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: Efforts to lower the high mortality and morbidity rates of poor'
children in Nepal are 1mpeded'by political processges that favour elite
interests. Many poor people are aware of this. The biomedical
world-view locates sickness within individual bodies and gives lictle
attention to the influence of soclal processes on the distribution of
sickness. and health care. The diécussion and planning of healthg

t development in Nepal, by anthropologilists and othe;s, is guided by the
assumptiods and priorities of the biomedicél world-view. This-
perpetuation of the biomedical discourée helps paintailn a system that
has the effect of inhibiting change conducive to imQrbving the health

\

statlis -of the poor; it also delegitimizes a grasgroots critiqne of
that system. It 1is suggested that despite obstacles anthropologists
should =~ through direct dialogue with the poor -~ plan and promote °

~ programs that expliciltly bengftt the poor and giverlegitimacy to theif

.

knowledge.
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RESUME P

Des processus politiques favorisant les Lntéfécs d'élites entravent ,
les efforts de pbaisser les taux §levés de mortalité et de morbidité

\ parml les enfants pauvres au Nép;l. Beaucoup de pauvres recomnnaissent
ce fait. La perspective biomédicale situe la malahie d l'intérieur de
chaque corps et elle accorde ainsi peu d'agtention 3 1'influence des
processus sociaux sur 1la distribution de la maladie et des soins de -
santé. La discussion\et la planification visant uné amélioration de
la condition de santé& du peuﬁbe au Népal, par les anthropologues et
autres, sont guidées par les suppositions et les priorités de la
perspective blomédicale. La perpétuation du discours biomédicale aide
"a maintenir un systéme qui e&péghe des changements céntribuant 3 une
amélioration de la condition de santé des pauvres; elle dénigre aussi
une critique de ce systé@me par les pauvres d;‘peuple. (0h suggére que,

malgré les obstacles, les anthropologues devraient, 3 travers le

€

dialogue direct avec les pauvres, planifier et promouvoir des
programmes quil sont réalisables politiquement, qui sont avantageux aux

pauvres, et qul accordent une légitimité 3 leur connalssance.
vd
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INTRODUCTION

~ -

A. °"GENERAL OUTLINE

For anthropologists working to improve ‘the healch status of the

poor in the Third World, performing this function usually involves

»

-]
=

what I shall call the "medicalization of anthropology". An underlying
. Rrinciple of much of anthropology 1s that one sees other cultures

Lot one's own. When -

mediated by the categories and ideologles
anthropology or an anthropologist becomes "medicalized”, this ‘ o
principle hecomes gecondary to a premise of the biomedical world-yview J
which holds that biomedicine 1s an objective, culture-free body of-
knowledgerand prattice. The anthropologist then looks at the ptoplems -
of healch\nevelopment in terms of the biomedical discourse, locatiné
these problems 1n Fhe bodies, bellefs,'and lifeways of the
to—be—developed population. )

In this essay 1 wish to a:;ue f;r the'usefulness, in fact the
necessity, of ‘an alternative approach in applied anthropology, one
that reverses the direction of the investigation and examines the
social—hietorical-cultural background of the initiaging end of the
development equation, Western culture. Specifically, I will examine
blomedicine and 1ts accompanying ideolegies as a product of social,
cultural, and historical processes. It will be argueq that many of
‘the obstacles to improving the health status of -the poor in the Thifd ' iy
World reside in our ideologies in counection with biomedicine, and how
these translate into policies and their means of implementation. It
will be shown that not recbgnizing this leads to inappropriate‘plans
bgsed on misplaced priorities. More strongly, it will be emphasized
thatvdiscourses in the biomedicdl idiom about the causes and treatment
of g}ckness are not, as popularly thought, 1ldeologically or
polfiically neutral: they embody a very specific view of the nature
of disease, one that "mystifies"” the relationship between political g
end ecoé%mic conditions and patterns of morbidity.

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

example. It will be demonstrated that in addition to the proximate,
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physical causes of diséase,‘politlcalkinfluences are {mportant .
determinants of whether the health status of the eoot improves, stays
the same, or worsens. These political factors in ghe explanation of
disease etiology are not incorporated in the blomedical model of
disease. Accordingl‘b I will argue that by supporting the pervasive
bilomedical discourse 'in Kathmandu, mediealized anthropologists (and
others) aid the process whereby the critique of polimical tectors that
influence the distribution of sickness in Nepal 1sy deferred or
invalidated. In doing so medicalized anthropologists may actually be@*
working ggainst improving the health of the poor in Nepal. .

This' essay will begin, in Parts I and II, with a general.
discussion of how health development in the Third World has been

impeded by false beliefs about the nature of biomedicine. ° .
‘ Integral to the popular perception of biomedicine is” the belief

e
o

that it is objective and not influenced by social processes. There
is, however, a large discrepancg between this hypothetical model and
the reality of secially embedded thegry and practice. In Parc I
biomedicine as a form of practice and knowledge will be analysed in

terms of the intellectual milieu from which it emerged. This

‘discussion will be based on the works of historians of medicine and

sclence, the post-empiricist philosophy of science, -and the soclology
of Weber and Hagermas_ Biomediclne will be shown| to be socilally
constructed principally in terms of 1its subject mgcter, its
epistemological basis, and its accepted mode of prlactice. It will
also be shown that biomedicine, like other systems\gf hedliﬁg, 1s
formed in, reflects, and helps to create and re-create a soclal and
cultural\world.

In Part 2, the popular hypothetical model of biomedicine which
holds it to be an objective system of thought and praccice will be
contrasted with the realities of medical practice both in the West and
the Third World. Three assumptions of the hypothetical model will be
analyzed: 1)l the notion of the "hedical system” both as a body of

knowledge and an institutional framework, 2) the implicit model of the
s - < -
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ideal rational patient, and 3) the beliéf in the effectiveness of
‘bioﬁedical techniques. The. last assumption will be emphasized.
Through an overview of the literature on Ehe political economy of
health (to be presented later in-this introduction), it will be argued
that thé effe;tivepess of biomédicine does ‘not rest merely in thev
application of technmology. Both recently and in the past, the ’
effective use of biomedicine has réquired a favourable physical,
economic, and p%liticab'environment. Heaith planners' failure to
acknowledge thé difference between the three assumptiohs of ‘the
hypothetical aodel and the reality of biomedlciné will be shown to
have resulted in minimal benefits for the poor despite expensive,
weil—intfntioned ?lan&-

o _After this extended but general discussion in Parts I and II,

4
Va

‘the case of Nepal will be examined at length in Parts III and IV. An
overview of the physic;l, cultural, political, and administrative .
context of development in Nepal will be presented in Part III.
Building on this background, in Part IV onL specific concern of health
develoément efforts, the lowering of infant and child mortality ahd
morbidity in Nepal, will be discussed. It will be argued that:

1) the distribution of facilities thét‘lessen the incidence of
‘children's morbidity (e.g. clean drinking water) and 2) the factors
that promote a child's survival chrbugh a sickness episode 2
(e.g+ nutrition level) are greatly influenced by politics and
economics. The improvement of all these conditioq;, and the
consequent reduction 6f thevmorbidity and moftality rates of poor
children’, depends on a positive political will. It will be shown,
howé;er, tgat*squ political will as exists in Nepal 1is rendered
ineffectual by administrative constraints and the force of traditional
patterns of obligation and expectation. Returning to the’ themes of
Part II, it will be @rgued that although the beliefs of Nepalis
surrounding the sickness domain, specifically what constitutes
éppropriate‘creatmenc, may be important in determining the outcomenof

any partichlar sickness episode,'it i1s the physical and political

Bl
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= o environment of Nepal that determines overall patterns of children's

dorbidity and mortality. i
Accordingly, I suggest that of the three obstacles to reducing
the high rate of childhood mortality that derive from the acceptance of

the assumptions of the hypothetical model of biomedicine, the largest

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

on the physical and political context in_;hich it is used.

In gart V I will support the claim made earlier that many
aﬁthropologiéts working. in health development in Nepal have becomev
"med;caliz;d". In light of my discussion concerning the political
context of healkh development in Nepal I will argue that by addressing
the problems of heaicp development in the idiom of blomedicine, the :
medicalized anthropologist helps maintain, legitimate, and decer-
critique of the existing status quo that inhibits the implementation
of programs that would improve the ﬁeaith gtatus of the poor. It will
aiéo be shown, ﬂbwever, that this status quo mitigates agains& the
anghropologist adopting alternative approaches.

In concluding, I will éuggest what anthropologists can do in
such circumstances to improve the health of the poor in Nepal.

{:’r' .
B.” THEORETICAL BACKGROUND: THE POLITICAL ECONOMIES OF HEALTH

It could be objected that in critiquing the biomeQ&cal model on
the basis of a political economic argument I am merely substituting
one Western belief system for another: that both viewpolnts arc
equally inappropriate conceptual models for discussing sickness in
Nepal as neither is a Nepall system of thought. On the basis of my
fieldwork in Nepal I hold that this is not so —- many people in Nepal, "

even rural Nepal, are keenly aware of and 1haereated in.the influence’
of local and nationwide political and econoﬁi& forces on thelir
well-being and "health” (in our terms). I am not certain whether the
Neﬁalis' awareness_and interﬁretation of their situacion is8 an -
ethno—poliéical-economic "theory”, a result of contact with Western
ideas, or a blend of these. Whatever the case, 1 found an awareness I

had not§expected given the existing literature. The potential
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objection noted above 1is based on a false dichotomy that assumes that,
unlike the aLthfbpologist, his or her subjects do not have an
understanding of thé'political and economic foggz:}that affect their
lives.

My theoretical discussion here will be in two parts. First, as
background to my argument in Part IV, I will present an overview of -
the literature covered by the label "the political-economy of ’
health". Seéond, as much of my gcritique of medicalized»anthfopelogy
(in Part V) is based on the assertibn that many Nepalis do have an
understznding of the effect of thelr political and economic sieuatiom,
on thelr health and general well-being, I shall give an account of CQF
fieldwork situation that directed‘my regearch and supports this

assertion. Lo @

I3

Writers in the political economy of health tradition claim that
phenomena such as "disease” and "effectiveness of treatment” cannot be
explained or understood without reference to politic¢al or egonomic

forces (Frankenberg 1980; Young 1978). These issues are dealt with in

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

views patterns of,morbidity and mortality as products of social
forces; second, the "political economy of health services" looks™ for
correlations between classes and access to medical treatment. It is
argued that upper classes have both choice of environment (and can
therefore choose a less hazardous one to york and live in), and the
means “to procure medical treatment should they need  it. The poor‘do
not have these options and historically and presently live and work in

more dangerous enviroaoments and do not have access to health care

(Baer 1982: 1, 2, 14). 3
The earliest widely recognized work in this ciadition was

0

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

gelates the high morbidity and mortality rates among the working class.
during the industrial revolution to features of the workplace and
living conditions: he argued that these were caused by dvercrowding,
poor ventilation, chronic malnutrition, insﬁfficient housing, tﬂe

[
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excessive drinking of alcohol, and the unequal distribution of wedical
facilities. He attributes these conditions to the social relacious of
Bricish capitalism. ) _ ‘

.Commenting,‘Eqﬁ, on the conditions of the growth of cupitdilsm
in\Europe, Rudolf Virchow, a German patholégisc, attributed Lo
economic deprivatidn and political powerlessness among the masses,
their high rates of disease and pﬁemacuré death. Politics was, he
claimed, “nothing but medicine on a grand scale",.conseduently the way
to stop epldemics was to change the circumstances in which they occur
(Waitzkin 1981:84-85). . '

More recently McKeown (1971) argues that in the control of
infectious disg;ses, the contribution of medical t;chnolqu compuged
to extra-medical factors such as large scale, political, s;cial, and
economic factors, is currently and historically small. McKeown (1971)
argués that a more hygienic environment, the limitation of family
size, and increased food éupply, were far more %?portant than specific
preventative and therapeutic measures in contributing to health
improvements in England and in Wales. From mqrtality stacistics,

McKeown argues that decreases in mortality from communicable diseases

- were correlated with improved nutrition and the Iintroduction of

hygienic measures, and were steadily decreasing when causal organisms
were ldentified. With a few possible exceptlons, such as smallpox,
McKeown concludes that specific medical measures have nof grgltly
influenced the trend of hortality from communicable diseases.
Summarizing this position and arguing that the same patterns

persist in modern Western socilety, Waitzkin (1981:98) states that .

disease 1s not:

the straightforward outcome of an infectiousg agent or
pathophysiologic disturbance. Instead, 4 varlety of -,
problems —— including malnutrition, economic insecurity,
occupational risks, bad housing, and lack of political power
—-— create an underlying preq;sposition to disease and death.

-

Modern studies in the politigcal economy of health have examined
the organizational structure of biomedicine in the-West. Kelman's

(1971) historical study of American medicine describes the medical
g

»
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enterprise as one that is alsoc a state %nd corporate enterprise,
incorporacrding as 1t does not only hospital personnel, hospitals,
universities, and résearch ingstitutions, but also pharmaceutical,
insurance and medical equipment companies (Baer 1982:13). Navarro
(1976) examines the ownershlp, control, and operétion of medical
lasttitutions, and demonstrates that the decision-making bodies of
these {nscitutions are monopgolized by the economically favoured
clasées. In governments, those who have the ‘power to legislate on !
matters of health are- from this same group.

All the studies so far described concern primarily thé
political economy of health in the Western world.. Another body of

waxk takes the same approach to questions about health in the Third

: World. _In this there are two main approaches. One of these discusses

health within the political and economic situation of the country,
town, or locale 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 Introduction of Western Medicine in a Tamil

Town. This work deals with both the political econmomy of illness and
tPe political economy of health—care and concludes that of‘th?§e who
actually had access to biomedical facilities, well over seventy
percent had conditions directly attributable to their poverty.
Similarly, the worldwfde study by Puffer and Serrano (1973) of causes
of death in children under five years of age concludes that
nutritional deficiencies and other conditions rélating directly to
conditions of poverty were the primary cause of most of these‘deachs.
These works support Heggenhougen's (1984) conclusion that an-'
" individual's health status is determined more 5& his or her
socio-economic situacion‘thanlby curative health services.
The second approach to the political economy of health in the
Third World has its major recent theoretical roots in Wallerstein's
"world-systems theory"” (Wallerstein 1979). The basic premise of
-Wallerstein's theory is that conditions in the Third World, or any-
other part of the world, can only understood in nhé context of the

history of a capitalist world economy since its sixteentﬁ century

]
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beginning: they must be viewed in terms of world-historical evehts
and processes. Wallerstein describes and discusses relationships
between parts of the capitalist worid system in terms of central,
semiperiphergl, and peripheral areas of world—political and economic
development. It is argued that the Qevelopment of the center 1s to, a
large degree -at the expense of the periphety: this reasoning"can be
applied to relationships between countries, between blocks of
countries (the Western and the Third World), and between groups within
a single country). -
From this general perspective, Navarro (1976) argueg that poor
levels of health in tﬁe Third World are in part a consequence of the
disruption of indigenous subsistence economies by the colonlal powers'
removal of resources. Elling (1981) presentg the case that the health

of the people of the Third World has suffered as they have become the

* cobmmercial dumping ground for unsafe drugs and potencially dangerous

merchandise (for example, cancer—inducing flame resistant clqthing).
The results of the promotion of ‘bottle feeding and milk formuia [s a
well known example of the effects of incorxporation of Third World
countries into a wider market economy.

Wichin Third World countries there 1s also a center and
gériphery- The distributién of morbidity and access to health care
according to Navarro (1976) are shaped by the same political and
economic forces that shape relatiouships between the developed and
underdevelbped world. The health resources of an entire nation may be
invested primarily in facili;ies that benefit only a few: a large
urban hospital with facilities to treat conditions other than the
"diseases of poverty" may be built at the expense of the provision of
basic services or a water supply at the periphery.

From the political economy of health position, both the health
status of a population and the effecgiveness of blomedical techniques
in improving this are greatly influenced by political 4nd economic
factors. Given that within a country there are a range of physical
environments to live #n, with differing disease promoting pécentials,

any individual's particular living situation is in large part
] ) )
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determined by their economic podition; their ability to seek and pay
for treatment of disease arising from living in that environment is
similarly determined by their economic power. Any individual's
economic ﬂfgahtion cannot be explained entirely by their own effort;
economic and political forces stretching from the centre to the

periphery limit and often preclude economic optioms. The corollary of

- economic power is political power and it is this which ultimately

determines the conditions for the possibilities of health and
sickness. It is political power at all levels that ultimately \

controls the possibilitles for change that would improve the health

~“gtatus of the poor, and improve the likelihood that the techniques of

biomedicide would be effective.

’ \
I lived in Nepal from October 1986 to April-1987. Three months

of full time study of ‘the Nepall language preceded the research

- .period, and further lessons were taken during the first two months in

a

Nepal. DGring ten weeks of residencé in Kathmandu I met many people

4
working in development; some were Nepalis, some expatriates, and some

‘anthropologists. With these I discussed their perceptions of and

experience In development. For one month I met daily with an
anthropologist working for a major'aid organization to discuss the o
everyday workings of Such an institution, the %foblems of policy
format}on and impltmentatién, and the problems of applying an N
anthropological perspettive to the process of development given the -
realitfes of the present situation in Nepal.

Three months were spent residing in a large village outside the
Kathmandu Valley. 1 visited many homes and taught English to the _
village children. Under the guidance of two expatriate and two
Nepalese doctors I spent five days on the wards and in the clinic of a
hospital in the vicinity, observing'practicés and counditions. I 1lived
in the home of a high caste local famiiy. ) .

