ untouchables. Most of these, howev~r, 

were elected in wards ~here only un~ouchables lived (Gaige 1975:144). 

Power at the village and town level, then, is held primarily by 

landownlng high caste people. The pinnac~e of power, 

course is high caste (a god, in fact), and his family 

lackin& in wealtn. 

the King, of 

i\ cleariy not 

The corollary of this, ~f> course, is that the poor and those of 

low-caste status do not have political power. lt will be remembéred 

that one of the stated objectives of the Partyless Panchayat SyBtem 

was representation of and concern for the welfare of the poor. 

Vl11~ge level elections are the'only activity in which the poor may ge 

legitimately involved in polltieal activitYj however, real access to 

political power with which to influence aetivity,within the panchayat 

seems to be limlted by established patterns of traditional authority 

based partly on landownership. Efforts to institute "positive 
, 

discrimination" have failed. The 1962 Constitution, for example, 

provides that in the National Assembly, in addition to the members 

either appointed~irectly by the king or ~lected fromflistrict 
l';7t ..Q' 

panchayats, there would be represent'atives of "class organizations". • 

On behalf of women, youths, farmers, and other groups these 

representatives were to give expression to "cl~ss" interests. These, 

however, remained in effect largely vehicles for the personal ambitiod 

of a amail number of indlviduals, usually dra~ from the urhan 

bourgeoisie or landed classes, aqd had little real politieal 1 
, /' 

significance for the broad mass of their 6fficial constituents. 

"Although programs were planned to be implèmented through local 

branches of these organizations", the ability of those tormally 

eligible to partieipate to do so was strictly limited by the 

prevailing local power structure" (Seddon 1987:221). By 1975., these 

organizations recelv~d no official support; most of them now no longer 

exist. 
o 

The "Back to the Village Campaign" of the mid-1970s was another 

unsuccessful attempt to promote representation of the most 

disadvantaged groups. Village level elections were suspended, and 

{ 
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1 
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1 
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officiaIs appointed directly !fk.om the palace appointed members to the 

village panchayat council. Traditional power structures prevailed, 

and the experiment ended in 1978 with the resumption of elections 

(Seddon 1987:246-7). 

Despite the expressed goals of the monarchy to uphold the 

principles of the Partyless Panchayat System, especially those ~ 

relating ta concern for the welfare of the poor, most development that 

occurs in Nepal favours the elite landholding classes: those 

entrusted with political power ta plan and implement developmcnt 

projects use it in such a way that the poor are not the primary 

recipients of benefits. The use"of powèr i8 often directed by 

traditional expectations and the local rationality of t~e marketplace, 

rather than by political Ideals. This situation credtes major 

prablems for development projects which attempt to produce conditions 

that would improve health standards and make teehnieal biomedlclne 

more effective for the poor of Nepal. For the remainder ot this 

section l will d1scuss how the positive political rhe~oric of the 

monarch does not translate into the successful implementation of 

development pro~rams.~ 

First it should be emphasized that officially in Nepal the 

"politieal will" for rapid development exists. As emphasized eariler, 

aIl ultimate power in Nepal resides with the king. The politienl 

rhetoric of the' king representing official &overnment sent iment could 

hardly be more positive with respect to willlng-general development 

and welfare for the people. This' ls evident from the gOdls ot the 

Partyless Panchayat System as related earlier in this essaye This 

will is also proclaimed daily in the government eontrolled media, 

especially Radio Nepal and the newspapers The Rising Neral (English) 

and Gorhkapatra (Nepali). For example, a news item in the Rising 

Nepal, on February 21, 1987, eommenting on the Klng's visit to the Far 

Western Development.Region (the first visit in five years), emphasized 

that such "âetivities demonstrate the keen interest of Thelr Xajestles 

the King and Queen in stepping up the tempo of development of the 

villages The Nepalese people are indeed fortunate ta have been 

.. 



o 53 

blessed by ~able and dyasmic leadership of a development-orientated 

Monarch" (p_ 2). The professed goal of the Monareh and government is 

"to attain average Asian living standard by the end of this century" 
• 

(Rising Nepal December 13, 1986). Aeeording t~ the'Quarterly 
o 

Development Review (published in Nepal), "the King has been providing 
l 

regular directives for the effective implementation of various 

projecta based upon basic needs like fpod, clothing and ahelter" and 

for this "all Nepalese people are gr:ateful ta His Majesty the King" 

(January 1987:2). 

This official royal enthusiasm ta promote development 

(particularly of the poor in accordance with the ideals of the 

PartylesB Panchayat System) can face three major obstacles in being 

translated into real change: "1) structural problems of thê'­

administration, 2) what l shall calI the "local rationality of the 

marketplaee", and 3) the direction of deve16pment by traditiona~ 

patterns of obligation and expectation rather than by political 

ideals. The firsi two obstacles will be dealt with briefly; the third 

will then be treatect at length. 

The. present structure of the Nepali civil service is such that 

even the best of intentions can tesult in minimal or even no results 

from polieies. Justice (1986), Wake (1980), and others have described 

-how the complexities of the various hierarchies and the fre~uent 

re-organization of structure and shifting of personnel can result in 

programs being stalled indefinitely. The system makes communication 

50 odifficul t that to facilitate action, people often" bypaas the 

official structure altogether relying instead on traditional family 

and political networks. 

The local rationality of the marketplace in Nepal Is manifested 

in the all-pervasive practices of bribery, .,~nfo~al d,~ve~sion of 

funds, and other activities where power is used ta nègotiate financial 

gain. "Everyone knows" that thi~ Goes on; everyone has seen the 
, 

,"ring-rodd mansions" on the outskiFts of ~t ndu, the large houses 
" 

of Nepali bureaùcrats that eould not be suppor~~ on_an official 

salary.only-
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The failùre of centrally designed develQpment projects 'c.o help 
'}u 1 

the poor is partly due to implementation problems. Many of ,th~se 

der ive from the influence of traditional patterns of obligBtion9 and 

e&pectatinn on politieal and administrative processes. l will present 

two cases which illustrate this argume!1t. The first case delllonstrates 

how in one town poli tical processes on the ndti9nal and local level 
o 

are influencin~ the distribution.of water pipes. The ~econd ls the 

more general case of attempts at land reform as a measure to dld the 

poor. lt will be shown that despite pressure from foreign donars and 

the passing of legi~lation, changes in access to land -- import.lIlt to 

the improved nutrition and h~alth status of the poor -- have not 

happened: in general those with polieical power to effect change to 

benefit the poor did not have the will ta do so • 

CASE l: POLITICS AND THE DISTRIBUTION OF THE BENEFI'fS OF DEVELOPMENT 

At the local level in Nepal there ia an enthusiasm for 

development, and it does take place. But it takes place to the 

benefit of the historically and presently powerful groups. The 

present-day political elites are the inheritors of the system of 

obligations between elites and client families. In making decislona 

politicians are often obliged to favour their client families. On 

other occasions the y are obliged to favour their owu locality or 
1. ~ 

eth~ic group. There are 

few men in positions of responsibility and power ...,ho ,lr~ not 
placed in situations of resisting or yielding to 
expectations to favour either members of their own faml1y or 
people of the same ethnic group or locality. There 19 no 
bazaar town with a native son in high office where 
condemnation cannot be heard for his failur~ ta chdnge 
project priorities on its behalf (Wake 1980:28). 

The local panchalat leaders, as related earlier, are 

responsible both for coardinating development and prov1d1ng the 

central government with information about local needs. Says Jfstlce 

in her repart on the organization of health care in Nepal: 
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" 
There was little evidence that information on health needs 
and conditions was transmitted through the panchayat. 
Rather, the panchayat was used by local elites ta ob tain 
resources, such as health posts, ta meet their needs. 
Numerous examples show that health posts were built in areas 
where local families have influence, and not where there was 
th~ greatest need or where the services wQuld be most easily 
accessible to the local population. 

