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ABSTRACT

A4

Permeating the articulation between the biomedical and the Cree
medicallsyatems 15 a dist¢inctly Cree ideology based on‘the relations
and 1deqlogy derived fro;/the domestic mode of production. Also important
in the ﬂnterface is tﬁ% effect of Cree medical knowledge. These deter-

minants

inspire Cree7/CO espouse that the relations in the biomadical
systen should be constituted by the relations from the domastic mode of

production and that the biomedical codes of disease should be complemented

by the disease codes from the‘Cree medical system: In contrast, the
treateents and pharmacopoeia of the bilomedivsl system are seen as highly
begefiti 1.

In this cheéis,-medi;al systems are examined in tera# of the rela-
;ioﬁship between social formation, aedicai systems a§d experience.\ It is
aﬁ appro)ch in vhich the objectivity of social existence is juxtapas;d
against juman subjectivity ~ in which groups ;re perceived as part objects,

part subjlects.
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RESUME: \

Sous-jacente 3 1'articulation entre le systéme biomédical et le
systéme médical cri il existe. une idéologie crie trés distincte basée sur
les rapports et 1'idéologie issus d'un, mode de production domestique.
Egalement important dans 1'articulation ‘de ‘ces deux systémes ,\ est 1'effet
des conflaissances médicales cries. Ces déterminants inspirent les Cris
d envisager les rapports & l'intérieur dtun syétéﬁe médical comme devant
etre basés sur les rappnx:ts provenant d'un mode de production domestique
et que les ‘cndes biaamédicaux‘de maladies Comme devant &tre combinfs aux
codes de maladies présents dans le systéme m&dical cri. En contraste,
les traitements et les pharmacopées du systéme biowédical sont vus comme
£tant hautement bénéfi§m5.

Dans ce mémoire, les systémes médicaux sont examin€s en termes de
liens entre la formation sociale, les systémes médicaux et 1'experience
vécue. (lest une approche qui'juxtapose 1'objectivité de 1'existence
sociale 3@ la subjectivité hmaine - @ travers lagquelle les groupes sont
per;;xs en partie en tant qu'objets et en tant que sujets..

N
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CHAPTER 1

INTRODUCTION ;

T

o Biaomdicinel ig native comuﬂt;es has been accused of lbeiug ineffec-
tive, m/hmne and unhenefic;al. Some critics uac:tually charge it with
being a danger to health (Starblamket 1979/80). In the north for instance
the p.resence’ of medical agencies and personnel has been directI’y related
to an increased irncidenc.e“ af,ﬂgascroenceritis and otitis media (Schaeffer
1973). With the sig‘ning of the James Bay and‘ Hartheﬁrnﬂi Quebec Agreement?'
(henceforth referred to as the JB & NQA) (Quéf:ec 1976) 1in 1975 the Crees
acquired the legislative means to protect the subsistence sector and to
administer all t}xe social services, including mdical, in their territory. -
For the first time the Crees have the legal right to \desién and organize
tt;.e heal‘th delivery system serving their people. \‘iii’a‘ti\ve éroups elsevhere
in Canada have been brought into the health system through Co;:nnnity
Health Representatives, through health boards and councils but lacking a
clear mandate and budget they have usually only had an-advisory role.

With the Agreepent a native group has the possibility of designing services
vhich may reflect tl\zeir interests.

'l‘hro.ugh an analysis of the articulation of the Cree and biomedical
systems this thesis will define what these interests are. This vill be
done by first focusipg on how the respective medical systems define disease

and structure medical relations, and then by examining the confluence of

the two systems. It will be demonstrated that permeating the articulation

>

’ - T
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of the two medical systems is a distinctly Cree ideology based on the dual
modality of cooperation and sharing derived from the domestic mode of pro- .
duction. The domestic mode of production 1s' the mode of production in
‘which the household is the basic unit of production. To ensure subsistence
security there 1s also cooperation between hunting groups but each house~
h:)la possesses the tools and skills to ensure a comfortabie living, and is
the basic unit of consumption and exchange (Scott 1979). Also;_‘_a?l_;posite
in the interface is the effect of Cree medical knowledge. Both the ideoiogy .
from the domestic mode and Cree medical knowledge continue to structure
the social relations in the medical encounter and to f;xrnish the framework
for the definition of disease. X -
Nevertheless, while constituting the key ingredients( in' the articu~
“latiom, it is impartant to note that the effect of these determinants on
the vdifferént aspects of the articulation is uneven. The result is that

the Crees espouse that in the biomedical system serving them the relations

from the domestic mode should structure the relations in the medical

"

encounter, and that the codes of disease ‘frmn the biomedical- sysfem should
be complémented by disez;se codes fr‘gm the Cl;ee medical system. On the
other hand, at:hey also assert that the medicines and treatments of the bio-
medical system are, by and large, wholly accepta +~ In fact, in‘compari-
son with their use of biomedical phamco;:oeia and treatments, Crees now use
very few of the traditional medicines. l | n

Concetving of medical systems as an aspect of\ cultural production

our problem 18 located wi;:hin tt}e marxist discourse on culture - a dis-

N
L3

* course in which culture has been perceived in & number of ways. One of
the ways Is based on a misrepresentation of .the views of Marx. In this

misrepresentation Marx is attributed with the creation of 'a base-superstructure
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dichotomy in which the latter is mere epiphenomena of the former thereby
implying that the economicé base determines all cultural processes (Sahlins
1976) . Al}%sset, son the other hand, conceives of social formation as.
consisting of a number of levels, includ‘ing the cultural, each of which
maintains its ow‘hn autonomy, being constrained by :the economic only in the
1ast instance (Althusser 19712. Althusser does not however indicate how
the l;avels are linked to social formation nor how ;utonomous 'each level is.
The positic;n developed in this thesis is.that cultural productions are
integrated with the social forn;ation thro{xgh.fcomon social relations and

a sh;red ideolog};. I go on to argue that despite these links, cultural_
gsystems, and the medical system in particul;r-\, have their own specificity
and temporality.

The notion of speéificity used here refers tg ;&he trend in m;rxisF
cultural analyses which, while stressing that cultural productions must be
situated within the particular mode of produc’tion, also claims that atten~
t:louL should be directed at the spécific manner of meaning construcl:tion in

Qe

the different forms of cultural production Temporality implies that the

igq.

) relationship betveen social formatiorn “and the medical system (or any other

kind -of cultural production) is -a variable one, differing according to

t:he developmenta in the ‘cultural production concerned, and different at
, Tt
different peridds of history (Lovell 1980). It is an amalgam of these
O,

features, the links to social formationm, the specificity and the te-poralit:y.

. " which shape the interface. -

In this approach to cultural productions the central issue is the
relationship between social fonnat:fon, medical systems and experience. It
is broached by way of four propositions which in combination shape the

interface between biomedicine and the Cree medical system. Briefly, the
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' f?\r propositions are (1) that medical systems are intercomnnected with

the social formati.gn through common s‘ocial relations and-a shared ideology;
(2) that despite these links the specificity and ue\mporality in medicine
also inform the contents of the medical system; (3) that change occurs in
both medical systems as a result of experience in day—tohday lifg; and

(4) t;t;at despite these chat;ges, Crees maintain that the biomedical system

in their communities should be partially constituted by the relations and

ideology of the domestic mode of production and. the knowledge from the

El

Cree medical system.

The cause of death and morbidity in native comunitiés is skewed
towarlds the diseases of underdeVe\lopment. ~ Native lea?iers “(UStarblagket _é:_ al.
1979/80; Diamond 1981; Kistabish 198—2) tracé health farot;lems on reserves
to either poverty, or to the unequal distribution of health resources. The’
s;rgument in the first case is that th’e\\@ediéal system' will be totaily' |
ineffective as long as people are poorly nourished and have no access to
decent housing, water and sewage systems. In the second case, at issue is

a ®

the poor geograph:{c distribution of health services an’d‘ disease-prevention
infrastructure. Whether one or the‘?:r;her, the corrective ig; located out-
'side the medical sphere in the Tcgnditions which precipitated the situation.
Both r:asons are(said to bg inseparable 'by the radical critique of medicine
which maintains that underdevelopment and ,class ;:elations acco\}nt for the
poverty and its companion, the uneqnal distribution of health resources
(Renaud 1978; Bodenheimer 1979 Navarro 1980) .

While these factors are of vital importance in understanding the
nature of health services on reserves this thesis explores another dimen-
sion of the problem. Implicit in the cr.:t'ciqqe of health services which

e \/
was. just presented is the assumption that biomedicine is an "unalloyed

1
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" benefit to humanity" (Ehrenreich 1978). Through the discussion of. the

" articulating medical systems this thesis questions the value, the intrinsic

goodness, of certain aspects of the biomedical services. For although the

4

Crees consider the treatments and pharmacopoeia of biomedicine more

efficacious than their own, they are also critical of the relations and

»ideolégz of the biomedical system. Of great concern to them as well are

the discrepancies in the codes of disease between the two systems, barti—

cularly the biomedical codes of disease ﬁﬁich do not ;;}ekiy identify some
of tﬁe disease symptoms which are known by the Crees to have life éhreatening
consequences.

Before p;oceeding a number of clarifications are in order. As stgted
above this discussion is located in the marxist discourse of culture.
Accor&ing to Geertz (1974:89) culture denotes

. . an historically transmitted pattern of meanings' :
‘embodied in symbols .-. . by means of which.men communi-:
cate, perpetuate and develop their knowledge about and
attitudes towards life.

-

Since symbolic meaning plays an active role in disease formation,. and in

the classification and management of illness and therapy, medical systems

o

are regarded as an intrinsic element of the cultural world (Kleimman 1974:
206). Kleimman (1974:208) defines a medical system as

. . an ordered coherent body of ideas, values and
practices embedded in a given cultural context from which
it derives significarion. It forms an indissoluble and
hierarchical whole in which healing acts are closely
linked with ideas about disease causation and models for

classifying disease. .
}

Two medical systems, bilomedicine and a popular medical system (the
Cree medical system) are under scrutiny hegé. The popular med{éal system
consists of the medicad techniques, beliefs and practices which are (1)

carried out among family members and friends without professienal sodrces



of advice, and (2) ‘which are passed on informally (Lock 1980:15). 1In the
case of the Cree medical system, the pop_ula'z'* medical system includes all
those medical i:‘eliefs a!'xd’pra;:tices which ;a;:e uniquely Cree plus the
beliefs anc_i’ prac'tices which \hav‘,e been,incorporated as a result ,Of cont?ﬁt
with Huds.on's Bay Company trf'a'der;s and with Christian migsionaries.

The biomedical system 1s a transnational entity charac‘t'erized by an

emphasis on {nstitution-based {herz«ip'y‘, fechnological resources and the

and physiology the greatesf.ac}{ievemen't of the biomedicalvmcdel of disease~
is in elucidating té;e;mecha‘n;smrs of disease and 1n dev_ising' new treatments
(/Engel' 1977:129). Biomedici;;e in‘northem native ‘comunities is primarily
dispxensed through the nursing station programme. Hence in all. r.he‘ Cree
comunitieé, ‘except Chis\asibi, nurses rather ti‘x'an physicians fulfill the
role 'of health practitioﬁer. And because there are only two hospitals-in
the Cree area, one in'Chibougamau and the other in Chisasihi, more emphasis
i.s placed on outpatie;xt care. Despite this the health delivery system is
still characterized by the dominance of the biomedical model of disease

and technological intervention.

Kleinman (1973) claims that the medical system is firmly rooted in
the given social context but neglects to demonst;éte what these roots are
or the mechanisms through which they are linked to the larger context, a
cri:ticism which applies equally to the work dealing with medical syste_ams

in the north. Through the elaboration of our four propositions we are able

.to amend these gaps and explicate the interface between the Cree 'and the

-

_biomedical systems, ) . "

-

biomedical model of disease. Based o;x contemporary theories of biocchemistry

R 7
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Medical Anth;opology'in'the Nor;h
Interest in native medical systems in th; north by anthropology has
been\peripherai,,generalLy being gpnfined to descriptions af thg eufunc-
‘tional aud‘disfunctionalrutility'of‘the.indigeucus beiiefs énd practices.
Failing to distinguish medicine‘frbm religion or politics the éarly work
reducgs the medical system eitﬁer to an.artifact wf the supernatural or to
a mechanism of éocial control. Prejudiced by the premise that only .

westerners have rational minds whole areas of native thought were overldokeq

as their medicine was relegated to the realm of the Supernatural (Jetté

1807, 1911; Chapman 1921; Clements 1925; éooper 1928; pgnsmqre 19295

-

Ritzenthaler 1945; Ackerknecht‘lQ&S;:Lantié 1950). By~ the 1960's the
pendulum had swung and convénfional wisdom treated medical beliefs and
practices as one of the many raticnal, coping méch;nfsms'in indigenous.
so;ieties (Marsh and Laughliﬁ 1956; Oswalt 1957; Laughlin 1963; Young 1969;
Milan 1974). This was the view of the scientific northerner experimenting
and developing adaptive techniques to maximizg survival.

Punctuating this literature are numerous references to culture-bound
syndromes, such as Windigo Psychosis, a mental disorder particular to
‘ northern Algonkian groups (Cooﬁér 1933; Landes 1938; Brown 1944; Burgess
1947; Barnouw 1963; Fogelson 1965; Rohrl 1970; Brown 1971; Hay 1971;
Ridington 1976; Preston 1977; Bishop 1973} and Arctic Hysteria, said to
be the classic Eskimo mental illness (Brill 1913; Ackerknecht 1948; Gusson
1961; Parker 1962; Freeman et al. 1978; Wallace 1961; Foulks 1972).

Whi}e a great deal has Been written about the arcicu%ation of the
capitéiistxand domesti;Amodés of production in the north, anthropology has

<

directed little attention to the interface between<z:i-concomicant medical
systems. By way of contrast, references abound in

e medical literature

e oar
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" to the overwhelming acigpgance by native people of bioéedicina (berkins
and Church 1960; kain and Géldthorpe 1963; Bfgtt‘1?69, Webb 1973; Butler
1973; Draper 1976; Schaeffer 1977; Deléhaye 1979) . Subscribing to the
épproach'prevaleut in the modernization orientation, tﬁese'reférencgé
‘chart\éhe"progress; qf native grﬁups along a unilinear path %rom'tradiw
tionality to partial acculturation to modernity according to thelr accept-
ance of bioﬁeéicine:and public health, -

| Theoretical orientations within anthropology concerned with the
interface between the biomedical and indigenous medical systems have become
more refinad'since the Initial generalizations that (l)‘peépleiare bagically
pragmatic and will choose the systenm which 18 the most efficacious (Erasmus
1952), or that (2) the biomedical system is chosen to treat incgpacitating
diseases while the indigenous medical system is preferred for the treat-
ment of chronic nonincapacitating diseases (Gould 1965), or that (3) people
chooie between the two systems on the basis‘of their etiology of disease
(Romanucci;Rcss 1977) . Despite much evidence to the contrary, recent work
continues to predict a process of evolutionary change whereby the indigenous
medicai systeQ is relinquished aﬁd replaced by the biomedical system (Food

1977; Foster 1978). o

3
}

In the northerm literature are a number of articles which evince tth:f\
continuing relevance of the indigenous medical system. Wenzel (1980),
writing é;out the I;uit, states that the Inuit medical system is peréeived
by the people as more satisfactory in a number of areas (in;luding structure,
treatments, and role relations). And O'Neill (1985) demonstrates that
aspects of the Inuit medical sﬁstethave adapted to the chaﬁging times and

still give meaning. Both articles are a more sophisticated version oﬁ‘thg'

modernization orientation - their approach descr££ing a modified path of

* «



development, mediated by feedback mechanisms but still continuing in the
direction of the biomedical model. Moétoof the reference; to the continued
vitality_of native medical systemsAin\the north have been confined to works
addressing the nature of belief systems rather than the medical system
per se (Smith 1973; Black 1977; Ridington 1978). Concentrating on native
systems of classification, cognitive maps, and descriptions of the super-
natuta; these authors demonstrate where the symbols are traditional, where
they have changed and where they are an amalgam 7f old and new.

Whether Ehe.eﬁphasis has been on the functional utility of the medical
system or an analysis of t@e belief system this literaturé has by and
large ignored the basis for;the existence and pEfE?%ience of the native
medicgl system. In the ;mphasis on’ideas, values and roles, the dialectic\
between éhe medical system and social conditions has been neglected thereby
impeding our understanding of the internal dynamic of the nativg m;dicgl
system and its articulation wi?h the biomedical system. I\Qould suggest
that medicine is soéially grounded,_oper%g}ng within tpe parameters of
strucc;rgl constraints and day-~to-day experience, both of which inform its
wform and processes; and both~of'wh£ch shape the interface between thé
two‘systems. - , ‘ coe :

The .study of the articulating medical systems contributes to our
understanding of the~§roceasea of transition within contemporary Creé ,
social formation. Cree efforts t; proggct the domestic mode of pfoduﬁtién.
through the JB & NQA are well documented (Quebeq i976§‘Norbert 1976{~
Scott 1979; LaRusic 1979; geit 198?) but less i; known about the extent to
'which péople'would ha%e the relations and ;deo;ogy of the domestic mo?e

-

‘structure the other institutions over which they now have administritive

v

control. Evidence suggests that despite the dominance of the capitalist
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wode of production, the domestic mode gontinues to structure relations

and ideology %P che subsistence sector. Expan&ing the jurisdiction of the
social relations and idéology of the domestic mode, my d;ta illustrate
their vitality in the Cree medical system both to peoplg di;ec;ly involved
in the sybsistence secéor and to Crees outsiéevit.

In order to'éupﬁort the pésition that the knoﬁledge, ideology and
relations of the domi#ated domestic sector may have determinance ;hroughout
social formaéion, and i@ particular in the Cree mediéal system, I will
discuss Cree social f&rmation in terms of the uneven penetration of Cree

social formation by the capitdlist mode of production. I will then proceed

e

by developing a concept of social formation which accords an essential role

. to culture.

The Crees of James Bay

Numbering about 8,000 the Crees occupy an area of qorchern‘QuebecA

about two~thirds the size of France. Theirs is a hunting and,trqpbing

‘society which persists despite involvement in the international fut—iradé

since the end of the‘seventkenth century, despite the increased involvement

Qith the federal and Provincial governments throughout this cenfury, and

despite the accelerated rate of social change fuélle& by the hydfodﬂéeiop—

ment projects of the last twelve years (Feit 1982:376). /
Cree communities, of which ther; are eighta; are divided into two

sectors: a-hunting and trapping Qectot which 1is more bﬁsh oriegteé-aﬁd

a ;ectbr wvhich spends most Qf its time in the settlement. As there is

much movement bet;een the bushAand ;he settlement distinct group# are not

always associated with either. For those committed to huqt%ng and f;apping

tﬁe period in the ﬁush is seasonal with winters on tge'land and summers

in 'the settle&enf. - Many of those who are more settienent oriented also

,\\\ N ¥
'
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) weekend in the bush, participate in the spring goose hunt and in the fall
) go moose hunting: The more settlemept oriented Crees are further tied

to the demestic mdde through the distribution by huntiné families of bush
‘food, through kinship netwqus, through synbclic activities and through
political responses to the non Cree world (Scott 1979:107).

While all‘Crées,-whetheF settlement or éush oriented, are linked\ép '
the domestic mode they are also boundito the égpitaliat mode of production
through the sale of labour, the sale oflfurs, the receipt of transfer pay-
ments, tﬁélusei}fiéommodities and services,aud involvegent in the indugtrial
developmenc in James Bay. - ' | .

In response ‘to the 1ncteasing encroachment of the larger Canadian
society the Crees have consistently seught the geans to prosect the sub-w
sistence sector. These egfaéts culminaged in the éigning of the James Bay
and Northern Quebec Agreenent (JB & HQA), a coaprehensive land claim in
which. ahoriginal rights to the land were extinguished 1n return for certain
rights and services. Provisions were«entrenched'for the creation of inde—_
pendent Cree controiled structures which vsulé manage hunt}ng and trapping
and which would assure Cre; hunters and trappers a guaranteed annual income
for every déy spent on the land. Cree managed structﬁfes‘dealing with
health, social services and education wefe also established. The latter

are not indépendent but like similar institutions elsewvhere in the province

k'\\\ are fully integrated into the provincial infrastructure (Norbert 1976).

Cree Social Formation

* Cree social formation is the complex social whole distinguished by
two modes of préductidn in articulation, the capitalist and the doiestic;
( and all the institutions, practices and components (iacluding religion,

poiitics, econoﬁics, ideology, medicine, epc.)~éohstituting'dqily'lifé.
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Discussions of the articulation of the Cree and capitalist mode of péo-
duction is d!vided sharply inta ‘two camps. Failing to recognize any inte~»
gréc;on between the dominant capitalist mode and the domgstic, one side
has pronounced a unilineal di;gction éf change away from the latter a; a
result of market relations (Leacock 1954; Chance 1968, 1970; Ouellette 1977).
Representing a trend in anthropology which accords little importaace té
ipdigenoﬁs factors, native cultural tradit:ons in the contact situation
are percelved as.overwhelmed by tha‘more poverful external influences. The
assuﬁbtion is tha: in the extengion of metropolitanahint;rlaad relations,
the contrel and continmuity cf-nativa ¢ulture has been . usurpen due to the
descruction of the environment, social institutions and. the domestic economy .

‘ The other side underlines the petgisteni vital?ty of'the Cree domes- ,
tic mode in continuing to ;trd;turé Cree social life (Knight 1968‘.Feig )
1969; Tannér 1979; Scott 1979). Kot diapnting the subordinace and dependent

position of the Crees vis~3-vis the capigslist mode, they argue that the

metropolitan—hinterland argument which rests at the level of market relations.

lignores the specific articulation - a ccnjuncticn which in the case of the

-

Crees reveals that groups 3y participate in the economic system of the

. dominant. mode anﬁ pot be a capi:alist mode of prcduccion. Theylsuééeat

instead that a theoretical euphasia on the relations of production ‘rather .
than market relations indicates that dependence does not elliminate thg ,
vitality of hunting, the objectivé‘relaaicng of coopeta;;on in the hunging‘
node, and mative control over their main economic bBase. Hence, altsodgh
furs are treated as a commodity once':hey enter the trade controlled by
£he ;rader,:chey arejﬁtnduced Qitnin a domestic mode of production which:
is organfzed‘by a set of social relations, values and ideology that is

distinctly Cree (Tanner 19?9£12).




N

" the iérger'soéiety (Scott 1979:105).

With the signing of the JB & NQA there is additional evidence of an
1ncre;sed parcgcipacion in the domeqtic.modexand an increased commitment

to the‘a:tendani social relations, ideoloéy and identity (Scott 1979).
A;ded by Ehe'Income\Secuxi:y Programme, Ehe gua;gnteed annual-income for
huéte}s, the%e‘has,been a sha¥p increasé in\both the Qumbers\of\people in '
the bush and the time spent the~re. rieedle\qs to say the increase in sub-
sistence activity favours the inc?eased‘encultqrationrof the Cr;e world
view ané social relations. At thé same time,with the exception of iﬁ

the Cree bureaucracysythe employment of natives in the capitalist moég is
net only low th is limieed to ;horé perf%dé of timei %lsoé since the

late'niueteeqth\ceq:ufy the -fur-trade, although vital to the Crees,

has represented a spent economic force in relation to the dominant econofiy, °

‘leaving Crees ‘dependent on transfer payments and services fram the federal

and provincial governments in order to survive. The result is that Crees

are incorporated into the capitalist mode primarily as depeu@gnts on ser-

vices and ‘as consumers. Bence, although the capitalist mode of production

5

is in a position. of domindpce over the'dauastic mode, within Cree social

”

'fotmation itgelf the latter continnes to be the wajor constituting force.

The upshot is the peraistence of Cree social relations, i@eology and world-

view through d series of changtug forngs~and relations of production wity
Because of the vitality of the domestic mode. and the Crees weak links

with the capitalist mode of pfoduqtion'l suggest that eleaents*of the ‘

éonesiic mnde'and the Cree medical system will be prééent in the articulation

of the bionedical and the Cree aedical syatens To be more specific, in

the articulation. I would ex?ect elemencs of the donestic.unde and the Cree

-

medical systea to have a:don;naciug influence. Their preseacg is ascribed )
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to the active role of cultural processes; " The central concern now
is to establish. a concept of docial formation in which all its components
are perceived as interconnected, and in which culture is accorded a

. N =

determining role but not the independence of an uncontrolled and ungrounded
’ . v P .

sacial force. Within this view we must be able to explain medical rela-

tions, ideology and knowledge and their relationship to social formation

and éhange. .

A central focus in the discourse on culture is ideclogy. Ideology
has ‘;aeen defined in a' number of ways by mrxis;ts. It is false conscious-
ness or miare'cogni‘tion; to others it Is the ideational, signification,
t;he prod'uction of all ideas; or it could be the ethical juridicial poli-
tical and philosophical 1deas and visions of social Teality of a part:icular

\

class or group (Williams 1977: 55) ‘ I will- adopt the laatl us_age. Hédical
ideology will include the ethical, juridical, bol_iticql and philoa;ophical
ideas of the domestic ,and‘capitalist mode; of prqduc:i&n af:;'they are
expressed implicitly or expl:i.citly through ;he r;:spective‘ médic’al systems . l

Medicai knowledge, on the other hand, covers the whole range of .informa-

tion whicl; has been pgx:ceived, discovered oy inferred in the study and

' practice .of medicin_e. It includes, but is a much larger category than the

“ v

term medical  ideology. Hediaal praccice refers (:o the. actual management,

rather than the study, of disease. ‘It:has been used alternatively (1) as

e

'a generic term to include all branches of medicine including dermatology

and surgery, (2) to include internal medicine as opposed Yo surgery and
demtology' or (3). to ‘memm intemal medicine which is focused on adults
(ra:her than on children which is then considered the domain of pediatricians)
(Hahn 1982: 223) Because of the range of issues which I am interested in \

in this thesis I .employ medical pract;cé as ‘it is presented in the first




_1s oot clear just how independent or autonomous tg&ptive autonomy' is.-

N

definition, that is as a generic term.

Althusser cgoucéives of gocial‘ formation as consisting of t‘:xree levels:
the economic, political ‘and ifieologihal, e;sch of ‘whieh maintains its own
autonomy, bleing congt;.'aingd or overdetermined only.ih the last instance
by the economic (Althusser" Lé?l): ,;ii,s approach has appealed to cultural
marxists because with &xe no'tidt:x of relative _éutonomy, c:xlt:ur:z;l proc'h.ictioﬁs
are z;ttribnt'ed constitutive i)bwe;:s of- Ehei,r own and are no longer gaid to
be determined by the éc‘o:iomic base. Hia approach 1is not helpful to us,

however, for although he pos.its that the levels éxist in articulation it

8

¥

Applying this to ou”roproble;n it does :n_“ot’;: explain the links between the

‘medical system and social formation, nor thg“‘dyxﬁhic in medical relations,

L3

o

ideo]:ogy and knowledg,e in ei_.the; the Cree 01: bi'é“uliédichl systen.

Neither cioes it h:elp ~co describe the inferface bet:we_gn the two sy‘s..tem.
Althu:aer ;'equires the vague concept of ovérdeéerm:;.nation because

of a deviation he takes from Marx's concept of production in which he limits

the ecmwmic to such components of the Iabour proqass as technology and

capital.” The social relations of prg,duction and reproduct:i’gn are agtri—-

IR

buted by Althusser to the political instance, to suz;erstructure, resulting

" theoretically-in a distinct separation bebri»:en levels of social formation

. -0 N . '
(Claxke 1980:40):. Marx,.on the othér hand, shows the intercomnections in

sgcial »fona;:to%i but 16 said to create a basé~superstructure dichotomy
in which the lattel 1s mere epiphenoména of the former. Comstructing the
economic” from both the relations and'forces qf 'productian cei'cain inter-

P

pretations of hia la:er wotk maintain that che econnmic de:ermines the

political, social and spiritual processes of 1ife (Sahlins -1976:5). ] Hichin

this paradigm the sepat’a;e'cmonenés"of superstructure are said to

p

AR
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automatically reflect the social relations of the economic.level. But this
perception of superstructure provides an insufficient ;xpianation for how
the medical system of both Crees in the domestic mode ggg Crees in the
capitalist mode may be constituted by the’relations and ideology of the
domestic mode.

While accepting the notion /that all components of the socilal formation
are linked through the social relatioms of productioq, in order to show
how the medical system of the Crees not involved in the domestic mode
exhibits features of the domestic mode, a key role must also be extended

to the symbolic and ideological coordinates which-activate social formation

in general and the economic in particular. The argument is that a focus

t “1

on the,econo@ic base provides'an inadequate account of the cultural order,
that instead there is cﬁlgure in the economic and symbolic order in day to day
activity (Sahlins 1976:3). This requires the expansion of the concept of
economy to include culture and ideology aé an integral and ofganic part
of the social relations and forces of production. The forces of production
are hence transformed into bearers of social relations and culture, thereby
cgllapsing the infragﬁructure—superatructure dichotomy., Transposing this N
to the Creei the domestic mode, having been partly symbolically constituted,
cannot be reduced to the formal r?quirements of the economic. By extension
we would also expect the symbolic order, that is culture and\ideology,
to have a determining influence throughout social formation and hence in
the popular medicai system.

Within this parédigm culture escapes being reduced %9 'fetishized
utilicy' (Saﬂlins 1976) . At the same time because all components are

linked to social formation through the social relations of production, cul-

ture is not relegated the power of an uncontrolled social force as it is

- - . e e T
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by the culturologists. Thus in order to clarify the mechanism of the arti—

culation of levels and to avoid the vague concept of overdetermination in

3

.the last instance, my formulation of the social whole attributes links in

social formation to the presence of a consistent set of relations, and a

<

shared ideology and culture, all of which permeate the components of the

LY
«

AN

social formation. And in the case of the Crees, the relations, ideolagy N

and culture of the domestic mode are informed by & symbol system which also

has determining power in the Cree medical system. *

[

Methodology and Research Techniques

The‘study was conducted in two Cree villages, Ft. Georée (now
Chisasibi) and Mistassini, during the summers of 1979 1980, and 1981 by
myself and four Cree research assistants. Because medical systems encompass
a wide field of study I narrowed the focus of observation to children's
heelth care. The group of4Crees between tlie ages of one day and twelve
years was chosen because it is the group moet susceptible to disease and

is the most frequent user of the biomedical services. Within the area of

kcchildren's health I concentrated on breastfeeding practices, and the beliefs

and practices surrounding respiratory disorders, gastroenteritis, otitis

1

media and skin infections,atogether which comprise the bulk of the health

qproﬁlems among Cree children. ’

Data were derived primarily from interviews with two groups of people,
\

' ' the mothers of the children undér twelve years of age and Crees over the -

o~

(f-

age of fifty-five. The former were chosen on the basis of availabilirty.

N

Althougﬂ.this is not the best sampling technique, care was taken tzzPre-

serve the ratio of bush to settlement people interviewed, as well as to

include women representing a wide range of circumstances including education,

peflod of time spent in the south, age and work experience. The Eigh degree
- CN
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of ux;ifomity in their statements lends créﬁib'ility to ‘the results despite

the lack of rigour in sample sele’ctioa e L ..

1

The older people were intervieued bedmfse t:heir extens’ive experience

1

with health matters renders them the most atticuldte about Cree ideas of

hheal\ﬁh and diseasg. ‘It is they who a‘te the tegositories of the Cre,e

knowlgdge of médicine and it is to them ‘that health problans are frequently

+

brought before help is sought from biomedical personnel. In mtaL 170 ' —

Crees were inteérviewed. Nurses at the hospitals in Chibougamau and in

4

Chisasibi and in the nursing station in Mistassini were also interviewed.

w v e

General iffformation was.obtained from Band Lists, the 'Income Security h

Progfamme,, Cree School Board lists, band councillors and personnel of the
\ .

.

. Cree Board of Health and Social Services.

1
\

This study employed &' multi-instrument research approach in the

field on the grounds that the various methods in, combination would better

/
+

provide a broader perspective. Each 3 the technique$d was applied to all
four propositions but the emphasis .on one tehchnique .or another wvaried
éccording to how,successful it was in eliciting the information. Appendix.

A indicates how the four propositions were opetatié'nalii’.ed in a structure

of primary data gathering.

i’articipant Observation -

Participant observation was *use‘d; l"ﬁ)*’jagquiz:e evidence of the extension
of éhe relations and ideology of the donestigci,mode into other spheres of
social .jLife. More specifically, ié looked . for expressions q‘pf sharing and
cooperation in all aspects LOf day to day 1ife (i.e. in food sharing, .
coop’erstion in cerm-onies, activities, etc.). Through this technique I
also attempted to iritnesg medical events such as health maintenance practices,'

breastfeeding practices, and the response to episodes of children's illness. *

~

<™
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, Proposition.2, abouF:Cree i% of health care, definitions of disease |,

A
Using this approach I casually attempted to engage people in discussions

of all four aspects of our theoretical problem. And I used it as a

‘ mechanism of checking and following up on information appearing in‘Ehe

unstructured interviews and offered by key informants.

t
[

" Key Informants : - .

Key in:fo‘ ts were referred to for all aspects of the problem but

’ thei_r services were pafticularly telied upon for detailed discussions of

-

- and medical practice.... Because I was interested in intergenerational

'

‘.1deas here, I-enlisted the ai,ci onf both younger and older adults as key

-

informants. | Bot;h..were ctucial in explaining some of the events seen in
/3._,. 4 - .

‘ par.ticipa'nt observation and the information acquired from the structured and

\

unstructured interviews. -~ - " . o

N .

Structured and Unstructured Interviews

Structured and unstructuréd interviews, with an emphasis on the

latter, were the source of most of the data. Seeking s'ec’urity in consis-
. .
tency and ia the possibility of quantifying &ll the responses I began' each -

, field season with a structured questionaire dealing with conc'epps of -

health and disease, relations in\the medica_;l gqcoxint:er and medical treat- .

~

ments, Within a week of beginning ekch suge:'s fleldwork the q‘ue./stionna'ire'

. # N -
was always abandoped in favour of a more informal "cony;’rsational approach.

- & ' . -
-1t was found that wvhen the discussions were no longer controlled through

! - 2
tightly directed questions and answers, the respondents became more
interested in raising issues which were neither on the questionaire and

which I could not otherwise have anticipated. .