I had originally planned a "medicalized" anthropology research
projebt‘ a study of Nepali beliefs about the etiology and treatment !

of _ childrens' diarrhea and dehydration. Guided by the biomedical view

0
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of sickness éﬁd the aims of applied anthropologw, I planned to

identify obstaclés to the introduction of biomedicine in the bellefs .
and_lifeways of the village population. Like others before me (Devoka
1984; Stone 1976; Blustein 1976; Hofer and Shrestha 1973; Allen 1978),

I found that people linked a large range of their-experience to

matters of héalth including belief in spirits, gods, ghosts, aﬂd hot

and cold forces within the body. However, I also found what most i ' ’
others before me had not reported: peoplg were a&are that political

and economié factors affected their'healch and well~-being.

The timing of my period of research may have directed my
perceptions towards the explicitly political. The political situacion
of the village will be presented in Part IV, but here it will s%ffice
to say that two polditical events were the subject of much convefsation
during my stay. 3 One was an upcoming election; the other was an
administrative change that had occurred within the last several
years. What people talked about with regard to these events was their
potentia}.effect ot development in the village, What some people ‘
stood- to 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 thelr meagre income and some la&gur time. These
potential gains and losses were determined by the effects -of
traditional patterns of obligation and expectation on political a
process;s- People were very much aware of this. It seemed to me that
they were also aware that these gains or losses would either
positively or negatively affect their health. The people I refer to
here are not an educated elite: I found,a political awarenegs among

farmers, small businessmen,- and even the older children. Men talked

more frequently about politics in my presence than did women, but.somé

women were actively campdigniné at election time.

Passing references in non-medical ethnographic accounts show
that in other parts of Nepal, people cognitively assoclate
landlessness (or landedmess), low (or high) income, and political
processes with physical health. Ddrkin-Longley reports an association

between sickness, poverty, and death in the belief"%ystem of Kathmandu

&

»
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Newars. She also found that some healers "treated” misfortunes such
;s puginess failure (Durkin-Longley 19823- Miller (1979), 4in his
account of shamans in Nepal, found that for the shaman's clienté,
health was more than physical soundness; it was one .agpect of a
general good order. Pignede (1966) says that for the Gurung; the didea
of "health" is strongly associéted with economic well—bein%: Burghart
(1984) reports that in the past, geographical areas in Nepal were
believed to be assoclated with particular kinds of sickness and that
movingipgedisposed one ta néw kinds of afflictiga. This 1is compatible
with Daniel's (1984) finding that for people of another Hindu
population in Tamil Nadu health 1s bgfiqyed to depend to some egtent
on living on land cémpatible with one”s inherited substance.

Baéed on my own field experience and the above ethnographic
fragments, I hold that for some people in Nepal there 1s an awareness,
of a relationship existiné between sickness, politics, and ecounomics.
As noted before, I do not know whether this awareness is derived from
an indigenous N;pali political economic "theory"”, from imported ideas,
or from a combination of these. Nevertheless, I hold that my analysis
of sickness in Nepal in terms of politics, and to’a lesser degree

economics, 18 not inappropriate to the subject matter.

C. DEFINITIONS -

Throughout this essay, for s}mplicity of expression, I use some
general terms that imply homogeneit& in very diverse'éhenomgna. These
are misleading. Most will be clarified later in the hody of the text,
bud preliminary working definitions will be given now.

"Third World" is used to refer to countries whose governments’
receive foreign aid. This 1s perhaps a circular definition, as the
coucépt of "Third World" did not exist as such before the concept of

fbreign aid. The Third World as a political entity was created by .

foﬁeign ald and so this definition seems apt.

!

are extremely diverse in culture,ﬂpolitical ambitions, resource base,

The term unfortunately implies homogeneity in countries that

'an& state of development: to talk about the "problems of development
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in the Third World" is therefoﬁe problematic. The discussion of the
case of Nepal in the second half of this essay is intended to give
specific substances to a.very general argument, thereby, somewhat
overcoming the problem. 5
. 4 When I use phraség‘such as "Improving the health of people in
thHe Third Worldf, I gloss not only the diversity of Third World
countries, but also the diversity of people withln each of these. 1In
each country there are very rich, rich, poor, and destitute people;

' there are men and woméh and children; there are the educated aund the
illiterate. The obstacles to improved health are gréater for some
than for ot@ers and the problems with respect to each group will be

different. .

A distinction that I am most concerned with in this essay is
that between the rich and the poor:-of the Third World. I repeatedly
refer to groups of people using these terms. There is obviously no
clear~-cut liné between these groups, but general and important
distinctions do exist. The problems involved in improving the health
ofthe rich are very different from the problems faced in improving
the health of the poor. 1In this essay I am concerned with the health
problems of the poorest people in Nepal. The absolute definition of
“"rich" and “"poor" 4ds used here caﬁﬁot be provided, but relative
differences will be referred to by these terms. _

I have presented a rather stereotyped image of a "med{calized
- anthropologist”. 1In Nepal there are, of course, man§ kinds of
anthropologists with differing roles, orientations, and motivations
working in development. The:stereotypical image is, howeyver,
representative of a pervasive~évgr;idiﬁg attitude amongst not %nly
anthropologists, but also others working in development. ‘ a
D. SOURCES

The validity of some of ‘the published data I use i not .
certain. Much of the data 1s based on thg results of surveys
conducted in Nepai. The research of Campbell et al. (1979) show that

the perfunctory nature of the interviews 1n which much data is



>
collected and the lack of any verification procedures results in \
errors up to the magnitude of 400 percent in some suxrveys in Nepal. ,61
Die to the lack of written records in much of the country and the

ph&sical difficulty of access togmany areas, statistics of morbidity,
'death, and birth rates can at best be estimates. )

Some of my argument and data in Part IV is derived from the
reasoning apnd research of the members of the Overseas Development |,
Group at the hniversity of East Anglia, England, principally, Blaikie,
Cameron, Seddon, Fournler, and Feldman. Thelr numerous combined and
individual longitudinal projects and reports on the political and
economlc aspects of development in Nepal are used extemnsively as they
to a large degree seem to have controlled for some of the problems

noted above.

" Endnote

l. Ideology is here used in a non-pejorative sense to mean the manner
or content of thinking characteristic of a group or culture.

o
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PART I
THE SOCILAL ORIGINS OF BIOMEDICINE

-

Biomedicine a; a system must bé understood in its cultural

coutext. Medical iyétems as bodies of knowledge aqd accompanying

‘ practices are symbolic systems: they have referents to other aspects
of culture beyond their éstensible boundaries. Although diseases have
biological correlgtés, how they are recognized (1f at ali), éxpresse%
as illneés, classified, understobd, valued, and treated varies greatly
from culture to culture. This 1s facilitated by the medical symbolic
system which is embedded in and derives its slgnification from a wider
cultural context (Comaroff 1983; Kleinman 1973).~ Biomedicind, like -
all other medical systems, reflects the dominant characteristics of
the culture whose product it is.

Although Western cdlture is not an ideologically homogenous
entity, it contains a dominant world-view, the product of the
Enlightenment, in which biomedicine has 1ts eplstemological roots. .
Prior to the Enlightenment, Renalssance Naturalism, or vitalism, had
prevalled as a dominant world-view. Renaissance Naturalism had
emphasized the unity of spirit and ﬁatter: natural phenomena were
manifestations»and reflections of God's essence. Nature was bellieved
zCO be best understood through reflection on God's purposes rather than
through experimentation and investigation (Osherson and AmaraSingham

1981:222). During the Enlightenment, two streams of thought *converged

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

the widespread acceptance of the distinction between superstition and

reason, including the belief that the former could be transcended by
the latter. That 1is, the natural world was to bJ understood as an
amoral realm subject to laws; rather than as the domain of capricious
gods ;nd mysterious forces. The secornd ideological development was
the emergence of positivism. According to this view{ reason, based on
"facts" attained through observation or measurement, was to be the

< foundation of knowledge: Positivist sclence thus became the

authority, rather than an alternative form of reason and imagination
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(Foucault 1966). Eighteenth century gedicine reflected and

contributed to this view of nature. Studies in anatony demonstrated

the usefulness of empirical investfgation and explanation if terms of
the principles of mechanics developed by Kepler and Galileo in the
previous -century (Osherson and AmaraSingham 1981:223). Viewed'
according to the new scheme, people, though assufedly rational, were

also of naEure; therefore they could be understood and controlled

-
N !

through science.
Weber and, more recently,’Habermas and Marcuse argue that this

world-view dominates Western society. The result, accordimg to Weber
(1958) has been the extension of means—end rationality to the conduct
of all aspects of life, and, for Habermas (1970) and Marcuse (19@42,
the rise of scilientism or‘cechnocratic consciousness. Scilentisn,
reducing knowledge to that definable in its own terms, precludes -
discussion of values or social issues in any absolute‘sense, since
these cannot count as knowledge. In its own tefms this orientatiomn
also precludes the questioning of its own authoritative pre—eminence.
This was the intellectual milieu in'which modern bilomedicine emerged.

Integral o biomedicine is a conception of the body as an
entity separate from mind. Frem éhe seventeenth century onwards, -«
Descartes' dualistic image of humans has predominated in Western S
culture. Mind and bod& are separate realms. In addftion, the body
itself is to be seen in parts, not as a whole. “%he distinction
between mind and body became reifled and remains so (Scheper-Hughes
and Lock 1983%). . .

Cartesian dualism combined with the emerging méchanistic .
orlentation to lay the basis for biomedicine. The resulting .
"ontological” model of disease views the individual mechanistic body
as a host to disease, which is perceived in turn as a specific entdity
independent of the patient's social circumstances and personal
characteristics. Sickness in this model is an entirely biological
phenomenon ;ituated within an individual body as a completely natural

process. .
: o s
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Reflecting this viedhoéﬁdisease; until recently medital
perceptions and treatment have largely been modelled on the acute
bacterial model which focuses on the "final common pathway" that
e*iéts within the human body (Foster 1978). Some disciplines such as
family medicine and psychiatry have always explicitly taken into
account social and psychological, ;; yell as physical, variables in
disease gtiology. In general, multicausal awareness has usually been
replaced, in the exigencles of practice, by a model that emphas}zes d
single etiological cause of disease. Soclal factors have been assumed

to be self-evidently distinct from medicine. When considered at all,

it is only immediate factors such as "lifestyle", that 1s, factors for

which the individual can be held responsibie, that have generally been

taken into account. 4

.

Treatment is generally viewed as technical inggrvéncton in an

\essentially mechanical problem. This technical orientation is learnt

in medical education which begins with the study of the structure dand
function of the body, and then proceeds to the examination of se{égced
sick people (McKeown 1?71). Doctors are taught to view”&atientsaas a
"case"”, the "... mere physical situs of warring bodles and antibodies”
(Worsley 1982, p. 321). -The clinician's job 18 usually taught as an
objective process through which,khe patient's complaint 1s "decoded”:

a process of convertiﬁg observed evidence into named' disease entities,

‘and to implement technical treatment based exclusively on causal

biological processes (Feilnstein 1973). This process, like all of
medicine and sciepce, is believed to be objective, its conclusions
essentially irrefutable, of the same natdre as those of a sclence
experiggnx that can be repeated again with the same results. What i3
usually not included in the clinician's training is equally shaped by
the dominant ﬁédgcal model: 1little mention is made of the patient's
expérience, or the history of elther practice or medical institutions.
The practice of biomedicine téday is still influenced by this

methanical model of disease; however, due to criticisms of this

;;J%riengatignband with biomedicine's 1n9;easing involvement in chronlc

e
care, tregkment of the elderly and psychosomatic sicknesses, the

\ B -
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timitations of this model are being increasingly recogniéed. Some
medical schools now explicitly. include training in consideration of
social and cultural aspects of sickness in biomedical physiciaﬁ
training.

The assumptions of the biomedical model of d{seasé are not
universal. Other medical systems, ?lso bearing the imprints of the
cultures in which they are embedded, cogtrast with biomedicine 1in
fundamental ways. The Western mind-body dﬁalism, for example, can be
compared with the Chinese yin-yang concept, in which elements of
opposing phenomena, rather thaq being separate and distinct:(like the
mind and body), each bear characteristics of the opposite. The body

in this system  is composed of yin and yang, as 1s the rest of the

uqiverse. This 1is ve;y different‘from the Western model of the body
which emphasizé: dichotomles such as tﬁ&ee between the body and mind,
individual and soéiety (Scﬁeper—Hughes and Lock 1987:12). )
A major difference between the bilomedical and other models of
sickAess is the emphasis placed on the body during diagnosis and
treatiment. - As discussed earlier, the Western model l;cates disease
within the inaividual. This contrasts with an orientation —— a more
common one throughout the world and’ through history -— in which
attentlon is centered on the social and symbolic aspects ‘iof sickness.
‘Young (1976(b)) calls the biomedical model an extreme version of an
internalizing discourse; 1ts opposite would be an externalizing-
‘discourse such as that described by Lewis (1975) in which the sick
body may be almost completely ign?red in the process of diagnosis and
treatment. An externalizing medical discourse locates the cause,
meaning, and treatment o% sickness in the social realm. For the
individual it answers the questiomns ;Why me?” and "Why now?" For the
gocilal group, the externalizing discourse allows explanation of why
this particular person became 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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Externalizing medical discourses have been well documented by

antthpoLogists.'~Evans-Pnitchard (1937) reports that the Azande
- “ {

.generally view serious sickness as the manifestation of a soclal

- a

problem. Belief fn witchcraft and sorcery are fundamental to the
Azande world-view. If a person becomes sick, this physighl conditioq
is usually believed to:be the result of witchcraft performed by
séﬁeone whd is in an important social relationshiip to the sufferer and
yeE-bears them 1l1l-will. The cause of the sickness is‘seen to be
physical, moral; and social. Throhgh the process of divination,

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

Tshidi-Baralong of South Africa Comaroff observed that for an ¢
individual sickness led to heightened self-consciousness and 3’ -
reflection; for the social group 1t led to a "detalled indigenous
social anﬁI?éis" through a process of divination in which the social
cause and meaning of the sicknags was sought (gomaroff 1982:52). 1In

the New Guinea Highlands "an 1llness has meaning for a comﬁunity, not

just for an individual" and treatment 1¥ directed to solving “social \\

and political competition, intra—-familiar disputes, quarrels,
conflicts, and crimes” (Glick 1967:52~53). . -

In the event of a disruptive occurence such as serious
SiCkEiifj anégxternalizing medical discourse allbwa, or even démands,
a discussion of the social context of sickness in such a way that
context may be criticized or even changed. A dialectIT ensueg
"between personal experience and cultural order"” wﬁich is "held up for
scrutiny in the healing processes™ and this "gives rise to the
reproduction of established symbolic forms and to their pfogressive
transformation” (&omaroff 1982:54). During a sickness epilsode
personal experience is interpreted in terms of the prevalling culturgl
order and“vice versa. An externalizing medical discourse then, allo;s
for both the critique of sogial relations and the critique of a sick
individual's social functioning. )

B;omedicine's internalizing discourse invalidates both explicit
and implicit critique of social relations. Taussig (19%0) argues

that biomedical discourse, by explaining and describing sickness in a

-zf i
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- physical idiom, objectifies social relations: the discourse reifies _

the“signs, experiences, and outcomes of a §ickneéa episdde as ~
desocialized facts of nature. This inhibits the critique of .
problematic social relations (such as those which govern the
disﬁribuf{pn'of disease) because their manifestation (in sickﬁkss) is i
a fact of nature, part of an Iimmutable physical order. Says Taussig
"in denylng the human relations embodied in signs, gymptoms; and
‘ - gherapy)'he mystify those relations and also reproduce a political
iaeology in the guise' of a“science of physical things" (Taussig
1980:37% ]

. An internalizing discourse such as that of piomedicine serves .'
thé interests of those who benefit from any social situation in which
aconomic and political factors influerce the distribution of physical
- . gickness. Biomedicineias practiced and discussed reinforces existi&g )i
-gocial relationships 1Iin two ways. JFirst, 1t facilitates individﬁal
adaptation to the prevailing system (Waltzkin); second, by defining
sickness in asocial terms it thereby renders critiques gf the s;cial P
relaiions of sickness invalid.

A large barrier to the widespread conside;;tion of thig

cri:ichl view ?f the social context 6f bilomedicine is the persistent

°

belief in the objectivity of sclence and medicine. Obvious ‘
differences in how sickness is dealt with, as described above, pérmit o
v ug participants in the biomedical world to see npn—Wegtern beliefs as
socially based or “superstitious™ and certainly not as objective. Yet- .
we hesitate to draw the same conclusions about our own beliefs. This
2 N 1s due in large part to the latent implicit meaning of biomedicine: 'o @
chal\is, that it is free from the influence of symbol and value

(Comaroff 1982) and is therefore "objective”. This self-definition of

biomedicine ironically precludes considerationqof those of 1its aspects
that would allow an objective evaluation of its scope and weaknesses.
. b As products of positivist influence, science and medicine by their own

conditions of objectivity are freed from scrutiny and criticism from
8

o

‘ other domains of-knowledge ..
o 5
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v Over the past few decades, howevér, 1t has been argued that the
ﬁ'privileged eplstemologlical position of science rests on social cona;nc
rather than intrinsic validity. Kuhn (1962), a major proponent of the
post-empiricist philosophy gf sclence, argues that contrary to the .
logical positivist%' view, scilence -is not a structure of objective
-~ knowledge, grounded in the certalnty of éensory input and expressed in
theory independent observational language. Science does not grow by
the %nduétion and verification of cheories.-tRather, says Kuhn, what-
&counts as knowledge-is institutionally defined, andJMajor changes in
‘ orientation are effected by psychological and sociolbgical tactors
(Qithin science institutions) rather than only by rigorous
experimentation. Viewed this way, scilence 1s not p;imarily \
objectively grounded and the form of any current paradigﬁ is takéﬁ‘
from wider social values, institutions, and beliefs (see also, e
‘Esucault 1966; Woolgar 1976; Barnes 1977).