Elites and villagers may have similar 
receives government services differs. 
is better structured ta meet the needs 
have priority in obtaining the limited 
1981:187). 

health needs, but who 
Delivery of services 
of the elite, who 
resources (Justice 
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Whatever the central government~lans, the rural local elite 

are a crueial link in the implementatfon of policies because they have 

the power ta promote or resist these a~~ng_ lin es that serve the 

interests of their own group. 

The effects of political activity in Nayagaon (a fictitious 
B name for the town l lived in) over the past several years is an 

example of how poli tics based on traditional patterns of obligation 

influences the allocation of ~evelopment resources and benefits in 

Nepal. Bath the national and local levels of political influence were 

involved. l will now outline how the political activity of Nayagaon 

over the past several years has influenced, and will continue ta 

influence, the construction of a water supply system in the area. 

Several years ago a preliminary study of Nayagaon, which was at 

that time a village, was carried out- by a foreign government aid 
1 

organizaqon. This lwas to be the basis of a( development plan for the 

village. A pri~rity of the project w,as the construction of a water 

supply system running from the neirby hills ta the village. The 

absence of a'good water supply was widely acknowledged to be a major 
\ ~ 
problem. When l left the town in May 1987, water levels at nearby 

sources were low and the water was filthy. 

The implementation of the project was and will continue to be 

effected by a change ln the settlement's administrative status.from 

that of village to town. The transition to town status gave the local 

leader more rower in a greater sphere of influence. Compared to 

) 

( 
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leaders in villages, town leaders have more power ta extract and 

distribute ;axes J' settle semi- jUdic,ial matters, and control .lnd 

coordinat~development in their el~ctoral districts. • 

Th~events leading up ta this transition were recounted ta me 

by numerous people in Nayagaon and an American Peace Corps Volunteèr 

working in Thulogaon (a fictitious name), a neighbouring settlement. 
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A number of previous campaigns to achleve town status had failed;' tilt" 

primary reason was that the village's population was tao smdll to 

warrant a change id status. The successful attempt came .liter lwo 

changes in the village's situation. First, the village's boundaries 

were redrawn to incorporate seven small surrounding villages, thereby 

increasing the official population (though stl11 not ta the oftfcially 

required level). S~cond, a local person who had been elected ta the 

National Assembly provided a strong link with the central déè\sion 

making body in Kathmandu. 

~he acceptance of the succe~sful application,was not 

straightforward. There was opposition from some of the inhabitants of 
J 

Thulogaon who.stood to lose from the change; if Nayagaon became a town 

it would be able to compete for profits from various enterprises. The 

people of Thulogaon also had a strong link with a member of the 

National Assembly to whom the y applled foi s~pport. The status af 

town was finally award~\ after three months of bribes and 

counter-bribes, sorne violence in the area, and many trips by ,tlIe 

leaders to Kathmandu. A leader for Nayagaon was then selected, rather 

than elect:s. He W8S from the richest family in the town. Nayagaon 

became a t:own despite low population and opposition, through the, 

support of a powerful "source" in Kathmandu. 
\ 

Before the election of 1987 1mp~ementation of the ctevelopment 

project began. The original planning had taken place before the 

village boundaries had been redrawn to include, outlying areas. The 

seleeted government had continued ta foeus attention on the central 

settlement. By the time of the election development plans had not 

been a~justed to account for the new population distribution. 
\ 
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There were two major c~didates in the leadership election of 

1987. The concerns of their supporters illustrate how poli tics on two 

levels influences who benefits from development resources and project"s 

in Nepal. ?he successful candidate was the" former selec ted leader. 

His supporters wanted him to continue as leader because in addition to 

wanting to "bring development to the towu" he had the strong business, 

administr~tive. and po~tical connections in Kathmandu that would 

enable hjm to do this. During the upcoming development programs he 

could use his "/?ource" and "force" to get as much as was possible for 

the towu from central sources. The concerns of the alternate 
o 

candidate and his supporters, many of whom lived in the outlying 
V 1 

settlements, wer€ of a different order: while also wantang 
1 

1 
development for the towu, they feared that the benefits; and costs of 

that development would be unevenly distributed. Since 1985 no change 

had been made in the routing plan for the new water pipe system; pipes 

would not be redirected to provide water pipes for the n~wly absorbed 

villages. Yet the people in these settlements were paying higher 

taxes and feared that they would be called upon co perform an unfair 

share of the "community participation" volunteer labour required to 

lay the water pipes. 

In summary, Nayagaon's elites had used political connections to 

have the village's administrative status changed to that of a towu. 

The post-incorporation selected leadership had not altered'a 

development plan that aimed to bring water pipes to the center of the 

~wn. At the time of the 1987 election the plans as they stood would 

benefit those living in the central area only, possibly to the 
, 

d~triment of thoèe ~n the outlying areas. As one man told me, "If you 
o 

have money what difference does a smaii tax make? If you have no 
, 

rooney a small tax and extra work can ruin you." 

This case illustrates how politics guided by trad"itional 

patterns of obligation influences the distribution of benefits from 

development resources and projects. Both national and local levels of 

poli tics were involve~th~ national level alliances between 

people with political and administrative power in Kathmandu and the 
< 

, 
~. 
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$ leaders of their home localities were used ta change Nayagaon' s 

admiqistrative status from village ta town. This change gave village 

leader~ more control over development in tbe area and more tunds to 

control bath th-rough taxation and increaéed government funds. On the 

local level, elected leaders were expected ta give priority ta the 
/ 
(~eeds of their kin and immediate neighbourhoodj as a result the less 

....power)ul were not to benefit from a development project whose cast 

~could ill afford ta he~ bear. ~ 

CASE 2: LAND REFORM ~ 

From the preceding case, i t can be seen tha t wi t 11 res pe c t ta 

the distribution of services, power can be used by local poli ticLlns 

ta benefit local elites. With land reform efforts the situation ia 

rather different. In-this case the politicians and administrators, 

being in general the large landowners, are asked ta enforce measures 

that definitely are not in their own interest: those who stand ta 

lose most by land reforms were asked ta implement chem. The results 

are predictable: a succession of attempts at land reform have had 
" , 

very little effect on caste/class patterns of landownership. 
~ 

Consistently either the laws have not been widely enforced or, when 
! 

land was redistributed, those who administered the laws used their 

pos~ti?n ta secure land' for themselves and their families and frlenGs 

(Stiller and Yadav 19J9.146). In June 1978, for example, the Special 

Police Department announced that six officials had misappropriated 

almost 1300 hectares of land that had been freed for dis trlbut~on 

(Risin~ Nepal, Junè" 16, 1978). .. - o 

During Rana rule birta land grants were given ta those favoured 

by t,he ruling family;-. By the revolution of 1951, 60 percent of 

agricultural land was held in birta grants and was not taxed. One of 

the priorities of the pest-revolution government in the early 19508 
, J 

was land redistribution. The ç?ngress Bloc proposed that the gr~nts .. 
were made under legal neLmS that were no longer in force and that 

~ 

accordingly, birta owners had no claim of ownership. The land- was ta 

be taxed and gradually redistributed to tenants who were working the 
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" land. Passing the laws wa~ easy; enforcing them harder. The 1951 law 

only prohibited the sale of ~ holdings and required that they be 

registered. Registration was not accomplished:" besides there being 

virtually no records of individual land grants, almost everyone who 

qualified for government service in 1951 themselves held birta land 

and were, apparently, reluctant to promote the process. A major 

. consequence of the law was that landowners started to evict tenants in 

order to better establish their ownership of land (Stiller and Yadav 

1979:146-47). 

Through vari,ous cabinets the matter did not progress unt!l the 

Birta Abolition Bill was passed in October 1959 •. With King Mahendra's 
J 

suspension of the constitution and dissolution of parliament in late 

1960, the land reform program temporarily ended (Stiller and Yadav 

1979:148). 

