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Orientations 2:
Culture, Health Care Systems,
and Clinical Reality

HEALTH CARE SYSTEMS

The single most important concept for cross-cultural
studies of medicine is a radical appreciation that in all societies
health care activities are more or less interrelated. Therefore,
they need to be studied in a holistic manner as socially orga-
nized responses to disease that constitute a special cultural sys-
tem: the health care system. In the same sense in which we
speak of religion or language or kinship as cultural systems,
we can view medicine as a cultural system, a system of sym-
bolic meanings anchored in particular arrangements of social
institutions and patterns of interpersonal interactions. In every
culture, illness, the responses to it, individuals experiencing it
and treating it, and the social institutions relating to it are all
systematically interconnected. The totality of these interrela-
tionships is the health care system. Put somewhat differently,
the health care system, like other cultural systems, integrates
the health-related components of society. These include pat-

—

terns of belief about the causes of illness; norms governing

choice and evaluation_of “treatment; socially-legitimated _sta-

— PR ot

tuses, roles, power relationships, interaction settings, and
institutions.

Patients and healers are basic components of such systems
and thus are embedded in specific configurations of cultural

1. This subject is covered in Kleinman (1973a, 1974a, 1976). For other
models of health care systems, see Alland (1970); Colson (1971); Dunn (1976);
Fabrega (1976); Field (1976); Freidson (1970); Janzen (1977); Kunstadter (1976b);
Leslie (1976a); Litman and Robins (1971); and Montgomery (1976).
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meanings and social relationships. They cannot be understood
apart from this context. lliness and healing also are part of the
system of health care. Within that system, they are articulated
as culturally constituted experiences and activities, respec-
E: the context of culture, the study of patients and heal-
r'ers, and illness and rmmmsm\ must, therefore, start with an anal-

ysis of health care systems. IS T
_\.ﬂmm;mm%/ozrwmznrmnR.m.,,mFUSmwmm this still not well-appre-
ciated notion, and explores its implications for cross-cultural

studies of health care as well as for a general anthropological

understanding of patients and healers in society. This topic is

indispensable for understanding the rest of our theoretical

framework and our analysis of the empirical evidence, for the

perspective it entails alters in a fundamental way our habitual

orientation to patients, healers, illness, and healing. It dis-

solves old questions and creates new ones, Bn.omsnm:m several

analytic concepts for making comparisons across social, cul-

tural, and historical boundaries. And it will bring our inquiry

closer than hitherto possible to a phenomenological description

of clinical processes in different settings and a hermeneutic in-

terpretation of the beliefs and behaviors constituting and ex-

pressed in those processes.

Although this definition of health care systems is implicit in
contemporary medical anthropological thinking, few formal
models, such as the one I outline here, have been explicitly
stated, and there has been no attempt to explore its clinical im-
plications. For scholars from the health sciences, this is an
““alien” concept that imposes a way of looking upon health-
related phenomena that runs counter to the ethnocentric and
reductionist view of the biomedical model, in which biological
processes alone constitute the “real world” and are the central
focus of research interpretation and therapeutic manipulation.
Medical anthropologists have repeatedly criticized the biomed-
ical model, but with a few exceptions (Fabrega 1974) they have
refrained from openly challenging it by articulating the model
of medicine as a cultural System as an alternative explanation
of clinical phenomena. I see this as my task: to make this al-
ternative theoretical framework transparent, directly relevant
to clinical issues, and, I hope, compelling,

The health care System is a concept, not an entity; it is a con-
ceptual model held by the researcher. The researcher derives
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this model in part by coming to understand how the actors in
a particular social setting think about health care. Their beliefs
about sickness, their decisions about how to respond to specific
episodes of sickness, and their expectations and evaluations of
particular kinds of care help the investigator put together a
model of their system of health care. What I am describing is
the process of medical ethnography through which local health
care systems are reconstructed. In order to conduct such an eth-
nography, the investigator usually needs to step outside of the
cultural rules governing his beliefs and behaviors, including his
own health care involvements. Otherwise he risks contami-
nating his analytic model of the health care system with his
largely tacit actor’s model of his own health care system. Here
is a reason for doing cross-cultural research or for studying a
different sub-culture or social group within one’s own society.
If he chooses to study his own culture, however, the researcher
must systematically alienate himself from his inner model of
the system within which he is an actor, a most difficult task.

The model of the health care system also is derived from
studying the way people act in it and use its components. It is
both the result of and the condition for the way people react
to sickness in local social and cultural settings, for how they
perceive, label, explain, and treat sickness. The health care Sys-
tem, then, includes people’s beliefs (largely tacit and unaware
of the system as a whole) and patterns of behavior. Those be-
liefs and behaviors are governed by cultural rules. Hence, the
health care system meets Geertz’s (1973:3-30) definition of a
cultural system: it is both a map “for"” and “of”” a special area
of human behavior. Like other cultural systems, it needs to be
understood in terms of its instrumental and symbolic activities.
The beliefs and behaviors that constitute those activities are
influenced by particular social institutions (e.g., clinics,- hos-
pitals, professional associations, health bureaucracies), social
roles (e.g., sick role, healing role), interpersonal relationships
(e.g., doctor-patient relationship, patient-family relationship,
social network relationships), interaction settings (e.g., home,
doctor’s office), economic and political constraints, and many
other factors, including, most notably, available treatment in-
terventions and type of health problem. The health care system
is organized as a special portion of the social world through
the interaction of these variables. It is the nexus of adaptive
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responses to the human problems created by sickness, and, as
such, the issue of “efficacy” is central to it.

As we shall see, the model of the health care system devel-
oped in this book can be used across cultural, historical, and
social boundaries to describe considerable variation in specific
content along with recurrent structural and functional features.
The model is not the only one that can make sense of the social
and cultural context of health care. It is derived from my field
research and clinical experiences. It is based upon the materials
I have elicited and analyzed from informants, patients, fami-
lies, and practitioners (Kleinman 1975a, b, ¢). But it is based as
well on my reading of the cross-cultural literature (Kleinman
1973a, 1974a, 1976). Although I initially present this particular
model at a high level of abstraction, it will be used to explain
Em inner workings of clinical care: illness behavior, practi-
tioner-patient transactions, and healing mechanisms (see Fig-
ures 1, 2, and 3). Thus, it differs from models of health care
systems that aim to explain the macro-social and bio-environ-
mental aspects of health care in terms of large-scale social
structural, economic, political, and epidemiological factors. I
am primarily interested in a microscopic, internal, clinical view,
but the model I employ does not ignore the large-scale external
factors that other models emphasize.

The next sections of this chapter discuss the social construc-
tion of health care systems and examine their external deter-
minants, their internal structure, and certain of their functions.
They also discuss the development of this concept. These sec-
tions, together with a sketch of Chinese health care systems,
define systems of health care and indicate what is to be gained
from studying them.

ON THE ORIGIN AND DEVELOPMENT
OF THE CONCEPT OF HEALTH CARE SYSTEMS

When cross-cultural studies focus on disease, patients, prac-
titioners, or healing without locating them in particular health
Care systems, they seriously distort social reality. This flaw is
found in many studies in cross-cultural medicine and psychia-
try and in research in our own society. Studies of our own so-
ciety, and comparative research, must start with an apprecia-
tion of health care as a system that is social and cultural in
origin, structure, function, and significance.
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Figure 1
Types of Reality

person

vm<nro_ommnm_3m_:v.58:.@_23 vmwnro_Ommnm_m:m
biological reality biological processes

social world (families, social networks, communities,
institutions, and the systems of norms,
meanings, and power they embody)

- social reality

symbolic reality
(bridging personal
and social spaces)

physical
(non-human)
environment

physical reality

One might well ask why this concept is still not E.:% appre-
ciated. Both Rivers (1924) and Sigerist (1951), two pioneers in
the social scientific exploration of the relationship between cul-
ture and medicine, advocated holistic conceptions of that re-
lationship and attempted to organize the findings available to
them within unified theoretical frameworks. Neither one suc-
cessfully unified the empirical evidence, much of which was
either inadequate or inaccurate. But the idea of cultural systems
of health care was held by these founders of cross-cultural
medicine. After their efforts, the holistic approach to medicine
in society fragmented into narrower views. Because much ﬁ.um
the early interest in this subject grew out ﬁm ﬁ.rm m%:omnm.v.?n
study of religion in “primitive”” societies, it is not surprising
that anthropologists restricted their interest to E.m m.mQ.mQ moz.ﬂm
of healing found in small-scale, preliterate societies and vir-
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tually disregarded the non-sacred aspects of healing and the
overarching relationship of culture and medicine (see Seijas
1973).