-
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. . -~ _Through a combination of _ihe. respondents introduéing issues which

were pertinent and the researcher pursuing issues which she considered

N

relevant we were able to develop a ;nore'meaningful.idea of the Cree medical -
system and the Crees' relationship with the biomedical. The results
contrasted sharply with the short 'yes', 'no' responses offered by the

regpondents whenﬂ initially confronted by the \closéd qu’es‘tionaire. It;\the
absence of any baseline information upon which to bz.ase relevant questions
the emphasis on the qualitative information .appeared to be the most
‘ appropriate. ‘ . R
This 1s nat to 'sugges.t that the unstructured interviews are without’
- Geir drawbacks, for while obtaining data whichyare rich in detail' and
%’“ ~ variation they do not necessarily lead to a data-base upon ‘which reliable
statistics can be drawn. In my fieldwork the same topics were discussed

with eacH* of the respondents but some chose to elaborate more fully in ‘ N

s

different areas, the results (ex_cept 1:? the case of breastfeeding) not ‘

lehding thgmselvés to meaningful qu:mcificalltzi_on.n The conseq’uencé 1s that .
the data permit: me\ to syncﬁesizé a good understanding of how Crees .diagnose .
di?eas_e, consider.relations in the medicgl encogntgr, and p;arcieve médical ,' L
treatments but I do not ;hink that it §is 'a%)prépriate to{pin f_igures‘on_ )
tl.u.a responses, ‘
.Ti‘le information is hence preseﬁted in g\em;ral terms as 'most of the
respondents', 'all the rés'pon_dents", etc. The one 'exception to this-with
. fegard tc; -my—fiéldwork is ‘;Iitb’ hreas:feeding. _As mcr.h‘ers could rgédily
recal‘i why their children had and had not been b':eascfed, the lpa);;: o'fvthe
interviews dealing with lactation were more s‘tructured.ai;d the data has

been presented in percentages. Apart from th‘is, the structured part of the - .

interviews was usually limited to obtaining census material including age, -




education, work experience, time in the bqsh, etc.

e

)

" All the interviews were conducted in the homes of the respondents
e ) 2

"and, in the language of, their choice. The discussionsf:}lwit:b the older people

took p}ace in C;ée éither with'an interpreter doing the necessary trans-
lation'lor with Creée research assistants concj;xctinglthé inte:rvies.vs on their
own. The discussions with the mothers of ”ch—ild'ren under the age of twelve
;verg‘;aither in Cre‘e or in ﬁgglish. While most o~f these women spoke both
-la'ngﬁageg, some felt more cgmfor'table being.‘lntew\i'ewed in Cree so & Cree
feseax:ch assistant wou.ld'be breseﬁt at these intervieyws. .‘

i Interviews were always set up a day in advance, at which point it
would be est?ablishgd yhich language the pergon preferred to be interviewed
in. As Crees in the communities have beén interviewed 'to death' ome

could never say that research conditions were ideal, however, because there
is a great deal of concern about children's Kealth the people were willing
to particvipate. In fact during the course of the three summers' work only

two of the mothers who were asked to be interviewed, declined. In general

_the concern for their children in concert with their hope that their

[

opiniodns would contributé to improving health services overshadowed the

prevailing' cynicism about interviews.

Methodological Problems

The emphasis in this thesis is on the ideﬂtific'ation of .the Crees'’
interests in the articulation of the biomedical and Cree medical systems.
éecause,of this the Cree medical system and the views of the Creés provide
the point of reference against which the biomedical system is measured.

’I‘his approach results in two problems in my representatioﬁ of t:he biomedical

system. Firstly, in the juxtaposition of the medical systems the rela-

tions i!,'l the biomedical encounter and the biomedical definitions of -
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health and disease are lifted from their context. In the process the bio-
medical system, whi}e not deliberately distorted, appears as a caricature
of itgelf. This is especially true when these featyres ére discussed .in

terms of the structural antecedents of biomedicine in social formation,:

. r

when not only are they presented without their medical context but they

are also presented as the automatic and necessary by products of capitalist

social formation. This proﬂleﬁ is slightly reduéed, bur not removed, in
the discussién of“thg role of’experieuce in day to da; life in ﬁoderating~
the effects of social structure. With the point of ref;rence and the field:
wogg focused primarily on another medical system the blas remains.

The second problem concerns the tendency to refer to biomedicine as

G & 2 8 were‘one-monolithic, hbmogeﬁous structure! Recognizing that bio-

medicine consists of numerous branches, some with different epistemologies

and practices, this is an over simplification.- It should be made clear

that in this thesis I am talking about biomedicine as practised in the

o~

nursing stations in Cree'commpnitiéé and in the hospitals which Crees

frequent im Chisasibi and Chibougamau, .and not all of biomedicine.

v

-

. Thesis Organization

‘and 2 - that is the degree to which the'Cree~medical

) The thesis is organized in the foll&wing way. To set the context of

the contemporary situation, Chapter II will examine the ﬁistory’of develop-»
ment and health care among the Crees in 'James Bay. In Chapteér ITI I will
subject the Cree medical system to the qpestions posed by. Propositions 1

system is structured

A

by its links'éé Cree social forﬁétion\and the degree to which_it is struc-
tured independently of 1it.. Chaptef IV also discusses. Propositions 1 and 2
but this time as they pertain to the biomedical “$ystem. -The articulafion )

i
of the two medical systems is analysed in Chapter V 'in terms of Propositions
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3 and 4. ‘Takiog into, account those aspects of the two medical systens

which are in the process of ¢change in the Cree commﬁnitiee-this chapter

»

. focuses on hgw Crees would structure the biomedical system in their

villages Chapter III and IV’ are concerned with the antecedents of
medical systems in social formation -and conceptual models of disease.

Stressing Che importance ‘of response and reaction to structure Chap:er v’

illuatrates the dynamic established in medical systems as a result of

«

experience in day-to—day 1ife.

FOOTROTES

‘lBiomedicine;\or the biomedical‘systeé, is a transnational enticy
characterized by an emphasis on institution-based therapy, technological
resources and the biomedical model of disease. _ .

2The James Bay and Northern Quebec Agreement is a comprehensive
land claim involving the native groups inhabiting Region.1l0 in Quebec and
several government and paragoveriment agencies. Signatories to the
Agreement incluyde the Cree, Inuit, Naskapi, the federal government, che
provincial government Hydro-Quebec, SEBJ and SDBJ. .

,BAlthough Roman Catholic missionaries travelled through the Quebec-
Labrador peningsula during the late 17th century the Anglican Church, until
recently, has had the most success “converting the Crees. In health its
influence is manifested by the importance ascribed by the Crees to the
role of God in-healing, by the reduction im certain’ rituals associated
with healing and by modifications 1in the etiology of disease.

AThe eight Cree communities include the five coastal villages of
Great Whale, Chisasibi, Wemindji, Eastmain, and Rupert House, and the three
inland. communities of Nemiska, Waswanipi and Mistassini.

-

SThe Grand Council of the Crees and the Cree Regional Authority,—
complex bureaucracy, was developed to administer the JB & NQA. Among its
many concerns is the maintenance and the protection of the subsistence
sector, an endeavour which requires constant negotiatiou with federal and
provincial agencies, .

6A number of the educated Crees find employment .with the Grand
Couricil and the Cree Regional Authorityb Nonetheless, unemployment and

underemployment plague the settlements, : R .
N * -

-

we k¢ xaced 2 R
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CHAPTER- I1"
' DEVELOPMENT AND HEALTH CARE IN JAMES BAY-

Introduction

v

- ’

:/I will begin uith a brief outline qf the theoretical oriéntation -

‘ within which I frame development and interpret the history of the Crees

and the health services offered them. The state functions as the key

| mediator Lﬁ both the interface betweéw Cree institutions and capitalist

social formation, and in Ehe distribution of health resources. Analyses
of the state often confine the state to a dual modality of--ideology and
repression in the interest of the bourgeoisie (McLennan_gg.gi. l97ﬁ).

The implication is éhat political power is determined by the relations

of production. By extension, the marxist critique of medicine asserts

. that the biomedical system is also a direct reflection of the relations

of production (Navarro 1976, 1978; Dixon and Bodenheimer 1977).

As an alternative to this approach’ I suggest an expanded notion of

‘t—t' .

the state in which the relations of production fuel, but do not exhaust

tﬁe activities of the state. Because of the influence exerted by various

fractions and status groups, and its own internal requirements, the state

must resﬁénd to demands other than those of the bourgeoisie alone

(Poulantzas 1978) . For instance; in the case of the Crees while the rela—

tions of production have shaped much of the -articulation between Cree social

formation and the state,. this should.pat.obscure the dialectic between

the two as the Crees respond to the encroaching white society. Fpg'qhen
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. LT
‘used the manipulation by Crees of political pressure has permitted them’
to negotiate for more than their positiou in tbe relations of production

would have,predicted.l

1

Consistent éith this orientation I propoupd‘the,argumeﬁt‘thgt ;g;t- -
tions of'production ﬁlopé are insufficient iﬁgicttqrs of‘the distribution
and'apprbach to'health services. 'The mﬁditine exported to Ctée commpnlttes
from the metropolitan.cegtre wéé’(anq.is) shaped by the confiuence of
factors detived.frcm the pﬁlitical/ecénomic‘requirementa‘of“@he Staté,

the internal structure of 20th’ century medicine and from the effect of Cree,
'social fotmation. " Their iﬁtersection, determining the kind of -medical
servicea available to the Crees, the nature of the relatiqns in the medical
encounter and the approdach to disease, ?gfine the differeét pericdS‘of

Cree medical history. _ | .

‘A constant-wea;ing<tﬁrbtgh all the pericds {s the fact that deséitg
changes in details tbg State and th; medicai system it exports are the
offspring of tapitalist social formation. Both havg‘un&ergone changes in
the‘ZOth century, the State deveiaping from llberql catitalism\to state
‘_interventionism (Offe 1975), aﬁ@ medicine going from a cottage industry to
" industrial ptodﬁction'(ﬁavarr;,1978).. But the utequal manner in which
healthlserticep are diétributed, the definition of digease and the ‘focus

in medicine on the clinical and curative rather than- prevention is a -

perpetual reminder of medicine's anteéeﬂents.in capitalist social formation.

Development and Heélth}Care unt{l 1930.
For the dree‘the die was primarily cast‘in the matnet in‘whichlthey.

were drawn into the fur-trade and tﬁen“éutordinated to industrial capitalism:

Generated and shaped by 18th and 19¢h century Britisk Imperial Policy, the

roots of capitalist penetration in James Bay were directly determined by
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the economic relations of a comme;cial impéfialism in thch a staple
resoﬁrcet first fish, fu%s agd lumber and.then later whéat,'oii and minerals
wag éxploited b; ﬁritish[Scﬁttigh:meréhanté. ‘Commercial relations con-
tinued to inform relations'afcer Confederation in 1867 throuéhﬂthe colla~

- ?iu
‘boration of th¢ new State with the almost exclusively foreign owned export

sector (GlendayAgé_gi.~19}8).’ Because of the nature of the ﬁolitical Andlu‘
economic dependence on 'a foreign metropolis, the State a&opted an inter—
ventionist role as no other groups had eﬁerged'which weré‘capable of.
“directing the ploneer society.. Erom the very beginqing the State a;gumed
the authority to regulate the social, public and privaté‘institutions of
>tge country tCleméut and DracheA1978). In the’absence of organized groups
_with opposing interests the new Sca£e primariiy ccnfinéd its incérescs to
bolsgeripg the econcmic affairs of the export secto%. :Ig is- within this
context that thglétate fqrguléted‘fts polictes tdwa;é;'nativa people.

The basic principles and goals of Canadian Indian Policy were uni-

laterally enshrined, without native consultation, by the Briﬁish ﬁotth

© America Act of 1867 ‘and the Indian Act of 1876. Granting the State absolute

legal and administrative &cgtrol over native people, thé Indian Ac£ gnd

its subsequent amenAmeuta legalized 'a system of’inatitutionai; econom¥cn
political and geographic seg;egation and domination. It'articplaCe&'che'
legal definition‘of~wﬁb cguld.be considered an Indian, 5: determined
“directly and indirectl} the roles Indignp could play, and also escahii;hei .
the boundaries of where they coulé settle (C;rsténs 197£). Since one ;f
the goals of the écvernment was to dissolve the fésgrve systenm thereﬁy‘
}reeing native lands n; meagures weré taken to assure the long-term survival

of native communities. Expliciciregnlétionq sbecifying that all decisions

taken by bands be ratified by the govermment, in fact, effectively blocked
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,native control over economic and political development. Like colonial

rule in general, the intention was not to accommodate the aspirations of

those whose lands and resources were coveted but to absorb them in' the bid

el

-~

The first penetration of capital in James Bay ocgurred at the end of

" the 17th century in the form of the fur-trade. The fur-trade revealed a

colonial strategy which was iAterésted:in expleiting the fur resources
but,\poncerAeé with the costs of such an operation, eschewed settling the
land. To expedi:e>gheir goal, tﬁe éﬁlonialihts operated the trading posts
while the natives conducted the huntiué and trapping activities. The ‘

trading companies organized prcducéion at the posts (Judd 1980) through a

'rigid division of Iabour byt in the bush Cree~social formation continued

' to structure production. The Grees controlled both the means of production,

that is gcw %he land was owned and ihe tools invol;ed in the hunting apd
trapping, and the internal reiacigns of hun:ing‘and’trapping._\A: thé same
time hﬁwever, by vinge of éheif involvement in trade, they became petty
commodity producers subject to tﬁe‘dictates of a market over,whicﬁ‘they'
axerciséd.little control, a ﬁarket which de;ermin?d prices, the terms of
ira&é, anéjvhich animals were in the most demand. And ;s consumers}they '
became dependent on the external exchange system for the éechnoiogy to
rationalize the hunting and trapping sector. Thus, despiée their relative
autonomy on the land .theirs becaﬁe a positién'of subordination, vulnera-
Biiity and dependence ?is—a-vis the exéernai syétem.

One of the caonsequences for th; Creesiof their involvement in'the
fur-trade was the increased exposure to.a range of infectious disease.

Lacking resistance .the people succombed rapidly. For instance, in 1903

Reverend Walton writes of having lost 100 people along the coast in a

-
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measles epidemic (Des§ 1968). The new diseagses$ were in sharp contrast

to the disease experieﬁced by native peop}e in pre-éonCact gigés.
Scaéteréd‘over the land in hunting and‘fishing camps death for gﬁe most
part had been caused by trauma and infant illness or periodic famine
(Wellerpwgﬁi Schaeffer 1973) Some-viral and baccerial 1nfecti§$ alsc

\»
developed Lausing boils, skin ;nfections diarrhea and respiratory dis»

v

orders but they were usually confined to the isolated. hunting group Ln
which they had occcurred (Fortuine 1981).' Aggravating the hardship of the
' new diseases were the recurrent pericds of starvation punctuating the 20th-

century. Caused by a coubination of- ecological and market forces affeccing '
the decline in major gama animals throughout the Quebec«Labradqr peninr‘
N . ‘&":

sula, the periods of hunger rendered the pedple nmore vulnerable to the

epidemics of measles, influenza and T.B. :

- L3 -

[N

The traditional techniques and medicines were no match for the viru-’

lence of thé waves of epidemics. Early‘traders and missiona%ieé often

gave medical help to the Crees. Relieved to have their dutieg dischatged

‘by the traders and missionaries, the goverument provided them with a ’
stipend for healch care and for the treatment of the disabled. By Confedera-

. tion the’ fur-trade, although still a vital trade for the fndisﬁs}'wgs a*

~

spent economic force relative to the rest of the Cgﬂadian economy. The
government was too preoccupied with Western settlement, with the construc-

P

tion of the transcontinental railway, and with investment Formation in

Ontario and Montreal to turn its attention to James Bay. With fhe‘eéta-

3

blishment of R.C.M.P. posts to éqsgtt soVeteign%y over the ﬁorth in the .

late 19th century Canada cléimed territofial'fights to the region but ~

]

fulfilled no obligétions. It was hence content:to:iimit its involvement

to defraﬁtng some of the expenses incurred by -the traders and missionaries '

\\ . “
~ ~ B
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for providing hea,lch services and edueation to the natives (Jenness 1964) .

- »

Firm. lobbying by the Churc'h fot; the government to assume a- larger

responsibility Yor the-care Vof, nacige peaple fo,rced it in the 1920° 8, -

howeve_‘r, to recruit doctors to ;i}avel' with the summer supply ships, the

Arctic and. the Beothuk, to the northern coastal communities (Brett 1969).
The -ship medical officers did.not have much influence on the people. Their
~ visits vere sl‘lort “and .the Crees say that fens felt any, degire to seek their
services Gradually as individual medicines proved their usefulness they
were incorporated into - .the. Cree phatmcepoeia.. T . . - '
- For a-long time I did not use the doctors' medicines.
Then I found out abbut the painkiller. It was good
for severe things and strong pains and cuts. That
was the first medicine that I bought but when I

found out what 1t was good fot I wanted it. ‘ :,
. e {Interview 5) . ’ I

_ _Despite high rates of disease :he gove;:nment t:hought that land«baeed
services would not be beneficial as the people were considered too migratory.
Un:il the Oblate mission was est:ablished in Fort George (now
Ch’isaeibi) in 1922 the Hudscn s Baw Ccmpany (henceforth referred to as HBC)
persannel ‘and ‘tpe missionafies were the only continuous source of outside
medicine. . Staffed by Pére Cquture, well known in 1ocal folklore for his
\skille as a, doctor, _and Grey nun nursing sisters; the, establishment of .
the misaion coincided with the pe.r\idd} when the caribou -herds had decline§
to'v their 1dwest,~ whenN the beaver ‘pcpula.tion wvas just’beginning to .decline

, -

and, whe’n disease was on the increase. The priesc and nuns did not succeed

- in convettin.g the Crees to anan Cathol,icism but’ they .q”uickly won their St

respect for being good healefs "As practised by them the medicine was in—- -

fprmed by'its antecedents in Christianity. But, focused on giving ::.omfort

to tbeh 111, treating the i:'rohl'em rat}xer than sq'iving'it',"it d_igl'nqt‘ que'stioﬂ

" the political and economic origins of the star\ief:ioxs and -‘di‘seaee-.' . The ’

~




first extended contact with outside medicine was, however, conducted in a

mannér which conformed with Cree social relations. Based on the idea of

helping people, it forged a personnel relationship between healer and patient

and it reflected the importance of sharing and cooperation. Most impor-

tantly to the Crees, it corresponded with some of their ideas about the

e

relationship between healing, illness and God.

Still there was no full-scale conversion to the outside medicine.

As the Crees spent most of their time in the bush there was little actual

contact between individual Crees and the mission. European medical practice

of the time was not totally effective. In fact long after the mission

had been established there continuéd to be an exchange of medical informa-

tion between whites and the Crees. Stories abound among the Cree of whites

who had been cured of their illnesses by Cree medicines when their own
medicines had failed:
* In the old days I used to teach the white people

how to use the Indian medicines. The HBC manager's

wife would come to me when her children had colds,

coughs and toothaches and I would tell her what to do.

(Interview 16)

In short at this point there was a mix of Cree and European pharmacopoela
with the Crees utilibing primarily their own medicines to which they
added samples of the European. With the introduction of the European
medicines and with the work of the missionaries some. of the healing power

of shamans was reduced but in general Crees continued to subscribe to the

popular medical system.

Development and Health Care, 1930-1944

The 1930's witnessed a change in the role of the federal government
regarding both southern Canadians and the-Crees in James Bay. Impelled

by the exigencies of the Depression the government for the first time

I

-~
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departed from its economic commitment and launched a range of social (
-seJrvices. ‘The conditions during the Depression demanded that political
patties at least appear to moderate the interests of business in favour
qu alleviating some of the hardship caused by the economic difficulties
and the drought. The appearance of mit;lgating the difficult conditions

4 is key here for theu range of social services of;?ered by the government did
not amount to much. Strikes and demonstrations by the working classc and

.
e

unemployed only succeeded forcing the governmment to contribute a limited

Tanfount of reliet: (Taylor 1978). Instead the’responsibiiity for the sick,
old, and the unemployed continueld to be primarily the domaih of theJx;mgi—

; cipalitz.fj, most of which were already bankrupt because of the pressqre‘
put on them for food, clothing and shelter. )

This period in the north was also marked by extreme hardship. The
price 6f furs had dropped and the number of game animals I;ad greatly
declined resulting in more severe food shortages. To exacerbate the cr:!.sis
.the incidemce of infectious diseases, particularly T.B., measles, whooping
cough and influenza had soared and morbidity was high. Of(Que.bec—Labrador,
Speck (1977) writes that "m{:t a single person at summer gatherings was free

. from cough" wit,h bronchial and pulmonary inflammation being one of the
* main causes of death. In spite of this, the terrible crisis in health care
was respc;;zded to by a reduction in funds for northerm health - the money -
being diverted to attend to the depression in the gouth (0'Neill 1979:78).
Although the rate of morbidit;; and mortality wns.ﬁhigh the government
was not interested in providing health care. In the 1930's it was deemed
a waste of money to.provide services to a people who, having received p

AN -
them, would just return to the bush. Instead, the govermment acknowledged

’ \
its respon’s“?\i{:ilities to the Crees by intervening, for the first time, to

Y ——— .
\\ ‘- \\
C i N -
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protect the Crees' interest in the fur-trade. It established game laws
restricting the incursions of whites into the area to hunt and trap.

And conservation measures, tc be managed by the Crees, were designed to
e.tiJedite an increase in game. Lim_itéd supplies of relief were sent by
the government for distr:{}bution by the HBC to the most needy. In order

that the people not spend too long at the posqts away from their traplines

\
the HBC at this time also provided some relief. The intention was to

provide enougﬁm»ekt:rgency supplies to keep the Indians on the land éo that

the Company would receive its furs and the people not demand services:
They pursued the view that the Indians should be
encouraged fo maintain the traditional way of life,
othervise they would demand schools, medical care
and services which would require funds.

- (Jenness 1964:30)

Rt o

-~ At- this juncture certain Cree, HBC and govermment interests over- '

1 »

lapped allowing the Crees autonomy in game management and yielding an

improved cash return.{Feit 1980) but completely ignoring the state of
=~ DY L] 3 ' !
health of the. people. Also, while these measures restored the economy in

the short turn, no effort was taken to ensure the survival of the communi-

” b
ties in the long term. Fur prices were low, the profits were being com-

pletely drained out .of the communities and many Crees were very ill. Yet

A ¥

at the time ‘when the native  gconomy was suffering ‘the 111l-effects of total

dependence on a single ;esourcé no thought was given.td why relief was

needed if the first plade. y ¢

a
w

Develo@ent "and Health Care, 1945-1970 ‘ -

~

The 25 yeai's following the end of World War II witnessed major trans-
formations in Cree relations with capital and with the government. In the
? N
' memory of 'the people t!;ue were the 'dreadful decades' punctuated by 'a

- ¢ R : -

?
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litany of epidemics and the T.B. evdcuations. The combined effect of

th; disgase and the starvation of the 1930°'s, 1940"3 and 1950's had been
devastating. Infant mortality was yet again high, and life expectancy
was shorter than in the south. According to church'records T.B. was the ‘
moast persistent cause of death at theutime.z The population was also
seve;ly weakened by ePidemics of influenza and measles (Desy 1968). Colds,
bronchitis and other respiratory disor}ers were chronic. '
Repofts of the terrible conditions had been coming out of the r
north since the early 1930's but It was not until the late 1940's that the
goverument(hecided to take action. The impgtus to move. came from two -
sources. Appalled by the high rates of death in the north, public opinion
in the south had compelled the governme#t to do something. A greater
" sense of responsibility hg_been forced on the government by the people wh;J
were in a rebellious mood agair{st'thex precarious existence that they had
endured during the Depressiomn. \Nw'both the working and middle classes
had decided that their years of toll for Canada during ‘the wvar was justi-

-

fied only 1f its benefits were available to all Canadians (Taylor 1978).

The résult was the expansion of the welfare role of the state -into, all
the social services including medicine (Offe 1975) The_second came from
pressures by the HBC due to the recovery of the fur market after the var.

The upshot of this for the Crees was the 1nitiation by th;e govermnent of
e

a campaign against T.B. aud a welfare programe to assist t:hose in need.

Catalyzed by the goal of eradi ting T.B. the uursing station pro—.’

gramme, a concept based on the Prairie Rural Health_Centres, was established;

Because of the extent of T.B. and infectious disease it was evident that

health services would have to be extended to the most remote ﬁllages‘.

s - <
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In 1948 a ho“s’pital wae"coaatmcted at Hooee Factory ‘to .gerve the James

Ba§ botulationu ; In addition, the hospital ships, the Nascopie and the

/C D. Howe, equipped with X-ray machines patrolled the coasts in search
\of people with T B., evacuating those with t‘he dreaded disease, often with
horrible consequences both to the patient and to those s/he left behind.

. The éhanging economic profile acrose the north from the 1950 s on —

precipitated an iotenaification of the intrusion by goven;:ent into the
)‘ lives. of the Crees. | During this oeriod_ merchant capital was replaced in
importance by "industrial»capital as~mines and lumbering moved into the
southern party of the territory. As Just stated the end of the war had
been marked by -an 1ucrea.se in fur prices bdoying the vitality of the trade
but the trade in turs in no way approximated the :meortance attached to,
the _@iningi induBtry. Transformations had been introduced ‘by the Crees
into the organization of fur production. ,IPreferring life onn"the land the —
peqole used transfer"payments‘and‘ casual labour to subsidize the.subsis- .
tence sector, investing in better hunting equip:ment, boats and motors.
Some began to fly into their. traplines. The result was a.mixed ecouomy of :
hunting and trapping, casual labour and welfare&,‘ Nonetheless, despite |
the efforts of the Crees to rationalize their economy Cree comfmitiea
declined into.a position of irrelevence.

,Their problems were exacerbated by the fact that, for the first time

goverment _inter\}entioa directly interfered with the desire of the Cree

t
s

to sustanin the hunting and"trapping sector. Aboriginal rights to hunt.
were denied them as the game laws, which had been established in the 1930'3“
to. ptotect’ the subsistence sector, were amended in favour of the sports .

. | :

hunters who had been drawn into the southern part of the regions because .

of the roads, railways, mines and lumbering. Tle sports hunter posed a

K




of the settlements.

serious threat to the-subsistence aector claiming about one-third as many

moosge as the Crees did (Feit 1980) Gane wardem were also introduced.

removing. Cree control over game management. Since the wardens enforced'
regulat:ions vit:h ghich the Crees did not always concur their presence -
fo:ced the Crees to stop hunting 'in certain areas (Ibid.). A;l ches_e
directly impinged on the autonomy of the Crees circumseribing their control
oirsr the bush economy. .
YInstitut’ed without consultati‘on v"ith native people the changee re- R
flected the State's renewed interest 1In the global transformation of |

.

northern native people. With the work force being, for the most part,

A imported from.the south, industry required thet the Crees be separated

from their land, rather than from their labour as had occu;:red in develop-

ment projects elseahére in the world Native people were wanted off the
land because once centralized in villages they would be more easily adminis-

tered and the expansion of capital could proceed unimpeded. In order to

_encourage sedentarization the Indiin Act was amended with stipulations

requiring that all native children attend school. The presence of the
mirsing stations in the communities als¢ contributed to the rapid growth‘

-

Deapite industrial development vhich in any case had been confined \

to, the sout:hern part of ‘the region, ‘and despite attempts at sedentari—

zation, the Crees remained committed to the hunting and trapping way of

. life., The patterm of colonization had ‘ensured that there were no viable

altemat;lves.' In addition, the Crees wished to méintaig_:;héit way of life

on the land for it provided thém with much of cheir“food, a certain agwun't

Hof independence, and a powerful sense of identity (Tanner 1979:xii). From

it most Cree values are still derived today.



_cause of the high rate of disease. But predicated on an ideology of
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" The Cree econonv was sent into a tailspin with the drop in the fur

- prices in the 1960's. Still the’ people struggled to sustain the subsis—

' tence sector. The -period of summer employment was extended but in many

cases the lack of employment“and\the high vosts of hunting drove man; ‘

Crees out of the native economy Unemployment was high and the little’

which was available was limited to- seasonal, short jobs No Crees owned

. thein own buinesses and except for the HBC there were few other employers.

in the settlements. The prohibitive costs of hunting in concert with the

low -price of furs and the compulsory school attendance forced the people

- to spend more time in the settlements. .

At this time the physical survival of the communi ties depended
~
heavily on the transfer paymenta and services provided by the governnent.

The level of dependence on aid has no parallél ‘in
the history of' colonialism in Africa, Asia’or Latin
America and is only possible because native:peopie
+ . ‘represent 'a colonized minority within one of the -
richest countries in the world. . . . It is S - r
necessary because . the long history of exploitation
of native people by external capital has created a

- ' -situation in which such payments are’ required for

the very phyaical survival of the communities.
(Loxley 1980:15)

Peop;e depended almost entirely for physical support, for money and shelter

on the federal gcve;nmeﬁé. Houses were built by the govermment but their

’

éonstruction reflected little a&areness of cond;tions in the north.: They
were poorly insulated, had no basements, no double-paned windows, and no
out-door porches to cut out‘the cold. Besides being very small they were
d;qp and draféy: Sewage‘and vater gystems were not built. ‘

! The‘nursing stations, while>scaffed by conscientious and hard-working
nurses were too poorly equipped to cope with the local conditioys and the

high rate of disease. .In addition, health programmes never questioned the
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seif—sacrifice, the practice of medicine conformed to Cree social relations.

Medicine had not yet adopted the highly specialized 'and hierarchical “struc-
£

ture now characteristic of the biomedical system, resembling instead a

form of cottage industry. Relations between Crees and medical personnel

in the communities werebalanced to the extent that both groups depended

~

on each other: the Crees wanted tﬁe medicines while the nurses required
physicél support,. that is food and wood. Like che'uursing sisters, implicit
in their practice of medicine was a high value placed on sharing and coopera-

tion, a willingness tngive personal care, to be available around the clock

and to nurse the disabled at home. In contrast to the nursing sisters

their therapy did not involve prayer but the personal relations established '
wfthfthe people and the. emphasis on caring generated a great deal of trust
and compassion in thg medical encounter.

-

To their ad;antage, with the developments in medicine following the
war the federal nurses were armed with more effective me&iéines than their
predecessors. The perceived effectivenessvgf tbeir drugs is attested to
by the fact that during this time there was a major incoiporation of bio-
medicine in;g the Cree pharmacopoeia. Pedple codt{ﬁued to use some Cree
medicines but for'those'who reﬁaiped in the db{@lemgnts these were diffi-
;glt to obtain. The use of the Qioﬁédiciues should nof,hovever,tua}nterr .
p;eted as indicative that biomedical ideas had replaced the Cre; medical
system. On the contrary, for in thegmedidal'encountgr %ith the nurses,
good care was equated by the Crees with a-wi{}ingness to help the pagient

ratheg than with a transmission of detailed medical infofmation.

In short, although the Crees were dependent for health cére on

-the .federal medic®l personnel, relations in the medical encounter, because

of the structure of medicine at the time and the-él;éumstanées of providing

%

L



medicine in isolated conditions where the survibal_of the practitioners

| b

depeﬁded on aid from the Crees, were less hierarchical than they were to

be a few years latersl On a theoretical level, inequality and domination

-
7 . - - e

were m;nifested in the biomedical definitions of health ‘and disease which
did not question.tﬁe'causé of disease, in the absence of‘a preventative
héath infrastructure -(sewage and.water? and in the 1imited health‘se}vice
available. *Buq in day to day lifé, the nurées themselves were iovbd and

admired for,theif personal commitment to the ﬁeopie, for their skills and

£oTr the care they provided.

Development and Health Care, 1970-1975

T By the 1970's a new player lad entered the field. ‘Fuelled by a strong

*

resentment- of the Qegiée to which fhe/English(Ebptrolled Quebec it was 'a ~
period of fervent provincial nationalism in Quebéc; Quebec politiciams,

simultaneously struck by the exclusive hold of the English over northern

Quebec and the potential wealth of the area wereﬂnow interested in inte-
grating native people. When northern Quebec had first been incorporated '

into Quebec by the Boundaries Act of 1912, .Quebec had not wanted the'expehse"

of administering native people.. The federal government remained the sole
governmént providing services. In an attempt to extend its sovereignty
Quebec began to establish an infrastructuré of its own in the settiem;ntsJ
A h;spital was built at fgrt Geofge, schools were ﬁuilt, tﬁe‘nursing

stations were Btaffed by provincial nurses and representatives of provin-

cial agencies visitedgthe co ities.

Then in 1971 Quebec annoynced the construction of the largest hydro-

electric projecf in the world in James Bay. - With unemployment in southern

Quebeé endemically high, with a desire for economic independence from the

rest of Canada, and with the iﬁ%eﬁding energy crisis, native rights to
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this land were caompletely ignored(Norbert 1978;30). The federal govern-
- N ,/
ment did not oppose tﬁe ppovinciél government by supporting native people

~

for fearﬂof attenuating their already tenuous telg;ions.witq Quebec.. For
thg first time in éhe%r %elationship,with the State the Cree launched an
organizeé, regionalfbid t? fight back. Through court action tﬁey Attémpted
to terminate fhé ptdjec;. In 1973 the Malouf Report granted.an injunction
in the Crees' fayvour stipulating that all work b% stopped. Within a weekl
howevér tﬁe ptpv;ncé héd taken the case to the Court of Appeal .where tﬁe
earlier judiclal arguments and conclusions were proven’{nsufficient and
were overruled. For Québec the central issue was tgen to abrogate abori-
ginalkrights as quickly as ﬁossible in ofder to avoid future delays in the _ .

work. By virtue of the fact that they could instigate costly interruptions

in this and othet similar projects the Crees had some bargaining power in

\

the negotiations which ensued. ° ’ A -

A settlement fa;lowéd, known as the JB & NQA, in which the territorial

r%ghts of the Crees and Inuit were extinguished in return for certain‘

rights and‘sérvices. The Agreement, the fi%st comprehensive aboriginal’

treaty in Canada, represents an internal development strategy which

—emphasized‘che importance to the Crees of a vieble subsistence sector and

the maintenance of Cree culture. To expedite this, provisions were entrenched
‘féy the cre;tion‘of'indeéendent Creé-controlled ;tructures which would manage
huuéing and trapping and which would assure‘Cree hunters and, trappers a
guaganceed‘annual income for each day spent on the land, This aspect of
che-Agréement represents a victory for the Crees for it protects and

finances thei{ way of life - a way of life which the govermment had formerly

been committed to tranforming. The right to assume a greater decision-

making role in their interactions with the government was also acknowledged

Iy
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by tbé establishment of €ree-managed structures dealing with health,

‘education and social sérvices. _The latter are not iﬁdependent but like -

~ »

social services elsewhere in the-province are fully integrated into th
provincial infrastructure."In the case of health, the services are fully
integrated into the p;ovincial‘biomedical system. The JB & NQA represents

.o : 3
8 break with the pre-existing relations with the government in which

)

policies were unilaterally imposed from without. . .

With the signing of the JB & NQA, Cree ?eal;h is ndw_adminis;ered.” -

by the Crees through a regional council, the Cree Board of .Health and
Social Setviqp%, as established under Chapter 48 of Quebéc Law. The

regional coupcil is in theory the health ‘policy-maker’'. In the mean-

"

' time the federal Department of National Health and Welfare has been with-

drawing from a direct role ‘in the provision of health services.. The

-

- financing for the regional council is under the umbrella of three govern-

. ment bureaucracieg: the federal Department of Indiah Affairs and Northern N

De&elopment, and National Health and Welfare and the provincial ministére

des Affaires sociales.  Needless to say, as we shall see health budgets

. are neither large nor thorough enough to provide adequate care. ; More=.

over, the degree to-which Crees have actual policy leverage, is open to
debate. For instance, should their performance be deemed unsatisfactory

the Quebec govermment has the right under the law to assume administrative

" control of the 'delinquent’ institution. Mot only that but since the -

medical profession claims absolute authority over the contents of 1{t3 own

work I question the extent to which the executors of policy - that is
the health prgviders - will be amenable to Cree interventions.

o
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Development and Health Care since 1975

e b

To 1llustrate the current state of health services available to the
Crees I will focus on the situation in Mistassini but.will draw exampleé
from all the communities. I have chosen Mistassini rather than Chisasibi,

-

the other community where fieldwork was conddéted, because in accordance
with the terms of the JB & NQA the latter has recently been moved to "a
new site with new housing, and water and sewage facilities. Ceonditions

there are not representative of the‘dther Cree setfiements.