In the early sixties, 'foreign aid donors pressured the' 

government to imulement land reform measures as unequal distribution 

was thought to tè a major obstacle' ta further development (Seddon 

1987:41). The Land Organization Act
o 

was passed in 1963 followed by 

the Land Act of 1964. The proposed measures were modest, establishing 

an offici.ar ceiling on land" holdings which in ejfect only applied to 
, 

sevan or eight percent of the cultivatable land in the Terai~(Gaige 

1975: 173). The acts had limited effect even etght years after they 

were passed, althoug~ 146,000 acres of land had been made free, only 

56,000 acres had actually been distributed (Seddon 1987:41). Many 

l~ndowners were o'ften able to trans(e?tl{PIUS 1a,nd to rela'tives 
'>-

(Seddon 1987:119; Rose and Fisher 1970:122-129)., 
. 

In summary, the historically embedded patterns of political 

power'that shape present conditions also constitute the,mechani~m· 

through which change must occur. Because this is a conservative 

force, change is slow to occur. 

In Part II, three assumptions of the hypothetica,l model of 

biomedicine were presented as barriers to effective healtho~lanning in 

the Third World: 1) 'the notion of the mèdical
o 

system 'both as a body 

" 
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of knowlepge and -an in~itution.l framework, 2) the implicit model of 

the ideal-rational patient, and 3) the_belief in the effectiveness of 

biomedical techniques. In the light of the material presented in 

PaTts 'III and IV, l will nowassess the relative importance of these 

three to the planning of development to deai with the prob~m of high 

rates of child and infant morbidity and mortality in Nepai. 

"Health development", the phrase l have used through most of 

this essay, can 1,e distinguished from "medical dèvelopment". "Hedieal 

development" is here used ta refer to development projeets that ~im to 

Iower morbidity an~ mortality rates through the expansion of 

biomedicai facilities, and the promotion of_ the use of biomedical 

techniques and facilities. ,"Health de'lielopment" la planning that 

recognizes non "medical" (in the biomedical sense) influences on 

health and aims' to alter these in an effort to promote d reduetion in 

rates of morbidLt:y and mortality. Health development does not deny 

the importance of some aspect,s of biomedical teçhnology in the 

promotion of health. These are to be seen, however, as one aspect of 

a larger project. In the light of this distinction, the relative 

importance of problems 'that arise ~from the assumptions of the 

hypothetical model of biomedicine can be better evaluated. 

In order to lower rates of infant ~nd child ~ortality from 

diarrhea and dehydrat10n in Nepal ~medical developmen~p~anner9 aim to 

1) provide facilities such as heaith posts ta which ~e affllcted can 

be brougnt for treatment, 2) promote the use of Oral Rehydratlon 

Therapy (ORT), curreptly widely advertised on Radio~Nepa~, ~nd 3) to 

some degree promote the use of basic ~reventative measureâ gueh BS 

boiling water. 
1 

Medical development efforts encounter three major types of 
• 1 .. 

problems. Fitst~ as cao be lmagined from the foregoing discussion, 

there are political factors that influence the location of health 

posts (Justice 1981:187), the distribution of oral rehydration salts, 

and the availability of medication. If biomedicine does not exist in 

.an area, clearly it cannot be used. The second. group of problems 

cluster around assumptions 1 and ,2 descr1bedo in Part II: questions of 
\ ~ 
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differlng conceptions of what illness involves, different 

rationalities of sickness behaviour etc.. A large and growing 

literature (Allen' 1978; Devoka 1984; Durkin-Longley 1982; Macfar~ane 

1981; Stone 1976) aIl report diverse beliefs concerning indigenous 

Nepali beliets concerning sickness aetiology and treatment that extend 

into realms such as the social and spiritual that are weIL beyond the 

parameters of biomedicine. The im~ortance of these as obst~cles to 

tne promotion of biomedical practices varies with factors such as 

education, exposure to Western culture in genera1, the particular _fo~ 

in which biomedicine is presented, and the circumstances of a 

partic~lar sickness episode. In Kathmandu, for example, facilities 

are widely used and prospering drug stores abound: th~re are' few 

cul tural barriers. In remote areas, however, cultural considerations \ 

are likely to be more important. 

The third set of problems relates to the diminished 
fi' 

effectiveness of biomedical techniques in the physical conditions of 

Nepal. ~tibioticà may ~e administered to a child, for example, who 

recovers'only to be reinfected and debilitated a f~w days later. If a 
malnourished patient takes medication for tuberculosis, she may not . 
show any signs of recovery. Just as in the West, in Nepal b~omedicine 

" ' can do 1itt~e for many chronic and imme~iately life-threatening 

'..... conditions. Such phenomena are not weIl documented. puring my own 

visits to a hospital in Nepal, however, skeptical attitudes wet'e ,~ot 

unknown. If patients perceive that biomedical treatment does not 

yield results, this will probably diminish the likelihood of further 

investment in these services and techniques. ' 

If we speak of medical development and ask how the assumpcions 

of the hypothetical model of biomedicine limit effective medical 

d~velopment planning to reduce high child and infant mOFtality rates 

it seems that in Ne~al, as elsewhere, aIl tqree assumptions discussed 

in Part II, impede the success of this~ endeavour •. The relative 

importance of each is dependent on circumstances. l would suggest 

however that the obstacles become smaller as the target population 

becomes wealthier. Wealthier people in Nepal are more likely to be 

.. 
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educated, more famiiiar with and rece~tive to Western culture, and 

have easler finqncial and geographical access,to biomedical ; . 
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facil!ties. They are also likely to be better nourished: therefore, 

for them ,the resul ts of treatrnent are more likely ta be, and to be 

seen to be, effective. For the opposite reasons, providing medical 

development for the poor will be more problematic~ 
, 

For the planning of health development in contrast ta medical 

d~velopment, it is clear from the preceding extended discussion thut 

the third assumption of the hypothetical model has prov~n to be the 

largest obstacle ta effective planning ta reduce child and intant 

mortality. Because of the assumption that biomedical techniques dre 

eFfective independent of physical, economic, a..nd poli tical cont,ext, 

health planning as such scarcely exists. Instead we have medlcal 

development. The most profound obstacle stemmlng from Western 
, 

conceptions of sicknes-!l ls the confusio'll of medical development wi th 

health development. By cloaking the problems of widespread sickneas 

in the idiom of blomedicine and planning medical development, the 

underlying causes of the sicknesses of the poor are not directly dealt 

with: ehey are not, aft~r aIl, medical problems. 

{r 
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PART V 

THE ANTHROPOLOGIST IN THIRD WORLD HEALIH DEVELOPMENT 

In thia section l will ~upport two claims made earl~er: 

1) that the research of, many anthropolog1sts working in health 

development in Nepal ls directed by prioritles determ1ned by the 

biomedlcal model of disease, and 2) that by addressing the problems of 

health development in the idio~ of biomedicine, the medicalized 

anthropologist helpa maintain, legitimate, and de fer criticism of the 
1 

existing system of social relations that has the effect of inhibiting 

change that would improve the health status of the poor. It will also 

be, shown that these same social relations mitigate aga1nst the 

anthropologist adopting alternative approaehes. 

Promoting "the treatment of di~rrh~a and dehydration through the 0 

administration of oral rehydration salts (ORS) -- commonly ca lIed oral 

rehydration thetapy (ORT) -- has been a major goal of medical 

development in Nepal during the last year. The United Nations 
) 

International Childrens' Emergency Fund (UNICEF), whose mandate ls t~" 

help the poorest people in the Third World, is a major sponsor of ORT 

promotion eampaigns i,n Nepal. l shall diseuss how UNICEF describes 
\ 

and justifies its efforts to meet <7t:hat mandate through ORT" My 

sources are The State of the World's Children by James P. Grant, 

Executive Director of UNICEF, and ORT campaign materials distributed 

in Nepal in 1986. It will be seen that Grant presents the problems of 

"health development from the biomedical point of view with an explieit 
, 'Q 

denial of the influence of political and economie conditions on health 

and development. 