Clements (1932) and Ackerknecht (see Walser and Koelbing
1971), for example, not only advanced a misleading dichotomy
between “primitive” and “modern”’ medicine, but limited their
comparative research to traditional forms of medicine and tra-
ditional societies. Ackerknecht, who has had an enormous im-
pact on studies in this field, viewed non-Western cultures from
an ethnocentric perspective based on the organizational struc-
ture professional medicine had evolved in the West. Thus,
Ackerknecht wrote articles on “primitive surgery,” "primitive
psychotherapy,” and “primitive prevention,” in which he
searched the ethnographic literature for cultural practices that
he fit into these Procrustean categories. Clements worked in
the same manner to compile a list of five fundamental beliefs
about the cause of illness that he claimed exhausted the ideas
about illness held by all traditional societies. The most far-
fetched of these early cross-cultural medical studies was Ben-
veniste’s (1945) argument that all Indo-European societies have
the same three basic illnesses, treatments, and types of healers.
Most ethnographers, however, simply ignored medicine _or
studied exotic folk healers and healing rituals for their symbolic
and religious, rather than their medical, interest. The legacy of
this type of cross-cultural work frustrated the development of
a holistic perspective on disease and health care in society. It
had little or nothing to do with the basic issues of medical and
psychiatric practice (indigenous or Western): the experience of
illness on personal and social levels, health seeking behavior,
patient-practitioner relationships, and the healing process. Such
core issues only recently have received the systematic attention
of investigators, after the “clinical” aspects of illness and health
care were recognized as a key research focus by anthropolo-
gists and other cross-cultural researchers (cf. Adair and
Deuschle 1970; Erasmus 1952; Gonzalez 1966; Gould 1965; Hal-
lowell 1963; Harwood 1971; Hughes 1968; Janzen 1977; Ken-
nedy 1973; Pouillon 1972; Press 1969; Rubel 1964; Saunders
1954; Snow 1974; Wallace 1959), and after cross-cultural re-
search attracted the interest of medical and psychiatric inves-
tigators concerned with the social and cultural determinants of
problems in clinical care (cf. Caudill and Lin 1969; Eisenberg
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1976; Lambo 1969; Leighton et al. 1968; McDermott et al. 1972;
Yap 1974).

The fact that some anthropologists are themselves clinicians
and, as a result, have studied clinical questions in the field
undoubtedly helped to advance the new perspective in cross-
cultural research (see Fabrega 1974; Kleinman 1977d; Lewis
1975; Levy 1973; Loudon 1976). This clinical interest pushed
researchers to formulate general principles to make sense of
ethnographic variation and thereby contributed to the recog-
nition that medicine is a cultural system (see references cited
in Kleinman 1973a, 1977b). The contributing factors leading to
the development of this concept included: the emergence of
studies in the new field of medical anthropology concerned
with health-seeking behavior and other clinically relevant is-
sues (cf. Fabrega and Manning 1973; Good 1977; Harwood
1971, 1977; Schwartz 1969); sociological studies of patterns of
utilization of health care facilities and particularly patterns of
popular (lay) health behavior (cf. Chrisman 1977; Freidson
1961; McKinlay 1973; Zola 1972a); interest in the health care and
public health aspects of modernization (cf. Leslie 1976a; Paul
1955; Polgar 1962); the tendency of ethnoscientific research to
focus on medical taxonomies {cf. Berlin et al. 1973; Frake 1961;
Fabrega and Silver 1973); the propagation of a new generation
of transcultural psychiatric research, much of which concerned
itself with comparisons of healing traditions (cf. Kiev 1964;
Wittkower and Prince 1974; Kleinman 1977a, 1977¢); the the-
oretical models constructed by anthropologists working on the
health aspects of cultural ecology (cf. Alland 1971; Dunn 1976;
Kunstadter 1976b); the influence of systems theory on the
models developed in ethnomedicine (Fabrega 1972); and com-
parative studies of medicine in large-scale, non-Western soci-
eties (cf. Kleinman et al. 1976; Leslie 1976b). Certainly, the
macrological approaches to medical care developed by political
scientists, economists, and public health planners contributed
as well (cf. Field 1973), although these were far removed from
clinical issues.

One development played a crucial role in the recognition of
the health care system: medicine, like religion, turned out to
be an appropriate subject for linguistic and symbolic analyses.
The work of Frake (1961), and especially of Victor Turner (1967),
is famous for this kind of analysis. Both showed that medical
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beliefs in small-scale, preliterate societies were part of well-de-
veloped cultural systems. Turner also demonstrated that
Ndembu beliefs linked symbolic referents to diseases with psy-
chophysiological reactions and culture-specific tensions in so-
cial relationships, on the one side, with treatment practices
aimed at instrumental and symbolic efficacy, on the other
(1967: 299-358). The result was a tightly integrated symbolic
system.

This important research epitomizes a line of symbolic studies
in which medicine is frequently the subject matter, though
rarely the principle source of interest (cf. Beidelman 1966; Cur-
rier 1966; Glick 1967; Ingham 1970; Nash 1967; Rosaldo 1972;
Tambiah 1968, 1975; Topley 1970; Yalman 1964). Nonetheless,
these studies helped establish the concept of medicine as a cul-
tural system. The fact that they were carried out by ethnog-
raphers who were not interested in health care itself, and who
therefore did not write for an audience of medical and psy-
chiatric researchers, may have contributed to the slowness with
which this concept has been taken up in medicine, psychiatry,
and public health. Such analyses have been recently carried out
by medical ethnographers who are oriented to clinical issues.
For example, Byron Good (1977), a student of Victor Turner,
has made a semantic network analysis of illness terms in Iran
in which he shows how popular illness categories make avail-
able particular health care options and set out criteria for eval-
uating the quality of patient-practitioner interactions and treat-
ment outcomes—a line of analysis developed further in the
chapters that follow. In works such as this, the relevance of the
cultural analysis approach and the health care system model
for health professionals has been unmistakable.2

Forces operating among professional specialists in the health

2. Certain medical sociology and social psychology studies also added to
the health care system perspective. These studies, moreover, tended to
widen that perspective to include family-based care, the modern medical
profession, the United States, and other technologically advanced societies,
as well as clinically relevant issues. Freidson (1970) developed perhaps the
most inclusive theoretical framework for studying health care in society, one
directed primarily at our own. The work of Suchman (1965) was an important
early attempt to conceptualize health care systems and to provide a typology
of the social organization of care. The ideas of Mechanic (1962), Zola (1966,
1972a), and espedially Freidson figure importantly in the model of health care
systems presented in this book. -
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sciences are responsible for their neglect of a holistic view of
the health care system. Three of them are worth noting:

1. The ingrained ethnocentrism and scientism that domi-
nates the modern medical and psychiatric professions (both in
developed and in developing societies) follows the ﬁmnwm—ma.s
of biomedical science to emphasize in research only those van-
ables compatible with biological reductionism and technologi-
cal solutions, even if the problems are social ozmm..,_,_,:m. dis-
astrous bias has diminished the significance of all social science
inputs into medicine and psychiatry, especially at »r.m Q:ﬁ.n&
level. It has strongly discouraged views of medicine in which
health care is seen to include anything more than Hrw modern
medical profession and biomedical science or in which m:m&-
cine is studied as a social institution from a “systems” per-
spective. Cultural and sociopolitical analyses of the determi-
nants of health care delivery, for example, have not been
considered appropriate venues for Bm&nm_ research, and the
description and analysis of the total environmental context that
ethnography provides has not yet been accepted as an appro-
priate scientific approach for medical research.

2. The bias of many health professionals in Qm<.m_ov5m so-
cieties is to restructure health care delivery in their countries
by copying an idealized model of E&.@mmaq& care in techno-
Jogically advanced societies. This fictive view of health care
does not correspond to the actual situation in developed so-
cieties, where 70 to 90 percent of all illness episodes are treated
solely in the family context (Hulka et al. 1972; White et al.
1961), and is even a greater distortion of the more .mm.mﬁmnmnm
situation of health care in developing societies. This interest
(frequently no more than professional mm:-_:ﬁmmmms. militates
against using the health care system model, with its an._m_
sociopolitical, economic, and nc:cnm_. concerns, to n_mw_. with
health problems in developing societies. For example, it has
delayed informed evaluations of self-care and treatment by in-
digenous practitioners, along with research on how these Eu.ﬁ-
uitous therapeutic approaches might be used in state planning
for health care services.