With a population of about 2,000 Mistassini is the largest of the

\

Cree communities. The gommunity is primarily bush oriented with 597 of
the people being beneficiaries of the Income Security Programme, thé
guaranteediannual income for hunter§.3 For the Crees in;Histassini, as
elsewhere in James Bay, the annual cycle of hunting and trapping féllows,
a rhythm which is fairly consistent from vear ia,yeaf. -Except for the
godification of plans to incorporate the migration patterns of animals
;nd bifds, the availability of tramsport,,and freeze-up and break;up:
people leave.their compunities in mid-September and do not return until
after break-up in the spring: Some rTeturm té ;he settlement at Christmas
to célléct their Income Security cheques and purchase supplies but those
with traplines far from the community find the‘cost of the mid-winter trip
prohibitively high and stay in the bush,.

Those who do not go into the bush either attend school sr seek.
empl&ymenc in the few local enterprisés. .Figure I compares the bush going
population to the settlement living population. Unemployment and under-
exgloément'is chronic in the villages. The majority of jobs for men are

eiiher seasonal and/or take them away from their villagea. Contrary to

expectations the James Bay Power Project has provided little‘oppﬂrtunity

& : '
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Figure I: Number of People Going into the Bush Compared to the
Number Staying in Mistassini ’
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for employment as'the~peopie.ﬁeithér speak French nor have sufficient

;killé or ekperience. - While man§ women expresé the need to work to supple-
ment the low f;mily income their taté of unemployment is even worse. In ‘
Migﬁassini‘for ingtance only about 30 women . have jobs. ‘In order to augment
the family income women board the school-aged children of the(peoplé in

the bush. Again in Mist;séini,'in‘1979~80 abéut‘ZOO.chiidren were distri-

buted among 100 foster hemes averaging .about two children under the care of

‘each foster mother.4 In many cases the ﬁoﬁéhly cash payment per foster

child and the gifts of bush food from the parents of the children in the

. bush.represenf a substantial portion of the income of the family.'

Living'conditions in the settlements expose the Crees to a wide

. range of parasitic viral and bacterial infection. Accordihg to the study

conducted after the 1980 diarrhea epidemic in the Jamegs Bay Cree and Inuit
villages, the source of water in Nemiska wds contaminated. In Rupert )
House the water was clean at source but found to be contaminated in the

homes as a tesult of hand distribution and storage. In addition, because

of poor drainage, raw sewage filled the ditches where the childrem played.

The study teports_that in Migtassini all but twenty houses are linked

to water and sewage systems Sut breaks in the system will leave houses
without .running water for<months (Pekeles 1981). Here ;hetsevage system, -
originally ccn;tructed fo; 25 houses now s;;vices 235, ;eading to block-
ages and backflow in thé system. Money th;t‘was originally intended for
the construction of new sewagé facilities in Mistassini has been rechan-
neled to Rupert House‘where the problems with sewage are even worse.

Housing also conscitutes“a serious problefn in Mistassini where the

population is divided am5n3 235 houses, - about 8 people per housé. 72X of

’
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LSRRI weRontvots




the hbﬁses were built iﬁ the late 1960's by the federal government with
little concern for comditions in the north, and, as stated earlier, they
are small, over-crowded and in dire need of repair. Because the crowded ’
cénditions place a strain on the people, young famil?es"inpthe fall often
move temporarily into‘the houses vacated by the families who have gone
into the bush. In the spring when the families return the predicament -
reemerges as their 'tenants' must ance again seek 1living quarters.

Although epidemiological studies have not examined the health status

of the Cree population the morbidity and mortality profile and the periods

of hosepitalization are said by health workers to exceéd that of the majority

'of Quebecers. For instance, 23.57 of the admissions at the Chibougamau
hospital were Céee, even though the Crees constitute only 117 of the total
population served by the hospital. Moreover, over 507 of the children in
the pediatrics wardcof the same hospital were Cree (Richardson 1981). A.
cumuiative record of the use by the Crees of medical services was begun

in 1981, not long énough to be conclusive about the incidence of disease,

but the data appear to conform with figures of disease among the Inuit of

northern Quebec as compiled between 1974-1978. According to these statistics

the ¥ate of mortality was 46.8 per 1,000 live births compared to 13.3
per 1,000 live births in the Quebec populafion as a whole (Labbé 1981).
Infectious diseases were the:greatest cause of native infant death,
particularly pneumonia and meningitis (Dﬁ&al and Therrien 1982). 1In the
rest of the Québec population infectious disease as a cause of death is

" only marginal (Labbé 1981).

©

The most frequent reason for visits to the hospiéal or nursing

station was also infectious ‘disease. 57.4% were for upper-respiratory

|

tract disorders (and 45% of these were pneumonia), 23.77 from skin infectiohs,

i
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and 15.47 were urinary tract diseases (Labbé-1981). The Methyl Mercury

3
d

' Study Group, in their 1978 examination of Cree children between the ages
of .one and two-and-a-half years, reports that 22.1%7 of the children Suffere;
from otitis media (Anonymous 1979). Most of the childr;n have-colds or
running noses all the time. In addition Cree villages have an 1ncrea;e

[

in gastraenteritis in the spring and the summer. In several of the villages
duriﬁg the spring and summer of 1980 a majority of the children were 1ili
with it. As a result at least 80 children (from Cree and Inuit villages

Q

conb\ined) had to be hospitalized and almost one-hal; of these had to be
¢ .
transferred tog hospitals in the south for more specializgd care. Seven
children died (4 Cree, 3 Inuit) (Pekeles 1981).

The federal government has policies concerning native health stating
that their general objective is to assist Indians in attaining a level of
hiealt:h comparable to that of other Canadians. To expedite this it claims
that it operates on all reserves (1) public health pr;grames which
include prevention and counselling,‘(Z) a health educatlon rrogramme, and
(32 medical and dental treatment services. Entrenching the federal
policy are the statutory obligations in Section 14 ,of the JB & NQA con-
‘c%eming Czree health )and sociai services whic{;'gx state that Qt:\ebec will provide
the Crees with the funding to -'support the services Iﬁhlch are not included

in prowincial programmes for the general public but \wh;l/ch are provided to

native people by the Department of National Health and Welfare' (Quebec

o

N

1976 :Section 14.0.22). -
: Degspite this, the disease burden in the Cree communities is dealt

éith by a t@tiered health infrastructure which‘f;)cu.ses almost exclusively
on the clinical ?spects of sickness. Each comxinicy has a nursing statiom,

¢ -

Nemaska receiving one only after the 1980 epidemic of gastroenteritis in

AN
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which two Nemaska children died (Pekeles 1981). There are no regularly
scheduled doctors’' visits, nor regularly séheduied’ visits by specialists,

and no service to quickly evacuate emergencies from the communities.

’

Interviews with the nurses revealed that their emplovment did not require .

that they have anv previpus nursing experience even though they are respon-
“ ' -

- .

sibie for the hea'th care :n villages where the rate of :llness 1s

v

appallgingly nigh. A knmowleage of English was not a prerequisite even

i

.
1

though it s the seconc language of the Crees. And im spite of the nature

'
’

of the health orob.ems whicn impinge on the communities thelr empicvment
~ . ’ - . .

did not reculre & DacKErounc In puUblll nealth or community mecicine.

. .

Patients with svmptoms bevona the expertise of the nursing station

'

- » .
pers’oml are referrec tc the nearest hospital, the cocastal Crees being
sent to Moose Factorv or Chisasibi, and the inland Crees to Chibougamau

. .
with rtertiarv referrals .r pediatrics tc Montrea.. Organizing the health
b3 -

services at the regional .evel .s the Département de Santé. Communautaire
. ™ ' ) N co

‘DSC  at the Montrea. Genera. Hosp=tal  The ‘unction of the DSC 15 three-
hd .

folg: Lt 18 to coorvrdinate tertiarv level care, 1O arrange visits by
e - .
spec:alists anc dentlists 2o the communitles, axsé':c provide community health

services. PFercelvec as & backup service, communicariorn betveen it and ‘the
3 A )

, Local level nurses anc secondarv cire aoclors hag not been consistent
{(Pekeies 1981, . wWith attenuated _inks between the community health sector

and the rurat:ve, prevention and hea.tl education are almost nonexistent.

— ) . [ , L= -
In Mistassini there 15 nf blomegica. service g the veekend vhatso-

'

ever. In the even? of sickness cr ac accident the patlenmt msust first track

A

l [} - -« - - A - R
downn a tide and then subm:t him,/herself t: the long trip over the gravel

road to Chibougamau. Emergency “reatment :n .the bush also i1ovolves & “

circuiruous route. The recent dispensation of radios to people in the bush
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directly to anyone with the authority to send'help. In Mistassini the

47

. \

provided them with the means to call for Ahelp but the calls 'do not éo
. . [ L e

“‘calls are picked up at the store which is just open during regular store -

-

',ﬁk}.ours.‘ ‘The{pformation is passed on to a band councillor who informs. the

v

nurses. They in turn must comsult with a’\x\ioc,tor at the ‘Chibougamau- hospital -

)

who decides whether to 'send a plane for the sick person. " Often-additional ,

calls must be made to the person in the bush to more fully as;sess_the‘ o

condition. of the sick persan. Needless to ésg a couple of days may pass

before help is sent to the person.

» N

In short verv few of the government policies have beeh implemented.

Recent events have indicated that the JB & NQA is no 'guaranteg that the

" buydget tc adequately finance the necessary health infrastructure, including

housing, water and sewage facilities glll\autqmﬂtlcally be provided. XKnd- -

ambiguity in the wording has furnished the government with lbopholes should.

relv on
¥ o .

its reticence be challengea. The upshot ié that the Crees .must
r ! h r

t

negbtiations anc lobbving with the federal and prov1ncia} governments to -
secure the funding to redress the gaps :n heaith resources. “Playing with

LI

the federal govermment's awareness that failure to ljive up to 'the terms

.and spirit of the JB & NQA would impede 1ts settlements with other native - .

groups, the leadershlp was recently succeasf’ulf in obtaining thirty-owo ) <

million dollars fyom them for health and social services. As ststed in

\

the introductorvy remarks of this chapter, reiations with ‘the state a;lb

o 2R

- . , \ ‘
the distribution of bio-adicﬁal ‘services are not determined solelv by owmership §

of production. With the (rees, their position as derived ‘roe the rela- .

.tions of prdduction aré bolstered bv their propensity tc msnipulate

politics. Regarding health care, however, rheilir, e'f,!grt.s hawve ‘get o meet

» N e
with success with the provincial govermument. - , ’ L .
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- I will now proceed with a discussion of .the',iﬁternal dynamics of

the tvo medical systems in“the Cree communities. hegiqx_xin,g with .the Cree,

“ :
-
- '

medical syst;—em, the focus is on concep-&s 0f disease ‘and the relations

‘between healers and patienta in the medical encounter.’

' '\ “

I

FOOTNOTES

Tht success of the Crees in certain negotiations should not obscure

the inequality in the distribution of power, prestige afid resources - an
inequality which places Crees, along with the other native groups in
C&nndi at. the bottom of every scale in Canada -

s

Anglican Ghurch records, Births and Deaths Regiatry, Mistassind.

3’mese figures are calculated from the 1980-81 Income Security AN
Programme data for Mistassini. . ’ ~ .

"These figures are derived from Cre;a School Board figures for
Mistasbini, 1979-80. :

SSince the report by Pekeles (1981) the féderal government has
awarded the (rees thirty-two million dollars to imprave: health conditions
in the settlements. The.suns, unfortunately, is insufficient for the task
‘and is being channelled into housing and inprovtng the water system.
Sesage treatment continues to be a problea "

-
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CHAPTER III

THE CREE MEDICAL SYSTEM ,

- . Introduction - . s

" Goncepts of disease and the healer/patient relatfonship are the

. result of historically specific conditions ;racher than the direct conse-

N

1981). My examination of concepts of disease ;nd the relations in medi-
- W » -

N

quénce'of ‘pathological entities ot beliefs of obscure origins (Sohesi

’
¥

cine will pivot around two central propositions. The firgt 1s concerned

‘ -

with the relationship between ;nedical Sys tems 'ax:ad the social formation

& :

from which they are derived. The proposition is that medical 'systems are
linked to social fomatién through common.social relations and a shared
ideoio'gy‘whicb structure ‘both the social relations ,An medicine and the

definitions of health and diseasée. This proposition posits that although

4 [l

"

the domestic node of produc"tion is dependent on the capitalist node. the

‘ concinued viuﬁty of the fomr. with its disginctly Creezrelations a.nd

1deology, sy mntinue to acrucmre the medical system of the Crees '
ca-itted to the subsistence sector- and Cree; involved in uage labour’,
The second. hypnthuis uinuim that although nedical syntm are

1inked to social fomtion through social relations gnd ideology the:e

-

1inks do ‘not exhsust the relations and aeaning in udicine Rnther they

ﬁrovide s backdrop. a context for a cul:urally %pecific aedical logic

)

m arg_ent in that not a.ll of cultunl production can be rtducmd to

|

. reflections of the mgcr conitext. Im:e.d medicsl systems must be

- N e
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considered in t;he:[r specificity. Specificity in this thesis refers.to a
dual modality consisting of the historigally determined relations and

ideology of social- forqat:ion in concert with the particular témporality-

and processes of meaning construction (Lovell l§80:235) . The point here

) then is to definé, within the context of the historical matrix, the

~

temporality of the ~popular me&ical system,|ana the logic which produces

the codes of disease. - . L )

’

The ‘Crees have long had a medical system through which they have
labelled, diagnoqed and treated disease Of the treatment of illness
Speck (1977) writes i:hat a compendium of: herbal cures was 1nsignf§icant to

the people of the Quebec—Labrador peninsula because there were few soutces

\

of plant 1{fe and because their ostenaibly stronger deve10pment of magical
- 6

-theory a;tributed disease, accident_s, and stay:vation to the agency of
alien and hogtiie spirits. He relegates curing to the province of the ,

' conjurer who, through the manipulation of, magic and symbols,- restored

the harmony between the patient and“ltl{e spirit world and in the proces's .

o
v

effected a cure. More recent work, however, attests to the existence‘of

an extensive phamcopoeia (Blacksmith 1981) complementing a well—developed

systen of medical idess and practices (Marshall 1979).

Preventative measures constitute the backbone of the Ctge ‘medical

system, for good health is thought to be something one has to diligently

* strive to attainm. Ix*:} the past most illnesses wvere attributed to mnfrql L

uu'u such as cdld; exhaustion,’ or lack of food ‘am'i vere cx.xre’d' b_y natural '

— B -

’ medicines (mnhaxi- 1979;_1,“”“‘ 1982). Their cure was considered the

recpond m the zlniatntiom of the natutnl reudiu vere, ucribed to the

uotunp of sorcery and reqnired'the intervention, of’:l,xe nhmn. in

jurisdiction of the older women in che cup Illnesses which would bot.‘] T
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addition,\ainc'e thg:'atriva\l of Christian mipsionarfea in the late 19th .

century, regardless of whether disease was thought to have been naturally

or éthetvise caused, treatment has been associated with a dee; conviction

.
.

that God plays a major role in effecting a cure.-

I will now subject the Cree medical system to the two propositionl

=

outlined above. S, & . .

1 N
'
! .

Social 'l’druation and thé Cree Medical System

— - -

A

Relations and Ideology of thie Cree Social Fomtion N ’ '

tela_tione';\";nd i‘deologyfﬁt'om -the domestic mode should constitute a key

évgr'h’alf of the Cree households are ,iﬁmmively involv‘ed in doustig: <

production (Scott 1982). ' . B

\

T begin with the first propositioni that concepta of diseue and
relations in medicine are linked to- gocial fomtion through common aocial

telations and a shared ideology. Regarding the Ctees‘ this iuplies that - ,

»

’ - -
. .

organizing role in the Cree medical system. I support the argument for™

the ddminauce of the dones'tic mode on the basis of evidence ptesented in -

’ N !

the InttoductLon about* the manner in which the material enotional ideo—» .

1ogical and political *links to the domestic mode have been. attengthened

1

by thé 'JB & NQA and on the basis of the attenuated links betveen the Cteee
and tl\xe capitalist mode of production. Propelled by the notion that social
famtion’cannot be exﬁluned_in a straig,ht-fonmtd nterialiat aense,
thdt it may be informed by culturally stmctutetl ideological reliations,

e

-\y data indicate that even mngst those not involved in subsistence- pro-

-

duction. nedical beliefs and practices appear. to be shuped by the rela-

tions and idgology of the ‘do-est_ic mode. It should be mentioned - that ju-r

13

)
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The don:otic node’of produdtion anong the Cree is phaped by an
egalitarian ideology and egalitarian relations in which the doninant
relations are’ sharing and cooperation. and self—reliance and individual
..conpetenceu The relations and ideology are manifested ih the following
“nnnnér. 'Doneatic production is chqracterized by patterns of cooperation
and coreaidency in which groups of on the.average three familigs vinter
jtogether. Hunters work individually or in pairs to trap beaver and to

hunt small-ggmet Larger teanms cooperate to,kill,noose and caribou. Goose

hunting, the major source of subgsistence food for the coastal pebples,.‘

- ’

EN

also requires a great deal of cooperation @nd coordination if a successful ~

hunt ia to be achiéved (Scott 1982:52). )
- While groups in the bush consist of a nunber of fnnilies 1iving and
—hunting- together, each household must poaaens the tools and skille neces-

. sary for living in the bush. For each househﬁ the principal producer

1

of its product ag well as \

- s the _principal consiumer of 1ts ‘product, and is
the. unit which distributes through a more extended
* . network of kin, friends and community.
(Scott 1982:57)

t

.Individual hunters are the owners of what theyihunt but care is taken to

ensure that the epportunitiec for hunting are distributed equally. in

x

addition, sharing practise- guarantee that equal hunting success will ‘

ot lead to tnequalities at the level of consu-ption, either vithin -

\

residenttal groups or betueen neighbouring groups

The egalitarian relations and ideology of the domestic mode cxtend

'ﬁeyond hunters to wage esrners.. Cree

hnnting households routinely generate sub- . . -

sistence surpluses during the fall and spring .
goose hunts and the winter hunting and trapping
, “Season. A major portiom of this surplus is circu-.
lctcd infornallv through a network of kin and comsunity.
. (Scott 1982 60) ’

¥



53

According \tol‘éh::a wo’rk done by Feit (‘1978:67’7‘), anqng'ghe Cree in
JHuganipi, the net balance of the exchangeés of meat'rep;ruents ar:n’ outflow
of 37% of the bush foods ‘pro&uc‘ed by the hunting f‘gnij\.ies -~ the net flow
going principal{l;' to thef'no'nhﬁnt ng fan’u'lie::. Moreover, 'in the case of
nm:':se, t@xe‘aingle most highly valued food,‘ there is an ex]ili‘.cit rule
stating.ythat half of each animal harvested should be given :auay, (Feit 1978:
~699). Nthunting fanilie; in turn', reciprocate with gifts of purchased

goods or cash for alchough they are in a position to buy foods mpotted

)

from the south there 18 a pteference -for food from the bush
People regularly go to weltome new arrivals from the bush
- and these initial visits involve an ‘exchange of food.
The people in the settlement bring purchased items to the
. people who have just arrived that they think they 'will
+ need; 1¥d flour, tea, tobacco.
(Feit 1978:676)

)

F

Larger items, such as canoes,'mo'tors,-ski‘_ doos and tngcks are also
often given by the settlement families in return for the bush fdp\d which

they have received. - r

’

Social Formation and Relations in the Cree Medical System o

The same relations of self-reliance and individual éoiggﬁexice and

>

sharing and cooperation are also prevale’qt ip i:he Cree medical system.

It is true that similar relations and idedlogy may be present in other

medical syste-. 4ncluding in the biomedical system. ’me‘diff‘erence is

that in che cue of the Ctees these relations parallel the dotimnt rela-
tions and 1deology espoused by the domestic nod'e of prpduction. The ptinl.cy

attributed these qualities by the Cree do-esttc modo; of ptoductidn is oot

~ f s A -

given in :hc u.e vay, to che same degree and for :he same teuona "in the -

capiulist -ode of production or in the bioudical aytteu.
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The Crees inhabi{t a’ social universe where co;xtrolle;l .é’nd capable «
a.ction is highly valued and learned early, and where theré is lictle
tolera‘ﬁce for behavic;r which is poorly controlled or inept. ’l‘he' highly
contingent nature of bush life, wl:ere unexpected events are bott} frequent
and potent'ially danggroup, is coped with in terms of the individual's
't':echnic:al and physian cdinpetence‘. The metxtai competence which is encour-
aged.-is also of extreme importance, Because Crees see phenomena not as
L ;bn;thing objecti\-re and sel~f-conta’1ned but more in the context of its

human significance, they are taught to appreciate the consequences of not
‘doilng something the correct way. Emphasis is placed on being able to
.respond to immediate needs, while incompetence is deplored (Preston 1975:
v 1971-183). The importance of_ self-reliance and individual competence to
those Crees who spend a .large amount of time in sn'all isolatefl hunting
groups is hence self-explanatory. .
. To'equip themselves .for bush life th?n, Crees acquiteﬁ skills 1in

thé myriad of activities, a basic kmowledge of medicine t;eing just one of

- , the many. Most of the people developed at least a rudimentary knowledge

of the Cree medical system, while-gome became highly skilled:

- Everybody learned something about our medicines. You
) - had to be prepared because you didn't know wvhen some--
. thing might happen. It could even happen to you.
i : . (Interview 35)

In the past everybody learned the medicines and. every-
one passed the knoWwledge on to their children or to
wvhoever was interested. Medicine was one, of  the T .
things you had to know about in order to take care of
your family, and in order to live a long life. You
wanted to be able to take tare of your childrem so
you learned these things.
“(Interview 2)

In kming with the necessity of being able to respond to the dlllndl of

dn moment sany conlcioualy developed a special attitude for dealing with-

.
[ N .~ - -
- . A ~
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- sickness and accidents:

. ’

I did wy best to teach/E;;elf how to keep my head

vwhen there were problems. One of the things I
would do is think about the different kinds of
sicknesses and what I should do if they happened.
I would then tell myself that if I wanted to be of
use I would have to stay calm. I would have to

t . concentrate and not be afraid. I went over these
things in my mind time and time again.

(Interview 14)

In the Cree world prestige and-.status is accorded people wgo ssess
the skills to be self-%eliint regardless of whgchef they are primarily

bush or settlement orieptea. Crees, in génerai, aspire to have the know-

ledge and competence which renders them independeht and self-reliant. So

- t

too in the area of childcare and in the domain of children's illnesses.
In the popular medical system the concern with self-reliance and individual
competence is manifested\in the followi;g manner.
Because childtea are the responsibility of the mother, their state
. of health is often interpreted as a reflection of the kind of care given
th;l by their mother. A woman's reputation as a good mother 1s hence ‘
directly tied up with how well she takes care of her children. ..Needless-
to—-say, :h; more competent a woman is in deaiigg with her children's
diseases the more she is deemed a better ;other: Furcthermore, once sick,
it is considered the reaponsibility of the no;her to help their infants
get better - others may be asked to deterniﬁe,what,ia wrong or what should
be done, but the mother is said to be the one who should attend to the -
child (Marshall 1979).
- Except with the disorders of little blbi;s all the respondents,
)

“that {s bush and settlement mothers alike, profess that they prefer to .

- ( treat most of the illpnesses of their children themselves. Their first

i \ -

response, they say, if the symptoms are familiar to them and {f they think

-

¥
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they have the skills to deal with them, is to attend to the child then- Z
selves seeking aid only in the -event Chat thqy do not kaow what to do

"I-don't go the nurse very often because I would" . . “
rather lock after most of my children’s problems .
. myself. If I dor't know what is wrong I bring
- ’ them to find out and the next time it happens ‘T .
know what to do. ~
. (Iaterviau A) '

The - time my. baby was totally sick with diarrhea I
had no idea what to do. . My husband didn't know what
to do either. I only learned what I should have

' done after I had forced the doctor to explain things
to me. As soon as I had beer told how to look after
‘my baby I took him out of rhe hospital because I
preferred to look after him myself. .

v - (Interyiew 93) -

‘I don't like.to go to the nursing station for. every
little thing. I like to look after their sicknesses
ayself. 1 only go when I' think that I don't know
'what to do; 'I've had to bring my children quite a
few times because there are so many sicknesses in the
village now. I don't know much about a lot of the
new ones. ) L

S : (Interview 44)

¥ . .
We take colds, diarrhea and fever very seriously here,

N oo oot but these are sicknesses which we could probably look

af:et ourselves if the doctors and the nurses would
jusc give us enough information. Those sicknesses
shouldn't be too hard to look after ocurselves and the
. people would prefer.to be able to do it themselves : .
- . The mothers want to be the one to look after their .
C own children.
(Intefview 79)

v ' ‘I don't usually bring my children to the hospital every
! y , time they are gick. They get celds more thaﬁ anything
' else and I can look after them myself. At the hospital’
they will only tell me what [ al’eady know they will
‘tell me to give them agparin and fruit juice ‘The only
time I go is when oy children are really sick with some-
thing I haven't séen before. So if it's not very bad I
try to do, something . about it g?self but when the sickness
seems very painful I then take the children o the
-~ hospital. Thev have stronger medicines thére than I de.
{Lﬁterview ?}

i

.Before gcing to the 'nurse 1 th0ugnt that X would fix
the problem oyself. Then someone told me that if I
didn't zell the nurse right away ay- child could go. -
deaf in -that ear. - -
(Interview 35)
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. I don't want someone watching over me everytime
there is something wrong with my children. I don't * 0
. need the doctor for everything, just for the things ) :
"~ which I don't know about. o
’ (Interview 9) -

’ . I never go for things which I can'cure myself. . S
' 'They will only tell me what T already. know and I -
’ “'don't feel like going all that way for nothing.
But I can't stand to see my children suffering 80

o Af my way doesn t seem to work I bring them right away..

(Interv:Lew 28)

- I prefer to help wmy children myself. 1 only want to

. ’ g0 to the nurse when there is something really wrong -

with them. : . o - -
N A ’ (Interview 88) -

I don't go to the nurse very coften because I. like i
to look after most of their problems myself. I only -
‘gd if I don't Know what is wrong, like if I haye '
. tried everything ‘and the baby still won't stop crying.
) _ - (Interview 73) e

y

: Foateting the quest for sel‘f—re’liance and autonomy in medical matters is

the fact that: Crees do not impése any restrictions on vho has the right
to medical knowledge. It 'is available to anyone who is interested in
. o - e

asking: |

‘.

Anyone who was interested could learn about curing ) .
people. All you have .to-do if you aré interested is
to ‘ask one of the older ladies, or you can learn by
watching.. No one taught me. I learned from experience
because every time anyone needed help I would try to
" help than Py . .

\ (Interyiew 19) .

' N

Thé other idea\l characterizing Cree social relations ex;:ph,asizes
relatdions which are based on sharing and éoéteration. »Creefs see them—

gelves as‘ gart of a highly personalized world - personalized in terms of

having x’eciprocal relatious with the animal, spiritual and human worlds.

There is a consistenc, socially 'shared understanding that the relatiouship

-between man and mragx, like. that between man and God and man and animals,

]

is loving. In fact, the relationship between man and God, man and animals,
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‘and man and man i$ said to be characterized by a reciprocal attitude of

92

love and sharing (Preston 1975:207). Because of these relationships,
besides relying on their own technical and psychological competence, Crees

may always invoke the aid of a number of sources. This 1s especially

T

true in the face of sickness.

RelationS‘of shariﬁg and cooperation in the Cree medical system
range from the highly spiritual to the practical. Fér most Crees, the
burdens of daily life are mitigated by the profound belief that, in return
fqr their faith, the Christian God is looking after them. The relatiomship
is a.,straight forward one in which Crees pledge fhgir love and devotion

and are rewarded by the promise of unfailing support. In the healing

' A
proceds, for instance: N

When my children are sick I remind them that God
is the strongest and that He will help them. I
tell them not to worry because if you love God
and if God wants to look after them, the only
thing they can get that God can not help them get
over is death.

' (Interview 8)

In the hearts and minds of Crees, because God is omnipotent, omniscient
and &Pfallible (Preston 1975) all the knowledge in the world - all the
éech;ical and ésychological competence - will amount to nought wiﬁhout
the cooperation of God.

When my children are sick or have had an accident
I keep calm while I am attending to them until I
find something which works. It is important that
you always use your head for you never know what
will happen to you or to the others. If God wants
to look after the sick person then I can help.
I don't think of things on earth all the time - I
concentrate on the person and pray to God for his
help to get things right.

(Interview 19)

Through theig faith in God Crees derive the will and encouragement to

respond to whatever situation is at hand. Hence, although the responsibility

;

Ly
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for the well being of their children ié theirs, most of the mothers inter-

-

viewed say that they do not feel alone. As one young mother in M.istassini//

.
[

said "God will help us do the right thing.' ¥

Other outside égegcies are also, available to the healer. For
gﬁéance, when natural medicines made from plants and animals are used
E in healing the healer often sir‘ags as she applies the medicines. For. just
as it is believed that when hunting is accompanied by -singing, the songs
- add power -to the abvil‘ity of the hunter, so too in medicine. Through 'hoping
deeply' the singe}' believes s/he is influencing the medicine to do its i
work. Through the song the healer, like the hunter, reaffirms her love
and respect for the’ natu~ra.l world, and, as in her faith in God, her
cooperation is rewarded with a cure. 1In t}iis‘case, success or cure is

\ oged to the mutual respect expressed between the active partners: the

o

healer and™ the natural medicines.
The same notion of reciprocal love, but this time between man and

man also underlies the praying which anyone can do on behalf of a sick

.person: ,

. We like to help people when they are in trouble.

- , Sometimes you need health help, $ometimes money help,

> gometimes other kinds of help. Praying for the

person is one way all of us can help the person, and

anyone can do that, ‘not just the healer or nurse. .
(Interview 60) ’ ) -

o~

/Anoi‘n‘ting 0il is also often used in combination with the medicines pre- .
gcribed by the biomedical practitiomers:

Sometimes when the children are sick we put anointing -
f 0il on them and pray. With the help of God it can .
make the medicine work.
(Interview 84) - \
When someone is sick we try and help the person. .
( ' ' We say prayers, and sometimes we yse anointing oil.
F- ’ We ‘use the anointing oil 'and say the prayers because
) they can help the medicime do its work.
(Ifterview 77)
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As illustrateé- by Scott (1982) and Feit (1978) each Cree routinely

'partic1pates in forms of sharing and cooperation with other Crees which’

extend beyond the intewyest of the individual and his/her innnediate ‘Family,

The same thing applies to the relations between Crees in the popular medi-.

i

cal system.

The notion of sharing is implicit in every interaction betwéen Cree °

healer and patient in the medical encounter. In the Cree language, for

.instance, the synonym f‘or healing is helping‘, so that in the‘s‘poken_ language

a mid:?\is\defined as 'someone who helps the baby get born', and a-

AN
personl with a great deal of medical expertize 'is described .as 'someone o 7

who helps.the sick person get better' (Interview 29). The fit between
healing and helping is _so tight that it i& said that unless helping is the

one main objective there is no point in belng a healer, aHealing, then,

is a vot:ation pursued by those whose primary interest is in helping others.
. " v -
> " Everybody knew something about Cree medicines hUt
some people knew a lot more. ° The people who learned
a lot about medicines did so because they wanted to _ -
be able to help. Whenever -you asked them they would

be right there, trying one thing then another until .. R

N something worked . ) .
(Irrterview 11) - Cy

The ones who were really interested in being useful

. © 'to the people 1earned all ahout the medicines. - The

j main thing about them was that they wanted to help. .-
~They learned and did what they coulﬂ because ‘they -~ :

really cared.* - .
(I‘nterview 83) . - = -

o I started thinking about mediclnes and about the -
' . different ways of healing people because I wanted to ™
help people, especially when they could not help

themselves .
(Interview 17)

I wanted to help other people when they wete sick
.because they are a person ‘and I am a person and I e -
‘can't bear _to see them suffering. Lo, .
(Interview 19)~

~ ) B
- » -

e
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-mother to look after her children when they are 111,

mother only, in so far as she, the mother has the necessary knowledge and

The government health services were better when
the federal nurses were still here, With those
nurses, if you called to say that you were sick,

even if it was in the middle of the night, one of

them would get out of bed and come to you. The.
nurses wanted to help then, and they knew how to

help. The new nurses (prdvincial) just want to

make money. ‘It seems that it does not matter.to

them if they .do a good job because they knoW'thath‘

they have a contract and they.will get paid every

The dynamic‘between'autonomy and self-reliance, and sharing and

* ‘month.

That s not how I look at helping people

(Interview 47) '

F]
1

way. Within the Cree medical system it is the responsibility of each

But' the care of

each - particular disease epifode is the responsibility of the individual

skills to respond to the presenting symptoms.

episode when the individual mother does not know what should be done, or

what is going on, she expects help from someone more medically skilled

than she.

P ’

‘stich help is held to be quickly forthcoming.

response.for.a‘réquest_for help 1is immediate}

When- people ask you for things you don't always have °
to give it to theém. You can give somethings and not

_ others.

»But it is hard to say no when someone is sick -

you can not refuse to help them. You shouldn't even
.wait to- see the sick person because they could get
worse in the meantime.

" (Interview 13)

Whenever my ‘children vere really sick I would_ call
J.M. and she would come immediately. She wouldn't

keep me waiting

(Interview 58)

Within the relations of the Cree domestic mode of production

In fact, because people are

. + i N
" acutely-aware of. the consequences of mahy of the illnesses of children,

e

‘cooperation in the~Gfee~medical~system—i8~operationalized in the f6llowing

At the point in each disease
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~

When it vas known that someone knew a lot about
medicines and about helping sick people get better
we would always call that person and she would ,
N come to us. It is not like that now when the
' doctors and nurses won't come to your house and when
at ‘the clinic they only see you between certain hours
(Interview 16) ’

v

g ) One time when I wvas sick in the settlement one of
the older ladies who knew a lot about medicine made
.me some medicine. ;didn"t even Have t6 ask her, & _ - - T

-

she just heard that I}was sick and she wanted_ to .do.
something for me. at's.how it was when we got sick.-
' (Interview 18) S Tl
_In the old days the older ladies always made’ them-
_ selves available to tell the sick -persorn what was v
wrong and to help them._ They would always help when
they knew that you were 'in tréuble.

s ' (Interview 15) ‘

‘In the bush-peoplerdidn't get'sick very ‘often but =~ -
when they did you wanted to help’ them right away \ : o
— because they had to huht to take care of their
- ‘families. We did not have time to be sick.
; (Interview 9)

-

-

- +It' was usually the grandniother‘, the oldest.woman in_the camp, who. .. -
was the most skilled and experienced healer. Because she spent most of

— her time in, cam'p, it was she who was on hand to help deliver the babies,

@ 4

and she who,would decide how to cure the sicknesses: ‘ . A

The grandmother was  the best because sh‘g was old 0

and had seen alot. She was the ome who would help

us the' most® .
: (Interview 11) | il

-

The competenc\e of the grandmothers 1s still acknowledged' by.‘ma\ny of the .

