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Medically plmliiiic societies offer a variet'y of treatment options to
health seekers; decision-making leads to the selection of one or several
alternative therapies. Health seeking is a proceaaua"l phenomenon, for it
involves the acknowledgement of symptoms of disorder in aocialrand cultural
contexts, and the subsequent choice of treatment in response to this
perception. Health problema are recognized in an environment of contact,
communication, and interaction with other persons in a social network.
These "significant others" affect choice of health care by offering advice
and recommendations concerning the most appropriate course of action.
Formal models and quantitative analyses, which seek to clarify important
factors or determinants of choice, distance us from a true understanding of
the meaning of health care decisions by decontextualizing the decision- ‘
making process. While potentially valuable for the discovery of b
generalities and patterns of use, quantitative atudféa describe, rather than

explain decision-making; this approach may complement but not replace in-
F

depth analyses of decision-making at tl}e individual level.
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( Les sociéteés pluralistes dans le donainen(dical offrent aux personnes en
quéte de soins sanitaires une varie’te’\ de possibilités dans le chéix des
traftements; le processus de décision conduit & la selection d'une ou de

plusieurs options thérapeutiques. La recherche de la santé est un

processus, car elle implique la reconnaissance des témes a l'intérieur

de contextes socio-culturels, et-le choix subséquent d'un traftement en

re'ponse a cette prise de conscience. Les problémes de te sont pergus

dans un milieu d'interaction avec d'autres pet‘simnes i . A'intérieur d'un

- reseau de contact et de communieat:io'n sociaux. Ces tres personnes

affectent le choix des the'rapiea en prodiguant des conseils et des
reconmandations quant au processus le plus ade u\at. L.es analyses

. statistiques et quantitatives, qui visent i me tre. en }umiﬁsm les facteurs
importants et les éléments determinants du choix, ne 'nous permettent pas de
nous flever 3 une véritable compréhension de la aignifioation des de'ciaj;ons
en matiére de santé i;arce qu'ils placent hors contexte le processus de la
décision. Bien qu'elles soient potentiellement valables dans la découverte
des régles générales et des modéles d'utilisation, les études quantitatives
décrivent, pl;;;ait:“qu'ellea n‘expliquent le processus de décision; cette
approche peut complémenter mais non remplacer des analyses en profondeur du

processus de dscision au niveau individuel.
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Introduction . .

In recent years, anthropologists have become increasingly comoerned
with decision-making p‘ro\cesses and choice of health care alternatives in
medically pluralistic societies. This interest is reflected in a rapid

expanding body of literature on health care choice in cross-cultural
perspgctive. From early studies of the differential use of health om
resources in developing societies (Erasmus 1952; Gould 1957; Foster 1958),
to analyses of "hierarchises of resort"” to various treatment me;.boda
(échwart; 1969), to investigations of decision-making in terms of individual
cognition and reasoned, patterned behavior (J. Young 1981), anthropological
approaches to the problem of medical choice have stressed the need to
ennin'e and interpret the decision-making process in light of the social and
cultural environmen’t in which illness is experienced, and in which any
choice of health care alternative is made.

Most; if not all societies are medically pluralistic (Leslie 1980) and

thereby offer a series of alternative therapies or modes of treatment to
which persons may turn in times of illness in an effort to achieve the
restoration of health, a healing of the illness. The multiplicity of
medical options, representing a variety of philosophical and historical
bases of treatment methoda or medical "systems" (Press 1980; see Chapter I
below), provides a number of distinct and separate choices of health care at
the level of the individual, and decision-making studies seek to discover
the logic of such choices within pluralistic settings. In a pluralistic
context, allopathic or bdilomedical altemtiva‘a are often optional, rather

than normative. Persons can and do turn to a wide variety of health care
4




alternatives, mlwiu "traditional™ or "folk" therapies, or self-treatment
of illness at home. In this thesis I argue that the onset and perception of
an illness leads to a process of decision-making with regard to thoo; nany
possible courses of action. Decision-making is indeed a cross-cultural
phenceencn, and from an anthropological perspective it is important to
conai;lcr bow/l.t. is manifeat in a wide minty»or cultural settings. How
does an individual in Sri Lanka, for example, decide whether to pesk help.
from & biomedical practitioner or an Ayurve;u.o physician (Waxler 1976;
1984)7 Wnhat factors influence the choice of espiritista or psychiatrist
among Puerto Ricans living in New York City (Garrison 1977)? Indeed, what
is the "pattern of resort” exhibited in South Kanara, India, for the ’

treatment of disorders by biomedical or traditional healers (Nichter 1978)7

Thess questions are of major importance to the anthropologist aioking .

to understand the nature of health and illness within a community, how
health problems are perceived and acted upon, and what they represent not
‘only to persons wt}o suffer them, but also to other members of society who
are affected by the illness of a friend, family member, or relative. In
‘teras of its impact L;pon daily patterns of behavior and fulfillment of
obl:lgationa to rfamily and community, illness is a disruptive experience. By
threatening the very life of the individual, lillness seriously cd-pm,iua
the integrity of social networks of interpersonal communication and :
inton‘ction; for this reason, the need to bring about an alleviation of the
disorder is strongly felt by other persoms {n such networks with {mo- the
111 individual is involved.

Decisions are made at many difrenné levels and at diffo\mt. times
throughout the course of an illness in ofrort;s to restore a normal level of
functioning, both biophysical and social. Sy-ptbu must be expressed and
understood (am I 1117?), accepted by others (is he/she 111?) and acted upon
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in Moo with these interpretations (what should 9. dog. vhat
decisions should be made?). In this sense, medical decisi¢on-making involves
not only the choice between traditional healer or biomedical physician but
includes all aspects of illneas behavior (Hochnnic/ 1962, 1978), from the
decision that one is "not well,” to the decision to solicit the opinions of
others, and onlg then to the decision f:o seek formal help :‘ro- one or

snother health care resource.

Such an emphasis upon the processual nature of choice takss into

consideration the temporal element of the illness oxﬁoriouc., that a

person's heslth status is continually being redefined and reinterpreted from
day to day, and that new decisions are formulated in response to the
progression of the illness itself. Furthermors, the study of decision-
saking from this perspective emphasises the very social context of the
111ness experience and the social nature of being "sick" (Frankenberg 1980;
A. Young 1982). The choice of health care involves ,\‘conaulution and
negotiation between tho-nrroc-tcd individual and other persons within the
social nétwork and thus o’annot. be understood outside of this frame of
reference.

An anthropological approach to the study of decision-making in
sedically pluralistic societies is valuable not only from an academic
sun‘dpoint, however, but from a practical one as well. The mdoratand;ng of
the contextual nature of the decision-making pmcosé and the socizl
formation of illness and healing can contribute to the development of a .
health planning policy at a national level which acknowledges the efficacy
of a variety of healing methods and does not seek to eliminate thg use of
treatment alternatives which lie outside the biomedical model. Following
Nichter (1978, 1980), I propose that the continued investigation of illness

behavior and medical choice from an anthropological perspective is necessary,

-
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R * in order to dnonnﬁut:.c the lxl:l.t:atioha of biomedicine as a healing method /
C‘ C-ad’to promote the enlightenment of pui:uc health officials and government
_ policy planners who fail to appreciate the value of plural medioine.
B ‘ Thus, in my investigation of health care decision-making I hope to
demonistrate the following points:
1) The concept of medical pluralism is best considered in terms of a ’
‘ variety of health care alternatives, rather than a multiplfeity of .
medical “"systems." . . N
2) Docill.cgm-lakina is a m}nl ’procgna,ainvolvingw‘nany othcrl persons
within a social network who iiteract with the individual seeking
@hulth care and who offer advice, suggestions, and recommendations
‘. | _concerning health care decisions. Healtli seeking is rarely an
action taken by the individual alone.
e 3) Decision-making in pluralistic societies is environmentally
| oontextual -- different episodes of illness are associated with )
different social, psychological, and economic circumstances, and ,
B these highly variable rgctors affect the course éf action taken by
the health seeker. “

5) Anthroapologicll studies of medical pluralism pr:ovide insights into ~ a
the important sociocultural context of both the illness expcr:l.cnc;
and the healing process. Quantitative analyses of health care
decisions, while widely popular in sociomedical research, oftenl

| serve to docontext;nalize the highly cozithtual process of decision-
nkins\'b'y cox{miderinm,ci‘:oice of treatment as a static event, ratl;er
than a dynamic and inbterconnacted series of events. The
identification of l'ce‘_y' factors or determinants of thoice through
(_ . 1 quantitative methods may be useful to describe existinug patterns of
) ‘ .

use in a community, but such research alone may not adequately
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explain the nqanins of healtl; .earea,decisions to"the beraons_ who
nak”e them. 'In ﬁﬁis regard, quantitative stl:dies‘:are gomplementary
to, !;ut not a ’r“eplaéenent for intensive case studies of help-
seeking in pa:“t,ivcul-ar micr@envi‘ron;::enta;l contexts.

5) Research conqernlng the soc[:l.a"lly COr;textual aapects.or decision-
n{akixuxg in particular areas of the woprld can be of value to health
plannersgand‘ govemmeni officials seeking-to promote effective »
delivery of health care, a.nd' ar‘xit'.hropélogists researching these

p.isaues can make important contribu;ions toﬁard the improvement of

such delivery. 'Anthr*opuologio'al investigations support the
assertq:lon that tgiomedicin“e may never fully replace or displace

"alternative” treatments, s:l.nc; many different treatment methods

can aid in the l:aealing process. J .

6)»0 Anthropologiats must carefully considgr the e_@&/3 of studying health
,_oaro décision-making, in light of the poss-ibilitg that information i

; ' . derived from such studies may be used inappropriately by health

planners to promote biomedicine at the expense of alternative or
l’ .

P

traditional practices.

i

It is towrard the documentation and ‘support“ of these ideas that the thesis

which follows is direct'ed. ‘ -

T , -
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Chapter I. Medical Pluralism: Toward an Understanding of Medical Systems

“4

In this chapter I will examine the concept of medical pluralism and its
relationship to the study of health care decision-making cross-culturally.
Anthropological investigations of pluralistic medical practices have shown
tliat the existence of many different health care alternatives wit.tﬁi.n
societies is the rule and not the exception (Leslie 1976, 1980). These
alternatives are generally held to represent various "systems" of medical
‘practice and ideology, eaah derj:ving from a separate historical and
philosophical basis andkﬂ each providing a different mode of treatment for the
individuals who resort to them. Indeed, the "comparative study of medical

» ;\:!}
systems" (Kleinman 1978; Janzen 1978a) is a major research interest within

medical anthropology, and for the issue of decision-making ‘it s important

"to consider the pluralisitic medical context in which any procfss of choice

takes plaqe.

The question of "what is" or what constitutes a medical system (Press
1980) is extremely problematic, for in defining and conceptualizing
difrer'-;nt systems of belief and action the presupposition is made thatvs“uch
distinctions are necessarily relevant 1t,o' the persons who choose from among
various medical options within a society. Nevertheless, it 1is useful to
examine how previous authors have viewed the ‘problem of decisioxf-making in
terms of the medical "syatex,n's" wﬁich e:\tiat within pluralistic societies. I
hope to demonstrate that-the definition of such systems is perhaps less
1mporta9t’than the clear and focused study of the medical alternatives to
which people turn in times of illness. The aim of the fieldworker is to

o
uncover why and how the decision to utilize one option over another is made,

o
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rather than to develop a taxonomic classification of alternatives or to

delineate ﬁhich preactices correspond to which system of medical theory and

ideology. ' . \

"Traditional®™ vs. "Modern" Systeas &

A popular distinction is made in the literature between what can be
termed "traditional” medical practices and beliefs on the one hand, and
"modern" biomedicine (variously labelled Western, coamopolitan, allopathic
or scientifi\cz medicine; see Hahn and Kleinman 1983) on the other. Fabrega
and Manning (1979:41) define a "medical care system" as

"the constellation of beliefs, knowledge, practices, personnel,

and facilities and resources that together structure and mttern

the way members of a sociocultural group obtain care and !

treatment of illness."

These authors suggest that essentially two polar medical care systems can be
ide;xtiried across the world, "folk" and "Western biomedical.® Folk systeas
can be thought of as local, 1’ndigenous, or traditional health care practices
which have evolved within particular cultural settings and which, until
recently, provided the sole source of health care for nqst of the world's
popﬁlatiog. Heste@ b:lo-edioaai practices are held to be based upon the
principles of modern science, in which the concepts of health and illness
are viewed in terms t)t'~ the organic, biological constitution of the human

body. This view is further supported by Good et al. (1979:181), who bold

‘that:

"basically, there are two systems of health care in the
developing world: one is traditional and prescientific; the
other modern, scientific, and Western in derivation. The two
exist side by side, yot remain functionally unrelated in any
intentional sense.”

Such a d‘lchoto-ous view of health care systems has a long history of

*

acceptance by workers in the field of international health and, more
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recently, medical anthropology. Gould's (1957) recognition of a dualisa of
treatment options in India, along with’ Foster's (1958) observance.of a
similar pattern in Latin America, gave early support to the concept that
traditional and -odgrn medical practices conatitute separate and alternative
systems of health care. More recently, work- by Dunn (1976), has suggested
that "traditional Asian medicine and cosmopolitan medicine" are distinet,
essentially independent systems of health care which co-exist within and
provide essential services to the citizens of modern Asian nations. 1In
‘light of this research, Elling (1981) addresses the general issue of
"relations between traditional and modern medical aystems" ml;uffomt
cultural settingay across the world, and Worsley (1982) similarly diw:laua ‘
"Western" and "non—\iestiem' medical systems and their interaction cross-
cultt?-tlly. ' \

‘' Yet social scientists who discuss decision-making as a choice between
Western and non-Western therapies present a falsely restricted view of the
complexity of the envircnment and the -nitipncity of therapies within a

‘soc:l.ety. Press (1969), for example, eéxamines the use of modern physicians
and folk curers (curanderos) in urban Bogota\, Colombia; and focuses upon the
"dual use” of modern and traditional medical !SYStC\IS- While tlho concept of
simultaneous utilization of two health reaouréos Was an 1l§ortant
contribution, Press' analysis neglectggto consider the nny. potential
sources of health care other than these two types of healers. Traditional
and modern health care beliefs and practices are held to be self-contained,
mutually exclusive bases of healing and therapy, i.e., systems of health '
care and medical treatment. Traditional ideas and practices are contrasted

with biomedical or scientific therapies, and thease separate medical systems

/‘T\\viowed as generators of treatment alternatives and choices in
/ i ‘

pluralistic societies. The 1lp1ication of such a stance is that "medical
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dogiaion-nnl’:ing" pertains primarily to a choipe between modern and
traditional, indigenous, or follé medical systems. However, as investigators
continue to carry out in-depth studies and report upon the variety and range
of medical practices and health care alternatives cross-culturally, this
conclus19n bescomes increasingly untenable. The traditional/modern
.d;st:iqetion tends to imply that therapy options within each system are
similar, and this simplification obscures the true nature of decision-making
in a society. The choice is not one or the other, but. rather one
altemtiw;e from a variety of many. It is ¢lear, for exayple, that many
different forms of traditional medicine may exist within a single community
(Unschuld 1976).

Leslie (1976:1) notes not only a.plurality of traditional treatments
but also a plurality of traditional medical systems from which they derive,
for Chinese, Ayurvedic and Yunani medicine co-exist with "cosmopolitan”
medicine across the Asian continent, ™most notably in China and ﬁdin, but
also in Japan, Sri Lanka, and other countries.” These regional medical
systems have maintained their essential identitles as separate traditions,

yet they have thrived side by side in pluralistic societies for ages. For

sLoslio, then, pluralism as a multiplicity of regional healing systems and

traditions argues against the usefulness of a traditional/modern dichotomy.
Each of the three regional systems is 'tnditional'f relative to biomedicine,
but clearly each is very different from the others in historical and
philosophical bases. )

Similarly, Heggenhougen (1980a, 1980b) describes the pattern of medical
pluralism in Malaysia and observes that the “traditional® practices include
Ayurvedic, Chinese, and local Malay therapeutic techniques. These medical
options continue to thriv”o'ii’arpite of a government-sponsored biomedical

health care system. Again, the traditional label fails to describe the
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great variety of practices in Malaysia which are not modern, sclentific, or
biomedical. ) '

Lasker (1981), wérking in the Ivory Coast, documents the wide range of
health care practices which are not a part of the biomedical treatment
syatem. Such practices include the use of h;:Sal medicines, and the healing
efforts of diviners, cult prophets, and Moslem marabouts. Decisions to

utilize any of these resources could be termed choices of traditional health

' care alternatives, though ¢learly they differ among themselves to a great

degree. In addition to these alternatives, the biomedical health care
system itself provides a number of distinct choices to the residents of the’
Ivory Coast, including self-help therapies, pharmaceuticals, and the seeking
of advice from a nurse or physician.

Similar fi#dings are reported by Cosminsky and Scerimshaw (1980:267) in

a discussion of the great variety of traditional medical resources availablek

to workers on a plantation in Guatemala. Decisions regarding the form of
treatment are made with reference to a generally traditional "complex of
home remedies, folk curers, herbalists, midw;ves, spiritists, shamans," as
well as a number of distinetly biomedical alternatives such as public and
private clinics, hospitals, pharmacists and physicians. Clearly, this
evidence supports the assertion that the use 4f the term "traditional" is
inadequate for a thorough understanding of{%he range of health care
alternatives in pluralistic societies.

Another problem with the distinction between traditional and modern is
its implication of rigidity and conservatism of traditional healers.
According to Leslie (1976:6-7),

"the dichotomy opposes the ghangingvand creative nature

of modernity to an assumed s;agnant and unchanging
traditionalism,"

10
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even though the medical institutions labelled "traditional" have undergone .
considerable change in the last century. Far from being wholly
conservative, practitioners of traditional or folk medicine have shown
increasing interest in the acquisition of new skills and the use of certain
"modern” treatments or technologies in their own work. As well,
sclentifically trained biomedical healers may make use of "traditional® or
uns?ientific practices without paradox.

The kanpo clinie in modern grban Japan is a case in point. The
practice of medicine in these clinics is characterized by an integration of
biomédieal and traditional East Asian medical approaches to the diagnosis

and treatment of health problems. Kanpo doctors are licensed M.D.'s who

' \\7 ———
utilize:

"basically cosmopolitan notions of specific, cellular level

disease causation, cosmopolitan and East Aslan diagnostic

techniques, and a totally East Asian system of therapy" (Lock .

1980a:142).
The Taoist approach to nature is the foundation for therapeutic action, and
the goal of the practitioner is to restore balance to the body by effecting
biophysiological changes in the individual. These changes can come about by
means of diet modification, through herbal therapy, or resort to acupuncture
or moxibustion. However, while:

"dietary advice 1is based on the ‘classical theories of balancing

yin and vang foods..the doctors do not present their igeas in

the classical terminology. They talk in terms of vitamins,

carbohydrates, proteins, and so on, and they believe that a diet

balanced in the classical way will also provide a sclentifically

nutritious meal™ (Lock 1980a:133).

The distinction between what is traditional and what is modern is

blurred in this case. The fact that blomedically tralned doctors are also

‘ traditional healers, who use a mixture of traditional and biomedical

language and thought in the practice of kanpo, makes it difficult to

distinguish completely between the two medical systems. Although

1
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,b:l.olodiciue and East Asian medicine may be "compartmez;talizad" and practiced
~ independently or separately by some dual practitioners (Lock 1980a:201), the
kanpo clinic appears in many respects to be a resolution between the two )
approaches; the best of both aystems, as it were, are uniquely combined in
a single syncretic health care alternative. This conclusion is further
borne ocut by the obseryaﬁion that much of the symbolic content of the
biomedical treatment system has been exported directly to the kanpo clinic:'
Lock reports that one young doctor performing preliminary examinations of
patients "wore the familiar white coat of his profession and had a
stethescope protruding conspicuously from his pocket™ (1980a:113). The
kanpo clinic is thus a modern health care resource which exhibits elementsa

of both traditional and biomedical systems of illness diagnosis and

treatment.