If medicine claims its objectivity and freedom from social
influence by its pséociation with scilence, it 1is calling up a weak
ally. Parallel to Kahn's description of scie&ce, what counts as the
objects of medicine, what its theories include and exclnde; and ‘how -it
is ﬁracticed, are inextricably integrated with wider valuesy .

interests, and world-views. -
- 3

The bigmedical orientation reflects! is created by, and helps

re~create a larger world-view. Despite explicit claims to be -
objective and free from social influence, the reality of bilomedicine

is actually a complex web of soclally embedded theory and practice.
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PART 1I
WESTERN MINDS, FOREIGN BODIES

In Part I:‘I presented an historical -account of how, as a
result of social influénces, a hypothetical model of biomedicine
emerged which holds it to be an bjective system of th&ught and
praccipe. I will now contrast this hypothetical model with the
realities of "medical"” practice in both the West and the Third world
and discuss the implications for health planning of not rgcognizing
the differences that exist. Three assumptions of the hypothetical
model will be analyzed: 1) the notion of the "medical system” both as
a body Ef knowlé&ge and an institutional framework, 2) the implicit
model of the ildeal-rational patient, aad 3) the belief in the

effectiveness of biomedical techniques. The later assumption will be

emphasized. It will be shown that health planners' failute to .

écknowledge the difference between the hypothetical model and the

reality of biomedicine has resulted in minimal benefit for the poor,

despite expensive, well- intentioned plans.

A. SYSTEMS OF THOUGHT AND SYSTEMS OF PRACTICE

3
Health care projects in the developing world have frequently

~ been based on false belliefs about biomedicine both as a system of

knowledge and as a system of interrelated institutionalized roles,
relationships, and organizations. Yet,ﬂby even conceilving that these
systems exist, Western soclal scientists and health planners could
well be reifying an art&fact of our own social organization and
thquht. Since our particular institutional forms of legal, medical,
political, and religious systems (sg far as these actually exist _as
discrete entities) cannot be assumed to have parallels in other
cultures, we canunot assume the existence of a "mehical systemf with a
distinct domain of institutions and meanings (Comaroff_1983§. In
contrast to biomedicinefs predominantly technical, instﬁumentai
theoreticdl orientation, the healing enterprise in other cultures is

often on the theoretical level explicitly integrated into an

s
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,discrete medical system (as blomedicine is generally belleved to be)

&

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

sicknesses may be recognized, these are seen as just one paft of a

.wider condition needing treatment. Lewls (1975) reports that the Gnau

‘of New Guinea have no separate domain of knowledge and practice

concerned with the understanding and treatment of physical sickness:
sickness in general provokes an examlnagion of social relacienships
either in lieu of or in conjunction with treatment of the physical
state of the patient. Worsiey (1982) observes that in Putzcuaro
sickness 1s subsumed under the general category he-trdnslates as
"misfortune". For the Azande of Africa the perception of sickness is
bound up with ideas about witchcraft and social misconduct,
divination, and propitiation (Evans-Pritchard 1937). From these .
examples and those given above in the discussion of externallzing

discourses, it can be seen: that many diverse things are assoclated

with healing in diliverse cultures: accordingly, the existence of a \f

with a corre;ponding'narrow sphere of influence cannotwbe assumed. |
It is not clear what constitutes the biomedical:systeq ot
medical knowledge. Although there exists an orthodox body &f current
medical knowledge prgsented in the accredited medical schools, it 1is
doubtful that the lay population_or the average patlent shares this
system to any significant degree‘(Eisenberg 1977). For the layperson .
theoretical "medical” knowledge 1s derived from numerous sources:
bilomedicine, folk beliefs from a variety of tradlitlions (see, for
example, Helman 1978 and Snow et al 1978), heterodox medicine (such as
homeopathy), and reflected upon personal experience, all exert a
strong influence. It is.argo doubtful that gost physiclansg practice
with the current orthodox system in mind (Lock 1982). Upon graduating
from medical school, most ecudents have not mastered this body of-
knowledge. Three years later, due to specialization and %he congtant
production of new medical knowledge, they are already out of touch
with the most recent developments in specilalties other than their own.
In South Kanara, India, Nichteri(l980) has observed a similar

discrepancy between the formal Ayurvedic medlcal syetem and

v
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laypersons’' comprehension of Ayurveda. The former 1s ideally

expressed and’practiced in terms of Brahmanic ideology, whereas the

latter includes the names of a few illnesses and medicines, merged

. with 1deas and practices from other (largely folk) traditioms. In

g;neral, then, the existence of an orthodox medical system, whether in
the blomedlical world or elsewhere, is no indication of the medical
«knowledge held by either'laypersons or medical professionals.

At the social level we can clearly delineate a biomedical
system. Like other Western institucions (political, +legal, etc.)
biomedicine consists of hierarchical, bureaucratic organizations.: A
variety of practitioners including orderlies, nurses, pharmacis;s,
doctors, adminigtrators, and actugl'pétients, all have clearly defined
and regulated a?sitionsi Above all,, it is organized with a separate
fu?ction which is to treat individual patients in a systematic fashion
through accepted procedure.

The existence of this institQtioé is of course no myth:
however, some points must be made here about the way in Qﬁich it
functions. First, the bureaucracies and hierarchies 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 dictated by
cultural expectations and beliefs, rather than the requirementsQof the
technical practice of medicine. Third, despite the existence of an
orthodox medical system, we are pluralistic in our treatment of
sickness. Assuming an individual controls théir own therapy (altﬁough

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

has been recognized the patient will follow a treatment path that

often includes therapy outside the biomedical world. Magazines,:
friends, the pharmacist, family, and altermative healers are all
widely us?d as sources of advice and treatment. Homg rehedies,
"common sense”, and alternative medicine, may all be used with or
without the concurrent use of the orthodox system (Riley 1980;

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

‘approach to the management of sickness, in coritrast to most of the

£
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aorld, our nq@erohs'consuitacions are framed within an incerﬁtlizing
discourse.

Treatment of sickness in the developing world takes place
within a systeln markedly different. from the institutionalized
biomedical system outlined above. The pattern of healer consultation
is usually more explicitly pluralistic, with many types of healer
consldered to be legitiface. As discussed earlier, externalizing
discourses oftéickness with referents outside the purely physical
Yealm are common in the developing world. The prgvalent medical
pluralism can be seen as ; means of dealing with all aspects of
sickne%s. During a sickness episode a patient, either of her own
volition or under the direction of a "therapy managing group” (Janzen
1978), will often consult all available systemé of therapy for a
singlé affliction. Biomediciue, if available, is j;sc one stopping
placeain the round of treatment; it may, for example, pragmatically be
seen as useful fofrtreacing symptoms (Gould 1965; Tarantola 1977)
while the shamun treats the perceived social or spiritual causg of the
sickness (Gonzalez 1966). Medical pkuralism is a world-wide
pﬁenomenon documented, for example, Iin Tanzanla (Feirman 1981), India
(Colson 1971), Ecuador (Pederson and Coloma 1983), and Zalre (Janzen
1978). There is ne pathway along which patients are channeled. The
varleties of healers are not generally organized br controlled by
official bodies. Even in a literate tradition like Ayurveda, at the
village level the forms of treatment and the qualifications of

\

practitioners are highly variable.

In contrast to the dyadic private interactionobetween patient
and healer 1n‘WeSCern-medical practice, a craditiodal healer in ché
Third World often deals publicly with an entire "therapy managing
group” as found by Janzen in Zaire (1978) and Feirman in Tanzania
(1981). TIllustrating the treatment consequences of an‘externalizing
discourse, sometimes the patlent 1s even ignored in the proceeding as
Lewis observed in New Guinea (Lewls 1975). The tradirional healer's

authority_might be derived from t%ﬁ religious world and the approach

e
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to the patient is'expected to be clairvoyant, rather than inquiring
(Marriot 1955(a)).

< In Western soclety the biomedical practitioner is preferably
unrelated to the patient, and the treatment is accompanied by ecouomic
trangactions in some ways like any other services offered and }
purchased in the market company. In contrast, non~Western healers are
often, but‘not qlways, integrated members of the community in which
they heal. Sonétimes they have other occupations: in Tibetan
soclety, for examplé, healers are often priests (Clifford 1984), in
India they are frequently farmers (Marriot 1955(a)). Treatment often
takes place within a web of interpersomal obligations and trust in
which a series of mutual obligations are built up over time (Marriot

o

1955(a)); Gould 1965).
-In short, biomedicine in the West is comprised of whéE I shall

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

i?plemented through culturally defined relationships' and organizations
that assume for Eheir functioning that the layperson shares the
mediéal practitiongr's backgroudd knowledge and orientation
sufficiently to "follow doctor's orders” without question or default.
When health planners in the developing world have sought to promote
use of the technical core of biomedicine, the cultural accoutrements

of biomedical practice have been falsely assumed to be essentially

-related to the technical core and must therefore necessarily accompany

1t. This has’ led to the exportation of unnecessary aspects of
biomedicine that have actually impeded its reception and have delayed
conéideration of how blomedical technology can be presented in a more
socially acceptable manner.

A considerable body of literature‘indicéies that there is a
general acceptance of this argument. Gould (1965), for example,
degcribes the problemg that arose from the construction of Western
style clinics and hospitals in India. He found that, although people
sometimes wanted biomedicine, theilr previous experience with the
institutional structures in which it was presented to them was

sufficient%y negative that further visits were avoided. On the

.
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interpérsonal level, problems have also arisen from incompatible role
expectations for healers: Marriot (1955) contrasts villagers’ i
percéptions of traditional healers as active and trusted members of a
lineage or community, with (sometimes) religious authority, with
perceptiofis of doctors as distrusted outsiders of low status, with '
dabious motivation and credibility (see also Boersch 1974; Gould 1965). .
Though frequently traditional healers and local people dare now °
recruited as purveyors of bilomedicine, even elaborately planned and
expensive programs continue to be based on a very limited -
ponsideration of social role expectations. Nepal's auxiliary .
nurse~widwife program illustrates this problem well (Justice 1981).
The program trains young Hindu [women fr&m urban areas to work in
villages, their primary duties)being assistance in chilldbirth and the
éduc&tion og villagers in hygiene an¢ contraception. The program has
had very limited success, and most of the women quickly return to
Kathmandu. There aré two major reasons for this failure. First, the
role of birth assistant, based on Western ideas about the obgective
nature of medical practice, is incongruent with local expectatilonsg of
what should characterize a birth attendant. Traditionélly, a young,
inexperienced, childless wéma& does not even witness a birth, let
alone advise or try to supplant the authority of. older women. The
role of the nurse-midwife thus gequires behaviour inappropriate for

young unmarried Hindu women and so it 1is readily abandoned. Second,

. living alone in rural vommunities leaves these women sexually

L/

vulnerable and diminishes thelr chances of a good marriage.

With regard to biomedicine as a system of knowledge, 1t seems
that 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 °
share a common backgrdéund and mutual exﬁectationg directly contributes
to low rates of patient compliance (Zola 1981; Stimson 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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systems and expectatibns. Non—biomediea;t%é{:biomedical
interpretations and classifications of 1llness have proved to be a
ma jor cause of_miscommunication in Nepal (Hellgé 1977), T&nisia
(Creyghton 1977), India (Djurfeldt and Lindberg 1975), Thailand (Smith
1982), and America (Quesada 1976). Sometimes differences in
assumptivé worlds are so great as to preclude the patient's even
formulating questions in tﬁe~biomedical idiom (Boersch 1974).

To summarize this discussion of medical systemﬁ so far, people
do not seek health care with an orthodox system as their guide, and
knowledge of underlying theoretical systems cannot be assumed in
interaction and treatment. The biomedical socilal system is a cultural
product and the médical 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 1s due in large part to an implicit
cultural belief that blomedicine is an objective technical process.
Qur beliefs have limited the success of health projects in the Third
World as they have led planners to introduce biomedicine in a form. and
style inappropriate to other social settings.

Q

B. THE RATIONALITIES OF SICKNESS BEHAVIOUR . - .

I shall now turn to a consideration of the model of the
ideal-rational actor, whom I shall call "health man". Discussion of
the rationality of behaviour during the treatment of illness assumes

such an actor and the biomedical system 1s bullt on this assumption.

. Along with his counterparts "political man" who operates to maximize

his political influence, and "economic man" who seeks to gain in the
marketplace, "health man” is similarly single-minded: he is mativated
in the pursuit of h;alth, has a clear idea of what constitutes health,
and promptly consults orthodox ptactitioners and "follows doctor's
orders” should he fall 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 ahy health planning is problematic.
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I shall discuss the rationality of health man first by considering
whether or not such behaviour i1s~ likely, given the nature of accion;%n
general, and secondl§ by indicating that the Weberian concept of
rationaiity, though prevalent in our thinking, i{s culture—bound and
excludes consideration of non-technical action as rational. .Ic 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 sicknesé; bilomedicine
will nev¥r completely supplant other systems of curing. To be
realistic, health planners must expand the model of health man beyond
that of the rational actor. -

"Health man”, the irational dctor, does not exist even 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 of rheoréticau
biomedicine, and pursuing the end of health in the most 2ftficlent way,
we fall short of the ideal. Individual people are not :onsistently
rational, and there 1is no counsistency of rationality among members of
a population. As noted before, knowle&ge of the theoretical s}stem of -
biomedicine 1s not wldespread; people act 1imn accord with ﬁany ideas
about health care. Even a fair degree of knowledge ofg and belief in-
Fhe efficacy of, blomediclne does not ensure compliance. Many factors
such as emotion, taste, and habit caun intervene between knowledge and
action (Young 1981; Stoner 1985). .

I suggest that even 1if members of a population weré_;idﬁys to
follow the advice of biomedical practitioners, this would not indicace
universal rationality qf thought processes or even ratlonal minds;
people are vaccinated against smallpox, cholera, and rables because of
traditional adhergnce to norms or law, rather thin because of their
own knowledge of viruses or immunology. Consciousness of reasons and

understanding of process is Important in assigning rationality to an

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

.man model. It is not that we don't want to be rid of pain and
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disease: we are jusg not comsistent in behaviour or theoretically

knowledgeable._

Most people's actions are non-rational only in terms of Weber's
very narrow definicign 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 sclence, other
forms of rationality (such as ethics, aesthetics, etc.) greatly
declined in development and became secondatry. In opposition to thisy,
Habermas (1971) believes that oche;\forms of rationality have
persisted and speaks of them as "quasi—transcendental human
interests”. These interests are primarily communicative (including
goclal relations) and emancipatory (Habermas here intends a political
meaning, but I shall expand this category to include spirituality).

Though the ontological status of these intereips may be
questlonable, Habermas has a sound polnt: -we have maﬁy goals. These
may be‘pursued gimultaneously or sepatrately. Gellner (1985) claims
that actlons can be single or multistranded ~- that is, they relate to
elther one or more domains of life or, in Habermas's terms, one or
more lnterests. Gellner further claims that we in the West have a
greater frequency of singlestranded activities than do other
socleties, where domains of life overlap more readily. But this may
be wrong: multistrandedness seems to be the nature‘of life.. Even
when_we think we're beiﬂg purely technical, we are expressing other
concerns. We are constantly doing many things, and simult;:eously
serving many interests. In this light, the medical plurglism
d&pcribed earlier can be seen a3 gm individual's rational process of
seeking a full understandigg of their sickness experience as it “
relates CB their many diverse interests.: These lnterests are as
rational as technical interests. It 15, then, perfectly rational foq’
an, Indian villager to visit a series of curers, especially if beliefs
about sickness involve social relatioms and spirituaf factors. It is

reasonable- to seek help for different aspects of a sickness and

thereby .to pursue different interests. We in the West often seek

o
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technical help for sickness, but we{ too, want a social intérpretacion
|}
of our condition. We want it defined in light of its weaning and its
po;f;;ial~social significance and repercussions. In consulting

R
medilcal proféssionals, our friends, employers, alternative curers,

etc. about our ills, we are pursuing several interests, not just oné.

Young (1981; 1982) examines the assumptions underlying many
medical anthropologists' analyses_of sickness behaviour ana concludes
that most anthropologists are interested only in their subjects'
theoretical knowledge, and then only one of 1its varlant {ormg: giat
which Rational Man hold; and operates with. Young argues that k
Raﬁional Man as seen and depicted by medical anthrbpologists is
distinctive in chat his meaﬁs of acquiring, organizing, and holding
knowledge are almost, if not entirely, linguistic. His knowledge
about events {s more or less non—contradictory, ar;ivéd at through
reason operating either deductively or inductivély. When sick,
Rational Man perceives his condition in caugal terms and tries to
control the outcome of the sickness eplsode. Although Young admits
that most med}cal anthropologists will grant that Rational Man i3
nelther “"a riéoqrous logician or necessarily a systematlc thinker”
(1981:319), he holds that-most do, in fact, utilize the Racional Man
model of the human subject.

