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and ‘practice’-or, the mky of theory and
praxis—there has been in vogue some kind of

disarticulation betwesn the two. The academic

anthropologists (or the theory builders) have
looked at the applied areas with skepticism, and
the proper integration of these dimensions in the
main body of anthropological theory and rescamh
has been unusually delayed.

The applied areas lie at the interface of anthro-
pology and other cognate sciences. But their par-
adigmatic outlooks

conceptualization, methodology of undertaking
empirical studies, and operationalizing the
research in a number of dl&erent contexts, are

theories, hxstory of in
try of study, before hymgdown an anthropolog-
ical research design. The inter-disciplinary
interface research mmh&s the core themes of
many independent disciplines: a study in meg-
ical ecology would require concepts from med-
ical science, ecology, and anthropology.

In the last thirty yma §0, a number of sub-
disciplines have e mﬁh the main. dis-

cipline of amhropology eéch endeavourir.g to lay

and modes .of.
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o Md P!nnhsm Bio-medicine. Medical Ecology.
is one of the important applied sreas in anthropology. It provides the

; fu successfully undertaking community health programmes. This anticle pro-
the discipline and surveys some of the important works that have been done at

down a specific area of application of human rel- -
evance. Within these sub-disciplines have
emerged various special anthropologies: for
instance, ecological anthropology has speciali-
zations like irrigation anthropology, agricultural
anthropology, farming systems research, anthro-
pology of fishing, anthropology of ecological dis-
asters. And they are all directed towards
delineating strategies and programmes for human
upliftment and betterment.

- Of these application areas in anthropology, one
of the importarnit fields is medical anthropology,
also referred to by expressions like anthropol-
ogy of health-care systems, anthropology of med-
ical systems, anthropology of health
management, and anthropology of bio-medical
and ethno-medical systems. Although anthropol-
ogists were always concerned with the native
ways of handling the episodes of illness, and
primitive medicine was often described as
‘supernatural medicine’, the field of medical
anthropology started crystallizing in the sixties

.of this century. In 1963, the term ‘medical

anthropology’ as.a specialized study within the
integrated field of anthropology came into exis-
tence. Distinction between anthropelogy of med-
icine -and anthropology in medicine was also
drawn. '

In order to understand the scope of medical
anthropology, it is important to draw a distinc-
tion between ‘illness’ and ‘disease’. Following
Fabrega Jr. (1972: 167), one discerns two foci
in medical anthropology, the ethnomedical and
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the Western bio-medical. In the first, one
describes the ways in which a community or
group handles the medical problems. Every cul-
ture provides cogiiitive categories that explicate
the causes of an iflness, the treatments that must
be administered o sevive the normalcy of health,
the therapies that seest 10 be advised to check the
further recurrence of the ailments. Therefore, the
term “iliness’ must be understood from an ‘emic
standpoint’, and what may be termed as ‘illness’
in one situation feay not be so in others. For
example, the. T!mga believe that worms are
essential for digestion, and thus they have nc
methods to m&n but looking at it from
the hio-medical perspective, one would find that
the presence of worms is a disease, for which
‘'wormicidal dosages need to be taken.

Let us discuss another example from the Indian
situation, In villages of Rajasthan, the eruption
of warts is not considered an example of illness
as they do not hamper any of the daily routines
of the people. Yes, the warts do affect the cos-

_ metic dimension, and the treatment~-if at all jt
is to be sought—is advised in terms of ethno-
medical practices. The person having warts is
advised to circumambulate the platform (than)

devoted to a local deity, Ramdeo Baba, regularly

for a period of seven days. He is also supposed

to leave a handful of millet (bajra) grains on the -

than for the birds. The people believe that as the
sick starts circumambulating (pheri lagana), the
warts begin drying up and disappear.

Whether it is the Thonga belief or a belief in
Rajasthan, the commonality is that in both cases
the categories of iliness and their treatments are
culturally constituted. Further, the characteriza-

tion of behavioural and phenomenologic indic- -

ators into ‘health’, ‘illness’, or ‘not-illness’ is also
culturally conditioned, and thus these character-
izations may be diametrically opposed to what
the Western bio medical science states. Leuco-
derma (vitiligo), for example, is not infectious;
it does not disable a person; it has only cosmetic
effects, but in a culturally-constituted situation,
as is in rural India, it is confused with leprosy,
thus a person afflicted with it is usually shunned.
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Ethno-medical researches acquaint us with native
theories of disease causation, the local special-
ists in health care system, the processes of health
restoration, the pharmacopoeia that is usually
resorted to.

‘When medical problems are dealt with the cat-
egories of Western scientific medicine, we enter
the realm of bio-medicine. Here, the perspective
is biologistic (Fabrega Jr., 1972: 168)—in the
sense that an ailment is explained in terms of
germ theory, malfunctioning of body organs, pro-
blems in the physiological make up. Like science
in general, the knowledge of biology is not cul-

_ture bound: it has some kind of a universality.
The ailment of a person is understood not in cul-

tural categories but in universally held biologi-
cal principles. Here, the term ‘disease’ is used
and the standpoint of explanation is ‘etic’.

In a community insulated from the impact of
the wider world, there is every probability that
it would have only its own ethno-medical system,
which may be rooted in supérnatural cure, herbal
and humoral practices. But in the contemporary
world, where even the erstwhile ‘primitive’
communities have come to be linked with the
world system, it may not be possible to identify

“a society thriving only on its ethno-medical

system with no impact of the Western bio-
medicine. The Western medical system has been
so powerful in its spread and acceptance that it
has replaced—almost ousted—the traditional
practices and cures. And if this has not happened
in some situations, at least it has come to stay
as a potent method of treatment, and along with
it have survived traditional cures and practices.
In some areas of India, the Western bio-medicine
entered along with the Church. For example, in

"Nagaland, the Church—irrespective of its

denomination—brought with it the Western med-
icine, but with it, it also encouraged the methods
of healing on the lines of Christianity, thus grad-
ually replacing the curative and diagnostic prac-

tices undertaken by the shaman. Today the

traditional shamanistic cures are not only prac-
tised by the non-Christians, but they are also the
‘public consumers’ of these treatments. The
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Christian Nagas approaching the shamans expose
.themselves to the likelihood of being fined by
their respective Chmches In any case, the per-
centage of the in a Naga village
is almost negligible, ﬂ consists mostly of the
old people. =~
The influence of m Western bio-medicine has
been paramount. Stating that the Western med-
ical system is foundad on principles which are
in sharp contrast to-the pative ethno-medicine,
anthropologists have nsually made an analytical
distinction between the “Western medical system’
and the ‘non-Western médical system’. Ideally,
the latter is ummm by the Western med-
icines; but is one justified in making this distinc-
tion, Worsley (lm 315) finds the concept
‘non-Western® dubious because, firstty, Western
medicine has largely influenced regions outside
the West, and its acceptance is exponentially
increasing. In the Indian context, it has been seen

that wherever the primary health care centres are .