-

Further evidence that health care alternatives do not always neatly
fall into traditional and modern categories deriées from the study of
healers who combine elements of several traditions in their curing beliefs

and practices, or who have incorporated biomedical methods to a greater or

lesser degree into their own work. Cosminsky and Scrimshaw (1980) report
that in the pluralistic medical setting of a Guatemalan plantation, certain
individuals may perform multiple health care functions for the memb;rs of
the community. One such individual is Maria, a "traditional or empirical
midwife" who practices a syncretic form of midwifery which exhibits elements

of both traditional and biomedical approaches to birth. Her case will be

examined in some depth below.

Maria is the most active and visible health care provider on the
plantation, and her roles extend well beyond her title of comadrona, or
midwife. As a knowledgeable and proficient practitioner, she is highly

regarded by members of the community and is called to attend nearly all

12
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births ‘which occur in her jurisdiction. After several years or'strictly
"traditional®™ practice, Maria completed a training course sponsored by the
Guatemalan Ministry of Health on biomedical approaches to the practice of
midwifery and became officially licensed by the government in 1960. Since
then she has attempted to integrate traditiongl methods learned duriné her
original apprenticeship with biomedical or modern methods bresented in the
government course and follow-up review classes. Her techniqu; technique is
not so much traditional or modern as it is the union of both approaches; for
a typical delivery, Maria ";auterizes the umbilicaldcord with a candle
flame, a traditional practice," yet afterwards she immediately "applies
alcohol, merthiolate, and talcum powder, as she was taught in the course"
(Cosminsky and Scrimshaw 1980:270). Clearly the individuals who choose
Maria as midwife do not receive wholly "modern" or "traditional® care, but
rather a unique combination of these techniques embodied in a single
individual.

Furthermore, Maria is often called upon in her capacity as curandera to
treat infants and children who have fallen prey to the "evil 9xg3\and.women
who suffer from such ailments as fallen uterus and delayed menstruation.
She has also served as a spiritist on occasion, though this fugction is
physically very draining and is rarely demanded of her. Perhaps most
interesting, however, is the revelation that Maria has recently becomg a
zajorin or shaman 1n’the tradition of the Mayan Indians, even though she
.ldentifies herself as a non-Indian Ladino. She was recruited for the role
ﬁy a shaman who cured her of a serious ailment and who subsequently took her
on as an apprentice for nine months. During this time Maria learned the
process ?f divination using seeds which are laid out and interpreted

according to the Mayan calendar, as well as the method of performance of

13°
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(i ' Mayan rituals involving offerings of copal, incense, candles, chocolate,

rum, and chicken sacrifices (Cosminsky and Scrimshaw 1980:270-1).

Maria is'not the only health care resource available to members of the

z

plantation; far from this, she is but one of several difrereﬁt alternatives

R e s e o o

which persons can utilize when health care is required. Her case is

T T

)

illustrative of the nature of medical pluralism, however, in that Maria is

not allied with one or another "aystem" of medical practice. Rather, she

~

makes use of a variety of methods from many different sources, and in her

R T T

capacities as midwife, curandera, spiritist, and shaman she provides
essential services to the members of her community. When people choose
Maria to deliver their children, it is not a choice between traditional or
modern, Indian or Ladino, but a choice of one particular individual over any
other. Plura}ism in this sense represents the existence of a multitude of
alternatives, and decision-making develops in response to the availabilty of
actual health care options, rather than systems. Certain practitioners may

, be allied more closely with biomedical or traditional models of health care,
but this sort of dualism falsely divides the world of healers into two
separate camps. As the case of Maria degonstrates, in practice there may be
much overlap between these approaches.

These data seriously call into question the usefulness of a
traditional/modern distinction for the study of medical choice, and for the
definition of pluralism in general. In fact, the ;ecision between
traditional or modern health resource, supposed by many investigators to be
of major importance (i.e. Press 1969 above), may not be consciously made by
the members of a community who choose between treatments and not "systems.”

Self-help therapies (Dean 1981), which may include elements of both

(- traditional and modern origin, and their use prior to or cbncurrent with

’z'\\

. e

other health care options, further confound the issue of decision-making

14
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with regard to traditional or modern medical systems. In many cases, it may
be difficult if not impossible to ascribe a therapieas neatly to one or

another medical systenm.

At this point, the question may appropriately“be asked: to what extent
is the very concept of a medical system, and the subsequeét comparative
analysis of such systems, a product of a decontextualizing social science,
an assumption of the ways in whch socleties are ‘organized and of the ways in
which this organization 1s to be investigated? 1In many respects, this
sensitive issue i3 a subset of a larger problem concerning the cultural
constraints a;d preconceptions of the fieldworker, and the relevance of the
assumptions and methods of Western soclal science for the study and
understanding of phenomena in cross-cultural perspective. I would now like
to turn to a discussion of how medical systems are defined and described by

anthropologists and other social scientists, and the implications of these

findings for the study of medical choice in field §1tuations.

The nature of "medical systems"

A general criticism of the basic enterprise of defining and analyzing
separate "medical systems" of societies 19 presented by Comaroff (1983),
whoag)insightful analysis illustrates the tight bond between medical
anthropological theory and the culture in which it is propounded. While
historically senaitive to allegations of_ethnocentrism, anthropologists,
argues Comaroff, have nevertheless fallen prey to the temptation to carry
out social acience research in a manner which derives from and 1s consistent
with their own experiences as members of Western culture. In their efforts
to seek the "natives' point of view™ and elucidate the relevant categories
and concepta by which people structure their world and givé meaning to life

experiences, researchers often neglect the fact that to search for

-
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"categories” or strncturalecblpou.hta of society in the first place assumes
4 priori not only the existence of such components, but also that Western
social science methods are appropriate for exploring the interrelationships
among them. In this asense, social science is a culture-bound enterprise.
The expectation that vgrious domains of belief or action, such as the
religious system, political system, or medical system are present within a
soclety under investigation and can be apprehended by the fieldworker, is an
assumption left untested but which nonetheless forms the basis of cross-
oultural research and analysis.

Such a "Western essentialist view of the world" (Comaroff 1983:4) is
replicated time and again in studies which approach the concepts of health
and illness with respect to the "medical system" of a society; implicit in
this attitude is the concept that medical beliefs and health care deciqiona
cén be analyzed separately and without necessary reference to other such
systems as "legal" or "religicus." The medical sphere of life is broken off
from the rest of experience and is decontextualized for the purposes of
inquiry and explanation, yet at the same time it is not clear that illness
is ever a discrete category which can be isolated and treated outside of its
social, cultural, and political contexts. Medical dec;siona are life
decisions and bear upon all aspects of human existence. Thus, to focus
solely upon perceived medical systems and not upon other areas of the lives
9( people which directly affect health care decisions, ignores the essential
n;ture of the human experience and one of integration at many levels, of the
interconnectedness of belief and action. Perhaps medical systems per se are
discovered because they are presupposed to exist, and.becauae the
assumptions of- the research design allow for their discovery and analysis.

Efforts to describe and define medical systems as conceptual categoriea

and to develop typologies of systems (Press 1980) should therefore be

16




undertaken with the realization that the resulting analysis is largely a
Cf product of the viewpoint of the investigator. The condeived systems are not
objecta-in-themselves but rather social constructs which should not be

reified. Once it is accepted that medical, 1i.s. health care, decisions are

made "“within a 'lcianodloal' rrn-et;ork of thought™ wco-m;sing sany other
non-medical modes of experience and interaction (Worsley 1982:315), then it
will be possible to view medical pluralism in the context of the total life
patterns of individuals within any society and the interconnected nature of
many spheres of existence (social, biological, ocultural, political,
medical), rather than the independence or sepant; mncti;ning of these
spheres. In this light, the process of healing is at once a medical and a

non~-medical operation, and medical ant.hropplogiat'.a probing these issues must

necessarily consider health care decisions in this greater contextual frame

[N

of reference. A "religious system" is often hard to seim-ate from a '
"medical” one, for example, and perhaps even the attempt to make such a

distinction promotes a decontextualization of the study of societies which

,*.4

anthropologists should strive to leave behind:

» "While...earlier generations of ethnographers regarded healing as
" part of 'religion,' we must be careful, in now claiming this as
an exclusively 'medical' domain, not merely to be replacing one
outworn functionalist label with another. For advance in our
comparative understanding of such phenomena can only proceed by
way of their indigenous meaning, which frequently entails no
dichotomy between 'religion' and ‘healing'® (Comaroff 1983:6-7).

In a similar vein, Fabrega and Silver (1973) argue that the medical

c

system per se in Zinacanteco society is merely a conceptualization of the

investigator, perhaps inseparable from the social system as a whole.

Pl 13 he rutaea

Zinacantecos:

4 o "do not have what we could term a medical care system that is a
|4 ) ’ i clearly delimitable and independently functioning unit within
: ‘ their culture [since] the beliefs, practices, personnel, and
("‘3 facilities available for dealing with occurrences of illness are

17




hl

not easlly aeparatedf from t".hose that serve other institutional
c r o {:2?::0“ 1nd t;;.‘l soc:gety...é;engious, soclal, )and ethico-moral™
ga an ver 1973:88). ]

¥ ' ) The study of health care must therefore :proceed i?it:h reference not oz;ly
to health care or medical systems, but alsc to these other integral features
‘ , A of the total social system of a society. The mgoéaition that medical '
f ., aystens are analytical. constructs allows for the qdevelopnant of a new

definition of medical pluralism, one whiéh is of practical ua‘igniricance to
' ) the fieldworker investigating actual decision-making within a society.

Pluralisa can now be examined as a ;luli:iplicity of healing techniques,

¥ rather than of met'!ical systems, and the study of choice in pluralistic

societies can proceed with r"qterence to these various therapeutic

alternatives. The "piseon-holing" of healing methods as traditional or
f ;
modern becomes less important than the develop-enttor an understanding of

the contextual, metamedical nature of. the ilk.lness‘ experiénce, the healit:s
process, and the decision to utilize one health care resource over another.
Health care decisions cannot be examined “in isolation, t;ut rather must be
explored with reference to the precise social, cultural, and “politicél
gnvironments in which illnéss takes place and in which decision-making
- ogours. This context may include a variety o'? ‘potential resources, so‘:nenbf'
which are modern, some traditional,uand sonme gontaining elements of more
‘than one origin. \, n v ;
Itﬂis important to note that these con?exi:ua; variables are n;t astatic °
3 - or permanent bdbut are constantly cmhgi;:g, and this flux itself a}fects the ¢
health care decision-making of persons within a societlv. This changing

totality of alternatives, then, is the medical system of a population, and

.
ol 4§ e

such a system can be said to be pluralistic if many different therapeutic
options are available for persons to choose in times of health crises.

& ( Operationally, the inveatigator of decision-making is wise to focus'upon the

: ‘ ‘ 18
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actual alternatives to which people resort, r;ther'than upon abstractions of
choice between traditional and modern therapies. In this manner, the social

nature of the’ illness experience, and of decision-making, is Bppreciated in

_terms of true-to-life decisions. -

‘Kleinman (1980:U49-70) describes health care systems as a complex of
proresaionqi, gobular, and folk sectors, and this may in raci be a better -
characterii?tion of pluralism in a society than a tra‘fional/modern
dichotomy. This‘model has recéntly received~suppo;t from other
fieldwbbkers,‘atteating to its potential value in medical anthropological
anglyses (Coreil 1983). Howgver, the conE?nt of each of these—sectors is

higply'dependentlupon culiural context, such that the actual health care

.alternatives with;ﬁ each sector are likely ‘to vary greatly from one 3oeiety

to another. At the individuai levéi, health care options, rather‘than
sectors or systems;Vare the immediate mat;riat of decision-making, and again
as with any division scheme, some alternatives probably exhibit elements of
mo;; than one sector. Hi;h regard to the study of decision-making cross-
Iculturally, the precise ascription of glternatives to Kleinman's tripartite
model may be less valuable than a careful analysis of the range of options
and subsequent choice in light of this variabiiity.

Pluralism, then, is the environmental context of the decision-making

process. But how do individuals eventually make the decision to use one

at

particular health care resource rather than, or in addition to all others

which are available in society? 1I.wish now to turn to a consideration of
the nature of the decision-making environment and the ways in which this

environment shapes and forms the help-seeking process. In cne sense, the

microenvironment of &ggigion-making can be seen as crucial to the .-

determination of which resource is utilized, for family, friends, and

-

neighbors exert strong influences upon the ill individual aﬁq\pangioipate to
L .
\\ \
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a great degree in making these decisions. But at another /{evel, the
<

macroenvironment of illness and decision-making, the hia{orical, political,
geographic, and economic context of individuals and their \sgocial systems,
can be seen to define and limit the types of cholices 'availa})le to the
individual, such that the final decision-making process is as much a
function of societal and global influences as it is a result of
interpgrsonal interaction. These issues are taken up and discussed more
fully below in a consideration of the environment of illness and the process

of decision-making.

Jig
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Chapter II. The Environmental Context of Health Care Decisions

°

N it

The purpose of this chapter is to describe more fully the environment

of dec'iaion-makins and thewpmoesa by which health care decisions are made
i

in response to sickness. In many respects, the immediate and local
surroundings of family, friends, and "significant others" (Frankenberg q19?8;
Igun 1979) can be seen to exert a great influence upon the sick person's
ultimate choice of therapeutic alternative (cf. Mead (1964) concerning the
importance of others ;kn self-definition for historical and philosophical
roots of this viewpoint). The microenvironment of the illness experience 1is
thus an }mportant focus of ciecision-making research. Equally important to
an understanding of decision-making, however, is a macro-analysis of
polities and pluralism within the society under investigation. While actual
health decisions are made at the microenvironmental level, these choices are
guided and shaped by societal, i.e. macroenvironmental factors, such as thé
professionalization of health practitioners, regulation of health care
delivery by the state, or international health policy. Consequently, a
more thorough appreciation of decision-making requires ap lysis of "the
linkages betyeen the health system and the broader political, economic, and
social systems of the society"™ (ngt.zkin 1983:5), for what an individual
chooses to do about an illness cannot be removed from the pluralistic
environment in which health-seeking takes place.

As well, I hope to demonstrate that decision-making is not a s‘ingle
event but rather a process, which develops in response to the precise micro-

and macroenvironmental features of the illness experience. The process of

health-seeking (Chrisman 1977), or when referring to health issues,
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help-seeking" (Calnan 1983), involves the continual evaluation,
re‘evaluation, and reconfirmation of the status sick throughout the course of
an illness. Sickness is a socially recognized state of suffering, and in
this regard it requires the acknowledgement of many persons in a network of
social interaction, beyond just the individual experiencing the iliness. I
argue below that the concept of sickness as a career of help-seeking
(Twaddle 1979, 1981; McKinlay. 1981) emphasizes the dynamic nature of health
care decision-making, as well° as the temporal aspects of illness p;rception
and subsequent therapy decisions. ’ T~

1

The microenvironment of decision-making: the sociocultural constifution

1

of sickness and health

N .

Persons seek health care when they perceive a health proble-’/which nay ’
be alleviated or ameliorated by intervention. In this sense, the deciaion-:
making process is intimately connected with the recognition of symptoms and
the desire to have a normal state of health restored. Recent work in
medical anthropology has stressed .that the terms sickness and health are
culturally relative in their definition. While the sociological literature
on illness perception and its variability dates to thirty years ago (Koos
1954), it is really only within the past decade that anthropologists have
systematically begun to explore this issue.

In focusing upon the microenvironment of linterpersonal 1nteracpion and
communication, I hope to denonatrgte the highly contextual nature of the
state of well-being and its undesirable permutation, the state of sickness.
By oa}ling these antagonistic statuses contextual in their formation and

experience, I mean to imply that the immediate and local environment in

which persons live and interact with other persons greatly affects the

22
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peception and assessment of health problela'lnd the coursss of action taken
by affected individuals. ’

The context of experiencing and acknowledging sickness is a social one,
demonstrable by the importance of "significant others” in the processes of
diagnosis, therapy, and the adoption of a sick role (Frankenberg 1968, 1980;
Parsons 1951). It is also true that the anthropological concept of culture
bears greatly on the discussion of the context of sickness, for shared sets
of beliefs and values often provide a behavioral standard or code which
prescribes sanctioned or acceptable decision-making options. Yet the
culture which affects what an individual believes and how sickness is
interpreted, is expressed by means of social processes, that is, contact and
interpersonal interaction among members of a social community. Culture
reinforces conceptions of appropriateness of belief and behavior, but in a
manner by which humans in a social group are utilized as mediators of
cultural values. Thus I will concentrate upon the effect of sociocultural
context on the formation of sickness, and health, as these states are
experienced by individuals within units of social interaction. Crucial to
this discussion is a consideration of the differences between disease,
illness, and sickness, as developed in the anthropological literature
(Frankenberg 1980; A. Young 1982).

The distinction between disease and illness, as presented by Eiunberé
(1977), Kleinman et al. (1978) and other authors, is illustrative of
conflicts of 1nter'pret:at1c3n between (objective) biomedical diagnoses of
pathology and (subjective) asseasments of health status by ;”&ers of a
society. Clinicians, as biomedical scientists and healers, are trained to
recognize and focus upon biophysical dysfunction or disease states, without
attention to other extraneous variables. A consideration of how a person

z

"feals" is important to the biomedical practitioner only inasmuch as it
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furmishes insight into the underliying pathophysiological nechgnisna
responsible .for the condition. Thus, disease is the primary concomh' of the
physician, and attempts are made to cure the biophysical problem.

Patlents, and their family and friends, however, are generally non-
medical personnel, and as such they may not share the same attitudes toward
the health problem or adhere to the same conceptual framework a; the

physicians and nurses of the biomedical system. Patients tend to be

concerned with their overall health and éhe continued well-being in a gross

"sense (Mechanic 1979, 1982). Thus when something occurs to disrupt a normal

or daily} pattern of function, illness, rather than disease, characterizes
the experience of the individual. The malady, as a disruption of the
routine‘ fulfillment of social obligations, represents more than a
particulate disease category to the patient; it is a subjectively
experienced illness for the person whose life i.s 30 affected. By this
analysis, clinicians concentrate upon diagnosing and curing disease, but the
persons they are treating, the patients, are suffering from and experiencing
illnesses in response to, or apart from, whatever disease states or
pathophysioclogy their body is enduring.

The dichotomy between disease and illness allows for the possibility
that these conditio;s may occur separately or apart from one another,
Disease may be the underlying cause of an individual's loss of overall
health, but certain diseases can be identified which do not promote a
subjectively experienced state of illness. The dia@éis of dise;se is made
by the clinician by means of objective and 'scientiricially verifiable tests,
and this can be accomplished even without prior knowledge of a health
problem by the affected person. Hypertension, the classic example of a
disease with "hidden symptoms,"” demonstrates the failure of correlation

between pathology and illness experience, since persons suffering from

24
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elevated blood pressure often have no idea something is "wrongf‘ with them
until they are told so. Clearly, their normal patterns of behavior and
social interaction are not markedly affected bj; the disease, and they
recognize no problem to exist. Illness, then, may not be an immediate
consequence of the disease state.

A case can be made by analogy for the occurrence of illness without a
necédssarily concomitant disease state serving as its underlying cause. If
1llness is a subjective assessment of functional impairment, then the
development of "combative hysteria™ among young men at fronts of war
(Eisenberg 1977) may be seen as a form of illne/as/ﬂiiﬁich is not disease-
based, that is, which derives from psychosocigx’l rather than strictly
biological factors. Such young men may be sé./verely affected, even though a
scientifically verifiable disease state cannot be conclusively demonstrated.