‘mothers of« the young children, many of whom continue to depend on their
‘advice for tfreating'their~-childrens! illnesses. \

Wlien someone 1is sick the old grandmother would quest:ion the mother
. = o —
. about the illness and ite sy*mptoms Before she decides what is to be done,

\

she finds out as muCh about the disease episode as she’ can.’ ﬁepending

on what is wrong with the person, she suggests either going to the nursing
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«

.
\ . . e

station or, i{f she knows one, she suggests a way the mother could look
after the problem hHerself. 'Needless-to-say, the Cree healers think 1t
i_s\their duty to do all ch;‘:y can to assist the ailing individudl patient,

providing constanr. comfort and ,att\ez‘:ding day and night,-if necessarv.

-

The relationship thus.forged between pa;ie:it and healer cc;ns:i;sts of an

amalgum of compassion, friendship ‘and trust:’’ .
Prestgn (1975:195) writes, and my 'interviéws‘substanti'qte th:is,

that Creeé.want to survive their full allotment' of days and for this they
3 S

say that®they need the complete support of their group, as well as’ their -

own individual competence and knowledge, to be able to succeed. It is

P

—not unusual for people to accept immediate personal hardshiip and hazard to
, ' ] » \

‘assist someone in need. In the .past, f—or. instance, if the necessary medi-

N

cal skills were not available in camp it was not unusual for one of the:

group to volunteer to walk whatever distance was necessary to get medical
. -cdre. Stories abound among the Cree of Crees who have walked. hundreds of

miles across the Quebec—Labrador peninsula in search of assistance. In

many. bases, not ,wanting‘ to lgave the 'sick person in camp, ‘the person has

ac‘tually carried the patient over the endless miles for help.

. - My interviews indicate that the cooperation between Crees in medical

'
! il

. matters is f&:éelyv given, an exi)ression of everyday friendship or' kinship.
The —ieturn -fpr assistance ret‘ldered 'is both informal and not -necessarily -
gi{ﬁlicit. It may be conveyed either as a gift ;)r repayment may extend

* . * {
into the other forms. of exchange encountered in the relaéionship\ of . the

'

i‘ndividuéls involved. Perceived as an .expression of compassio‘n*, generosity,

- and sharing there is a certain amount 6f vagueness in the obligation to

reciprocate. Hence, while 'a return of some sort is implicit, it does not

< ' . .
have to be material, it can be expressed in terms of respect and prestige.’ '.

Y
i
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P . ‘ In birthing, for instance; it ‘vas considered an honor. to be asked to be

4 widwife:

. . . T1t"was a big honor to .be-asked to help, -especially -
- to deliver a baby. The midvife would comb her hair

’ a . and put on clean clothes out of respect for the
oo s . woman and new.baby. It was i big occasion, like ' - -, - .+
‘ . _getting dressed up for a wedding. The midvife was o -
R + . really éxcited to bg part of the birth.

As a token of.respect and affection for-the midwife,-the-nother'oftenf
asked the midwife to name the child a highly valued, privilege (Harshall

,ma\s 1979)

In sum, iddividual competence and self~reliance 4in the relations of

s -

I ’ the Cree medical systeh .as in the relations of the domeatic mode ‘is

complimented by ‘close personal relations of shating between Crees and
\ ’

the natural, spiritual and human world.

*  Social Formation and the Meaning of Disease . - -
Although the bei%efs about the etiology, iabelling and treatment of
disease differ across the Arctic and sub-Arctic, at a general level there’

"are widespread similarities of form and function. Amongst the Crees, as

- - amon: gtfother Algonkian and Athabascan groups, disease is usually thought
\ : . . '
) , to have ‘an empirical, pharmaceutical and spiritual component. Always
LY , \\\ - 9' '

cempirically grounded, the pharmaceutical and spiritual component varies
according to tﬁe\perceived etlology of the disorder.

According to\the Crees, in the bush, sickness is not thought to be a

random occqtrencé, totelly uncontrolled and unpredictable. Rather, people

-
3

Do e - are said not to.get sick verf often because 'they know/how to take care
of themselves' ﬁInterview 3) and because 'conditions are better there'

(Interview 58).‘
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’ . e 'theu is. 80 much more sickoess in the settlement.
) ‘ : IS In the bush ve keep hulthy becsuse we are- slways
D s . moving. . We alvays have camps which are fresh and

T .. ... ' " clesn. In the settlement ve are not mving so 1t
) - isn't very clean . . -
- x oo . . - (Interview 10) .o - ll

"Children arg so auch healthier-in the bush’ because — - -

‘ : they only eat bush food. The food'is fresher and

o better for us. ., - . .
P (Intervieu 5)

‘lhere are fewer diseases in the bush. It is clean

‘and fresh because no _ong has lived there beéfore.

There 18 more fresh meat and the water is good.

3

(Interview 43) -

— /

-

—-vu

LN Dgépite. the fact that conditions‘. in the bush are consiélereﬂ more

65 -

conducive to good health, the interviews indicate that Crees do not assume

that good health i1s something one’ automa'ticall'y has by virtue of residency

F

in the bush alone.
~ In my parents' time it was really difficult to keep
healthy. Then only the great hunters had enough
clothes 'and were warm. Many of the people were poor
because hunting was not very good then - some people
— , died from starvation and the poor hunters got more °
- L sicknesses than ‘the others.
. , ) (Interview 8)

-

Even when game is more plentiful Crees still say that one should

not take staying healthy for granted:
We have to fight for our health. This means that we
must make an effort in order to stay healthy. We
should do certain things and follow the advice for
staying strong.
(Interview 6) \

©

The advice for the prevention of disease can be discussed in terms of the

different categories into which Crees classify ailments and illnesses,

At this stage of the research it appears that Crees divide physical dis-.

B

( orders into two major groups, personalisticl and naturalist:l.c2 diseases,

" the distinction being made on‘the basis of the perceived etiology of

~ Ll

! R -



‘the diseise.

°
Al

- Hhether dealing.ulth petsonaltstrf or’ naturaliatic dllorders. the

relations and ideologv of sharing and cooperatiou. and aelf reliance and ’

‘autonomy are exprensedﬁin Ctees concepts of health and disease - concepta'

in vhich health is repreaented by Crees-as being both socially .and tndi- ;

K

viduaily produced‘

"The norion.of health being socially and - 1ndividuai1y

produced is directly linked to the relations and 1deology of the Cree_

. donentic mode of production.

. in.the sense'thac the knowledge and actipns of the individual is thought'

to have a major impact on health.

-

‘At the same time, health is séid to

be socially P oduced because of the role ‘the group plays, either thtougﬂ

"To the Crees, health is individually pgeduEed .

sharing and cooperation or other accivities, in health prevention and main-’

tenance..

health is the relationship between the group and environmental conditions.

Diseases of Personalistic Origin

Amongst northern Athabascans and Algonkians,

Important in, the Crees' discussion about the social aspects of

in those instances

+

where disease is caensidered personalistic %n origin, the concept of power

is a fundamental ingredient.in the interpretation of disease.

Powgr 18 a ,

quality which hae a bearing on many of the eemponents of social formation

of sub-Arctic hunters and trappers.
instance, a hunter's skill is said to be as much the result of the hunter's

- —-technical competence as it is the hunter's mental and spiritual capacities.

[

In the Quebec-~Labrador peninsula for

~

Well developed spiritual siills allow the hunter to develop relationships

with the animal world such that the animals willingly offer themselves

to him to be killed.™

relationship will become good hunters.

It is said that only those who develop this special

The greatest hunters were hence

held to have a great deal of power because they had the ability to

*

¥



: gven:s‘in\;he\physical world.

St s arin G n

-

co-lunicntc.with ptedict and -anipulate the aninal world All this ™

act1v1Cy vas conducted on the understandiug that the réciprdcitv betwcen

man and animal be nbsefved - that eath'respectfully observe certain rules

. and regulations towards the other. This power concept i{s also manifested

in the medical system by the abili{ty, through strength of mind to tontrol

@

!
\lnitially. anthropology treated all medical concepts anoug native

groups as 1f they vere synonymous with power and with su?ernatural inter-

“

" vention. In the process, medical systems vete siggltaneously perceived

‘a8 instruments of ‘social control and as 1udiétingdishable from rgligiion;

The personalistic aspect of diéeéae. in the northern literature, was

treated éirsx as magic or'shperstition (3ern§td 1867;/Jetté 1907, 1911;

Clements 1925), theﬂ it was givgu a'fqnétiqﬂal exﬁlgnatioﬂ (Dénsmore 1929;
Ritzenthaler 19&5; AcKernecht 1948a Lantis 1951) in which the 'magical
concepts' were related to social ?rganizagiong civic control and soéial
ganction., Medical Geliefs in the case ofltbe functional exélanation are
presented less as superstition and more as constituting the moral order of

acephaleous societies (Marshall 1980:28)1 Native medical systems, Within

this framework, thus consider the mind and social orderﬁgirst, and the pody -

. t

only incidentally.
Skilled at manipulating the moral and social fiber, as well as

manipulating disease, shamgns, witches and sorcerers-.within this ﬁaradigﬁ{

were the focus of much of the research in the north which referred to

medical systems., Hence, while a number of roles perform medical tasks

in northern groups, theoretical orientations implicated‘shamans as the

primary healers in society (Marshall 1980:70-71), ) -

.

]
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The group of Cree i{llnesses wirich most tamedistely fall within the -

-' .tubric of pcrlqnalistically caused disordera are those illnesses vhich

‘

- . are caused by midéo. Midéo is a person - usually a man but sometimes a

{ " voman - who has the.power to do good, but who often chooses to use his/her

-

/

power to harm others instead. The desfire to do harm is aroused when amidéo
,is either angry at someone, or is jealous or emnvicus of them. Midéo
" becomes angry when h% is not given what he wants.

Midéo {8 like a magic man who knows how to do

good or bad things. It sometimes happens that

if they are upset about something whith you or

. your family have done they can bother you and

' make things bad for you. It does not happen

» ) ‘ every time though. When it does happen you are
in trouble. -

(Interview 8)

-

When midéo is angry he attempts to strike at a member of the family
which has put him off, in order.to bring bad luck to them. The bad luck
_could manifest itself in the form of physical harm to an individual, it
could damage the property of the family, or it could result in a coﬁbi—
nation of.sickness and property damage. . ; | :.. -

ﬁidéo sometimes make the people sick, especially
o ' when they are mad at them for something, or when
they were mad at the person's family, like when
. they didn't like what they were doing. Then they .
, L would make the people sick. They would make anyone
sick, it could be the young babies, sometimes the
kids and sometimes the older people, anyone.
(Interview 18)

According to onegof the respondents, to avoid midéo related problems:
When we knew that someone was a midéo we would be )
very kind to that person because we did not want
to make him mad. That's hard sometimes because it
means that you have to give him whatever he wants.
If you don t it could make everyone in the family sick.
- (Interview 40)
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Crees say that aidéos have the power to -cause three kinds of sick-

-nesées: accidents, aind sickneﬁgqu;nﬁ body sicknesses. While accidents

ol !

are usually thought to be the result of carelessness on the part of the {\\‘

individual concerned, some are ascribed to the efforts of midéo. Ef an

/
3

aceidépt befell someone for no apparent Treason (e.g. the person was

normally competent or skilled at the particular task he was doing when the

1

accident happened), it was often attributed to midéo. The kind of mind

sickness which is often, but not always,'ascribed to midéo Ls recognized
- » Q@
N - o
by a combination of symptoms: an inability to slsep, an inability to eat”

and by headaches. The person experiencing these symptoms is said to be
'out of their mind' (Interview 13). Certain illnesses affecting the body
are also thoaght to have been caused by midéo, namely those disorders °
which do not go away after being treatéd with the medicatiom usually
thought to be effective for the problem.

Often you don't know that your problems are

caused by midéo until after you have tried th&'

doctor's medicines and found them not to work.
(Interview 8)

Someone midéoed my three year old son one ‘time.

He was really sick. Thé nurses tried and they

were not able to do anything. He didn't get

better when they put him in the hospital either.

When they could not figure out what was wrong with

him in the hospital I then knew that it was midéo.
(Interview 32)

\

Crees say that once you know that midéo is bothering you, you should
try to resist him with your own mental abilities:

The best thing you can do at first when that
happens is to try and fight it with your mind. To
do this you have to try” to put it out of your mind
and forget about it if you can. Your mind has to be
very strong to do this. '

' (Interview 16)



O - - ' \‘ i \ . ‘ .‘ - < - ‘ + ‘ ‘ . -
If chat doesn c vork a mnber of routes can be pursued to exotcise the
influence of uidéo The ftrst szill involves gamex:ing all ones' xesou:ce‘s,
while the second 1nvolves the  intervention of outsiders S0
In oy case I couldn t put’ midéo out of my mind

. ,Ac the same tine I did not kaow who it was who was
T uking me sick The person then should try to dream -

) _ -about the person who is making him sick. ‘Until you

‘. .~ .dream of that.person you can get very ill.. 'm'ien 14
,dreamed of him ' was able to see who he was and fight ,

him off by -praying.
: (In:érview &)

- . - I knew who was bqt})ering oy lictle boy. - Lt was an old.
' 7' man who vas mad at me because of the uay I ‘had done - .
o o something. Then the only ‘way to help my littie boy ' -
. was o pray 8ol called the Pentecostals and. they came .0
over to help. The next day the baby was. fine. e, )
(Interview 32) . :

4

Crees say that midéos enjoy less iuflneil_qef now than they :ditj in’

the b_ast. It will be recalled that some of the.midéo cauéed diseases are
. NN R [ . P - . . ' f -

" disorders ;vhiqﬁ do not respond to", the biomedical’ treatment ,fqr'the qilsea_se. ’

The presence of the biomedical system, with its extensive pharmacopia, .

'}has. however, téduce'd the freqdency of illnesses which can not be tréated

by nonsupernatural intervention Also: - o B

In -the paat midéos were thoughc to be’ sacred - somé
did evil things but many were good When the people

_ - ) . _became born. again Christiang many of thq people -, : v
) stopped believing in midéc. They starting to see '

mldéo as only representing something which was bad. C
‘There aren t many of them left in the village anymore - .- -
" probably between five and ten at the most and fewer- . .
of the younger people are using their powers. ' But’ ’ N
* these powers can still have a strong effect. .
(Interview 73) ‘ T .

People in the village get sick ri'ght'now' mostly .
from the water and the garbage, not so much from midéo.
There is less of that kind of sickness but 1if you
believe in it you can still: get 8o sick from it that you

i -

can die. .

(Interview 62)_

rowe——"




.annoiing midéo.

Creés mention Bther,disorders which also have personalistic origins,

L

but which are ‘not caused by midéos. Like midéqfcaused sicknesses they

¥

occur as a’ result of supernatural .intervention but they appear to be

»

related to transgressions of the social order in general rather than to

P

Inside the shaking tent the voices were giving advice

about ~things - about what is right and wrong, about |
how we should treat each other, about where the animals

were and what would happen in the future. The voices

also said what would happen if you didn't do these

things. If you didn't, you could get bad luck hunting,

or you could get sick. - . P
. (Interview 2)

In the old days when the kids were bad, parents would
* tell them -that when they were older either they, or
their spouse, or their children could get sick because
of them. The kids knew that théy could get mental
- {1lnesses just.from worrying about what could happen
" "' to them or to their relatives because of them. i R
(Interview 8) ‘ ’

In comparison with the beliefs about mid&o, however, the people -

1

‘interviewed were less cl‘ear about the nature o“f these disordé'rs; that 1is

-]
[l

about who or what intervenes to cause the problen or.how you get rid of

\

te. : . J
1 < If we're-not living the tigh,c way, some sicknesses
could come from that. I learned this from the church . -
v services and from some ‘of the.older people.’ But ) :

only the older people really krow how this ‘works. Some
af the people “ho have really studied the Bible have
.. .. their own ideas about how this works too.., The rest

) of us don't know too much about these kinds of sick-

nesses anymore.
(_Interyigv 60)

i
\

Crees identify both the individual and ,soéial' components of peg.:sona—-‘ ;

listically caused disorders The. behévior of an individual, a £amily ot

x

a whole group cou,ld sufficiently anger* the midéo such that he would .vent

his diapleasut\e on the specific individual fanily or. group. He conld

RO

.
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choose, on the other hand, not to strike the direct source of hﬂs anger
a

Y N
but rather foEus his rage on someone that person cares fotr, someone who

2

was not implicated in the infraction. . S
TExorcising the effect of midéo is also an individual or group act.q'

If the pgrson afflicted has the 'power' to 'fight off' midéo himself or

Perself, the indivi@ual can be the sourée of his own treatmenf. Ifﬂthey

do not possess such mental powers they then must rely on people who do -

peoplé>who either Aave great personal powers of their own, or people who

_ through their faith in God can handle the poéer of midéo.

{
. Naturally Caused Disorders

-
k)

.In addition to disease etiologles which stress interference by the

'

g

supernatural most Cree define and treat diseases in terms of natural causes

and remedies. The assumptions underlying thelliterathre about naturally
caused diseases among northern native groups stand in sharp contrast to
the,assgmptions characterizing much of the literature about the disorders
of a pérsonalistic'origin. In the approach to medical beliefs which

" focused on the supernatural and social integration aspects of disease con- “

‘cepts, the nonpersonalistic aspects of disease were frequently overlooked.

‘But northern native groups-acquired a high level of competence regarding

birthing: the treatment of cﬁts, burns, broken bones, and digestive disorders.

Materia medica ranged from surgery to herbal remedies to rules regarding
éeneral health behavior and preventative medicine. Groups in Alaska, in

b

particular, were known for their wide range of surgical techniques,

including the use of acupuncture.

Compared to the interest in the personalistic etiology of disease,

s

-discussions about the attitudes of northern native groups to the naturalistic

A
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concommitants of disease appear relatively late i7n the anthropological
literature. The initial ‘assumption is that native groups are 'utterly
ignorint of the true nature of causality' (Veniaminov 1840; Hilger 1936;

Peacock 1947; Mills 1961) . This attitude is eventually followed by an

attempt to differentiate between the supernatural and nonsupernatural com—

“ponents of illness. Still perceiving medical systems as part of the

mechanism f\or mainta:fning social control, Lantis (1959) and Ritzenthaler

»

(1963) discuss how groups recogﬁizg the rdle of pathogenic agents in ‘

effecting’ naturally caused diseases and deaths. Important to them are
activities which are prescribed by the group because of their empirical
relationship to health.

g’l‘he bulk of the wédrk dealing with the natural causation of disease

. ©

is t;]:)l{e by-product of an ecological:orientation which argues for the inherent
empiriciBm in northern native medical practise. The contention is that
too many rituals and taboos would limit resourcefulness, therefore,

northern groups developed medical beliefs which were based on keen obser-

¢

vation and experience. In contrast to the opinions of the writers men~-
tioned in the midéo section, it is the efforts of native groups to maximize

survival which is central to the understanding of. the medical system

i- . "J; : ‘:i‘..;\- N
(Marshall 1980). R i X
. A\

According to Crees, most of the 1llness which they now experience

-~

. 1s now nagurally‘«'caused./ The key to its prevention is sald to lie in

keeping fit, keeping warm, eating properly and living in a clean erlviron—
\

ment. --In response to a questioh about how to prevent naturally caused

disease in children, the respondents said:’

You have to use your head to be sure your children )
stay healthy. Babies have to be kept clean, warmly |

\ \ dressed and wedl fed. If you did thése things.and

) L.
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) if the baby had been normal when it was bern i
the baby usually smayed he.alr_hvh

(Interview 3) . . /,_\)

Indian food is the best. Keeping them clean is -

also really important otherwise their sores get:

infected. And baby bottles should also be kept

clean. Fresh air is good to make them feel .

strong. i c B ;
(Interview 5) .

Keeping them clean and giving them bush food seems

to be about the best., We get bush food mostly

‘from our relatives since we do not go into the bush

very often

(Interview SA) .

To keep my children healthy I bundle thém up. . N
(Interview 25)
s
People do many things so that their children don't
get sick. They try to help them stay strdng by
being sure they get exercise, by giving®them bush s
. food and by keeping them warm* The white food-isn't
so good either, because if isn t so fresh ~ it seems
old. : '
s - (Interview 18) -

According to the older people, the main idea underyipg the various
methods for maintaining a good state of health is to ‘keep the blood

strong.3 They assert that the strength of one's blood is both a reflec-

tion of, and a determinant of, one's state of health,

When the blood is right, it makes us right - but if .
it is too strong, or too weak it is no good. When .
the blood is right the person is strong and healthy
and has less of a chance of getting sick. ' The o,
blood can be kept strong by eating strong foods
.and exercise,.

(Interview 23) .

The exercise which one derives as a result of hard work is recommended

»

to keep the blood strong. Exercise is also recommended as a treatment

L
. 3

for some sicknesses because it is said that it_maQEs the blood move fabter

thereby speeding up the healing process. fhe older respondents added a

l’ —
note of caution to the idea of exercise, for they said that an excessive

\ .

-

g

—
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amount can cause the body to become overheated thus precipitating a whole
range of other problems. Excessive exercise is also'said to overtire

- ) a
the body, thereby, weakening the blood and making the person susceptible

to disease.

Féting properly 1is considered crucial to keeping fi1t. People do

not talk about one food being good or bad for vou. Instead, the value. of
2
the food is determined bv how 'strong' it is considered to be. After

R

eating stromg food, it is said that a person can go a lgng time without
feeling hungry: '"Strong food gives strength for a long time" (Interview

23). The strength of the food is determined bv how fresh it is, and by
« .
what animal it comes from.

8

Wild meat is considered to be the bes; because it is’ the most fresh.

The best time to eat the food is.right away as
soon as it has been killed. The white faod we get
isn't good because it is old, it isn't fresh. It
\ . would be better if it was fresher.
" (Interview 21)

Some wild meats are thought to be stronger, and similarly, are considered

to make people stronger. Beéver, caribou, bear and moose, as opposed to

rabbit andrﬁﬁsh, are seen as making the blood very strong, and are con-—

sidered vital components to a good healthy diet (Interview 2%).

As\many of the naturally caused sicknesses are thought tokgave been

A

caused by the cold, large emphasis is placed on keeping warm. People‘are
admonished to drggs warmly, as well as to observe‘certain otﬁér procedures
in’order to diminish the possible effects of the cold. For insténce, t&e
older people caution that if ome has been out in the cold, or if one 1s
overheated or oVer\tired, one should not drink cold water because it will
make the blood go bad. énd d;ring the long, ;old winter nights it is

\thought to be good practise to take a ‘teaspoon of caribou blood to kegp
,j/

-~

Y
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warm. Caribou blood, described as 'being strong the way drugs .are strong'
(Interview 47) is said to keep the blood strong and prevent illness.
Certain grgups, most natably woﬁen whe have just given hirth and

infants, areé thopght to be the most susceptible to the cold. In the past,

before women had their babies in the hospital. 1t was not considered good
for a woman to give“birth while travelling, for fear that she or, the baby-

would get sick. If a woman was due tclh;ve her babyvy while the group was

changing camp, the men would go ahead to build a shelter and fire for her

(Interview- 7). After the birth, the 'woman was kept warm in order to 'sweat

out all the impurities which remained from the birth' (Ianterview 32). For

I
-

a few weeks following éarturition the new mother waé encouraged to confine
her activities to inside work. Thi; ;eriod of warmth and reduced activity
was considered crucial to her necovery because¢ it was thought that an
infection would develop 1f the impurjities remained.& Now that mo8t of
the births take place in }he hospital where the coppulsory period ;f
sweating and warmth has been eliminated, many of the women fear‘th conse-
quences to their'health (Interview 31). » -
Also, within the framework of naturaily caused disorders, Crees
ackngyledge'a relat#onship between-environmegtai‘conditions and health.
A clean envigohﬁent, meaning pure water and clean ;urrounds was and is

considered important for the prevention of disease. Crowded living con-

ditiomns, contaminated water and garbage are all cited as a threat to

&

health. . .
A

N

In the bush Crees carefully seek out a clean water supply, they

4
are highly selective about the quality of meat they eat, and to assure

clean surroundings they frequently change camp. Between moves their tents

* are kept clead by regularly replaéing the spruce bough floors. Despite

i

L]
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these effor;s in the bush to prevent disease, those whose hunting terri-

tories are close to hydro development construction camps or to the sites
L4 . .

*

of industrial development have observed, and are frequently fearful of,

.

the effects of industrial growth on the game they tht. In their experience,

the meat of animals foraging through the refuse dumps associated with

these sites has been contaminated, rendering it inedible. For these people
1

\

./ggﬁd, safe fresh meat &i“fzpetimes difficult to procure. Much ¢f the

-4

. sickness in the communities is related to the lack of cleanliness in the

-

settlements. The garbage, the crowded living conditions, the inadequate
water and the sewage facilities are said to be at the root of most of the
disease. Beginning with the garbage, Crees say that:

The garbage probably causes a lot of the sickness

in the children. The children like the garbage -

it's like their playground. There are no play- ' -
grounds around here but there's lots of broken

glass, garbage and dog shit. You can't keep the

‘ kids away from 'it.
‘ (Interview 71)

Then people readily cite the endless difficulties they encounter due to

the fact that not only is housing limited but it is also often of inferior

LA

quality:
The houses which the federal govermment first built \
* are not very good. They're damp and they're drafty.
Unless you have money to fix them up the kids are
always, going—to be sick in houses like that.
(Interview 93)

My children were always sick in the settlement. I
didn't really know how to stop it. Until we could
get our own house we lived with my parents, my
brother and sister, and their husband and wife and
all our children. We were really crowded. Any time
one of the kids got sick, they all caught it. Now
that my husband, me and the children have our own

- house they don't get sick nearly as much.
(Interview 105)

¥ s
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The water in the communities has also provoked a great deal of. con-
cern on the part of the residents. Outbreaks of gastroenteritis each
spring provoke a great deal of worry as most of the people know of children

who have died as a result of it, and most families have had at least one

ity
%

child hospitalized with diarrhea.

The kids get so sick from the water here, especially
in the springtime. Then everything -is melting - like
the sewage and the garbage gets into the water. Every- .
body feels bad from the water then but the ‘babies get \
it the worst. They're too small to be able to fight
it So many of them end up in the hospital.

(Interview 87)

In the villages where there is no running water people say that they hgye

a hard time preventing disease: .

We don't have running water here. The government

never gave us enough money to get it. Without

running water I have a hard time keeping my house

clean and I can't always keep my kids' sores clean

when they get infected. 1It's hard to keep them

healthy when you.don't have enough water.
(Interview 52)

—

Water 1s perceived as a year round problem in those communities where

there is no running water.

Water 18 delivered to all our houses by truck -
but you don't get enough to keep your house clean,
the clothes clean and yourself clean. We're afraid .
to drink that water because we're not sure that it '
is clean. This means that we have to get someone
with a car to drive us to the spot where we know
that the water is fresh. -

(Interview 35) -~

Some of the people in the communities with running”Wéter have also had

7

their share of problems with the water.

- Sure we have running water, but you would not want

to drink 1t. The pipes are so dirty that the water

coming through them will only make you sick.
(Interview 41)

We are supposed to have running water but we haven't

ever since the pipes froze down the street last year.

" .

\ | | | ~
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1

Now nobody on the street has’'it. They were sup-
posed to come from Chibougamau to fix it awhile
ago but they still haven't come.

(Interview 28)

According to the Cfees, the naturally caused diseases could have

either an individual or a social component. It is the duty of the indi-

vidual mother and father to‘proviﬁe food, wérmth and clean conditions for

\

their children:

.

-

My kids don't get many sicknesses because I know .
how to take care of them. I cook for them, I always
have clean water, I keep ‘he house clean and I keep
their clothes clean. why they don't get ™
sick.

™
(Inte

A little baby I knew had been normal -until one camping

trip when its mother wouldn't listen to the aqv{;e

her mother gave her about taking care of her bab

ew 50) -

"It caught cold. This damaged its brain and since then

the baby hasn't been able to eat by itself, or walk —
or talk.
(Interview 8) \\

Children get sick if you do not look after them,

I'm their mother and its up to me to look after them.
I make sure that they are dressed warmly in tlre
winter time, and that they are clean and well fed.

a7

(Interview 32) =

It's the mother's job to keep her children healthy.
One of the things she should try and do is to have
clean water. Water 1s important, having clean water
to drink. I feel badly about it, but since the —
birth of my ldst baby I don't always have enough time .
to boil the water. The children could get something
that way.

‘ (Interview 65)
Maybe my baby was sick because I didn't keep the
house clean enough. There was too much dirt in there.
Our house was so full of children at the time - three "
families were living there and we didn't have running
water in the house. There were no empty houses to
move into, but maybe I should have moved my kids and
myself into a tent.

(Interview 36)

wp
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To keep her kids healthy there are certain things .

each mother should do. It is up to her to see that .

they are bundled up in the winter, that they are

getting good food and that they are clean.
(Interview 40)

Children get sick if you don't look after them -
fooling around and leaving your kids, drinking on

. ) the weekend - it's not good for them.

‘ (Interview 15) .

A lazy person can get s%ck because his blood is slow.
He doesn't move his blood enough. This means that
"»working will keep you healthy. It is thought that
if you want to live to be an old man or an old woman
you should get up early and do a good day's work.
- (Interview 6)

»

In the case of accidents, a person does not talk about having a.burn,

or having a tut, but rather expresses his ailment in more personal terms:

-

"I cut myself", "he burned himself', etc. - thereby implying that the
individual is thought to take a direct role in incurring the ailment.

While accidents are usually thought to be the result of carelessness or

ineptitude on the part of the individual, as mentioned earlier, some are

ascribed to the workings of midéo. In e}thef case, however, the accident

o

is the consequence of the action of either the individual who has been

hurt or of the person who is acting on the sick person. It is not per-

celved as coincidence. Preventative measures, in th% case of the former,
requires -that Crees perform their -tasks with competence' and alertness.
At the same time as the individual mother and father are expected

to provide the basics for the prevention of naturally caused disorders,

networks of support and exchange between frigends and relatives provide
S .
food and warmth and ‘\are involved in maintaining a fresh environment. For

one, bush food is routinely distributed through the networks of exchange.

1

Whenever we want it we get bush food from my mother
and from other relatives. If there is none around

t



Withfn the networks of exchange, Crees are sensitive to the needs of

¢

.

we buy it, sometimes from as far away as
Pointe Bleue.
(Interview 52)

i

particular groups: .

Breastfeeding mothers always come first. ' They are
the ones who need the most food. When_people knew
that there was a breastfeeding mother in their
camp they saved food for her. )

\ (Interview 76)
In the old days, the women got strong very quickly
after giving birth because ‘the people in the camps
would make her special meals.

(Interview 20)

<
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Friends and relativgg/&iil often bring the pre-—school aged children of the

more settlement oriented people into the bush because they like the com-

»

pany of the children but also because it is good for their health.

-

the finger in two different directions.

Thé grandparents like to bring their -young grand-
children into the bush with them for the winter.
It -1s° so much better for them there. There they
get dll the bush food they can eat and they learn
Indian ways at the same time. 7

(Interview 46)

My children are so much healthier when they spend
the winter,in the bush with my parents. They
always have a running’ nose when they are in the -
settlement. They sometimes get infections when they
are in the bush but not half as many as when they
come back to the settlement.

(Interview 24)

o

In discussing the group or the social origin of disease Crees point

‘

garbage, Crees blame themselves for dts presence!

Bands have organized regilar and reliable g%rbage
removal systems to keep the garbage under control.
Butr some of the people still throw their garbage
<~ into the gutter, or behind their houses anyways.
(Interview 42)

-

On the one hand, it the ease of

\
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Government policies have also been implicated by the Crees for their

role 1in contribﬁking to the high rate of disease in the communities. The

gshortage and poor quality of hous;ng on reserves 1s related to the govern-

ment's lack of interest in maintaining a decent standard of living on

reserves. To counter the deficiencies in’housing;.since the signing of

L}

the JB & NQA the Cree have ettbarked on a program of housing construction.
People are also ‘angry that govefhments have nat seen fit to provide
the funding to build and maintain adequate water and sewage facilities.

Children are dying here from diseases which we
really should not have to worry about. Babies
! should not be dying of diarrhea in this day and

age. It's only in native villages where you can

see anything like this - it doesn't happen to

people down sout? anymore. .

(Interview 61)
AN

Since the signing of the JB & NQA the Cree have requested that the pro-

vincial and federal.governments observe their obligations to provide

badly needed water and sewage facilities. A year ago, after a great deal
of“}obbying by the Crees the federal government promised just over $30
miiiion dollars to develop the necessary_1nfra;tructure.

Whether the root of the naturally caused disérders is traced to
envirommental conditions, or the activities of the group or‘an individual,
treatment is frequently pharmacs?tical and spiritual - the two complementing
the other in the manner described in the section degling with Cree social

relations, That is, medication is given and with it a little prayer is

sald to help the treatment do its work.

Temporality ‘in the Cree Medical System

This section, and the next about the codes of disease, will explore

9

CA
the second proposition that the relations and ideology of social formation

are not necessarily always contiguous with the relations and ideology in

\

R ’
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the medical system. The idea posited i#n this section is that within the
different levels of social formation are aﬂplurality of historical forms
each é%nsiscing of(gifferent attitudes, each with their own tempo and
span of evolution - their own temporality (Anderson 1980).

. \ b=y
Current conditions in the settlements have'impeded the influence of

[

social formation on the concepts of disease and the relations in medicine.
This means that while the relations and ideology of self-reliance and
cooperation are present in the Cree medical system their effect is moderated

by mitigating circumstances and diluted by the presence of other relations

and ideology. For instance, beleaguered by a raft of new diseases Crees

find that they can no longer rely on individual competence to solve their’

- §

medical problems. P

Running ears 1is gomething we didn't see too much of

in the past. I'm not Bure what to do when it happens -
sometimes just cleaning the ears seems to help. But

1 don't know if there is a better way to look after

them.

’ . (Interview 63)

Because Cree medical knowledge itself is often inadequate the idea of
dealing with the problems solely through cooperation with other Crees is
not always held to be appropriate either:
There are so many new sicknesses now. I don't know ' -
what to do when my children get them. Like diarrhea, °
the old ladies say that they never used to see diarrhea
like we have it now. They don't know what the best

- thing to do is when our kids get 1it. a
“ (Interview 87)

\
Moreover, reduced contact between settlement and bush oriented groups cir-
cumscribes the nefworks of exchange and cooperation enjoyed in the past.