being opened up, they are invariably specializ-
ing in Western medicine, or also called the allo-
pathic system: The local people have not rejected
it as may be persumed on the basis that its ope-
rauonal theory rebuts shamanism and spirit-
intrusion beliefs. It has also been observed that
the people link Western medicine with ‘fast cure’,

and of all its practices, the intra-venous inject-
ing of drugs is seen by them as the most effi-
cacious. Often, the sick request the doctors to
inject the drug in them for fast recovery. There
are, of course, cases where the Western medi-
cine, curative or therapeutic, has been outrightly
rejected by the people: the pregnant women of

the Baiga community in Mandala are often given

iron capsules by anganwadi (the state sponsored
institution set up in villages for the care of women
and children), but they are rarely consumed by
the women who think them to be redundant. Such
rejections do not imply that the impact of West-
em medicine has been insignificant. Today, the
parts of Asia, Africa and the Americas have all
been influenced by the Western bio-medicine,
and the countries constituting these continents are
spending huge sums in having their own exper-

tise on Western medicines.

Besides the historical, there are other reasons
of not fully accepting the term ‘non-Western’.
Worsley (1982: 315) says that the category

“non-Western' is an example of ‘arrogant, resid-

ual ethnocentrism’ which has no place in con-
temporary anthropology. And, further, it is
difficult to consider all ‘non-Western’ medical
systems as homogeneous and undifferentiated.
The expression ‘non-Westemn’ includes not only
the folk medicine, but also some well-established
medical systems belonging to the Great Tradi-
tion, like Ayurveda and Unani system in India;
acupuncture and osteopathy in China, homeo-
pathy is another example of an ‘alternate’ med-
icine. Like differences in folk medicine, all these
‘alternate’ medicines—which now have started
gaining respectability - in Western societies
also—were based on a body of well organized
principles, often in sharp contrast to one another.
Further, Worsley (1982: 315) doubits the usage
of the term ‘medical’ as a suffix to either ‘non-
Western’ or Western system, hecause the treat-
ment of ‘body ills take place, in any culture, -
within a "metamedical” framework of thought’.
Medicine is just one aspect of the entire healing
process; the other aspects are, providing adequate
psychic and social environment, regulation of the
dietary and nutritional practices and intake, etc.,
the relation of the doctor and the patient is a very
important factor; the ways in which the doctor
explains the ailment to the patient, the psycho-
logical comfort he provides in the hospital set-
ting, are important variables in treatment. it has
been observed that the Indian doctors working:
abroad have been vety successful because of the
kind of relation-they have been able to develop
with their patients (Sachchidananda, 1988: 5). A
typical formal atmosphere of diagnosing an ail-
ment and extending its knowledge and treatment
to the patient may not be conduscive as the sick

_ demands attention and his psychological depen-

dence is considerably heightened. The psycho-
social factors characterize every mode of treat-
ment, whether based on ethno-medicine or bio-

medicine. ‘



Before we proceed further, let us offer a wotk-
ing definition of - ‘bio-medicine’. Hahn md
Kleinman (1983: 305) write, “The explorsitik
"Western" medxcme—"Bnomedncme
a new frontier in medical anthro;
them, ‘biomedicine’ refers to ‘the pred
medical theory and practice of Euro-A
societies'. Referred to by various terms,

, ‘Cosmopolitan’, ‘Modem’, ‘Sc
‘Allopaﬂnc’ ‘Bio-medicine’ although 4
origins in Western civilization, has i
many other traditions and fully mtcracts
them. According to Hahn and Kleinman (1983:

306) a working definition of blo-medxcme e{ﬁ '

be: “...Biomedicine is the version of bi ;

foundbd and dominant in Euro-American so¢h

eties and spread widely elsewhere’.

-We generally compare and contrast

. ethno-medical system with the biomedicing
believe that ethno-medicine is a product

people’s culture while biomedicine is free of

Thus the practitioners of biomedicine “bel

_that their domain is distinct from mmatﬂy md
aesthetics, and from religion, politics and social

organization, this form of medicine may be a

more discrete system than others’ (Hahn and

Kleinman, 1983: 306). When a sick informs that
he is visited by weird anthropomorphic powers,
who incessantly torment him, and the local
shaman divines that this is a case of spirit intru-
- sion, or soul loss, the doctor trained in bio-
medicine is less likely to be persuaded by these
diagnostic aspects. The bio-medicine practitioner -
would diagnose the cause of sickness in some
* psychiatric phenomena, the treatments of which
will be completely free from the native’s culture
and supernatural domain. The people may com-
bine the medical treatment with spiritual methods,
but such a decision is theirs and certainly noton
the advise of the psychiatrist. Certain p!m
ena, for example, similar to the one reported i
the movie The Entity, of ‘supernatural visita-
tions’, as the people and also the sick describe
them, may baffle the practitioners of “bio-
medicine, there is less likelihood that these spe- -
“cialists would succumb to fmdmg an explmwnn
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“of psychtc disorders in supernatural/superempir-

ical ‘agents.

As pacuced it seems that the realm of bio-
ne is simply natural; it is scientific; it cuts
sicross cultural differences and native theories of
osology and aetiology. A relation may be drawn
foveen ethno-medicine and bio-medicine on the
isis of differences between nature and culture.

NATURE: CULTURE:: BIOMEDICINE:
" ETHNO-MEDICINE

But Hahn and Kleinman (1983: 306) are less
persuaded by such logic. Bio-medicine is not
simply a natural phenomenon’, it is a creation
3 imman society (Hahn and Kleinman, 1983:

%, founded in a cultural framework of values
@ premises. Rejecting the diametric opposition
d between ethno-medicine and bio-medicine, -
'mbtmt that bio-medicine is an ‘ethnomed-
itine’; although it is a unique one. To quote them

: (1983306)

- In making this claim (bio-medicine is on
ethno-medicine) we do not deny a natural
connection. Biomedicine and other socio-
cultural systems continually remake nature,
including human nature; but nature recip-
rocally constrains what can be made of it.
Biomedicine is thus the product of a dia-

- lectic between culture and nature. By
making this dialectic a central focus, med-

- jcal anthropology, we aver, will confront

~"- general anthropological theory with a vital

" problematic and offer a subject matter for
" its exploration. .