Young acknowledges that this model 1s accurate to some extent
but goes on to argue.}or the existence of non—-linguistic medical

knowledge. He emphasizes two kinds. First, are organizing principles

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

that people use in order to produce their knowledge of slckness and to
shape sickness in soclally recognizable and acceﬁtable ways"
(1981:323): Second is knowledge produced when an individual uses a
sickness episode that he has experienced or witnesses, as a prototype
for understanding and handling subsequent sicknesses. “Medical”
knowledge is related to interests (as previously discussed) other thén
the purely technical. ' \

Young:s "Rational Man" and the concept of "Health Man"” which I

<

am proposing are comparable subjects. Although neither exists, both

S
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medical anthropologists ;nd health planners often assume the "Health” ’
or "Rational Man" model as the basis of their investigation or '
planning. A health project that is so based is essentially misgulded
agdﬁmay well be an inefficient use of resources. For the upper and
middﬁé classes of the industrial West who have more completely cut off
the experience and definition of sickness from social conditions, for .
whom the health man motivation exists to some (albeit limited) degree,
and. who to some extent go health seeking with technical goals in wmind,
‘a medical system built around tPe health man assumption 1s feasible.

>

However, when people explicdtly pursue more than ome interest when .
seeking health, where many factors can ratlonally influence the choice
of healer, the biomedical system, explicitcly designe& to satisfy ome

iptereét only, will not predominate. Traditional healers will “

continue to thrive. Planners should recognize the limited appropriate

role of blomedicine 1in these circumstances.

a

C. THE EFFECTIVENESS OF BIOMEDICINE: TECHNOLOGY OR POLITICS?

) The appropriate role for biomedicine in the Third World is to ‘ #
provide effective services for the treatment of phy;ical aspects of
sickmess. Given the present\environmental and political conditions of
the Third World, for the majl&ity of the population this effectiveness
. could be very limited.

) Biomedicine 1s 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 overcome, the health
problems of peogle in the Third World would largely be eliminated ?
(see, for example, Grant 1987). This is no so.

The effectiveness of bilomedicine is iimited in three ways.
First, many conditions within the official range of biomedicine
(1.e. physical disease) cannot be treated effectively. Second, by-
co;cent;acing on che)purely physical biomedicine simply cannot treat: .

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

& c .




effective cures can only be achieved given favourable environmental
conditions: i1f these aren't present, biomedicine will be ineffective. 2

The realization of how little they can actually do dawng on
many Western medical students during their training: chey find that
patieﬁts either die, or get better by themselves, with the physician
giving symptomatic relief en route to either of these outcomes. This
1s perhaps an exaggeration: certain acute conditions like
append%citis can\Qi-cured, antibiotics énd vaccinations do gene}ally
work, and symptoms can often be relieved. However, biomedicine cannot”
deal -effectively with the majorify of complaints: cancer, diseases of .
the musculo-skeletal system (rheumatism, arthritis) and other chrounic.
conditions, "illness"o(by definition untreated by blomedicine .
[Kleinman 1979]), the common cold. All of these ailments generally
run thelr course«uhhampered by the éhysici;n's efforts (McKeown 1979; .
Comaroff 1982). )

Many established procedures of biomedicine that are believed to
be effect%zﬁ and are routinely carried out have never been tested
(Cochrane 1972). Moreover, some that have been tested have been found
to be ineffective. Forg examplé, Mather's (1971) assessment in °
Bristol, England, of hospital versus home treatment for acute
ischaemic heart disease indizated that there 13 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
anti-diabetic therapy, insulin, and diet in the treatment of mature
diabetics and found that standard treatments were dlsadvantageous for
some cdses. Yet these and many other unte8ted treatments persist.
Many are institutionalized and even legally required to satisfy the
"average competent physician" requirement. Desplte appesrances and

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

ground. )

This limited effectiﬁe;ess is more proanounced in the Third
World, primarily because for most people, the conditions don't exist -
> for even the pocantially‘usefai elements of biomedicine to be

effective. By definition the-Third World is poor. Malnutrition and
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lack of even rudimentary sanitation gystems are the norm.
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In such

, conditions, resistance to disease is low, antibiotics are onl& e

temporarily effective, mény procedures that would be effective in more

‘affluent countries don't work..

. the physical,

(13

cause death rather than’just a few days'

Conditions such’ as measles frequently
sicknes$.

In the Third World

economib, and political environment has a _large

. ' influence on the potential effectiveness of biomedical techniques.

The literature—pertaining to this third limitation on the

effectiveness of biomedicine was presented ih the Introduction.
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- PART III
N THE CULTURAL, PHYSICAL, AND POLITICAL CONTEXT ©F DEVELOPMENT IN NEPAL

b o
Located in the middle of the Himalayan chain, Nepal {s a small
country averaging 800kms and 100kms in length and width respectively.
Although topographically diverse Nepal can be divided into three ma jor

areas: the flat Terai bordering the Gangetic plain to the south, the

ﬁHimé an foothills in the center, and the parallel raunges of the
Him;fiigg\@roper in the North. The country is divided latitudinally
by three river systemé} the Kosi in the east, the Gandaki {in the
central region, and the Karnali in the west.

Such a landscape has ,made access to many districts very

c difﬁ%cult. There are_only two major roads in the country. One runs
from the n9rth~eastern border through Kathmandu and west to the Ilndian
border; the other runs from Kathmandu south to the Indian border.
Other roads are dry weather surfaced and are virtually unusable during
the heavyArains of the monsoon season. Beyond th; irregular (and for
most peoplé prohibitively expensive) flights of Royal Nepal Airlines,
& in most areas travel is on foot. Rivers are uncrossable when high
with monsoon rains and snow melt: many areas are isolated for several
months each year. Deep snow prohibits travel for many months yearly
in other areas. This situation has impeded the provision of health
services t? the 94 percent of the pogulatioh who live (n rural areas
(Justiceg 1981:17).

Altho&%h 90 percent of the population lives primarily by
agricultural work only 21 percent of the land 1s cultivable (Seddon
1987:91). Except in the relatively fertlle Teral much of this land 13
is becoming poorer and poorer in quality. In the hills, where
60 percent of "the population lives, fuel and firewood are scarce and
the already extensive deforestation continues. With fewer trees to
hold it, remaining topsoil is depleted yearly, washed away by monsoon
rain (Justice 1981:.16).

Ethnically and linguistically the people of Nepaluare

N

tremendously diverse. Nepali 1s the official language. There are,
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however, many dialects and an addit{onal thirty other indigenous
languages. There are two major cultural-linguistic influences.
Predominating in the Terai, Kathmandu Valley, and central hills are
populations speaking languages of the Indo-European family related to
Hiﬁdi ;nd other languages of Northern India: these people, the ﬁostu
numerous of whom are the Brahmans and Chetris, are characterized b; a
variation on the type, of social organization found through most of
South Asia. 1In the north central hills and mountains and also in the
Kathmandu Valley, people have a closer cultural affinity with Central
Asian and Tibeto-Burmese lingulstic and ethnic groups. The mqﬁj
populous of these groups are the Newars, believed to be the original
inhabitants of“the“Kathmapdu Valley. Broad classifications aside,
.much syncretism has taken place, due partly to the exigenéies of
trade. The closing of the northern boundaries due to the Chinese
occupation ;f Tibet combined with King Birendra's effort to make Nepal
truly the "One Hindu Kingdom on Earth” has intensified this process.
Tibeto-Burmese ethnic groups are generally either assigned or claim
for themselves a caste rather than tribal/ethnic status )
(von Furer-—Halmendorf 19€0). X

A réiigious diversity accompanies, but dpes not necessarily
coincide with, the ethnic diversity of Nepal. The influence from the.
south is Orthodox Hinduism and "little traditions” (Marriot 1955);
that from the north is the central Aslan tradition of Bou and the
literate forms of lamaism or Tibetan Mahayana Buddhism. These
traditions merge in countles; variations throughout tiie countyry. It
is normal to find "Hindu" temples with imageshof Buddhist deities
inside and out, and vice versa.

Tradicional medical practit?Pners are also very diverse. Many
deal with sicknésses fbr which a supernatural etiology is suspected
usibg combinations of animal sacrifice, mantras, singing,
drum-beating, and the preparation of amulets. In the Tibetan
crédition lamas as well as doctors trained in the literate tradition
of Tibetan medicine, recite prayeés and mantras, and prepare herbal

medicines. Healers broadly classified within the Ayurvedic tradition
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- prepare herbal medicines. There are also traditional midwives and

bonesetters. In addition to healers, "home remedies" are widely used
(Durkin-Longley 1982). - )

. Attempts at unifying the cultural diversity of Nepal are
comparatively recent. Up until the elghteenth ceatury, the area that
13 now Nepal was fifty small tribal states ruled by kings claiming
Rajput — that is, high caste Hindus — status. During the second
half of the eighteencﬁ century the Gorkhas (a predominantly Chetri .and
Thakuril group from central Nepal) united under Prithvi Nardayan Shah (a
Thakurl) (von Furer-Haimendorf 1966). They gradually succeeded In
imposing rule over these tribal states and in 1769 pronounced 1Lt a
unified kingdom called Nepal (S. Kumar 1967:8-10), the name previously
applied-to the areaynow known as the Kathmandu Valley. The Shahs
moved their capital from Gorkha to Kathmandu. .

The Shahs held actual authority in Nepal until the rise of the
Rana family in 1846. During the pre-Rana period a very hlerarchical
system based on ethnicity and caste evolved. At the central level
elite families and their allles formed factions and dominated 7
politics. Aliiances within factions were maintained through a sysgtem
of obligations and loyaltiles. This was the beginning of the Chakarl
system, a characteristic of organization in Nepal in which those who
show loyalty through service and gifts are'granced favours and
protection 1n return. A large loyal following developed for one noble
Chetri family, the Ranas.’ The Ranas intermarried with the Shahs, and
came to share the status of royalty and claim continuous occupatioun of
the prime ministership. The gradual transfer of virtually all power °
from the Shahs to the Ranas culminated in Prime Miniscer Bahadur Rdna
bestowing the title "Maharaja" won himself and\ydeclaring his position
hereditary. The Shahs became "puppet kings” aRd were kept in virtual
confinement (Rose and Schultz 1980:23; Wake 1988¢25; D. Kumar 1980:2).

Thus began a century of Rana rule. T 1solation previously
determined to a large extent by mountains to the north, east, and
west, and malarial belt to the south, intensified under Rana rule and

became almost absolute. Except for a few British officials,” .

9
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foreigners were denied entry; resident missionaries were deported; all
newspapers were banned. During this century there develobed a minimal
administrative system to collect taxes and quell distuébanceg.
District headquarters were run by governors who were members of either
the Rafla or other high caste Hindu family (Schultz 1981:13). These
were directly responsible to the prime minister iﬁ'Kathmandu._ Taxes
wereﬂcollected primarily by landlords (Wake 1980:24), many of whom .
were from fivoured families who had received Birta land grants from
the Ranas (Stiller and Yadev 1979:145-146) and were beholden to the
central powers for thelr fortunate position (Wake 1980:24; 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
officials power to extract high taxes (keeping some for themselves)
and neg;tiate personal monetary galns for any services fendered (Wake
1980:26), against which the peasant had little recourse but té?moveh

The chakarl system continued, extending to most relationships
of habitual obligation whether politjical or economic:

It was considered discourteous to visit one's superior .
without bringing some offering ... Thils practice escalated
- to payment at the obligatory annual visit during the dasain
festival ... which also happened to colncide with the annual
termination of tenure (pajanil) in all offices below that of

prime minister. Reappointment at all levels depended to
some extent on the degree of loyalty and respect for
. authority expressed by this gift (Wﬁke 1980:25).

There was opposition to the Rana regime degpite the
imprisonment .or execution of dissidents. The event that was decisiwve
in ending the Rana regime in 1950 durdng 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 ultimate 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
confinemenf—and fleeing to India, King Tribhuvan demonstrACed his

support for the dissident movement and d¢nied the Ranas the appearance

of legitimacy. - N
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The fall of the Ranas in 1950 marked the end of isolationist
policy and the beginning of a period of political and administrative
experimentation. Those actively involved in opposing the Ranas had

competing ideas about how Nepal should be organized, politically and

_adminiscratively. Outsiders came with ideas about how Nepal should be

developed. An increasingly open country led to moreﬂwidespreud
awareness of the level of Jevelopment in the outside world, an
eagerness on the part of some for these conditions, and promises trom
others that these conditions could be attained in Nepal. Nepal's
political history since 1950 has been a history of disputes over how
best to develop the country given the political, economic,
administrative, and human base on- which it had to build. Much dispute
centers around to what degree the present organizational aund politiéﬁl
forms are a legacy from Rana days, and whetheg these are necessary or
antithetical to the development of N;pal in such a way that all
benefit. ’ @ ) ' @

) The political and administrative qgnCexm of development efforts
is an important influence on their outcome (Bossert dand Parker 1984).
The remainder of this section will outline .che growth of politics,
government bureaucracy, and foreign ald in Nepal since 1951.

King Tribhuvan eventually returned from his refuge In Iﬁdia and
set up an interim government composéﬁ of representatives of the active
participénts in the 1951 rebellion: the sociai\democrats (model Led
after the Indiap Congress Party and presently known as the Nepall
Congfess Party), the communists, and the gfaditionalists. The king

and thé majority of his illiterate subjects remained unpartisan. King

‘Tribhuvan promised that a form of parliamentary democracy would be

established. He appointed commoners as prime ginister. He also
agreed to the constructibn of a road from Kathmandu to Raxaul at the
Indian border, thereby opening Nepal to the outside world. Tribhuvan
did noct live long enough to fulfill his promises to any substantial

degree.
King Tribhuvan was succeeded by his son Mahendra {n 1955.

-

After four years experimenting, appolinting cabinets with himself as
-

v
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head, in "1959 he introduced a new constitution providing for popular
elections to parliament based on adult franchise. In the resulting
parliament, however, he would still hold ultimate authority: out of
100 articles in the constitution, more than 80 begin "if the king so
pleases ...". The first elected parliament.met in 1960. The
experiment was short lived. On December 15, 1960, Mahendra’suspended
the constitution, diémissed the cabinet headed by Prime Minister B.P.
Koirala, dissolved parliament, banned political parties, and
impriéoned all the ministers and political leaders who had not managed
to escape to India (Blaikle et al,, 1979:22; D. Kumar 1980:23).

The next political experiment has continued in various forms
untll today and has an integral influence on both the planniné and
implementation of dfévelopment policy. The "guided democracy" promised
to the people of Nepal in the 1962 "Panchayat Comnstitutlon” was to be
a more "sultable” form of democracy based on the "traditional
practices of the Nepalege people” and "suited to the particular gerius
of ‘the Nepalese people”. It was claimed that the system would
“promote the weifare of the people by establishing a social order
which is just, dynamic, democratic, and free from exploitgtiop, by
integrating and coordinating the interests of all classes and
professions froﬁ a broad national viewpoint"” (Nepal Gazette 1962,
cited in Shrestha 1980:30). The second principle of the system is the
principle of "class harmouny” which held that the welfare and rights of
the poor would be protected (Wake 1980:12).

Such high ideals were to be facilitated by a five-tier system ,
of representation in panchayats from the village, through district and
zonal levels to the national”ganchazat headed éy the monarch, in whom,
as before, all ultimate authority would resiﬁe. In tﬂeéry, the
;ollected levels of panchayat wére to form a pyramidal structure on a
popular electoral base, with the monarch at the apex (Blaikie et'al.,
1979:23). N

Popular elections were only to take place at the village (
level. In these elections an eleven member executive committee with a -~

president, vice-president, and nine members representing the nine
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wards or division of the panchayat area were to be chosen. These
locally elected leaders were charged with coordinating development
efforts in the area and had powers to tax and settle 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

jyleaders. At the national level, the king appoints the prime minister,

deputy prime minister, and ministers from members of the national
assembly. Holding these positions requires maintaining the confideﬁcé
and aPproval of the king (Blaikie et al;, 1979:24).

» King Mahendra‘diéd ten years after the inception of the
Partyless Panchayat System. His son Birendra Bir Bakram Shah Dev
ascended the throne on January 31,r1972 and continues to rule Nepal

today. The Partyless Panchayat System has undergone some changes but

. the structure remains much as describped above.

The Partyless Panchayat System was designed to be the
grass—roots political basis of development planning and
implementation. The administrative organization necessary for

development orchestrated from above was created by expanding the

minimal civil service of the Rana period. A specilalized clvil service ©

was formed to 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
to fdhction according to Western concepts of efficiency, 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
is the ultimate policymaker. The king guildes the second level, the
Palace Secretariat, which formulates major policies such as the
five—~year development plané. Each of the Palace Secretaries bears
regponsibility for a specific department; their powers teo intervene. in
policy formation and implementation are not speclfied Ln elther the
law or the constitution (Seddon 1987:224). Parallel to the Palace
Secretariat 1is the Central Secretariat, the administrative unit

directly responsible for carrying out the orders of the king and
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Palace Secretaries. In rural areas zonal commissioners who are

appoidced by the king and report directly to the palace, supervise
Chief District officers (Justice 1981:21-23) who form the lowest level
of the”major bureaucracles. At and between all legels of organization
there are countless organizational units charged with specific tasks.
Belng an expansion of the former administrative system of the Rana

days, the present-day system Is characterized by extra—systemic

features such as the chakarl system.