Grant calls for the promotion of ORT on the grounds of 

"capaeity" and "morality". "Capacity" here refers ta scientifie 

knowledge of disease proeesses including knowledge of simple measures 
€ 

that effectively intervene in these; "morality" refe~s ta "the righc" 

of ev~ryoùe to have command of the more simple aspects of this 

knowledge so that they can save the. lives of their children. He holds 
;j 

chat the "time has come for the international community to say that it 

" , 
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1s ••• intolerable for 40,000 of ies young children to die ~v.ry day 

0.0 in the silent emergency of infection and malnutrition which the 

world bas alreadr demonstrated its capac~ty to preveut on a 

significant Bcale, and at a manageable cost'o (Grant 1987: 9) 0 In this 

"Revolution in Child Survival and Development" Grant exht:rts aIl to 

"exert the moral muscle to transform what can now be done into what\ 

!!!!. now be done" (Grant 1987: 9) 0 Wha t ca n be done, he clalms, ls 

that'~hrough the use of simple biomedlcal techniques the majority of 

the world's children can be freed from high death rates and from 

frequent growth-sapping disease" (Grant 1987:11)0 
, 

Grant bases his hopes' that this goal will be reached on the 
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pO$sibility that knowledge about the scientific basis and treatment of 

disease can be spread widely in the Thlrd World. He claims that 

science can adequately describe the diarrheal syndrame's cause and 

provide its cure and that science can end malnutrition. Grant and the 

UN~CEF ORT pamph+ets distrlbuted ln Nepal stress the praxlmate rather 

than social causes of death: they claim, for example, that "frequent 

bouts of diarrhea Is the main reason f.or malnour1shment and chiId 

deaths ln Nepal" (pamphlet UNICEF IN NEPAL), rather than land~ 

distribution and income as l have argued. Because of .. sc1entif1c 

understanding" Grant:, claiml:l, mast childhood illnesa and malnutri tian 

ls "re~dily preventable" (Grant 1987:9). "The scientific core of what 

la now possible .0." he says, "00. could enable most families ta 

prevent the everyday emergency of child ma InutrL t lOn and ch 11 cl deHth" 

(Grant 1987:25). 

In emphasizing the need for widespread education ln the basic 

principles of scientifically basad health-care techniques, Grant 
~ 

supports the biomedical emphasis of 1ndividual rather chan social 

responsibility for sickness. 
, 

He claims chat the key to ending 

malnutrition Is education: teaching the poor how ta breaBtfeed~ wean 

and feed their chl1dren, and how to administer ORT. Mothers are his 

target group'. Although acknowledging that mothers need communiey 

support, Grant places the responsibllity for a child's proper 

treatment and survlval, or the blame for the child's improper 

o 
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treatment and deach, on che chlld's mocher's shoulders. In Grant's 

biomedlcal model most deachs can be prevented if mothers are 

"well-informed": it ls the "actions of mothers which can now turo che 

key_ co release so many chlldren from Che prison of frequent bouts of 

illness, poor healch, and early death" (Grant 1987: 34). The aRT radio 

campaign in Nepal plays heavily on this theme. The scenario of one 

common advertisement for aRS porcrays a,mother treating her chl1d 

incorrectlYi she is then reprimanded by a knpwledgeable male who tells 

her and the listening audience about the "real" cause and app~opriate 

treatment for her child's sickness. The problem is located in the 

sufferer and careglver, not the overall situation that madé that 
\ 

par~lcular child sick. \ 

;' What litt1e attention Grant explicitly pays ta the relationship 

~betWeen economics and health reveals that he holds this to be of 

little significance. Arguing for the necessity of vegetables twice a 

da)' in a chlld's diet, for examp1e, he states that "they are almost 

always available ta, and affordable by, the majority of che poor" 
, 

(Grant 1987:25). This is clearly not the case in most of Nepal where, 

a8 l have shown, a large portion of the population does not have 

sufficient resources for subsistence needs. Even if available, 

vegetables are a luxury item which the majority of the poor cannot 

afford. 

Grant does discuss poverty co some exCent and in doing so 

claims chat the powers of science reach beyond the mere curing of 

disease: he argues that the widespread use of scientific techniques 

such as ORT will actually help ta end poverty. Rather than social and 

economic developmenc being a prerequisite for improved child health' 

ê~s l have argued), Grant reverses the direction of causality, 

claimlng that It ls improved child' health, the result of ORT and' other 

biomedical techniqu€lS, chat will be a spur for socia'l and economic 
~ 

change (Grant ~987:11). The use of biomedical techniques, he says, 

"would not be an isolated victory ln the war on poverty. it would 

demonstrate in practice how other 'wors't aspects' of poverty could he 

overcome" (Grant 1987:34) • 

. 
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. This UNICEF statement on the cause and treatment of chUdhood 
o 

diarrhea is cast within the ldiom of biomedicine, lt locates sickness 

within the individual sufferer, gives sickness an asocial aetiology:~ 

proposes cures and preventative measures for which it assumes no 

economic barriers exist, and places the reiponsibility lor treutm~nt 

and recovery on the sufferer or careglver. 

Grant 1 s presentation ls perhaps an extreme versiü,n of the 

biomedical viewpoint. Yet in Kathmàndu todùy, this orientd t ion 

pervades and dominates discourse about the problems of child hec\ lth Ln 

NepatJ AlI development workers do nc/t, 'of course, subscribe to this 

view; and UNICEF and other agencie§\:do have other progrllills .lttempting 

to deal with the problems of nutrition through un-medical med8U1"eH 

sueh as agricultural development. My point, however, ls 81mply tlHlt 

this viewpoint is pervasive and ta a large extent aC,cepted even though 

it propagates an inaccurate and incomplete understanding of the 

problems of ehild health. 

It was claimed at the outset of this essay that most 

anthropological research -relating ta sickness in Nepal ls mediealized 

anthropology: it fits weIl lnto the paradigm propagated by those sueh 

as Grant who view the problems o~ health development in Nepal in 

biomedieal terms. Research that 18 commi8sioned by development 

agencies, and much inde pendent work, is designed to locate in target 
d 

populations ?bstacles ta the introduction of biomedical techniques. 

Such an emphasis is consonant with practice over the past thlrty 

years. l shaii now present a brief outline of this tradition ai 

practice in medical, or medica'lized, anthropology. Thls will be 

followed by illustrations of how current research in ,'Nepal fits Into 

this tradition. 

A compilation of essays edited by Benjamin Paul in 1955, 

Health, Culture and Community, reveals that at that tlme anthropolQgy 

in health development was directed by thè biomedical framework. As a 

popular text, it shaped how such researcW-continued.to be done. In 

his introduction Paul presents a view of health and the problems of 

Third World health development withln the biomeFical paradigm: 



, 

, In the long run the most efficient method of combating 
illnesa is to stop it at its source, to prevent its 
occurrente in the first place. The health-sciences are 
discovering new means ta promote sound health and prevent 
specifie disabil1ties. The great challenge i8 to f1nd ways 
of weaving the dlscoverles of science into the fa bric of 
daily living. This is a task 1n community education, or 
reeducation ••• because every human community has developed 
an elaborate set of ideas, attitudes and modes of behavior, 
in response to the persisting problems of social living 
(PaUl 1955:4). 
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These" ideas, attitudes, and modes of behaviour include those relating 

to sickness. The way ta handle health problems Paul suggests is to 

replace these ideas and modes of behaviour with those based on 

scientif1c knowledge. The task of the anthrd~ologist is ta find ~here 

the resistances to scientific knowledge and practice, the "cause" of 

illness, reside. The aim ls reeducatlon. 