A treatment of biomedicine as a sociocultural
system has important implications for medical
anthropology. In several learned circles it is
‘believed that medical anthropology is chiefly
concerned with describing the native/local pro-
cedures of handling a health disorder, which can

“be “achieved using standard anthropological
;mﬂhods But once biomedicine is also under-
“standable in anthropological paradigms, the
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'w;dcns Besndes

etiologies, and
= examined in labor-
i in which the

A conSidetm I)m—medlcme as a socio-
cultural system is gan of the bigger effort that
believes that science, in general, is not created
in isolation—the sociocultural factors are ent-
wined with it, and various decisions regarding
scientific policies and research are taken in per-
spective of these factors.

Various medical systems are combined at the
real setting. At the level of a community several
ethnomedical pmcuces are combined—
shamanistic treatments, herbal methods, local
procedures to handle cases of osteopathy, house-
hold therapies. In'a- saciety having non-Western
treatments, but of- greattradition, like Ayurveda
and Unani, their combination exists with folk
medicines. Impact of W&em medicine does not
mean, Just because it is a ‘leading edge of mod-
emism’ (Hahn and Kieinman, 1983; 305) having
a wider spread and intefisity, that all non-Western
medicines are relegated to the back seat, What
actually occurs Bmm systems and ways
of treatment are combimed, and this is all done
to achieve complete effective treatment. The
term ‘medical pluralism® moftan used to desig-
nate the state of co-existence and combination
of various straﬂegies ms; methods and systems

5
of diagnosis and cure. Kakar (1983) in a mon-
ograph ou distinct but co-existing medical prac-
tices in India, has analyzed the paradigmatic
outlooks of each one of them.

Let us define medical pluralism. Medical plur-
alism is a concept, according to which differcnt
medical practices—of diagnosis, treatment, and
therapy—not only exist in a society, but also
come together, are richly combined, while hand-
ling a case of illness. From the perspective of
these practitioners, their medical practices are
rendered ineffective, or may even counteract, if
combined with others not belonging to their
system, but people—the consumers of different
medical strategies and treatments—on their own
take decisions to combine different medicines
without necessarily seeing various systems of
medicine as contradictory. In evolutionary

'sequence, as the new and more potent medical

systems come to exist, the clientage of the old
is gradually pruned, but it does not mean that they
become completely fossilized. They exist in some
comer of the society—in the household, with
faith healers and traditional medicinemen—and
may often be visited if the so-called ‘scientific
bio-medical system’ is unable to provide ade-

“quate help.

Various medical practices in a society can be
placed on a scale of differing clientage and
importance. Lower the place of a curative prac-
tice in this scale, less adamant its practitioners
are to a combination of different practices. Higher
the scale of a curative practice, more adamant its
practitioners are to a combination of differént

" medical practices. The allopathic system, for

example, will not in theory accept its combina-
tion with other systems, while shamanistic cure
or hgusehold treatment strategies may be more
in favour of administering different treatments.

One may here distinguish between how the
person (the ‘sick’, the ‘patient’) is looked at by
the medical system, and by the family (or any
other primary group) of which he is a member.
Howsoever well integrated the society is, the
health practitioner will always treat his
patient—when the ‘sick’ comes under medical



i e Inowledge hepracuceswﬁmg

pomarily interested 'in getting his
stored, for which it will unhesitatingly com-

ne different treatments irrespective of their
spective ontological, epistemic, moral and #s- -

etic foundations. For the family (or any other
imary group), the ‘sick’ is a ‘total
dividual’—not the ‘subject’ on whom medical
1owledge is to be tested—in whose welfare and

ell-being lies its chief good. Medical pluralism ..

sults out of this orientation where attainment
“health is the primary objective and the indi-
dual is treated in its holistic self. When-one sub-
ct of treatment fails to provide relief, the
dividual moves on to another, and this is indi-
dual’s or his group’s decision; the practitioner
"a medical system will not advise his patients
shift to another, but within his own sphere of
irative practices, he would struggle with his
owledge to devise an effective treatment for
e patient. His overarching concem is to “test
s knowledge’, the consequence of which hope-
ly is recovery of the patient.
Each medical system is not only a product of
particular historical milieu and cultural appar-
us, it also has its own cognitive categories. The
m-combination of these catégories produces
ssimilarities between them. Human beings
ught in illness episodes are less bothered about
s.issues of combination; they are singularly
ncemed with recovery and relief. For this, they
ually abolish the distinction between ‘rational’
d ‘non-rational’ methods of diagnosis and treat-
7 illness. Here the distinction between ‘science’
d ‘faith’ categories collapses; and so is the dis-
ction between ‘magic’ and ‘religion’. Systems

the group of which the sick is a meiﬁhr.
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of thought and explication, like astrology (see
Pugh, 1984: 85-105) or Sufism (see Ewing, 1984:
106-114), which primarily are not medical, are

- approached for curative as well as therapeutic

purposes, on the premise that religion is to be
resorted to in cases of suffering, and illness is
a kind of suffering, the alleviation of which can
be sought through prayer, touch, invocation of
spirits, sacrifice and libation, appeasing the unfa-
vourable planetary configuration, or wearing tal-

. isman and charms on body. Intriguing cases of

cure, mental and physical, from different contexts
have been reported—there are incredible
accounts of Philippine faith-healers (Chesi,
1981); through spells and charms, a case of
cancer has been cured (see Themes and Issues,
Society for- Indian Medical Anthropology—
SIMA—Bulletin, vol. 2, no. 1, 1989); there are
accounts of healing in temples (Skultans, 1987:
661-679)—and they have been either analyzed
in a psychological framework (see Harper, 1963:
165-197; Yoshida, 1967: 237-262; Kakar, 1982),
or left simply recorded because the events leave
the investigator more than baffled. In other
-words, the dependence of modern man on bio-

‘medicine does not exterminate his belief in either

the existence of ‘alternative’ medicine systems,
working on principles different from the West-
ern medicine, or cosmic forces and powers which
are inexplicable through methods and practices
of modern science.

Medical pluralxsm entails from the general
skepticism of the people about the singularity of
a medical system. Promotion of non-Western
codified systems, like Ayurveda and Unani (for
a different viewpoint, see Morris, 1989a:
103-121), by the state of India is another step
towards recognizing Aalternative - medicines.
Ethno-medical profiles of tribal and rural com-
munities familiarize us with the medical practi-
ces the people have been following in the absence
of Western bio-medicine. Medical biographies
(see Srivastava, 1990) of the sick tell us how and
what medical choices were made after the onset
of the illness was announced.