Planned development, utilizing the emerging political and
administrative structures, began in 1296 with the government's first
five-year- plan. Since 1954 Nepal has recelved aid specifically
donated for health development. Until 1978 this was primarily used to
get up hospitals and health posts, train some doctors and nurses
outside the country, and implement "vertical” progrims orientated
towards the elimination of specific diseases. Since 1978, in accord
with trends elsewhere, the emphasis has sliifted to primary health care
and the "integrated community health"” approach rather than the "ome
disease, one program" approach (Justice 1986:8-10).

Despite 30 years of development effort in Nepal, morbidity
statistics are amoungst the worst in the world. In 1977 the crude
death rate was 23/1000, with infant mortality 172/1000 (Tzibhuvan
University, Institute of Medicine 1977:1). A4s of 1976, life
expectancy for males was 46 years; for females 43 years (Nepal
Ministry of Health 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 all 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 and dehydration (Nepal Family Planning and Maternal Child
Health Project 1977). '




oo

é

i "‘_j\m%:;.

In addition pneumonia, respiratory infections, malarila,
.measles, diptheria, tetnus, typhoid, and tubercuiosis all take their
toll (Bezruchka 1984). “

Adults suffer from all the above sicknesses plus others.

“boicre due to iodine deficiency is endemic 1n some northern regions.
Leprosy occurs in all regions, with frequencies up to ﬁ}ﬁep@eﬂt.
Malaria, despite its apparent eradication in the 1970s has again
become a significant health problem (Nepal, Ministry of Health
1979:151-158) . One survey (Pokharel 1979:149~151) shows qh&c due’
primarily to cataract and infection 1~2 percent of the pophlacion is
blind compared.to .2 percent in developed countries. e

Health development in Nepal has had some successes: gome
dlseases have: been eradicated through vaccination (smallpox, for
example), but as indicated, the health situation of the population
remains poor. More facilities have been constructed, but these uare
unequally distributed with a heavy concentration 1n urban areas
(Seddon 1987:252) and areas most eauily accessible from Kathmandu.
1978 ounly 21 percent of panchayats had any kind-of permanent health
facility; many of these function inadequately due to Ehe shortage or
absence of drugs, equipment”and vaccines, lack of staff training, an
even the absenge of staff who are officially avallable (Justice

1986:101). !
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PART 1V
OBSTéﬁLES TO HEALTH DEVELOPMENT IN NEPAL: WHY THE POOR STAY SICK

P

It 1s in countries of the Third World like Nepal that it
becomes most clear tn;t health ééatus and the effectiveness®of
technical biomedicine depend on a favourable physical and political
environment. In this seétion I will describe relationships between
physical conditions, malnutrition, landownership, and politica% power
in order to show that pattermns of infant and child morbidity agd
mgrtality are greatly influenced by political factors. The physical
conditigns of life for many Nepalis will be described and it will be
qhowﬁ that most Nepall children are frequently exposed to the
pathogenic agents thac\;r; the pfoximate causes 6f the
dlarrhea-dehydration syndrome. It will then be argued that all are
not e;ually affected by such exposure 1f 1t occurs: nutrition level
1s an important factor in determizing how frequently a child becomes
sick and whether a sick child will die. Therg will be shown to be
positive correlations between ‘landownership and nutritional level and
between malnut}ition and mortality, and a Z;gative correlation between
iaddownership and mortality rates. . o

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 quantiﬁative data on diver§;
phenomena such as morbidity, mortality, nutrition, and income
discfibucion. 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. I have not ip any sense tried to replicate
Djurfeldt and Lindberg's study: this was precluded by my.short period
of residence in Nepal. Based on primary and secondary sources and a

c¢ase study of political process in one village, however, I suggest
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that the situation described in Djurfeldt and Lindberg's study
(prrobably exists in Nepal. }

Of the many diverse 'factors dontributing to the high rates of
infant and child morgality in Nepal,.I will focus on malnucrigion and
polluted water so;rces. Lowering the high mortality rate would
require improvement in nutrition levels, most likely through changes
in patterns of access to land, and the provision of a reasonably safe
drinking water source. The accomplishment of these changes depends on
a positive politic;i will. This must include favourable officlal
government policy, but here I will stre;s that official political will
must be translatable into action if.significant change is To take
place. I will discuss political forces in terms of how they have

~ influenced the implementat{on of polisies designed to improve the
position of the poor. It will be shown that those who hold political
power act in accordance with traditionally prescribed behavtoral \
expectations. As such they constitute a conservatlve force which has .
the effect of’perpetuatiag”ﬁ\system which {nhibits change that could
improve the living co?gitions'and health of the poor in Nepal. It
will be shown that thé‘leap from official policy statements *to cledn
water and full stqmacﬁE\Lg a long oné. '
Some’(g@g,*for example, Bauer:198l) would argue that cthe Rind
of political Qill needed in countries like Nepal'is the kind that
promotes free enterprise as_the basls of economic developﬁent, which
in turn would form a base for long~term self—~sustained growth and a
gonsequent reduction in levels of malnutrition. But I ai arguiﬁg from
what exists in Nepal now. The Nepalese ggvernment annually recelves
millions of dollars in foreign aid. Some of this hﬁgﬁbeen given for
the construction of water supply sysgems and the relief of N
malnutrition. Some of it has been accompanied by demahds for land
reform. The Nepalese government has accepted this aild for the
purposes stated. Given what is actually happening, I will discuss the 7
influence of political poﬁe; and political will in the implementation .
of programs that could create coaditions that are conduclve to the

o

effective use of biomedicine.



Durkin~Longley graphically describes the envircnmental

conditions in Kathmandu:

The health conditions in Kathmandu City ... are reputed to
be among 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 disposal and drainage systems
.+» Kathmandu's sanitat?bu problems are exacerbated by
unprecedented pe populacion density .... The festering piles /
of human waste and other garbage that accumulate ia the
streets, courtyards and rivers of Kathmandu today breed
disease-causing microbes that contaminate food and water
supplies and pose a ublquitous threat to the health of the
city's residents (Durkin-Longley 1982:57-58)~

-
< o

* Qutside the capital, too, the living conditions of most Vepalis
are perfect for promoting th”‘pread of food and water borne
diseases. w1th 90 percent making their livelihood from agriculture,
and only 21 percent of the land cultivable (Seddon 1987:91), the
ma jority of the ever—growing'population of appFoximately fifteen
million lives-in densely crowded conditiohs. Only six percent have
plped (but not necessarily clean) water; most Bf these people are
living in the Kathmandu Valley. Others retrieve wét;r from streams
and rivers sometimes a few hours' walk from their home. There being
few tolletsg of a;y style, fields are used for defecation; with rain
fecal matter is carried to streams; accordingly, field-grown food and
drinking water sources often become bearers of fecal-bb;ﬁe diseases.

For most Nepall children, contact with disease-causing
pathological ag;nts is common, especially in the "dangerous season",
the warm months, when fligs proliferate and str;ams fill with organic
matter carriéd by monsoon rain. The Nepal Health Survey conducted

\

either intestinal parasit%s or intestinal infections (cited in Seddon l

1987:69) - o
Aside from exposure to the pathologlecal agent itself

through the mid-1960s shows that 72 percent of children tested had

malnutrition is another crucial factor in the physical cycle that

leads to infant death. Quite simply, malnourished infants and

children are more susceptible to g stroenteric diseases and parasitic
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infection. The resultant diarrhea further worsens the malnourished
condition, leaving the child even more susceptible to future bouts of
sickness. ‘

A study of East Palpa district ‘onducted by Blailkie 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 deterioration was far advanced anh general
levels of food production low. . The "hunger season” (at the beginning
of the "dangerous éeason") lasts from late February until late Juiy
when the first malze or upland rice is harvested. 1In late June and
early Jul} food scarcity ‘affected from one.half to three quarters of
the population in four of the five panchayats studied. Zburing this
time cereal coysumption is gradually reduced, by up to five—sixths by
the poorest and one half by the less poor. People gather jungle
plants to supplement their diet and were found at tlmes to resort to
e;ting the seeds of the following year's crops. ’
A Many children in Nepal suffer from chronic or acuce
malnutrition as a result of factors including those just destribed.
Seddon (1987) cites two~surve}s that report thi)nucritional levels of
children. The Nepal Health Survey of 1975 reports that 52 percent of
surveyed children suffered from long-term maInutrition, 7 percent were
expériencing acute under-nutrition, and 4 percent were in critical
condition/experiencing'both acute and chrohic malnuprition.. A 1974
WHO survey concluded that)only 29-30 percent of Nepali children could
be considered adequately nourished (S;ddon 1987:69:70): Many Nepali
children suffer chronical%y or seasonally from malnutrition. i

Adequate nutrition depends on access to income with which to
buy food, or access to land on which to grow food. Ninety-six pércent
of Nepalls population earn their livelihood di;ectly through Yand
whether it be their own or someone else's they work on. ’Given the
large population and the lack of industry, income from other sources
is hard to procure (Seddon eé al., 197?). As a consequence of this,

in Nepal adequate nutrition generally depends on income, which depends
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on landholdings, or access to land to work. Ghai and Rahman conclude
in their étudifof rural poverty and the sméll farmers' development
programme in Nepal that "sincé land is a majof sourte of income in the
rural areas ...-differences in %andownership translate ﬁirectly into
differénces in {ncome distribution” (Ghai and Rahman. Rural poverty
and the small farmers' development programme in Neggl, Rural F
Employment Poficies Branch, ILO, 1979, p. 3, citedrin Seddon
1987:118). In an APROSC (1979) study of the Tinau Khola C;tchment
Aféa Conser¥ation Project, it was found that "land, the_single mést
important production resource in the project area (a fact which is
equally common in the whole of ru;al Nepal), determiﬂesnthe level of
« lncome and socio—ecqpomic’stgtus of the population Ef the }egion »
° concerqu;\ Distributton of landholdings largely determines the
disparities in income, while the'préductivity of the land determines
. the level of indome” (APROSC 1979:18). . - - '
¥ Distribution of land is highly concentrated, leaving the
St majority of Nepalis with insufficlent land for subsisteﬁéé needs.
Twenty-—seven percent Yof the land is gbnad by two percent of rural
.4 households: This is more extreme thau in 1961 when the top-eight
\ percent of)nouseholds owned almost 40 perceﬁt of the 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 of the households owned only one quarter of &ll
cultivated land, owning less than one hectare each.

Such small landholdings are not sufficient to support a
hou;ehold. Butterfield estimates that "85 percent of Hill farm
household; do not produce enough food to meet their own consumption
requirements, and that 50 percent of tera% farm households are
similarly deficit” (Butterfield. Nepal: Country Development Strategy
<Scatemenc 1979. USAID mimeo cited in Seddon 1987, p. 127). There is,
they, a direct positive relationship between landownership (and how ¢
this traanslates into income} and nutritian. As landownership is

(~ ' highly concentrated, many NepaJ.is~ do not have access t(o sufficient

land to produce their subsistence needs.
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It should be noted here that there is some correlation between

landowneréhip and caste. Reviewing the-literature pertinent to this
and drawing from his pwh researgh, Seddon concludes that there {s "a
broad tendency (not borne out in ewvery single village however), for
"high caste' groups to be large, landowners, particularly fn the
Tergi." This pe explains in terms ©f the states having made land
grants to members of the ruling class and to local notables as was
related earlier in this/essay. The one feature common to 41l villagesc
in Seddon's study "with regard to the relationship hetween caste and

landownership was the reiatively deSriQed situation of the

BN

historica}ly labouring and artisan classes whose caste rendered them
'untouchable'" (Seddon 1987:188).

Relationships between malnutrition, income, landownership, and’
morbidity, suggest chat'childfen from households with little\gr no
access to land are more likely to die from the diarrheg—dehydratioﬁ
syndrome than children born to households with large landholdings.
There is little data available to concretely support this conclusion.
It 1s_borne out, however, by'data from the Raptl Baseline Survey.
This study reveals that between 25 and 32 percent of children in the
surveyed area dige before reaching adulthood. Infant m?rtality was
highest, however, among those of the marginal, sub-marginal, and small
land-helding households and lowest among the largest land-holding
categories of household. For the three years‘preceding the survey,
infant mortality rates among the sub-marginal landholding households
averaged 249/1000, those for households of better land-holding -
categorles ranged between 131 and 169 (APROSC 1980:57-58). These
findings coufirm that there 1is a higher risk of death_to i{nfants born
to households with no or little land. N

fhe infant mortality rates for rich households are still very
high, though slightly lower than the national average of 172. With
poor household rates at 249, some groups must enjoy a much lower
infant mortality rate (if the national average figure 1s accurate). I

suspect these groups are the wealthier landowners, particularly i{n-the
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Terai and KathmandL Valley but have seen no data to support this
suggestiona ’

To summarize so far this discussion of the physical and
economic factors that Influence health status and the potential
effectiveness of biomedicine; it has been shown that the environmegcal
conditions of Nepal are such that a large majority of infants and
children are in common contact with the pathogenic agents thgé are the
proximate cause of diarrhea and dehydration. It has been suggested
that a child's nutritfonal status is a major determinant of both how
well they tan resist becoming host to these pathogens and how well
tﬁgy survive the debilitating ;ffectS’of infection should 1t occur.
Although little specific data is availakle to support my conclusién, a
child's family's income, dependent to a large degree on the size and
quallcyqof landholdings seems to a large extent to determine the
child's nutricion level and likelihood of early death. At present,
because landownership 1s highly concentrated, for the majority of
Nepalisothe conditions such as adequate nutrition that in hhe long
term promote high-health status and make blomedical technology

effective in the treatment of the common childhood illnesses do not -
o

exlst.
The creation of the conditious that maintain low mortality

rates would require sewage containment measures, coanstruction of wate£
plpes, and raising of nutritional levels. The achievement of these
conditions requires a positive political will. I will now discuss EEE
has political power in Nepal and how well this power has or has not
been used to facilitate positive. envirommental and nutritional

change. Various 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 incideiice of water—borne disease

® through the construction of drgnking water systems.

As presented earlier, all official power resides with the
pking. Others are given power subject.to the king's continuing

apprm}al.° At the level of the village or town panchayat, leaders have

O
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power to extract and spend Eaxes8 settle semi-judicilal matters
including disputes over land, and to coordinate and to some extent
direct .development efforts in their community. Other political and
bureaucratic personnel have power in theirndiscrict, zone, or town,
but only to carry out the progra&g_ggd commands originating either

from the Palace itself or from the Palace Secretariat minlstries.

The positions in the bureaucracy and governmigt, created slnce

the inception of the Partyless Panchayat System, have primarily been
filled by members of the same Social’énd economic group that had
administrative and political power during and prior to the Rana
period: As described earlier, these were people who were elther of
high'castﬁqstatus or had large landholdings. Usually they were both,
a consequence of the birta land grant system.

' Several studies hdve traced the composition pattern of the
local government and power structure since 1951. Gaige, 1in his study
of }egional politics in Nepal states that "since 1951, politics in the
Teral 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 was a
concentration of political power amongst the large landowners. Of
village- panchayat chairmen at that time, 57 percent were,landownera,
40 percent were owner—cultivators, and 3 percent were employed By the
state. At a time when the average landholding in Nepal was
+25 hectares, 60 percent of these leaders owned more than 2.5
hectares, and 12 percent owned between 1.5 and 275 hectares.

Gaige (1975:144), Rana and Mohsin (1967) and Shrestha (L980:83)

.all found that political power at the village level was concentrated

in high caste groups: although “"each caste or group has the right to
put up 1ts own candldate so as to capture the relins of power ... there
is still a high concentration of community leadership in upper castesg”
(Shrestha, 1980:83). Untouchables are represented Iln some cases.
Gaige cites the case of a village 1n Kapillvasta dlsg%icc where'

17 percent of the population i1s of untouchable caste. Five percent of

¢ o
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village panchayat members w&rq untouchables. Most of these, however,
were elected in wards where only unqouchables lived (Qaige 1975:144).
Powe£ at the village and town level, then, is held primarily by
landowning high caste people. The pinnaclg of power, the King, of
course 1s high caste (a god, in fact), and‘his family ii\cleariy not

lacking in wealth. .

The corollary of this,q%f)course, is that the poor and those of
low-caste status do not have political power. It will be remembered
that one of the stated objectives of the Partyless Panchayat System
was representation of and concern for the welfare of the poor. o
Village level elections are the-only activity in which the poor may be
legitimately involved in political ac®ivity; however, real access to
political power with which to influence activity-within the Eaﬁchazat
seems to be limited by established pattecns of traditiénal authority
based partly on landownership. Efforts to institute "positive
discrimfhation" have failed. The 1962 Constitution, for example,
provides that in the Natlonal Assembly, in additicon to the members
elther appointed directly by the kiné or 'elected from district
panchayats, there would be rgbresentgkives of "class organizations”. ?
On behalf of women, youths, farmers, and other groups these
representatives were o glve expression to "clqss" interests. These,
however, remalned in effect largely vehicles for the personal ambition
of a small ndmber of individuals, usually drawn from the urban
bsurgeoisie or landed classes, and had litt}e real political 7
significance for the broad mass of their official constituedzs-
“Although programs were planned to be implémented through local
branches of these organizations™, the ability of those tormally
eligible to participate to do so was strictly limited by the
prevaiiing local power structure” (Seddon 1987:221). By 1975, these
organizations recelved no official ;uﬁport; most of them now no longer

o

exist.
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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officials appointed directly E&om the palace appointed members to the
village panchayat council. Traditional power structures preﬁéilea,
and the experiment ended in 1978 with the resumption of elections i
(Seddon 1987:246~7).