3. The longstanding tendency of clinicians is to treat healing
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as if it were a totally independent, timeless, culture-free pro-
cess to be understood either as an isolated special case or by
comparisons with clinical practices in psychoanalytic therapy,
hypnosis, biofeedback, and the like. Medical researchers seem
embarrassed by this archaic relic in their midst and have de-
voted little attention to healing, the most basic of all health care
processes. They do not regard healing as a core function of
health care systems to be studied in its own terms within spe-
cific social and cultural contexts. Instead, they make simplistic
reductions or superficial comparisons to fads such as brain
washing, occult forces, etc., which obscure more than they re-
veal. This bias can be found even in important works, such as
Frank’s otherwise excellent account of Persuasion and Healing
(1974a). 1t is more commonly found in the misuse of cross-cul-
tural comparisons, such as purposefully naive raids into eth-
nography to debunk psychiatrists by equating them with a vul-
gar, tendentious view of priests, shamans, and witch-doctors
(e.g., Torrey 1972).

Contrary to these trends, the model that I advocate calls for the
analysis of health care systems in the same way that political
systems, religious systems, kinship systems, language, and other
symbolic systems are analyzed. First, it is necessary to study
the relationship of a health care system to its context. Cul-
tural settings provide much of the specific content that character-
ize health care systems and, therefore, are major determinants
of the peculiar profiles of given systems. For example, Chinese
culture is the chief determinant, though certainly not the only
one (local political, historical, and economic factors are others
[cf. Unschuld 1976} ), shaping the components of the local Tai-
wanese system limned at the beginning of the preceding chap-
ter. In the past decade, anthropological studies have analyzed
in detail how cultural rules and meanings shape health care
systems, or at least certain of their key components.?

3. Among a substantial, though still growing body of such studies, those
by Fabrega (1974), Fabrega and Silver (1973), Glick (1967), Hallowell (1963),
Ingham (1970), Kunstadter (1976a), Leslie (1974), Lewis (1975), Messing
(1968), Nash (1967), Obeyesekere (1976a, 1976b), Press (1969), Rosaldo (1972),
Spiro (1967), and contributors to a recent volume edited by Lebra (1976) are
notable. This approach has been carried over to the study of the health care
systems of ethnic minority groups in the United States, for example, in re-

7



Patients and Healers in the Context of Culture

Although many ethnographies and comparative studies now
begin with a holistic conception of medicine in society and ex-
amine the impact of culture on medicine, most anthropological,
psychiatric, and public health researchers still isolate individual
components of health care systems for study without exploring
their linkages with the system as a whole or with its other com-
ponents. Folk healers are the most popular subject for cross-
cultural research, but studies of them fail to show: how they
are related to other kinds of practitioners in the same system;
how their relationships to patients and their style of practice
compare with those of other practitioners in the same society;
how their beliefs and “interests” contrast with those of patients
and other healers; and how patients decide to consult them.
Ethnoscientists who study ethnomedical systems elicit taxon-
omies of illness terms, but they do not demonstrate how these
taxonomies are used in different clinical relationships and health
care institutions to treat illnesses. Since beliefs about illness are
always closely linked to specific therapeutic interventions and
thus are systems of knowledge and action, they cannot be
understood apart from their use. Freidson (1970) has argued
that to understand any single component in health care, one
must locate it structurally within its social context and show
how it functions within that setting. The interrelationships be-
tween component parts form the system and guide the activities
of its components.

Janzen (1977) has reviewed various models of “medical sys-
tems.”” He notes that some are too complex to use in field re-
search or for cross-cultural comparisons, while others fail to
confront the ways that systems respond to change. Janzen

search by Harwood (1971), Saunders (1954), and Snow (1974). It also has
been used to study psychiatric disorders and psychiatric care (Kaplan and
Johnson 1964; Reynolds 1976). There even have been efforts to write the his-
tory of medicine from the standpoint of the historical reconstruction of med-
icine and psychiatry as cultural systems, though the largely institutional
quality of available evidence, plus the absence of evidence from the oral tra-
ditions of folk healing, make such efforts difficult (Foucault 1965; Lain-
Entralgo 1970; Shryock 1969; Thomas 1971). Nor have studies in Chinese cul-
ture lagged behind. Ahemn (1976), Gould-Martin (1976), and Kleinman (1977¢)
have performed similar studies in Taiwan, and the Andersons (1968), Potter
(1970), and Topley (1970, 1976a, 1976b) have done much the same for Hong
Kong. Recent volumes edited by Kleinman et al. (1976) and Leslie (1976b)
analyze and compare various Asian medical systems as cultural systems.

o
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maintains that comparative schemes for analyzing medical sys-
tems are vague and superficial when they stress universals
‘rather than differences. He argues that models of medical sys-
tems must deal with both micro- and macro-analysis. Thus,
they should examine specific episodes of sickness and treat-
ment, showing how small-scale events within healing systems
relate to large-scale social structures and processes of change.

Kunstadter (1976a, 1976b) sums up comparisons of medical
systems in Asian societies with the view that perhaps all med-
ical systems are pluralistic, that they contain multiple choice
points for deciding among often quite different treatment op-
tions, and consequently that it is wrong to speak of the medical
system of any society as if it were single and unchanging. In-
stead, Kunstadter, like Dunn (1976) and Leslie (1976a), reasons
that medical systems are best examined as local social systems, (
which can be related to a potentially large number of variables
impinging on a specific setting and which may differ from one
locality to another.

We will return to this question about how medical systems
are best conceptualized in later sections of this chapter. Now
that I have sketched the background for the concept of medi-
cine as a social and cultural system, I will focus on one partic-
ular conceptualization of the health care system. Before I spec-
ify the dimensions of this model, we need to examine the
perspective on social reality within which it is embedded.

HEALTH CARE SYSTEMS AS FORMS OF SOCIAL AND SYMBOLIC REALITY:
THE CULTURAL CONSTRUCTION OF CLINICAL REALITY

Health care systems are socially and culturally constructed.
They are forms of social reality.* Social reality signifies the
world of human interactions existing outside the individual
and between individuals. It is the transactional world in which

4. This subject is treated slightly differently in several of the author’s pub-
lications, see Kleinman (1973a, 1973b, 1976). My approach is based on the
by now classical statement by Berger and Luckmann (1967), which itself is
based on the seminal work of Alfred Schutz (1970). Another statement of this
position is found in Burkart Holzner (1968). Translation of the concept of
social reality to the medical field is principally the result of writings by Eliot
Freidson (1970). A sociological cameo of the social reality forming the context
of gynecological examinations is provided by Emerson (1970). Certain writ-
ings by Michel Foucault (1965, 1973) come close to being historical recon-
structions of clinical reality.
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everyday life is enacted, in which social roles are defined and
performed, and in which people negotiate with each other in
established status relationships under a system of cultural
cules. Social reality is constituted from and in turn constitutes
meanings, institutions, and relationships sanctioned by soci-
ety. Social reality is constructed or created in the sense that
certain meanings, social structural configurations, and behav-
iors are sanctioned (or _mmEBmﬁm& while others are not. The
individual absorbs (internalizes) social reality—as a system of
symbolic meanings and norms governing his behavior, his per-
ception of the world, his communication with others, and his
understanding of both the external, interpersonal environment
he is situated in and his own internal, intrapsychic space—dur-
ing the process of socialization (or enculturation). Socialization
takes place in the family, but also in other social groupings via
education, occupation, rituals, play, and the general process
of internalizing norms from the world we live in. As Berger
(1973) notes, the individual not only fashions his own sense of
personal identity with the aid of this internalized view of the
“real,” but also externalizes AoEmnﬁSNmmv it and by so doing
affirms or discovers this same social reality out there in the
real” world, like 2 self-fulfilling prophecy. The tremendous
power of social reality is in large part due to this fit between
inner Sumnmo:mc and outer (social) beliefs, values, and interests.
It fashions a world we accept as the only “‘real” one, commit
ourselves to, often passionately, and react to so as to shape our
own Em-qunﬁoamm. In Chapter 4, I sketch some salient fea-
tures of the social reality surrounding individuals in Chinese
culture and suggest ways by which it influences the personal
management of dysphoric affects and the presentation of
symptoms of affective disorders in that culture. This brief out-
line of the concept of social reality is elaborated in the rest of
this section for the special form of social reality that is estab-
lished, learned, and mx?,mwmmn_ in clinical settings.