To elaborate, whereas in the past, knowledge and experience generated

the self-reliance and cooperation through qhich,the people asserted con-

trol over health matters, the environmental conditions (water, sewage and
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ahousing) and the high rates of‘ﬁoqtality and morbidity from new and

ynfamiliar disease have caused the Crees-to feef that much disease is

beyond their control. According to the respondénts:

We're not sure what the disease are. We don't
know what they are from or-how to avoid them. .
Maybe it is the water or the garbage lying around
the place. We don't know. ~

' (Interview 64)

1J

. For the m&st part people in the communities are unsure about the role

they as individuals and as a group play in preventingsillness and even Yy

in" exacerbating it. Furthermore, the cooperation in . medical matters

between Crees has diminished with the recognition that they havg neither
s ' B

the skills nor the knowledge to deal effectively with many of the new

diseases. Relations of cooperation have been replaced in these instances

by relations of dependéncg on biomedical personnel.

My mother-in-law would like to be able to help when
my children are sick. There's so much sickness here .
so sometimes I ask her for advice but often she tells
me that she does not know what to do for those kinds [
of problems. She tells me that the nurse might pro-
bably be able to help me. -

. (Interview 61)

\

The ubiquity of cooperation as espoused by the ideoiogy and social
formation has been somewhat truncated in other domains as well. With the
large increase in settlement population and with the division_of Crees
into bush and settlement oriented groups, éommunities are not' as tightly .
knit as they’were iﬁ the past. This 1is'to say that the exchange network;,
the networks of food sharing and c;operation are not as extensive as they

were., The effect is that people are not necessarlly aware when their

help or advice 1s needed.

'The awareness, interpretation and initial diagnosis of symptoms

v

is still done at home by the mother whose competence as a mother is judged
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“on the basis of how well she takes cate of her children. Despite the

fact that the older gemeration readily acknowledges the present ,l'imi—‘
: ’ : ‘ I
tations of their medical expertise, according to the respondehts, most

of what they know aBout disease is learned from gxperieﬁce *and from

their mbthers, mother-in-laws, and older Cree whp are sidlledi_fn Vmédical

h .

matters.

. Lots of women ask their mothers and mother-in-laws o
N . . for advice if they do not know what to do. But for

‘certdin things, like bad colds and diarrhea, their \ . Lo

methers would probably tell them to ‘go to the
doctor .- .
(Interview 42)

' People still live with their parents after 't:hey
~ are married because there are not erough houses. In
T . the old days they lived with their parents so that
*  they could learn the ways and do the work. The’
. mothers-would te\il the young wives how to bring up
their children and give advice when the children are
111. They still give advice to the younger women when
they are pregnant and when their children are sick.
(Interview 54)

&3

e B

I first asked my mother for help. (The mothers or .
. mother-in-~laws will usually tell the young mother
what to do, especially if they are living together.
The old ladies know a lot about taking care af .
people. ~ .
(Interview 36)
!
When I was first married I lived with my mother-~
in-law. She helped me when my babies were sick  w, .
They know what to do with babies. ’
(Interview 37)

S * ™ If you listen to the older people you won't have o N
’ ‘many problems. I was happy to listen because I
wanted my children to be strong and healthy.

. (Interview 40)

"But the sharing of medical knowledge is eclipsed by the fact that -
‘\ not all the mothers of the younger children have full access to advice
' 5 ’
(' from the older people. With its guaranteed annual income for hunters

the JB & NQA has increased the numbers and duration of people in the bush.

\

v
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It'is'people'over the age of 35 who constitute the majority of the hunters

with about 70%Z of the adults over the age of 35 going into the bush and

5y

and only about 40% of the people between the ages of 21 and 34 going

- into the bush.5 Older people are hence not always readily available to

give advice to the people remaining in the settlement.

In sﬁmmary, for some diseases there is no longer absolute clarity

about the role of the individual and the group in their etiology. This

is not to imply that the group~and the individual have been_ absolved of
responsibility in all digease causality but rather to suggest that people

are often wnsure of how tﬁéfuﬁre implicated. And while exchange networks

I s
“,

may be truncaféﬂ, within them sharing and cooperation are still vital
organizing principles. Similarly cooperation with other Crees,iﬁ dealing
with unfamiliar illnesses has been replaced by dependence on the services

"of the biomedical system but still continues in those areas of disease

-

where they have experience. All in all, at stake here is not so much

the central organizing principles of cooperation and autonomy but the rele-

vance to the people of those details of the Cree medical lexicon which
i

hav? not been effective in the face of the new diseases. In the process

however, the overall effect of the relations and ideology of social for-

mation on the medical system has been tempered. .

! -
e

Codes of Digsease in the Cree Medical System

4

The present century has been witness to an expansion in the Cree

repertory of disease as a result of the diseases wrought by contact with
Fhe white man and by underdevelopment. All are scrutinized by the Cree
.+ through the logic of their medical system. To the Crees any divergence
,from a state of well being indicates a pathology. This is not to imply,

however, that Cree categories of disease are coterminus with all the

/

[ i P pea
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traiological deviations which they observe, for disorders such as coldsf
and running ears are interpr{)gted as almost normal and some disorders are’
considered normal for certain peoﬁle. The purpbse of this section is to
investigate the concepts und_er.lying the Cree intelgpretatio‘;l of specific

symptoms. In particular I am interested in the criteria taken into consi-

deration in the label¥ing, diagnosis and trehtment of the five most fre-

quently occurring dis-eases and disease symptoms among therchiid'ren in
the Qrée\ counities‘. These are fever, gastroenteritis, respirétory
disor&ers, skin.infections, and ear problems. The discussion engages
with the question raised bé;' Propos:&tion‘?. - that 1is, the extent /to which
cultural processes are structured it'ldependent:ly of the dominant forces
in social formation.

My data indicate that the interpretatibn of the disease symptoms

of children is arrived at by decanting the symptoms through three com-

. ponents which synergestically constitute the criteria for diagnosis.

These three components are (1) the symptoms, (2) the age of the patient,
and (3) the past medical history of the child. I shall examine the dynamic
between these three compo'nents through the ;ehs of a semiotic analysis
of tl'jg medical siigns which are salient in the current labelling and
diagnosis of disease. )
Semiotics is a general theory which attempts to i'r;terpret the life
of signs in relation to their syntactic, semantic and pragmatic functions.
Briefly, syntactics examines the relations between signs, semantics
examines what a sign designates and pragmatics deals with signs in relation
to the user. Each sign is said to encolmpass these three kinds of functions

or relations, the meaning being propounded once the three dimensions have

been specified. We will focus on diagnostic signs. Following Peirce, a
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diagnostic sién is something (fever; pain, nausea, etc.) which stands
to somebody (the witness of the sién, either the mother or medical per-
songfl) for sopething (for a certain state of health of illness) and
in some respect ér capa;ity (according to the evaluative judgement of
the witﬁess) (Kahn 1978). The disease or illn;ss is hence the sign, and
symptoms are the signifiers. |

I shall now proceed with a discussion of the three compénents
central to the Cree comstruction of the éodes of disease. The codes dis-
cussed here are synthesized f'rom the factors incorporatgd into the

labelling and diagnosis of disease. 1 lack the necesséry data to demon-

strate how the codes fit into a system of disease classification.

-
P

Th; Symp toms

Biomedical workers diagnose and treat diseases, defined here as
abnormalities in the structure and function of body org;ns and systems .
(Kleinman 1978) . The criteria used by the Cree to define disease corres-
pond to the foncept of illness, denoting the experience ofﬂbeing sick
or suffering.' The terms need not be mutually exclusive but one may have
‘a digease without appearing to be 111 and vice-versa. For the Cree 'the
degree of Sufferiné and the ahticipated consequences of symptqﬁs usually
provide the yardatifk,ﬁor interpreting the nature of the disorder. So
does‘a sudden change in the appearance of the person as might arise from
rapid weight loss, glazing eyes andnchange in temperature. Because they
exhibit certain features and have potentially life threatening conse-
quences, f;vers, gastroenteritis and some respiratory tract disorders
are théught of as serious in contrast to running ears and skin infections.

In addition, symptoms which are unusual for the person are also thought

to beYpotentially serious as arelillnesses which do not go away and

I



and illnesses which consist of multiple symptoms. To be more épecific:

o
Y
-

Pl

Fever 4

&

The data indicate that if there is one symptom which signals a
dissorder to the respo&@ent it is a rapid and uncontrolled change in tem-
perature, -whether up or down. Depending on the age of the child, fever

.or chisiteunikusiu 18 perceived by all the respondents as one of the key

indicators that something/ could be seriously wrong.

e

0f all the sicknesses which the children get
here, fever makes me go to the hospital the

fastest. High fevers can lead to convulsions
especially if the mother can't bring the tem-

perature down.
(Interview 57)

- 'According to mothers interviewed,.interpretation of the fever is
usually shaped by the age of the patient ir; conj\%:‘ion with the severity
of the fever and the other symptoms which may be occurrixig at the same
time. The severity of the fever is determined by touch, by skin /’color
and by the appearance of the patient's eyes. ) The hotter the fbrehead,
the more flushed the skin, or the glassier the eyes the more the fever
will be deemed serious. Tn combination with respirafory disorders,
gastroenteritis, meningitis and even alone the{ people say that children
with fever often quickiy and seemingly inexplicably die. In their exper-
ience newborns are especially vulnerable, hence, a sudden increaée in
their temperature will cause the mother to seek medical aid i@ediately

i

lest complications develop:
As soon as you notice that a newborﬁ has fever you
really have to do something. They can't help them-
selves at that stage and can get very sick so if
my one month old baby gets fever I feel that I should
go straight to the nurse. Y
(Interview 72)
The respondents state that fevers occur more frequently amoagst the
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the younger children gradualiy diminishing as the child grows oider.,
They state that once the mother begins to recognize the child's‘patterns
of disease, fevers become less a cause for alarm, and she will attempt
to treat, them at home before seeking help from biomedical woékers:

<§?/ I don't take my kids for high fevers anymore -
- their fevers do not seem to be too dangerous. I
try to take their fevers down myself. Friends
told me that the best thing to do is'to keep them
from getting too hot. So I give them a bath and
put them in dlapers and a t-shirt. Then my little
kid and I say a prayer to Jesus to help us. With .
my first baby I always took her until I found out
that her fevers were not a problem anymore. .
(Interview 51)

I look after their fevers myself now that the
youngest 1s a year old. Like my mother says, I
give them aspirin and keep them wrapped up warmly
to sweat all the fever out.
(Interview 68)

Now I do what I saw the nurses doing for fever,
I give them tempura and a sponge bath. With my
, 1ittle baby sometimes I also rub alcohol all over

her with her diaper off.
" (Interview 75)

v

Respiratory Disorders

According -to our data, the interpretation of respiratory diseases
varies according to the age of the patient gnd the combination of symptoms
appearing at that time. All the respondents agreed that respiratory dis-

orderg;constituted the illness most frequently experienced by their

+

children:

Colds are a big bother around here becduse the kids
always have them. They're not always very serious
but it's sure hard to get rid of them once they have
caught them. The worst thing 1is that once one of .
them catches a cold all of them seem to ge: it and
then you can never get rid of it.
- (Interview 24)

Colds are the biggest problem in my family. My ten
month old has had a cold almost ever since he was
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% . boxn. 1 give him aspirin which sometimes se\em
to‘work but then he just gets it again.
. (Interview 26)

The problem which my children have the most is
with colds but we don't have too many because
> the children spend most of their time in the bush-
with us. They do get colds in the bush once in
the while. They get a lot more of them when they .
ate in Fort George though.
(Interview 28)

.

Most commonly occurring were 'colds' or utachikwmu by which our
respondents were referring to running noses. In view of the fact that
their children had colds most of the time-many oﬁ the mothers noted that
they hadvbegun to consider them part of the child's norﬁal state. Those
interviewed said that tﬁéy use the same critgria to judge the seriousness
of colds as they do for other disorders - that is according to the concomi-
tant presence of é;in, fever or such unusual features as glassy eyes, or
difficulty breathing. ¢ «

Because of their potential complications, c.:ol"ds~ and coughs or
eustutahk generated much anxiety in thé past.6' Caughs frequently signified
T.B. or ghostoodaganuitch ay yow and colds were known to alternatively
rapidly turn into pt;eumonia or 'to drive a person out of their mind':

-When someone cat;hes a cold it can be very bad.
You should sweat it out to get rid of it otherwise
it goes to the head. Once it 18 in your head you

« can go out of your mind. Then if feels like some-
thing is going on inside your head and you don't

] know what is going on as if you were drunk.

(Interview 8)

v

With blomedical services now available _should complications develop,
mothers say_ that they prefer to initially treat ,the symptoms themselves.

I never go to the doctor or the nurse just with a

cold because I can look after it myself. They would
probably do the same thing for a cold that I do -~

I rub my kid's throat and neck with Vicks and the

cold then goes. The cold goes when the Vicks warms '

L

2
L
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the cold. Vicks goes right through the skin .
and warms. the cold. ’ ,
(Interview 27) \
f
I usually look after the colds at home. The older
people give lots of advice about colds. They have
told me how to use goose oil, and when there 1is no
goose 0il how to use lard. If the child has a sore £
throat at the same time my mother-in~law boils herbs
into a special drink for her.
(Interview 40)

I never take my kids to the hospital for colds. I
prefer to look after them myself. I use either
goose oll or Vicks, Vicks mostly when I don't have
any goose oil. I also bought a humidifier to help
-~ then when they geét colds.
7 (Interview 41)

_If the home treatment does not succeed in removing the fever and if the

v

cold gets worse (i.e., trouble breathing, ﬁain in throat, too much
coughing) mothers will brin7 their children to the hospital or nursing
station.

P .
The most common heal?Z/é;oblem in my family are

colds. If the colds don't go away I ' will sometimes -,

bring the child with the cold .to the hospital,
especially if the cold 1is 'getting worse, or is
spreading. Before that I'll give them asparin
and rub Vicks on their chest and throat.
(Interview 29)

When my two month o0ld had a cold we tried all the
medicines which the older people use for colds. We
first rubbed lard on his chest. When that did not .
work we tried goose oil for a couple of days. When
that did not work-either my mother called in her
friends for advice.  They-did not use asparin because
he didn't have a fever and because my mother thinks
that it isn't good to give drugs to a baby so young
unless you really have to. She says that it can
make thenr weaker when they are older. The old ladies ,
could not 'think of what else to do and decided we
should take him to the hospital just to be on the
‘'safe side. ) '
(Interview 36)
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Familiar with the rate of child 3ortality from respiratory diseases the

. respondents claim that once it becomes clear that the infection, emiyut

uuhpan, has spread they are adamant that their children receive the |

attention of biomedical practitioners.

Gastroenteritis

kg

According to the respondents diarrhea can either be one'of the most
dangerous disorders their children can get or it can be relatively

insignificant:

Around here diarrhea can be one of the most serious
sicknesses your child can get. Some of the children
have died from it but the nurses don't seem to notice.
They're too inexperienced. Not all of the bables
that get it die but a lot get very sick and end up
in the hospital.
’ ¢ (Interview 70)

Cree mothers distinguish between4§iarrhea which is accompanied by
a fever and diarrhea which just involves an increased number of bowel
movements. The latteg, if it d;es not last too long and result in too
much weigh£ loss, 1s not thought»to be’ dangerous.

Those iﬁterviewed said that in the past children sometimes got
diaxrhéq but that it usually went away within a few days and usually did
not involve fever. When their children did get diarrhea mothers and
mother-in-laws would recommend that, no matter what, the mother should
continue breastfe;ding, that the‘diarrhea would pass. In view of the )
Tact‘that mothers b;Ehstfeed less than the generations did before them,
and considering that the consequences of gastroenteritis can beemore
serious than they were known to be in the past, Epe suggestion from the
older women to continue breastfeeding as a responée to the symptoms of
gastroenteritis is n;w seen By Crees as Insufficient:

3

My mother wanted to help but she didn't know what
the best thing to do was. The old lady had never




seen a baby sick like that with diarrhea before.
She’ says that serious cases didn't Seem to happen |,
before. She thought that the nurses would pro-
bably know what is best.
(Int;erview 65)
J

Crees are unsure’ about what it is that has caused gastroenteritis to

become the problem it has: .

o L don't know why my baby ended up in the hospital

with diarrhed. I don't know much about diarrhea
except that it may come from the water but the spring
that my baby -was really sick with it I had be{’n
boiling the water. He only drank the water which
had been boiled. Still from the time he was born

he had ,been drinking mostly canned Carnation milk,
not water so I don't know what the problem is.

- (Interview 64)

I don't know why the babies get diarrhea so much now.
In the spring time people say that it comes from
the wvater. My little girl got it at the end of the
summer so it probably was not from the water. Any-
ways, at the time she wasn't drinking too much of
the water because she was too young. She was only
8 months o0ld and until then she had really only had
homogenized milk to drink.

(Interview 70)- 5

S

As.a firat resort then, young mothers experiencing diarrhea in

their infants for the first time turn to friends or medical persomnnel

for advice. Most of the respondents~s§:a€ed that on the basis of this

advice they would treat the diarrhea by removing milk from the infants

diet, giving it flat 7-Up and rice water in its stead. If this proved

to be a successful approach to removing the symptoms the mother would

adopt the same procedure with all .s'ubsequent bouts of diarrhea.

dietary advice, on the other hand, was frequently disregarded:

The doctor gave me a special diet to follow for
diarrhea but I threw most of it out because the
food on it was not suitable for my little baby.
My baby was 2 months old at the time and I didn't
see how he was going to eat peas and carfots.

- (Interview 41)

Other
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If after a couple of days the'7—U§ and rice water do not succeed

in reﬁoving'the symptoms, 'that is if the loss of fluld continues, or if
. . . ~
the symptoms bétome worse, that is the fever increagseg and the baby con-

P
tinues to lose weight, all those interviewed stated that they seek
biomedical attention immediately'

At first I didd't really worry for I know that it
usually goes away after I give him the rice water
and the, 7-Up, and stop feeding him other things.
If it doesn't go soon, -though, he gets worse from
not eating and I have to do something else. If
his fever goes up and the diarrhea has not’ stopped
t " I have to get to the nurse fast because then it
could really get serious. . -
(Interview 59)

~ "

People also said that if the initial symptoms also included fevéf, parti-
cularly a fever which they could not reduce, they woul& see medical

personnel immediately.

Ear Disorders
Ear disorders are also salid to be new to the people:’

Thirteen years ago when my youngest child was a

baby there were not many problems with running

ears and pains in the ears. We didn’t have those

gicknesses in the bush. We got colds sometimes’

‘but not ear problems. ;
, (Interview 28)

.

Although ear disorders are recent they have been 1ncorporated into the
medical thinking of the Crees and response to them 1s consistent with
how decisions are mad; about disease in general.. Most of the mothers
intg;:l{g:ed said that their children had experienced some kind of ear
dig;rder - either pains, or pains and fever, or running‘ ears, The reaction
varies according to which of these symptond“tae child experiences. Pain

. o~ .

alone, or pain accompanied by fever, signals that something is éeriously

wrong, and generates immediate action.
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Pain in the ears makes me act very quickly

because my little girl is in so much pain.

I can't stand to see her suffer like that.
«(Imterview 25)

Rurning ears alome or euhchikuuniko uhtaukai, by way of contrast, does’
not generate much concern: -

I can look after their ear problems myself.
Goose 01l and aspirin are good for éetting rid

of the fever and the pains in the ears. If the —
ears begin to run I use Q-tips to clean them (
out., I don't go to the nurse. With all my children

I have removed the stuff in their ears myself.
(Interview 44)

The data indicate that the distinctionm hinges on the presence or absence

of pain, and in the case.of fever, a fear that they vili not be able to

control :lt:i!~
My baby was crying and he kept rubbing his ears
but I also knew that there was something wrong
because he had a fever at the-same time. I didn't

’ . Mait because I was afraid that the fever would get
brse. We had a truck and could get to the hospital
right away. Every time that my baby gets those
pains and the fever we go to-the nurse because I
don't know what is going on.' ‘I just know that they
give us some medication every time we go.

{Interview 33) "

With rimning ears, people say that they notice that the running frequently

. begins after there has been a pain in the ears but since the fever and

the pain do not necessarily coincide with the running the latter is not
th;.mght to constitute a gserious disorder. Instead it is compared to a
cold which comes and goes and does not really cause them much discomfort:

Once I knew what running ears cobuld lead to I
started to go to the nurse when she got it.
Before that it didn't seem very serious, it
seemed to be like a cold but in the ear. I
didn't do very much to the ears then -~ 1 cleaned
them and sometimes put in melted butter.
(Interview 56) , .



The re;pohdents stated that they attend to earaches, and to ear-
_aches -and fever immediately. Depending on the age of the qshiid, mc.s’t
séd.d that they preferred to look after the problem themselves b'efofe

seeking the attention of biomedical personnel:

My little boy had always had ear problems. He
sometj@ea gets pains in the ears and fever at the .
same time. When that happens my mother tells me
to put goose oll in the ear, to reduce the pain and
. asparin to control the fever. We don't need to go

to the nurse when they're older and we know about

(j their fevers. i

- ' (Interview 37)

When people do not- have goose oil to put on the sore
ears they can use lard. The Coasters are the ones
with the most geese here so sometimes they save the
0il, we usually use lard instead. Like if my child-
ren have earaches I melt the lard and put drops of
it in the sore ear. I don't go to the nurse.

My childrem all had trouble with their ears when
they were small. When they had-ear aches I would
rub goose oil on their ears or I would put in lard
. or I would use ear drops ~ all of them are good
for ear aches. 1 use which ever one I have in
the house the time. )
(Interview 46)

b

. 0f the women whose children had- had these kind of symptoms over
half said that they had first treaté&d the problem.themselves. One~third

- sald that they had gone immediately to the doctor. Of the women who had
. % _— 14 v
immédiately sought medical attention, one~third had done so because the

o

child was still an infant and they did not want to take chances. The,
remainder had gone to the doctor because they feared that they could not
reduce the accompanying fever or pain themselves.

My little boy has had trouble with ruaning ears
since he was three months old. I knew there was
something wrong because he was hot and had a fever
and he would not stop crying. I tried asparin to
remove the fever and it started to run soon after
that. I did not want to take any chances with a

A0
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fever in such a young baby so we went tg thq
hospital.

Nel

(Interview 32)

When my daughter was two her ear got swollen and i}*

red and pus came out. I gave her aspirin and put

lard on it, but we ended up going to the hg:pitaln

because the pain did not seem to be going jaway.

Her ears had run before but this was the first: time

I had gone to the hospital. When the do¢tor examined -

her he sald that he saw a small hole in her ear drum.

He told me that if.the hole did not clogse that she

would have even worse problems when she was older. . ..

I don't know where that hole in her ear came from. -~
(Interview 46)

Most of the mothers who had treated the ear pains themselves said that
‘their cure had satisfactorily removed the symptoms. In instances where

the fever increased despite the home treatment our data indicate that

the mothers quickly sought help from health workers.

[

I did something right away because I did not like to
see him in pain. I put Vicks on his ears. He can't
take asparin because he gets bleeding noses every
time that he does. Although the Vicks worked when
my other children had the same problem with their ears,
it did not work for his ear ache. So after he had
cried all night from the pain I decided that we
should take him to the doctor.

(Interview 24)

I only went to the nurse one time when my kids had
pains in their ears. Usually I just rub Vicks on

their ears and give them an asparin but the time I

went this had not worked.
(Interview 27)

!

As mentioneé abdve the reaction to running ears is completely
different. The symptoms are not ignored, but since they AO not cause dis-
comfort they are not usually thought to require much attention. According
to those interviewed the most common treatment for running ears consists
of cleaning the ears with Q-tips during the period that they are running.
The interviews 1ndi::ate that peoplesl have not had sufficient experience

" with this disorder to be aware that ear infections, 1f untended, may

T



.have serious implications in the long term on the hearing of the patient.
In the meantime much of the running ears continues to go unreported.
In fact only a few of the mothers mentioned that they-had gone to the
doctor as soon as the ears started running. In most of these cases the
mother had gone because she was concerqed about the fever which had pre-~
ceeded the running. Generally however, unless the fever coincides with
the running the two are not associated and the running ears are not per-
ceived as prbblematic unless someone advises them of the consequences.

Before going to the nurs‘ge I thought that the problem

would go away if I cleaned out his ears, like if I

kept removing the stuff that was in there. But my

mother’ told me that I should take him to the nurse

because she had heard of an older lady who had had

the same problem and she had gone deaf' in one ears.

(Interview 51)
Skin Infections
Our older respondents indicate that many of the skin infections are

also new to the people. This 1s not to suggest that skin infections were.
uﬁknown, for all mention seeing infections related to infected mosqgfiito
bites. $kin inofectionsi-in the past were thought of primarily in terms
of mosquito bites and were hence perceived as seasonal, as assoclated with -
the summer time and rarely encountered during the winter.

Many of the children would get infected mogquito bites

during the summer. Sometimes people got other things

like. rashes and boils on their skin but we didn't ;

usually worry about the kind of infections from bites .

during the winter because there were no flies around.
o (Interview 56) o ~

W

N

Like ear infections people assoclate the increased rate of skin-infections,

especially those occurring in the winter, with settlement living. While

3

the people recognize the differences in appearance between such skin

infections as scabies and impetigo, according to our data, they dfstinguish

L
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between. the two on the basis of whether they are 'spots', ewmichit, or

'sores', wnichiyu. Spots are diagnosed as sores after they have become

~

" infected and painful. Hence scabies and impetigo spots are treated as

1f they were the same disorder, as are scabie and impetfgo sores, with
the response varying according Eo the age of the patient and the degree
of discomfort involved. Spots and sores in babies precipitate more con-:
gern than the same symptoms in any older child. 1In ger;eral however, when
spots first appear they, like otl"lyer spots such as fly bites or small cuts,

do not create much discomfort. Because thfe usual symptoms of illness

are absent - that 1ig, there is little suffering or fever - most of our
respondents said' that they assume that the spots will go away naturally

if they are kept clean.

When you get sores from mosquitos, clean them, then
put on lard so the flies can't come back and bother
you. I kept putting the lard on until the sores got
s better.
(Interview 51)

Besides measles and chickenpox the other skin pro-

. blems my boy had was infected mosquito bites. When
they get infected it is best to keep them clean., I
wash them, keep them clean and cover them with lard.

(Interview 66)

It is only after the spots have become infected causing great itchiness
and pain that they are diangosed as sores. Our data indicate that mothers
prefer to look after the disorder themselves before seeking the attention

of biomedical persomnel. All the women who said that their infants had
P

. had skin infections had first treated it themselves.

The sores had spread to both arms before I realized
that they were not going ﬁo go away by themselves.
They had begun as small dots which every time they
were scratched filled up with pus and a watery stuff
came out. And they seemed to be spreading. So I
washed her arms and the sores with alcohol until the
sores dried up. They dried up that way, they didn't
itch and they didn't spread so I did not think that



101,

I needed to go to the nurse.
; (Interview 41) .

I n't usually go to the hospital for 'sores
because I can fix them myself. It's when they
hurt or get too itchy that I go.

(Interview 27)

I never go to the nurse for these’kinds of problems,
I always look after them myself. Sometimes I asked
the nurse for the soap that they use on the infec-
tions but the soap does not always seem to keep them
as clean as the lard.

(Interview 62) -

The nurse had given me a special soap for skin infec-—
tions but I didn't try it because I preferred to do
what my mother said worked. That was the time when
his sores were really infected but my mother said that
the lard would be better.
(Interview 51)

o -

They stated that it is only when the home treatment does mnot remove the
pain and the itchiness that they seek outside help.

My little kids always have infected fly bites from
scratching them. I've been using goose oil and lard
to remove the itch but my sister tells me that noxema
is good too. If the infection is really bad, though,
like if it has spread and it hurts them we go to the
hospital for an antibiotic.

(Interview 45)

At first I thought that they were just sores and that
they would go away by themselves. _In the old days
when the sores became infected the people rubbed them
with beaver fat and with o0il. I decided not to do this
but to try to keep them clean instead. But the sores
Just spread all over, by the time I took him to the
hospital they were everywhere and they were really
bothering him. .

e (Interview 33) l

Age of Patient

A Cree mother is judged by how well she takes care of all her chil-
dren but as indicated in the discussion of the specific symptoms the age
of the child plays a major role in determining what kind of care a mother

should give. We found that for the Cree, symptoms are read differently



v : 102

depending on whether they are experienced by a child who is between birth

o

and 2 years, 2 vears and 4 to 6 years, and 6 years and 12 years.

Birth.- Two Years

Cree bables are the object of constant attention and a great deal ¢
of love. Newborns sleep with their parents and in general spend very
little time out of their mothers' sight. Moved by the helplessness of
infants our respondents state that mothers strive to do what is best for
them. They say that th‘ey feel terrible when the little ones become ill,
fearing that they have been negligent, that they have not taken good
‘enough care of thenm:

We don't like to see our little babies suffering
. and in pain. As soon as we notice there is some-
thing wrong with them we try to help them. We
really want to get rid of the sickness. )
(Interview 24) - N
The old people speak almost poetically about the relationship between
mother and baby: ~
Babies count on love to keep the breasts flowing
with milk. They know how much their mother loves
them by how strongly her breasts are flowing.
If a mother loses interest in her baby her milk
will spoil.
(Interview 15)
And if a young breastfeeding baby dies, as the mo ther mourns, the milk
secreted from her breasts is said 'to share with her in her sorrow,
building up and flowing with her tears' (Interview 74).

As would be expected because of the high rate of mortality and
mordibity among young infants people are extremely sensitive to any change
in the physical condition and mood of babies. Knowing how suscept:ibie
infants are to disease any deviation. from the“ normal stéte of well-being

N

is considered a cause for alarm. Hence, while pain and fever are the
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symptoms by which illnesses are usually recognize'd, with little babiles
any change is considered sufficient to warrant medical attention. Not

wanting to take a chance mothers say that with this group they are more

likely to turn first to biomedical personnel than to home treatments.

Two Years - Four to Six Years
The illnesses of this group of children do not genmerate as much

concern as do the illnesses of the babies. As each child becomes a bit
older our respondents stated that they began to recognize a pattern in
the disorders of their children. Certain disorders will often seem appro-
priate for a particular child. Most of the mothers stated that what was
ondce a potentially dangerous symptom for the newborn does not seem to
affect the older child as drastically or as frequently.

Older children don't seem to get as many sicknesses.

When my little girl was just a baby she had many bad

fevers but they stopped when she was about 5 years

old. Before she used to get high temperatures when

her eyes would look different. Now she just gets

colds. °

(Interview 43)
In many cases the mother has learned through experience how to cope with
the problem herself. For instance, fevers which would have caused her
to. go immediately to biomedical personnel when the child was a baby
are now usually treated at home. The mothers' task in determining the
seriousness of the sickness is further facilitated by the faég ‘that the
children can now telJ: the mother how they feel, thereby eliminating some
of the guess \}rork. As a rule then disease symptoms are measured against
the symptoms which are thought to be the most serious, as well as against

the child's 'normal' pattern of disease, "and treatment is° first attempted'

at home, -
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In addition; children in this category are accorded the independence
to discover and explore on their own. With no one standing over them con-
stantely supervising they d%é able to explore and learn on their own.
Three respo£dents stated thag such independence frees the mother to
devote more éime to éhe youngest children but does impede the early de-

tection of disease.

Six Years - Twelve Years

The interpretation of symptoﬁs experienced by this group are also
informed by Cree criteria of disease; and the child's normal pattern of
" disease but it is complicated bwaactors introduced by the child. As
children g;ow older they often become reluctant to admit that they are

not feeling well:
I

As the kids get a bit older, especially the boys,
they don't want to say when they are sick. They
want to be more like the men. Girls can say if

they are sick Because they don't have to be as

strong as the boys who think that they can fight
everything they get. The boys want to be brave.

(Interview 29) : +

Boys are not alone in thelr ability to tolerate extreme discomfort.

Numerous examples are cited of young girls who chose to endure their

N e

injury or pain because they were afraid that they would have to go to
the nurse or doctor if they complained of discomfort. In additiom,
because the health problems of the older children have less draétic
consequences our respondents say that they cam afford to be, that in
fact they are, less sensitive to them. Moreover, their opportunity to
detect illness in this éroup"bf children is thwarted by the fact that -

4

children spend more time away from home.
-
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Past Medical History

The past medical history of the child also inflyences the reading
of symptoms. Mothers interpret symptoms in a child‘Qho has‘a pattern
of quickly succombing to disease as indicating disease before she would
in a child she knows 13 less vulnerable to sickness. Hence, thz same
symtpoms in one person coulé signai‘an illness while in another they

could be ignored.

Semiotic Analysis of the Codes of Disease

To reite:qte, the Cree interpret symptoms not as discrete patho-
logicsl entities but in terms of the experiential and anticipated conse-
quences of the symptoms in conjunction with the age of the child and his/
her past medical history. In the language of semiotics the disease codes
are constructed from an amalgamation of the syntactic, semantic and
pragmatic relations embodied in the 1llness episodes. Each contributes

to the meaning of disease in the following manner.

Syntactics

The synfactic component identifies the relationship which is con-
structed between specific symtpoms whether they occur simultaneously, in‘
sequence or over time. In the'éase of the Crees, multiple symptoms, and
especially those which occur simultaneously with either fever or pain
generate a great deal of concern and an immediate résponse. The inter-
prétation of symptoms which occur in sequence on the other haﬁd, varies
‘according to thersequenée ~ #hat is according to the importance Crees
accord to the specific symptoms. For instance, pain followed by running

ears is not perceived as serious whereas pain followed by fever is. The

same symptoms which reappear over a period of time fre also considered
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serious only in relation to the perceived seriousness of the individual
symptoms such that some recurring symptoms such as colds and‘runhing

ears may even b€ considered normal.

Semantics
The semantic function deséribes a direct relationship between the

‘signified or the meaning, and the signifier or the é?mpcoms. Its use in
medical anthropology has usually been limited to those attributes which
make up the necessary physical condition for membership in a clags — that
is, the distinctive biological featurés of the illnesss (G;od 1977:177).
D'Angrade (1976) and Good (1977), bothseeking a semantics which de-entifies
disease, have attempted to transcend the limitations of the semantic ‘
approach. In contrast tq other workers who limit their use of semantics
to the distinctive biological features of the i1illness, D'Angrade (1976)
suggests that: ’ . \ )

The characteristics which . . . formed the core

of the different belief clusters appear to be the

consequences and the preconditioﬁh,of illness.

: (D'Angrade 1976:159)

Using an example from his English informants to illusﬁrate the point
D'Angrade (ibid.) reasons that the salient feature about cancer is not
its definition but the consequences and implications of cancer. S¢ too
with the Cree for whom the significance of such illnesses as g;stro~
enteritis, somerrespiratory disorders and fever is derived from the know-
ledge of their potentially life threatening consequences. The interpre-
tation of r?nn;ng ears and skin infections is also informed by the conse-
quences of these disorders.‘ But, because in the experience of the people,
these disorders do not appear to be life threatenipg or disabling they

¢ ‘
are not perceived as serious,
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Good proceeds in a different direction from D'Angrade stipulatiﬁg

the need for:

. » » 8 semantic network in which disease categories

don't just define symptoms but consist rather of a

syndrome of typical words, feelings and experiences.