Despite the expressed goals of the monarchy to uphold the
principles of the Partyless Panchayat System, especially those -
relating to concern for the welfare of the poor, most development that
occurs in Nepal favours the ellte landholding classes: those
entrusted with political power to plan and implement development
projects use 1t in such a way that the poor are not the primary
recipients of benefits. The use’of power 1is often ﬁirected by
traditional expectatiouns and the local rationality of the marketplace,
rather than by political ideals. This situation creates ma jor
problems for development projects which attempt to produce conditions
that would improve health standards and make technical biomediclne
more effectivé for the poor of Nepal. For the remainder of this

section I will discuss how the positive political rhetoric of the

monarch does not translate into the successful implementation of

developmeﬁt programs. .,

First it should be emphasized that officially in Nepal the
"political will" for rapid development exists. As emphasized earller,
all ultimate power in Nepal resides with the king. The political
rhetoric of the king representing official government sentiment could
hardly be more positive with respect to willing-general development
and welfare for the people. This 1is evident from the goals ot the
Partyless Panchayat System as related earlier in this essay. This
will is also proclaimed daily in the government controlled media,
especlally Radio Nepal and the newspapers The Rising Nepal (English)
and Gorhkapatra (Nepali). For example, a news item in the Rising

Nepal, on February 21, 1987, commenting on the King's visit to the Far -

Western Development.-Region (the first visit in five years), emphasized
that such "éctivifiés demonstrate the keen interest of Thelr Majesties
the King and Queen in stepping up the tempo of development of the

villages .... The Nepalese people are lndeed fortunate to have been

8
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blessed by the able and dymamic legdership of a development—orientated
Monarch” (pf 2). The professed goal of the Monarch and government is
"to attain average Aslan living standard by the end of this century”

(Rising Nepal December 13, 1986). According to the ‘Quarterly
]
Development Review (published in Nepal), "the King has been providing
t -

regular directives for the effective implementation of various
projects based upon basic needs like food, clothing and shelter” and
for this "all Nepalese people are grateful to His Majesty the King”
(January 1987:2).

This official royal enthuslasm to promote development
(particularly of the poor in accordance with the ideals of the
Partyless Panchayat System) can face three major obstacles in being
translated into real change: _l1) structural problems of thé&
administration, 2) what I shall call the "local rationality of the
marketplace”, and 3) the direction of development by traditional
patterns of obligation and expectation rather than by political
ideals. The first two obstacles ﬁill be dealt with briefly; the third

o

will then be treated at length.
The. present structure of the Nepali civil service 1s such that

even the best of intentions can tesult in minimal or even no results
from policies. Justice (1986), Wake‘(1980), and others have described
-how the complexities of the various hierarchies and the frequent
re-orgahization of structure and shifting of personnel can result in
programs being stalled indefinitely. The system makes communication
so difficult that to facilitate action, people often-bypass 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—pervasivé practices of bribery, &Pformal q;version of
funds, and other activities where power is used to négotiate financial

gain. "Everyoune knows" that this goes on; everyone has seen the

"ring-road mansions"” on the outskirts of Kathmandu, the large houses

of Nepali bureaucrats that dbuld not be supported\gn an official

salary only.

?
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The failure of centrally designed develgpment projects ‘to help
the poor is partly due to implementation problemé% Many of-thége
derive from the influence of traditional patterns of obligatioﬁs and
expectation on political and administrative processes. I will preseant
two cases which i1llustrate this argument. The first case demonstrates
how in one town political processes on the national and local level
are influencing. the digtribution.of water plpes. The Ssecond is the
more general case of attempts at land reform as a measure to ald the
poor. It will be shown that despite pressure from foreign donors aand
the péssing of legislation, changes 1in access to land —-- 1lmportant to
the improved nutrition and health status of the poor —— have not
happened: in general those with political power to effect change to
benefit the poor did not have the will to do so.

CASE 1: POLITICS AND THE DISTRIBUTION OF THE BENEFITS OF DEVELOPMENT

At the local level in Nepal there is 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 decisions
politicians are often obliged to favour their client families. On
other occasious they are obliged to favour their own locality or
eth%ic group. There are

few men in positions of responsibility and power who are not
placed 1in situations of resisting or ylelding to

expectations to favour either members of their own family or
people of the same ethnic group or locality. There i3 no
bazaar town with a native gon in high office where
condemnation cannot be heard for his fallure to change'
project priorities om its behalf (Wake 1980:28).

The local Eanchazat leaders, as related earlier, are
responsible both for coordinating development and providing the

central govermmeht with information about local needs. 35ays sttice

in her report on the organization of health care in Nepal:

v
-~
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There was little evidence that 1nformation on health needs
and conditions was transmitted through the panchayat.
Rather, the panchayat was used by local elites to obtain
resources, such as health posts, to meet thelr needs.
Numerous examples gshow that health posts were bullt in areas
where local families have influence, and not where there was
the greatest need or where the services would be most easily
accessible to the local population.

Elites and villagers may have similar health needs, but who

receives government services differs. Delivery of services

is better structured to meet the needs of the elite, who ;

have priority ih obtaining the limited resources (Justice

1981:187).

Whatever the central government/?lans, the rural local elite

are a crueial link in the implementat%@n of policies because they have
the power to promote or resist these élpng,lines that serve the

interests of their own group. ,

The effects of political activity in Nayagaon (a fictitious
name for the town I lived in) over the past several years isaan
example of how politics based on traditional patterns of obligation
influences the allocation of development résources and benefits in
Nepal. Both the national and local levels of political influence were
1nv61ved. I will now outline how the political activity of Nayagaon
over the past several years has influenced, and‘will continue to
influence, the construction of a water supply system in the area.

Several years ago a preliminary study of Nayagaon, which Qas at
that time a village, was carried out by a foreign government aid
organization. This &as to be the basis of 4 development plan for the
village. A priority of the project was the construction of a water
supply system running from the nedrby hills to the village. The
absence of a’'good water supply waé widely acknowledged to be a major
Ltoblem. When I left the tgbn 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
eff§CCed by a change in the settlement's administrative status,.from

that of village to town. The transition to town status gave the local

leader more power in a greater sphere of influence. Compared to
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leaders in villages, town leadets have more power to extract and
distribuce/;axes,’settle semi-judicial matters, and control and

R

Theg/events leading up to this transition were recounted to me

coordinat;>development in their electoral districts.
by numerous people in Nayagaon and an American Peace Corps Volunteer
working in Thulogaon (a fictitious name), a neighbouring settlement.

A number of previous campaigns to achieve town status had tfailed;: the'
primary reason was that the village's population was too small to
warrant a change in status. The successful attempt came after two
changes in the village's situation. First, the village's boundarlies
were redrawn to ILncorporate seven small surrounding villages, thereby
increasing the official population (though still not to the ofticlally
required level). Second, a local person who had been elected to the
National Assembly provided a strong link with the central dééision
making body in Kathmandu. "

.The acceptance of Ehe successful application was not
straightforward. There was opposition from some of the inhabitants of
Thulogaon who stood to lose from thé change; 1if Nayagaon became a town
1t would be able to compete for prbfits from various enterprises. The N
people of Thulogaon also had a strong link with a member of the g
National Assembly to whom they applied for support. The status of
town was finally awardzh after three months of bribes and
counter—bribes, some violence 1in the area, and many trips by tlie
leaders to Kathmandu. A leader for Nayagaon was then selected, rather
than elected. He was from the richest family 1in the town. Nayagaon
became a rdwn desplite low population and opposition, through the,
support of a powerful "source" in Kaﬁhmaﬁdu. '

Before the election of 1987 implementation of the 3%velopment
project began. The original planning had taken place before the
village boundaries had been redrawn to Include, outlying areas. The
selected government had continued to focus attention on the central
settlement. By the time of the election development plans had not "o

been adjusted to account for the new population distribution.
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There were two major cgpdidaces 1in the leader;hip election of
1987. The concerns of thelr supporters 1llustrate how politics on two
levels influences who benefits from development resources and projects
in Nepal. Fhe successful candidate was the” former selected leader.
His supporters wanted him to continue as leader because in addition to
wanting to "bring development to the town"” he had the strong business,
administrative, and poldtical connections in Kathmandu that would
enable him to do this. During the upcoming development programs he
éould use his "sgsource” and "force" to get as much as was possible for
the town from central sources. The concerns of the alternate )
candlidate and his supporters, many of whom lived in the outlying
settlements, were of a different order: while also wanqéng
dgvelopment for the town, tﬁey feared that the benefits ,and costs of
that develoﬁmen: would be unevenly distributed. Since 1985 no change
had been made Iin the routing plan for the new water pipe system; pilpes
would not be redirected to provide water pipes for the n%wly absorbed
villages. Yet the people Iin these settlements were paying higher
taxes and feared that they would be called upon to perform an unfair
share of the "community participation” volunteer labour required to
lay the water pipes.

In summary, Nayagaon's elites had used poiitical connections to
have the village's administrative status changed to that of a town.
The post—incorporation selected leadership had not altered:a

development plan that aimed to bring water pipes to the center of the

Ekwn. At the time of the 1987 election the plans as they stood would

benefit those living in the central area only, possibly to the )
derriment of those 'in the outlying areas. ‘As one man told me, "If you
have money what difference does a small tax make? If you have no
money a small tax and extra work can ruin you." —
This case illustrates how politics guidedrby traditional

patterns of obligation influences the distribution of benefits from
development resources and projects. Both national and local levels of
politics were involvedq n the national level alliances between

people with political and administrative power in Kathmandu §nd the
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leaders of their home localitlies were used to change Nayagaon's
administrative status from village to town. Thisl;hange gave village
leaders more control over development in the area and more tunds to
control both through taxation and increased government éunds. On the
£9cal level, elected leaders were expected to give priority to the
Q§eds of their kin and immediate neighbourhood; as a result the less
\eizzjful were not to benefit from & development project whose cost
th could 111 afford to héi% bear. <~ )
e -
CASE 2: LAND REFORM: .

From the preceding case, it can be seen that with respect to
the distribution of services, power can be used by local politicians
to benefit local elites. With land reform efforts the situation s
rather different. 1In this case the politicians and administractors,
being in general the large landowners, are asked to enforce measures
that definitely are not in their own interest: those who stand to
lose most by land reforms were asked to implement them. The results
are predictable: a succession of attempts at land reférm have had
very little.effecc on caste/claés patterns of landownegship.
Congistently either the laws have unot been widely enforced or, when
land ;as redistributed, those who administered the laws used theelr
position to secure land for themselves and their families and friends
(Stiller and Yadav 19J9:146). In June 1978, for example, the Speclal
Police Department announced that six offtcials had misappropriated

almost 1300 hectares of land that had been freed for distribution

<

(Rising Nepal, June' 16, 1978).
. During Rana rule birta land grants were glven to thése favoured
by the ruling family;ﬁ~By the revolutionlof 1951, 60 percent of
agricultural land was held in birta grants and was not taxed. One of
the priorities of the‘gost—revoldtion government 1an the early 1950s
was land redistribution. The Congress Bloc proposed that the grants
were made under legal norms that were no ionger in force and that
accordingl;, birta owners had no claiy of ownership. The land-was to

be taxed and gradually redistributed to tenants who were working the
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land. Passing the liws was easy; enforcing them harder. The 1951 law
only prohibited the sale of birta holdings anh required that they be
registered. Reglstration was not accomplished: besides there being
virtually no records of individual land grants, almost everyone who
qualified for governmént service in 1951 themselves.held birta land .
and were, apparently, reluctant to promote the process. A major
.conséquence 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 Y.
° Through variﬁus cabinets the matter did not progress until the
Birta Abolition Bill was passed in October 19§9. With King Mahendra's
guspension of the constitution and dissolution of parliament in late
1960, the land reform program temporarily ended (Stiller and Yadav 5
1979:148).

In the early sixties,’goreign ald donors pressured the
government to imvolement land reform measures as unequal distribution
was thought to be a major obstacle  to further development (Seddon
1987:41). The Land Organization Act was passed in 1963 followed by
the Land Act of 1964. The proposed measures were modest, establishing
an official’ celling on land holdings which in qffect only applied to
seven or elght percent of thé cultivatable land in the Terai’(Gaige
1975:173). The acts had limited effect even eight years after they
were passed, although 146,000 acres of land had been made free, only
56,000 acres had actually been distributed (Seddon 1987:41). Many
landowners were dften able to transqgiisa£plus land to relafives
(Seddon 1987:119; Rose and Fisher 1970:122-129).

In summgry, the historically embedded patterns of policicél

power-that shape present conditions also constitute the,mechanism®

through which change must occur. Because this is a conservative

force, change 1is slow to occur. s

Iu Part I1, three assumptions of the hypothetical model of

a

- ) biomedicine were presented as barriers to effective health- planning in

t the Third World: 1) the notiom of the medical system both as a body

<
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of knowle?ge ;nd -an inl&itutional framework, 2) the implicit model of
the ideal-rational patient, and 3) the belief 1n the effectiveness of
biomedical techniques. 1In the light of the material presented in
Parts 'TII and IV, I will now assess the relative importance of these
three to the planning of development to deal with the problém of high
rates of child and infant morbidity and mortality in Nepal. °

"Health development”, the phrase 1 have used through most of .
this essay, can be distinguished from "medical development”. "Medical
development” is here used to refer to development projects that aim to
lower morbidity and mortality rates through the expansion of
biomedical facilities, and the promotion of. the use of blomedical
techniques and facilities. ."Health development"” is planning that
recognizes non "medical” (in the biomedical sense) influences on
health and aims to alter these in an effort to promote a4 reduction in
rates of morbidity and mortality. Health development does not deny
the importance of some aspects of biomedical technology In the
promotion of health. These are to be seen; however, as one agpect of
a larger project. In the light of this distinction, the relatlive
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 and child hbrtality from ‘
diarrhea and dehydration in Nepal ‘medlical development planners aim to
1) provide facilities such as health posts to which‘;}e‘afflicted can
be brought for treatment, 2) promote the use of Oral Rehydration
Therapy (ORT), currepntly widely advertised on RadioQNepa%, and 3) to
some degree promote the use of basic .preventative measures such as
boiling water. -

Medical development efforts encounter threq major types of
problems: Fi¥st, as can be imagined 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 avallability of medication. If biomedicine does not exist in

.an area, clearly it cannot be used. The second.group of problems

cluster around aSﬁumptions 1 and 2 described’ in Part II: questions of

~
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Aiffering conceptions of what illness involves, differenc
rationalities of sickness behaviour etc.. A large and growing
literature (Allen'1978; Devoka 1984; Durkin-Longley 1982; Macfarlane
1981' Stone 1976) all report diverse beliefs concerning indigenous
Nepali beliefs concerning sickness aetiology and treatment that extend
into realms such as the social and spiritual that are well beyond the
parameters of biomedicine. The importance of these as obstacles to
the promotién of biomedical prectices varies with factors such as
education, exposure to Western culture 1in general, the particular form
in which biomedicine 1s presented, and the circumstances of a ’
particular sickness episode. In Kathmandu, for example, facilities
are widely used and prospering drug stores abound: there are‘fey
cultural barriers. In remote areas, however, cultural consideratioas,
are likely to be more important. IR ‘

The third set of problems relates to the diminished
effectiveness of blomedical techniqueswin the physical conditions of
Nepal. W&ntibiotics may Be administered to a child, for example, who
recovers only to be reinfected and debilitated a few 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 biomedicihe
can do little for many chronic and idmeﬂiately life—-threatening )
conditions. Such phenomena are not well documented. During my own
visits to' a hospital in Nepal, however, skeptical attitudes were not
unknown. If patlents 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 assumptions
of the hypothetical model of biomedicine limit effective medical
deyelopment planning to reduce high child and infant mortality rates
it seems thet in Negel, as elsewhere, all three assumptions discussed
in Part II, impede the success of thisaendeavour.' The relative
lmportance of each 1s dependent on circumstances. I would suggest

however that the obstacles become smaller as the tdrget population

becomes wealthier. Wealthier people in Nepal are more likely to be

»
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educated, more familiar with and receptive to Western cultute, and
have easier fingnecial and geogr?phical access,to biomedical
facilitie§¢ They are also likely to be better nourished: therefore,
for them the results of treatment are more likely to 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 to medical
development, it is clear from the preceding extended discussion that
the third assumption of the hypothetical model has proven to be the
largest obstacle to effective planning to reduce child and intant
-hortality. Because of the assumptlon that biomedical techniques are
effective independent of physical, economic, and political context,
pealth planning as such scarcely exists. Instead we have ﬁedl&al
development. The most profound obscacie stemming from Western
conceptions of sickness 1is the confusion of medical‘development with
health development. By cloaking the problems of widespread sickness

in the idiom of biomedicine and planning medical development, the

underiying causes of the sicknesses of the poor are not directly dealt |

with: ¢they are not, aftgr all, medical problems.

[

.

™

62

i
i




63

. PART V
THE ANTHROPOLOGIST IN THIRD WORLD HEALTH DEVELOPMENT

In this section I will support two claims made earlier:

1) that the research of many anthropologists working iﬁ health
development in Nepal 1s directed by priorities determined by thé
biomedical model of disease,‘and 2) that by addressing the problems of
health development in the idiop of biomedicine, the medicalized
anthropologist pelps maintain, legitimate, and defer criticism of the
existing system of social relations that has the effect of inhibiting
change that would improve the healéh status of the poor. It will also
be shown that these same social relations mitigate against the
anthropologist adopting alternative approaches.