Quite obviously, social realities differ. They differ between
different societies, different social groups, different profes-
sions, and even at times different families and individuals.
Certain small-scale preliterate, traditional societies seem to
some anthropologists to contain more or less homogeneous
social realities shared by all individual members of those so-
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.Qmamm. On the other hand, soci i i .
#Q of am<m_owm.a e e %MOWMWMMMMM Mrmmmwocw_ real-
MHMM “Mwﬂw“m ﬂ_ma.:nﬁ mo.nmm_ worlds—the coexisting mh%_gnﬂbnmm
o Um<wumo“.w_ m_,m_n_.m n.r& Schutz (1970) called plural WN-
m:.:@:m.n . mn:m :m rg societies are often viewed in an overl
realities (often n.w.zww Mm%wwhmom .Em putative unified moamm
MMO_.,_M to the ﬁ.::.m_ life-worlds of :“MMMMMV m"M mﬁmwrm,\,\ﬂww:wo:m_
z_._Mvw wm.mm nﬁmummh_: Mw...r _wgmmzocm literate and oral Qmamm%%%mr
(lassical e r.v\ aocmm t of as containing two quite &mm:nm
N m: mmoaom er/folk, ._oi-oamnv kinds of social reality
viewp o_wuammmsnmw mmrmnm said to be of special interest from this
D social monﬁawﬁ em one can observe the change from old
liofs. behavioral , €.8., as .mwimmmma in their systems of be-
The nrmnmmm?wwamwm mﬁ:a institutional structures
: from old to new social for .

ot B for b e e 1o other
nmmzzmvmm ﬁ:wnmmw.m: such modernizing societies, one finds moMm_
e iefe. values a M”.B:mm m.Bm_mwB of modern and traditional
terns of mmmmBmhﬁ institutions, held together in varying pat-
on Since mo %5? complementarity, conflict, and noszmmmn-
tip mm e evedse Mm M:mm_nw_ am.mm and practices are often at the
ization proc mmm -t technology introduced during the modern-

ovide som M_ is not surprising that health care system
p e of the sharpest reflections of the tensi Y y
problems of social development. e tensions and
nmm@nﬁw MﬂﬂMWmMnmm:%MM<<M aries as one moves from one lo- !
past experience, differences N mMMMﬂmmnhmoNH;MmQ_mmmmbnm.m in
Mmmnmcvmco? n.m:mmo:w affiliation, ethnicity, and MN M:cﬁwwo?
ﬁmmmMMM.Mmm Mw: vm expressed by individuals who do :m~ merM
ent Er%mm Mm::w: of and response to their social environ-
tor considerabl nowledge and value-orientations may dif-
for ¢ nsidera %..m_..ﬁrmagoa\ some rnay be incompl Hw_ _
_m:m equately socialized or for other reasons ma vv me o
rom the norms of their social world. Of nocummwm ot
w_msmw there is a distance between the ideal mbm Mﬂmmw _MH&_-
QMMMMM .ﬂmmv %mrmmm and interests and individual Emmm mwzm
thro _._ X m P nmvnmmm:wm an aspect of sociological and an-

polological theory that is still poorly formulated, but one
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that holds considerable significance for our purposes, since it
underscores the fact that individuals differ, often greatly, even |
in supposedly homogeneous social worlds. They differ in their
conscious understanding and acceptance of social norms mzm/w
in the degree to which they follow those norrmus in actual prac- }
tice. All of this affects the way individuals think about and react
to sickness and choose among and evaluate the effectiveness *
of the health care practices available to them.

With this theoretical orientation, I assert that clinical practice
(traditional and modern) occurs in and creates particular social
worlds. Beliefs about sickness, the behaviors exhibited by sick
persons, including their treatment expectations, and the ways
in which sick persons are responded to by family and practi-
tioners are all aspects of social reality. They, like the health care
system itself, are cultural constructions, shaped distinctly in
different societies and in different social structural settings
within those societies. These health-related aspects of social

ireality—especially attitudes and norms concerning sickness,

Mwn_msmnm_ relationships, and healing activities—1I shall call clinical

“reality. By this expression I mean to evoke a mixed image:

“namely, that clinical phenomena are socially constituted and
that the social world can be dlinically constructed.

Health care systems and the clinical reality such systems cre-
ate and express can be studied at different levels. Most research
takes a macro-social view aimed at whole societies or regions
(Field 1976). In this book, health care systems are principally
discussed in terms of a model based on localities: communities,
neighborhoods, groups of families (cf. Kleinman 1977b; Dunn
1976). But occasionally our orientation will change when we
consider particular social groups independent of locality. This
model will allow us to narrow our focus progressively from the
community to social institutions and roles and then on to fam-
ilies and individuals. Because health care systems exist and
function by right of socially legitimated norms governing how
the social group and the individual in the group react to sick-
ness, as well as through social perception and use of available
health care resources at the local level, views of health care
systems may vary as much as views of social reality may vary
from family to family and even from individual to individual.
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Rather than refer to health care systems as they are differen-
tially construed by individuals, however, 1 shall present a
model of more or less integrated local systems composed of
Separate sectors, clinical relationships, and roles. According to
this model ““clinical reality” is differentially construed in these
different sectors, roles, and nm_mmo:mzvm.

In other words, the health care system is created by a col-
lective view and shared pattern of usage operating on a local
level, but seen and used somewhat differently by different so-
cial groups, families, and individuals, Social factors such as
class, education, religious affiliation, ethnicity, occupation, and
social network all influence the perception and use of health
resources in the same locality and thereby influence the con-
struction of distinctive clinical realities within the same health
care system.

Health care systems may be both socially and culturally uni-
fied on the local level (e.g., small village in preliterate society),
heterogeneous but still integrated (e.g., the illustration from
Taipei given at the beginning of this chapter), or multiple and
unintegrated in the same locality (e.g., Hispanic-American and
Hasidic Jewish groups living in the same urban neighborhood
in New York City or middle-class Westerners and lower-class
Chinese living in the same neighborhood in Taipei). In the last
situation, separate groups may even attend some of the same
health facilities. Yet, from the standpoint of how they view and
use health care resources, their health care systems would ap-
pear to be almost entirely distinct. In developing societies, like
Taiwan, rurallurban and social class differences may create
multiple and divergent health care systems.

Greater variation tends to occur between localities than within
the same locality, but a locality may contain diverse belief sys-
tems, clinical roles, and healing traditions. The analytic power
of our model of health care systems comes from its association
with local environments. It is preferable to think of one health
care system in one locality, even when it contains considerably
different configurations of social reality.

Systems of health care may differ with respect to many vari-
ables, including what falls within their boundaries Co-existing
systems within a society may illustrate the ways that cultural,
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historical, socioeconomic, and political factors shape the content
of health care systems. For example, in the United States, drug
abuse and alcoholism only recently have become problems
more appropriately managed within health care systems than
within legal and ethical systems, where they previously were
located. Foucault (1965) has shown how a similar redefinition
happened to mental illness over a much longer historical pe-
riod in the West. ,

Irving Zola (1972b), a medical sociologist, has argued that
modernization carries with it a strong and potentially danger-
ous tendency to include within the health care system more
and more problems traditionally located in other cultural sys-
tems. He has referred to this process of redefining social reality
and enlarging the social space of health care systems as the
progressive medicalization of modern society (see also Illich
1975). This process, he argues, also results in the increasing
use of medicine and psychiatry for purposes of social control.

. This argument asserts that health care systems occupy a larger

u social space in modern societies than in traditional societies,
and that they now perform functions formerly performed by
other cultural systems. This hypothesis has not been system-
atically documented, but it could be validated or falsified by
comparative social historical and cross-cultural empirical
studies.

This is an instance of the value of the concept of the health
care system for comparative research. The chief questions are:
How do health care systems differ? How are they alike? Related
questions concern: the factors determining those differences
and similarities; the nature of the relationship within given sys-
tems of illness experiences, practitioner-patient transactions,
and healing; and the reciprocal influence of health care systems
on their particular social and cultural settings. One interesting
question is whether the relative size and salience of health care
systems is a function of culture alone. For example, it is my
strong impression that health care systems in Chinese culture,
independent of particular historical period or contemporary
social setting, occupy a relatively much larger space and hold
much great salience among their populations than do health
care systems in the United States and other Western societies
(see Kleinman 1976). Chinese people seem to be much more
concerned about questions of health, illness, and health care
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than Americans; and health care systems in Chinese societies
seem to possess many more elements and take up more time
in the lives of people than do those in our own society. This
impression might be treated as a hypothesis to be tested by
Systematic cross-cultural comparisons. If it was confirmed,
Zola’s hypothesis would need to be recast in a more complex
manner. While the territory under medical control may be in-
creased in contemporary Western societies, that territory may
have been reduced in a preceding period with respect to func-
tions that health care systems frequently carry out in traditional
societies. In traditional societies, for instance, health care sys-
tems may be the major mechanism for social control (Cawte
1974).