This, however, does not imply that every



stress our point.

doing his mid-1990, a boy, study-
ing i st |, was bitten by a poisonous
snake when at sight he went out to ease himself.
Cases of always on rise during the

i period of four months,

July to the night the boy was
provided 8¢ aid, and the next morn-
ing, i the victim to the hospital,
the family  decided to take the services

of a traditional healer who lived in the town.

believed to be the gaardian of all kinds of snakes,
the healer tied a thread (fanti) around the affected
area, and said that the boy should be protected
from the touch or reflection of a lower caste
person. Further, he almost guaranteed that the boy
would be cured in a few hours. The patient was
brought home, the family members maintained

unexplained silence about the whole matter. The

morning later, the boy succumbed to death.
The people believe in the existence of snake
deity, and to safeguard them against any unto-
ward happening, Goga is always worshipped.
Before starting the agricultural work, the offer-

ings are first of all made to this deity, along with

some others of local variation—like of Hare Ram
Baba in Bikaner and adjoining area. The faith
in these deities provides the people with psycho-
logical protection, it when cases, human and

animals, of snake bite come, should they be taken - -

to the respective doctors or the Goga priests. At
this juncture, the intervention of anthropologi-
cally oriented social work is urgeéntly required.
Respect to the local knowledge apart, the idea
that the victims of snake bite should be immed-
iately, without delay, taken to the hospital, needs
to be fully instilled in the people.
Value-loaded questions emerge with respect
to all the intriguing cases of cure. An astrologer

d and promoted. Let

where Srivastava was

Enchanting the name of Goga Pir—the folk deity

7
is able to cure a cancer patient through spells

(mantra) and related instruments (yantra), but can
this become a standard treatment for all the

- patients of cancer. Kakar’s (1989) comment on

the miraculous cure of a cancer patient, reported
in the SIMA Bulletin, is worth quoting here:

The paper is interesting and is one more
illustration of there being much in the
world which our philosophies cannot even
dream of. Yet, it raises questions but does
not answer any in plausible fashion. We
know of reports of cure of incurable cancer
cases from all over the world with the most
varied of remedies and even of spontane-
ous remission of cancer (Everson, "Spon-
taneous Regression of Cancer”,
Connecticut Medical Journal, 22, 1958) so
that even to link any one practice with the
cure becomes extremely difficult, except
for the believer in that particular practice.
Therefore, though I am quite in favour of
suspending disbelief in ¢ases such as to one
you have described, I must also suspend
belief as to the connections you draw,
because of the so many other similar cases
where very different connections were
drawn.

Local herbs are used by people for various
ailments—there are cases of restricting pregnancy
through these herbs, or of facilitating abortion,

- but before they are incorporated in the general

health care system, they need to be fully analyzed
with their botanical properties sorted out.

In light of these theoretical and applied aspects
of medical anthropology, lét us formulate its def-
inition and survey the salient aspects of the work
done so far.

I

Medical anthropology may be defined as a
branch of anthropology which studies the epi-
sodes of *uman confrontation with ‘disease’ (in
biomedical framework) and ‘illness’ (in ethno-



8 %
medscal), and the adaptwe arrangements they
make for dealing with the deviations from nosig
health standards. The ill héalth is not an i
vidual problem; it is socio-cultural. It is an
the sick that quasi-groups—P.C. Joshi ¢,
called them ‘therapy management groups
formed, which consist of kinsmen, nei

friends and colleagues. At the fmcn;bvﬁ;

illness provides an occasion for reinforcing
idarity between relatives, friends, neighbours
all others concerned. Treatment is

through cultural mechanisms which interact with

biological. Therefore, sickness is perce;v@:t

‘biological, social, cultural and psychologk
terms in a holistic framework. Functional an

ical abpraoch (in contrast to situational logic used
by sociologists) may be useful in uncovering the
links between various dimensions of health; dand: -

sickness may be taken as a symbolic perspective
to comprehend their meaning.

For describing medical practices we generally
use the term ‘medical system’. A medical system

can be conceptualized as a network,-or a social -

system, or a cultural system. When we view a

medical system as a network, it implies the search .

for relations or connection between parts—the
parts may be individuals and persons, groups,
institutions, roles, messages—and which of these
has priority over others depends on the analyt-
ical perspective of the investigator.

Treating a medical system as a social sysm
implies that we look for functionally related

social relations which include rights and duties ~
with attendant beliefs, values and attitudes. Fol--
lowing Parsons (1951), a medical system as a i

social system should have the four functional
imperatives—adaptation, goal-orientation, irite-
gration and latency. As a cultural system, one has
- t0.analyze the beliefs, values and attitudes which
are functionally related with sickness and death.
Medical anthropology, therefore, is a bio-
cultural discipline concerned with both biolog-
ical and socio-cultural aspects of human behav-
iour, particularly with the ways in which the two
interact and have interacted throughout human
history to influence the conceptions of health and
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treatments and therapies of disease (Foster and
Am 1978: 2-3). The bio-cultural nature of
al anthropology is clear in a series of
i amcles (Candill, 1953; Polgar, 1962;
ega Jr, 1972; Lieben, 1973; Colson and
. 1974; Landy, Ed. 1980).
lier the data for medical anthropology were
ected from three different sources by the spe-
5. Physical anthropologists collected data
ing evolution, adaptation, comparative ana-
_racial types, genetics and serology, gen-
and environment and their relation with
and sickness. The culture and personality
ent of the late thirties and forties was
r source of data for medical anthropology.
: data collected by psychiatrists and anthro-
ists (Hallowell, 1940, 1963; Henry and
ry; 1944; Paul, 1950) were primarily theore-

‘ ‘ﬁ@lam nature having less applied value. The eth-
“nographers collected details about primitive

medicine, witchcraft, sorcery and magic. These
beliefs and practices were dealt with with the
conceptualization of disease as the product of
indigenous cultural viewpoint and not in the con-
ceptual framework of modern medicine. .
Rivers (1924) classified some basic concepts,
especially the idea that indigenous medical sys-
tems are social institutions and they should be
studied in the same way/fashion as social insti-
tutions are studied in general. Further, the local

~ medical pracuces are ‘rational’ and they should

be understood in themselves. The theme that

érged from Rivers that religion, magic and
medicine are interrelated, and should be studied
in relation to one another, is still followed by

- many investigators working in relatively 1solated

communmes
Evans-Pritchard’s (1937) work_on witchcraft

‘was a significant contribution to the native think-

ing on-a phenomenon that was deemed to cause

- many unfortunate conditions, illness being one
" of them, The Azande, on whom Sir Evans Pritch-
-ard worked, believed that some people are born
‘witches—they have a blackish hairy object

locally called mangu under the sternum-——and by
virtue of this inherent quality, they can cause any
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des a natural phi-

edical beliefs and prac-
, 1968) or Spiro (1967).

the studies of health
e extent, reduced to
iry, magic, or in gen-
adjustive ritual prac-

tices, with nd empirically rational
diagnoses, prophylaxis as resid-

ies. : of this, they can be
more properly #ed anthropologies of reli-

gion, comparative mode of thinking, witchcraft,
ritual and symbol cultore and psychology, and
so on. These were believed to originate in pro-
blematic and analytical frameworks where sick-
Ress events were vehicles to understand other
constellation of facts. ,

Although abstraction of generalized principles

is lacking in these stdies, this does not reduce

their importance as they provide rich accounts
of health and si ‘
socicties. Truly, they are not proper medical
anthropological worksbut insights developed
from them, particalitly where sickness is so
externalized that it becomes a social event
(Lewis, 1979), have enriched the ethnomedical
studies of - medical pology, besides, of

rstanding societies, in gvolution-
ary or functional terms, fﬂ!ich were different

from their own. Since the magico-religious
system found one of its fult expressions in events
of sickness, these antl ists studied sick-

ness to understand native religion and magic.

sons fall sick; they -

ss events in simple, kin-based -

were pre-eminently .