While the proposed schema does indeed provide insight into the nature
of health perceptions, it has been recently amended to provide a social or
sociocultural dimension to the health context. Frankenberg (1980), A. Young
(“1982) and Lock (n.d.) have demonstrated that illness as an experience at
the individual level also extends to and affects the social group of the 111
person. In this respect, sickness is characterized primarily by an
inability to perform normal social roles (Pescosolido: pers. comm.).
Parsons (1951) considers that the social acceptance of an illness as a _r:gg}_
or legitimate (as opposed to feigned) problem is crucial to the subsequent
acceptance of a sick role b} the individual, and the granting of exemptions
from normal role requirements and obligations. In other words,
interpersonal interaction and communication of the illness verbally or non-
verbally to those not experiencing it constitute the contextual basis for
expression of the illness. People are not sick in a sociocultural vacuum,

and social recognition, empathy, and offering of support contribute to the
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formation of the individual's illness ,experier{ce. The" process whereby
health problems gain social awareness and acceptance is the "socialization
of illness to sickness™ (A. Young 1982), with sickness. ;xow applying only to
a state of health disorder, subjectively perceived by an individual, and
brought to the attention of "significant others," that is, important members
of the 111 individual's gphere of social interaction.

Now the question can be appropriately raised: What does it mean to be
sick, and what characterizes the status or role change of someone who
‘becomes sick? Parsons cpnceives of the "sick role" as a sanctioned set of

behaviors and attitudes adopted or taken on by individuals when their claim

—tp illness 1s\given social recognition. In this manner, "social relations

shape and distribute sickness" by providing a mechanism for the
interpretation of certain sets of symptoms as indicators or serious illness,
and also for the interpretation of other symptoms which may not be such
indicators (A. Young 1982:269). The result is that only particular
configurations or patterns of disorder provide acceptable justification for
the "taking on" of a sick role.

In its original formulation, Parsons' conception of the sick role
1nvol\{es two distinct rights and two separate obligations for the individual
who becomes sick. The rights include:

-~the exemption from normal role responsibilities;
~-=-the acceptance by others that the illness is not the fault of the sick

individual, i.e.,, the right not to be blamed for becoming 1i1l.

As well, the obligations incumbent upon the sick person are:
~-to attempt to recover and to wish tckbecome well;
. _
-=t0 seek out and cooperate with persons who are "technically competent"

to help the individual recover (Parsons 1951:436-437; Ludwig and

Gibson 1969:125; Segall 1976:167; Chrisman‘1977x356).
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Such a characterization of the sick role is perhaps too restricted to

Qlt.he behavior of persons in Western industrialized states to be of complete

.

cross-~cultural applicability. For the society in which Parsons undertook
his analysis, the biomedical model of disease causation and treatment is
normative, and the notion of technical competency in dealing with illness is
generally limited to practitioners within the biomedical framework. 1In
other cultural contexts, however, the criteria for the acceptance of the
statl.;s "sick" and the normative treatment of sickness may be highly
variable.

For example, while the biomedical model of diseise may not adhere to
concepts of personal responsibility or 1iability for one's own 1ljness (ses
Parsons' second right of the sick individual), there is ample documentation
in the anthropological literature of the widespread belief that neglect of
social obligation can lead to personal illness and suffering. The practice
of witchcraft (Evans-Pritchard 1937; Marwick 1970) is often implicated in
the event of sudden or unexplained illnesses which occur in timegﬁo_t‘ iocial
strife and failure to interact harmoniously with others. In many cases the
sick individual is in fact held responsible for the 6nset of his own
illness, either because of failure to fulfill a certain sdcial or religious
obligation, or because of a direct offense against a witch, sorcerer, or
other supernatural force (see Hallowell 1977 for an insightful explication
of these issues). Furthermore, it should be noted that not even the
biomedical model absolves all individuals of responsibility for their
illnesses, since personal behavior (e.g. smoking) may be linked ‘causally
with some disease outcomes (e.g. emphysema). These facts seriously call
into question the aasertion that persons always—, or aven generally, have a

right not to be blamed for the illnesses they suffer.

27




Ltad

o

ToAuas foteirie b oraedrtt F w_*

§oam rrany

0 e e ST o Y g SR TR S

1 PALM op e pe Db e

§F 7T e T R R

~

A further problem with Parsons' model is that in many medically
pluralistic societies, the issue of who is competent to treat an illness is
more difficult to assess. Non-compliance with or failure to seesk out
biomedical practitioners clearly does not always prevent or limit the
ascription of sick statuses to ailing individuals. From this perspective,
Parsons' sick role conception is most valuable when viewed as a culturally
specific analysis of social behavior in twentieth-century America. As a
general analytical construct, it demonstrates the distinctly social nature
of the recognition of health impairment, and the subsequent changes in role
expectiations and responsibilites of the sick person. .

Several sociological analysts have observed that not all persons -
perceive and experience bodily dysfunction in t—he same way (e.g. Zola 1966;
Mechanic 1982:1). Using current terminology, it is possible to assert that
these authors demonstrate the differential perception of illness amon;
members of various groups in society, as well as the differential ascription
of the sickness label to and adoption of a sick role by persons within these
groups. I would briefly like to consider two important sociological studies
of such variability among ethnic sub-groups in the U.S., a Western
industrialized country. In principle, anthropological researchers could
apply this knowledge toward the development of appropriate research designs
for studying these issues in developing areas of the world. Such research
1s‘in fact currently under way, and future work will continue to provide
valuable information concerning these issues.

The nature of symptoms as contextually defined and contextually.
relevant labels is illuminated by Zborowski's (1952) classic analysis of

reactions to "pain" by members of various ethnic communities in Boston. In

exanining patients' attitudes toward the perception of pain, Zborowski

‘discovered a great deal of variability among the responses to Italian,
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Jewish, Irish and "old American" individuals. While Italian and Jewish
patients tended.-to overemphasize or exaggerate the amount of pain they felt,
and also were generally emotional and very vocal in their responses to pain,
the members of the Irish and "™old American" groups were, by contrast, much
more likely to discount or minimize their level of suffering when
questioned. " These latter patients furthermore were, as a rule, much leas
ofnn and less vocal in communicating to others the amount of pain they
ondureud.

Zborowski argues in light of these findings that cultural components’
play a large part in determining an individual's response t.g and
communication of feelings about pa}n. Members of the Italian and Jewish .
communities may be taught or encouraged at an early age to be demonatrative
and open about experiencing pain, and this cultural context of the illness
experience contributes to the phenomenoclogy of illness behavior.
Conversely, the Irish and "old American" cultural contexts may have '
encouraged the development of individuals who are stoic about pain, and who
keep feelings of pain to oneself. To these persons, low level aches and
pains may not be so much symptoms of a particular disorder as they are
reflective of the vicissitudes of human experience, the ups and downs of
daily life. Such feelings may not, therefore, be interpreted as requiring
health care, but rather the "waiting out" and the passing of discomfort.
Irish and "old American" persons may be reluctant even to mention minor
pains until their severity increases, or until they begin to impinge upon
the ability to work or carry out social obligations. These data imply that
cultural factors affect the definition of what is a health problem for which
assistance may be beneficial, and what is not. Health care decision-making

will be affected by this definition, for disorders which are not felt to be
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symptoms will not inspire persons to seek treatment or to make health care
decisions of any kind. |

Yet another important study is presented by Zola (1966, 1983), who
demonstrates that the very nature of symptom expression is culturally
variable and, as well, that the sorts of complaints for which hoal;.'h care is
sought ur; also contextually dcgondent. In a study of patients' aymptoms
presented for treatment at Boat;n hospitals, Zola discovered that Irish

patients were much more likely to desire treatment for eye, ear, nose or

. throat probiQna than were Italian patients. Furthermore, fully two-thirds

of the Irigh individuals reported no pain associated with their symptoms,
whereas a majority of Italians responded that their problems were indeed
painful to them. In these cases, either the members of the Irish group did
not feel that pain was a problem worthy of nodicai atteﬁtian, or their
definition of what is painful differed markedly from that of the Itallans.
The study dramaticalh.' illustrates that decision-making takes place in
response to culturpal conceptions of health and illness, and in concert with
ideas concerning the validity of health problems and the need or desire to
seek health care for them. The context of health care decision-making
becomes more complex when multiple therapies are av;ilable in a society.
Not only must symptoms be defined and recognized, but choices must be made
fron among the possible alternative treatments, rather than simply from
among biomedical hospitals.

0f course, a major problem wiith the early sociological work in this
area is the use of an :Ijndustrialikz_e_g soclety as the sole reference point for
t.i‘le definition of sickness. What these authors address is the differential
recognition of pain and of symptoms in general as, on the one hand,
sonethin'g worthy of taking action to rectify, and, on the other hand,

something for which exemptions from normal obligations and responsibilities
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may be leg}tinauly granted. The rorngtion of tl;e sickness response is thus
as much a product of the sociocultural context as of the biophysical disease ‘
;'.auty, for similarities in disease states often do not indicate
similarities in the subjective response of the individual. Zborowski and :
Zola consider cultural components as dei'.erninants of this response, but

social factors must also be examined, inasmuch as cultural standards and

values are expressed by means of social interaction with other persons in a

society. In this senss, health care decision-makil.ns is a function of the
microenvironmental circumstances of illness perception and advice
aolicitat;ion. |

It is hport;nt to note that the environment of the definition of
symptoms and health care decision-making, while culturally variable,A can
also be conceived of as socially variabig as well. The influence of other

persons in a network of social interaction upon the definition of symptoms

and the perception of illness is difficult to measure or quantify, but it is

nevertheless crucial to the formation of the total context of the illness

experience (McKinlay 1981). Koos (1954) examined illness perception among
upper and lower class segments of U:S. society and found that while women of
both classes reported lower back pain to be a common occurrence, the members
of the lower class were much less likely to label back paln a symptom or,
illness or to seek health care for its alleviation. For these women, the
s’urferaing of pain was a fact of 1life, characterizing a ™ormal" or expected

pattern of existence. In this instance, the values and belief's of the

- membéra of the two groups were shown to be affected by the soclal category
(/]

with wh‘ich they identified. While Koos' use of the term "class" would be
eritically questioned by anthropologists today, his original observation is

still of great value: variable patterns of social interaction can lead to
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c ‘ differential definition of illness and d}l.rrerential criteria for the .

L

legitimate acceptance of a sick role.

)
4

5 | Suchman (19§5&2 also presents evidence that, anohg persons in New York
: ‘ . City, the "form of social organization"” with which an individual is u
associated ﬂ correlates to some degree uith. the use or non-use c;r medical
ao_;'vicea. While not directly ,t'::cuaing upon the pature of illness pe?ception
and the sick role aoro;s social classes, Suchman nevertheless observes that

5 members of the more "coamopoliﬁan'" social class are much more oriented to

the use of "scientific" of biomedical health care facilities, while members

of the more "parochial" group tended to maintain a "popu’;ar" health care

A

orientation (1r965a:2). While this conclusion has been ‘refuted by more
recent 1nvestigators‘(Geex‘-1:se;1 et al. 1=975), ’the suggebtion that ‘
’ difterentiallpattems of social 1pteraction do indeed affect the processss
of 1llness recognition and help-sesking is seemingly well-supported
(Robinsen 1971; Mechanic 1979, 1982:12; Locker 1981).
Foﬁttmatel}, current research ﬂis beginning to address the pr;blema or
, ‘ | cross-cultural applicability of conciusiona drawn t’x"om sociol‘ogicai studﬁies
: in the ;ﬁdustrialized West. This new work attempts to document variation in
L .belief and behavior:regarding the social écceptance of sickness across ua
wide range of environmental contexts. Good and Good (1981), for ex?gnple,
,Jhave argued that different cultural groups are highly variable in .«ﬂ:ympt"om

recognition and illness classification. They present five parameters which

an T

> could be investigated cross-culturally in order to document similarity or

LR IWE TN

contirast in illness belief systems:
- . . ~=the specificity of medical complaints;

-=the style of medical complaining in various medical contexts;

P
O S e

C )y --the nature of anxiety about the meaning of symptoms;
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« ==the focus upon particular organ systems; and
--the response to therapeutic strategies.
That these factors are indeed h;.ghly variable in different
, o \

sociocultural contexts is borne out by a variety of anthropological field
studies. Welch et al. (1973) examine native or popular conoeeptiona of "
health, 1lir;ess, and health care delivery among Mexican Americans and
conclude that M™social factors" such as size of the community correlate with’
adherence to "folk" medical belfef‘s and practices, l.e., that social
interaction is influential in determining illness perception and the seeking
of health care. Lock (1980a) has shown that the Japanese are especially
sensitive to disorders involving the stomach and are very concerned about
the occurrence of stomach cancer. Peroeived- problems in a Japanese conte;:t
might well be roverlooked or downplayed in g completely different
sociocultural environment. Similarly, Kleinman (1980) notes the tendency of
Taiwanese persons, and members of Asian sqcieties in general, to "aomﬁ%ize"
apparently p:;ychologieal problems or diséur‘bances, an ;bservation witl;v wfrl'ieh
Lock (1982, 1984, n.d.) agrees with regard to the Japanese. '

. Further evidence of cultural variability in symptom recognition and, |
thereforé, illness response and designation of sickness labels, comes from
the study of "culture-bound syndromes" (Lebra 1976; Cassidy 1982; Fabrega
1982). These widely discussed syndromes are culture-specific con stellations‘
of symptoms and associlated fielf'efs of causation which are peculiar to -

particular areas of the world. [Two well-known examples of such syndromes,

susto (fright) and mollera cafda (fallen fontanelle), are discussed in detail

* by ‘Rubel (1977) and J. Young (1981).] Recent work has stressed that culture-

a

bound syndromes need not be exotic disorders of non-Western peoples (windigo

psychosis, running amok), but may also include syndromes commonly diagnosed-

o w L

by biomedical practitioners in the West, such as protein-energy malnutrition

12
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(Cassid;\1982). The point here is that cultural f‘aet’ors are chief
determinants of the formation of illness experiences and socially-recognized
sickness (White and Marsella 1982; Fabrega 1982). Values and beliefs are
culturally relative, and _t.hese beliefs contribute to the perception of
health disorders within a particular cultural context.

However, anthropologists may also wish to follow up the early
sociological work initiated by Koos (1954), Suchman (1965a, 1965b), and
Freidson (1970a), by investigating the influence of social, i.e.
interpersonal, interaction upon the formation of perceptions of sickness and
health. I would argue that the socilal circumst;nces of illness are of prime
importance in determining the characteristics of episodes of sickness, for
it is in the context of socially recognized sickness that the process of
health ocare decision-making operates: theo decision to recognized a symptom
is a prelude to the decision to seek health care, and these decision-making
p}'ocesses are élways f‘ramed within the greater spheres of family, community,
and society.

Calnan (1983), for example, cites recent research suggesting that ‘the
—rder in which an i1l individual consults other persons regarding their

ideas of the "best" therapeutic options has a significant effect upon what
form of treatment is chosen. 1In a sociological study of medical decisions
in’ England, he argues that the perceived urgency of the need to seek care
corresponds to the social relationship betwe’en health care seeker and
adviser, with relatives seemingly less likely to recommend hospital
treatment of a problem than unrelated neighbors, poltice, teachers,
employers, or bystanders at tlie scene of an injury. Observing the amount of
time it téok individuals to decide to present health problems to a hospital

©

emergency room, Calnan discovered that 81% of those persons who asked only

neighbors or friends for advice sought medical assistance within three hours

Y
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of onset (or perception) o; symptoms of a disorder. A much lower percentage
(67%) sought help in the first three hours when the sources of contact and
referral were relatives or family members. This effect has not been
satisfactorily explained, but as the result of preliminary research it
demonstrates that the manner in which advice from others is solicited may
affect and influence the perception of a health problem and any subsequent
decisions concerning the seeking of health care or medical attention.
Further cross-culturél evidence of the importance of "lay referral

systems" (Freidson 1970a) upon help-seeking is offered by Kleinman (1980),

@
who argues that in Taiwan therapy decisions always involve solicitation of

advice from family members and trieggs:
"The older family members and neighbors with special experience
form a 'lay referral system' that plays a major role in what type
of health care is sought and how the health care received is
evaluated. Eighty-five percent of the patients we studied who
were treated by practitioners had selected these practitioners
(or, in the case of children, had the selection made for them by
parents) on the advice of family members, friends, and other
members of their social networks..the lay referral system is the
chief determinant of choice of practitioner" (Kleinman 1980:197;
emphasis added).

Health care decisions ‘a(? therefore not made independently, but rather
develop in response to the advice and suggestions of significant others.
This research suggests that different patterns of social interaction
very likely will lead to different patterns of behavior. People thus
respond to what other people around them, and who are important to thenm,
think they should do about symptoms of a health disorder. Persons suffer

such disorders within a social setting, and it is in this setting that the

individual himself comes to any conclusions regarding the seriousness of the

problem and what, if anything, to do about it. A great deal of work in the
area of fagilism (Abasiekong 1981; Heller et al. 1981) in recent years is
beginning to show just how important the precise social context is to the

1
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formation of a sickness response. Whether: a person consults his brother or
his neighbor is likely to have an influential effect upon the health-care-
seeking process, as differential recommendations are received and acted upon
by the ill person.

The context of the decision-making process thus :I.nvolve; cultural
variables which are mediated by other persons, in the course of social
contact and interpersonal interaction. As such, each episode of illness is
framed within a unique sociocultural environment, consisting not only of
culturally-derived values gnd beliefs which affect the course of health care
decision-making, but also of distinctive patterns of lay referral and
communication with others. Additional research is needed to clarify the
influential effect of consultation upon the course of health-care seeking
behavior, yet I believe the familism studies demonstrate the importance of
social factors in determining which form of health care is sought.

In this sense, the true cont;xt oflﬁxness is the greater environment
in which it develops >and is experienced. The concept of environment as
developed above includes cultural variables, as outlined by Zborowski and

Zola, as well as social variables, that is, differences in who are consulted

and conferred with and whose advice is solicited when dealing with the

' illness. Now, 'in refining this concept, I would like to turn to a

discussion of the differences between the local and immediate

microenvironment of an illness, and the much larger national, political and

~economic environment, or macroenvironment, in which the health care

decision-making process operates (Janzen 1978a).
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The macroenvironment of decision-making: Choice of treatment in

relation to systems of health care delivery

Just as health care decision-making is framed within a context of
immediate and local interpersonal interaction, so is this process affected
by the macroenvironment of medical pluralism in a society. In a certain

-

sense, the very health alternatives available to individuals--bomohs or

sinsehs in Malaysia (Heggenhougen 1980a), doctors or espiritistas in New
York City (Garrison 1977; Harwood 1977)--exist in society as products of
historical and political events far removed from the microenvironmental

arena of decision-making. The ultimate choice of one or another alternative

'is in many respects constrained and limited by the institutionalization of

one or another healing tradition, the licensing of practitioners, popular

§
medical movements, and health policy at the national and international
level. Decision-making cannot be properly explored without reference to the

macro-context of politics and its effect upon health care delivery within a

X
o

Low

The concept of a macro-analysis of legical systems is developed by
Janzen (1978a), who considers that microanalytical studies at the level of
the individual and the social network fail to account for the effects of
differential power, resource allocation, and organization upon the structure
of the health care system of a society. A focus upon the microenvironment
of illness elucidates processes of "illness perception, disease occurrence,
diagnosis, ‘prevention and therapeutic efforts within specific communities,”
yet this alone is not sufficient for nn' understanding of the ﬁ\odical syat,cl
as a "changing social system" (Japzan 1978a3121), replete with all the
political turmoil and power brokerage characteristic of such 'ayste-a.
Historical and political evidence is therefore relevant to an understanding

! -
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of the character of medical pluralism, for the current health alternatives
avajlable to the individual are themselves firmly embedded in a precise
historical context of cultural development and world history.