To return to the main argument, it is worthwhile for analytic
purposes to distinguish social reality from: (1) psychological real-
ity, the inner-world of the individual; (2) biological reality, the
infra-structure of organisms, including man; and (3) physical
reality, the material structures and spaces making up the non-
human environment. For the purposes of our study, I also will
distinguish between two aspects of social reality: (1) the social
and cultural world that we have been describing and that I shall
refer to as social reality per se; and (2) a bridging reality that
links the social and cultural world with psychological and bi-
ological reality, to which I shall apply the term symbolic reality$
(see Figure 1, p. 28). I have coined a new term, clinical reality,
to designate the socially constituted contexts that influence iil-
ness and clinical care, which I shall describe as consisting prin-
cipally of social and symbolic reality, but relating as well to
psychobiological and physical realities (see Figure 2, p. 42).

Symbolic reality is formed by the individual’s acquisition of
language and systems of meaning. We know socialization, via
the acquisition of language and other symbolic systems, plays
a major role in the individual’s response to his behavioral field
of interpersonal relationships and social situations. But there
is much evidence to support the additional thesis that the in-
ternalization of symbolic reality, as Mead (1934) long ago sug-
gested, also plays an essential role in the individual’s orien-
tation to his own inner-world (Berger 1973; Church 1961

5. See Kleinman 1973b for a formal philosophical presentation of the con-
cept of symbolic reality in medicine and psychiatry.
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Figure 2
Clinical Reality

sick person

psychobiological reality underpinning
symptoms and therapeutic effects

symbolic reality mediating sickness

clinical reality (the social
structural and cultural context of
sickness and care)

physical environmental context of
sickness and care

“Clinical Reality” = The beliefs, expectations, norms, behaviors, and com-
municative transactions associated with sickness, health care seeking,
practitioner-patient relationships, therapeutic activities, and evaluation
of outcomes. The social reality that expresses and constitutes clinical
phenomena and which itself is clinically constructed.

Cicourel 1973). That is, symbolic reality enables individuals to
make sense out of their inner experience. It helps shape per-
sonal identity in accordance with social and cultural norms. In
this view, symbolic meanings influence basic psychological
processes, such as attention, state of consciousness, percep-
tion, cognition, affect, memory, and motivation. What is much
less certain is by what mechanisms symbolic reality, either di-
rectly or via its effect on psychological reality, connects the so-
cial environment with physiological processes. Much evidence

40

Orientations 2

1s now available to suggest that this occurs, but how this hap-
pens remains unclear (cf, Kagan and Levi 1974, Mauss 1950;
Kiritz and Moos 1974; Teichner 1968; Weiss 1972).6 Recent evi-
dence further suggests that symbolic reality may also link the
physical environment to psychobiological processes (cf. Kiritz
and Moos 1974).

In Chapters 4 and 8, I will use the concept of symbolic reality
to analyze illness and healing. Here it is enough to underscore
the fact that the clinical reality of health care systems is me-
diated by symbolic reality. Neither health care systems nor
their clinical reality can be fully appreciated without examining
how this biosocial bridge relates culture, as a system of sym-
bolic meanings, norms, and power, to illness and treatment.
An analogy may make this clearer: much as language can be
thought of as a cultural system linking thought and action,
health care systems can be considered cultural systems linking

6. Various models have been advanced to explain the symbolic connec-
tions between social environment and psychophysical processes, including
operant conditioning, social learning, information theory, and others (Wer-
ner and Kaplan 1967; Platonov 1959; Schmale et al. 1970; Lipowski 1973).
However this is accomplished, symbolic reality seems to be able to mediate
changes in the social environment affecting the biological substratum of the
individual {Kiritz and Moos 1974). Holmes and Rahe (1967) demonstrate this
in the way stressful life-events lead to the onset of physical or psychological
disorders. Lipowski (1973) indicates that the analysis of the mechanisms in-
volved in the symbolic bridge between psychophysiological processes and
environmental stimuli, which lead to psychosomatic and sociosomatic pa-
thology, is one of the chief research quests in the new psychosomatic med-
icine. Mason’s research (1976) already points to the critical involvement of
neuroendocrine responses in psychophysiological disorders. Ader and Cohen
(1975) have demonstrated that immunological reactions can be behaviorally
conditioned. And Fabrega (1973, 1974) has suggested ways by which cultural
beliefs may affect these mediating processes. Most recently, discovery of en-
kephalins and endorphins suggests that endogenous opiates in the brain may
function as naturally occurring analgesics with a potentially important role
in perception and reaction to pain and in placebo response. It is likely that
these factors, triggered by the context of “meaning” established in thera-
peutic relationships and perhaps also by core symbols in healing rituals,
mediate the effects of psychotherapy and other symbolic therapies on psy-
chophysiological pathology (cf. Adler and Hammett 1973; Brody 1977; Frank
1975). Recent research on physiological correlates of biofeedback, meditation,
hypnosis, and placebo effects is beginning to tell us more about the mech-
anisms by which symbolic reality acts as a biosocial bridge linking social and
cultural contexts with the sick person and his treatment.
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illness and treatment. Both of these cultural systems are forms
of symbolic reality. Both are anchored in cultural beliefs and
social roles and relationships, as well as in individual behavior
and experience. Just as we divide language into distinct struc-
tural units—e.g., phonemes, morphemes—which convey
meaning and create sanctioned behavioral options (Halliday
1976), so too, health care systems can be divided into interlaced
structural components that establish a context of meaning and
legitimation within which sickness is labeled and health care-
seeking behavior is initiated. In the chapters that follow I will
analyze Taiwanese health care systems precisely in these terms.

One aspect of social and symbolic reality requires further
attention. Cultural systems are grounded in concepts and
sources of legitimated power in society. Glick (1967) hypoth-
esized that knowing a culture’s chief sources of power (social,
political, mythological, religious, technological, etc.) allows
one to predict its beliefs about the causes of illness and how
it treats illness. In a metaphorical sense, we can speak of so-
cially legitimated power as the active principle fueling health
care systems and of social reality determining what that power
is (witchcraft, molcsm-ﬁm:m:m\ science) and how it is to be ap-
plied (rituals, injections, psychotherapy), while symbolic real-
ity lays down the pathways by which the application of that
power may be effective. In turn, political, socioeconomic, and
cultural power will determine which of a number of alternative
perspectives on social reality (or alternative social realities) is
legitimated (cf. Cohen 1976). For example, when differing views
of clinical reality are in conflict, the sources of legitimation and
power impinging on the health care system will eventually
determine which view prevails, which clinical reality is sanc-
tioned. Hence, such power is responsible for a certain clinical
construction of reality. That type of clinical reality, which is
culturally fashioned, in turn will have a major effect on the
course of illness and treatment, as well as on the behavior of
patients and health “professionals.” The marginal status given
to shamanistic healing in the People’s Republic of China and
the efforts there to integrate professional Chinese medical and
Western medical therapies, the emergence of the peyote cult
in Navaho healing as a new source of therapeutic efficacy re-
lated to changes in traditional Navaho values, the conflicting
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public health approaches in many African societies vis-a-vis
indigenous healing systems, the excessive application of hys-
terectomy and coronary artery bypass surgery in the United
States, and the steep rise of consumer dissatisfaction with
professional clinical practice in the West and concomitant in-
crease in both demands for changes in the nature of that prac-
tice and use of alternative therapeutic systems all reflect the
legitimation in those societies of quite different kinds of clinica]
reality established in quite different socio-political, economic,
and cultural contexts, As Giddens (1976) demonstrates, a cul-
tural analysis of any concrete aspect of the social world should
attend to the effects produced by the interplay of three types
of forces: systems of meaning, norms, and power. Surely this
also holds for analyzing concrete episodes of sickness and ther-
apy, in which! for example, power differentials in social status
are built into the sick role and therapeutic relationships.

Describing the “powers” bearing on health care systems re-
quires an analysis of a number of different external factors af-
fecting those systems and the clinical realities they create.
Therefore, before we relate social and symbolic reality to the
internal structure and core clinica] tasks of health care systems,
it is necessary to review the external factors that function as
important determinants of change. This review should provide
a glimpse of the ecology of health care systems.