Polgar's delineation of four falla~ies limiting the 

effectiveness of medical-health development has been influential since 

hia writing in 1963. "These four falldcfes demonstrated that the 

biomedical model of the "medical" domain did not fit easily into'other 

cultures. Polgar descr1bed Third World people as: 1) having health 

beliefs of their own, they were. not empty vessels waiting for new 

medical knowledgej 2) not necessarlly separating "médicine" and 

"health" from other aspects of their existen~e; 3) not necessarily 

deriving aIl their knowlectge from official sources "aboyeR in society; 

4) not being aIl the same. Although this account admits a wider 

domain of health"than Paul's account does, as a plan of research it 

still locates the ultimate problems of sickness, treatment, and 

survi val in incorrec t knowledge. ' 

Recent writings on the anthroeologist's role in improving the 

health status of the poor in thè Third WOLld still emphasize this 
" 

"seeking obstacles to intervention" approach. In a 1984 article on 

"Appropriate Research for Primary Health Care: An Anthropologist's '",.. 

View", for eKample, Buzzard argues that the work of anthropologists 

using the method of participant observation cau be useful in 

"identifying local_values and belief systems and making the data 

r 
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useful to program ~ecislon makers The anthropologieal method 19 

ide al she argues for identifying "potential problems" in "folk 

beliefs, euring practices, and eommunlcy social organizacion" chac 

will "affect the reception of a program by the target group" (Buzzard 

1984:276). Buzzard deems survey techniques ta be o( limited use 

because they merely confirm that a positive relationshlp exists 

between poor health and poverty (Buzzard 1984:276). 

In Nepal most commissioned and independent research follows the 

mandate proposed by Paul, Polgar, and Buzzard. A June 1976 special 

edition of Contributions to Nepalese Studies, the primary journal o[ 

sodial science research in Nepal (in English and Nepdl!) WdB devoted 

ta "Health , Development an~·Anthropology". ALI the drticlcs were 

descriptions of indige~o~~' beliefs about sickness dnd various modes of 

treatment including bioUlédicine. Some (for example, Wake 1976) , 
o specifically dealt with the influence of cultural factors on the use 

of biomedical health services. Other research explores the 

possibility of using traditional heaters in the promotion of 

biomedical techniques (see, for example, Pete~s 1979). As descrlbed 

in the introduction, anthropologists repo~tlng the results of research 

9n "medical" subjects ln Nepal omit polit~cal topies ln presenting 

Nepali views of sickness etiology, describing Instead bellets in 

causation on the natural, supernatural, or Immediate social level. 

The research descri ia deslgned co elicit the 

"native's point of view" concerning sickness. Because It 19 guided by 

the biomedicai world- ew and/or biomedical1y defined prlorlties, 
/' _ r 

however, s~rc? does not elucidate political knowledge ln 

connection with sickness. As argued in the introduction, the non 

"medical" ethnographie literature and my own findlngs in Nepal 
1 

indicate that foome subjects of this research have awareneS8 of, and 

concern with, the effects of landlessness, low income, and political 

process on health. The "native's point of view" i3 too narrowly 

defined by the anthropologist's paradigm. 

Presentlng the problems of health development ln the idiom of 

biomedieine 1s not without consequence. 1 will now discuss how this 

1. 
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practice obscures the relationship between polities, economics, and 

health, thGreby helping to perpetuate social relations that inhibit 

improvement in the health status of the ~oor in Nepal. 

In Part l the arguments of Young (1976(b» and Taussig (1980) 

were presented. By combining these viewpoints, biomedicine can be 

described as an internalizing discourse which locates diseuse within 

the body of the sufferer and emphasizes the proximate .physical cause 

of sickness. Social relations that influence the distribution of 

morbidity and mortality are thereby objectified: the biomedical 

discourse reifies the signs, experiences, and outcomes of a sickness 
~ 

episode as desocialized facts of nature. Through the process of 
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conceptually internalizing and objectifying sickness, the practice of 

using the 'biomedical idiom obscures the politlcal and economlc 

components of sickness. 

This objectifying practice helpe perpetuate existing social 
• relations in three ways. First, by denying that social change is 

necessary if health development ia ta occur, such practice deflects 

attention from social problems and focuses on problems of individual 

pathology and action: the message conveyed' is that it is the 
o 

1ndividual body, not the social body, that requires treatment. 

Second, at a time when there is a demand and expectation for 

development in Nepal the provision of health services -- e~en though 

rudimentary ~nd inadequately functioning -- crea tes the impression ~~ 
an official willingness to implement reforme Guided by biomedical 

concepts of health care, however, this image can be created without 

major political or economlc change. It ls common in status quo 

orientated regimes facing potential instability ta initiate minor 

reforma such as Primary Health Care Programs ta promote stability 

(Bossert et" al. 1984; Heiby 1981; Cleaves 1980). Third, ,by having the 

authority' of an "objective" science not only doea the biomedical 

discourse deflect attention from social relations, it also 

deligitimizes any suggestion that those relations influence sicknes9 

patterns. A person's awareness of social influences on-their 

suffering is interpreted by biomectical standards as a misguided 

Il 
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perception of "che faces of life ••• irretrievably locked in the realm 

of physical matter" whose manipulation should be left ta science and 

che doctor (Taussig 1980:5). Medical discourse, taking its authority 

from science, reifies sickness thus defining alterodte Interpretations 

to be "unscientific" or illogical. 
1 • 

In sum th en , presenting the problems of hedlth development ln 

the biomedical idiom denies the influence of problemat.ic social 

relations on patterns of morbidity and mortality. In dolng so the 

4IA biomedical discourse serves to pé-rpetuate social reldtions that have 

the effect of inhibiting the improvement of the heùlth statuti of the 

poor by: 1) drawing attention away from fundamentdl problems, 2) 

providing a discourse and activity thatlgives the appeardnce of a 

committed political will without threatening the status quo or 
\ . 

requiring that fundamental change take place, and 3) claiming its 
1:' 

objectivity from science, thereby rendering critique, whether expliclt 

or implicit, "subjective" and therejore w,rong. 
". As presented ~arlier, the work of medical development -

anthropologists in Nepal is directed by and supports the biomedical 

model ofo disease. The anthropological research draws attention to 

"unscientific" indigenous beliefs and practices about disease and 

neglects beliefs about the wider context of siekness: attention lB 

drawn to s'ickness on the individual rather than social level. Medical 

developmen~ research by anthropologists promotes the objectiilcation 

and mystification of social relations, with aIL the conseq~ences of 

such practice as described above. 

There are real barriers to carrying out research that attemptB 

to deal with the social context of sickness! most of these derlve 

from the very s'tatus quo that benefits from medicalized 

anthropologieal research. The Nepali government does not welcome 

erit~~ism. Academies (Nepali and foreign), people working for aid 

agencies, and those holding positions in the Nepali ~olitlcal and 

administrative structures are slow to either criticize the government 

Dr object to irs polieies. 
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Foreign a1d o~8an1zat10ns do Dot spon~or research o~the 

po11t1èa1 context of health or 111-health. On the basïs- of ~ career 

&s an anthropolog1st working in development, Foetar (1987) concludes • 
thaç a1d organizations consider extra-medical research DOt only 

laeking in practIeality, but potent1ally threatening. F08ter 

descr1bes the situation ln international bodies sueh as the World 

Health Organization. These, he says, 

must be ••• sensitive to the organizational and politieal 
consequences of aIl cheir accivItIe8, including research. 
••• Mecii:.~al research is "safe" research, bec8use ••• its 
probable findings, If not always predictable, can be 
controlled and cast in a favourable light ••• behavioral 
research Is far more likely to reveal unflattering aspects 
of the health programs of member nations, and the polieies 
of the parent body itself than Is med~~al research. lt 19 
Inherently a threatening activlty which, If allowed to get 
out of band, might do great damage to the organization and 
Its relations to me~ber nations (Foeter 1987:711). - -

o 
Aid organizations -in Nepal are not entirely Iree to set 
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res~arch priorities without support from their Nepali government 

associates. Given the structure and operating practices of the Nepali 

government as outlined in Parts III and .IV, it i8 not in the intere9ts 

of any govemment employee to support or suggest research that could 

potentially critIcize cheir superlors or the govemment Itself. ~ays 

Justice (1986) ln her study of health care bureauèracies in Nepal, the 

Nepall bureaucrat 18 

judged not only on training and on job performance but also 
on personal affiliation. Famil~al and interpersonal 

'- relationships are critically important in determining the 
course of his career. Relationshipe within the bureaueracy' 
are multlstranded, personal, and 10ng-term •••• Knowing' 
that individual consultants and project schemes come and go 
ln a relatively short time, a~Nepali may agree to a program 
that he knows is inappropr1ate for Nepal in order to ensure 
his own job security. (The) typical Nepali administrator 
cannot afford to take a stand in opposition to govemment 
poliey, to his supervisor, or to family members that could 
single him out for reproach. To displease those in. power 
might result in transfer to a les8 des1rable post (Justice 
1986:42-45). 