Politics, or the exercise of power and authority (Smith 1974:175;
Janzen 1978a:126), is a chief determinant of the viability of health care
alternatives. Political activity, past or present, at national and
international levels continues to exert a direct influence upon decision-
making, through the.regulation and legitimation of various health options,
and through the eatablishment of "professional dominance" (Freidson 1970b)
by practitioners of various healing traditions. Janzen is concerned not 20
much with decision-making per se as with an underatmdingvor the structure
of the medical system in Zaire and its historical development.™ Current
medical options in Zaire -~ the art of nganga, kinship therapy,. biomedicine,
and cult group therapy -~ stand today as the result of past incorporation of
various se"ctors of the'uedical system and the successful historical
formation of "corporate groups® of healers. \

The granting of legitimacy and authority to a cori)onte group requires
first and foremost a popt;lar .denand or support for the therapeutic activity
practiced by its members. As well, incorporation involves the development
and maintenance of a coherent body of beliefs and practices, and a mechanisnm
for the training of new practition;ra. This is to say, members of the group
aust hold in common ™a canon of official research or clinical methods,
texts, therapeutic secrets or rites," or in short, "an orthodox lore"
(Janzen 1978a:127). (L \

Furthermore, processes of external legalization md7inteml
professionalization of a corporate activity often provide legitimacy to the
corporate group. These political proceases affect decision-making by (

influencing the perceived attractivensss or viability of health options by
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persons in the microenvironment of sickness. Legalization refers to the
regulation of practice through governm&ntal laws imposed from without,
whereas professionalization implies the "internal legitimacy a corpoérate
group bestows on its members through codes, licenses, and idealized
scientific or ethical standards" (Janzen 1978a:128).

Janzen provides convincing historical evidence that the establishment
of the EJCSK (Church of Jesus Christ on Earth by the Prophet'81non Kimbangu)
as the dominant Kimbanguist prophet sect in modern Zaire relates in part to
the Church's coherent organization and political manipulation as a corporate
body. In 1958, when the Belgian colonial government officially recognized
the Kimbanguists' legal right to assemble, the EJCSK alone of all sects
embarked upon a campaign to tighten internal organization and to gain
acceptance as a legitimate group by the World Council of Churches. As a
result, this group was most successfully able to withstand subsequent
"bureaucratic consolidation," and today it enjoys the status of official
recognition and widespread popular acceptance (Janzen 1978a:128). The EJCSK
thus was able to exercise hegemony over competing sects due to the
' differential professionalization among the groups.

R For decision-makers during episcdes of illness, such political
struggles are of great consequence, since the availability of options from
which to choose is a function of the exercise of power and authority by
sxtra-microenvironmental forces. In this sense, "the macrostructure sets
many of the paraneters for microstructures™ (Lee 1982:6?9), and decision-
making at the individual level is only relevant in terms of health
alternatives which are present in society. Their very presence is owed to
these forceas.

The dominance of biomedicine in the industrialized West has been

examined by several authors in terms of the successful profeasionalization

%
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and internal organizat;lon of biomedical practitioners (Freidson 1970b).
Recently, the biomedical monopoly upon health care in the U.S. has been
challenged by chiropractic (Cobb 1977), osteopathic (Baer 1981), and
podiatric (Skipper and Hughes 1983) professional groups, in an effort to
gain a foothold in the lucrative health care market. Cobb argues that
legitima'tion of a therapy system such as chiropractic involves legal
saﬁytions (licensure laws, government t‘undine(;, academic sanctions),
professionalization, social movements and popular demand; each of these
components exerts a strong influence upon whether a particular therapeutic
alternative flourishes and is maintained within a society.

One of the most significant aspects of the legitimation of chiropractic
has been its inclusion as a recompensable treatment under the Workmen's
Compensation, Medicaid, and Medicare l;:ealth insurance programs (Cobb
1977:5). This development, primarily'the result of intensive lobbying by
proppnents in Washington despite scientific evidence the efficacy of
chiropractic treatment (Janzen 1978a:128), provides both governmental
recognition of chiropractors as "trué"' health resources, as well as
financial incentives to individuals for choosing chi‘ropractic treatment.
Here, politic;al action at the nationai level, spurred by popular demand for
chiropractic services, has in a very short time transformed chiropractic
into a more attractive, i.e. financially realistic and socially acceptable,
alternative for health care decision-making. The microenvironmental choice
of this option is dependent upon the legitimation process, for the financial
reimbursement offered by the government is likely a powerful influence
promoting the use of chiropractic services.

Baer (1981) examines the recent rejuvenation of osteopathy in _the U.S.
following a long period of domination and repression by the organized

biomedical profession. The development of a strong internal organization of
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osteopathic physicians has brought political clout to this ™alternative
health system,” and coupled with what Baer (1981:701) refers to as "a
decline in the professional dominance of regular medicine,”™ osteopathy is
becoming a more viable choice for the treatment of health problems. Any
study of decision-making with regard to osteopathy must take into
consideration the historical and political conteg; of biomedical
preeainence, and recent changes in health legislation and
professionalization which now make osteopathy less "deviant™ an alternative
than even twenty years ago. |
Further evidence of the importance of the macroenvironment for
determining the viability of health care options is presented by Lock
(1980b) in an analysis of the structure and organization of East Asian

medical practice in Japan. While biomedicine is "the dominant medicgl

system in modern Japan,” more than 100 traditional herbal medicines have

recently become officially available under the national health insurance
pro?ﬁm: " Popularly known as the kanpo boomu, or the "boom in East Asian
medicine” (Lock 1980b:245), "this revival of interest in all types of
traditional medicine has been accompanied by the legitimation of kanpo and
its increasing acceptance as a syst.‘am of valid health alternatives.

Lock offers an historical analysis of health care and pluralism in
Japan which provides considerable insight into the recent revitalization of
traditional therapies in the face to widespread acceptance of biomedicine.
As well, this focus allows a greater understanding of the obvious tensions
which currently exist between healing specialists. For example, kanpo
doctors see themselves as direct competitors, rather than colleagues of
standard biomedical practitioners. Altho@ kanpo doctors have the same

legal status as the biomedical physicians, "their social status has reaained

“pcriphonl in official medical circles until very recently™ (Lock
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1980b3252). Furthermore, competition between practitioners of acupuncture,

shiatsu, and moxibustion is so great that rarely do they refer patients to

one another.

In Japan, lack of intensive professionalization may account for. the
maintenance of pluralism and the failure of any one traditional healing art
to gain undisputed preeminence. The variety of health alternatives is a
reflection not only of a variety of belief systems to which the Japanese
people subscribe, but also of the fact that fragmentation, rather than
professionalization, is the chief characteristic of traditional medical
practice (Lock 1980b:252). Again, an examination of politics and social
forces at a societal level illuminates the ways in which particular health
care alternatives came to co-exist and interact in modern Japan. For the
making of health care decision, this precise cultural, historical, and
political matrix is of great importance, since it is with reference to the
pluralistic macroenvironment that the choice of any alternative is made,.

One further example from the Far East demonstrates the dependence of
decision-making upon the exercise of power and authority outside the
microenvironment of sickness episodes. Hillier and Jewell (1983) present a
cogent analysis of the centrality of the Chinese state in determining the
form and substance of health care delivery in modern China. Oscillating
between official acceptance and disparagement, traditional Chinese medicine
has undergone major transformations in recent years in response to the
increasing adoption of Héﬁtern biomedical practice in the 1950s and 1960s.
The collapsé of united clinics in the 1960s led a number of traditional
practitioners to revert to private practice in rural areas. These healers
and their methods were officially denounced during the Cultural Revolution,
for they provided direct competition for the emerging state-supported and

financed barefoot doctors. The "witchdoctors and witches" who practice

y2




G L i it Lol
i
.

kel o S

NIRRT R L gt R IR AT e

N

traditional nedioihe, the state argued, use "blackmail and extortion" to
take advantage of others (Hillier and Jewell 1983:320).

As well, the Cultural Revolution brought a decline in the status of
Western medicine, whose advocates were in "pplitiq;l:gétrqat" at the time:

"In contrast [to Western medical physicians], barefoot doctors

were a new and more devoted type of doctor, who prgetiaed

acupuncture on themselves before using it on their patients...By

the early 1970's it was estimated that 70 to 80 per cent of cases

of illness were treated with acupuncture and herbs by barefoot

doctors” (Hillier and Jewell 1983:321).

With the fall of the "Gang of Four," the political climate changed
dramatically. China's renewed interest in noderniz:tfﬁn has led to a
resvaluation of traditional and Western biomedical practice and their role
in the national health care system. Attempts to incorporate traditional
healers into the system have centered around the goal of ma;iniQQng all
_health resources while limiting the potenthI for "charlatanry" and
"superstition"” by traditional healers (Hillier and Jewell 1983:328-9). My
emphasis here is that in modern China, political activity at a national
level exerts a strong influence upon the availability of various health care
options, such that the decision-maker is clearly constrained by the current
political climate and health policy/of the state.

As well, it is necessary to consider the international context of
health care, in which the World Health Organization and other groups
representing developed countries operate to promote effective health care
delivery to underdeveloped areas of the Third World (Kohn and White 1976).
One cannot discount the effects of international aid upon the availability
and perceived accessibility of health resources, particularly blomedical
drugs or therapies. Indeed, current efforts to improve health serviecesin

underdeveloped countries commonly involve the financing of clinics in rural

areas where previously such care was unavailable. The macroenvironment
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affecting decision-making is thus global, as well as 1oca1; provinofal, ‘and
national. Ch‘ansea in ;inft’eriutional relations can profoundls; alter the
atmoaphere of nodieal pluralian, and the options open for decision-making,
within any particular sooiaty.

Decision-making research must therefore take into account' the
historical and political bases of medical pluralism and its evér-changing

nature in response to extra-microenvironmental forces. This is to say that

the medical system of a society is not static, but dyanamic, changing, and

¢

in a continual state of flux (Janzen 1978b). The viability of options is

affected as much by legitimation, professionalization, and regulation by the

© state as it is by social networks and familism at the level of the

}
individual help-seeker. Researchers must thus focus upon both

microenvironmental as well as macroenvironmental contexts to appreciate the

conpquity to the sociocultural matrix in which illness is experienced and

various health treatments sought.

The process of decision-making: interaction of microenvironment and

macroenvironment

Health care decision-making t;hgg requires that various options be
assessed, and that one or another aléernati{re treatment be selected in light
of both microenvironmental and macroenvironmental contexts. In this sense,
the ultimate choice of treatment method depgnds upon the precise context of ‘
the illness experience; alterations or changes-in-the environment will
likely have an effect upon the perception of which health alternatives mu
most desirable. Suggestions of a relative (nicro-fac};ora), or governmental
health policy (macro-factors) may influence the health-seeker to select |

certain health options which might not have been chosen in different

by




" contexts. The manner of health care decision-making is best described as a

process which develops out of and in response to the micro- and macro-
context of the illness experflenee. The concept of decision-making as a

processual phenomenon allows for the on-gt;ing evaluation of the efficacy of

. health care‘choices, and for the subsequent aélection of additional

tmf.-ent methods should the chosen alternative fail to restore the

L

individual's health. .

Several authors have sought to describe the procoaa' of health seeking

‘as a series of events or stages though which individuals pass in their

efforts to restore health. Pabrega (1973) proposes that the proéosa of
health seeking may be conceived as a temporal soqugnce of stages, froa
*illness r‘o}:ognition" to "set up for recycling,” with the transition botwgcn .
stages roq\iiring nct:?lv‘e decision-making on the part of the individual in

p.od of care. Unlike Suchman's (1965b) earlier model, Fabrega's approach
does not assume a normative view of biomedicine as a therapy Systc-;

insatead, ‘léllﬂia is placed upon the nature of health seekers tc; move froa
one_source of treatment to another, successfully accounting for the use of
;my different healing methods over the course of an illness.

While noteworthy in its acknowledgement of worldwide patterns of

n-ultiple therapy lodﬁutiu within socisties, Fabrega's analysis suffers

from a failure to consider the ways in which social and cultural factora

. influence the perception of illnesses or disorders for which health care may

be required, that is, the contextual definition of symptoms and formation of
health care decisions. The very process of "illness recognition” is itself
highly variable and dopmd-uﬁ upon the sub‘Jootiu assessaent of symptomatioc
oriteria. This assessment is a product of sociocultural comtext, and even

Bore,. of the precise microenvironaental surroundings of the individual.
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This \(triabilit‘y is not brought out fully in the pathway approach proposed

by Fabrega. .

A culturally x"olevant approach to the andalysis of decision-making is
presented by Chrisman (1977), who suggests that health seeking behavior can
be characterized cross-culturally as a series of steps taken by individualg
in attempts to solve healthsproblema. These steps include "symptom
definition, illness-related shifts in role behavior, lay consultation and
referral, treatment actions, and a'dherence" to the treatment regimen
(Cl'{rianan 1977:353). In this sense, the Matural history of illness" is
wholly dependent upon the context in which it- is experienced; Chrisman
identifies-the process_of symptom definition as a predominantly culturgl
factor, while role shifts -(the adoption of a sick role) and consultation and
referral within the social nethork are seen as primarily social factors
which influence decisions made at the individual -level.

The major cgntribution of Chrisman's model is its focua upon the
r;:nltion of a sickness career, or a-passage from health to sickness to .
recovery, as env,ironnentallyn variable. This is to say, for‘ example, that
not only will a case of measles be experienced differently by persons in
q:.rfercnt cultures, for explanatory models (EM) of illness are culturally
based (Kleinman et al. 1978), but also within the same culture the
experience will not be uniform for all WS?I.IS. Each episode of illness
will have a unique natural history, shaped by the precise aog;ai context of
recommendation and referral by family and friends. Chrisman argues that
social networks are highly variable intraculturally with regard to degree of
compactness of social relationships, range of extra-group contacts, and the_
extent of overlapping roles or multiplexity of social bonds (1977:364-5).
These factors can bes highly influential in determining who will offer advice

to the 111 individual, the nature of the suggestions given, and whose

7
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recommendations will ultimately be acted upon. Since "the experiences of

others aid an individual in making decisions about possible healt)} actions"
(1977:370), and since no two individuals experience illness at the same time
or as part of preciselj‘r the same network of social interaction, the L - N
decisio;ls made by individuals are likely to be unique responses to

particular configurations of .social recommendation and lay referral.

Unfortunately Chrisman does not concentrate uporf decision-making behavior

per se, although his analysis very cléarly indicates that choice of health

care alternative, depends entirely upon the sociocultural matrix of ili
individual. ’ 7
A more explicit consideration of the proc:sau&l nature odeecision-

making, although somewhat less culturally rq;léevant‘, is the mpdel’ of
"sickness as a decision-making career" suggested by Twaddle (1979). From a
sociological perspective, Twaddle st;ggests that sickness is a strictly
soqial event involving a set of "logically necesQary" decisions to be made
by the individual within the context of a social network. In acknovledging
the presence of illness and a need t‘orQhealth care, there must be a
recognitiop by the decision-maker that: ) i

1) a char;ge from normal health has occurred;

2) the change is significant; '

3) help is required to restore health; . ) S

§) one or another form of help must be selected (1ay, religigus, o

medical); \.

5) a particular treatment agentn of the form selected must be chosen;

6) a degree of coowperabion with the health care supplier is required
¢ (Twaddle 1979:13U4-146).
The limitations of this approach are. apparent in the distinction among lay, |

reliéious, and medical health care providers as necessarily different types
- L , 47

p &




-
of heale;s within a society. To hbe sure, religion and medicine are often
integrated, and_even at times ;ndistinguishable from one another‘, as in the
case of Catholic Spiritualist healers in Mexico (Finkler 1980, 1981b) or
Puerto Ric%esgiritiat&a in New York (Harwood 1977). Twaddle's
sociological focus is best applied to decision-making in Westerm
industrialized societ.iea, but this approach may be 3ene\rally modifiable for
cross—cultural analyses for it correctly identifies the decision-making

! . .
process as dynamic and interactive, rather than a static phenomenon.

N

Thus I would argue that health care decision-making involves the
recognition of potential health problems, and the consid;ration of various
courses of action which might lead to the alleviation of these problems.
The form :r treatment chosen may vary widely from culture to culture, but
the common element cross-culturally is the process of health assessaent and
the arrival at a decision about "what to do." This model does not assume
that the actual decision-maker is necessarily the silck individual: Janzen
(1978b) clearly indicates that in Zaire the "therapy managing group,"
consisating of close relatives of the sufferer, is chiefly reaponaibie for
determining the therapeutic course of action. However the group's choices
are greatly affected by the context of the particular illneas episode, fczr
dissent within the group may ultimately lead to differ'ent ices, or
different sequences of choices. o

The conclusion that health care decision-making is a ktontextual process
suggests that a thorough analysis of both the micro- and macroenvironments
of illnesses is required in order to better understand the nature of health
care choice in ﬁedicallj plﬁraliatic societies. The study of decision-
making must therefore proceed by way of clear and focused research into the
envoironuental context of illness exberiencoa and the "oamr" of the sick

individual (Twaddle 1979, 1981; MéKinlay 1981). Decision-making, like
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siciness, takes place over time and cannot be reduced to a single,
decontextualized event. Rather, many factors interact to create a unigque
context for each illness e;)isode, and this context is crucial to the
formation of health care decisions. s

I now wish to turn to an analysis and critique of the actual study of
health care decision-making, and to offer some suggestions for the
interpretation of health care choice within the context of the illness
experience. Some methods are perhaps better suited than others to capture
the contextual essence of decision-making,. Quantitative analyses which
decontextualize decision-making fail tgﬁ take int? account the changing,
fluid nature of illness contexts, and thus do not provide an adequate basis
for explainipg the meaning of health care decisions to the persons who make
thea. In this regard, quantitative studies may supplement, but not supplant

in-depth amalyses of decision-making at the individual level. These issues

are taken up more fully in the chapter below.

49



Y

Chapter III. The Study of Health Care Decision-Making: Interpretive

Frameworks and Methodological Approaches

In the previous chapter I dealt primarily with the ways in which
environmental context molds and shapes the processes of illness perception
and decision-making. I now wish to focus more closely upon the\ various
approaches and methodologies utilized by social scientists to study health
care decision-making in cross-cultural perspective. The analysis of
éifferential use of medical resources has a rehtiva/.:ty long history within
sociology (Colson 1/971:227), but truly anthropological investigations of

- decision-making are more recent developments, resulting primarily from a
' greater appreciation of illness behavior as socially and culturally

contextual, and a gfeater awvareness of the probleas inherent in utilizing
Western socioclogical methods and assumptions 1in cross-dultural research.

" Much of the early literature in medical sociology on decision-making
and the use of bealth. resources is based upon research carried out in
Western industrialized nations (Britain, U.S.). As such, the view of
biomedicine as the nom'ngf\we or usual treatmemt system is often an implicit
assumption of the research design (Kasl and Cobb 1966; Celson 1971),
Decision-making in these studies generally concerns not ;o ’uch the
selection of specific alternatives, but rather the decision of when to "seek
out competent help,” that is, to adopt a aoeiologit;ally defined sick role
 (Parsons 1951; Segall 1976). The particular reaov.’ree chogen is seen to be
of relatively minor importance in analyzing the sequential transition "from

person to patient® (Zola 1983:109), and back to person. Since a biomedical

e
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ghoico is held to be standard or normal, any use of "alternative" health
care facilities is seen as an aberration, an unusual event.