EXTERNAL INFLUENCES ACTING ON HEALTH CARE SYSTEMS,
AN ECOLOGICAL MODEL
Besides culture, other factors shape the configuration of the
health care system. These factors can be separated into those
that are part of the internal structure of the system (to be dis-
cussed in the next section) and those external to it The external
factors include political, economic, social structural, historical,
and environmental determinants. They act on or in the local
setting of the health care system. Most research on health care
has emphasized these factors, but since our orientation is prin-
cipally concerned with the inner workings of health care sys-
tems, I shall only list them. Though they have received a great
deal of attention, they are usually not studied in relation to
health care as a cultural system or to the inner workings of
clinical care.
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The environmental determinants include: geography; .n:-
mate; demography; environmental ?oEmBm\ such as famine,
flood, population excess, pollution; mm:nc:ﬁa_ and _:acmﬂm_
development; and so forth. In addition, there are local epi mﬁw
miological patterns of disease Aﬁnm,\m_msmm. m:.mnw rates, an
virulence of specific disorders) that combine .sir genetic en-
dowment and susceptibility of the population and mﬁmn._mo
stressors to influence not only health, but also health beliefs
and healing practices. Conversely, as Dunn .Gow@ mnmﬂmm\
health care systems have an effect on these m:<=.o=BmBS_ ac-
tors. Historians and public health specialists n._m:z that health
care has a relatively small impact on populations when com-
pared to major social, economic, nutritional, and other external
changes (McKeown 1965). They are probably correct, but we
know far too little about what health care systems Amm_umn&.:.%
traditional ones) have accomplished with respect to specific
disorders and health maintenance. We do not know whether
traditional health practices have had positive effects on public
health, since only their negative influences have been docu-
mented. For example, health care systems in n.r_:m in the pre-
1949 period were overwhelmed by m?&.m::n %mmmmmm\ but m&w
of the problem was the general social dislocation o.m the perio
that promoted and spread these &mo&wa m:& disrupted in-
digenous health care responses. In earlier ﬁm:om.m .ﬁrmmm sys-
tems seemed to function more adaptively, Eo.cmr itis mo.cdum&
that they ever had much influence on epidemics (see Kleinman
1973c; Kleinman et al. 1976). The nm&vqog_wmmn.ﬁ of health care

systems on external factors and vice versais an ﬂBﬁolma one,
but it falls outside the scope of this Uoo_.a. .
Dunn (1976), a ﬁ?%mmam:-mvam_ﬂmomomaﬁ and m&rnovo_omar
and Alland (1970), an anthropologist who has written on med-
ical anthropology from an evolutionary perspective, have sug-
gested that medical systems should be evaluated and com-
pared to each other with respect to their ecological success In
coping with a variety of external stressors, such as epidemic
and endemic diseases. They have argued that such compari-
sons of the “efficacy” of medical systems should lead to an
appreciation of the evolutionary significance of these m%mﬂmﬂ%

in biological and cultural adaptation. Adair and Deuschle (1970)

and McDermott et al. (1972) have described health care systems
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of American Indians in the Southwestern United States with
respect to the major health problems they have had to respond
to, the resources they have had access to, and their success in
applying these resources to those problems. These studies also
report experiments in changing local health care systems and
evaluate the significance of those changes. Here, then, are ex-
ercises in the practical ecology of health care systems that dif-
ferentiate between external and internal factors and demon-
strate the differential effect of both on health care practices and
outcomes. The complex and disappointing results, especially
of McDermott’s introduction of technologically advanced
Western medical practices into an impoverished Amerindian
society, indicate how extremely difficult it is to change these
factors systematically and predict the result of those changes.
One consequence of this research seems straightforward: just
introducing biomedical technology without making needed so-
cial, economic, and cultural changes has little, if any, effect on
most serious health problems. This highlights the crucial im-
pact that external factors exert on the solution of health prob-
lems. Such studies suggest that technological changes alone
can improve individual case management without having a
major effect on the health of a population and also without im-
proving (and possibly even worsening) the non-technological
quality of clinical care. Although these lessons have been re-
peated throughout the world, they do not seem to have changed
the habitual orientation of health planners.

The Chinese case offers numerous examples of the influence
of historical (Croizier 1968), political (Oksenberg 1974), and so-
cioeconomic (Wegman, Lin, Purcell 1973) factors, not only on
health problems, but also on health care systems. That is, they
have been demonstrated to contribute to the distribution of
diseases in Chinese populations as well as to the particular
beliefs, practices, and institutional arrangements that Chinese
communities have elaborated to cope with disease. These in-
fluences extend right down to the level of primary care, as will
be documented in the chapters that follow. I will attempt to
show that the health care systems model enables us to deter-
mine how external factors bring about these effects (see also
Kleinman 1974b, 1976).

Barefoot doctors; the use of acupuncture anesthesia on a
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mass scale; the reported elimination of venereal disease, drug
addiction, and starvation; the subordination of professional
demands to political control and public interest; and the inte-
gration of traditional Chinese-style and modern Western-style
doctors’ services in local health facilities, which the public ap-
parently can choose to use separately or together, are pertinent
examples from the People’s Republic of China. We have much
to learn about health care systems in the People’s Republic,
especially what changes have taken place at the level of the
inner workings of clinical care, about which we know virtually
nothing at present. They may teach us about mechanisms
through which small-scale changes in the structure and content
of health care systems occur in response to major changes in
external factors.

Obviously, external influences on health care systems can be
demonstrated in all societies, albeit less dramatically than in
the Chinese case or in the infamous instance of the use of psy-
chiatry to control political dissidents in the Soviet Union. In
the United States, for example, sociological essays in books

edited by Dreitzel (1971), Freidson and Lorber (1972), and Kosa -
et al. (1969) summarize major social, economic, and historical-'
political influences on almost all aspects of health care, from

professional practices and organizational structures to con-
sumer interests and behaviors. For example, Brenner (1974) has
demonstrated convincingly that mental illness is strongly in-
fluenced in our society by major sociceconomic changes, as

evidenced by the fact that increases in admissions to mental -

hospitals in the United States have historically correlated most
closely with periods of severe economic decline. Navarro (1975,
1976) shows that a Marxist analysis can be applied to medical
systems because of the enormous impact these “external’” fac-
tors exert so as to define better, for example, the way power
relationships in capitalist societies simultaneously contribute
to inequality in access to and allocation of limited health care
resources and to grave socioeconomic and political constraints
on the nature and growth of those resources. Whether or not
one accepts this line of analysis, awareness of the enormous
effect societal-wide forces exert on health care systems is es-
sential if one is to avoid the mistake made by Illich (1975),
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among others, in attributing the failures of health care systems
solely to the machinations of the medical profession, as if it
were able to operate entirely independent of its social and po-
litical context. While an ecological perspective on health care
Systems prevents this type of solecism, it does not resolve the
question of how much of their efficacy or failure is constrained
from “outside” and how much reflects the autonomy of the
system and its components. That conundrum cannot be settled
until we examine specific health care systems in concrete
situations. .

Health care systems are particularly affected by the level of
technological and social development, including the status of
therapeutic institutions, biomedical technologies, treatment in-
terventions, and professional personnel. These aspects of the
modernization of health care systems make them a locus of the
tensions accompanying modernization (cf. relevant chapters in
Leslie 1976b) and turn our attention from the outside of the
system to its interior. Here we part company with most re-
search on health care, since it has tended to stay outside the
System itself and to disregard how external factors relate to the
inner workings of clinical care, either to facilitate or impede
clinical practice. In order to accomplish this shift in orientation,
we first must examine the inner structure and core functions
of health care systems: What are they? What do they do?

THE INNER STRUCTURE OF HEALTH CARE SYSTEMS

Health care systems are composed of generic as well as par-
ticular, “culture-laden” components. The internal structures
are roughly the same across cultural boundaries, while the con-
tent varies with the social, cultural, and environmental circum-
stances of each system. The structural model I shall describe
can be altered to analyze different cultural and other external
conditions. Owing to these conditions, the structure may en-
compass and even generate distinctive content. The model can
be applied to research in developed and developing societies
and, especially, to study post-traditional societies that contain
both high-order, literate (or classical) and low-order, oral (or
folk) indigenous healing traditions. In our model, health care
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is described as a local cultural system composed of three overlapping
parts: the popular, professional, and folk sectors (see Figure 3).

1. Popular Sector of Health Care

Although the popular sphere of health care is the largest part
of any system, it is the least studied and most poorly under-
stood. It can be thought of as a matrix containing several levels:
individual, family, social network, and community beliefs and
activities. It is the lay, non-professional, non-specialist, pop-
ular culture arena in which illness is first defined and health
care activities initiated. In the United States and Taiwan,
roughly 70 to 90 percent of all illness episodes are managed
within the popular sector (Hulka et al. 1972; Kleinman 1975a,
1975b; White et al. 1961; Zola 1972b, 1973). When people resort
to folk or professional practitioners, their choices are anchored
in the cognitive and value orientations of the popular culture.