(Good 1977:27)
’ He objects to the process of dlagnosis in biomedicine whereby diseases
are concepigalized as discrete pathological entities and symptomology ig
removed from the social‘context of the patient. Like D'Angrade he is
concerned withrhow the meaning of disease is defined by what it means to
haQe a particular diseasé. Unlike D'Angrade, Good does not express the
meaning of the pérticular disease in terms of its perceived seriousness
but rather, following Victor Turner,’ in terms of its social and symbolic
character. Thé social a;d symbolic attributes are said b§ Good to con-
stitute the 'inscape’' of the patient and it is the 'inscape' that he
asserts constitutes the basic ingredient in medical meaning. From this
point of view disease embodies a complex of symbols, feelings and stresses
which are deéply iptegrated into the structure of the community.and its
culture. Relating this to the Crees, as illustrate& in the previous
discussion, the symbolic value of bahies,’the role of childrgy and the
emphasis on their independence, as well as the relationship g;tween the
status of the mother and the healgh of her infants, all play a role in |
the labelling and diagnosis of disease. ’
In- short both D'Angrade and Good argue that the meaning of disease

- sgguld be focused on the connotative, rather than the distinctive, aspects
of disease. Connotative features are attributes which are found in
association with the signifiers/symptoms. With the Cree we see that the

connotative features of the sickness play a greater role in elucidating

the meaning of the aymptoms and in generating a response than does an
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approach which equates disease with the distinctive features of the dis-

‘order alone.

While semantics can provide the tools to investigate experiential.
elements of disease it do;s so by concentrating on the signifier/sign
relgtionship such that the meaning of the symptoms is read directly from
the connotations of the symptoms. The emphasis on the connotative has
reduced some of the determinism between signifier and sign. But within
the Cree medical system the structural relationship between gignified and
signifiers provides insufficient information for gengrating the grammar
qof the codes of disease. Fofr as the forgoing discussionlindicated a
number of other factqfs also con;ribute information which is integral to
the interpretation of the signifiers and hence to the evaluation of whether
symtpoms constitute an illness. The semantico-referential approach
?either considers the extent to which the interpretation changes in

response to different contexts nor does it explain the presence of dia-

chronic ingredients in Cree diagnosis.

Pragmatics ' : ] \

Concerned with the procedures which govern the soclial use of signms,
pragmatics is the branch of semiotics which examines how context adds
signification to the interpreting agent,. It investigates the performative
aqgfsts of languagé. By way of illustration, it incorporates into the
mean£;§ of the sign the intent of the actor, the affective and intentional
concomitants of the sign, and hmost importantly for our purposes a cate-
gory of expectation and evaluation. The incorporation of expectation and
evaluation into the(analyéis inserts into the signifier a diachronic

3

element which is absent from the purely semantic aﬁproach.
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In pragmatics the notion of context has frequently been narrowly
and vaguely defined. F;r éxample, at times Morris stresses the impor-
tance of evaluation and expectation in the interptetatioékof signs yet
elsewhere 'he argues that context is created ;s a result of the sign triad,
rather than as a cause, in which case nothing save knowledée of the sign
itself is necessary for the interpretation (Hardy 1978). This use of
pragmatics 1is too ambigubus }or our purposes, The most appropriate épproach
for our data appears to be one which ex;mines the signs in terms of the
larger ?edical context. We propose Stalnaker's orientation to the three
types of context which lend meaning to signs. Subsdribing to a linguistic
analogy Stalna&gr (1972) argues that in order to evaluate meaning one
must consider the proposition in relation to several contexts: '(1) the
sentences which utter them, (2) the linguistic acts in which they occur,
and (3) the domain of the ﬁresuppoaitions and dispositions. Ofrthese the
context created by the ‘domain of presuppositions and dispositions' 1is
the most useful for our purposes because it permits us to illustrate
how Crees simultaneously'éituaCe the meaning of diseaéé within the disease
profile of the settlements and the medical history of the individual
patient. Both generate presuppositions which affect tge interpretat;on,
of specific symptoms and both underline the vitality of the diachronic
ingredients in the Cree defintion of digease.

The diachronic aspect in Cree disease codes is manifested on three
levels: firstly, a mother's knowledge of the medical history of her child
greatli influences her interpretation of symptoms. For instance, whether
the child is'k?pwn to quickly succomb to disease in general, or to certain
symptoms in particular, or whether the child is known not to be espe-

cially susceptible to illness shapes her perception of symptoms. The
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upshot of this is that the same s&mﬁtoms can be-seen in completely
different ways. They are perceived in rélacionship t; the fndividual
child such that symptoms appearing in one child coulg$§f2n81 illness
while in another child they might not. . ’

K~Second1y, awareness of the disease history or the disease profile
of tﬁe reserve also contributes to the significance of pa?ticular symptoms.
In this instance Crees' interpretation of disease is both historical and
situational. As state earlier, liv§ng on the reserve makes them especially
sensitive to the symptoms of géstroenteritis, infantile fever, and some
respiratory diseases. They state that were they not living on the reserve
they would interpret certain symptoms differently because they would have
less dangerous ramifications. Similarly, they state that they interpreted
certain symptoms, colds, for instante, differently in the pqst.e

Thirdly, the age of the child constitutes a number of predisposi-
tions about the meaning of disease - presuppositions about how certain
gymptoms affect certain age groups. Semantics permitted us to see how
age was a factor in differentiating between symbolic values of babies
and young children, and how the known consequences of certain disorders
are incorpérated into the construction of meaning of disease. Pragmatics
indicates how the presuppositions about the effect of disease relateé to
age specific categories independent of the symbolic value associatgd with
the group. It also shows that the seriousness of the disease is not a

“

static quality but rather that its relevance is established as a function
of the medical hiséorﬁ of the child and the diseases currently impinéing
on the community. It contributes a dynamic element to the construct.ion

~of medical meaning - a dynamic which 1s grounded in history and which is

responsive to change.
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Summary

In summary, f'ollowiug Proposition 1 we note that the dominant rela-

'
tions and ideology of the Cree domestic mode, that is sharing and coopera-

tion and self-reliance and autonomy, structure concepts of disease and
LI N é

rélations in the medical encounter. As predicted by Proposition 2, how-
ever, total determinance by the gocial formation 1is tempeéred by historical
circumstances and the logic or grammar associated with the codes of dis- ‘
ease of the Cree medical system. While shaped by Cree social formation
the concepts of disease and relations in the medical encounter can not

be reduced to it, This kind of structural analysis of the social and
conceptual determinants of medical systems will be continued in the next

chapter dealing with the biomedical system.

A

Footnotes

lPersonaliatic: disease, like other misfortune, is said to be the
result of human or superhuman intervention and requires a spiritual or
religious cure. .

2Natural:!.si::{.c: disease i3 caused by natural events and treated by
pharmaceutical means. It is not associated with other forms of misfortune.

3Most of the younger Crees are not familiar- with this explanation:
They subscribe to the prescription for good health (i.e. exercise, food
cleanliness etc.) but they do not provide an explanation for why these
things are conducive to good health.

I‘Women strive hard not to catch a chill saying that it can impede
the natural flow of milk in lactating women, it can interfere with the
menstrual cycle and it can spread to the head causing mental probleums.

SIncome Security Programme data, Mistassini, 1980-81.

6Colds were greatly feared in the past, particularly in the years
when T.R. was rampant. With T.B. more under control and with easier access
to biomedical services the fear of colds has been greatly reduced.



112

hv

-,
K3

CHAPTER 1V

THE BIOMEDICAL SYSTEM IN

CREE COMMUNITIES IN JAMES BAY

Introduction

Until the signing of the JB & NQA there were no fefieral statutes
establishing the r‘ightuof Indians to health services on the basis of
being Indian. Treati‘es ‘between native people and the Crown frequently
contained a medical chestoz clause but the courts have generally ruled t;hat
the clause does not confer 'on native people the right to free medical
care. Instead, in response to the appalling state of native health the
government developed policies with the general objective of assisting
Indians in 'attaining a level of health comparable to t:het of other
Quebecers and Canadians' (Canada 1974).

Thr;mgh the nprsing station programme the fegeral government inte"nde
to operate on all reserves publ?.c health programes which include preven-
tion and counselling" sezo'vices,ua health education programme, and medical
and dental treatment services. For instance, it proposés to provide as
community health services, m‘aternal .and ;J.nfant health programmes promoting
breastfeeding, visits to m;thers during ti\‘e post-natal pe}:iod, routine
check-ups of the growth and development of presehoolei:s, and reg‘:xlar
briefing sessions for mothers om basic subjects. Amongst the school health

services recommended by the policy are programmes such as regular examina-

tion of school aged children for eyes, ears and throat, hemoglobin, height

i
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and weight. Aléo said to be crucial is the control of contagious disease
through immunization, quick reporting of outbreaks of contaglous disease
and regular testing of water supply. Finéily, according to the policy,
emphasis is placed on the importaﬁce of health education programmes which
stress teaching the basics of family health and nutrition. In short, it

is ;'programme which aims to concentrate on prevention while also pro-
viding cu;ative, qQut-patient care. Most of these services are not provided
to the Cree communities where, despite the assertions of the federal
government, the emphasis in the medical servicés continues to be on the

curative. .

Entrenching the federal policies on health services are the statutory

obligations in Section 14 of the JB & NQA concerning Cree health and
social services which state that Quebec will provide the Crees with the
funding for the

. « . support of services which are not included in

provincial programmes for the general public but

which are provided to native people by the Department

of National Health and Welfare.

(JB & NQA 1976:Section 14.0.22)

Recent events in James Baf have proven however that the present legislation
is no guarantee that budgets to adequately finance necessary health services
and facilities will automatically be provided by the governmment. More-
over ambiguities in the wording of the legislation péovide thelgovernment
with loopholes should their reticence be challenged. Despite the legis-—

lation then the villages face a serious paucity of health services, and

" are understaffed, underprogrammed and underequipped (Richardson 1981).

I will investigate the biomedical system in the Cree communities in
the same manner that I did the Cree medical system. Interested in the

dynamic between Proposition 1 and Proposition 2 I will examine first the

<
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influence of social formation on the social relations and ideology in the |
biomedical system 4nd then I will investigate the specificity of the bio-

medical system according to its temporality and processes of disease

.classification.

® o

As forewarned at the end of the section in the Introduction on
Methodoiogy and Research Techniques the extraction of these elements, from
their overall context in biomedicine, in c;ncert with subjecting them to
a structural analysis has the effecé of caricaturing biomedicine. Part
of this distortién is inherent to a Btructural analysis and will be remedi%g
in the next chapter where it is demonstrated that experience in day-to-day
life mediates the structﬁral determinants. Another part of the distortion
is related- to the tendency to consider biomedicine a homogenous masi. In
response to this itlshould be remembered that it is biomedicine as prac-—

tised in Cree communities which is under scrutiny here, and not biomedicine -

in general.

Social Formation and the Biomedical System

N

I begin with a presentation of my general approach to the rela-
tionship between biomedicine and social formation. As a component of
capitalist socilal formation, capitalist social relations and ideology
are instrumental in constituting the definition of disease and the social
relations in the biomedical system. The argument is that as characteristic
gf\capitalist social formation, both the social relations and ideology in
medicine manifest structured inequality along class, gender and ethnic
%;nes ﬁNavarro 1978; Figlio 1979). But following from the posture developed
in Chapter II, I argue that the relations and ideology in social formation,

and by extension in medicine, are shaped by the power wielded by the dif-

ferent'groups in the social formation. Within this paradigm I employ a
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concept of power in which relations with the bourgeoisie fueldbut: do
not necessarily exhaust’ the relations and 1deology in social fomation
and medicine - Thus while\ ‘the relations of capital may express an equal
social relationship Fhis shéuld not uobsc:.ure the :I.mpactd:g that d;Lfferent:
groups (for ‘instance the medical associat:.ions) may exert in the ab'senc;é’ of

H

their direct ownership of the Imeans of production. - . ;o

»
2

This approach stands in contrast to the position developed by
marxists. such as Bedeﬁﬁeime:; (1979), Renaud (1978), and Navarro ‘(1980).
They compare Ldoctors to p}e&t eﬁgineere‘ in terms ;f their{‘toles and respon-
sibilities, and nurses are compared to the shop foreman, ’Both '_in turn
are consideréd pax:t of th‘e petty bourgeoisie (Bodenheimer 1979:71). This
approach reduces the health workers to mere tools of the bo(;.xrgeoisie,
subject to their demands but 'no:t free to pursue inde:pen'dent action. ' Within
their~ perspective, medjicine in the welfare state is perceived as a mejor

s p .

instrument of ideolpéical repreduction, a part of superstructure where
like other it;sti'tutions so placed (1.e. education, the church, etc,) it
is stripped of all theoretical import' save that of reproducing the state and
the bourgeoisie. (

Arguing that medicine is merely an effect of material conditions,
an immutable consequence of capitalist economic structure, is an over simpli-
fication which begs.the question of the relationship between capitalist
social formation, race, gender and biologieal Jvariables in medicine, And
it paints a mechanical relationship between the conjuncture of economic
structures, class relations, and medicine, as if the coincidenee of
political and economic features sums up medicine. With social relations

frozen in place it is difficult to explain the effect of the ongoing

struggles and critidues against and even within biomedicine. And iF is
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difficult to explain the effect of the inc%easing power. of medical asso-

clations over the last 20 years. I agree that medical personnel in native
communities do serve to reproduce capitalist relations but will argue

that in their capacity as health workers they are more than mére tools of
the beyrgeoisie. For as was demonstrated in Chapter II and will be
developed more below, the historical development of the biomedical system
and elements specific to medicine also contribute to medical relations

and ideology. .

In the following two sections I will illustrate the relations and
ideology which the biomedical system shares with capitalist social forma-
tion, Proposition 1. The focus for the forces of capitalist social
formation is the jhospital, the ins;itution which represents the metaphor
of the relations and ideology of bilomedicine in general (Figli; 1979:29),
It provides the archetype for the practice of both hosﬁital and nursing
station medicine in the Cree communities. Biomedicine may be charac~
terized by institution-based medicine and the professional dominance of
physicians (Dunn 1979:115)3\ The contradictions, or the structured
inequality along class, gender and ethnic lines, in hospital and nursing
station medicine which trace their roots to capitalist social formation
are (1) the emphasis on disease centereéicurative practices rather than
prevention, (2) the objectification of fliqess through reliance on indices
and standards which femove soclety from the\etiology of disease, (3) the

f
hierarchical relations established between health workers and Bgtffnts,

I3

and (4) the information gap between health workers and patients created

by the former restricting the flow of information. Each of these will

be examined.
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Ideology in the Biomedical System

The veil of ngutrality claimed by science asserts that medicine con-
siasts of a continuum of concepts and paradigms accumulating a more compre-
hensive and accurafe understanding of external realities. I challenge
this positivist perspective on the grounds that concepts in science are
stamped by their position in capitalist social fo;mation,rqnaering them
neither objective nor neutral (Navarro 1978; Figlio 1979; Holtzman 1981).
Hence while science aspires to a more systematic analysis of the rulés
behind appearances it does so through a backd;op of historically specific
assumptions, beliefs and contradictions which lend it a class, ethnic and
génder component. * ¢ .

Nin medicine contradictions are inherent in the'nature of the scien-
tific inquiry - an inqﬁiry which is dominated by the biomedical model of
disease. Dgrived from precepts of Aell theory, the biomedical model
correlates specific abberations in cell functions with the di§ease agents.
The meaning of ﬁisease\is confined to the interpretatidh‘of the abnormality,
in cell structure and function. A specific symptom, or cluster of symptoms,
indicates one disease, another cluster indicates another. The patient ié
then treated as a broken down machine which can be restored through surgi-
cal, chemical, or electrical tinkering. The result is a medical system in
which the emphasis is almost exclusively on treatment and on the individual
patient (Smith 1981). Very little import is placed on prevention or
health promotion. Within theé biomedical paradigm the cause of the disease
is generally traced to’ the microscopic agent of disease, as if the identi-

fication of the agent of disease could substitute for a multifactorial

explanation for disease.
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Marxists claim that by limiting diagnosis to the agent of disease,
attention is diffused from the extra-empirical determinants (social,
political, economic) and the blame is placed on the viégim. The conse-
quence 1s that socially structured inequality is expunged from the defini-
tion of health and disease and the individual is considered potentially
culpable, a danger to himself by virtue of his/her lifestyle, bad habits,
or peréonality type. Working class and lower class ethnic groups are
consldered even mo;e to blame. For instance the high rate of infecéious
disease in the lower class is:attributed to their ignorance and lower
lclass]ethnic gréups are thought to be 111 because of their combined ignor-
. ance and superstitious adherence to peculiar customs which are deemed
. inherently illness producing.

. . The epistemological silence in bioqedicine in effect facilitates the
- relief of individual suffering while simultaneously blurg%ng the true
cause of the disease. 1In the process, that aspect of the~meaning of disease
which is potenéially threatening to theﬂsocial order 1is diverted and the
collusive role of medicine is shrouded. Moreover, even when prevention is
a priority the epistemological silence and collusion inheres. Prevention
is similarly relegated the résponsibility of the individual. Beécause the
cause of the disease is traced to the individual, ﬁrevention then focuses‘
on changing that personfs habits or way of life rather than addressing

any of its macrolevel determinants. .

The response to disease/by the biomedical system in Cree communities
’ conforms to this pattern. Firstly, activities at the nursing stations
concentrate on curative, individual care. With few exceptionsl the public

health gector is totally inactive. Here a paucity of health resources,

both staff and material, impedes the possibility of even implementing
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public health programmes. Exacerbating this is the absence of direct
structural L;uks with the public health sector - the only direct ties
* A
in the medicai system being betéeen the nurses at the nursing stations and
the doctors in the“secondary hospitals where the orientation is solely
curative. The gctivity of the nurses 1s in fact determined by the poIiZies
of the secondary hospitals. In addition, the DSC, the service responsible
for public health is not located in any of the communities and has little
first hand understanding of the nature of the health problems in the
communities. Links with the environmental services are even more uneven.
As with public health in general the environmental health infrastructure
is almosé nonexistent and there is virtﬁally no connection betweeﬁ the
medical curative sector and environmental health. The result is very
little in the way of preventativg serviced and no public health education.
Consistent with the approach in biomedicine the explanation by

medical personnél for the high'rate of illness among Cree children is traced
to the individual. But in the Cree example our data indicate’that the
high incidence of disease is thought by the nurses to be an intrimsic part
of a person's Creeness, the result of the 'bizarre and umsanitary living
habits of the people'((lnterview’IS;). In addition because of the constant
utilization by~the-Crees of thé health services the hospital health workers
have ' assumed that, like children, Crees are totally dependent, unable to
take responsibility for their illnesses and unwilling to assume a role in
their prevention. Cree health problems are hence said to be the combined
result of Cree backwardness and negligence and of the unwillingness of
Cree mothers to care for their children.

The way they live with all the children sleeping

together, crowded and dirty - that's wﬁ& they're

always sick. The mothers don't want to take care

of their children, instead they expect us to look

after them whenever they're 111. R
(Interview 158) )



\ N 120

Consistent with the overall pattern in biomedicine the little there
is in the way of prevention in the Cree communities is algo directed at
the individual. Vaccinations are done as is the occasional cheening for
T.B. Since disease 1s traced to the individual rather than to the larger

o~

economic and politicaI‘Qeterminants interviews with' the nurses indicate
that prevention is usually thought to be synonymous with health education.
Within this view of prevention, for example, children do not succomb to
diarrhea epidemics because sufficient funds werevnot allocated for an’
adequate water and sewage system and decent housing but because people

do not store waste or clean' their houses properly. Discussion of measures
to prevent further outbreaks are then confined to teaching the people

about 'proper' water and food storage methods, how to 'use' the bathrooms

or outhouse and how to clean the house.

Social Relations in the Biomedical Encounter

Aé we shall see in the medical encounter biomedicine is also linked
to capitalist social formation through common social relations. The domi-
nant feature in the medical;encounter in biomedicine 1s the hierarchical
relationship between health worker and p;tient, Hierarchical relations
characterize the medical encounter in many societies, the difference being
that in biomedicine stratification mirrors the inequality and divisions in
capitalist social formation - that is, it is mediated along class, ethnic
and gender lines. Aggravating this is the hierarchy in relations implicit
in the biomedical definitions of disease, themselves the result of their
aftecedents in capitalist socia} formation.

To begin with, a power differential between native peoplé and whites

in general in Cree communities is implicit by virtue of the presence of

the latter in the communities. Regardless of their personal qualifications
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whites have privileged staéus in the North.2 In the settlements primarily
as agents of the welfare state their duty, whether as nurses, teachers,
governmment representafives, etc., is to raise the standard of living or
to induce culture change. Drenched in authority, theilr presence 1s pre-
dicated on teliing the people how to improve their lives. Relations with
native people hence, have been relaiions of tutelage in which the natives
must defer to the 'superior expertise and status' of whites in order to
assure access to the goods and services controlled by the whites (Paine
1977). Just as the colonized are devalued, the colonizers are privileged:
the latter earn a larger income, live in better housing and rarely asso-
ciate with the natives except in their capacity as 'public servants'.

The ethical and technical standards derived from the biomedical model
of disease further compound the hierarchical relations between white health
worker and Cree patient. According to the biomedical approach to disease,
pathology is equated with the agent which wost ilmmediately impinges on
cell structure and function. The anatomical and physiological systems are

tested for the presence or absence of disease according to specific tech-
-X\

[3

nical and medical codes, with statements by the individual patient about
his/her condition accorded relatively less import (Kahn 1978). Good care
then corrésponds to the technology, the drugs, the expertise which can best
rectify the situation. Moreover, in medicine ethical standar?s presuppose
that trust be based on efficiency and competence. In contrast to that of
the Crees it is a professional model which does not require involvement
with the patient.

Emphasis on technical codes obviates the need for compaséion, for
coricern, for individual care, fo; personal cortact. In fact the individual

¥s often seen as an inconvenient intermediary between health workers and
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the‘pathogen. Respondiné’to thiél'inconvenience' is the authority of the
,technical expertise and skill of the ‘health worker which demAnds that the
patient relinquish control over his/her body ~Fhig is a
. saurce of social stratification in medicine

in which people surrender control over their body

to a more knowledgeable individual. Health workers

exploit the competence gap by purposely withholding

T information. The cqmpetence gap is a structural

factor which keeps the people from acting like equals,
(Waitzkin, and Watetman 1974:19)

The upshot is that medical personnel exhibit a gteater interest in dis—
pensing mediciye and chwarting communicdtion, generating relations which
are pregnant‘witp|condescengion and ghiéh aré pgtrgnizing. MQteéqe; the .
reticence to communicate inbreases‘depeudegcy,as little inforpationyabout
disease prévention, or cq;trolling the di;easé éhen it does a;ise, is
forthcomiﬁg, To illustrate the minimal iﬁp;rtance httribﬁtedntO‘communi—
ca&ion between medicai pefﬁonnel and patieéts little gffortAis made to

assure that medical personnel in érée comnunities speak English, the
second language of the Creg.

Patients in general, wheth;r~white or native, find tﬁe paﬁronizing
air and lack of commqpication with medi;al personnel an anathema. But
bécause of the subordinate and perifberal position of the Crees the con~
tradictions in biomedicine are exacerbaéed. Cree patients are reacted to
with a mixture of discomfort an§ disdain: Living differently, behaving
differently and frequently 111, health workers conclude that Crees are
always sick because of their tenacious adherence to backwards customs,

As stated earlier, since they relate the high rate of illness among Cree
children to the 'bizarre' and assumed 'unsanitary living habits of the Cree'

they conclude that there is very little which they as medical personnel

can do until Cree change their way of life. And because of their frequent
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appearance at the hospital, health ;orkers there have assumed that Creés
lack the will to be self-reliant widening yet again the schism between
health workers and patients.

In a system which already suffers from lack of comg?nicatiqn and
hiefarghical relations these perceptions by the health workers sharpen
the distance between health worker and native client. In this context,
there is even less inclination to communicate or encourage health promo-
tion with the mother as they think that she is both incapable of under-
standing and not interested in accepting responsibility for her children.
In consequence they offer little §n the way of service or explanaﬁion,
assurance or sympathy. The result is a personal service dispensed with
little personal contact.

By way of summarizing, the links between capitalist social formations
and the biomedical system are reallzed“in a number of ways. As just dis-
cussed above contradictions along class, and ethnic lines issue directly
'from the definition of disease and relations dominant in biomedicine in
general, In the Cree exampie this means that they are compounded by the
subordinate and periphgral position of the Crees in development, a situation
which ascribes the Crees to an inferior position with whites in-general
(with teachers, government officials, etc,) and not just medical personnel
in particular., The manifestations of capitalist soclial formation in the
meaning of disease in biomedicine as practised in Cree communities are:
the emphasis on the individual and the exclusion of society from the etiology
of {isease, emphasis on the curativé rather than a°preventative approach,
and the idea that the traditions and practices of ethnic groups and the
working class are a potential source of disease. " And the presence of

capitalist social formation in the relations in the medical encounter is

3
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reflected by the hiera;chical relations between health worker and patient,
and the lack df_communication between health worker and patient, increasing

K

‘the dependence of the latter on the former.

§pecificity in the Biomedical System

While bearing the contradictions of capitalist social formation bio-
_ _ medicine's relationéhip to the latter.is not one of mere reflection:
It is poasible, indeed likely, that the relationship
(of the different components of social formation to
capitalist social relations) is a variable one,
different at different periods of history and
according to the type of cultural production concerned.
(Lovell 1980:235)
| The point is that capitaligt social formation does not intrude to the
same degree and in the same way iﬁ‘all the elements qf social formation,
and indeed within medicine itself. For instance, while biomediciﬁe is
dominated by capitalist priorities, medicine in James Bay as elsewhere
in Quebec, is different from other capitalist institutions in that it is
a service funded by the State rather than being a straight commodity
producer.

What we are brimarily interested in in this section i3 the specificity
of medicine -~ the specificity as it concerns meaning construction in dis-
_ease diagnosis and temporality. For although the paradigﬁ in which medical
knowledge is produced 18 circumscribed by its antecedents in capitalist
social formation, disease diagnosis and etiology as well as many of the
particular techniques and practices specific to medicine also have their
own internal logic. Not only does some of the rationality:in science
exist independently of capitalist social formation but the intermal logic

in the medical definitions and knowledge is not stamped equally by the

contingencies of capitalist social relations. Regarding temporality we
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shall see that both the context in which medicine is practised and the
particular period of medical history can also fuel the relations and
ideology in medicine. The following two sections then represent our investi-

gation of Proposition 2.

Temporality in the Bigmedical System
\\\

, In this section\ﬁé will see that fhe telat%pns and content of bio-
medicine at this point in its development are also shaped by the power
wielded by the medical ﬁrofessibn and by the context in which medicine is
practiéed in Cree communities.

Although the government has been subsidizing health care in Canada
gsince 1948, socialized medicine haé only affected how medical bills are
paid. If anything, the National Health Grants Programme of 1948 and Quebec _
Medicare of 1971, through the increased allocation of funds to;ﬁospitals
have reinforced the power of the medical profession and in particular the
power of the corporations of physicians. This in conjunction with its
organizatioﬁai control over large numbers of social and technological
workers and its control over a vital service means the preeminence of

‘medicine now surpasses that of other professions (Friedson 1976:5).

By virtue of.this position medical workers in Canada have deﬁanded v
and obtained formal and legal autonomy over health care, They define the
terﬁs and content of their own work, they play an important role in the
evaluation of health care and by assuring that they are the sole source
of medical aid, the profession directly in{luences the demand for iés
services, They also define the nature of the relationship with their
patient. It is authoriﬁérian but mediated by gender, class and ethnic
group. The upshot of ,the hierarchy is that the'biom;dical worker claims

full authority and expects the patients to fully acquiesce to his/her
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judgements. In addition to the differential between patiené{ané medical
worker there are other important consequences for the Cree cdmmunitiés of
‘the control by physicians. Namely because the emphasis in medicine is
almost é%cluai?ely on curative care, the hiatus between prevention and
curative medicine is widened and diseases requiring technological inter-
vention are accorded more lmportance than the diseases impinging on the
Crees, the diseases of un&grdevelopment and poverty. At this level the

[

biomedical system reproduces the relations and ideology which medicine
shares with social formation. )

Context also has an effect on relations and ideology in medicine,
with nursing station medicine differing from the medicine practised in the
hospitals. As stated earliér there are hospitals at Chisasibi and at
‘Chibougamau, and nursing stations in all the other settlements. Whethe;
dispensed through the hospitals or the nursing station nurses are the main
source of biomedical caré for most Crees. \

Discussions with the nurses reveal that they come north with good,
although ill-informed intentions towards native people. Wh;&é few plan
to make long-~term commitments to'the region, as prqfessicﬁéis most genu-
inely intend't; offer what they think is a good service. Before arriving
at their postings, however, very few are given concrete information about
how the pgople live, the conditions in the settlements and the problemé
they are likely to encounter. Language differences, exacerbated by a
professional role which precludes close relations (i.e. through no home
visits, a limited communication in the medical encountér) with Crees creates
an immediate distance bewteen the two groups. )

From the outset the-nurses in the communities where there are hospi-

tals, retreat intgo the white community where what Ehey learn about native

LY
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people is from whites who are as removed from the Crees a; they. Within
this context their attitudes to native people are shaped. 6ur data indi-~-
cate that biomedical personnel in this context (like other whites in these
communities) stereotype and stigmatize the Crees in a manner consistent
‘with that suggested by Szwed (1975) whereby physical, moral and-behavioﬁral
characteristics of the Cree are exaggerated and th:an Jjudged as inferior. 1In
the medical encounter the stereotyping translates into an undisguised
infolerance and contempt for the natives' cognitive systen. Finks between

medical personnel and the Crees, already tenuous because of the nature of

biomedicine, deteriorate. There is no impetus to learn English, forge

closer relations, or understand the nature of disease impinging on the Crees.

In this situation the meaning of disease and hierarchical relations are
reentrenched. \

In the communities which just have a;;ursing station a different
situation occurs in that medical ﬁersonnel are both less isolated and more
sensitive to the people. They quickly become aware that standard medical
practice must be broadened to incorporate the annual cycle of hunting,'N
fisﬁ}ng and trapping and to address local problems, In the process of trying
to ameliorate some of th; obvious deficiencies in-Lhe biomedical system
they modify certain aspects of biomedical ideology and relatiomns. To
facilitate communication those who do not know English try to learn on the
job. Acknowledging the annual cycle of the Crees they try to schedule
their activities to incorporate the influx of people p%eceeding the ﬁeriod
when the Crees go into the bush and following the time when they return.
They also-quickly become aware of the need for preventative servi;es to

deal with the disease profile and demographic characteristics of the Creé

population. Limited by lack ¢f personnel, time, training and equipment

.
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their desires to introduce public health and health education programmes
are thwarted. And relations between medical personnel and tl;e Crees in
the aursing station are said by the people to be more sympathetic and
friendly than at the hospital.

The modifications introduced to biomedicine by the medical'personnel
at the nursing stations narrow some of the contradictions in biomedicine.
The _pe:ming of disease has been expanded to include a’ prevention component,
the hierarchical relations bétween health workers and patients is reduced
through improved communication and closer contact, and the“organization of
services acknlvwledges the Cree annue;l cycle. But the contradictions in .
medicine inhere nonetheless. Rather than addressing the prpblem of the
political and economic determinants of disease, etiolog}; continues to be
traced to the individual. And although compassion and friendliness charac-
terize relation'é bétween the participants of- the medical encounter this
does not substantially alter the fact that very littfl.e medical information
is disseminated thereby perpetuating the dependence oﬁ biomedical personnel.

In short, despite the fact that curremt power of medicine allpws it
to set the terms and relations of its work it does so primarily withit; t:heﬁ
parameters set by the relations and ideology of the larger social formation.
Well consol.idated in the_ medicine practi;ed in the James Bay hospitals,

these relations and ideology are slightly modified in the communities

where the primary responsibility for health care is the nursing stations.

Codes of Disease in the Biomedical System

To the diagnosis of specific diseases the biomedical system applies

its own system of codes which may function independently of or in concert

_with the ideology of capitalist social formation. It is primarily in the

construction of individual disease codeﬁ, however, that biomedicine exhibits

(574
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characteristics which are determined independently of social formation.

The data referred to below are based on interviews and conversations
with nurses at the hospital in Chisasibi and at the nursing station in
Mis.tassini about how they interpret specific disease symptoms. In parti-‘
cular, I was interest;ed in their diagnosis of the five most commonly.
occuring disorders of children: otitis media, skin infections, fever,
gastroenteritis and respiratory diseases. It should be tga'de clear that
the data were derived from discussions with and no\t from direct observation
by the researcher of biomedical practitioners at work. Their statements
were verified by comparing their remarks’ with the accounts given by ;he
mothers-of Creye children who had used their servi\.ces.

My data indicate that the logic which underlies the meaning of dis-
ease 1n the biomedical system in Cree communities is predicated on the
interplay of three principal ingreditents: the age of the patient, the
symptoms and a medical standard. Pediatrics texts, community health medicine
and epidemiology suggo.;.st; t:i:at a fodréh ingredient: context, may also play
a lc'olew in contributing to the severity of rproblems. For instance standard
of 1iving and envirommental conditions are said to affect the rate of
mortality fr?m g;stroenteritis, while previous disease and nutritional
status have been found to influence the likelipood of complications from

respiratory infections. )
According toh.the m%rses, because children are more susceptible to
’inbalancesv during infancy than during latl:er‘ childhood the age of the child
is an important fact:or i.;x the interpretation of symptoms. The data also
indicate that symptoms are interpreted as diagnostic signs in so far as
they conform to culturally approved criteria for detecting disease. The

culturally approved codes upon which the aurses base their judgements are

.



Medical Codes and General Codes.

Medical Codes, based primarily on ;igns produced by experimentation
in molecular biology, are disseminated via medical texts or within the
medical context both of which define the various manifestations of p;mm
logy (Engel 1977). The General Code which usually consists of the' verbal
report by the patient of his/her symptom, is constituted by the medical
signs predominant amongst laymen in the society in question (Kahn 1978:19).
These medical signs are usually based on changes in physical appearance,
or alter\ations in feéli\pgs, functions and behaviour (Engel 1977). The
nurses suggest that as members of their own society they are cognizant of
their society's shared General Code but they place more credence on signs
which \have been defived from the Medical Codes. 1In a situation where the
b;.omedical system has been transplanted and where medical practiti;)ners
have nbL been socialized into the same society, such as in the Cree commu-
nities, the General Codes of the indigenous population are considered the
least reliable indicator of health and disease.

Based on interviews with the nurses it appears that the relative
importanceé placed on age, symptoms, and medical standards varlies according
to the disease. With otitis media and skin.infections the existence of the
p#thoge'n as detected by means of the Medical Code is thought to provide
sufficient proof of disease. Age is not considered a factor in determining
the presence of either of these diseases. _Our data indicate on the other
hand, that age, Medical Code and n:edice71 gtandgrd inform the initial inter-
pretation of fever, gastroenteritis an:i respi-ratory disorders. Alt;hough
fever and gastroenteritis are associated with many diseases, have a number
of possible etiologies, and could require a range of treatments, d:&agnosis

is frequently limited to how-the age of the patient and his/her symptoms
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compares to the medical standard of what is appropriate for the age group.