Anthropologists, on the other hand, have long recognized that many
different sorts pr indigenous or non-biomedical health resources are
utili\zod by menmbers of societies in which biomedicine is not a dominant
tradition. Recent research has confirmed that medical pluralism continues to
flourish in these communities despite predicitions of biomedical hegemony
upon the introduction of Western medical practices (Leslie 1980; Lock 1980a;
Waxler |984). However, anthropological investigators are relative newcomers
to td?ield of decision-making, and controlled studies of the reasons for a
continued reliance upon multiple forms of therapy have been lacking. Thus
the parameters of decision-making pmo;sea which lead to the choice of one
resource or another in‘pluralistic societies are still ;>oor1y undo:-zltc'.v::d.c

Several different interpretive frameworks for the analysis of health.
seeking beh\avior have emerged in recent years, and dirrer;:nt -eyhodologiea
have been proposed for the actual study of health care dociaion-nk;.ng by
researchers seeking to characterizg the nature of medical choice and the use

.

or non-use of various resources in plglm/ic/ societies. In general, field
4 =

reports of decisiwam’tﬁ'tended to be either qualitative and
d;scriptﬁe/,/ or/quantit.ative and statistical, although efforts to integrate
these approaches are beginning to appear (Young and Garro 1982). Following
a discussion of early anthropological interest in decision-making and the
utilization of health care resources, these methodologies will be explored
in greater depth. Qualitative "patterns of resort" and ﬁthnya' analyses,
which focus upon illness behavior in a social and culguul context, as well
as currently popular lOdles of the “determinants of us‘ of care" (Kroeger

1983) will be examined with regard for their ability to conceive of
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decision-making as a process intimately related to the sociocultural matrix
of the illness experience.

Quantification of social vu-iablu”, and the subioquont development of
formal models of decision-making, have been urged by 1so-o investigators in
order to facilitate cross-cultural comparisons of doc:l.aion-lnkind behavior
(Kroeger 1983:147). Formal modeling allows for the testing of hypotheses
,ff/zh' identification of key factors or variables which correlate with
certain health care choices; medical sociologists and anthropologists are
bringing such studies to ever-increasing levels of mathematical
sophistication (J. Young 1980, 1981a, 1981b; Peacoaoiido :l982; Young and
Garro 1982). However, a reliance on quantitative studies, at the expense qr
qualitative ones, may beq inappropriate for the anthropological study of a
phenomenon as dynamic and contextual.as the independent, sequential, or
multiple qtiliution of health care alternatives by persons in times of
illness. I hope to demonstrate some of the limitations of rigid,
quantitative approaches to the study of health care choice, inasmuph as-
decision-making as a continuous process is decontextualized (Comaroffr 1983)
and considered apart from its environment in both the collection of data for
auch studies and the subsequent statistical interpretation of the results.

This is not to say that statistical approaches are irrelevant to the
stx\ady of choice of health care; indeed, quantitative data is essential if
we are to derive generalizations and pattarns of docision—ukins'rro- a wide
‘m;ct'y of individual cases of help-sesking within a soeiety. Rather, I
would stress that the temporal slement of the health-seeking career of the
individual is often lost in this framework of analysis. Decision-making as
an on-going process may be more fully undc\rstood in terms of the total
context of particular illness experisnces and a thorough exploration of this

context requires the direct observation and analysis of illness behavior,
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1a., of individuals actually seeking health cary. and making health care
docisions'. As I have emphasized above, decision-makers are guided in their
perceptions of health problems and appropriate courses of therapy by
‘microenvironmental and uc'roonviron-onul forces, and for the individual

this constellation of influences which affects the ultimate choice of

‘treatment is unique to each illness episode. Statiatical methods may

clarify the extent to which recurring factors of context (cost,
accessibility, housshold income, age, disease eticlogy) correlate with
health care decisions in aggregate, thereby minimizing the uniqueness of
each individual case; yet they do not provide a basis for understanding the
meaning of these decisions to the health seekers themselves. Analyses of
broad population samples which correlate key factors yith health care
choices (e.g. Titkow 1983; Uyanga 1983) often reduce decision-making to a
single event, rather than an ot;-going series of interacting, interconnected
events. These studies may bemefit from additional in-depth research of

decision-making at the level of individual health seekers.

—
Early ﬁveatmum ’

Attempts to account for the differential use of health care resources
by members of preindustrial or non-Western societies first appear in the
anthropological literature more than thirty years ago. In an important
early article, Erasmus (1952) laid the groundwork for erosa;cultunl
ressarch in this area by describing the folk medical beliefs and practices
of persons in urban Quito, Ecuador. In contrasting folk medicine to the
nevwly introduced ideas and methods of "modern”™ or scientific n{:odieine,

Erasaus focuses dpon local or indigenous concepts of disease causation and
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methods of treatment. His study of the folk medical system, and the use of
various foras of folk treatment and therapy by the population, is examined
in more detail below.

Folk medicine is tye primary source of health care for the poorer
residents of Quito, though acculturation to modern medicine is evident in an
Aincreasing knowledge of modern disease terms and use of physicians'
}orvicea. The term "folk medicine” implies a variety of tuditiomi curing
procedures and herbal remedies used by the local %populace to treat illness

which, for whatever reason, are not brought to the attention of modern

doctors in the city. Folk concepts of disease etiology provide a basis for

the understanding of illness, as well as a rationale for ita treatment.

o Illness is commonly attributed to "contagion,"™ or infection with *bad body

humor® (Erasmus 1952:413). This substance, which exudes with perspiration,
may re-enter the pores and infect the blood if one does not bathe
frequently. Bad humor may also be passed to other persons, and cause
illness, through close contact; or sexual relations. Ailments believed:to be
caused by contagion include skin diseases, infected wounds, and syphilis.

Illness may also be casued by "mechanical" means, such as experiencing
sudden tenpex:ature changes, éating harmful foods, or aufreriné a blow to the
body. Exposure to cold air when one is overheated is considered especially
dangerous and can lead to dysentery, pneumonia, urinary difficulties,
rheunatism, measles, partial paralysis, or malaria. Foods which are
inherently "cold®™ or those which have been cooked and allowed to cool can
also cause illness and tend to be avoided. Body blows can cause tumors and
meningitis. In addition to contagion and mechanical causes, 111nesaesluy
be ascribed to "psychological"™ causes. Persons may suffer "anger sickness"™
due to jealousy or quarrels, with ;uch symptoms as diarrhea, vomiting,

fever, or depression. Erasmus argues that these are all believed to be
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essentially natural causes of illness which do not involve the intervention
of supernatural agents or forces.
Certain ailments, on the other hand, are def{nitely considered to have

a supernatural etiology. These include "fright" (susto -- see Rubel 1977)

‘wmalevolent air," and illness due to evil eye (Erasmus 1952:413-4).

Children are the predominant sufferers of these maladies, but adults are
also victims of supomturfl illnesses caused by witchecraft. Symptoms of
all illnesses of this sort are generally non-specific, but fever, vomiting,
and diarrhea in children are often taken to indicate a supernatural
etiology.

Erasmus suggests that the assessment of disease etiology is important
in determining the ultimate choice of treatment. Most problems are
initially treated at home with herbal solutions, broths and poultices,
unless a supernatural cause is suspected; if this is the case a folk

a

medical specialist is sought to "clean" the patient by rubbing with special

plants, eggs, or guinea pigs:
"In a sense, every adult is a medical specialist. The folk share
a common knowledge concerning the diagnosis, classification, and
treatment of symptoms and are most likely to consult a curer only
when their own household remedies fail. If a supernatural cause
is suspected, however, only the curer is considered capable of
properly administering the 'cleaning' treatment" (Erasmus
1952: 415).

In general, then, illnesses which are naturally caused are treated at honme,
whereas those of supernatural origin are taken to folk specialists such a’s
curers and herbalists for treatment. Erasmus notes that in many cases an
"informant will admit he goes to the [biomedical] doctor only when his own
remedies or those of the curer have failed" (1952:416). While people seem -
to have great faith in the doctor's ability to cure diseases with modern

names (diphtheria, tuberculosis, venereal disease, appendicitis) they do not--_.———
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ol(uify their own ailments in this terminology until a doctor 1is consulted,
after f?lk medicine has failed to help them,

Several problems, however, are immediately apparent in Erasmus!
analysis of health care choices. First, although the operating principle of
dcciaion-miking is said to be the initial assessment of disease etiology, no
information is offered as to how this determination is made, by whom, ‘and
acoording to what criteria. The process of symptom recognition is not
objective but rather microenvironmentally contextual, and data is lacking on
the manner by which health problems are perceived and subsequently diagnosed
py persons in a context of a&:/i:i interaction and communication. Second,
very little is mentioned concerning the various types of folk specialists,

beyond their identification as curers or profeasional herbalists. We are

led to believe that all folk medical options are essentially similar when in

" fact theif- methods and philosophies of healing may be quite divergent.

Third, Erasmus speaks in vague generalities and discusses what "the f‘olk"' do
when they become 111, whén it is probable that illness behavior is highly
\;nriable in the seeking of folk therapy. A few case studies of persons who
became 111 and the folk treatment(s) they sought would be a welcome

contribution to the data on concepts of etiology ar;d rules of choice based

on determination of illness cause.

To ¢éomplicate matters, Erasmus himself notes that etiological basis is
not the only consideration in deciding which health.naourca to utilize.
Indeed, factors of social status and group identification enter into the
decision of whether to use folk therapies at all:

"Among white collar and profeasional classes in Quito a feeling
exists that only people of inferior status use herbal remedies
and go to folk curers. The 'better' people are supposed to rely
on drugstore remedies and doctors...It would seem .that acceptance
of the doctor and his remedies is related in some dagree to
prestige, independently of an understanding of modern etiology”
(Erasmus 1952:420). )

Y
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Absent from liis discusaion is any mention of such macro-factors as the

accessibility of modern health resources, or cost of doctors' services
which, in relation to the income of poor urban dwellers, may prevent persons
from seeking a doctor's assistance even if t.iny 80 desire it. In this
sense, psople may be economically comstrained to folk medical choices if
modern medical care is not a financially viable option. In each instance of
help-seeking it would be fruitful to assess the interrelationship of micro-
and macrosnvironmental factors in order to determine which features other
than etiology enter into the decision to make use of one health resource
ovcr; any other.

Two other workers, following the lead of Erasmus, are notouox;tliy for
their early research into the differential use of health resources in
developing countries. Foster (1958) suggests that Erasmus' concept of
choice based on etiology may have worldwide upplioabiiity as a "folk
dichotomy" which guides choice of treatment method in many preindustrial
societies. In seeking to account for the reason some \illn;na episodes in
Latin American countries are taken i:o biomedical practitioners and others to
n;tivo 'healers for treatment, Foster proposes an etiological basis for the
decision (an extemnsion of Erasaus' proposal), whereby the perceived cause of .
an illness limits the expected effectivensss of various therapeutic efforts.

Those- disorders which are believed to be caused by means of "natural”

phenomena are amenable to the sanipulations of modern doctors and may be

ocured without resort to an.indigenous healer. However, illnesses which are
diagnosed to have a "supernatursl® causation will not be taken to a
physician bescause such a move will not have any positive effect upon the
outcome of the illness. These sorts of disorders are only curable by means

of traditional healing practicea. Choice of health care resourqe is thus
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based upon whether "folk diagnosis says that the illnoaa' is one 1n the |
native curer's, not the Dootor's, domain" (Foster 1958:18).

Unfortunately many of the same criticisas of Erasmus' work apply to
this study as well. Foster does not describe a method for testing his
hypothesis, and the queation of what; constitutes an episode of illness and
how a diagnosis of é¥iclogy is r;achod in different socjocultural contexts
is never taken up. The 'éc;lk dichotomy" is suggested to be a generally
valid "rule” which guides health care decisions; yet many persons do not
adhere to generalized patterns of behavior or "rules,” especially in the
case of illness and help-seeking, and it is important to consider why such
variation exiats and the extent to whiéh the rules fail|to cxphin‘oburvtd
behavior. To be sure, the use of health services is a great deal more
complex than an either/or choice, and the possibility of subsequent or
simultaneocus treataent by several different practitioners is not adohuatcl’y
dealt with using a single variable approach.

In a similar type of analysis, Gould (1957) suggests that treatment
decisions often vary with initial assessments of illness severity, mthox"
than strictly etiological conaiderations and proposes to analyze the choice
of traditional or Weatern healers by residents of a northern Indian vilh;o
in terms of the acute or chronic nature of health problems. This
distinction is the operating principle in guiding health care decisiomns,
argues Gould, for those disorders which dov'olop suddenly and which cause
severe, acute symptoms ("critical incapecitating dysfunctiomsa®”) are most
often treated by a Western physician. Alternatively, less severs disorders
of ‘an ongoi;xg, chronic ‘nature which develop slowly are generally by
traditional practitioners. As in Erasmus’ and Foster's analyses, uld's
distinction of choice on the b.si; of severity is a "rule” or mﬁuty

which may or may not hold true in any particular case. Implicit in this

—
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. assertion is the notion that persons actively choose healers on the basis of
this single characteristic, although no methods are proposed ﬁy which to '
inveatigate this assertion more fully. Other criticisas mentioned above are
also valid here. Despite these objections, however, the early investigators
u‘t the stage for future decision-making research by focusing upon the use
of folk and traditional health resources in non-Western, deveioping,’ or
preindustrial societies. This work led directly to the rst.udy of
"hierarchies of resort”™ to various health care alternatives (Schwartz 1969),
and the concépta of sequential decision-making and the use of health

resources over a period or periods of time.

Patterns of resort

In a pioneering study, Schwartz (1969) discusses health care decision-
making among the Manus of the Admiralty Islands in u; historical context of
Buropean contact and acculturatiom of the Manus to European valuea';nd
beliefs. Continuous interaction between Melanesian populations and
Buropeans has occurred since initial contact by European explorers in the
sixteenth oentury; resulting over time in a certain amount of culture change
and modification of traditional Manus lifestyles. Intensive missionary work
:vontunlly led to the mass conversion of the Manus to Christianity around
1930 and the adoption of an associated system for the intorpretatim; and
treatment of illness, one which emphasized the nature of illness as a
punishment from God for such moral transgressions as anger, selfishness, and
jealousy (Schwartz 1969:202). - —_—

However, this new undontanii;i of illness has not wholly supplanted

traditionsl Manus beliefs of illness causation and effective treatment. For

»
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example, sorcery is conmﬂonl'y suggested when adults fall gravely ill, and
moral illness attributed to punishment by the ghost of one's own lineage is
also still considered a possibility. The traditional (T) and Christian (C)
explanatory models provide alternative therapies for health res-t;oration.
The differences between them lie in the accepted underlying cause of gl.llnesa
and the controlling power to which the appeasem;nt, retr;.bution, or
compensation is offered.

In addition to these two models or systems of causation belief and
treatment, a third amorall or impersonal system of biomedical therapy,
labelled European (E), may also be utilized for the alleviation of health
prc;blena. European medicine is seen by the Manus as a mode of treatment
rather than a aour:ce of knowledge regarding the underlying or ultimate cause
of a disease. It treats symptoms without providing an answer to the
question of why the individual became i11l.

Schwartz identifies’ "acculturative" and "counter-acculturative®

sequences or patterns of resort to each of the three types of explanation

and treatment. An acculturative sequence is one in which European medicine

is the therapy of first resort. If, following this tmt;.ent, the illness

does not subside, then more powerful explanations of the disorder are sought -

and other treatment n;thods are tried. In this case, "the sequence starts
with more recent, modern modes, and the tr;nd is toward urlier cultural
nodes™ (Schwartz 1969:204); ° the pattern of resort would thus be E-C-T, or
from Buropean to Christian to traditional therapies. Convef-aely, a counter-
acculturative sequence of T-C-E, or from traditional to Christian and
finally to European t.hon}:ies, is seen.in many instances, where "the first
resort is to an earlier mode, and the trend, in the event of failure, is

then to seek more recently introduced modes® (Schwartxz 1969:208).

———e
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Illness causation beliefs (in accordance with Foster's prediction)
often provid"e the basis for acculturative or counter-acculturative
sequences. Disease which results fPOl;l soui damage by supernatural agents,
or from in-group cursing by an aggrieved relative, or from sorcery, is most
commonly dealt with in counter-acculturative fashion, since these illnesses
lie "beyond the pale of European medicine, knowledge, and power" (Schwartz
1969:203). Traditional cures such as herbal remedies and hot leaf
applications are first prepared at home; one or a series of‘(n\{?/ltional
curers may then be consulted, and eventually a shift toward Christian ~ ,
interpretation of the illness may ensue; and-as a final resort';, hospital
treatment is.sought t;or advanced stage illness. Schwagtz argues that the
failure of biomedical treatment to effect a cure in many of th;se advanced
caaesafurther substantiates what the Manus had suspepped all along: that
the illness was the result of supernatural forces and could not be helped by.
any sort of European medical intervention. ‘

However groundbreaking Sch“vartz's study, it is beset .with difficulties
and omissions. The author admits that her conclusions are based upon "a set
of caé@l collected incidentally as we worked on other problems™ (1969:205).
Decision-making was not a central focus of the investigation but rather a
side interest explored during’ the course of research on Manus social and
cultural orgax;ization. Of course, as I have argued above (Chapter I), an
intensive knowledge of the values, beliefs and sociQI organization of a~?
society is a prerequisite for cogent criticism and analysis of health and
illness in that society. The medical anthropologist must first be a
competent sociocultural anthropologist, for the "medical” sphgfi*ﬂr' a
society articulates with and cannot easily Pe separated from religious,
1ogilt political or economic domains (Comaroff 1983). Yet' this general

<
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anthropological prcpara;ion does not obviate the need for clear and focused
research into the issues of decision-naking and heip-seeking behavior. In
this context, Schwartz's article represents little more than the author's
initial hyupotheses and speculations about the manner in whic;u health care
decisions are made in Manus society. While allowing for the poasibdility?
and, indeed, even the likelihood of the use of more than one health resource
over time, this model accqunts for these decisions in terms of belief of
disease etioclogy alone. As in Foster's "folk dichotomy,"” an assessaent of
the origin of an illness provides the rationale for treatment. Thus it is a
characteristic of the illness, and not of the sufferer, which chiefly
determines choice.

;I'his view seems overly reductionistic, for it interprets causation
beliefs to be the sole basis for help-seeking behavior; and if this 1is
truly the case, further data must be presented in support of this assertion.
Excepting a few brief enmpleg, Schwartz avoids discussion of actual illness
episodes and decision-making which she witnessed firsthand, nor does she
discuss the reasons given by help-seekers for the particular choices they
made. Furthermore, no effort is made to examine the microenvironment of
illness incidents —- the influence of social networks and advice
solicitation upon the folk diagnosis and subsequent health care deciaic;la.
the economig status of the individual at the time of the health c¢risis, or

\% \
psychological factors which may affect the decision to interpret an illneass

as treata/ble by traditional, Christian, or European means.

As well, the issue of the macroenvironment of healt;h care delivery on
the Admiralty Islands and its effect on health care cboiée is not considered
to any great degree beyond a preliminary diascussion of the introduction of

European medicine and the changing nature of resource accessibility after

{
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World War II. In fact, Schwartz does mention that, following the Japanese
occupation of the islands,

*the Admiralties became one of the largest American bases in the

South Pacific. Large base hospitals and an abundance of medical

supplies were established with treatment facilities for natives..* .

.; This coincided for the first time with the availability of
antibiotics, sulfa drugs and penicillin as well as more effective
anti-msalarials” (1969:203).

In a short period of time, the entire therapeutic resource base from which
to choose expanded dramatically, making European or biomedicine for perhaps
the first time an accessible treatment option to many members of the
population. Prior to this development, the choice of European medicine was
made difficult by its relative scarcity and geographic isolation from large
numbers of people. Yet with the advent of American influence, the
macroenvironment of decision-nkinp changed ';:lnntically. I would argue
that the processes of health care choice cannot be adequately examined
without reference to the context of the acceasi§ility of health care and
other macroenvironmental influences. This includes not only the
geographical distance of facilities and dirrf.culty of travel for the help-~
seeker (Annis 1981; Young and Garro 1982), but alsc the cost of services
relative to the personal funds of the health seeker, and importantly, the
quality of care provided x'-egardless of distance or cost. I'l'hcae issues seen
not to have received thorough comsideration in the analysis of Manus resort
hierarchies, though they greatly affect the ultimate choice of health -
options by decision-makers.