Promoting ‘the treatment of diérrhga and dehydration through the
administration of oral rehydration salts (ORS) —— commonly called oral
rehydration therapy (ORT) —-— has been a major goal of medical
development in Nepal during the last year. The United Nations
Ingérnational Childrens' Emergency Fund (UNILCEF), whose mandate 1is to’
help the poorest people in the Third World, is a major sponsor of ORT
promotion campaigns {n Nepal. I shall discuss how UNICEF describes
and justifies its efforts to meet <that mandate through ORT, My

sources are The State of the World's Children by James P. Grant,

Executive Director of UNICEF, and ORT campalgn 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 explicit
denial of the influence of political and Lconomic conditions omn health
and development.

Grant calls for the promotion of ORT on the grounds of
“capacity” and "morality". "Capacity" here refers to scientific
knowledge of disease processes including knowledge of simple measures
that effectively intervene in these; "mgrality" refers to "the right"”
of everyone to have command of the more simple aspects of this
knowlidge so that they can save the. lives of their children. He holds

that the "time has come for the international community to say that it

B
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is ... intolerable for 40,000 of its young children to die every day
+es In the silent emergency of infection and malonutrition which the
world has already demonstrated its capacity to prevent on a
significant scale and at a manageable cost™ (Grant 1987:9). In this
"Revolution in Child Survi@al and Development” Grant exﬁgzta all to
"exert the moral muscle to transform what can now be done into what®
will now be done” (Grant 1987:9). What can be done, he claims, 1is
that 'through the use of simple biomedical techniques the majority of
the world's children can be freed from high death rates and from
frequent growth-sapping disease” (Grant 1987:il).

Grant bases his hopes:' that thls goal will be reached on the
possibiliéy that knowledge about the sclentific basis and treatment of
disease can be spread widely in the Third World. He claims that
sclence can adequately describe the dlarrheal syundrome's cause and
provide its cure and that science can end malnutrition. Grant and the
UNICEF ORT pamphlets distributed in Nepal stress the proximate rather
than soclal causes of death: they claim, for example, that "frequent
bouts of diarrhea is the main reason for malnourishment and child

deaths in Nepal" (pamphlet UNICEF IN NEPAL), rather than land

distribution and income as I have argued. Because of "sclentific
underscanding” Grant’claims, mos} childhood illness and malnutrition
is "rehdily preventable” (Grant 1987:9). "The scientific core of what
is now possible ..." he says, "... could enable most families to
prevent the everyday emergency of child malnutrition and child death"
(Grant 1987:25).

In emphasizing the need for widespread education in the basic
principles of scientifically based health-care techniques, Grant
supports the biomedicafpemphasis of 1individual rather than sotial
resﬁanibility for sickness. He claims théc the key to ending
malnutrition is education: teaching the poor how to breastfeed, wean
and feed their children, and how to administer ORT. Mothers are his
target group. Although aéknowledging that mothers need community
suppdrt, Grant places the responsibility for a child's proper

treatment and survivél, or the blame for the child’s improper

°
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treatment and death, on the child's mother's shoulders. In Grant's
biomedical model most deaths can be prevented if mothers are
"well-informed”: it 1is the "actions of mothers which can now turd the
key to ;elease so many children from the prison of frequent bouts of
illness, poor health, and early death” (Grant 1987:34). The ORT radio
campaign in Nepal plays heavily on this theme. The sc;nario of omne
common advertisement for ORS portrays a mother treating her child
incorrectly; she 1s then reprimanded by a knpwledgeable male who teils
her and the listening audience about the "real” cause and ggpfopriate

treatment for her child's sickness. The problem is located in the

sufferer and caregiver, not the overall situation that madé that

particular child sick. ' A\
What little attention Grant explicitly pays to the relationship

'
/

" _between economics and health reveals that he holds this to be of

little significance. Arguing for the necessity of vegetables twice a
day in a child's diet, for example, he states that "they are almost

always avallable to, and affordable by, the majority of the poor™

‘(Grant 1987:25). This 1s clearly not the case in most of Nepél where,

as I have shown, a large portion of the population does not have
suffiéient resources for subsistence needs. Even 1if available,
vegetables are a luxury item which the majority of the poor cannot
afford.

Grant does discuss poverty to some extent and in doing so
claims that the powers of science reach beyond the mere curing of
disease: he argues that the widespread use of scientific technlques
such as ORT will actually help to end poverty. Rather than soclal and
economlc development being a prerequisite for improved child health’'
fas I have argued), Grant reverses the direction of causality,
claiming that it is improved child health, the result of ORT and other
bilomedical techniques, that will be a spur for social and economic
change (Grant }987:11). The use of biomedical techniques, he says,
“would not be an isolated victory in the war om poverty. ... it would
demonstrate in practice how other 'worst aspects' of poverty could be

overcome"” (Grant 1987:34).

S




€ ¥

¢4

. This UNICEF statement on the cause and treatment of childhood
diarrhea 1is cast within the idiom of biomedicines It locates sickne
within the individual sufferer, gives sickness an asoclal aetiology?
proposes cures and preventative measures for which it assumes no
economic barriers exist, and places the reéponsibility for treatment
and recovery on the sufferer or caregiver. ' .

Grant's presentation is perhaps an extreme version of the
blomedical viewpoint. Yet in Kathmandu today, this orfentation
pervades and dominates discourse about the problems of child health
Nepatﬁ All development workers do ndi, of course, subscribe to this
view; and UNICEF and other agencie§ﬁdo have other programs attemptin
to deal with the problems of nutrition through un-medical medasures

such as agricultural development. My point, however, ig simply that
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this viewpoint is pervasive and to a large extent accepted even though

it propagates an inaccurate and ilncomplete understanding of the
problems of child health.
It was claimed at the outset of this essay that most

anthropological research relating to sickness in Nepal 13 medicalize

d

anthropology: 1t fits well into the paradigm propagated by those such

as Grant who view the problems of health development in Nepal in
biomedical terms. Research that 1s commissioned by development
agencles, and much independent wofk,‘is designed to locate 1in target
populations pbstééles to the Introduction of biomedical techniques.
Such an emphasis 1s consonant with practice over the past thirty
years. i shall now present a brief outline of this tradition of
practice in medical, or medicalized, anthropology. This will be
followed by 1llustratiouns of how current research in -Nepal fits fnto
this tradition.

A compilation of essays edited by Benjamin Paul in 1955,

Healfh, Culture and Community, reveals that at that time anthropolog

in health development was directed by the biomedical framework. As
popular text, it shaped how such research " continued.to be done. In
his introduction Paul presents a view of health and the problems of

Third World health development within the Siomegical paradigm:

7
a



s

67
3 ! '

d 1

- In the long run the most efficlent method of combating -

illness 1s to gtop it at its source, to prevent its
occurrenée In the first place. The health scilences are
discovering new means to promote sound health and prevent
specific disabilities. The great challenge 1is to find ways
of weaviﬁg the discoveries of science into the fabric of
daily 1living. This 1is a task In 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). ’

These ldeas, attitudes, and modes of behaviour include those relating

‘

to sickness. The way to handle health problems Paul suggests 1is to
replace these ideas and modes of behavioué with those based on -
scientific knowledge. The task of the anthropologist is to find where
the resistances to scientific knowledge and practice, the “cause" of
illness, reside. The aim 1s reeducation.

Polgar's delineation of four fallagies limicting the
effeétiveness of medical-health development has been influential since
his writing in 1963. ‘These four fallacles demonstrated that the
blomedical mo@el’of the "medical” domain did not fit easily into other
cultures. Polgar déscribed Third World people as: 1) having health
beliefs of their own, they were not empty vessels walting for new
medical knoWlehge; 2) not necessarily separating "medicine” and
“health" from other aspects of their existence; 3) not necessarily
deriving all thelr knowledge fromdofficial sources "above"uin soclety;
4) not being all 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
survival in incorrect knowledge. :

Recent writings on the anthropologist's role in improving the
health status of the poor in thé Third World stlll emphasize this
"seeking obstacles to intervention” approach. In a 1984 article on

"Appropriate Research for Primary Health Care: An Anthropologist's ‘.-

" View", for example, Buzzard argues that the work of anthropologists

using the method of participant observation can be useful in

"identifying local values and belief systems and making the data
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useful to program decision makers ... The anthropological wethod is ////ﬂ
ideal she argues for identifying "potential problems” in “folk
beliefs, curing practices, and community social organization” chat
will "affect the reception of a program by the target group" (Buzzard
1984:276). Buzzard deems survey techniques to be of limited use
because they merely confirm that a positive relationship exists
between poor health and poverty (Buzzard 1984:276).

In Nepal most commissioned and independent research follows the ot

mandate proposed by Paul, Polgar, and Buzzard. A June 1976 speclal

edition of Contributions to Nepalese Studies, the primary journal of

soélal science research in Nepal (in English and Nepali) was devoted
to "Health, Development and Anthropology". All the articles were
descriptions of indigeqogg*beliefs about sickness and various modes of
treatment including big(ﬁédicine. Some (for example, Wake 1976)
specifically dealt with the influence of cultural factors on the usae
of bilomedical health services. Other research explores-the
possibility of using traditilonal healers in the promotion of
biomedical techniques (see, for example, Petggs 1979). As described
in the introduction, anthropologists repoiting the results of research
on "medical” subjects in Nepal omit political topics in presenting
Nepali views of sickness etiology, describing instead bellefs in
causation on the natural, supernatural, or immediate soclal level.

The research descrip€d above is designed to elicit the

"native's point of view"/concerning sickness. Because it 1is guided by

the biomedical worlg: ew qu/or biomedicaily defined prilorities,
however, gﬁbh_xesﬁgrcp does not elucidate political knowledge 1in
connection with sickness. As argued in the Introduction, the non
"medicéi" ethnographic literature and my own findings in Nepal

!
indicate that some subjects of this research have awareness of, and

concern with, the effects of landlessness, low income, and political

process on health. The "native's point of view” 1is too narrowly

defined by the anthropologist's paradigm.

Presenting the problems of health development in the idiom of

biomedicine is not without consequence. I will now discuss how this
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practice obscures the relationship between politics, economics, and
health, thereby helping to perpetuate social relations that inhibit
improveﬁent in the health status of the goor in Nepal.

In Part 1 the arguments of Young (1976(b)) and Taussig (1980)
were presented. By combining these viewpoints, bilomedicine can be
described a? an Internalizing discourse which locates disease within .
the body of the sufferer and emphasizes the proximate physical cause
of sickness. Socilal relations that influence the distribution of
morbidity and mortality are thereby objectified: the biomedical
discourse reifiés the silgns, experlences, and outcomes of a sickness
eplsode as éesocialized facts of nature. Through the process of
conceptually internalizing and objectifying sickness, the practice of

using the ‘biomedical idiom obscures the political and econoumic

components of sickness. »

This objectifying practice helps perpetuate existing socilal
relations in three ways. First, by.denying that social change 1is
necessary 1f health development 1s to occur, such practice deflects
attention from social problems and focuses on problems of individual
pathology and acti?n: the message conveyed'is that it 1s the
individual body, not the gocial body, that requires treatment.
Second, at a time when there 1s a demand and expectation for
deveiopment in Nepal the provision of health services — even though
rudimentary gnd inadequately functioning -- creates the impression d:
an official willingness to implement reform. Guided by biliomedical
concepts of health care, however, this image can be cfeated wilthout
ma jor political or economic change. It is common in status quo
orlentated regimes facing potential instability to initiate minor
reformg such as Primary Health Care Programs to promote stability X
(Bossert et al. 1984; Heiby 1981; Cleaves 1980). Third, by having ;he
authority’ of an "objective" scilence not only does the blomedical
discourse deflect attention from social relations, it also
deligitimizes any suggestion that those relations influence sickness
patterns. A person's awareness of social influences on their

suffering 1s interpreted by biomedical standards as a misguided
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perception of "the facts of life ... irretrievably locked in the realm
of physical matter"” whose manipulation should be left to science and
the doctor (Taussig 1980:5). Medical discourse, taking its authoricy
from science, reifies sickness thus defining alternate interpretations
to be "unscientific" or illogical. )

In sum then, presenting the problems of health deveiopmént In
the biomedical idiom denies the influence of problematic social
relations on patterns of morbidity and mortality. In doing so the
biomedical discourse serves to perpetuate social relations that have
the effect of inhibiting the improvement of the health status of the
poor Sy: 1) drawing attention away from fundamental problems, 2)
providing a discourse and activity that-gives the appearance of a
committed political will without threatening the status quo or
requiring that fundamental change takévplace, and 3) claiming its
objectivity frgm sclience, thereby rendering critique, whether explicit
or implicit; "subjective" and therefore wrong.

As presented earlier, the work of medical development -
anthropologists in Nepal is directed by and supports the bilomedical
model of  disease. The anthropological research draws attention to
"unscientific” indigenous beliefs and practices about disease and
neglects beliefs about the wider context of sickﬁess: attention 1s
drawn to sickness on the individual rather than social level. Medical
developmen; research by anthropologists promotes the objectification
and mystification of social relations, with all the consequences of
such practice as described above. '

" There are real barriers to carrying out research that attempts
to deal with the sSocial context of sickness: most of these derive

2

from the very status quo that benefits from medicalized °
anthropological research. The Nepall government does not welcome
critigism. Academics (Nepall and foreign), people working for aid
agencles, and those holding po§1tions in the Nepall ®political and
administrative structures are slow to either criticize the government

or object to 1its policies.
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Foreign aid organizations do not sponsor research on-the
political context of health or ill-health. On the basis of a career
as an anthropologist working in development, Foster (1987) &onc{udes
that aid organizations consider extra-medical research not only
lacking in practicality, but potentially threatening. Foster
describes the situation in international bodies such as the World
Health Organization. These, he says,

must be ... sensitive to the organizational and political
cousequences of all ctheir activities, including research.
.++«Medigal regsearch is "safe” research, because ... its
probable findings, if not always predictable, can be
controlled and cast in a favourable light ... behavioral

regsearch is far more likely to reveal unflattering aspects
of the health programs of member nations, and the policies
of the parent body itself than is medifal research. It {is
inherently a threatening activity which, if allowed to get
out of hand, might do great damage to the organizatlion and
its relations to member nations (Foster 1987:711).

Ald organizatioﬁg-in Nepal are not entirely free to set
research priorities without support from their Nepalli government
agsociates. Given the structure and operating practices of the Nepali
government as outlined in Parts III and .IV, it 1s not in the interests
of any government employee to support or suggest research that could

potentially criticize their superiors or the government itself. Says

Justice (1986) in her study of health care bureaucdracies in Nepal, the

E

Nepali bureaucrat is

Jjudged not only on training and on job performance but also
on personal affiliation. Familial and interpersonal

- relationships are critically important in determining the

* course of his career. Relationships within the bureaucracy:
are multistranded, persomal, and long-term .... Knowing
that individual consultants and project schemes come and go
in a relatively short time, a_Nepall may agree to a program
that he knows 1s inappropriate for Nepal in order to ensure
his own job security. (The) typical Nepali administrator
cannot afford to take a stand in opposition to government
policy, to his supervisor, or to family members that could
single him out for reproach. To displease those in, power

- might result in ctransfer to a less desirable post (Justice
1986:42-45).
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Thus research that would tﬁzeapen t%yxintereSCS of the powerful is
unlikely to be supported by théose whose livelihood depends on
maintaining the good will of their superiors in the bureaucracy. As’
everyone 1s less powerful than the King and the King does not condone
political opposition, virtually nobody ipn the Nepall government
administration would support a foreign aild agency that wished to
promote research on the political context of health in Nepal.

The government's p sition on the role of intellectuals is

clear. The Prime Minister stated in a recent speech that sincerity,
impartial thinking and reason form the very foundation of academic
freedom". This impartiality should be used, howevet, to support the
government, promote political stability, and "help materialize the
Royal wish of providing the basic needs of the people.” This is to be
done he says by promulgating the ideals of the Parcyleés Panchayat
System in the schools and university. "The University and its campus

are places for academic exerclse not political pPlatform” (Rising

* Nepal, December 13, 1986). The government clearly wilshes academic

T

opinion and research to support government policy and rhgtoric.

In a review of trends in research supported by Tribhuvan
University, Ka&hmandu, Mishra, a Nepall academic, shows that research
is direc%ed by the interests'df thevgovernment and elites of Nepal.
Research at the university is predominantly "'feasibllity and {mpact
studies“%nd +++ the ubiquitous 'social—-ecounomié survey' despite their
limited overall significance”, "fancy” topilcs such as spirit
possession, and the study of "economics of and for the privileged”
(Mishra 1984:2-3). This research he says "has, 1in general failed to.
deal squarely with most of the fundamental issues perplexing the
everyday lives of the masses of Nepalese people ... landlessness ...
labogr, poverty ... corruption and the gross
political-administrative-professional inefficlency we know is about

(Mishra 1984:2). Mishra notes that in Nepal there 1is no tradicion
of, or place for, critical research. -

Even 1f inclined to do critical research, Nepali academics

usually refrain from this to protect themselves and thelr position. A

)
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" gelf-named "s}jlent participant” said\of a development seminar that he
attended that often in tﬁe geminar the "real” problems of development
almost became subject-for discussion. But everyone always stopped
short of confronting these, being afraid “to take the bull by the
horns” (Silent participant 1583:3). This reluctance to speak against
dominant interests in ordér to protect personal interests was also
reported by Blaikie et al. commenting on "radical” educated and
self-employed beople: even these muted thelr criticism out of
self-interest (Blaikie et al. 1980:88).