— Accordivng to the nurses in actual practice, coantext, the fourth
ingredient is usually excluded from meaning construction. They say that
although biomedicine alludes to the role of the context, with the focus
on understanding the pathogen in terms of the Medical Code there is little
effort to incorporate living conditions or environment into the construction
of meaning. Interestingly, however, the nurses state that by adhering to
their indices of disease they often misread the symptoms. For in the Cree
communities many of the children's disorders which, according to the
indices of biomedicine, should k}ave just had a minor impact have very
quickly become serious. They zs/ay that without years of experience in the
communities during which time they can rectify their training their diag-
nosis is often inadequate. As it stands now, they know that Cree childreq
in general succomb quickly to disease but they do not know how to incor-
porate /this knowledge into their diagnosis of individual patients and
specific symptoms. I;x short, while their Jtexts portray ideas about the
varjious factors which should be considered in the treatment of disease
t:he;y are not provided sufficient information to adequately do so.

As 1 did with the Cree medical system I shall use the semiotic
orientat'ion to examine the dynamic between the three main components in
the biomedical codes of disease. To reiterate, semiotics attempts to
explain the activity of ‘signs in relation to their syntactic, semantic and
pragmatic functions. The bi~omedical system has often been accused of
confining diagnosis to the semantic function, and in particular to the
"semantico-referential signs. My data from James Bay indicate that the
interpretation of disease by the biomedical system i‘l’:l Cree communities .

involves all three sign functions but that the semantic and pragmatic

!
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fupctions reflect anarro;cver range of meaning than they do in the Cree
medical system. And as we shall see, the semantic function in the bio-
medical system lends by far the greatest weight to the diagnosis.

The syntactic function, which examines the relations betv;een signs,
explores that aspect of meaning which is derived from the simultaneous
occurrence of a number of diagnostic signs. Having established whether the
signs in the cluster exist because of one another, only in association with
one another, or independently of the o'thers, biomedical diagnos-

ticians then attempt to determine their semantic function - that is what

"the sign or sign cluster designates. The emphasis in the semantic aspect

of meaning in biomedicine is on the distinctive, biological

features, or the semantico-referential characteristics. But rather than
concentrating on the consequences of the signs, as discussed by D'Angrade
(1976) or on the symbolic aspects as Good (1977) medical personnel remove
symptomology from the social field of the patient. Of interest to the

health workers is not the connotative ingredients of disease, its perceived
seriousness, or the social and symbolic context, but instead the distinctive -
that is, observable or measureable - features of the pathogen.

Although most of the attention in biomedical diagnosis is placed on
the syntactic and semantic relations, the two ar;z frequently amalgamated
with the pragmatic function, with what the sign means to the usex", to pro-
duce the total meaning of disease, Through pragmatics context is inserted
into biomedicine's interpretation of symptoms but the elements it considers
sufficient to constitute context is limited. In the pragmatic assesgment
of symptoms the age of the patient 1s incorporated into the analysis-but
our interviews with the nurses reveal that the disease profile of the

individual and the community are not included. In short, while the semantic
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boundaries of illness are not impenetrable they do not allow a wide range
of external input.

Ihe limited semantic and pragmatic functions in biomedicine obtains
a static process of Qeaning construction based on the synchronic charac-
teristics of the symptoms. Emphasis on the synchronic is reinforced by
‘two additional aspects of biomedical diagnosis. Firstly, diagnosis
according to the medical history of the patient or horizontal inference,
is achieved if the long term medical records of the patient are consulted.
Records have not been kept of the complete medical history of the Crees -
a medical history which in the case of many Cree children is punctuated by
severe and frequent episodes of infectious disease. Secondly, through the
exclusion of the General Code from diagnosis the credibility of the patient
is denied thereby obviating the communication between health worker and
patient and the possibility for reconstructing even an abbreviated mediggl
history. With little communicatioﬂ between medical personnel and patients
and with little interest in the General Code, statistical norms relevant

in an all together different context, or vertical inferences, provide the

framework for most analyéis.

Summary

Applying Proposition 1 to the concepts of disease aud-relations in
the medical encounter we observe that biomedicines' 1links wigh capitalist
social formation are manifested by medicine's hierarchical relations based
on class, and ethnic grouf. The links are also reflected through the
etioldgy of disease which expunges society from definitions of disease and
through the treatment of illness, treatment which focuses primarily on
curative, individual care. As regards the specificity of the biomedical

system, oOr Propoaition 2, we see that despite the power of the medical
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profession to set the terms and relations of its own work it-does so
within the parameters of capitalist sccial formation. In the Cree
communities this means that it reproduces the relations and ideology of
capltalist social formation.

The biomedical system does not bear the stamp of ca?italist social
formation alone, however. For in tge semantic and pragmatic functions
of disease biomedicine expresses its own system of logic which may func-
tion either independently or in concert with capitalist social formation.

In the Cree case, however, to the extent that context is omitted from

the diagnosis, the codes are inextricébly linked to social formation.

FOOTNOTES C‘? v

1Public health adtivities have not been entirely absent: There is
an effort underway to assure that children are immunized, and the people
are being screened for T.B.

7
2With the development of native control over the administrative
structures in northern Quebec the relative status of whites on reserves
is changing.
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CHAPTER V

THE ARTICULATION OF THE CREE AND

BIOMEDICAL SYSTEMS

Introduction

~

Now that I have examined the Cree and biomedical systems respectively
the task remains to examine their confluence. I am particularly interésted
in the reaction of the Crees to the interface. The analysis’of the con-
junction of the two systems, and in particular the definitions of disease,
the relations in the medical éﬁcounter and the incorporation of biomedical
treatment centres on Propositions 3 and 4. Proposition 3 is concerned
with the reproduction of medical systems. The hypothesis is that day-to-
day exPerience in social formation constitutes the basis for change but
thg direction of change is circumscribed by the location of the medical
systems in social formation. Through a discussion of the interpellation
of subjects I postulate that developments\ﬁn both the popular medical
system and in the biomedical system occur in response to local conditions
" but as change is shaped by the structural antecedents of the two systems,
the discrepancies between the two medical systems inhere. The
interpellation of gubjécts refery to processes by means ¢f which the
' political, educational, familial| religious and economic structures in
social formation transform individuals into subjeéca,that is into the
bearers of specific ideologies, relations and knowledge (Laclau 1977).

7

In this case the result of interpellation is two campeting views of how
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the medical systems sheuld be designed.

The 4th and final proposition concerns the Crees' interpretation
of the biomedical system and their conception of what the medical services
serving them should entail. It takes up where Proposition 3 left off.
Whereas Proposition 3 maintains that, bounded by the parameters of'social
formation, change is generated as a consequence of the active nature of
interpellation, Proposition 4 suggests that experiengce in Cree socilal
formation does not exhaugt tye Crees' conception of what the medical
system should include. Moreover, it posits that in the process of inter-

pellation, in the midst of day-to-day experience, people do not necessarily

¢

Krecognizerall the contradictions with which they must contend, nor can

they specify all their hiatdses of knowledge. Hence, while groups demand
that institutions recognize their interests and conform to thelr experience
they do not necessarily imply éhat the knowledge based on experience in
social formation is sufficient to completely constitute their model of
improved health services. nThe point is that the Crees' vision of medical
services ié fuelled not only by a celebration of Creeness and local common

sense but an awareness that the popular medical system is also punctuated

by gaps. Through a discussion of Cree breastfeeding and infant feeding

practises this chapter will also illustrate the Crees' use of biomedical

treatments, methods and pharmacopoeia.

Maintaining that individuals are not passive reciplents of soclal
structure I will first identify the processes and locus of change 1in the
Cree and biomedical systems, Following this we will turn to a discussion
of the articulation of the two medical systems and the Cree reaction.

To address these issues attention will be focused on the relationship

between human subjectivity and experience.
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Interpellation

I begin ;1th Proposition 3 about change and experience in daily life.
In order to establish the structural and conceptual differences between
the Cree and the bilomedical systems I have pregented the interpellation
of Crees and health workers by their respective systems as unproblematic.
This was done with a structural analysis of the medical systems, an analysis

which also served to demonstrate the grounding of medical systems in social

formation. While the structural explanations may account for similarity

‘within groups it does not explain the ongoing processes of change and

reaction in day-to-day life. With our data, emphasis on the material
conditions alone does not explain the processes of change in medical
systems alluded to in the discussion of temporality in Chapfers IITI and
IV, nor does it explain the reaction of the Crees to the biomedical system.
Comprehension of the chaﬁge and reaction requires a more dynamic percep-
tion of the relationship between human subjectivity, strgctural relations
and the development of knowledge.

For Althusser (1971) the element linking subjectivity to structural
relations is ideology. In his formulation ideology constitutes individuals

as subjects through a four-step process of interpellation in which the

subjects' acceptance of their subjection is guaranteed:

Ideology acts or functions in such a way that
it recruits subjects among the individuals (it
recruits them all), or transforms the individuals
(it transforms them all) by the very precise
operations that I have called interpellation or
'‘hailing, and which can be imagined along the lines
of the most common every day police (or other)
hailing: Hey you there!
. (Althusser 1971:162)

Central to the historical materialism of Althusser is a critical

isomorphism between the structure of material life and the structure of a
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society's thought. Within Fhis paradigm the structural mechanisms of
social ﬁofmation, attribute& with an existence independent of the will
of the people, are perceived as the active historical ingredients (Seidler
1980) . Because Althusser maintains that experience and subjectivity are
imposed by social formation there is little recognition of the processes
of change within social formation. A fundamental feature of dialectical
materialism on the other hand presents culture as the site of struggle
and change. Plécing the emphasis on conscious choice, active will and
the role of human agency, dialectical materialism is critical of the
Alghusserian exclusion of subjective experience which it maintains is the
primary méchanism through which subjects enter history.

The pivotal point in the dialectical approach is the active nature
of the development okanowledge, Several workers have theorized about the
relationship between knowledge and experience in a way which_ignds meaning
to our data. As postulated by contributions from Soviet linguistics and

t

psyéhology the leap from experience, from the sensory,lto the rational
is produced collectively in the context of group practice. Volosinov
(1973:21) suggests the term»'sogial purview' to describe the resonant
spacde into which the spetific elements "of reality enter and are endowed
with meaning. The social purview of a group takes in the material prere-
quisites for its own reproduction, the social relations in which this is
accomplished and the symbol systems of the group. b

Refining this is the work of Willeman (McDonnell and Robins 1980:175)
which posits that although the experience of the individual as determined
by his/her place in social formation will influence the kind of ideologies

and khowledge they encounter, this knowledge is not necessarily grasped

in its entirety - that there could be but partial recognition of the
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knowledge of the group. In addition, from the research of Vygotsky (1962:
68)":1'.11 child development we learn that the concepts’ derived from cognitive
processes although obtained through gro'up practise, are not ossified,
changeless formations. Insgtead, (Vygotsky suggests that ¢toncepts are
changed as a result of problem solving. To this E.P. Thompson (Anderson
1980:28) would add that knowledge is also acquired by living through
unheralded processes, 'through vicissitudes and calamities', the impli-
cation being that experience inspires a rational assessment of the situation.

From this I propose that partial recognition and problem solving
constitute the processes which influence the extent to which the social
purview, the discoursive resonant space, is filled exclusively by the
knowledge and ideology of the grou};. I will now apply these processeé
to the disjuncture in knowledge and ideology in the Cree arid biomedic_al
systems.

Beginning with, the Cree situationl we recall the vitality of the
domestic mode in continuing to structure relations both within the sub-
sistence sector and without, As disclosed in Chapter III our data‘ indi-
cate that these relations, the dual modality of sharing and self-reliance
and cooperation and autonomy, also dominate relations in the medical

’

encounter ‘and some of the definitions of health and disease. There is,

L

by way of contrast, much less uniformity in the degree to which Cree
medical knowiedge - that is the local pharmacopoeia, techniques, codes
of disease and etiologies - informs the current Cree medical systen.

I account for the uneven application of Cree ideology to the defini-
tions of health and disease and the jagged awareness /of Cree medical know-
ledée in the following manner. Although the JB & NQA has rgsulted in

/ .
more people spending more time in the bush where the oppoz:tuhity of
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encﬁlturation is greater there atre not the same (or the equivalent)
links in the bush and in the settlement reinforcing Cree medical ideology
and knowledge as there are reproducing the social relations of the domestic
mode. Buttressing the social relations of the domestic mode in the bush

and i the communities is their importance at many levels of social

b

organization. In contrast, the relevance of the ideology and knowledge‘of
the popular medical system has been eclipsed by the debilitating infec—
tious diseases of the 20th century against which the popular medical
system could provide very little dgfgnse. In addition; relations between

geﬁerationé are truncated as the children are spending more time at school,

and less time in the company of the people who are cognizant of the Cree

medical system. Situations arose and continue to occur in which the people
were, and are, unsuré how to apply the bgpular medical system. Many are
unsure about the extent-to which the popular medical system can even be «

applied to some of the problems, In comparison the treatments of the bio-

medical system have often appeared to be far more effective. Exacer-

bating this is the facp fhat Cree meditines are relatively more difficult
to pr6cure.

There are exceptions of course. Goose hunting, a twice annual event
providing some ofi the Cree with a year round supply of geese, continues
to be the source of a medicine yhich is both accessible an& thought to
be effective in the treatment of sore ears. In addition, many of the
codes which the people apply to the interpretation of disease also continue
to be distinctly Cree as advice and information is not disseminated by
the nursing station and hospital staff. Fuelling the credibility of the
popular medical codes is the fact that some of the codes (i.e. for gastro-

’

enteritis and respiratory disorders) have been more effective in diagnosing
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the symptoms of potentially, dangerous diseases than some of the codes

of biomedicine. On the other hand, because of biomedicine's successes

in treating illness, and because of the decreased transmission of medical
kncwiedge and the reduced credibility of the traditional medicines the
little advice forthcoming from biqmedical’personnel 1s ascribed much
importance.

. While Crees are emotionally attached to the land and to Cree culture,
partial recognition of certai; aspects of the cultural heritage and dif-
ferent approaches to problem solving impinge on the sovereignty of Cree
culture. T;e processes df interpellation in the currentdcontext have
resulted in Crees qontinuing to adhere to the relations and some of the
ideology of the popular medical system but not to all the medical knowledge
(i.e. the pharmacopoela and techniques). The net result of these factors
is the incomplete transfer of Cree medical knowledge and ideology. The
effect 13 the domination of the present Cree medical system by the rela-
tions and ideology othhe domestic mode and the widespread incorporation
of biomedical treatmenté.

At the same .time change has occurred in the biomedical system as
practised by the nursing station personneli The same processes of problem
solving and partial recognition are at work here. Being isolated and

having closer contact with the Crees they are more inclined to reevaluate

the conventional roles in the medical encounter. And the combination of

N .
care inspires a greater interest in understanding the problems in the

close contact with the people and full responsibility for local health

settlements. In the process they often become acﬁfely aware that their
formal training and specific mandate for health delivery is inadequate for

the task. Regarding the understanding of disease in the Cree communities
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it is thought that the medical codes should be expanded to include the

+ context component. And in the face of reducing the high rate of infectious

disease their conclusion is that the most obvious gap in their knowledge
and mandate is in the area of public health and health education.

As discuséed in the ;ection of Chapter IV on specificity the upshot
%s that relatdions in the medical encounter are modified but not transformed
that is nursing station personnel are more f;iendly but not more informa—
tive. Health education pfogrammes as conceived of by the nursing statioh
personngl continue to stress the responsibility of the individual and not
the important area of social medicine. Needless to say, total control by
the secondary hospitals and lack of adequate funding thwarts the imple-
mentation of public health programmes despite interest in them 5y the
nurses. And there is no clear idea how to incorporate context intc the
diagnosis of specific disease episodes. The situation with health prac-
titioners at the James Bay hospitals is even worse. Being furéhef removed
from the people and having a clearer mandate for ;uvative.me&icine the
hospital has been insulated from the self-criticism of theonursing station
personnel.

In.summary then, as p&stulated by Proposition 3 the prg;ess of
interpellation by the medical system is a dynamic one involving problem-
solving and partial recognition of the dominant ideology and knowledge.

As a result of the active nature of the constitution of subjects,(goth of
the medical systems in the Cree communities have undergone adjustments.
Both systems concern themselves with the health problems of the same people,

in the same place, at the same juncture but even with the changes each

continues to be structured differently. The approach to amelioration by

P

nursing station personnel, while an improvement over no interest at all,

)
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is restricted by their formation in and ultimate control by the biomedical
system. The Cree medical system is also bounded by its determinants
from Cree social formation but current conditions have eclipsed the repro-
duction of much of the knowledge and’'some of the ideology.

The remainder of the chapter will detail the interface of the two

systems.

* Articulation

Because medicare removes the economic barriers to obtaining clinical
health care, the government claims equality in the Canadian health services
(Crichton 1981:244). Suc%. a claim overlooks ths:, fact that the biomedical
services are neither equally distributed, nor are they organized for local
effectiveness. Moreover, in exporting biomedicine to.native groups in
general and to the Crees in particular there is no provision for incor-
porating the special needs of the people — as if one standard approach to
medicine is sufficient for all. Nor is there any acknowledgement in bio-
medicine of the possible existence and relevance of local systang of
medical thought; Rather, the tendancy is‘ to assume either that the

re;eiver group has no medical system of its own or that its meﬁical ideas
are so thoroughly steeped in superstition that they shoﬁq be ignored. |
As characteristic of the biomedical system in general then, the Cree user _
is almost completely ignored in the plamﬁ,ng and implementation of services.
The result is that the health services are accused of being blind to some
of the physical and psychological needs of its clients .L

Proces?es of'interpellation of the Crees by the popular medical system
play a mjorrid;g in informing the Crees' perception and use of the bio-

medical services. I-will address the articulation of the Cree and bio-

medical systems in terms of the (1) definition of disease and relations

'

£

K]
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in ‘the medical encounter, and (2) the incorporation of the treatments of
the biomedical system by the Crees. The first is the domain where there
is the most continuity both within the Cree medical system, and between
the popular medical system and the relations and ideology of the domestic
mode. The second 1s the area where there has been the most change, where
the knowledge, ideology and relations of the domestic mode have had the
least influence. To illustrate the latter I will use as an example
breastfeeding practices among the Crees.

Engaging with Proposition 4 about the nature of the articulation
this section argues that experience in social formation catalyzes and
moulds the Cree conception of how the medical system s;rving them should
be constituted. Experience does not however automatically equip them to
recognize all the contradictions in the biomedical system nor does it
immediately enable them to identify some of the crucial areas in children's
hea%th where change should occur. .

In order to interpret the Cree response to the biomedical system I
call upon, but qualiﬁy, the work of Gramsci (1973) and E.P. Thompson
(Andersop 19805. Gra;SCi's divigsion of experience into three levels of
response 1is useful for illustrating the Cree perception of the articulating
medical systems, Within his paradigm the first level consists of a common
sense résponse, the second 1s composed of an awareness and criticism of
the situation rather than passive acceptance, aﬁd the third is made “9239

,8elf-reflection, that is of a criticism of one's own conception. Gramsci
maintains that knowledge based on a common sense understanding will not
evoke the 'higher conception of life' necessary in the mobilization for

change., Instead, the impetus for change is traced to the critical rela-

4
tionship people develop .to experience. He goes on to suggest, though, that

R
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as people become integrated into the structure of the dominant group
(including the medical) they become aware of~the fundamental and episte-

mological conflicts. The consequence is the reevaluation, the challenging

of the oppressive elements of the larger system, and a desire for new
forms.

By the same token, E.P. Thompson (Anderson 1980:3) argues that the

_collective experience of a group is converted into consciousness by the

identification of their particular interests as against those whose interests
are different from their own. 1In the process, the ideology of the dami-
nated groups questions the fetishized appearances in capitalist social

relations. Fetighism is the form in which capitalist social relations

present themselves. 'It is manifested in such a way that tge relations of
domination, as derived from the social relations of production, are blurred
by the assumption that the forms of social relations are equal (McDonnell
and Robins 1980:164).

Applying the views of Gramsci and Thompson to the Cree reactions
to the articulation of the two medical systems we will observe that the
Crees exhibit both level one and level two of Gramscli's three levels of
response. We will see that their reaction to the treatments prescribed by
biomedicine (as in the breastfeeding example) conforms to level one, the
common gense response. Uncritical and unself-conscious, this component of
the Cree reaction perceives the treatments and the pharmacopoeia of the
biomedical system as the more efficacious of the two. Their response to
the social relations in the medical encounter, however, is one of sharp
criticism rather than passive acceptance. And their response to biomedicine's

definition of disease in situations where 15 qonflicts with their idea of

common sense (as with gastroenteritis and respiratory diseases) and places

e
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the health of their children in jeopardy also elicits‘sxrong condemnation.
- In their criticism of the social relptions, ideology, and some of

the codes of disease‘in the- biomedical system the Crees are questioning
the oppressive elements of the larger system, as postulated by Gramsci.
Similarly, as suggested by Thompson, they are rejecting its fetishism.
But to suggest that they reject all the oppressive elemedts or all the
fetishism is misleading. In discussing the nature of knowledge which 1§
derived from experience E.P. Thompson acknowledges that experience is
interpreted: in cultural terms, that is, through cultural traditions, valde
systems, ;nd ideas. And yet he goes on to imply that experience is suffi-
cient to ensure an adequate understanding of the subject at hand:

‘ Experience is valid and effective but within

determined limits: the farmer knows his Seasons,
the sailor knows his seas - but both remain
mystified about kinship and cosmology.
(Thompson cited in Anderson 1981:27)

This faith in the ultimate rationality of experience is questioned
by both theory and practise. Postulating that the historic location of
knowledge in a mode of prpduction and a particular technology defimits
how issues are resolved, Gouldner (1976) argues that the rationality of
knowledge does n;? reside in 1its practise but in the rules, in the intermal
culture which is acknowledged by the group as consistent and binding. This‘
being the case, the discourse could be internally logical but its con-

*clusions not pecessarily complete, logical or even the best for the circum-
stances,

In this situation this is palpabiy the case. Although the Cree
medical system is internally logical both in terms of its codes, its

expression of Cree social formation, and criticism of the biomedical system

my data indicate that the Crees themselves have decided that some of their
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own solutions to medical problems are not necesaafiig:complete, logical
or even the best for the circumstances. Furthermore, as the breastfeeding
data will indicate, subjective experience does not automatically identify
all the contradictions in the biomedical system. From this I would sug-
geségthat Thompson and Gramsci over-estimate the ;;ie attributed to sub-
jective experience in the interface of two systems. Rather the response
by the Crees to contradictions is 1nformea by subjective experience in
conjunction with the objective conditions within which it is rooted =~
a ;onjunction which results in some of the contradictions being more
apparent to the Crees than others.

In order to support these claims I shall proceed with a presentation
of the data dealing with the Cree response to the definitions of health
and disease in the biomedical system and to the relations in the medical

encounter.

Relations in the Medical Encounter

Until recently equality and reciprocity'were entertained by Crees
és the idiom of relations with the white man (Scott 1982:51). According
to Scott, .1f an imbalance of exchange was recognized it was expressed in
terms of the Crees being overly generous rather than the white man béing

"

greedy or unfair. The theme of reciprocity with the white man, however,

was said to have been severely strained during the 1930's. These were years

of severe game shortages, years when the H.B.C. reduced credit to the
hunters many of whom later starved in the bush. The later introduction
of welfare by the govermment was welcomed as a gesture which affirmed the

attitude of reciprocity (Scott 1982:53). The notion of the white man as W

an exchange partner in good faith, however,

[TV P
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. « » was ruptured by the James Bay.hydro project.
. + + The court actions and negotiations of the 1970's
featured an openly adversary relation of Cree and
government. Economic guaranteeS and benefits were
extracted with great difficulty, a general disgrace
from the standpoint of egalitarian ideology.
(Scott 1982:53)
The result of the court case over the hydro project was that the Crees
began to interpret their ideology of egalitarian reciprocity as the main
. cultural difference between themselves and the whiteman. While Crees
recognize the differences in ideology and relations between themselves and
the whiteman, they do not necessarily accept the pre-eminence of the rela-
tions and ideology of the latter in the institutions serving them. In
particular they definitely do not accept them in the biomedical system.
There is great dissonance between the biomedical and popular medical
systems ovef what should constitute relations between patient and health
worker. The conflict represents the impact of the three main determinants

14
of biomedicine on the Crees.1 On the ground this translates into a

situation where the dominant relations ;f the Cree medical system, auto-
nomy and cooperation, are contradicted and replaced by relations of domi-
nance and dependence. .

Ag mentioned earlier, the effect of the dominance by health workers
in the communities which are served by’nursing stations is mitigated by
extenuating circumstances which render the nursing station personnel less
isolated from the Crees than their counterparts at the James Bay hospita{g‘
The difference 1s that the relations with nursing station staff are more
friendly. The closer relations between Fhe latter and the Crees, vhile/
mnkfng contact more pleasant than at the hospitals, does not however

measureably alter the nature of the unequal relations in the medical

encounter.
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Using their ideology of egalitarian re;iprocity as a point-of
reference, our respondents note séveral disc;epancies in the relations of
the’medical encounter between the two medical systems. They state that
biomedical personnel, in contrast to the Cree healers, are neither as
available nor as cooperative as the Cree medical system espoéses. It will
be recalled that to the Crees healing is considered synonomous with helping.
The followiné experiences are hence in complete contradiction to what Crees
consider proper behavior for health workers:

The first time my baby had pneumonia I went to the
doctor for help. It was the middle of the night
and I had done what I could and what my mother could.
By that time the baby could no longer move or even
cry. We were very worried. When we went to the
doctor the nurse told ‘us that we could not see the
doctor until the next day and she sent us away.
(Interview 65)

A baby who is8 crying and crying could just be hungry,
or it could be indigestion but it could be much more
serious. A mother has to find out. She does not
want it to cry to death so 1if she does not know what
is going on the nurses should be ready to help her.

I can't understand why they just send her away with-

RN out looking at the baby first.
(Interview 57)

My baby was very sick. He had been having convul-
gions and I wanted to know what was going on. But
/ when I got to the nursing station the nurse said that
it was closed until the next morning. That's not”
the wvay you're supposed to treat people. I was so
mad that I kicked the door in and had to force her
to take a look at him.
(Interview 53)

In addition many find the relations in the biomedical system

patronizing and bereft of compassion. All decry the impersonality. But

‘it i8¢ "the absence of cooperation resulting from the lack of communication

-

between Crees and mfdical personnel which, according to my data, con-

stitutes the major problem in relations in the medical encounter. Problems
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with communication were registered in two ways. Echoed urgently time

and time again, the major point of contention was that biomedical personnel
do not show respect for the diagnosis by the Crees of their children's
disorders or take their expianations very seriously.

Sometimes the people will tell th nirges or
doctor what the child has and theyswon't listen.
They don't listen to what the people have to say.
In this way they don't treat the people very
well. They seem to think that we don't know
anything. .
(Interview 36) i

The nurses don't believe the young mothers. My
baby had been vomiting and vomiting but the
nurses doubted it. Then when they found out that
the baby needed an operation they had to believe
me.

(Interview 39)

The doctors and nurses seem to think that the ©
people don't understand anything. The people can
understand. We're the ones who have been watching
our children. We're the ones who live here.
(Interview 46)

Knowing that certain diseases have serious consequences and that infants

- 1iving in the settléments are particularly susceptihle EB illness, JSthers
say that they find it humilitating and insulting that they have to insist
that their concerns be taken seriously. °They fear that their children's d
health may be placed in jeopardy and resent that their knowledge of both
the problems in the village and the condition of their child is considered

insignificant.

»

The second major complaint is that medical personnel 'talk over our
heads' and give the people nothing in the way of medical information.

The nurses talk over our heads in Freach and won't
.tell us what they are saying. My friend was there
I with her baby who was sick. They were complaining
i about her. They were also talking about sending
( the baby out (south to the hospital) but they did
not tell the lady that. They didn't know that she
understood what they were saying. -
(Interview 30)
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Biomedical personnei ggg the Cr;es"interpretation of various
symptoms as ; major prob}em, but only‘a feQ oé the mothers interviewed had
been told why thelr interpretatipn was invalid and the consequences of not
changing it. This greatly interferes with the goal of C'r:e for autonomy
and self-reliance. All our respondents note that they are rarely ever given
any Information about the cause, nature, or prevention of the disease for
which they are seeking help. Some never are informed about why their child-

ren have even been hopsitalized:

I would like more information and explanations from
the nurses. _I don't like it because unless I really
ask they don't tell me what is wrong. Sometimes
they don't even tell me what sicknesses my children
have. They just give out medicine.

(Interview 29)

No one ever told me about running ears. I don't know

why they go like that with my little boy. The doctor

just said to give him the medication every time it runms.
(Interview 32)

I don't know what makes the babies sick. Nobody
tells us very much unless we really force them.
But most people are too shy to insist. .
(Interview 40)

People don't like to go to the hospital unless
there is something really wrong with their child.
We don't like the way the doctors and nurses treat ~
us there. We go because we are worried about our
children but we don't feel comfortable. Some of
the people are afraid of them. Sometimes they're
rude to the people. They don't tell us what is
wrong with our children when we do go to them.
(Interview 42)

Sometimes the children are put in the hospital and
we are never told why.
(Interview 44) -
In addition, all the respondents stated that they are never explained why
they should take drugs in the manner prescribed and what would happen 1if
they did not. And needless to say results of tests are never relayed to

them either. »
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Cree mothers, like mothers elsewhere, seek the he}p of biomedical per-

H

sonnel because their children are i1ill. From the health workers they want the
necessary medication but they also expect advice, assurance, respect and
cooperation. At a minimum they would like to be taken seriously. When

such respect 18 not forthcoming Cree mothers, again like their counterparts
elsewhere, are exéremely dissatisfied. The dissatisfaction is compounded on
the part of the Crees, however, by the fact that the relations in the biome- -
dical encounter completely coﬁtradict‘the precepts underlying Cree sggial rela-

tions. Cooperation and shi&ing is thwarted through the relations of ¥lomina-

.

tion, and self-reliance and autonomy are undermined by the lack of communi-
cation, The basic rules governing Cree socilal Behavior have been vioiated.

As a result of their experiences with the b£omedical system Crees
question the competence of many of the health workers, concluding that the
Cree villages are the dﬁmping ground for bad medical persomnel - for people
who are only interested in making money.

The nurses and doctors don't care about the people.

They're lazy. They just want to come here and make

money and leave. They don't care about anything else.
(Interview 31)

More serious than théé, however, many of the people become -afraid to talk.
to the medical personnel:

Ofren the nurses can speak English but they won't.
They talk French even though I can't understand. I
. dont't ask what is going on because I feel too shy.
Most of the time the nurses seem in a big hurry so
I'm afraid to bother them.
(Interview 32)

While we are at the clinic we are often afraid to
ask the nurses things. Sometimes because they seem
like they're in a big rush. It makes me shy and I
give up trying. Some of the people don't bother to
try because no one tells you anything anyways.
(Interview 46)
|

And, in certain cases, especially when dealing with hospital staff, Cree

-

©
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attribute the problems which they encounter to Indian/white relationms.
They interpret the 'being talked down to', the not being taken seriously,
not getting information or explanations and any other problem with the
4

medical staff as a plain and simple dislike of Indians. They are more
convinced that this is so from the following kind of experience: .

Even when Indians are in the waiting room and have

been walting for appointments they are kept waiting.

And 1f a white person comes in they are served first.

Each person should have to wait their turn whether

they are Indian or white. .
(Interview 35) .

While Crees cite their ideology of egalitarian reciprocity as the main
cultural difference between themselves and the whiteman they think that
medical behavior, regardless of whether it is practised by Crees or non
Crees, should be characterized by sharing and cooperation. It is thought
that if these relations are not the dominant relations in the medical en-
counter it is because they are dealing with either incompetenf or racist

I
health workers. That they are forced to contend with incompetent health
practitioners is further proof to .the Crees of the breakdown of reciprocity
between themselves and the government. For it is the opinion of those

interviewed that the govermment generally sends its least experienced, least

trained and most poorly equipped medical personnel to thelr communities.

The Definition of Disease

Major discrepancies also exist between the two medical systems over
the diagnosis and meaning of disease. I trace the disjunction to the
origins of the medical systems in-different social formations and to their
different classifications fot disease. The meaning of disease differs in
two fespects: in terms of (1) the codes e%ployed to diagnose symptoms,

and in terms of (2) the etiology of disease.
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Both systems recognize abnormalities and deviations from the normal
state but precisely which symptoms are thought to require medical atten-
tion:is another matter. In Chapter ITI and Chapter III the definition of
disease by the two medical systems was éxplained in terms of the syntactic,
semantic and pragmatic functions of particular symptoms and symptom clusters.
Within this framework it was demonstrated that the semantic and pragmatic
functions in biomedicine, as pracgised in Cree communities, exhibits a
much narrower range of meaning than the comparable sign functions in the
Cree medical system. In the Cree villages the semantic aspect of disease
in biomedicine 1s focused primarily on the measureéble biological attri-
butes associated with the symptoms. <%y way of contrast, the semantic
element in the Cree medical system emphasizes the observeable biological
features plus the anticipated\g?nsequences of the disorder and the symbolic
meaning associated with childreg\pnd the role of women. In addition, while
the pragmatic function of biomedicine is confined to a consideration of
age, ifs analogue in the Cree medical system includes age, as well as the
diseasgvprofile of the individual and the community.

ﬂThere is a divergence over the etiology of disease as well, with
the Cree medical system defining illness as being both individually and
socially produced. As practised in the Cree villages the biomedical system,
in contrast, overlooks the origin of disease in society. According to our
data the differences in the etiology of disease do not, however, pose a
problem in the medical encouriter for here communication be;ween health
personnel an@ Crees is so limited that the participants are not aware of
each others' etiologies let alone sensitive to the contradiction between
them. Conflict here is as yet quiescent. Moreover, with the new illnesses

—_

there is uncertainty amoﬁg Crees as to thelr cause thereby further mitigating
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the likelihood of comnflict with medical workers over this aspect of
meaning. .
Where there is the greatest discord over the meaning of disease is
in the area of the classification of disease - that is in the differences
between the semantic and pragmatic functions of the two medical systems.
Galvanized by the higﬁ rates of infant mortality in the settlements from
gsome of the infectious diseases Cree mothers are sensitive to the effect
of particular symptoms on specific individuals depending on their previous
medical history, and on specific age groups. Allsour respondents state
that experience has taught them that with infants: for instance, unless
they respond immediately to the symptoms of gastroenteritis and some
Y

respiratory infections, complications could easily develop. A sudden fever,
xﬁsxplained sweating, frequent bowel movements, impaired breathing, etc.,
will generate instant concern.

We have to act quickly as babies die here from

symptoms /diseases which should hot have been

serious. :
(Interview 68)

&)

Sometimes the doctors/nurses are sleeping at night.