Despite these criticisms, however, the isportance of Schwartz's work
should not be underrated. As a preliminary analysis of health care choice
in & non-Western, medically pluralistic society, it provides a foundation
for future decision-making research by anthropologists in a wide variety of

cultural settings. The temporal nature of help-seeking is stressed in
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“patterns of resort" analyses, for it is assumed that persons may use one

od

resource, then another, and then another in efforts to achieve the

-

restoration of health. In many ways this work foreshadowed the deveiopment
of “help-seeking career” models (Chrisman 1977; Twaddle 1979, 1981; McKinlay
1981) which consider decision-making in terms of sequences of events and the
continual re-evaluation of health care ciwicea over time.

In recent years several field studies have emerged which base their
analyses upon interpretations of pattern or hierarchies of resort. Woods
(1977) examines the use of ™alternative curing strategies™ by members of a
Guatemalan Mayan population and seeks to discover the logic of choices among
"modern,” "folk Ladino,” and "folk Indian" medical systeas. In an attempt !
to determine which health resources are utilized first and most often, Woods
collected data on the sequence of resocurce choice and the pattern of uusc
whvcn more than one treatment was employed for an illness episode.

While most ilinesases recorded during this period (64%) resulted in the
choice of only one health care option, a subatantial portion involved the
sequential movement from one alternative to other methods. These health
care options include self-help therapies (home or pharmacy ri-odies), Indian
or Ladino lay curers and nurse-nuns (minor resources), and shamans,
pharmacists, and biomedical dogtors (major resources). The most common
pattern of resort, -arguea Woods, is the movement from self-help treatments

to minor resources to major msourcegl ‘aceording to the persistence and

mority,of symptoms for which relief is sought.

As well, a general trend towards the use of "modern® or biomedical
alternatives is evident in the community, and for many individuals the

pattern of utilization is commonly from traditional to “transitional" to

]

modern medical resources. Transitional health resources are those which’

o
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serve as a "bridge" between traditional and modern medicine (Woods 1977:38).
One such reaource is the pharmacist, who is knowledgsable of Indian
traditions, but‘who carries his instruments in a black bag, wears a white
smock, and is called “doctor" by many of the villagers. Woods also notes
that this pattern of resort is not evident in all illness episodes: some
individuals in the study exhibited a modern-transitional-traditional
sequence ("acculturative® in Schwartz's terminology), and some the
concurrent, rather than strictly sequential use of multiple health care
options (cf. dual use: Press 1969).

Interacting features of the microemvironment of the illneas experience
and the macroenvironment of health care delivery cause the choice of
biomedical services to seesm attractive to Mayan villagers in some respects,
and repulsive in others. Both the shaman and the pharmacist are sore
expensive than the doctor (Woods 1977:40), and the cost of other modern
medical resources (nurse-nuns) is negligible thanks to government support.
This would seem bo promote the use of biomedical health options and
' discourage reliance upon the more expenaivo‘ traditional alternatives.
However, omn the other hand, villagers often complain of the doctors'
impersonal manner of interaction with patients and their failure to offer
patients any information about the ailment or its cause (1977:48). This
criticism is not unique to the Mayan plantation, but rather has been cited
a3 a major reason persons in non-Western or preindustrial societies the
' world over avoid seeking health care from biomedical perscnnel (Kroeger
1983). In this sense, the impersonality of these health care providers may
encourage the continued utilization of non-biomedical options. Health care
decision-making, then, involves the uuun.;zt o{ aicroenvironmental

N
variables -- psyochological attitudes toward health personnel, the advice and
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recomaendation of others in a network of social interaction and lay referral
(Freidson 1970a), as wgll as macroenvironmental factors, which may include
economic, geographic, and political influences upoz; the ultimate choice of
health alternative.

Though Woods successfully demonstrates the complexity of the
environment of health seeking, the resultant analysis of patterns of resort
leas than satisfactory. The complexity in fact seems to demonstrate that no
clesar-cut pattern exists. People have many different reasons for the
choices they select, and these depend on the circunatahcos of particular
illness episodes. I would argue that the unique context (micro and macro,
for both are constantly changing) of each incident of help-seeking provides
different criteria for decision-making at the level of the individual.
There may be no reason to assume that the same person will necessarily
exhibit the same pattern of resort on two separate occasions, because the
context of illness is itself different in each case,

Further data on patterns of resort are presented by Garrison (1977) in
a discussion of the use of espiritistas, or ;piritiata, by members of a
Puerto Rican community in New York. Normally, persons turn to spiritists
for help in nmging "somatic, intrapsychic, and interpersonal difficulties”
whiich are not initially relieved by a biomedical doctor's healing efforts.
In ‘this sense the spiritist serves as a secondary health resource: the
great majority of spiritist clients (81-85%) had seen a, doctor within 'a one-
year period prior to the time of interview and had been dimtiaﬂo\d with
the outcome of therapy they received (Gnrriaon 1977:102).

If spiritist treatment fails to alleviate a client's problems, the aid
of a paychiatrist may then be sought. In most cases the psychiatrist,

unlike the spiritist, is not seem aa ™a source of help with the problems of
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living;® psychiatric consultation is reserved for treataent of th;
*hopelessly mentally 1ill,” or for the prescription of pills for "nerves.”
Patients thus utinz; psychiatrists as a tertiaéy health resource, the
resort pattern commonly being from doctor to spiritist to paychiatrist
(Garrison 1977:162-3).\ '

Yet Garrison acknowledges that not all community members exhibit this
pattern of ?esort. After .all, some 15% of spiritist clients by-plaa;d
initial treatment by a doctor, and many persons see psychiatrists without
ever resorting to spiritist therapy. Like other gtudiea of this kind,
Garrison's analysis describes trends and generalities, but does not address

the decisiog-luking processes of individual health seekers to any

asignificant degree.

Nichter (1978) is somewhat more succeasful in mlyziné patterns of .
resort and use of therapy systeas in rural South india, though here also no
general conclusions hold true in every case. The health care environment of
this region 413 very complex: a great number of rogist'arod medical
practitioners (RMPs) with varied backgrounds and levels of training are
licensed to practice. Indigenous medical practitioners include folk

-

herbalists, exorcists, sorcerers, astrologers, and Ayurvedic healers. Some

BMP3s hold diplomas from colleges of classical Ayurveda, while others have.

informal training from family members or are self-taught (Nichter 1978:34).
Furthermore, increasing numbers of M.B.B.S. doctors are moving into the

region, making biomedical treatment a seemingly more accessible health care

. Alternative.

it}
~

Nichter suggests that an ind.ividuni{s economic position, caste, and
level of education, as vwell as the nature of the illness suffered and the
availability of sedical resources, all enter into the decision of health

care utilisation and sequence of resort. Poor persons generally choose the
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less expenaive tmt’mt of an Ayurvedic practitioner, especially if drugs
are needed for an extended period of time. More educated villagers tend to
utilize biomedicine first, but they are also more likely to simultaneously
cmult an Ayurvedic physician if allopathic medicine does not produce
immediate results. The belief that biomedical treatment alleviates symptoms
but not the essential causes of an illness (and may in fact be nsponlﬁ:lo
for side effects or subsequent ailments) serves to promote the use of other
treatment methods. ®

The most important finding of Nichter's Nmr'cb\ thus is that the
choice of health care in South India is a co-plicatod\\ decision which cannot
be reduced to individual factors alone. The chronic/acute dichotomy
proposed by Goult'i only partially explains these data; acute ’ehl%ldm'a
illneases, for example, ars gensrally treated initially by tnd';.tioml
practitioners, contrary to Gould's prediction (Nichter 1978:44). Even with
regard to cost, the assertion that "poor people choose the least costly
alternative" may not characterize every instance of help-seeking.

I would briefly like to mention here the work of Finkler (1980), whoss

focus upon the efficacy of non-medical treatments in rural Mexico involves a

'oonudcution of patterns of resort to biomedical or Spiritualist treatment

mothods. ([This and later researoh (Finkler 1981a, 1981b) is discusaed more
fully in the following section.] While the major thrust of this study is to
evaluate treatment outcomes, Finkler identifies three distinct patient
groups which seek Spiritualist therapy, representing different patterns of
resort to therapeutic measures.

Regulars are converts to Spiritualism who consult temple healers first
in all cases of illness for which outside help is sought. If a cure does

not ensus following this treatment, then temple regulars will sesk
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biomedical attention. First-comers are persons who, having not been cured

' by a medical practitioner, seek Spiritualist therapy as a last resort.

Finally, habitual temple users are persous who have been successfully
treated once at the Spiritualist temple and who return for trestment of
illinesses which are not “grave” or life-threatening. In the event of
(culturally defined) serious conditions, such as illnesses requiring bed
rest or associated \'dth" fever, habitual users resort first to medical
doctors. But for such minor problems as diarrhea without fever, pain in the
stosash, susto, or insomnia, Spiritualist therapy is preferred.

The pattern of resort is thus different for each group of temple users.
First-comers use other health care alternatives first, and Spiritualist
therapy is tried when all else rniu. W, on the other hand, resort
to Jpiritualism first for all health care needs regardless of the type of
symptoms or their severity, and use biomedical services only if relief is
not romm Habitual users are discriminatory in their resort to -
Spiritualist healers; if symptosms indicate a non-grave illness, choice of
Spiritualist therapy is likely. However if symptoms suggest a more .mious;
problem, medical treatment is sought. (

In this analysis Finkler stresses the heterogeneity of the population
and the different sorts of resort patterns exhibited by Spiritualist
clients. Her ressarch clarifies issues of intracultural differences in
help-seeking and demonstrates that resort may not be predictable, especially
in the case of habitual temple usera. However, further research is required
to vcm these patterns of resort are consistent over time; do any
habitual users subsequently become regulars, or do any yogulara ever seeic
medical treatment before Spiritualist therapy? Again, the issue of

consistency in following hierarchies of resort is assumed, when in fact
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different illneas contexts may 10’14 to different sequencea of therapy
resort.

Finkler's analysis does not end with an illumination of patterns of
resort alone. In this and subsequent writings (1980:28%; 1981a) she
stresses that "iliness networks® of referral arse influential in determining

whether Spiritualist treatment 1is sought, implying that the social context

of illness guides health cars decisions. In this regard, resort to

JSpiritunust healers is a respoanse to the aicrcenvironment of illness, for

lack of an "illness network” (cf. lay referral system: Freidson 1970a; lay

consultation and referral processes: Chrisman 1977:357-8) promoting

‘Spiritualism generally precludes its use.

k4

Fioally, Kleinman (1980) attempts to analyse patterns of resort through
the use of intensive interviewing techniques and the reconstruction of help-
sesking behavior of Taivanese families. These data prove useful in

slucidating the processes of decision-making with regard to self-treatment

.mMith diet, tonic, herbds, etc.; VWestern-style doctors or pharmaceutioals;

Chinese-style pmtif:ioncn; or tang-ki or other sacred folk healers. Over

150 families were intervieved regarding the sicknesses suffered by family
members during the previcus moath, the trestment decisions and reasons for
those decisions, the sequence of use of treatments or practitioners, and an
uuuunt‘of the outcome of the treatments chosen (Kleinman 1980:181).
This ntm;d allows for the collection of information concerning actual
illnesses and incidents of help-seeking which were not directly observed by
the fieldworker, but which occurred recently enough to be remembered and
described in detail by family members.

Kleinman notes that in svery case recorded several variables interacted

to determine which source of therapy was sought, including such fixed

» «

3
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factors as age and sex of the patio:;t, but more importantly such
unpredictable features as ;'pcat experiences with health care” and the
"mt.uro or”[tho‘] patient's social network and lay referral system"
(1980:185). Three patterns of resort jare implicated by the elicited dat;z
these are labelled simultaneous resort (use of multiple therapies

’ !

concurrently, usually in the case of a serious childhood sickness); o

‘ . v -4
hierarchical resort, exclusive type (use of different therapies sequentially

but not simultaneously, usually in the case of an acute but non-life-
/

¢ i
.

threatening adult sickness); and hierarchical resort, mixed type

(continu&tion of the use of previous therapies even as new ones are sought,
usually in the case o{ a chronic or recurrent adult sickness).

The strength of this model lies in its recognition of variability of
resource choice at the individual level. While Kleinman argues that persons
use health resources simultaneously or sequentially, he do;s not prescribe
the order of resort. Although self-treatment is 1nvar1;lbly the therapy of Y
first resort, the nm':t step nay. be the choice of a Western-style doctor, or
a Western-style pharmacist, or a Chinese-style practitiomer, or a Chinese-
style pharmacist, depending upon the exact nature of the illness autre;'ed

¥

and the evaluation of tiu -efficacy of previous choices within the context of

3

social interaction and lay referral. Kleinman further suggests that

' semantic illness networks (1980:187) provide a logic for ‘therapy choices,

for particular sickness labels imply particular treatments which will be
beneficial to the individuml.

Three case studies of health care decision-making are presented as
illustrative of the complexity of the health seeking process (Kleinman
19803 190-3). Inrucb instance the individual's choice of health option was
dependent upon the illness label :Lniuul_ly applied to the condition, the X
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subsequent perception of treatment outcome, and the reconsideration of the
accuracy or appropriatsness of sic'lmcss labels over time. By describing the
pathway of help-seeking for these individuals, Kleinman [‘\haa pointed out the
inherent difficulty in t’rying to predict behavior at the\\ individual level.
Indeed, without these case illustrations, his model of resort patterns could
be read to argue that health care choices always follow aet\ rules or are
necessarily predictable outcomes of illness episodes. In this sense,
hierarchies of resort tend to present a falsely simplified view of decision-
making processes by suggesting that health seeking is an ordered and logical
sequence of events. Kleinman's analysis of individuals and their actual
decisions in times of health crises serves to emphasize the limits of
predictability -based or; hierarchies of resortl:.

The great benefit of all patterns of hierarchies is their explication
of recurrent sequences of health care decisions across microenvironmental
contexts. That is to say, patterns of resort clarify the extent to which
persons in society exhibit similar health-seeking behayior in simiilar, but
not identical circumstances of illness. Yet on the other hand, one of the

major problems of these analyses is their 1napplicability‘ at the level of

the individual. For any illness, what determines the actual therapy choices

made by the individual or members of his social network? How are we to know
if an individual will follow the prescribed pattern or if he will "deviate"
in some way from the norm? And is not this deviance a major interest of

decision-making researchers and analysts? Several investigators, in an

effort to understand more fully the meaning of hult_h care decisions to the

individuals who make them, have turned to an exploration of decision-making
"pathways” and the sequences of choices make by health-seekers during nctugl

times of health crisis. Both Janzen (1978b) and Finkler (1980, 1981a,.




)

1981b) attempt, through the methodology of participant observation and case
analysis, to clarify why pc;-t:l.ouhr individuals in need of health care make
the decisions they do, in their particular micro- and macroenvironmental
contexts, and the rationales they provide for thea_o decisions. Following
the pathway of health-seekers, from illness onset to recovery (Fabrega 1973;
Igun 1979; Kroeger 1983) provides a measure of insight into the reasons
behind health care decisions in a manner that abstract analyses of resort
patterns, using cross-sectional population data, may not provide. The l
pathway approach to the study of decis;on—naﬂng, with its benefits and

problems, is taken up more fully below.

PN

|
Pathways of help-seeking

One way to appreciate the complexity of health care decision-makinq is
to observe firsthand the actual behavior of persons seeking health care.
Data collection by means of participant observation allows a view of the
social and cultural context of illness and hellp-seeking that is !Q:d to
obtain by means of surveys <;r other impersonal methods. Janzen's (1978b)
landmark study of the "quest for therapy" by members of BaKongo commu;li;.'.ies
in Lower Zaire convincingly defnonstrates the importance and value of this
approach in studying health care choices in medically pluralistic societies.
Such am'me‘thod attempts to clarify the pathway of help-aeek'ing, the sequence .
in which healtq:h care choices are selected and evaluated, and new decisions,
made in light of previous therapy outcomes.

Initially, Janzen sought to use formal eliciting techniques
(componential analysis) to ga_ther data on BaKongo beliefs and battitudes and

com"us of therapeutic action in the event of illnesas. These data would:




have represented hypothetical cases of illness and what to do about thea.
However, it was soon discovered thats \ !

"efforts to administer interviews in KiKongo resulted v

in some bafflement on the part of our otherwise willing

interlocuters, having to do 'with a type of 'it-all-

depends' perplexity, and a great deal of variety in the

results. Responses to such questions as 'What kinds of

illnesses are there?' or 'How is such-and-such an

illness treated?' resulted in totally disparate types

of answers" (Janzen 1978b:33).

4l

To complicate matters, Janzen then realized that questions about
hypothetical situations were inappropriate on account of the fact that
"respondents would say one thing...but then in the throes of decision-making
do another." This led to the total abandonment of his "initial primary
concern 'with what people think' [in favor of] a conéern with 'what they
do,' and how that is rationalized" (Janzen 1978b:33). Following directly
the work and advice of Victor Turmer (1967, 1968), Janzen found that the
"intensive case method" of study would prove most useful in determining what
health care choices people make, and why they believe they make them. Since
"the quest of a sick BaKongo for treatment often takes him/her tens, scores,
even hundreds of miles"™ in seeking relief from illness, logiat'ical problemq

dictated that orily a handful of cases could be followed through the entire

course of help~seeking (Landy 1983:224). % )

The dichotomy between kisi-nsi (native culture) and kimundele (}onigrx
culture) is pervasive in Kongo society, ;nd medical practice; are
interpreted either as indigenous tr&&itional toohnique;,, or as imported,
Western ;nethods. This perce-ived distinction does not, t;’owever, prevent
individuals from utilizing different kinds‘o.f‘ therapies sequentially, or
occasionally simultaneously. Most minor ailments are initially felt to be

natural of "of God," and may be treated either by a traditional healer orhby

Hest‘gm buethods. ‘It is only i’d’nen an individual fails to g'eapond to i:I.n:i.t‘.:l.al



| Kimbanga clan, and lived uneventfully in her father's\village until the age z

treatment that the ailment is suspected to be "of man,"” or to have resulted

~

- _from "the sufferer's aelf—ibuse,”outside or mystica‘l aggression, or
.structural and social causes" (Janzen 1978b:221).

The consideration of etiology is thus important to the ultimate_choice

Y

of therapeutic alterﬁative. Janzen identifies four "therapy systems" '1n
opex‘ation in Lower Zaire--"the art of nganga, kinship theqrapy, purif‘ication
and initiation, and Hestern medicine"--which interact to form an integrated

and unified regional health care system (1978b:193). Only.the first three

’

of these, the indigenous or traditional therapy systems, are seen to be

effective in combatting "of man" illnesses, such as those caused by . ~
witcheraft, failure to fulfill social obligations, oor breach of taboo (e.g..

incest). The question of resort patterns is not developed by the author,

beyond 'mentioning that illnessés which linger or recur tend to be seen by
£ + X

traditional rather than Western healers. »

i

The Quest 53': Therapy devotes itself to a "thick description" (Geertz
. 1973) of the decision-making of six individuals whose multiepisodic
111nesses were followed t‘or periods of one week to several months or years.
Janzen documents the fact that in each case, the principal decision-makers
were not the individuals suffering the disorders, but rather the members of
/ their families and close relatives, who formed a "therapy manaéing group"

(1978b:1&)hwhich assumed complete responsibility for seiectin'g treatment
optigns. b The case of on: woman, Luzayadio, who fell 111 shortly after

giving birth and s;.lbsequently_"played a very minor, passive part as
decision-maker" in the determination of her therapy (Janzen 1978b:68) ‘serves
+to.illustrate the impbrtanc;e of this group in the determination of health *

care choice from a variety of alternatives. . -

I:uzayadio was born in 1950 to a woman of the Ns clan and' man 'or the 1
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of seventeen. At this time she became romantically involved with Kitoko, a
man of her father's clan. Her pregnancy by him caused a éreat dexl of
controversy in the ‘village because he was "of her father's generation, in
the relationship of ax'father‘s brother' to her" (Janzen 1978b:68). ‘l‘;xoush,
her mother objected, Luzayadio's father urged the twWo to marry, so Kitoko
made a payment to her mother's brother signifying his intent and left for
Congo Brazzaville to earm the bride payment. Luzayadio gave birth in
November 1968 after a n_orn;al‘ pregnancy and delivery, but in January she
became weak, and experienced a swelling of the limbs, It became diff'icult to
walk up steep paths in the fields, so she first cona'ulted a retired mission
nurse who gave her an injection of penicillin. She also re;eind treatment uo
from a local curer, who made superficial scratches oxr her skin which he
rubbed with plant substances. .