Events of illness provided empirical material

reach the abstract propositions of magic and reli

gion. Therefore, these anthropologists could no

be called ‘medical anthropologists’; they were no

concerned with the possible significance of their
findings to the health structure of the commun.
ity they studied. Therefore to say that medical
anthropology evolved from the earlier studies of
illness in the context of religion and magic, may
not be right. But once in the sixties, medical
anthropology emerged as an independent but
inter-disciplinary field of theoretical and applied
value within anthropology, its disciplinarians
started introspecting the earlier studies which col-
lected émpirical details on the treatment of sick-
ness in simple societies. Medical anthropologists

. working in the field of public health have placed

these studies under the title ‘ethnomedicine’.
" Some ethnomedical studies have focussed on
the functional role of traditional medicines in par-
ticular cultures, others have emphasized the logic
behind ethnomedicines; some others have offered
the psychological and psycho-somatic implica-
tions of these medicines. Studies with the theme
that sickness is a vehicle for pursuing other inter-
ests, have also been conducted (Frake, 1961) but
they have been found to be of limited relevance
(Good, 1977). ‘ '
The studies by Evans-Pritchard (1937)-and*
Gluckman (1972) gave primacy to social rela-
tions which produce the forms and distribution.
of sickness in society and social organization of
ritual behaviour. Among the Azande, the diag-
noses by the witch-doctor is held in public and
heralded and accompanied by drums. These
public performances are local events of a lot of
importance (Evans-Pritchard, 1937: 154). Med-
ical facts are not separated from values; physi-
cal manifestations are not torn from their social
contexts, and it requires no great effort of mind
to read social relations into material events,
Ackernecht (1942a, 1942b, 1943, 1945,1947,
1971) may be considered one of the pioneers in
the study of ethnomedicine. In 1942, he wrote,
‘primitive medicine is not a queer collection of
errors and superstitions, nor is to be explained
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by simply stating that in the medical field prim-

itives used spells, prayers, blood letting, human

fat and spitile’. Further, ‘what counts are not the
forms but the place medicine occupies in the fife

of a tribe or people, the spirit which provides its

practice the way it merges with other traits from
different fields of experience’. Discussing the

relationship of primitive medicine with caltise

pattern, he identified three aspects:

i, there is not one but numerous different ‘prim-
itive medicines’;

ii. the differences between the primitive medi-
cines are much less in elements than differ-
ences in the medical pattern which they buiﬁ
up and which is culturally contained; and

iii.. the degree of integration of different elements
of medicine to the whole and of the whole
medicine into a culture pattern, which varies
considerably.

Ackernecht illustrated these points by compar-
ing the systems of medicine in different cultures,
attributing the success of primitive medlcme to
its psycho-therapeutic qualities.

Field (1961) studied the religion and medicine

of Ga, a community of West Africa. Among

them, the treatment of disease is done by med-
icinemen as it is believed that the cause of dis-
case is an attack by evil spirits. There are broadly
two types of medicinemen—good and bad. A
good medicineman works with two sorts of
materials—visible apparatus and herbs. Bad med-
icineman causes harm to the people with or with-

out the help of familiars. Good and bad medicine

men are mutually exclusive. Such dichotomies
of ‘good’ and ‘bad’ are prevalent in other dimen-
sions of human life—marriage is an example of

‘good sacredness’, while death of ‘bad sacred--

ness’; one who performs death rituals in the
Hindu system is a ‘bad Brahmin’. Similarly the
local distinctions between ‘good’ and ‘bad’ med-
icinemen are based on distinctions between
-“‘white’ and ‘black’ magic, although it should not
be forgotten that they are relative categories.

The dichotomy of ‘tradition’ and ‘modern’, or
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‘lay’ and ‘cosmopolitan’ has affected the clas-
sification of medical systems. Polgar (1962)

'dxchmmzed health culture into ‘professional’

and ‘popular’; Leslie (1960) discussed the ‘cos-
mohtan system as opposed to ‘indigenous’ or
‘popular’ medical system. The idea of dual
system, as forwarded by medical anthropologists

for analytical reasons, does not imply rigidity of
categories—the tradition is not impervious to
‘modamty This, as we saw, accounts for med-

M pluralism.

Dunn (1976) has class1fied medical systems
wiﬂl reference to their geographical and cultural
mgs. Thus, there are ‘local medical systems 5
comprising ‘primitive’ or ‘folk’ medicine; ‘regi-
onal medical systems’, such as Ayurvedic, Unani,

and Chinese medicine (for the latter, see Morris,

1989b: 1-33); and the ‘cosmopolitan medical sys-
tems’, often called ‘moder’, ‘scientific’, or
*Western’. A dictionary definition of ‘cosmopol-
itan’ conveys the worldwide character, rather than
one which is-limited or provincial in scope,
involving persons in all or many parts of the

_ world. Local and regional systems are invariably

indigenous and traditional. They are normally
intra-cultural, but not insulated from exchanges
with other systems, The local systems tend to be
popular and non-scholarly, while regional sys-
tems are scholarly (Dunn, 1976: 135-136). One

may kecp in mind the distinction between Little
and Great Traditions for understanding the con-
tinuum of different types of medical systems.

Each medical system evolves to meet a people’s

conception of their health needs. A long-standing
indigenous, traditional system may be more
effective in meeting with certain health needs
than a recently transplanted system.