1 
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Thus researeh that would threa,ten t~interests of the power-ful is 

unlikely to be supported by thOse whose livelih~od de pends on 

maintaining the good will of their superiors in the bureaucracy. As J 

everyone is less p~werful than the King and the King does not condone 

poiitieai opposition, virtually nobody ~ the Nepali government 

administration would support a foreign aid ageney that wished to 

promote researeh on the politieal context of health in Nepal. 

The government's ~sition on the role of intelleetuals i8 

c.lear. The Prime Minister stated in a recent speech that "8in-cerity, 
.\ 

impartial thinking and reason form the very foundation of academic 

freedom". This impartial4Y should be used, howevet, ta support the 

govern~ent, promote political stability, and °help materialize the 
j ~ 

Royal wish of providing the basic needs o.f the people." This 18 to be 
f 

done he says by promulgating the ideais of tbe Partyless PanchayaL 

System in the schools and university. "The University and Hs c<lmpu1:l 

are place.s for aeademic exerci'se not political ~latform" (Rislng 

Nepal, Deeember 13, 1986). The government cleàrly wishes aeademic 

opinion and researeh ta support government poliey and rh~toric. 

In a review of crends in research supported by Trlbhuvan 

University, Kathmandu, Mishra, a Nepali academie, shows that research 

i9 direc~ed by the interests ~f the~government and elites of Nepal. 

Research at the university is predominantly "'feasibillty and impact 

studies~nd ••• the ublquitous 'soeial-economlé survey' despite their 

11mited overall significanee", "faney" topies such as spirit 

possession, and the study of "econom1cs of and for the pr1vileged" 

(Mishra 1984: 2-3) • This researeh he says "has, in general failed to. 

d~al squarely with most of the f 11ndamental issues perplexing the 

everyday lives of the masses of Nepalese people ••• landlessness 

labour, poverty ••• corruption and the gross 

political-administrative-professional inefficieoey we know is dbout 

us ,. (Mishra 1984: 2). Mishra notes that in Nepal there is no t radi t10n 

of, or place for, critical research. -

Even if inclinedt:o do critical research, Nepali aeadem1cB 

usually refrain from this'to protect themselves and their position. A 
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\' self-named "sllient parti~ipant" said of a development seminar that he 

attended that often 1n the semlnar the "real" probl'e~s of development 

almoat became subjeet for discussion. But everyone always stopped 

short of confronting these, being afraid "ta take the bull by the 
< J 

horns" (Silent participant 1983:3). This relue tance ta speak ~gainst 

dominant interests in ordèr ta proteet personal 1nterests was also 

reported by Blaikie et al. commenting on "radical" edueated and 

self-employed people: even these muted thei~ criticism out of 

self-interest (Blaikie et al. 1980:88). 
~ . 

Foreign researchers must Jprocure visas througq Tribhu~a? 

University. ~Given the types of resêareh supported by the university , 
and the reluctance of it& membership to even express support of 

critical research, there is a real barrier ta conducting other than 

.' safe" research in Nepa!. 
" \ ~ 
Those who do manage to procure a visa for political 

research are then confronted w1th ethical responsibilities 

• subjects of ~heir rese~rch. ~xpressing anti-government opinion s 

111egal in Nepal: people who do 50 are sometimes imprisoned or 
, 

omic 

otherwise caused ta suffer. Yet l found tha~ politieal opinions were 
. 

often freely expressed. Should the anthropologist keep field rtotès of 

such data, even If coded ln an attempt to conceal identities? If a 

researcher is Investigating political subjects how can she present a· 

"report of findings" as the Nepali Government requires and be sure no 

ill consequences will arise from it? And what of publishing? Working 

-- as anthropologists tend to do -- in small communities, iden~ities 
" . 

are hard ta conceal. Interested governments are able to link 

fictitious dnd-real location names through visa records. Though 
\" 

wishing ta represent the interests of her subjects,"both as she and 

they perceive them, the anthropologist must be ever vigilant about 

protecting her subjects' Immediate interests. 

In this section l have argued that the research of many 

anthropologists working in health development in Nepal is. directed by 

the assumptions of the biomedical model of disease. According~y) this 

o " 
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research does not take into consideration the political and economic 

situation in Nepal when addressing.the problems of health 
'-v 

development. l have shown, I .. thin~, that the political and economic 

situation in Nepal influences the distribution of morbidity and 

mortality. l have argued that many people in Nepal are awar.e of 

th~s. By' perpetuating theobiomedical discourse in Kdt~mandu, 

medicalized anthropologists: 1) detract attention from major .-i ~ 
obrtacles to the improvement of the health of 

2), deligitimate "grass-roots" critique 6f the 

the poor, and 

existing system. 

M~dicalized anthropologists suppor't a status quo that: lnhibics 
o 

improvement in the health status of the poor. l have dl::m show~., 
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however, that the in~erests of this status quo miclgat~ ag,ainst the 

anthropologist adopting a more critical approach ta health development. 

, 
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CONCLUSION 

l do not w1sh to talk to yqu about these th1ngs, for my 
situation 1s 80 miserable and l am so desparate that 1 
camiot go on talking of them. lt ia no~. wor:ds that can 
change my life, but a change in my country •••• 

Interview in Nepal, reported ~ 
in Blaikie, Cameron, and 
Seddon, 1979, p. 48. 
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In this essay 1 have d1scussed the limited gain and potential 

harm of health devel~pment programs that are planned on the basis of 

Western ideologies s'urrounding the si.ckness domaine Through a 

disc~ssion of the social orig~ns of biomed~ine it was shown th~t, 

being ground in scienc~ and "reason", biomedicine is popularly 

believed ta be objective and not influenced by social processes. By 

contrasting medical practice in the West and the Third World, however, 

it was shawn that a large discrepancy exists petween this hypothet1cal 

model and the reality of socially embedded theory and practi~e. lt 

was argued that planning health development on the hasis of the 

assumptions of the hypothetical model has lessened thi ~enefits for 

the poor fro~ expensive, well-intentioned plans. 

The caGe of Nepal was discussed at length. lt was demonstrated 

that in addition to the proximate, physical causes of disease, 

'e~onomic and politieal conditions in Nepal influe~ce the distribut~h_ 

of mortality and morbidity. Through the description of two cases, 

land reform dnd the local ~evel Implementation of a water pipe 

'project, it was shown that political proçesses on the national and 

local level are important influences on whéther the health status of 

the poor improves, stays the same, or worsens. 

The.biomedieal model does not, in general, include t~~ 

consideration of social influences on health. ~As discussed in Part 1, 

some disciplines Bueh as family medicine and psyehiatry have always 

explicitly taken into aceount social 'and psychological, as weIl as 

T 
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physical, variables in dis~àse etiology. In general, howev~r, the 

biome~ical model locates the cause, site, and treatment of slckness 

w1 thin the indi vlduâl sick person' 9 body. Accor<d·ingly, d1Scourses in 

the b10medlcal Idlom are not, as popularly thought, Ideologically or 

polltlcally neutra~ the y embody a very specific view of the nature 

of dlsease, one that obscures the relatlonship between politlcal and 

economlc conditions and patterns of morbidity. 