Upon examination by an M.D., she was found to have limb edema,
hepatomegaly, swelling of the face, and an enlarged heart. She was given
biomedical treatment for parasitic infection (;metine and chloraquin), but
within a few days her family terminated the treatment apd arranged for a
meeting'of Nsundi and Kimbanga clans to determine whether there was

. hostility between the groups which coul;l have caused her illness. No
tensions were revealed, and the disease was decided to be "of* God," rather
than "<_>f man." However, Luzayadio was requested to ask forgiveness of her

Jmaternal clan, and members of the clan asked for her forgiveness, in onrder
to assure that undisclosed evil intentions were eliminated in case the
illness was actually "of man"; for the same reason, represenpfatives of her
paternal clan asked for her forgiveness. " Since Laizayadio's mother ‘

considered her impending marriage to Kitoko to be "incestuous,” there was

unresolved tension between her mother and father, and "the subsequent course
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of therapy depended on the mlgais of this conflict" (Janzen 1978b:69). If
she had not beco-: ill, her marriage likely would hsve been approved; but
her illness provoked a controveray of whether the marriage was right, and
hence the tension between clans.

Her condition did not improve over the next week, and upon examination
again by the M.D. she was found tc have cardiomegaly, heart murmurs, and
other signs of severe heart failure. She was treated with inadequate
medication and died several wieka later. After her death, suspicibns were
raised about the relationship between the illness and her "incestuous
mating." i.uzayadio's maternal clan refused gifts froa her paternal clan,
whom they suspected of being in some way reasponsible for her death. In the
end relations were restored to normal, but the su;pioion of incest continued
to serve as a reaminder that Luzayadio's health problems may have been N
brought about by her union of questionable status.

) Janzen emphasizes that all throughout her illness, Luzayadio did not
have much say in the type of health care she was to receive. Instead it was
the members of her therap; managing group, comprised of persons in her
immediate family, who partic;fpated in the actual choice of therapeutic
alternatives. Furthermore, the exact membership of this group changed over
time, with some family members proving to be more influential than others at
various stages in the progression of her illness. Because the clans could

not resolve the issue of whether her forthcoming marriage to Kitoko was

"‘proper, they could not be sure Luzayadio had not broughth the illness upon

."'F"ﬁaraelf and was experiéncing her due punishment. No effective therapy was

sought for her ‘problems because of the fatlure of the members of the therapy

'

managing group to arrive at a consensus.’ | o

This case dramatizes the sooiélly contextual nature of the quest for

‘therapy, as well as a central feature of the process, which is that the 11l

\
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c , individual generally exercises little influemce in the decision-making
process. Other cases described in detail by Janzen support the epntonticn
that the therapy managing group is really the chief dociaiou--;iing body,
and that health care choices are often out of the hands of the person
. suffering the  illness. ’
The strength of Janzen's analysis is the demonstration that the choice
__ __©f health care and sequence of alternatives chosen “all depends" upon the
)
precise context of the illness experience. Indeed, in no two cases wers
therapy decisions exactly the same, since each episode of help-seeiking
involved not only a unique set o‘)f' symptoms but also a unique group of
persons ™managing" the administration of therapy. Furthermore, the health
T care system of Zaimlcontinues to change -under the influence of
international develgénent and the introduction of biomedical clinics in

rural areas; future health care decisions will necessarily involve a

consideration of this changing macroenvironment of resource accessibility

and eb(gacy of Western methods.

Admittedly, one oi’ the biggest problems with an observational approach
to the study of help-seeking pathways is the inability to follow the illness
behavior of mor(e than a small handful of persons. It is wholly possible
T t}kt in choosing six cases to follow intimately, the investigator will select

ones which are unrepresentative of the rest of society. In this regard, the
methodology of direct observation of decision-making does not provide a
broad overview of the health-seeking behavior of a large segment oof‘ the
population. Yet Janzen recognizes this limitation from the outset, and
although only B few‘ cases are prese'nt.ed, the entire sequefice of events in
each instance is recorded in all its richness of contextual detail. Such a

Y

method avoids the pitfalls of what A. Young (1981) calls the "rational man"

)
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assumption of decision-making, i.e., the expectation that health care
decisions necessarily follow a certain logic or rationality, or that
decision-makers themselves see their choices as rational ones. Such an
assumption need not be valid, for in health crises people may ac}: in
fashions they recognize to be irrational or illogical, if such behavior
holds the faint possibility that a cure may ensue. The documentation of
acutal help-seeking pathways is a useful methodology in ‘thia regard, for it
lays bare the reality of decision-making processes, rather than glossing
over a simplified version of expected patterms of choice.

Some of these methodological problel-a are overoome by Finkler (1980, '
1981a, 1981b), in her research on the choice of non-medical treatments in
rural Mexico. Direct observation of Spiritualist healing sessions and
interviews with persons seeking Spiritualist therapy form the basis of iler
investfgation. In this regard, Finkler .focuses dire;:tly upon actual

accounts of help-seeking and the decisions people make in response to

& -
illness, rather than questioning them about past or hypothetical instances

<

of help-seeking belf;avior. Through personal contact with clients coming to
Spiritualist temp;}__g’f;f_'?r treatmen d by means of intensive interviews and
f‘ollow‘-up studies, every effort was made to determine why persons sought
Spiritualist help, and how effective they felt such thgrapy proved to be.
Finkler recognizes the temporal element of the illness experience, and
'that the evaluation of satisfaction with treatment r'efguir‘e’s ‘following
persoxyrom the time they decide to seek help to the time of problem
resolution. The. only appropriate way to 1nvest:fgate these is;ues is through
continued interaction and communication with the help-seekers throughout.the
course of their illnesses, and to follow their help-seeking pathways over

time. Although this research is specifically concerned with the assessmeht
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of treatment outcomes, it does address several topics directly relevant to
an understanding of deciaion-making. Por example, Spiritualist therapy is
but one treatment alternative available to persons in Hidalgo state;} the
choice of this option depends in large part upon the recommendations and
advice of other persons in a network of social interaction. Individuals who t
choose Spiritualist therapy almost invariably balve received support for this
decision from members of their "illness network," whereas those without such
support generally do not seek this form of treatment.

By developing a npport»wii;h Spihituliat clients and interviewing them

in their homes over a period of several weeks, Finkler was able to gather

i N —

data regarding current health problel';a, decisions:made in response to these
px:oblens; and the benefit of various treatments to the help-seeker. This
method has the advantage of allowing larger nunberq\ of people to be studied
than Janzen's technique of direct observation, and it avoids the prgble- of
asking ‘people about events which occurred dlong enough in the past to be
forgotten or poorly remembered. On the other hand, Finkler's focus
specifically upon Spiritualist therapy does not permit a detailed
consideration of decision-making which involves choices other than this
treatment alternative. To be sure, further research is needed to clarify
the ways in which many different therapeutic options are utilized by m@mbera
‘of this population; perhaps the use of interviewing techniques may be
modified to include persons who seek health care from resou.r'ces other than
Spiritualist healers. This broadened focus could well lead to "a
-com‘paratiVe study of health seekers" (Finklf.»r 19%1&) which analyzes the
decision-making processes of persons actually seeking health care from a

great varliety of resources in the community.
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Both Janzen and Finkler attempt to provide a broader understanding the
contextual nature of health care decision-making by ;ookmg at actual cases
of l;olp-mking and the factors involved in arriving at these decisions.
Both authors succeed particularly in do-on;tntmg that the social context
of illness is important in determining the ultimate choice of therapy in
pluralistic settings. Health care decisions are not ndo‘indepcndent.ly but
evolve out of a process of advice solicitation and negotiation with other
persons in networks of social interaction. Direct bobservation of help-
seeking behavior by the fieldworker provides insights into the importance of
environmental context in d.eter'-inin.g the pathway of choice that other

/

methods may not capture.

In this light, I now wish to turn to a discussion of quantitative

analytical approaches to the/study of decision-making and the development of

formal models of health cdr/ia choice. Quantitative ianalyaes attempt to
identify key determinants, w/rariablea or factors of context which cornlate‘
with the utilization of particular health care resources, and to predi&t
health care decisions on the basis of such data. These methods, while
providing useful descriptive data on patterns or health care utilization,
necessarily decontextualize the health-seeking process in the course of
sbatistica‘l analysis and model building. Formal models camuxot&ake’into
account the variabllity of micro- and macroeﬁnvironmental contexts of illness
experiences at the level of the individual and may therefore dist;nce us

from a true understanding of meaning of health care decisions to persons

seeking health care.
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that formal models may predict decisjion-making behavior based on an
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Quantitative dats analysis and formal modeling

Developing out of quantitative sociological approaches to the study of
social M-m, formal modeling of decision-making has been proposed by

some workers as a means for assisting in the cross-cultural investigation of

P

health care choice (Kroeger 1983). Quantitative analyses of decision-

[ —

e,

making behavior require the definition and numerical measurement of various
economic, demographic, social, or paych%logical characteristics, and the
subsequent determination of correlations between measured variables and
obaerved rates of utilization of medical services. The 'dopcadont. variable,

choice of health alternative, is thus seen to be a function of the many

) e o RN 50 % v ot o "

independent factors analyzed; and if developed properly, proponents suggest

assessment of the proposed variables (J. Young 1981a; Pescosolido 1982).

J RN, i i i wu

Quantitative methods are often applied in attempts to elucidate the ’ 2 §

most important "determinants of use of care" (Kroeger 1983), or variables .

which correlate strongly with the differential utilization of health care

resources by various segments jof societies. Some sociomedical researchers, i
for example, have suggested quantitative analysis as a way to determine "the
degree to which new [biomedical] resources are being utilized" upon their
introduction to Third World féocieties (Colson 1971:226). Thus,
statistically significant a:s'sfociations between the designated variables and
the relative use of various health care resources may be used to provide
clues to health planners as td why biomedical f‘acilitigs are often
underutilized in developing countries.

Kroeger (1983) summarizes t':he work of several researcl;ers who employ
huantiﬁative analytical approaches for the study of hea;th care choice

-
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hospital in the previous six months, while only 10.0% of membei;&

(Fig. 1). The variables examined in these studies may be organized into

three groupings:

-

1) Characteristics of the subject refer to features of individual health

seekers which corrplate with the differential use of health care resources.
These characteristics may be relatively easily conceptualized and measured,
such as "economic” factors (household income) and "sociodemographic”
variables (age, sex, marital status, household size). They may also be
quite nebulous and Eifricult. to apprehend, asuch as "sécialpsychological"
factors (degree of cultural ambn, acculturation to Western values
(MoKinlay 1972)). )

Medical sociological research in :gndustrialized countries has dealt
primarily with charactoristics of individuals and their correlation with the
differential use of hospitals or biomedical treatment facilities. This work
has resulted in an extensive literature outlining various individual factors
which predict use patterns (Anderson 1968; Mechanic 1968; McKinlay 1972).
For example, Ludwig and Gibson (1969) report that 37.3% of perso'ns whose
household income is less than $150 per month had not visited a clinic or

A
income households (more than $500 per mopnth) had simila;'ly failed to utilize -
health care services. Thus, household income is an economic "predisposi;lg

i
factor" (Kroeger 1983:148) which influences persons in health care\

decisions.
This approach has been modified by some workers to si‘,udy
ahy
“"characteristics of the subject™ 1n non-Western societles which may

correlate with patterns of health resource utilization. Colson proposes .

that acculturation may be analyzed in terms of: .

"the amount of formal education, spatial mobility, age, amount of
cross—cultural eqntact, degree of participation in traditional *

e 3 oo
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Figure 1

-

" . TExplanatory variables of health care choice

Characteristica

of the subject

~age
-sex

-socioeconomic level
=occupation

-ethnic group

-marital status

~household size

-formal education

-degree of cultural adaptation
-assets (land, livestock, cash)
-interaction with family,

" neighbors, community
-innovators

Characteristics of the disorder

and their perception ~x

-ghronic / acute
-severe / trivial )
-stiological model
(natural, supernatural)
-expected benefits of treatment
(modern, traditional)
=psychosomatic / somatio

Characteristics of the Service
Enabling Factors

-accessibility

. -appeal (opinions, attitudes towards
. traditional and modern healers)
. =acceptability, quality, communication

~costs

(Kroeger 1983:149)
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religious aotivities, occupational mobilfty, and aspect of
material culture® (1971:228).

Though difficult to quantify and measure accurately, this model holds that
variability in acculturation may predispose persons to one or another health
care alternative during times of ilness.

2) Characteristics of the disorder and t.heir' perception refer to persons'

beliefs regarding the nature or etiology of the illness for which help is
sought. Foster's "folk dichotomy" (1958; see above) is widely cited in
]aupport of the view that choice correlates highly with features of the ’.
disorder, rather than of t;ha sufferer. This dichotomy of treatment method
(supermatural etiology: traditional healer; natural etiology: bionodicl‘;l

treatment) is Luggested by recent research to be operative in areas of the

worid as widely separated as the Ivory Coast (Lasker 1981:158) and Ecuador

-(Kroeger 1§83=151). Colson (1971) argues that in a rural Malaysian village,

perceived etiology has a significant effect upon choice of therapy: native
health practitioners are most often seen -for illnesses believed to be caused -

<

by "supernatural agents, breach of taboo, or breach of ethical precept,”
whereas illness believed to be’cauaed by m;tural agents are con)monly taken
to the biomedical clinic. Other workers, however, have questioned the
universal validity of this principle based on research in different culture
areas (e.g. the Manus, Schwartz 1969). . \ -
Other characteristics of the disorder which have been proposed to
agcount for choice of health care include the perception of an illness as
chronic or acute (Gould 1957), severe or trivial, or the expected benefits
of one or another treatment method in light of etiological belief. These

are f’actoz:s of cultural interpretation which influence individuals in the

decision-making process.




el
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3) Characteristics of the service (enabling factors) refer to those

features of the health care delivery system which promote or discourage the
use of various resources within the community. Such variables as the
googrtphicl} distance of medical services and the time requigod to travel
for treataent are important factors affecting the rate of utilization of
health services, especially in rural arras. Another important variable of

the health service is anticipated cost of treatment. Though cost is,

. Strictly speaking, a factor of the service itself, it affects medical choice

in relation to the financial resources of the health seeker and is not
independent of the "characteristics of the subject" as defined above. 7
Decisions must be made concerning the availability of funds, expected fees
of the practitioner, and the potential benefit of investing lim;ﬁbd k
resources in one or anogher treatment method. These factors are not easily
teased apart by means of a conaiderapion of cost o{ services in isolation.
Other service-related variables often considered by investigators are
the relative "appeal" of traditional vs. biomedical healers to the members
of a community; the level of "communication" between healer and patient; and

the "quality" of health care administered (Kroeger 1983:149). Though such

factors may be difficult to apprehend and consider in isolation from the

_rest (and especially difficult to quantify), proponents of "determinanta"

models argue that they significantly affect health care decision-making and

the use or non-use of services (Young and Garro 1982). Woods (1977; see

above) provides support for this assertion by describing how ﬁhq\imperso —

-
manner of biomedical doctors on a Guatemalan plantation (lack of "appeal,"
poor "communication") inhibits Mayan residents from seeking their
assistance. Health researchers further suggest that changes in any of these

characteristics, especially cost and distance, may significantly alter the
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rate at whi;ch health services are utilized by members of a populat.‘_mn
(Fiedler 1981:129). |

Quantitative analysis, in leading to the isolatiqn of key‘miab]_.ea or
deterainants of behavior, provides a statistical franiework for the
prediction of health care choice based on these variat;les. Annis
(1981;520),‘ for example, repor;ts that in a sample of 1800 patients visiting
3overnnent'health facilities in rural Guatemala, 66% travelled tiﬂ:ee.n'

minutes or less, whereas only 12% travelled one hour or more, and only 2%

travelled two hours or more.. On the basis of these data, one may conclude

‘that the greater the distance of health se‘rvices, the less likely persons

will resort to them. More recently, in a study of the effects of distance

and geographic .location upon the-use of "Western-type health facilities™ in

rural Nigeria, Stock (1983) demonstrates that per capita utiliz;;tion
agclinea exponentially with increasing distance from the biomedical h;;alth'
center. The implications of this f,tndiné are that: 1) with the development
of more b}omedical facilities in rural areas, more people will resort to

them; and 2) this is a desirable end result toward which national health,

policy should be directed.

Egunjobi (1983:585) identifies factors which influence the choice of
hospital in northern Oyo State, Nigeria: in’descending order of !
significance these are "nearness, quality of service, relative living in
hospital town, finance, ease of transport, religion, and connections with
hospital starf." Yet Egunjobi is quick to point out that the most
influential factor, nearness of the hospital, accounts for only 31.8% of the
observed variance in choice of services. In other words, almost "70% of

patients' behaviour are explained by other f‘actors,." s0 that a combination

of variables must be used to predict health care choice with any degree of
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" accuracy. Similarly, Feldman (1983:1887) cites "the importance of gender,

£

age, and class factors in 1nriuencing the utilizﬁtioh of different health

care providers" in rural Bangladesh, These taétora, c¢onsidered togetﬁher,

<

°prov;Lde the bast clués as to which alternative will be chosen; any one

variable taken alone is insufficient to ac"count for rates of utilization.
", One of the more innovative attempts by anthropologists to elucidate

determinants 6f health care choice is the develdpmeng of a formal decision-

making fnodgl by J. Young (1978, 1980, 1981a, 1981b) and Young and Garro
(1982). 'Bgaed upon field research in Pichataro, a rural Tarascan villag'e in"
west-central Mexico, the model presupposes that\a common culture préviden
members of the community with "shared standaras, owles for' solving
problems and selecting particular courses of action" (J. ;oung 1981a:5).
Health care deciéibns are thus patterned and predictable, following a
culturally prescribed set of values and ideas concerning the "best."'v or most

appropriate choice of therapy in a given case of illness; over time,

‘persons "develop and come to rely upon specific standards for making\ehoices

involving th; treatment of illness" (J. Young 1980:107). In attempting to
demonstrate "the link betw;en cultural knowledge ('beliefs') and purposive
action" (J. Young 1980:106) in the making of health care decisions, !oqng )
and Garro seek to discover the factors which P&.chatareﬁos themselves‘ |
consider most important in determining the form of treatment, and ’
subéequently to develop a model which will predict health care qhoice on the
basis of these factora. ) , \,

Young specifically rejects Janzeri's "thick -deseriptive" or explanatory
approach, for it focuses upon "unusually complex and problematic cases, at

the expense of the more routine...kinds of illnesses people deal with in

daily life" (J. Young 1981b:501). The six cases studied in depth by Janzen,

» +
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though presented 1n, full contextual detail, have little generality and

cannot be considered representative of the general population at large; in

this regard they may not be used to create a model of decision-making

behavior of ;ide applicability. Rather, a}rmal’ modeling ‘approach is takén

which will lead to the development of a prediction formula for health care
~.

choice in more common, less complex cases of i;.lness.