Figure 3
Local Health Care System: Internal Structure

Beliefs
Choices and Decisions
Roles
Relationships
Interaction Settings

Institutions

Professional Folk sector

sector

Points of interaction,
entrance, and exit

Points of interaction,
entrance, and exit

|
Professional and folk ) % Popular Sector:
sectors may or may not/ Health Care System a. Individual-based
overlap in particular b. Family-based
local settings ¢. Social Nexus-based
d. Community-based
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After patients receive treatment, they return to the popular
sector to evaluate it and decide what to do next. The popular
sector is the nexus of the boundaries between the different sec-
tors; it contains the points of entrance into, exit from, and in-
teraction between the different sectors. The popular sector in-
teracts with each of the other sectors, whereas they frequently
are isolated from each other. The customary view is that
professionals organize health care for lay people. But-typically»
lay people activate their-health care by deciding. . when, and,
whom to consult; whether or not to comply; when to switch
between treatment alternatives, whether care is effective, and
whether they are satisfied with its quality. In this sense, the
popular sector functions as the chief source and most imme-
diate determinant of care. :

Anthropological and cross-cultural studies in medicine and
psychiatry have been slow to examine this central part of the
health care system (Chrisman 1977). Medical sociology has
just begun to conduct sophisticated analyses of family-based
health care, but these are limited largely to research on families
in the United States and Western Europe (Litman 1974
Mauksch 1974). In cross-cultural studies, the popular sector
has received far less attention than the usually more dramatic
and exotic, but less important, folk healing traditions. Thepop-
ular sector is excluded from most studies dealing with “indig-
enous” healing traditions, yet ironically it is for almost all so-
cieties the most active and widely used indigenous healing
tradition. Self-treatment by the individual and family is the
first therapeutic intervention resorted to by most people across
a wide range of cultures. This is only one of the essential ac-
tivities taking place in the popular sector (and especially within
the family). The relative inattention given to this sector is re-
sponsible in part for the fact that so much past work in medical
anthropology and cross-cultural medicine and psychiatry has
been irrelevant to practical issues in health care.

In the popular sector, individuals first encounter disease in
the family. We can think of the following steps occuring, at
least initially: perceiving and experiencing symptoms; label-
ing and valuating the disease; sanctioning a particular kind of
sick role (acute, chronic, impaired, medical, or psychiatric,
etc.); deciding what to do and engaging in specific health care-
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seeking behavior; applying treatment; and evaluating the ef-
fect of self-treatment and therapy obtained from other sectors
of the health care system. The sick person and his family utilize
beliefs and values about illness that are part of the cognitive
structure of the popular culture. The decisions they make cover
a range of possible alternatives. The family can disregard signs
of illness by considering them to be ordinary or “natural,” or
they can validate the sick person’s sick role. They can institute
therapy with treatment modalities known to them, or they can
consult with friends, neighbors, relatives, and lay experts about
what to do. Should they decide to move outside the popular
sector, which frequently means going beyond the physical as
well as the health care boundaries of the family, other alter-
natives must be considered. They can enter professional or folk
sectors and within each can choose among a range of treatment
alternatives (cf. McKinlay 1973; Zola 1972a, 1972c, 1973).

Once people decide to enter either the professional or folk
sector Jthey encounter ditferent sets of beliefs and values in the )
cognitive structures of professional or folk practitioners| They
‘make these encounters in the process of entering and exiting
from healing agencies. The clinical realities of the different sec-
tors and their components differ considerably. Popular, profes-
sional, and folk cultures and their subcultural components
-shape the illness and therapeutic experiences in distinct ways.
But the power to create illness and treatment as social phe-
nomena, to legitimate a certain construction of reality as the
only n:anmrmmm_ma: is not equally distributed. The professional
sector is vmm.m%osa because social power is in large part a func-
tion of institutionalization, and the professional sector is heav-
ily institutionalized (cf. Lee 1976) whereas the popular sector
is diffused.

* . . s . rr 2 :
Ay An individual is a “sick family member” in one setting, a
Tuesourp _Patient” in another, Bnd a “client” in yet another context (ct.

. - Fox1968; Siegler and Osmond 1973; Twaddle 1972). In each
| AN setting, his illness is perceived, labeled, and interpreted, and

a5 ed . . .
m a special form of care is applied. Each arena has entrance and
exit roles and rules. For example, the sick person enters the
modern professional medical sector by establishing his patient-
hood in a clinic or hospital. Similarly, in the family or folk
arenas, he must receive sanction from others for a particular
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type of sick role. He may claim and be given an acute, chronic,
or impaired role, or he and those around him may disagree
about the character of his sick role. He also will exit from the
modern professional medical sector in a particular manner, as
one who has been cured, remains ill, or is dying.

The sick person encounters different medical languages as
he moves between the health care system’s sectors (cf. Cassell
1976; Quesada 1976). He must translate from one language to
Aanother. Much of this book focuses on that process of trans-
lation, since it is crucial in the interaction between patients
and practitioners, in the process of healing, and in the creation
and resolution of communication problems that are ““endemic”
to clinical care. In the next chapter, I shall describe and illus-
trate a framework for conceptualizing the cognitive and com-
municative structures found in the symbolic space of patient-
practitioner relationships, but already we see the outline of
a central hermeneutic problem in clinical transactions: there
are different interpretations of clinical reality reflecting dif-
ferent systems of meanings, norms, and power, In this sense,
each of the health care system’s sectors can be supposed a
separate “‘culture.”’

Before turning from the popular sector, it is important to

.emphasize that most of it is not preoccupied with sickness and
* care but with “health”” and “health maintenance.”’ Just as the

popular sector has not received its due from medical anthro-
pologists, so too its preventive and health maintenance func-
tions have been neglected. For instance, in Chinese culture
we know much less about beliefs regarding health (chien-
k‘ang) and health maintenance (wei-sheng) practices than we
know about sickness beliefs and treatment practices, yet most
observers would concur the former take up more of the time
and expenditure of families than do the latter. The increasing
concern among social scientists and public health experts with
self-care and the family context of prevention should remedy:
this oversight (cf. Dunn 1976; Zola 1972a).

2. Professional Sector of Health Care

A second sector of local health care systems is the profes-
sional sector, comprising the organized healing professions.
In most societies, this is simply modern scientific medicine.
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But in certain societies, e.g., Chinese and Indian societies,
there are also professionalized indigenous medical systems:
traditional Chinese medicine and Ayurvedic medicine, respec-
tively (Croizier 1968; Leslie 1976a). In both of these societies,
as well as in certain Muslim countries possessing Galenic-
Arabic medicine (see Verma and Keswani 1975), the classical
indigenous healing traditions have professionalized along lines
similar to those of the modern medical profession.

In the United States, Freidson (1970) has succinctly described
how the modern medical profession (allopathic medicine), us-
ing legal and political means, gained professional dominance
in the health care field by forcing all other healing traditions
to disband, submit to its professional control, or retreat into
the quasi-legal folk fringe. Professional organization became a
source of social power. For example, homeopathy and certain
other non-professional healing traditions, which competed for
patients with the modern medical profession well into the
twentieth century, were eventually driven from the field, es-
pecially after the Flexner Report in 1910. Osteopathy at first
was treated in this way but later gained a professional foothold,
owing to its popular appeal in certain sections of the United
States and its success in Creating a professional organization.
Recently, it has largely been absorbed into professional medi-
cine. Chiropractic has remained a marginal practice but with
too many adherents to be abolished. Naturopathy maintains
an even more precarious existence. Pharmacy and nursing, se-
verely restricted in practice, received professional status only
by submitting to the authority of the medical profession. In-
deed, Freidson claims they are virtually the only examples of
professions that lack full autonomy.

In recent years technological advances and prolific medical
subspecialization have combined to create many other health
professions in the United States, all licensed as subsidiary,
para-professional organizations functioning under medical he-
gemony and severely restricted in scope of practice. As recent
studies show, however, the battle for professional indepen-
dence is still going on: chiropractic (Kane et al. 1974) and cer-
tain of the non-medical ocular specialties (Shaver 1974) even
seem to be making something of a comeback. In certain in-
stances they have been shown to be as effective as and more
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popular with health consumers than physicians treating the
same problems. Increasing clinical responsibilities assumed by
nursing practitioners and medical assistants give additional
evidence of the changing character of the professional sector
in the United States. Such changes are the result, not simply
of pressures from within this particular sector itself, but also
from the lay sector (health consumers) and from external po-
litical and economic forces in American society (White 1973).