In ~thmandu today, the blomedical discourse 1s used to discuss J 

the problèms of health development in Nepal. lt wàs suggested that 

ehi~ perpetuation of the biomedical world-vlew has three negatlve 

consequences: 1) the polltlcal fesslbl1ity pf plans 19 uBually not 

considered, 2) elite~ are provlded with an activléy and dlscourse that 

crea tes the impression chat they favour reform but doea not require a 
\ 

fundamental change ln the status q!lO, and 3) the grasaroots critique 

of the existing status quo ia invalidated. \ 

Most research by medical anthropologist~ working 1n healch 
\ 

development was shown to be gulded by the perceptions and priorlcies 
-- \ 

of biomepicine. It was argued that by conductin' chis research 

medicalized ~nthropologists are supporting a sys em chat has the 

effect of inhiblting change co~ducive ta improvin 

poor in Nepal. This very system, however, 
1 

anthropologist adopting other approaches. 

the hea~th of the 

s against the 

In concluding l wish' co suggest what anthrop logists can do ta 

improve the health status of the poor 1n Nepal. The anthropologist's 

proposed role with respecc to health development in particular will be 

returned to afcer a brief, broader discussion of development and what, 

in general, ought to be done for the_poor in Nepal. l hold chat, 

despite the obstacles described in Part V, it 1s unacceptable for 

foreigners working in development· in Nepal,not co promote change 1n 

the existiag status quo. 

Many developmeat workers with whom l spoke in Nepal would argue 
j 

that change in the existing system ia not neceasary and should not be 

attempted. They claim that a powerful elite Is, neceasary to implement 

development projecta and run the burea~cracy; that the wealth that 
"--" 
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accrues to the el1te "trickles _down" to the poor; that the -

benef1ciaries are Dot wealthy (compared to foreigners) and, that in 

demanding br~bes and diverting funds "they'revnot re~lly dol~g 

anythlng Iofl'ong, that's the way things are done here". 

This accept~nce of the sta~USJquo ls justified only if any of 
'1 ' 

77 

the following premises are accepted. 1) AlI people ln the Third World 

"have, by v1rtue of their natio08l1ty, -a "rlght" to a share of the 

wealth of the West. 2) The elite of the Third World have a "right" to 

use this donation without 1nterference from the donors. 3) The . 
present system will actually get the work of development done. 4) lt 

Is morally justifiable to not help and even harm the poor ln order to 

a1d "the wealthy or not-so-poor. /,' 1 

Ail these premises warrant an extensive consideration not 

feasible in this essay. l hold, however, that none provides an 

adequate justification for a re!usal to challenge the ex1sting 

system. Premises 1 and 2 derive from a Western liberal political 

philo80phy questioned by many (see, for example, Bauer 1981) who would 

. argue that, while 1t may be permissible to help those who cannot help 

themselves, it is by no mesns clear that those a1ready faring quite 

weIL have any right to charity. Premise 3 is inva1id. As described 

earlier, the typical Nepali bureaucrat is orientated towards personal 

goals qulte distinct from the comp1etion of particular projects. The 

fourth premlse is to me unacceptable. If forelgn ald is given to help 

the poor, it 1s the poorest, so trapped in their poverty that thèy 

cannot help themse1ves, that must be alded first. 

Change in the existing administrative and p01it1ca1 structure 

of Nepal is necessary if the poor are to be helped to a significant 

degree. How Is this to be attempted? At the start of this essay l 

argu~d for the usefu1ness of looking for obstacles to development in 

l1ght of the ideologies and practices of Western culture. " F0110wing 

chis approach l will'now, as a basis for proposingyproductive action 

towards change, briefly examine 1) who- plans development and 2) how 

che characteristics of chis group -- their Ideologies and practices --

-----------------~--- ~------- --
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influence how they plan development. In this discussion l draw from 

Chambers (1983) Rural Development: putting the last flrst. 
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Chambers argues that we people who plan develoÎ>ment I1re 1U~mbers 
,. 

of a class. We are in general, he says, the opposite of thos~ wham we 

seek to help:, we are reIatfvely weIl-off, litera te , urban-based, have 

.sufficient food to eat, and expect to live long liv~s. Our cldss 
< 

exists in every country of the 1.'0 r I-d , includil1~ Nepa!. , We share 

interests, preconceptions, and preferences and it 1s these, he 

claims, that guIde how development is done (Chambers 1983: pp. 2-35. 
Six orientations of our class translate into biases in how 

development is planned and implemented. These are 1) spatLll: 

towards the urban tarmaced or roadside; 2) personal: to those 

better-off, educated, users o~ services rather than non-users of 
_D 

services; 3) seasonal: towards when the clima.te i8 pleasant; 

4) diplomatie: not seeking out ,the poor for fe"ar -of giving ·ottensej 

5) professional: confined to the concerns of our own specialitiesj 

and, 6) proJect: towards places where there ar~ already proJectb. 

These biases keep us in contact and consultation with our own cl.1SB 

,andteffectively distance us from those not of our class, the rural 

poor (Chambers 1983: ' 13-23). l hav'e 50 far emphasized that many 

obstacles to development in Nepal derive from indigenous polltlcal 

processes. Here l suggest that the selective perception of the 

members of our claBS aids those processes: that the routing ot 

resources towards elites is partly a result of our bLdses guiding us 

tO,>what we find familiar and comfortable. 

As a positive step in pl~nning for the poor, our clasH should 

acknowledge that the poor know much about their situatïon and needs 

that we are unaware of. The biases noted above should be reverscd and 

planning strongly moderated by knowledge gained through talking to dod 

learni~g from the poor. Their priorit~es should be recognizedj these 

will be heterogeneous, as are the poor. How the needs they g~ve 

priority to are to be met should too, per~ap8, be decided by the poor 

as it is they who must take the risks and do tlie work. The po~r 1.'111 

~lSO be more likely than us to accurately determine the local ~evel 
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political feasibility of any project. Planning should be ~ased on an 

exch~nge of information: on a combination of the paars' knowledge of 

the local situation and the planner/anthropologist's knowledge of the 

wider pQlitical and development situation in Nepal. 

Projects that favour the poor, or are determined by their 

atated Interests a~e not likely ta be weIL received. The kind of 

approach that I am suggesting does not have to be directly 

confrontational. A switch in emphasis, however, could in itself be 

seen as threatening. International agencies according to Foster 
'0 

(1987) do not want to sponsor program or research that "rocks the 
1 

boat" and Nepali government agenciea are likely to oppose or be 

~ 

Indifferent to programs that only help the poor. Centralized planning 

agencies do not generally encourage input from the poor. Pant (1982), 

for example, in a report for the Center for Economie Development and 

Administration, Kathmandu, explicitly denies the necessity of input 

from the poor and favours what he calls "the technocratic approach" to 

identifying their needs: the government agencY,should decide 

development priorities because "the uneducated masses of the 

developing countries simply cannot identify their basic needs 

properly" (1982:1). 

This apathy or opposition to pro-poor programs should not be 
~ 

accepted with resignation. Resistance to can be diminished, and 

enthusiasm for chem stirred, by the simultaneous planning of some 

beneflts for elites. But the elite should not be accommodated tao 

generously. Although international aid agencies and their employees 
" 

act and speak as if the Nepal! government ls granting prlvilege to 

foreign Dations by acceptlng the!r help, in reality, the fore!gn 

agencies are in a very powerful position. The present government 

requires their presence; they bring revenue into Nepal and by their 
- . 

c •• 

p~esence 1egitimate the cutrent regime. l suggest that the powerful 

.aid agencies and the people who work for them have a responsibility to 

use their power to rock the boat a little. Foster (1987) points out 

that they are reluctant to do so for fear of spoiling their 

relationship w1th the hast nation. But to what end should that 

J 
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relat10nship bè continued? l claim, as before, chat the arjuments for 

the continuation of the present system are of questionable validity. 