However, little attention has been paid to the
specific character of interaction hetween ‘prim-
jtive’ and ‘modern’ medical practices. Few stu- .
dies have been conducted among simple societies
where these twb secmingly divergent approaches
to healing operate side by side and how the
system operates. In urban societies, there is a per-

sistence of folk medical practices, and they
endure not as ‘rememberances of nostalgic past’
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but because of their survival strategies in criti-

cal situations. Social and eeanomic functions of
traditional medical systems are fairly well known.
Press (1978) examines bealth practices in terms
of their response % wrban socio-economic char-
acters. Such practices appear (o serve functions
of acculturation, guilt displacement resulting
from failure to achieve, and sub-group identity
maintenance amoug others. It is, however, not
known as to what structural accomodations must
be in the traditionat auvivamnem with the advent
paptices. Press, clarifying the
concept of ‘folk’ m system, said that it is
. at variance with 'Wistern, scientific medicine;
with a codified, forstal and literate medical tra-
ditions (Western, -Ayurvedic, Unani, Chinese,
etc.), with the M% pmcuoes of a com-
munity or nation. Foll medical systems are char-
acterized by a high degree of shared knowledge
between public and practitioners and this serves
as an effective social control mechanism. Folk
illness and medicines ‘are aspects of the same
cognitive system, but they are not identical.
Gould (1957, 1965) has discussed some of
these problems in light of his study from a North
Indian village. Although his data were meagre,
as medical practices were not an original con-
cem of the study. Yet they tend to fall into rather
clear categories and are statistically reliable.
Gould concluded that interaction occurs in the
folk culture between systems of primitive and
scientific medicin¢. This interaction tends to
create division of functions between village and
scientific modes of healing in which the former
serves the chronic non-incapacitating dysfunc-
tions while the latter serve the critical incapac-
itating = dysfunctions. Folk pragmatism is a
selective principle fo determine which method of

treatment should be called for. Further, socio-

economic status is another factor in the interac-
tion between folk and scientific medicine. Choice
of scientific over folk therapy is increased by
economic well-being, formal education, and
occupational and spatial mobility. He observed
that the limited utility of ‘scientific medicine
leaves open a relatively permanent area of

1

chronic non-incapacitating dysfunctions within
which a primitive system of medical therapy may
continue in a complementary structural position
in folk setting. Depending upon the nature and
character of illness, the medical systems are

: approached Erasmus (1952) found that the folk

people of Equador treat their illnesses with super-
natural etiologies by folk specialists, while others
such as infected wounds, measles, anger sick-

‘ness and skin infections are treated at home.

‘Good (1977) used the ‘semantic illness net-
work model’ for case studies of Turkic speaking
region of Iran and an outpatient clinic in the
United States. He used the network of words, sit-

\uations, symptoms and feelings associated with’

illness and its meaning for the sufferers. He col-
lected the information over a period of time
regarding symptoms, choice of therapies, social
situation and the etiological circumstances of the
patient or informant. Good called his methodol-
ogy akind of ‘social free association’, by which
he constructed his informants’ semantic illness
network, and organized these networks through
‘core symbolic elements’, which are parallel to
Turner’s ‘dominant symbols’ that organize the
meaning of rituals in those societies. ,
Blumenhagen (1980, 1981) and Kleinman
(1978a, b) also described semantic illness net-
works while explaining the nature of folk illness.
Blumenhagen used semantic illness networks to

- explain how hypertension is.perceived by a pop-.

ulation of Americans who suffer from it. He
organized his informants’ responses into what he
called ‘nodes’ and ‘arrows’. Nodes consist of
reports of symptoms (eg. dizzy spells), interac-
tion (eg. family arguments), physxologxcal func-
tions (eg. ballooning veins), body states (eg.
overweight), pathogenic agencies (eg. acute
stress), and activities (eg. high pressure causes
ballooning veins which cause rupturing in blood
vessels). Reducing 1300 individual reports
(nodes) to 59 categories, Blumenhagen redrew
his arrows to indicate the relative frequency with
which his informants reported causes and effects:
Like Good and Blumenhagen, there are others
who reject the physicalistic reductionism of
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o-medical model and empham that - the-

ymain of medical anthropologists is M

ough their special contribution may be
iderstanding ‘illness’. Similar views
r Eisenberg (1977) and Fa
175). Anthropological studiés:
se were conducted by AHand
ibrega, Jr. (1974, 1975, 1979).
Kleinman studied the ‘core ciin
at is how systems of medical
actice of clinical processes enable
apt to certain worrisome circums
er, he does not maintain that é&v
actice is necessarily adaptive (198
aptation premises are reﬂecwdﬂ
oice of words: guiding, i
plaining, negotiating alliances, -
Although Klineman refers to semantié
tworks in his studies, his semantic: setwor
s related to systems of medical me
'ough people’s ‘explanatory models of illness’,
breviated as EM by Kleinman. An EM is a set
beliefs which ‘contain any or all of five tis-
es: etiology, onset of symptoms; patho-
ysiology; course of sickness (severity and type
sick role); and treatment (1978a; 87-88). It
ty seem at first glance that EMs conceptualize
it every culture has its own explanation for
kness, but in fact it resembles Clifford Geertz’s
¥73) idea that every culture provides the people
th ways of thinking that are simultaneously
idels of and models for reality. -
The explanatory models mmultmlemﬁym
ler and meaning, give plan for purposive
ion, and help to produce conditions requires

" their own perpetuation or revision. EMs are
ributed to individuals and not to cum %wy ,

1 be heterogeneous within a ¢

1 be seen in different dimensions: atﬁm '

1ations by different or the same set of pe
sinman includes semantic iflness nctwmkmd
1s within a single diagram.

Young (1982) summarized that senﬁ:iciﬂ-
is networks are the products of EMs. in dther
rds, an informant’s semantic illness networks
1 to a set of statements he actually makes over
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a given period of time, using EM:s to respond to
particular contingencies. The EM approach set-
tles certain fundamental issues like distinction
between diseases, illness and sickness; the con-

- nection between sickness and people’s statements

about it and the practical (or clinical) role of med-
ical anthropology. Kleinman and Good focussed

- on clinical events and the healing (illness) pro-
cess, clinical setting dyadically radiating social

relations between patients and practitioners, par-

~ ents and individual family members, and so on.

Other social factors that fall outside this circle,
were not touched. According to the critics, the
explanatory models overlook the fact that power
originates and resides in arrangements between

®,. social groups and between classes.

The practical interest of the authors propagat-
ing the explanatory models lies in the issue of
medical efficacy. They intend to augment the
effectiveness of clinical medicine in the context
of healing process; for example, they want to
enhance the patients’ education, remedy pro- .
blems of non-compliance, and challenge mala- -
daptive courses of treatment.