Doctors have to sleep too but when we know that

something is wrong they should not tell us to come

back the next day at 2 p.m. Babies get too sick

" too fast to walt until the next day. ’
I '(Interview 44)

By way of contrast, as stated in Chapter I;}, the é;mptoms of otitis media
and skin ipfections are not perceived as having serious consequences and
are not interpreted as warranting an immediate response. Most of the

respondents stated that once the children are no longer babies they usually

g

attempt to treat colds and respiratory disorders, and diarrhea, at home
themselves., It is when these symptoms do not respond to their intervention

that they usually endeavor te obtain outside help.
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‘ ‘Biomedicalb petAsonnel,‘on the other hand think that the biomedical
ervices are overused for symptoms of little 'objec»t;ive' significance and
derused for diseases such as otitis media and skin infections, which ,
hould generate assiduous attention. But in the opinion of the respondents®

the definition of disease by biomedical perscnnel anc their lack of under-

standing of community health problems has medical consequences in that it

‘ » prevents them from recognizing, until more complicated, diseases which are

-

not problematic in most southerm settings but which are known by the Crees

to be potentially serious. Almost all the respondents cite exam;;les from

their personal experience of seeking Inelp fror biomedical personne’ for

' these symptoms of 'little objective significance' and of peing turned away '
without explanation and withopt an examination of their chxrld,on the grounds

that the symptoms did not warrant reaction.
4
e doctors are not verv good for diarrhea.
They don't seem to know how to treat that.
Without ever examining the baby they just tell —
® us to discontinue breastfeeding the baby and
give it a special dier. But after a couple of
days like that it sometimes ends up in the
hospital.
(Interview 46) |
We don't like to go to the hospital. We only go
when we really have to.-"AxRd even then sometimes
they don't examine the baby) even though there is
something seriousiy wrong like diarrhea.
(Interview 45)

> . One time my little girl would not stop coughing.
I had tried everything and did not know what to
try next., I did not want to let it get worse.
"I wanted them to be sure that it had not spread
' ) to the lungs. The nurse did not do anything.
She sent us away with no advice and no medication,
nothing.
{Interview 34)

Often there is no one at the hospital except young

( ) inexperienced doctors and nurses who know by the :
books and not by experience. They sead you home

if your baby is not in their books.

' (Interview 30) {
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The nurses are not very good. We only go when
there i{s something really wrong with our child-
ren. We do not like to go very much. Even

° when we know that there is something wrong, and
what is wrong% they send us away sometimes with-
out even examining the child. We have been
watching our children, we know when they are not
normal but they don't ljke to listen to what the,
mothers have to sav.

¢ Interview 44

‘

The mothers state that many of these situatiodns have ended a few days later
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~when thev have had to rush their cnildren off to the hospital in Chisasibi

or Chibougamau because the svmptoms have developed into gastroenterj},:is or

i

One time wy little girl was having a hard time
breathing. She had a bad cold. I took her to
the hospital where the. doctor did not even examine
_her or rell us what we could do. But I thought
that it was serious. The next day she was having'’
even a harder time breatning -. her head was back
and her eves looked different. I went back to

- the hospital again and this time thev nad to send
heyr to Montreal.

cinterview 31
3

My babv hada been sick with a cold for two weeks and
the nurses iust asked 1f the babyv hac a fever. I
said no but saxa that the baby was crving all the
time and would nct stop. The nurses said that
there was nothing wrong but the old ladies knew -
they had ¢ried all thev could to make her better
'but still she would not stop crying. We returmed
to the hospital everydav for a,month. The baby was
still sick and rhe nurses still did not do anything.
They were complaining that we were always coming to

o —
' the hospital, Fimallv one of them examined him and
('/ ) found that he had pneumonia and needed to stayv im
- the hospital.

{Interview 36)

These experiences have prompted ripostes by the respondents to the effect
/ P

“

that:

Some nurses and doctors seem to think that they
have to wait until our childrem are almost dead
before they begin to do something.

: (Interview 41) *

S

t
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In anticipation of the reaction of biomedical personnel some parents

at their own expense take thelr children to hospitals elsewvhere. Some
have stopped going tc medical personnel all together:

One time wy little boy had a flu with a high

fever and he was sweating a lot so we brought him

tc the hospital. Thev did not give him anything,

and they did not say what to do. I went home

and tried everything .l could: I gave him cold

baths and some medicine that I had at home. After

that I did not bother taking my child to the hos-

pital because the people there are too lazy to help.

{(Interview 31)
As with the reaction tc the discrepancy in the relations of the medi-
cal encounter Crees interpret the conflict 1in the diagnosis of disease as
a problem with health workers rather than a problem with medicine. And
as ih the case ¢! the medical relations thev conclude that medical personnel
who responc inadeguatelv ac so bucause thev are not“very good. Tracing
v
the probler to o lack 5f cormnon sense on the part of the health worker
rather znan tc rhe mecical svster rtself Crees see the probiem as being
one of :ncompetence, .nexperience and laziness. ,
Tn summarv, the last section has dealt with that aspect of the arti-

culation between the biomedical and Cree medical svstems 1n which the Crees'
perception may be coloured primariiy-bv the relations and ideology of the
domestic mode and the popular medical system. These antecendents constitute
the bas:s for conflict over the definition of disease and the relations in
the medical encounter. Regarding the relations of the medical encounter
the (Crees have two major complaints both of which centre on problems in
communication. The first is that health workers show little respect for
the diagnosis and explanations by the Cree mothers of the children's

disorders, and the second 1s that medical personnel offer the Crees little

in the wav of medical advice and assurance about the disorders for which
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they seek help. Concerming thcé definition of disease, while there are
contradictions between the .two systems in all aspects of meaning, conflict
manifests itself primarily in the area of disease codes. Needless to say,
it is the opinion of the people that the medical system serving them
should reflect their vievs concerning the definition of disease and medical
telatio“ns.

As a result of the discord Crefs—\‘&fve begun to resent and fear as
well as distrust the competence of the health worker. The interesting
thing is that the situation is not seen by the Crees as a rroblem with the
biromedical svstexc itself, but rather as a byv—product of either u;xequal
relations between whites and Indians, or of Cree communities being the
repository of inexperienced ana poorly trained medical personnel. In
speaking out thev are denouncing their mistreatment and decrying the possible

dangers to the health of their children.

Incorporation of the Treatments, Pharmacopoeia

and Methods of the Biomedical Svstem .

The Crees are most amenable to the treatment side of the biomedical
s'iystem - to the pharmacopoeia, techniques and methods. Reasons for this
were put forth earlier in the discussion of the interpelilation of- the Crees
by the ;nopular medical system. In keeping with Proposition 4, as \-'Ye' 111
see in ;he breastfeeding exampie, the incorpofation of the methods of the
biomedical system> proceeds despite the fact that the method may manifest
the contradictions of capitalist social f.omacion and despite the fact
that they may exacerbate, not ameliorate disease. This section then is
concerned with that aspect of the Cree response to the biomedical system
in which there is the least continuity with the popular medical system -

in which the processes of interpellation have rendered the Crees the most
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receptive to the biomedical systenm. .
4 .
In the absence of medical information from biomedical workers what
Cree mothers know about medicine is derived from their own experience
and the advice from the older people. The older Crees are central in the ‘
initial interpretation and diagnosis of symptoms and also play a role in
treating 1llnesses which can be controlled at home. But they see their
sphere of influence as quite separate’from that provided by the biomedical
services. In their view the biomedical system excels in the treatment of
di;ease - both the diseases which are new and unfamiliar to them and also’
many of the discrders for which they utilized natural remedies in the past.
Stating that many of the treatments are more effective than their own
they often recommend that mothers seek the attention of biomedical practi-
tioners.
" The ¢ld ladies think that at the hospital they
can do something for all kinds of problems, so
they tell us to go there for all kinds of sickness.
(Interview 36)
The complaints directed: at biomedical services Qre hence not a

criticism of the pharmacopoeia and technology at the disposal of the

health workers. On the contrary, for the most part the people think that

* when prescribed the medicine has been effective in curing their children.

The doctors know what is good for us and we

shguld listen, just like we should listen to

the older people. We should listen because

they know more than we do. ) \
® (Interview 43)

Usually I trvy to follow the doctor's instructions
about the medication because I know that what
the doctor tells us usually helps.

(Interview 24)

1 was worried about my child and did not know
what to do so I followed their instructions.
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But I didn't really understand what was going
on. I only know that what the doctor says
usually helps.

-~ {

(Interview 39)
Deferring to the judgement of those who have skills and knowledge about

medicines, the criticism of the biomedical system is over how the

‘services are dispensed and what is considered a disease. Problems do

arise however, particularly in the areas where the advice is diametrically
opposed to that given by the old people. The treatment for fever is the

most notable:

I wonder why the doctor tells us to do certain .
things. Like when babies have a high fever why
are we supposed to give them cool baths to get
out the fever. The old ladies like to wrap the
babies with fever up warmly in blankets so that
the fever will come out faster and the baby will
get better faster.
(Interview 24)

Sometimes we don't follow the instructions they

give us for fever - like giving the baby cold /
baths and cool clothes. The old people would

never do that. They would give the babies with

fever warm baths unti%. the fever cowmes down.

(Interview 36)
i
There 1is also some confusion about the best approach to diarrhea:

The doctor gave me a special diet to give to my
baby with diarrhea. 1 threw it out because they
didn't even examine the baby to see what vas
wrong. The baby just eats breastmilk and the old
ladies say that is the best thing that babies can’
" get. ’ <o
(Interview 453) B

When =y baby had diarrhea they told me about a
special diet. But that food did not seem suitable
for my 2 month old. I didn't see how my baby wvas
golng to eat peas and carrots. 3
(Interview 41)
In each of these instances Cree oo thers are not sure wvho to listen to.

The same uncertainty by Cree mothers about method alsc applies to

practices of the biomedical system which are deleterious to heslth. The

\
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biggest problem in this regard concerns Breastfeeding. The Cree medical

- system advocates breastfeeding. The biomedical system in the Cree commu-
nities, on the other hand, tacitly encourages bottledfeeding. In this
_case the biomedical system is the one generally.-subscribed to by the young

Cree mothers.

Breasffeéding t
) In the past al% Cree women breastfed their children, just as today
the older Cree women continue to recommend the practice. But studies

in James Bay report an inter-generational trend away from‘lactation
(Romaniuk 1974; Marshall 1982). This pattern is manifested in tw; ways :
fewer women are breastfeeding and those who do report that they lactate
for a shorter period of time. Unlike the decline in breastfeeding in
Latin America and Africa, (Bader 1976) the situation in northern Quebec

was neither directly precipitated nor perpetuated by the bottlemilk com—
panies. The origin of bottlefeeding may be traced to the presence of
medical personnel in the James Bay hospitals who, during the 1960's and
1970's, cdnvinced the women to discontinue breastfeeding. WNow inspite of
the fact that health workers say that they condone breastfeeding the trend
dowmwards continues.

Consistent with Proposition 4 about the incorporation of the methods

of the biomedical system despite their contradictory nature, and their
. deleterious effects on health, this section argues that the continuing
decline in breastfeeding is iatrogenic. Many of the Cree mothers are not
sure which is better for their child, breastfeeding as commended by the
, older women or the bottle as dispgased by‘the biomedical personnel. ..

Having great faith in the treatments of the biomedical system and taking

seriously the advice from biomedical practitioners about methods of
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maintaining health and treating disorders they do not suBpect that in
following the advice of biomedice;l personnel their children's health could
be endangered.

A biocultural model will elucfidate how the contradictions in the

biomedical system inform Cree women's decisions not to breastfeed. C'on-

sistent with the generdl orientation in this thesis the contradictions will-

also be seen to be fuelled and inténsified by the subordinate status of
the Crees in development.

The consequences for health of the change in infant feeding practice
*is serious for,it not only exacerbates the high incidence of disease
but its alternative, bott.lefeeding, may actually produce disease. Briefly,
human milk containg 1mmunolqgff:él ingredients against bacterial and viral
infection. Colostr.um, the protein rich.fluid which precedes the true milk
contains antibodies which protect the infant during the first six months
of 1life. 1In addition, the breast sugar lactose provides a natural. immu-
nity against bacterial infection of the mouth, stomach, and intestines.
The sugars in cows' milk, on the other hand introduce disease provocative
agents without furnishing any prophylactic advantage (Pryor 1976). Aggra-
vating this is the f:‘act that many of the Cree mothers dilute the bought
milk with a boiled porridge solution to which corn syrup has been added b
producing a mixture which is excessively high in sugars and starch and
deficient in protein.

A direct relationship is hence recorded between native patterns of

bottlefeeding and high rates of infant morbidity and mortality (Graham—

Cummings 1968; Scrimshaw 1968; Schaeffer 1971; Hamilton 1975; Manning 1975).

Of particular concern ig the association between bottlefeeding and the

gastroenteritis/respiratory disease complex, the diseases which account

v
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" for much of Cree infant mortality. As illustrated by Graham-Cummings'’
(1968) survey of Canadian Indian infants, seven times more of the bottlefed
infants died from pneumonia and éix times more died from gastroenteritis.
As would be expected the bottlefed childrén are also hospitalized more and

&

for longer periods of time than their breastfed counterparts.

(1) Incidence of breastfeeding

The statist.:ics on breastfee;iing in Mistassinl reflect the pattern
exhibited elsewhere in James Bay. From research conducted in four James
Bay ,counnunitiesflRoma'miuk (1974) reports a decrease in lactation over time.
The percentage of first borns breastfed was 757 in Il960, compared to 96%
in 1940. My data indicate that since ’1979 only 557 of the first borns
have been breastfed. As fillustrated by Table I -tt'xere is a vast discre-

A pancy in the breastfeeding patterns of the settlement and bush living women,
with the highest percentage of nonbreastfed children found among the
infant’:s of the young settlement living mothers. . For instance, only 31% of
the first borns of the 24 years and under group of women are breastfed
compared to 75Z of the first borms of women of the same age who go into
the bush. )

92Z% of the decisions not to bre:imtfeed were based either on the
assumption thiat, because it is dispensed in the hospital, bottlemilk is
the superior product or that the respondents would not be able’to success-
fully breastfed. Of the 924?.2’, 41Z stated that they knew nothing about the+t
mechanics of breastfleeding. or of its relationship with disease while 51%
stated that they had initially favoured the idea of breastfeeding but were

.deterred by the possibility of insufficient milk or sore nippled.- A small
number, 8%, sdid that they bottlefed because they lacked time to do other-

vise as they were either working, taking a course or had too much work at

o



Table 1

Percentage of Children Breastfed by Bush Living Women
Compared to Settlement Living Women (Classified by.

birth order of children and age of wo*en)
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Age of the Percentage of Children Sample Size
Mother Breastfed
ist 2nd 3rd 4th 5th last
born{ born| born| bornj born born Mochgrs Children
24 years B*| 75 62 67 4 b9
and less S| 31 44 50 33 16 C3%
25-29 ‘ B 75 50 . 86 S 50 25 33 9 41
S 53 59 50 50 50 53 19 .59
30-39 B 56 67 56 57 50 56 9 . é53
| S ; 60 | 40 40 80 60 67 6 ; 41
B* — Living in the Bush

S* - Living in th

e Settlement

home. In all these cases bottlemilk seemed like the most reliable

alternative (Marshall

{2) Duration of

1982).

breastfeeding

The dutation of lactation has similarly decreased.

452 of the

mothers between 1940-49, 33% of the mothers between 1950-59 and 23X of

the mothers bec$een 1960-68 breastfed their first borns for nine to fifteen

months (Romaniuk 1974).

Pushing the spiral downwards, my data show that-

only 12Z of the children born since 1979 received breastmilk for an equiva-

lent period of time.

In Mistassini most of the children breastfed since

1979, in fact 54X, received breastmilk for three months or less (see Table

II). Of these as many as oﬁe half were weaned within the first three
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weeks. Just as fewer of the young setilement living mothers breastfed
their infants, so too the young settlement liéing mothers breastfed their
children for the shortest period of time. Similarly, the discrepancy
between infant feeding practises in the settlement and in the bush igheres
as well over 507 of the latter breastfed their babies for four months or

more. By way of contrast, as just stated, over 501 of the settlement

living mothers who breastfed had stopped within the first three months.

Yo

R
Table I1

Percentage of Children Who were Breastfed
(classified by duration of breastfeeding)

\

Duration Number {'Percentage
3 weeks and less 9 ‘ 29
! 1 to 3 months "8 25 )
4 to 8 months 6 N2
9 to 15 months 9 - 27
‘ 16\to 24 months 1 | 4

The most frequently cited reason for the abbreviated period of
lactation was insufficient milk. All the women who sFopped within the
first éhree weeks stated that they did so for this reason. The data indi-
cate the problem; with the milk supply revolved around misunderstandings
about such aspects of the lactation process as when the true milk should

come in, how to establish a good milk supply, and the mechanics of the.

letdown reflex. Sore nippfzs propelled the next group to wean their infants

earlier than intended. 1Illness of either the mother or baby also resulted

in the termination of breastfeeding. Finally, a couple of women stopped

N

{
\
\.
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when they resumed their jobs. Except for the last reason a complete lack
of knowledge of the mechanics of breastfeeding, of how to establish a good

milk supply and deal with sore nipples eclipsed the period of lactation.

(3) Discussion of the breastfeeding
There is no medical reason save infectious disehse, mental illness
and insanity to prevent a woman from being able to successfuly feed her

child. Studies have shownifhag unless a woman 1is @reatly under nourished

s

her milk will contain all the necessary ingredients and be in more than’
abundant‘ supply (Pryor 1976). The breasts produce 207 more milk than was _
removed in the previous feeding suggesting that not only is there an ample

L
food supply but that it is constantly increasing to keep pace with the

growing appetite of the child. We then propose that t;z structural and
- expgriential features of the biomgdical system, by being incongruent with
successful lactation, are the primary reasons for ﬁhe early termination,
and overall reduced incidence. )
Entrenched in the structural and experiential features of the bio—
.medical systéﬁ are contradictions which are.in direct conflict with what
is bgst for the newborn. The Eontradictions are (1) -schedules routinized
to accomodate first the health produce;s and only secondarily the patients,
(2) the information gap between patients and health producers created by
the latter controlling the flow of information, and (3) tﬁe emphasis on g
f/iurative practises and secondary care rather than preventative medicine
(Waitzkin and Waterman 1974). They impede the normal flow of milk by
+ Iinterfering with the following three stages of the lactation process:
(1) With extending the period before the true milk comes in. True

milk begins as 'a function of how soon after birth and how frequently the

\ -.
breast is sucked. According to our respondents their infants were put to

[

i
1
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the breas® 12-24-36 hours after the birth and—them-again only at the
every four hour feeding period. Seeing the weight loss of their infant

and fearing that the colostrum was not good enough for the baby mothers

B

decided to terminate lactation.
(2) With the establishment of a good milk supply. Since the amount
‘of milk in the breasts is directly proportional to the amount-the baby

removes, frequent nursing results in an increase in the milk supply. Hos—

plital practise in which the baby is fed every four hours and given a
supplement in between counters conditions under which a good supply af

milk is established. In order to compensate for the perceived deficiency

in their milk many of our respondents thought that they should use a bottle.

(3) With the let-down reflex. Sucking alone removes one-third of the

milk. The remainder requires the smooth functioning of the let-down reflex
which triggers the secretion of the hormone oxytocin and the subsequent

release of the remaining milk. Stress interferes with this process in such

a manner .that the oxytocin will not reach its destination and the unexpended
milk will not be discharged. Again, the only way to appease the baby

appeared -to be the bottle, °

Hospital routine, lack of communication and a preference by biomedlcal

LA

personnel for medical solutions hence catalyzed many of the problems Cree

\_\\

women éncountered_with breastfeeding. As discussed in Chaptgr IV, by

-

@

virtue of the subordinate and peripheral position of the Crees contra-
dictions in biomedicine .are éxploited further, thereby inadvertently
exacerbating the effects of the contradictions on the duration of breast-
‘feeding. Culmina%ing in a total lack of communication between health worker
and patient, the medical personnel at the hospital see little reason to ,

encourage health promotion with the Crees because they have assumed that

(<]

z

'
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the latter are not interes;ed in accepting respounsibility for their own
healthﬁ;éfe.n—Thé upshot of this is the immediate application of iﬁjections
by medical personnel to stop the milk at the first indic;tion of difficulty:
Many of the women have hence stopped lactation before they leave the
hospital.

Biomédicine mugt also absorb partial blame for the fact that most

.

of the settlement living women who breastfed had milk for less than three

,months. Although good feeding habits and a good milk supply were not

established by either the bush or the settlemeﬁtvliving mothers while they
were in the hospital, in general the former transcended the disadvantaged o
beginning. Their success is attributed to the éppport théy.gbtain from a
lifestyle which is conducive to breastfeeding and to the encouragement
derived from contactAwith an older generation of women who, cognizant of
the lactation process, provide the necessary advice. Women in the settle—'
ment do not have the advantage of such advice and encouragement. Not
haviné beég taught good feeding habits in the hospital and missing the
support of the older women the settlement mothers often have trouble pro-
ducing sufficient milk to satisfy their infant. Concluding that there is
something wrong with their breasts or milk they turn to the bottle.

The incomplete transmission of breastfeeding knowledge from one
generation to'thgﬁﬁzxt in conjunction.with a paucity of biomedical personqel
in Mistassini to disseminate information abouf breastfeeding completes
the equation for why women terminate early.

Explanation for the incomplete transmission of breastfeeding knowledge
and the lack of biomedical services is situated in the larger context of

development. As discussed in Chapter II the specific nature of the arti-

culation of Cree social formation with the larger Canadian society has

-
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resulted in the majority of the population over the age of 35 favouring
the subsistence sector while the yvounger adults are drawn to wage labour.
Truncated contact between the two afforas little 0PPOTTUNILY tO convev
medical teachings. The incomplete transmissicn of medical knowledge from
one generation to the next would not have the same effect on lactation
however were other mechanisms furnished by the biomedical svstem available
to f%ll the lacuna.

The same factors precipitate thgtcontinued decline in the incidénce,
of breastfeeding. As stated earlier 927 of'the &eclslons not to lactate
were based on a total lack Sf kgowledge or a misunderstanding about the
mechanics 9f breastfeeding and its association with disease. Despite the

-~

high rate of infant morbidity and mortality i1n James Bay, biomedicine,

~with its emphasis on curative cdre rather than preventative medicine and

its penchant to little communication between health worker and patient, has
not manifested a concerted effort to confront the health problems at source.
A couple of nurses at the hospitals may suggest to the mothers that they

breastfeed but there is no organized hospital policy emphasizing it. In

fact in the hospital it continues to be easier for the women to obtain

information and samples of bottlemilk than it is to procure information
about breastfeeding. With no organized programme in the hospital promoting

breastfeeding it goes without saying' that the hospital has not equipped,

. trained or encouranged the nursing station nurses under their jurisdiction

°

for-this task, And finally, many of the women do not have the necessary
relations with the older women to start breastfeeding on the basis of their
advice alone, As a result, few of the women living in the settlement -

the place where lactation 1is the Post crucial because of the high rate of

disease - breastfeed their first borns. The rate of breastfeeding second

N '
'
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borne by sertlement mothers increases as women learn from experience the

relationship between health and bottlefeeding. As attested bv the rate
of infant mcrtality and merbidity for some tha® -ost nas been High;\)

In short, ccns:ideration by the Crees of Treatments, methods and

- pharmacopoeza reveals a fairlv uncritical ana unself-cconscious incorporation

of the biomedical svstem - an acceptance whilch :nneres even wnen weaving

through the biomedical svstem are :ts contradictions anc by extension the

contradictions of capitalist soczal formation, and even when bad for the

health. Nowhere i1s this more clear than in the decline 1in incidence and
duration of lactation. I impute the decline to the interplay between the
structural and experiential contradictions in the biomedical system and

the subordinate position of the Cree in development, a dvnamic which when

»

fully exploited impinges on the natural flow of milk. Lacking adequate
sources of advice and information Cree mothers, with the exception of

' 4 M
thvse in the bush,. must rely solely on experlence to decide to breastfeed

and to rectify the problems which\they may encounter. Many have paid a

v

.

high price for that experience. \

’

Summary

In this chapter the pendulum has swung from the emphasis in earlier
.chapters on the structural gntecedenty of medical systems to the résponse'
by the people to the medical s&stems, that is to the experiential concomi-

“tants. Arguing that experiencé in daily life generates a reaction to
soclal forms, problem-solving and ﬁartial recogni tion were put forth as
the mechanism through which geaction, and ultimately change transpires.
Reaction was not hoWéyer presented as an unrestrained social force, for in
keeping with Proposition 3, it was contained by its grounﬁing in social

formation.

)



With the elaboration of Proposition 4, the role of experience in

constituting the basis for reaction was further qualified.: Concentrating

x

on the Cree response tc the biomedical services in theilr communities it
was here seen that experience inspired a recognition of the contradictions
in the social relations and i1deologv of tnhe biomedical svstem, particularly

as manifested in the medical encounter. It alsoc precipitated the conflict

between the two svystems over some of the classifications of disease. In

both these instances the analogues from the Cree svstem are advanced as

the preferred form. But, as indicated by the Cree response to the treat-

S

ments, pharmacopoeia, and methods of the biomedical fystem,:experience in

social formation has its limitations. For one, it does not automatically

L

<
generate a uniform and consistent recognition of the contradictions in the

biomedical system. Moreover, experience in social formation does not com-
/

pletely subsume the contents of the prefigurative form as Crees acknowledge

and request that their gaps in medical knowledge be filled.

.

h -
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CHAPTER VI

CONCLUSION .
/

The organization of biomedical services in Cree commug;ties

refle%ts a shocking disregard for native concerns in health. Now with

the signing of the JB & NQA the Crees Héve the institu;ional means

through which to assert ;heir interests. The expression of these interegts
by the Cree leadership has consisted of an indictment of the paucity of
health resources and infrastructure in the settlements. This year,/in

an attempt to redress the situation they successfully secured 32 million

‘.

dollars from the federal government for health and social services. The

-

money was quickly slotted for the construction of badly needed water and
. b

¢

sewage facilities and housing.
Yet to be responded to, however, is the criticisn&emanating from
the communities about the aétual production of medical services, and about
the degree to which the Cree domestic mode of production a;d the Cree
medical system should inform the biomedical services. As it stands, since
the signing of thé JB & NQA there has been no discontinuity in the form
and content of the biomedical system. Hence, despite the fact that the
health problems in the Cree communities and the Cree domestic mode lend

\
themselves to different solutions, the biomedical services serving the

Cree pursue the same policf@s as they did prior to the Agreement, ignoring

the user in favour ‘of Hospital based curative services.

~
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1 am concerned with the expression of local interests in the bio-

‘medical services. The focus of the thesis is the articulation of thé

Cree and biomedical systems as they interface in the Cree communities

of eastern James Bav. Apposite here is the effect of the discrepancies
between the two medical svstems in shaping the Cree perception of how the
biomedical system serving them shLuld be constituted. Three elements of
the medical systems, the définition\of disease, relations in the medical
encounter, and medical treatmentsxﬁwere under” scrutiny.

My problem has implications which are both theoretical and practical.

The central theoretical concern attempts to establish the relatiénship
between social formation, medical systems and experience. It 1s broached

by way of four propositions, the first tﬁo of which discuss the antecedents
of the medical systems in the social formation. Stressing the importance

of response and reaction/ﬁo structure the remaining two seek to illustrate
the dynamic established in medical systems as a result of experience in

day to day life. This combinatory tenders an approach in which the objec-
tivity of soclal existence 1s seen in its relatedness to human subjectivity -
where groups are perceived in their unity as part objects, part subjects
(Anderson 1980:17). ‘

Rather than being considered fymhol systems grounded in a larger
social context, medical syste?s are often perceived as either enhancing
survival or serving social or psychological neeés. Through our lens it
iéqdiscerneh that the biomedical and Cree medical systems may be linked
through common social relationg and a shared ideology to capitalist social -
formation and the Cree domestic mode of'production respectively. Temperiné

these determinants are attributes introduced by the medical systems

themselves - attributes derived from a culturally specific medical logic
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and from the exigencies of the medical systems operating within a parti-
cular historic conjuncture.

In a further attempt to avoid the inevitable determinism/in struc-
tural analyses, attention has also been placed on the processes of inter-
pellation, that 1s on the cons;itution of human subjectivity. Here,
arguing from the premise tﬂat the structural matrix does not exhaust the
meaning of disease, the relations in the medical encounter and treatments,
I have suggested that experience in daily 1life must also be recognized
as a dgte;minant of medical systems. To compf%t; the analysis I have
posited however that althouéh groups may react to and modify medical
systems in responge to experie;ce in social formation, experience does
not necessarily decry all the attendant contradictions, nor does it auto-
matically constitute the desired prefigurative form.

More concretely, this is to suggest that permeating the Creé response
to the biomedical system is .a distinctly Cree ideology based on the aual-

-

modality of sharing and cooperatioﬁ; and self-reliance and autonomy
E;rived from the domestic mode of production. It continues to structure
the socig} relations of the medical encounter and furnish a framework.for
the definition of disease. Health (and disease) is hence perceived as

an individual and group responsibility with a stroﬂg emphasis placed on
sharing and c&ﬁperation—in the medical encounter. Sole determinance of
the C;ee medical system by the domestic mode of production is mitigated
by the inéluence of the codes through which thé Crees maintain health and
interpret symptoms. Based on a medical grammar which diagnoses disease
in terms of the pain involved, the age of the patient, the patient's past

medical history, and the anticipated consequences of the symptoms, the

. Cree medical codes are highly responsive to changes in the disease profile
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of the community. The Boundaries of the medical grammar do not, however,
subsume all the diseases which may have serious implications, for as we

have seen, otitis media and skin infections are not thought to warrant

a response.
Through processes of interpellation the structural forms injected by

the domestic mode and the codes of disease are tuned. Here the experience

v

of day to day life, while entrenching the relations of the domestic mode

.

in the medical encounter, throws into doubt their pertinence for certain
aspects of the meaning of disease. For instance, people are unsure about

~

- 6/
the role of the group and the individual in tﬁ@&etiology of many of the
R -
newer infectious diseases. Moreover, experiencémgp the quotidian has led
Crees to question the relevance of some of the codes of disease of the

popular medical system. Although Crees consider some of their codes to be

superior (i.e., for respiratory disorders and gastroenteritis), others are

’/recognized as being irrelevant, and for certain disorders it is acknowledged

that adequate codes are not paré of the Cree medical grammar. Further-

more, the mechanisms of interpellation have rendered the Crees less

interested in the treatments of the popular medical system and highly
//amenablé to those offered by the biomedical systip.

Just as the Crees have modified the popular medical systegm in
response to experience in daily life, so too they seek to transform the
'biomedicpl system. While assuaging the Crees with medicines which Crees
have found useful the biomedical system is distcordant with Cree social |

relations, and their definitions of health and disease. The form and
content of the biomedical system have precipitated a great deal of alarm
for the people feel it plaées the health of their children in jeopardy,

In addition, they deeply resent the subordinate status which is imposed

/
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on them at all levels of the health care system. Because of the dis-

« v

crepancies over the classification of disease and social relations in theﬁ‘
medical encounter Crees agree with Stafblanket's (1979/80) accusations

that aspects of bilomedicine in native communities have been ineffective

and inﬁumaneﬁ ‘

Their blueprint for change is multifaceted. It appears that Crees
are espousing a medical system in which the relations of the domestic mode
of production structure relations in the medical gncounter, in which the
codes of the biomedical system are complemented by codes from the Cree
medical system, but in which the treatments and the pharmacopoeia of the
biomedical system are totally accepted. The co;tradictions in biomedical
techniques, while having potentially serious implications (as in the breast-
feeding example) are not apprehended and sy extension are not challenged.
Similarly, because the discrepancy between medical systems over the role
of the group and individual i’n the meaning of disease 1s not apparent ‘to
the Crees there is little argument here either. This translates into the

kY

Crees' preferenc§ for a system of medicine which consists of Cree sgzial
relations, and C;ee concepts about health and disease dilagnosis in comyi-
nation with biomedical technology and information.

Through the incorporation of Cree relations the Cfee hope(Fo elimi-
nate the hierarchical relations in the biomedical system. By providing
input into the actual oréanization of"services and programmes they hope to
reduce some of the dependency on biomedical workers as well as assert .con-
trol over the direction of the medical system. And througﬁ’the recognition

of the efficacy of some of the Cree disease codes they hope to realign
t

the healt? delivery system to the disease conditions in the communities.

-
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It could be argued .that the complaints which the Crees have aboult

the biomedical services are no different from the dissatisfactions echoed

by users of the biomedical system anywhere. It 1s true that people in

general resent the hierarchical and dependent relations, and éhe narrow

v

focus in the definition and treatment of disease. The difference between
Crees and other groups in the response to biomedicine lies nét in the
identification of which aspects of the biomedical system are unsatisfactory,
but in the reasons why the particular aspects are unacceptable. In the éase
of the Crees, they are unaccepféble because they are a flagrant trans-
gression of the gasic rules of Cree social behavior. While such tré%s-

gressions are no longer totally unexpected in interactions with non-nativ;s
they a;e certainl? not condoned by Crees. Indeed, because‘of the disease |
conditions in the communities they are seen as potentially dangerous.

The Cree education system, with its curriculum of Cree culture,

attempts to reflect specifically Cree concerns. As we have ascertained,

the same cannot be said of the biomedical system serving them. Here the'

— —
-~

structure mirrors the characteristic relations, ideology and definitions of
the biomedical system anywhere. Because the Cree occupy a special position
in Quebec with regard (1) to their expressed goal of perpetuating the
relations and ideology of the domestic mode of production, 52) to the
undeveloped state of the health services in their communities, and (3) to
the nature of disease in the settlements, the biémedical system serving
them should be of_a different characte; from that elsewhere in the province.
) The explanation frgquently forwarded for the homogeneity—in the
biomedical system by its apologists is:.that the'specialized nature of

medicine demands the professional model of rules and roles which are cur- |

rently manifested. I disagree. As there 18 nothing about medicine ih ‘
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Cree communities which requires that the disparity between health worker
and Cree patient be perpetuated or that the definition of disease cate-
gorically exclude the Cree definition, the present system cannot be condoned.
What remains to be seen is the extent to which the Crees have sufficient
power and influence to transform a recalcitrant and well-calcified system.
Thig thesis has looked at the Cree interests in health care as they
relate to the production of medical services, and in particular the medical
services addressing children's health. Here medical systems are treated
as symbol systems which aré grounded id a particula£ historical matrix.
‘The point of reference throughout the discussion was the Cree medical
system. In order to complete the analysis of” the articulation between the
Cree medical and the biomedical systems future resgarch could elaborate
more fully the dynamic within biomedicine. Because the emphasis was on
elucidating the relationship between social formation, mediéal systems

|

and experience many aspects of the Cree medical system were also not
investigated. The most obvious ommission in this regard is an explanation
for how the specificity symptoms and symptom clusters recognized by the Crees
may be grouped into an overall system of disease classification. This

suggests another area of possible future research., More attention could

also be placed on the factors influencing the distribution of health

services to native communities, a subject which was touched upon in

Chapter II but still deserves a more detailed historical and political

/

analysis. .
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