The Nepali bureaucracy i9 not the homogeneoua ~onolith that l 

have presented. There exist what Blaikie (1982) calla the "modern 

~ureaucrats": younger administrators, often educated outside the 
<-

country, who are committed to change from wlthin. There are local 

E'lites who are concerned about the welfare of the poor. !fhese people 

can be supported and used to great advantage in the promotion of 
_ 0 

pro-poor programs. 

My proposaIs may appear unrealistic. Such ideas have, however, 

occasionally successfully guided practice. l attended. for example, a 

meeting where the ~udget for the next year's operation of a 

multi-m1nistry nutrition program funded by an international aid agency 

was being planned. An anthropologist was representing the aid agency 

in the capacity o~ project coordinator. The budget proposed by the 

agricultural ministry representative ~llocated 20 percent of the 
- ' 

available resources ta promoting a program through which rich farmers 

wouid start ta grow ca~h crops for a ready market in Kathmandu. On 

the basis of the agency's officai mandate, the anthropologist argued 

successfuIIy for the funds ta be ailocated ta an aiternate program 

that benefitted the poor. The gains may seern 5maii but for the poor 

they are cricical. 

Even if there is a shift in planning emphasis towards the oeeds 

of the poor, and the 1nterests of elites are accommodated, and ooly 

politt'cally feaslbie projects are pursued, signif,lcant change may not 

be accomplished. Project plans may still be stailed indefin~tely in 
\ 

the bureaucracy or adjusted at the local level ta· benefit elites. ~id 

agencles may not want to rock the boat beyond explicitly proposing 

poiitically feasible programs to help the poor. A positive attempt at 

change from the top may bring only limited 'results. 

Even w1th such llmited initial succesa, in the long run an 

approach that directly addresses and ls dlrectly addressed by the poor 

might bring about a fundamental change at, the grassroots level. 

Development ls now usually planned from the top and' ia shaped by the 

,< 
, \ 



, , 

> 
" ,j 

81 

biases of bo th the Nepali. and f,orelgn eli te. The poor are generally 

not listened or spoken to~ do not receive benefits in proportion to 

their numbers or need, often do too much work ta beneflt others and 

are powerless. Partly because of this they sometimes feel chat they 

do not bave a claim to the benefits of foreign aide They also often 

feel ignorant: as one man told me, "when l see what you aIl have, and 

how you can come and go here, an~ how l can never go where you go or 

have what you have, l think maybe that you know everything and l know , . 
nothing". Concrary to the common orientation Chat denies the 

importdnce of the poors' knowledge of their own situation, the 

orientation and method, l suggest validates and heightens the poors" 

critical awareness of their own situation. Talking ta the poor with 

the intention of learning from them -- not learning about these so 

that obstacles in their beliefs ~nd lifeways can be overcome -- is a 

process that legitimatas their knowledge. This is a positive step to 

changing their situation, as it valida tes rather than denies the " 
l' 

legitimacy of their desire fo~ change. 

What the~ can(fnthropologists of both appl~ed ~nd academic 

orientations do to help the situation of poor Nepalis7 Most directly 

applied anthropologists can promote projects that address the needs of 

the poo~, as in the case de~cribed above. On a more generai level the 

applied anthropologist can promote awareness within development 

agencies of the kind of argument l am making here. Many people 

working' in the development industry who are in a position to influence 

pol~cy cannat clearly articulate what they perce ive ta be the 

priorities of develop~ent. Some do not know the priorities of the 

organizatlon tney work for. Many ,are not aware of the realities of , 

Nepal beyond the Kathmandu Valley: their beliefs are guided by the 

media dnd whdt they read in official'reports. Justice reports chat 

some people in policy-making positions are not aware that the 

newspaper the 

presenting an 

development in 

Rising Nepal is a government sponsored publication 
! 

unjustifiably positive view of the prograss of 

Nepal (1986:121-122). 
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In general anthropologists have by 'inclination or training an 

ability to communiçate with those culturally different from 

themselves. As l am proposing that the poor should be spoken to, and 

listened to, there is much scope for productive research by academic 

anthropologists. The view from the bottom needs ta be documented. 

Cases of the poo~ suffering rather than benefitting from development 

projects should be documented from the poCint of view of the poor. 

Much of the poor's knowledge -- of their physicaI and social 

environment as it effects the attainment of bas~c needs -- can be best 

learnt by a method anthropologists are very familiar with: spending 

time with people and Iistening. 

AlternativeIy, the academic anthropologist can conduct research 
" 

on the familiar: the foreign aid organizations themselves dS Justice 

and Foster have done, seeking in the assumption~ by which these 

operate, barriers to effective development planni~g for the poor. 

AlI these orientations can be dangerous for the anthropologist, 

and can definitely be against their own career interests; the 

unorthodox anthropologist may not qe re-hired by agencies or may not 

be granted a visa to conduct research. The alternatives are either to 

support the system that has the effect of inhibiting aid to the poor, 

or simply to not work in development at all and by default let the 

present situation continue. Once coromitted to working in development, 
o • 
l hold that the anthropologist has a responsibility to do what 

virtually n~-one eise is wiIIing to do: attempt to chdllenge d qystem 

that does not, as it claims, help the poor. 

The ap~roach l propose could potentially be dangerous for the 

Nepalis who voice their opinions through an anthr~pologist. Nothing 

needs to be reported that is directly critical of the king œr the 

Partyless Panchayat System. Information gathered can be innocuous,' 

dealing with, for exampIe, local agricultural knowledge -- topics 8uch 
; . 

as which varieties of potatoes grow best on particular slopes (there , \ 

~ sign1ficant differences) -- rather than find~ng out how to 

persuade people to grow cash crops. On the more controverslal level, 

protecting those who report specifie instances of exploitation or 

, , \ 
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diversion of funds ls more problematlc. The point, however, is ta 

gather information to e!an more effectively for the poor, not ta 

publicly announ~e specifie cases of corruption~ 

83 

Ra1sing the critical consciousness of poor Nepalis may be seen 

as an unwarranted imposition of Western ideology. l have argued in 

the introduction, however, that Nepa11 and Wester~ spheres of 

awareness are not completely separate. l do not propose inc1ting 

people to revolution; 1. propose that indigenous knowledge not be 

delegitlmated. We Westerners are already influencing the thougtlts of 
-t <\J 

Nepalis: not to promote Nepalis' awareness of their own situation is 

ta act to let it be delegitimated. 

My discussion shows the question "what can anthropologists 40 

to improve the health status of the poor in the Third World?" to be 

misconstrued. The question reflects the Western biomedical ideology 

that distinguishes health as a realm apart from poli tics and' 

economics. Substantially improving the health status of poor Nepalis 

requires programs that address their.basic needs as they see them. 

This may eventually require a change in their political status or even_ 

a fundamen tal change in the poli tical, and economic sys tem o'f Nepal. 

Research on western society (McKeown 1977), Japan (Jannetta 1987), and 

China (Sidei and Sidei 1973), shows that factors such as improved 

nutrition and political change -- not the introduction of biomedicine 

-- have been responsible for raising the health status of a 
1 

Q population. Likewise, improving the health status of poor Nepalis 

depends on change in extra-medical factors. 

Even for the poor in the Third Worid some biomedical technique~ 

are ~ffective dnd shouid be available and uJed if possible. Oral 
• 0 

rehydration salts, immunizatlons, cataract operations to restore s1ght 

are aIl of potential benefit to the poor. What is important for the 
• 

a~thropologist to influence is where these are available and how they 

are pr~sented. Anthropologists can work against biases that make 

resources available primarily for the eïite. Anthropologists can also 

work to ensure that these be presented for what they are: primarily 

treatments for symptoms not causes. l suggest that biomedicine be 

a 
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presented simply as physical techniques without the cosmologiesl 

baggage that separates diSease from the social conditions of its 

occurrence, thereby delegitimating indigenous knowledge in connection 

with the influence of polities on siekness. This indigenous knowledge 

should not be invalidated as it could potentially inspire action 

towards the fundamental societai changes neeessary for il sustatned 

substantial improvement in the health status of the poor in Nepal. 

i, 
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