In Western society, the commodity mode of
production dominates the social order. It creates
a situation in which human beings and their
experiences are constructed as de-historicized
objects in themselves. Western medicine; among
other things, is a part of the ideological appar- -
atus of the social order (see Illich, 1975; Taus-
sig, 1978). All knowledge of society and sickness
is socially determined. Medical facts are pre-
determined by the processes through which they
are conventionally produced in clinics, research
settings, etc. The perspective of anthropology of
sickness is oriented to a point beyond the heal-

- ing process, the inner logic of illness and the con-

sciousness of the individual. This practical
interest is in what can be termed as medical pro-
ductivity. Here, attempts are made to identify the
direct and indirect impact of particular clinical
practices and perspectives on the levels of mor-
bidity and mortality of the population at large.

‘Becauce a medical system’s degree of produc-

tivity depends on its effectiveness, technical skill
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Bmﬁ’e smdy of medical

phenoumas&ayaeiaﬂuewedby social and .
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ena as they are iltuminated by their medical
aspects, Hlsschﬁmaufmedicalanmropology is
auseﬁx!pamdxgmbutm%oranvercsearches
transcending any particalar discipline, will prove
tobeofgteatuumym&emmxsnconesﬂw

wlnchtheyareem L
ledge of folk or ethno
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‘provide valuable grounds for collaboration

between medical scientists, health professionals
and anthropologists.
Despite the valuable nexus of ‘pure’ and
‘applied’ research, the latter have not achieved
a laudable breakthrough. One of its reasons, we
suggested at the outset, is the lower status
assigned to application areas by most anthropol-
ogists committed to theoretical research. Medi-
cal anthropology can significantly contribute to
applied aspects since it deals with the manage-
ment of ill health. The role of medical anthro-
pology is to be understood in proper context;
surely it does not offer any ‘medicine’. It tries

* to understand the dynamics of illness, sickness,

disease and health in the context of social struc-
ture (see Joshi, V. 1986: 125-137). Notwithstand-
ing the biological implications of medicine, the
fact that medical systems interact with social
forces should not be lost sight of (se¢ Bhasin,
1990) To support the social relevance of med-
icine, we may quote Virchow’s characterization

. of medicine as social science.

Intensive study of traditional system of med-
icine is extremely important. The traditional med-
icines are still surviving not as relics of nostalgic
past but because of their survival strategies in crit-
ical situations. The ethno-medical studies reveal

‘how people survive in the absence of the so-

called ‘cosmopolitan medicines’. How do they
face perilous situations and what is the efficacy
of ethnomedicines? Besides these, it has also
been noted that the introduction of new highly-
effective medicines is thwarted by values which
act as bulwarks of traditional medicines. For a .
smooth functioning of cosmopolitan medicines,
arich knowledge of folk medicines is urgently
needed: It is in continuity with the premise that
one. should know the recipient culture before

“ embarking on any programme of change.

Bl

Let us now briefly survey the medical anthrop-

- ological studies in India. Elwin (1939) started a
small medical centre in Patangarh among the
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" tribes of Mandala. He studied the tribal culture
in totality and observed the relation of culture to
health and medicine.

Khare (1963) described the general chm
istics of folk medicine and the cmuepmahm
of illness among the people of Gopatpar (Utta
Pradesh). The village had three hs ;
multicaste (Gopalpur proper and
one unicaste (Ahirpura or Rampur). He ohsmw.
‘A detailed account of the concept ofma

(tetanis) clearly reveals gradual elaboration snd

sanskritization of ideals regarding discases as we
move from lower castes to higher castes. The
higher castes think about a disease more with the
help of the ideas embodied in the great tradition,
while the lower castes largely seck explanation
in spirits, impersonal forces and-tribal gods.

"These latter beliefs are mostly local in consent.

There is also a difference in the elaboration of
ideas as we move from lower to higher castes’.
Hasan (1967) noticed two types of social and

cultural factors that affect the health of any com--

‘munity: (a) factors that directly affect the health
_of the community because certain customs, prac-
tices,beliefs, values and religious taboos, etc.,
create an environment that helps in the spread
or control of certain diseases; (b) factors that indi-
rectly affect the health of the community as they
are related to the problem of medical care to the
sick and invalid.
Carstair’s (1955) study in a village of Rajas-

 than depicted the case of a Westem trained doctor

whose efforts to treat villagers met with some
obstacles due to traditional local beliefs. There
were misunderstandings on both sides because
of different theories of etiology, different. tech-
niques of cure, and different conceptions of the
role of the physician. According to him, villag-
ers were not likely to change their world view
to conform with that of the Western trained
doctor.

Introduction of Westem techniques in pubhc
health and medicine is not sufficient, but adap-
tation of the role of doctors and other health per-
sonnels to fit the existing culture and expectation

~of the people is more important,
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In contrast, Marriott. (1955a) critically exa-
mined the social and cultural problems involved
in introducing new techniques of medicine in
Kishan Garhi, a village in Aligarh. It may be
remembered that it was in the context of this vil-
lage that the concepts of universalization and

. parochialization developed (Marriott, Ed. 1955

b). Marriott’s description of the village social
organization and analysis of the village medical
institution and examination of the role of the
Western doctor as it appeared to the villagers in
the context of their society and medical institu-
tion, is of great significance. Using social struc-
ture as the primary framework, he described the
village as comprising three concentric social
realms—kinship and family; village and caste;

_and that of the outside world, government or

market. The first two are based on demand,
mutual trust, obligations and formal respect; the
third one is controlled by money and power.
Varying degrees of trust are common in all the
realms. Thus, Marrioft observed that desgte good
medicines and -good imtentions, the Western
trained doctor must obtain a suitable position in
between the realm of the outsider and the inner
realm of kinship, His analysis described the con-
straints and. conflicts that acted as obstacles to
the spread of Western medicine in Indxan vil-
lages.

These two cases show that while Carstair’s
approach was psycho-cultural, Marriott was pri-
marily concerned with the doctor-patient relation-
ship, relating the patient's expectations to the
general climate of Indian community.

In the Indian cultural setting, a number of stu-

-dies have been carried out which point that rural

people attribute diseases to certain external con-
ditions which may involve npt only natural but
supernatural powers acting in conjunction with
certain internal conditions of the body. The inter-
nal conditions may consist of physical or nat-
ural weakness, and the external conditions may
be the action of certain goddesses that cause dis-
eases and evil spirits.

Rizvi (1968) studied health practlces of the
Jaunsaris, a tribal population of Jaunsar-Bawar
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in the hilly region of Dehradun (Uttar Pradesh).
He found that the Jaunsaris use household reme-
dies for a number of ailments; for certain spe-
cific diseases, the herbalist is consulted. The
medical facilities in the asea are insyfficient, but
whatever are available, the people are reluctant
to use them. The m aumfestanon of ill-

i : meiural or
magical causes mmy explain ill-
ness. In evaluating how for modem-scientific
medicines have beenmd. Rizvi stated that
the people spend very little: or sometimes
nothing on the lreatmeawfan illness either by
priests or herbalists, bscanse payment is in kind.
Traditional medicines h not have to be pur-
chased; they are prepared from common plants
and animals found in the region.