Foreign researchers must procure visas through Tribhuvap ¢
University. Given the typés of research supported by the university
and the reluctance of itz membership to even express support ;f
critical research, there is a real barrier to conducting other than

“safe"” research in Nepal. ‘

“ \ 4]
Those who do manage to procure a visa for political or ec

research are then confronted with ethical responsibilities to th
subjects of thelr research. Expressing anti-government opinion
illegal in Nepal: people who do so are sometimes imprisoned or
otherwise caused to suffeg. Yet I found that political opinions were
often freely expressed. Should the énthropologist keep field totas of
such data, even if coded in an attempt to counceal identities? 1If a
researcher 1s investigating political subjects how can she present a.
"report of find}nés" as the Nepali Goverumént requires and be sure no
111 consequences will arise from it? And what of publishing? Working
-~ as anthropologlsts tend to do -- in small communities, idengities
are hard to concéal.' Interested governments are able to link
fictitious and-real location names through visa records. Though
wishing to represent the interests of he;.subjects,'both as she and
they perceive them, the anthropologist must be ever vigilant about

protectiné her subjects' Iimmediate interests.

[

In this section I have argued that the research of many
anthropologists working in health development in Nepal i1s. directed by

“the dSsumpcions of the biomedical model of disease. Accordingly, this

<
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research does not take into considefatiop the political and economic

<

) ~
development. I have shown, I-thinl, that the political and economic

sltuation in Nepal when addressing. the problems of health

situation in Nepal influences the distribution of morbidity and
mortality. I have argued that many people in Nepal are aware of
this. ByoperpeCuating the<blomedical discourse in Katpmandu,
medicalized anthrobologists: 1) detract atteantion from major
obftacles to the ;mprovement of the health of the poor, and )
2)

Medicalized anthropologists support a status quo that inhibics

i

deligitimate “"grass—roots" critique 8f the existing system.

. improvement in the health status of the poor. I have also shown,

however, that the interests of this status quo micigate against the

anthropologist adopting a more critical approach to health development.

-4 . il
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I do not wish to talk to you about these things, for my
_situation 1is so miserdble and I am so desparate that I

cannot go on talking of them. It is not words that can

change my life, but a change in my country .... -

Interview 1in Nepal, reported ,
in Blaikie, Cameron, and
Seddon, 1979, p. 48.

In this essay I have discussed the limited gain and potential

harm of health development programs that are planned on the basis of

Western ideologies éurrounding the sickness domain. Through a r
discussion of the social origins of biomedf®ine it was shown that, .
being ground in science and "reason", biomedicine 1s popularly .‘
believed to be objective and not influenced by social processes. By rﬂ
contrasting medical practice in the West and the Third World, however,
1t was shown that a large discrepancy exists between this hypothetical
model and the reality of socially embedded theory and practice. It

was argued that planning health development on the basis of the
aésumptions of the hypothetical model has lessened the benefits for

the poor from expensive, well-intentioned plans.

The case of Nepal was discussed at length. It was demonsiratqd

that in addition to the proximate, physical causes of disease,

‘economic and political conditions in Nepal influence the distribution_

of mortality and morbidity. Through the description of two cases,

1]

land reform and the local \level implementation of a water pipe

‘projeét, it was shown that political processes on the national and

local level are important influences on whether the health status of
the poor improves, stays the same, or worseus. ,
The .biomedical wodel does not, in general, include the
consideration of social influences on health. *As discussed in Part I,
some disciplines such as family medicine and psychiatry have always

explicitly taken into account soclal 'and psychological, as well as
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physical, variables in disease etiology. In general, howaver, the

blomedical model locates the cause, site, and treatment of sickness
within the individudl sick person's body. Accordingly, discourses in
the biomedical idiom are not, as populariy thought, ideologically or
politically neutral: they embody a very specific view of the nature
of diéease, one that obscures the relationship between political and
economic conditions and patterns of morbidity.

In Kathmandu today, the biomedical discourse 1s used to discuss !
the problems of health development in Nepal. It wds suggested that
this® perpetuation of the biomedical world-view has three negative
congequences: 1) the political feasibility of plans 1is usually not
considered, 2) elited are providéd with an activity and discourse that
creates the impression that they favour reform but does not require a
fundamental change in the status quo, and 3) éhe grassroots critique
of the existing status quo is invalidated.

Most’research by medical anthropologist& working in health
development was shown to'be guided by the perce¥cions and priorities
of biomedicine. It was argued that by condugti&‘ thls research
medicalized anthropologists are supporting a systiem that has the
effect of inhibiting change conducive ;o improving the health of the
poor in Nepal. Thi§ very system,lhowever, militatks agalinst the
anthropologlst adopting other approaches. -

In concluding I wish to sugéesc what anthropologists can do to
improve the health status of the poor Iin Nepal. The anthropologistc's
pfbposed role with respect to health development in particular will bé)
returned to after a brief, broader discussion of development and what,
in general, ought to be done for the poor in Nepal. I hold that,
despite the obstacles described in Part V, it 1s unacceptable for
foreigners working in development- in Nepal not to promote change in
the existing status quo.

Many development workers with whom I spoke in Nepal would argue
that change in thejexisting system 1s not necessary and should not be
attempted. They claim that a powerful elite is necessary to implement

devé;opment projects and run the bureaucracy; that the wealth that

¢
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accrues to the elite "trickles down" to the poor; that the . '
beneficlaries are not wealthy (compared to foreigners) and that in
demanding bribes and diverting funds “they're 'not really doing
anything wrong, that's the way things are done here". :

This accept?nce of tpe gstatus, quo is justified onl& if any of
the following premises are accepted. 1) All people in the Third World

-have, by virtue of thelr nationality, -a "right” to a share of the

wealth of the West. 2) The elite of the Third World have a "right” to
ugse this donation without interference from the donors. 3) The ‘
present syafem will actually get the work of development done. &) IE
is morally justifiable to not help aod even harm the poor in order to

aid the wealthy or not—so-poor. 4

All these premises warrant an extensive couslderation not
feasible in this essay. I hold, however, that none provides an ,
adequate Jugstification for a refusal to challenge the existiné
system. Pregises 1 and 2 derive from a Westerm liberal political
philosophy questioned by many (see, for example, Bauer 1981) who would
argue that, while it may be permissible to help those who cannot help
themselves, it 1s by no means clear that those already faring quite
well have any right to charity. Premise 3 is invalid. As described
earlier, the typical Nepall bureaucrat is orientated towards personal
goals quite distinct from the completion of particular projects. The
fourth premise 1s to me unacceptable. If foreign aid is given to help
the poor, it 1s the poorest, so trapped in their poverty that they
cannot help themselves, that must be aided first. o ‘

Change in the exilsting administrative and political structure
of Nepal 1s necessary i} the poor are to be helped to a significant
degree. How 1s this to be attempted? At the start of this essay I
argued for the usefulness of looking for obstacles to development in
light of the ideolog;es and practices of Western culture. - Following
this approach I will now, as a basis for proposing, productive action
towards change, briefly examine 1) ggg:plans development and 2) how

the characteristics of this group — their ideologies and practices —

.




78

influence how they plan developmentl In this discussion I draw from

Chambers (1983) Rural Development: putting the last first.

Chambers argues that we people who plan development are members
of a class. We are in general, he says, the opposite of those’whoﬁ we

seek to helﬁ{ we are relatively well-off, literate, urban-based, have

+sufficient food to eat, and expect to live long lives. Our class

"

exists in every Eountry of the world, including Nepal. : We share

interests, preconceptions, and preferences and it i{s these, he

claims, that gufde how development is done (Chambers 1983: pp. 2-35.
Six orientations of our class translate into blases in how

development is planned and implemented. These are 1) spatial:

towards the urban tarmaced or roadside; 2) personal: to those

p%tter-off, educated, users of services rather than non—users of

services; 3) seasonal: towards wgen the climate 1s pleasant; -

4) diplomatic: not seeking out the poor for fear -of giving -otfense;

5) professional: confined to the concerns of our own specilalities;

and, 6) project: towards places where there are already projects.

These blases keep us in contact and consultatlon with our own class

.andieffectively distance us from those not of our class, the rural

poor (Chambers 1983: " 13-23). I have so far emphasized that many
obstacles to development in Nepal derive from indigenous political
processes. Here I suggest that the selective perception of the
members of our class alds those processes: that the routing ot -
resources towards elites 1Is partly a result of our blases guiding us
to.,what we find familiar and comfortable.

As a positive step 1n planning for the poor, our class should
acknowledge that the poor know much about their situation and needs
that we are unaware of. The bilases noted above should be reversed and
plaﬂning strougly modefated by knowledge galned through talking to 4and
learning from the poor. Their priorities should be recognized; ghese
willl be heterogeneous, as are the poor. How the needs they g%ve
priority to are to be met should too, perhaps, be decided by the poor
as 1t is they who musf take the risks and do the work. The poor wi;l

lso be more likely than us to accurately determine the local level
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political feasibility of any project. Planning should be based on an
exchange of information: on a combination of the poors' knowledge of
the local situation and the planner/anthropologist's knowledge of the\
wider political and development situation in Nei:oal.

Projeéts that favour the poor, or are determined by their
stated interests are not likely to be well 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
geen as Qhreatening. International agencles according to Foster
(1987) donnoc want to sponsor program or research that "rocks the
boat" and Nepall government agéncies.are likely to oppose or be
indifferent to programs that only help the poor. Centralized planning
agencies do not generally encourage input from the péor. Pant (1982),
for example, in a report for the Center for Economic Development and
Admlnilstration, Kathmandu, explicitly denles the necessity of input
from the poor and favours what he calls "the téchnocratic approach" to
identifying their needs: the government agency:should decide
development priorities because “the uneducated masses of the
developing countries simply cannot ldentify their basic needs
properly” (1982:1). ( '

) This apathy or opposition to pro-poor programﬁﬁfhould not be
accepted with resignation. Resistance to can be diminished, and
enthusiasm for them stirred, by the simultaneous planning of some
benefits for elites. But the elite should not be accommodated too
gfnerously. Although international aid agencies and their employees
act and Speak as 1f the Nepali government is granting privilege to
foreign nations by accepting their help, in reality, the foreign
agencles are in a very powerful position. The present éovernment
requires tpeir presence; they bring revenue into Nepal and by their
presence legitimate the current regime. I suggest‘that the powerful
.ald agencies and t@e peoplé who work for them have a respoasibility 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 with the host nation. But to what end should that
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relationship be continued? I claim, as before, that the arguments for
the continuation of the present system are of questionable validicy.
The Nepali bureaucracy is not the homogeneous monolith that I

have presented. There exist what Blaikie (1982) calls the “modern

bureaucrats”: younger administrators, often educated outside the

country, who are commigted to change from within. There are local
elites who are concerned about the welfare of the poor. These people
can be supported and used to great advantage in the promotion of
pro—poor programs. v

) My proposals may appear unrealistic. Such ideas have, however,
occasionally successfully gulded practice. I attended; for example, a
meeting where the tudget for the next year's operation of a
multi-ministry nutrition program funded by an international aid agency
was being planned. An anthropologist was representing the aid agency
in the capacity of project coordimator. The budget proposed by the
agricultural ministry representative illocated 20 percent of the
avallable resources to promoting a program through which rich farmers
would start to grow cabh crops for a ready market in Kathmandu. On
the basis of the agency's offical mandate, the anthropolégist argued
successfully for the funds to be allocated to an alternate program
that benefittea the poor. The gains may seem small but for the poor
they are critical.

Even 1f there is a shift in planning emphasis towards the needs
of the poor, and the interests of elites are accommodated, and oaly
politically feasible projects are pursued, signiﬁ;cant change may not
be accomplished. Project plans may still be stalled indefinditely in
the bureaucracy or adjusted at the local level to- benefitr elites. -Aid
agencies méy not want to rock the boat beyond explicitly proposing
politically feasible programs to help the poor. A positive attempt at
change from the top may bring only limited results.

Even with such limited initial success, in the long run an
approach chgt directly addfess;s and 1s directly addressed by the poor
might bring about a fundamental change at. the gragsroots level.

Development is now usually planned from the top and is shaped by the
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biases of both the Nepall and foreign elite. 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 to benefit others and
are powerless. Partly because of this they sometimes feel that they
do not have a clailm to the benefits of foreign aid. They also often
feel ignorant: as one man told me, "when I see what you all have, and
how you can come and go here, and how I can never go where you go or
havg what you have, 1 think maybe that you gnow everything and I know
nothing™. Contrary to the common orilentation that denies the
importance of the poors' knowledge of their own situation, the
orientation and method I suggest validates and heightens the poors':
critical awareness of their own situation. Talking to the poor with
the {ntention of learning from them —- not learning about these so
that obstacles 1in &heir beliefs and lifeways can be overcome -—- is a
process that legitimates theilr knowledge. This is a positive step to
changing their éituation, as it validates rather than denies the °
legitimacy of thelr desire f&f change.

What then can(fnthropologists of both applied and academic
orlentationg do to help the situation of poor Nepalis? Most directly
applied anthropologists can promote projects that address the needs of
the poor, as in the case described above. On a more generai level the
applied anthropologist can promote awareness within development
agencies of the kind of argument I am making here. Mény people
working in the development industry who are in a position ta influence
policy cannot clearly articulate what they perceive to be the
priorities of development. Some do not know the priorities of the
organization they work for. Many ,are not aware of the realities of
Nepal beyond the Kathmandu Valley: their beliefs are guilded by the
media and what they read in official‘reports. Justice reports that _
some people in policy—making positions are not aware that the

newspaper the Rising Nepal is a government sponsored publication

presenting an unjustifiably positive view of the progress of

development in Nepal (1986:121-122).

»
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In general anthropologists have by'inclination or tralning an
ability to communicate with those culturally different from
themselves. As I am proposing that the poor should be spokén to, and
listened to, therg is much scope for productive research by academic
anthropologists. The view from the bottom needs to be docuﬁented.
Cases of the poor suffering rather than benefitting from development

projects should be documented from the point of view of the poor.

1

Much of the poor's knowledge -— of their physical and social
environment as it effects the attainment of basic needs —— can be best
learnt by a method anthropologists are very familiar with: spending /

time with people and listening.

Alternatively, the academic anthropo%ogist can conduct research
on the familiar: the foreign aid organizations themselves as Justice
and Foster have done, seeking in the assumpfionghby which these
operate, barriers to effective development planniﬁg for the poor.

All these orlentations can be dangerous for the anthropologlst,
and can definitely be against their own career interests; the
unorthodox anthropologist may not be re-ﬂired by agencles or may not

be granted a visa to conduct research. The alternatives are elther to

. support the system that has the effect of inhibiting ald to the poor,

or simply to not work in development at all and by default let the

present situation continue. Once committed to working In development, ,
aI hold that the anthropoldgist has a responsibllity to do what
virtually no—one else 1s willing to do: attempt to challenge a system
that does not, as it claims, help the poor.

The approach I propose could potentially be dangerous for the
Nepalls who voice thelr opinions through an anthropologist. Nothing
needs to be reported that 1s directly critical of the king dar the
P;rtyless Panchayat System. Information gathered can be fnnocuous,
dealing with, for example, local agricultural knowledge —— toplcs such
as which varieties of potatoes grow best on particular slopes (there
are significant differences) —— rather than finding out how to
persuade people to grow cash crops. On the more controversial level,

protecting those who report specific instances of exploitation or

’
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diversion of funds is more problematic. The point, however, is to
gather information to plan more effectively for the poor, not to
publicly announgce specific cases of corruption.

Raising the critical comsciousness of poor Nepalis may be seen
as an unwarranted impositlion of Western ideology. I have argued in
the introduction, however, that Nepall and Western spheres of
awareness are not completely separate. 1 do not propose inciting
people to revolution; I propose that Indigenous knowledge not be
delegitimated. We Wesgerners are already influencing the thouglits of
Nepalis: not to pfgmote Nepalis' awareness of their own situation is
to act to let it be delegitimated.

My discussion shows the question "what can anthropologists do
to lmprove the health status of the poor in the Third World?" to be
misconstrued. The question reflects the Western blomedical ideology
that distinguiéhes health as a realm apart from politics and ’
acononmics. Sugstantially improving the health status of poor Nepalis
requires programs that address their basic needs as th;§ see them.
This may eventually require a change in their political status or even _
a fundamental change in the poiitical\and economic‘systém of Nepal.
Research on western soclety (McKeown 1977), Japan (Jannetta 1987), and
China (Sidel and Sidel 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
populaction. Likewise, improving the heélth status of poor Nepalis
depends on change in extra—-medical factbrs.

' Even for the poor in the Third World some biomedical techniques
are éffeccive and should be available and uged if pogsible. Oral
rehydration salts, immunizations, cataract operatiouns to restore sight
are all of potential benefit to the poor. Whatais important for the
anthropologist to influence is where these are available and how they
are presented. Anthropologists can work against bilases that make
resources avallable primarily for the elite. Anthropologists can also
work to ensure that these be presented for what they are: primarily

treatments for symptoms not causes. I suggest that biomedicine be

v
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presented simply as physical technlques without the cosmological
baggage that separates disease from the sécial conditions of its
occurreunce, thereby delegitimating indigenous knowledge in connectilon
with the influence of politics on sickness. This indigenous knowledge
should not be invalidated as it could potentially inspilre action
towards the fundamental socletal changes necessary for a sustalned

substantial improvement In the health status of the poor in Nepal.
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