Data dn "principal decisiop”or Young 198]@:132) were

v

. collected using formal eliciting techniques, in order to. discover the ways

4 L

in which "potentially complex decisions are reduced or éimpliﬁf‘ied to

°

information-processing tasks of manageable proportions;" in.this regard, .-

formal elicitation provides insight into "th¢ underlying cognitivé proceases

involved in decisions" (J. Young 1981b:501). Community members,were .

questioned regarding hypothetical indtances of illfess and the decisions
they would q:ake given a widg \;ar:iety of circumstances ("what would 5'rou do
if..."). Four key factors were ultimately determined. to. wei‘gh @eavily i
the choice of health care: gravitjr of an iilness, knqwledqe ~of a home
remedy for the illness,."faith" (in ft;h,e potential effectiveness of folk vs..
medical tregtment), anq accessibility of heaﬁh services (cost,
transportation). 'l;h:ase variables*accounted ut‘cn' the greatest amount of

variance in the h 6thetica1 .choice of hpalth care, and they alone are

|

included in the formal decision model. \

Health care decisions in Piéh&tav’o may therefore be predicted.according

to-the shared "rules" of de¢ision-making uncovered by vthist reséarch. A

7

‘decis:lbn table (J. Young 19d1a:151l; Fig. 2) and a decision tree ( ‘!’ouné
1981b:503) are presented which illustrate expected initial.choices of _heath

alternative on the basis of an assessment -cjf' the, four impe;rtant variables.

-

1

For example, an illness which is considqred' 1) "modeiately serious" and for

whi¢h 2) a home remedy is not known or unavailable,‘and which is 3) suffered

t -
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Figure 2

Decision Table for Initial Choice of Treatment

Rules: 1 2 3 Y 5 6 7 8 9

Conditions:

Gravity® ey 1 1 1 2 2 2 3 3 3
Known ‘ .

> Remedy Y N N Y N

Faith® i? M (F) P M F ‘M (M)

Accessibilityd Y

Practicante X X X

Phya;chn ' b 4

81 = Nonserious; 2 = Moderately Serious; 3 = Grave.

by » Yes; N = No.

°r = Pavors folk treatment; M : Pavors medical treataent.

dY - Money and transportation available; N = Either money or
transportation not available.

(J. Young 1981a3 158)
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by a person who has greater faith in Western than folk medicine (see Fig. 2,

Rule 6) will, according to the model, most likely choose a practicante

o B L I o

(local, non-licensed practitioner of Western medicine), rather than a

i Y

physician, folk curer, or self-treatment. Similarly, a grave illness

suffered by a person with more faith in Westerm than folkK treatment, and who
has sufficient money and transportation (see Fig. 2, Rule 9) will likely be

taken to a physician. In theory, all episodes of illness may be reduced to

a combination of these factors, analyzed according to the decision table or

T LT N

tree, and considered in terss of the most probable course of help-seeking.

In order to test the model, Young collected data on actual health oars\
decision-making in Pichataro through a biweekly survey of 62-households.
Respondents were asked to report detailed descriptions of illnesses that had
occurred, and treatment choices made in each cass. In all, information on
323 illness episodes were used to compare reported decisions against the
model based upon formally elicited data (J. Young 1981a:11). According to
these responses, the decision-making model correctly accounted for or
"predicted™ 82.6% of all treatment choices, after adjustment for routine
self-help choices (J. Young 1981a:166, 1981b:505). Therefore, a high degree -
of accuracy for the model is suggested by the test data.

Despite the success of such prediction models, some probleas rmin/
unr-esolved in using statistical fraseworks for the study and interpretation
of decision-making.: Many of the criiiciala one might make of quantitative
techniques and formal modeling are not limited to health reaearch alone;
however the situation is especially acute in this case dus to the importance o
of environment and context in shaping and guiding health care choice.

First, the definition of factors to be used 1n such studies is a voi-y:

‘du.‘ticult task. Researchers tend to discount the problcn‘ inherent ‘:I.n
defining and quantifying such factors as degree of scculturation to Western




values (Colson 19T71), or quality of health care provided (Kroeger 1983),. but
these characteristics def'y accurate description and measurement in cross-
cultural settings. Furthermore, social and economic factors are dynamic and
change over time; even easily measured variables such as househol& income
may be not be constant from one season or one year t?o the next.
Classification of persons therefore dgpends upon the exact time they are
questioned by the researcher, and their categorization as one or another
"type" may be an artifact of the rgaearoh design.

Second, quantitative analyses often infer causality from statistiocal
correlation, and imply that determining factors are consciously assessed and
considered in proceases of f:ealth care deciaion-maki;;g. Inc{eed, such
variables as age, sex, housshold income, and social cla'n often are found to
correlate with relative utilization of hoalt}x services (Colson 1971; Heller
et al. 1981; Lasker 1981; Okafor 1983). | But it is not clear that decision-
makers necessarily take these particular factors into consideration when .
choosing health care. In many ;uaea,‘ of course, decision-makers do choose
particular alternatives on the basis of age, sex, and other variables; but
it is not clear that other correlating factors, such as "relative living in

: ‘
hospital town" and "connections to hospital staff™ enter i_nt-.o the conscious
ca'lcuhtion of choice of treatment. Quantitative correlations can describe
populational patterns, but qualitative research is necessary to discover
whether these factors are meaningful to health-seekers. Thus a true
explanation of why particular decisions are made may not emerge from a
statistical analysis of correlated factors alone.

Third, the isolation of key factors of decision-making serves to
decontextualisze a proousA which, as I have argued sbove, is intimately
related to the envirocnmental context of the illness experience. These

variables are, byurtmofthomumhduiu;. reacved from the immediate

92

/ -~




(NB

circumstances of sympton bécognition and interaction with significant others
in a social network: and are subs;quently interpreted on their own as
separate criteria upon which healt:hkl care .decisions are based. The act of
decision-making is seen as a calculation or equation using the moj
"discriminating" factors; it is presented, therefore, as an essentially
static phenoménon removed from any temporal frame of reference. Thé arrival
at one or another choice takes the form of a unique and éingle determination
of "what to do" based on an assessment of assets, level of education,
severity of illness, distance'to facilities, and so fclorth.

One may argue that 111ner contexts are comprised of factors wh{.oh
recur, and that these features may be evaluated systematically to outwoiﬂx'

the particularism of each individual case. In this sense the

decontextualization of health care decisions may provide information

concerning the relationship between recurring factors (age, sex, etiological

belief, distance of ‘health ser\fices) and the choics of alternatives across a
broad sample of health seekers. Tet inasmuch as the nicroenvironmental
influences on decision-makers, including patterns of consultation and lay
referral, are variable from illness npis&e to episode, it may be difficult
to fully apprehend the meaning of health care decisions without clear and
focused research into the interaction between micro- and macroenvironmental
oontoxﬁ of sickness and health-seeking. “

The decision-making process is quite complex, and involves a oontinual
m-ogvaluation, over time, of the need for health care and the efficacy of
prior trnt,cnt.. Though sany factors of ocontext are recurrent, each illness
episcde takes place at a different time and place from all other episodes, |
and in the pressnce of a different set of persons who mediate the

socialization of illness into sickness (A. Young 1982). A thorough -
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understanding of the meaning of health care decisions, then, ;'equiroa their
analysis within the -rramework of sicknessimicro- and macroenvrionments, for
it is thig context which provides the bas;q for illness perception, and' the
subsequent choice of therapy by the help-seeker. Though quantitative
methods and formal models provide information about soo‘ietal patterns of
cholce and help-seeking, they do naét adequately explain heal'.th care
dec_iaiona at the level of the individual. In this regard, quani:itative
analyses are informed by qualitative studies; these research strategies are
perhaps best seen to be complementary, rather than competitive, for each
provides a measure of -insight the 6t.her may inadequately provide,

Formal models, however, seem to be weakest in their attempts to pred;.ct
health care choice at the individual level, nand thia results from an
inability to conceive of pax;ticular episodes of illness as variable at the

.

sicroenvironmental level of social interaction solicitaion of adv;l.oe.

in point being

Janzen (1978b), as noted above, stresses the importance of a therapy .

‘-mging group for determining treatment choices in Lower Zaire: the

changing membership of this group over time leads to changing ideas about
the best trué-ent for the sick individual. Waxler (pers. comm.) observes
that many therapy decisions in Sri Lanka are totally unpredictable, a case

"y family that plans to take a patient one direction on the train

,to an Ayurvedic doctor but meets a atrange"r on the platform who

reconaends a hospital in the other direction so they go there.”
Though J. Young (1981a, 1981b) claims greater than 80% accuracy in
predicting hearlth care choice, there remains a residual percentage of
decisions which are not accounted for successfully on the ,baaia of isolated
factors alone. These cases illustrate the variance betwsen the hyﬁoihetical
or ideal self, the rational decision-maker ("what would you do if..."), and
the u;m self sesking assistance in a til./ of health orisis. Formal

o
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_models are unli}:‘ly to be able to predict health care choice with any more
accuracy than !oup\g'a model, because of this inherent variability of
microenvironmental hrluenoés upon persons in need of hoalt.:h care.

Aﬁthropologiata astudying health care choice are beginning to recogni.:e .
both the benefits and limitations of quantitative data analysis and foramal
uodeiing. .Sargent (1982), for exanple; in researching obstetrical care
oho;cea among the BQriba of Benin, relies upon participant observation and
formal interviewing techniqixes, as well as a review.of maternity clinic
records, to provide insight into the context of decisions which statistical
methods ajone would not provide. Eytoh and Neuwirth (1984:U4H47) argue
réroemllik{.nat the sole reliance on Western sociological methodologies

Icroas-cultural research and

(including quantitative data analysis) in
propoae that "open-ended interviews be used in societies of which our

knowledge concerning salient cultural differences is fragmentary.” .

Anthropological contrib,i:tions to the study of decision-making may thus lie ‘

not only in the development of formal models to be used cross-culturally
(Garro 1982), but also in the demonstration of the limits of their

appliocabilty.
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Chapter IV. Decision-Making Résearoh and International Health: !
e The Ethics of Intervention

I would like to close my examination of health care decision-making

with a brief look at the practical implications of research in this area.

One question that seems to be overlooked ‘by researchers and critics alike
is, Why do we want to know about the processes of health care choicer in
meqioally pluralistic societies? On the one hand, academic anthropologists
may be concerned with this issue solely for its provision of insight into
the logic (or 1llogic) of human behavior in times of crisis or threat of

orisis. Health care decisions, as I have argued, are made in response to a

»

B s L
3

context of illneas which includes both microenvironmental aspects (social

networks, lay referral, finances available to spend on health care) and

R r—

macroenvironmental features (professional dominance and hegemony, political
promotion of health services). "Pure" scholars may wish to’discover the
relationship of contextual variance to choice of health option in a variety
[ olf‘ cultural settings, im;ustrial and preindustrial, Western and non-Western.
Yet on the gther hand, decision-making research nay be of intereat ‘to
"applied" anthropologists who seek to improve the quality of health services
to areas of ~t.hefdeveloping world; the discovery of reasons why certain
¢ , facilities are underutilized, for example, may lead to policy initiatives at
the national and international level which will remove the impediment to the
utiliz;tion of services, This motive appears to underly much of the socio-
medical research undertaken cross-culturally, especially in the Third World
(xm?ger 1983), the goal being to provide more and better biomedical l}ealth

C‘ ocare facilities to those regions where traditional or indigenous healers are
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the primary heglth resources of a population. Colson sums up this attitude

Lx
suceinotly as ﬁ&rnowa:

""l‘hroughoué the developing world, traditional systems of medical
care are beéing supplemented with or completely replaced by
knowledge and personnel that are an extension of modern Western
medical science..One critical facet of these efforts is the
degree to which the new resources are being utilized. The most
modern, well-funded, and competently staffed program conceivable
would be useless if the people for whom the program is designed
radically underuse it, or even totally ignore it. This suggests
a need to examine the manner and degree of receptivity to these

" attempts at induced change in health behavior" (1971:226).

Thus, a primary function of "decision-making research might be to find out
yhy biomedical clinics and hospitalsrare underutilized (distance? cost?
incompatibility of world view of patient and healer?), and then to take
steps to correct the problem, so that eventually persons will come to rely
upon "moderf:" health services in these areas of the world.

. Many anthropologists, however, find the idea distasteful that they ) .
should serve as intermediaries between a culture and Western health planners
seeking to radically alter t.hata culture. Indeed, this is the important
ethical dilemma facing medical anthrovpologists today: to act accordingly
would reduce them to‘th; role of traitor to the cultures they have come to

understand, for they would ultimately play a pivotal part in effecting a

cultural drift toward the behavior and values of Western industrialized

society. In the course of promoting the use of biomed:.!.cal health

facilities, they would be encouraging the abandonment of centuries-old
practices and beliefs which they‘set‘out to document and interpret in the
first place. Health planners, of course, would see' this not as Ia negative
development but as a move toward the World Health Organization's goal ohf'
"health for all by the year 2000." '
Most distﬁrbing is the value judgment that bioqedicine as a system of

treatment and health care delivery is necessarily "better" than indigenous
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(j or tudit;ml treatment aystems which continue to flourish the world cdver.
International health planners seem to hold (in spite of overwhelming '
evidence to the contrary) that once biomedicine is made available and
accessible (geographically, financially), people will flock to it and
discard their "superstitious" healing methods. (Waxler 1976; Leslie 1980;
Look 1980a); that they have failed to do this must rcp/romt the continued

\ ' inaccessibility of biomedical services in 'l'hird\_!lorld areas.

Ve Herein, then, lies the role of the anthropologist: to demonstrate the
value and usefulness of medical pluralism, and to illustrate the ways in
which traditional health care may serve the needs of a poplulation without
being totally supplanted by biomedicine. Decision-making research will
continue to reveal the importance ;f' multiple health care options to members
of a population, for even when biomedicine is made fully available, persons
maintain ‘their preference for alternative treatments and alternative healing
netpods. One means of illusérating the potential effectiveness of various
therapies or systems of treatment is 'to link health planning 1n1t.iatl‘vea\to
studies of "outcomes" of persons treated by non-biomedical healers. While
the efficacy of treatments is a difficult topic to resedrch, preliminary

reports suggest that many non-medical healers enjoy large measures of

success in treating psychological and other health problems which are not

alisyiated by means of biomedical’ therapy.
In a two-part study of outcomes of the clients of Spiritualist healers
> Iin Mexico, Finkler (1980, 1981b) demonstrates that Spiritualist therapy
provides a viable alternative to biomedical treatment for problems which
doctors have been unable to cure. To assess outcome of Spiritualist
treatment, Finkler administered the Cornell MedicaJ: Index to clients at the
(’\} - outset of therapy, and. then one to two weeks later; as well, clients were

’
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_ independently classified as failures (if prescriptions were followed but

symptoms persisted), successes (if symptoms were reported to be relieved),
and inconclusives (who had either failed to follow the prescriptions or had
seen a medical practitioner concurrently).

While Spiritualist healers were found to fail more than succeed in
treating patients (35§ failures to 25% successes), those persons whose
symptoms were alleviated by therapy showed a statistically uisniﬂfcant drop
in CMI acore, indicating an anefiontion of psychological distresa. The
critical question rémains whether Spiritualist healers should be "allgwod"
to provide health care services when only one quarter of persons who resort .
t6 them are successfully relieved ofnﬁheip symptoms. Yet Finkler goes on to
note that for four types of disorders —- ai\nple diarrheas, simple
gynecological disorders, s&ntimd sypdrones, and |n1nor psychiatric
disorders -- are frequently successfully treated with Spiritualist therapy,
and in this light the services of Spiritualist healer‘s are beneficial ,to :
some individuals.

v

Studies of patient cutcomes are essential to the promotion of world
health, yet they are by no n;eana easy to undertalge or verify. Presumably -
some health care alternatives are more effective in treating illnesses than
others, and through clear and focused analyses of outcomes anthropologists
can make information regarding thiaq ef‘ﬁ.cacly available to health planners -
and health seekerss; att:enpts to maximize health care resources may
themselves prove more effective if anthropologists begin to concentrate on

which health care options help more people. This research is in fact

currently under way-in a wide variety of cultural settings (e.g. Kleinman

o

and Gale 13982). , .
Following advances in symbolic anthropology (Turner 1967, 1968),
several authors have suggested that the manipulation of symbols is a potent
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source of healing power, and that healers throughout the world rely upon
symbolic therapy to effect health restoration. Kleinman (1973:206) speaks
of "medicine's symbolic reality,” that 1is, the idea that medicine is ™a
cultural system in which symbolic meanings take an active part in disease
formation, the classification and cogpitive maragement of 111ne§s, and in
therapy." Health care providers in every culture make use of powerful
symbols which reinforce the concep't that help is being provided for the
patient, and that the healer has the ability and knowledge required to cure
whatever the illness may be. Comaroff (1982) argues that:

"the onset of illness frequently occasions the perception of more
deep~seated contradictions in the encompassing sociocultural
“order. The healing process mobilises potent symbolic resources,
for in attempting to redress the breaches caused by 1llness,
however these are perceived, healers everywhere manipulate
symbolic media which identify physical with social order" (pp.51-
2; emphasis added). '

The point to be related to international health planners 1.3§ that biomedic‘lh .

' P cians do not have a monopoly upofx the mobilization of "symbolic
\, -

o

repources;" indeed, culturally relevant symbolg are effectively utilized by
healers of many traditions, and these individuals must not be ruled out as
health care providers simply. because they do not operate within the
biomedical model of disease c'auaJation and cure.-

Nichter (1978:46) }1rm1y states that; "health planners can be aided by
anthropological insights,"” and that anthropologists should continue to
provide infornatibn regarding the value of plural medicine in varied
cultural contexts. Nichter's study, based on field researcl; in South India,
confirms the notion that networks of interaction and referral among

traditional healers, and even between traditional and allopathic

(bic;-edical) practitioners, are feasible and should be promoted in the

context of health development programs: . :
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"The effective treatment of multiple gapects of illness required
the combined efforts of complementary therdapy systems (or typea
of specialists) and a traditional network of referral has existed

{ between vaidya, astrologers, and exorcists....[and] many rural
based traditional pnetitionq?'s included trained allopaths in
their referral networks" (1978:45-6).

Anthropologists should look for ways to foster cooperation among the various

traditional and allopathic healers in this regicn, for the health needs of

S

the population are not well served by excluding health care providers simply

because they do not follow the biomedical model. Ygt the question of
&

ES

iatrogenesis and healer-induced harm cannot be brushed aside, with the

‘assumption that all "™traditional™ or "folk" healers serve their patient

populﬁtions adequateésr. Anthropologists must ‘explore nct only illness
outcomes but the potential exacerbation of existing problems by healers of
all traditions, in order to provide sound recommendations for the
development of health policy in varied cultural contexts.

These are only a few of the ethical problems facing medical -

anthropologists today; the issues are complicated, and by no means have I
exhaustively covered the practical implications of decision-n’xak:;ng x:eaearch
or the implications of failing tp undertake s‘“uch res.eare’h.- I do tl’iink,
however, that anthropologists should not sit idly by and watch :Lptgnhtiaml
health planners use their research to "‘clean up" medical sygtens in
developing countrieé; in this regarjd, failure to act could lead to a
renewed effort to establish biomedicine across the world uat the expense: of
other effective healing traditions. It "13 :I:‘ncgmbent upon udegision-nald.nq
researchers to demonstrate that medical plﬁ”ralian is the rule, not' the

exception (even in the "industrialized West": Cobb 19773

that people continue to want health care choices rather t

normative treatment. Biomedicine, mrthor-on’,uia hardly 100% successful in
¢! T o
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‘medical therapies to be errective in treating oonditions wbich eouldvnot. be
helped through biomedigcal treatment (e.g. Lock 1980a; Kleinman 1980; Finkler
1980, 1981b).

Beyodd the scope of this study is the difficult question of whether
traditional healti; care providers should be licensed to 'practice, or whether -
governments should best stay out of the regulation of health care delivery

&

by non-biomedical healers. I would like to end here, having raised these

pmblenatic‘iuueg, with the prediction that further investigations of

decision-making processes will provide additional support for the position

- that medical pluralism promotes world health. The &thical dilemma facing

)

reaearchera or health care choiee is whether to allow these data to go

unnoticed by "applied” health plagners. ) v
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