To some extent, these teaditional systems of
medicine obstruct the path of cosmopolitan med-
icine. The question genrally asked is: why we
cannot absorb the indigenous knowledge to form
a multi-tier system rather than imposing a single
system from outside. Integration of indigenous
systems of medicine in primary health care has
become the contemporary need.

A number of studies done in India show the
presence of multiple medical systems (see Bhat,
1985, 1986; Nichter, 1978, 1980). In a detailed

study in Karnataka, Nichter found the local’

people practiced what he called masala medici-
-ne,a mixture of different practices. He observed
that the rich would generally try a remedy for
four days and see its éffects before switching on
to an alternative. Bhat (1986) has described the
ethmomedical concepts, beliefs and practices in
two villages of Jaintia Hills in Meghalaya. The
ethnomedical system of the local people-was-an
amalgamation of both tribal and non-tribal cus-
toms, beliefs and practices. The people have.inte-
grated elements from other cultures.

In India, both scholarly medical traditiops—
Ayurveda and Unani—continue to flourish.
Although Ayurvedic care is availalile in rural and
urban areas throughout India and it cuts across
social and economic sl“ﬁ Q& mple the
Ayurvedic physicians (or v :
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Female access to Ayurvedic cure, at least for cer-
tain disorders, is limited as long as the practition-
ers are males. Furthet, a strong governmental
support to these systems is lacking, thus making
it hard for the marginal socio-economic groups
to seek the medicine. The indigenous systems
remain enormously important as providers of
health care to most villages, and the Ayurveda
and Unani Substantially contribute to the camul-
ative impact of these systems on Indian health
and ill health, Cosmopolitan medicine is at home
in urban India, but its adaptive influence remains
to be seen in rural areas. The cultural gap between

. villagers and cosmopolitan health workers is one

of the barriers that limits the adaptive strategy
and efficacy of cosmopolitan medicine,

A policy decision has been taken by the Indian
government to promote community based devel-
opment and deliver health, nutrition and welfare
services through primary health care approach.

'This approach and philosophy is for planning

organization and delivery of health services. It
is based on certain concepts and pnnclples such
as accessibility (geographic, economic and social)
of services as close to the homes of people as
possible, continued availability, provision of all
components of basic health services, providing
referred services at secondary and tertiary levels
for those who require intensive care, reaching
vulnerable groups (such as mothers, children,
those socially and economically underprivileged),
integrated development to ensure maximal
impact of various development programme

.involvement of community in health care.

" For sustained improvement in the quality of
life of the people, community involvement

‘.. (awareness.and participation) plays a pivotal role.

Programmes without adequate understanding and
recognitioh of community process do not actu-
ally produce desired results. Here Khan’s (1986)
study of the Santals with special reference to the
Santals of Bolpur (district Birbhum), may be
referred. The state government has been under-
taking a number of development programmes
including health programmes in the rural areas
of this region. Sti Niketan, being the pioncer in
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the field of rural development, has been impile-
mentmg several programmes (including heaith)

in the nearby villages. It may be mentioned hess -

that Sri Niketan had the tradition of:
health services in the village through coapé
approach since 1930. Health ¢ ativ
organized in different clusters of village
Sri Niketan to fight malaria and other
diseases. , :
By analyzing the data it was found that 368
50 families in the village away from S
tan, still practiced folk medicine, it was:
per cent in case of villages under Sri Nikssh
By analyzing various other parameters, Kl
showed that the state government’s health
grammes failed in motivating the Santals
 eas the health programmes initiated throtigh
Niketan influenced the Santals in a posmve
To achieve desired results in terms of cove

ities by the people and for the people should be
encouraged. Community participation for health
care theoretically requires promotion and incul-
cation of a value system which is based on mutual
concern for members in a community. Villages
in India are not homogeneous; the society is strat-
ified according to caste and kinship groups, and
efforts must be made to organize people accord-
ing to these features. Who is to organize, and for

whom, should be the central points. Indizn sta-

dies have heavily inclined towards ‘hospital sta-
dies’ (Madan, 1969, 1980; Minocha, 1980),
ethnomedicine (Bodding, 1925; Bhowmick,
1955; Bhowmick and Chaudhuri, 1966; Kaksr,
D.N,, 1972a, 1972 b, 1976, 1977, 1980; m
P.C., 1985; Freed and Freed, 1985; CM%
ed. 1986; Sahu, 1986), and drug abuse (Shukia,
1987). With these, studies having apphed feki
need to be given more attention.

v

There are lacunae in our research methods and
objectives. Our research is largely not problem -

oriented and overall regional comparisons of
people living in different geocultural environ-
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ments are lacking. In the absence of proper base
line rescarch, we lack properly formulated hypo-
theses and original standpoints. Presently, we do
ot have much to contribute towards action-
efiented research which will influence planning

A change the administrative outlook on current

roblems. The identification of the problem has
0 be discovered from within rather than follow
i outside lead. There are a number of problems

k % with regard to medicine studies for which

and scholars can come together and

form basic strategies towards the pressing

#ational problems.

ince anthropology is a field science, we must
our expertise to prepare ethnomedical pro-
sg of the country and their potentialities, Case

Mes of various types of healers and the pro-

gess of healing will provide an insight into the

faj§s;  caltural categories. Health needs of the people
effectiveness and efficiency, health related activ:

have given rise to medical pluralism, which need

- to be studied. Therapeutic interviews, observed

in field and experimental situations, are to be col-
lected for they reveal the dynamics of relations
between patients and practitioners. Evaluation of
health care programmes, herbal medicines, bio-
cultural study of disease and culture bound reac-

tive syndrome, are other important areas of study.

- Inthe context of the tribals of India, the health
problems need special attention. This is primar-

ity for two reasons. Firstly, many of the tribal

comimunities live in isolated and remote areas
where modern health facilities are not available.
Secondly, the growth rate among different tribes
wvaries : it is alarmingly slow in some commun-
ities like the Great Andamanese. One of the pro-
m&mem:muveTnbesmIndlalsmeunear
Agaggl or conistant population. Acculturation
-gaiact situations have drastically reduced
the papmn of some tribal groups. Comment-
ing on the demographic decline of the Great
Andamanese, Onges and Jaravas, the Gazetteer
of Andaima#t and Nicobar of 1908 made the fol-

pinution of the populations
nd contagious disease, the
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lical and preventive
Yeing utilized by the

practices ]
social group, s& it isdeenti 80 study the con-
straints of acce 'm facilities along
with the socio-cultussl sions of health and
family welfare.
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