Just as each sector of the health care system creates its
own clinical reality, so too do the different healing profes-
sions (professional subsectors). These can vary greatly, as.
in the Chinese or Indian cases, or only minimally, as with
certain paraprofessional and alternative professional medical
organizations in technologically advanced societies. Within
the professional sector, furthermore, institutional structure
helps determine clinical reality. In America, chiropractic’s
clinical reality matched the beliefs, values, and life-style of
mid-Western farm life and flourished in that particular envi-
ronment (McCorkle 1961). Likewise, psychoanalysis flourished
in the United States within a special social group attracted to
the ideas and therapeutic approach of Freud and his followers:
urban middle-class intellectuals (Roazen 1971).

Although studies comparing the modern medical profession
in different societies are now common, one rarely sees studies
that specifically look at differences in their clinical realities. This
is equally true of research on the modern medical profession
in our own society. Little attention has been devoted to differ-
ences in the cognitive and communicative processes, texture
of relationships, and treatment styles of modern professional
health services in urban or rural, inner city or suburban, public
clinic or private office, fee-for-service or health-insurance med-
ical settings. Yet these clinical aspects of social reality are sig-
nificant criteria for judging differences that really matter in clin-
ical care, differences that reflect social structural and economic
contingencies of practice in home, market-place, and bureau-
cracy. I will have a good deal more to say on this question.

One of the more important insights into the professional sec-
tor of health care illuminated by cross-cultural research is the
process of “indigenization.”” By this term is meant changes that
modern professional medicine and psychiatry undergo after
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they are introduced into non-Western societies. These changes
involve the system of knowledge, health care institutions, and
all the factors encompassed by the term “clinical reality.” The
result is the cultural re-patterning of professional clinical care
to a greater or lesser degree. When I discuss Western-style
medicine in Chinese culture in Chapter 8, I shall give examples
of this process, which is a concomitant of modernization and
Westernization. The health care systems developed over the
past several decades in the People’s Republic of China repre-
sent a unique form of medicine, which in part involves the in-
digenization of the professional sector. From the standpoint of
clinical reality, indigenization transforms an essentially West-
ern orientation into one more appropriate (even if frequently
not appropriate enough) to the particular social conditions of
non-Western cultures.” Many more problems for clinical care
seem to result from insufficient indigenization than from too
much of it. A related process is “popularization,” by which
certain aspects of professional care, such as scientific health
concepts, are altered and diffused after they enter the popular
health sector. This process will concern us later in this chapter
and in the next.

So dominant has the modern medical profession become in
the health care systems of most societies (developing and
developed) that studies of health care often equate modern
medicine with the entire system of health care; such studies
become mere accounts of professional medical organizational
structures and services, leaving out the rest of the health care
system (Dreitzel 1971). Research by physicians and public health
personnel, in most instances, is systematically limited to ?.ow.-
lem-frames defined by biomedicine; the solutions offered fit
professionally sanctioned solution-frames and are evaluated
only from that standpoint. Such researchers are unaware of
their bias, since they are trained to see all of health care
through the cognitive framework of their profession. Profes-
sional socialization of modern health professionals causes them

7. In a recent book, edited by Charles Leslie (1976b), containing essays on
the varied-experiences of Asian nations in the health field, examples of in-
digenization are frequent, sometimes amusing, but almost always important.
Morita therapy represents indigenization of modern psychotherapy in Japan
(see Reynolds 1976).
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to regard their own notions as rational and to consider those
of patients, the lay public, and other professional and folk prac-
titioners as irrational and “unscientific.” As Polanyi and Prosch
(1975) argue, implicit concepts determine what will be consid-
ered “data,” the analysis of which, not too surprisingly, sup-
ports the professional orientation like a self-fulfilling prophecy.

It is amazing to see how intensely this professional ideology
is held by otherwise sensitive and responsible health profes-
sionals. It is maintained with blind conviction even in the face
of evidence to the contrary. Other components of this profes-
sional ideology are such commonly encountered dogmas as:
Any health-related activities undertaken by patients them-
selves or by members of the other sectors of the system are
dangerous and should not be tolerated. The biological aspects
of medical problems are the ““real” ones, while the psychosocial
and cultural aspects are second order phenomena and are thus
less ““real” and important. The encounter between doctors and
patients (and families) is one between experts and those who
are ignorant, so that the doctor’s role is to ““te]l” or give orders
to patients, and the patient’s role is to listen passively and com-
ply. Closely related is the professional bias that the doctor (or
other health professional) is most responsible for the patient’s
care. Lack of compliance with the medical regimen is fre-
quently regarded from the professionals’ perspective as a moral
offense (Stimson 1974). This view is not only found in those
areas of the world where the medical profession does in fact
control the health care system. It also is espoused by doctors
in societies where most health care outside of the family in fact
is in the hands of alternative professional and folk healers.

In the People’s Republic of China, several decades of political
indoctrination against the primacy of expert knowledge (and
interests) over popular knowledge (and interests) apparently
was insufficient to break the dominance of thjs professional
ideology among health workers, since the public health estab-
lishment and the modern medical profession were criticized
repeatedly for precisely this during the Cultural Revolution
(Oksenberg 1974). Only very recently in the West have con-
sumers spoken out against the loss of their autonomy in pri-
mary health care decisions to the modern professional medical
leviathan. In technologically advanced societies especially, there
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has been a general shrinking of popular autonomy, as more
and more of its traditional functions have been usurped. In-
deed, progressive medicalization has enlarged primarily the
professional health sector of modern society.

One of the major contributions anthropologists and sociol-
ogists have made is to demonstrate repeatedly that the health
care system is a great deal wider than the boundaries of the
modern medical profession, even in technologically advanced
societies. They also have shown how the locus of responsibility
for health care decisions is beginning to shift from patients and
families to health professionals (Zola 1972a, 1972b). These
studies support the conclusion that the professional sector re-
quires that its form of clinical reality be accepted as the only
legitimate clinical reality. Heaith professionals usually are in-
sensitive to the views of clinical reality held by other healers,
and to the expectations and beliefs of their patients. This in-
sensitivity is systematically fostered in both undergraduate and
postgraduate medical education. The increasingly strident po-
lemics of social scientists against the medical and psychiatric
professions are one result of the conspicuous inattention of
those professions to the lay public’s viewpoint. When such
arguments surface in the medical profession itself, they are met
with considerable resistance. The most difficult aspect of clin-
ical practice to teach to medical students, interns, and residents
is how to elicit and evaluate objectively patient beliefs and val-
ues with respect to their illnesses and treatments and to ne-
gotiate with (or translate between) these differing perspectives
in the same way an advisor gives expert advice to an advisee,
who retains the right to accept, alter, or reject that advice. It
is difficult to challenge the clinical reality imposed on patients
by medical professionals or to get them to view it as not the
“only” or “true” one, but as one among a range of clinical real-
ities operating in the greater health care system. Especially dif-
ficult for medical and psychiatric professionals is juxtaposing
their diagnostic and treatment formulations with those of their
patients. Thus, one of the most significant contributions of the
cross-cultural perspective is to foster a broadly based view of
the entire health care system. It makes the researcher increas-
ingly skeptical about the normative perspective on health care
entailed by the socially constructed biomedical professional
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ideology. It highlights terms like “compliance” and ‘“denial”
as value judgments dictated by the medical profession. Knowl-
edge about the extent of self-treatment, the impact of the fam-
ily on care, the role of the individual’s values in determining
satisfaction, and the activities of alternative professional and
folk practitioners, taken together with knowledge of the impact
of external factors on health care systems and their variation
across societal boundaries, can be sobering. Cross-cultural
studies can play an essential role in opening the eyes of health
professionals and the public to these other sides of medicine.

3. Folk Sector of Health Care

The folk (non-professional, non-bureaucratic, specialist) sec-
tor shades into the other two sectors of the local health care
system. Folk medicine is a mixture of many different compo-
nents; some are closely related to the professional sector, but
most are related to the popular sector. In those societies lacking
professionalization, the folk sector and the popular sector con-
stitute the entire health care system. Folk medicine is fre-
quently classified into sacred and secular parts, but this divi-
sion is often blurred in practice, and the two usually overlap.
Early students of medicine in different cultures stressed sacred
healing, since their interest emerged from studies of folk reli-
gion. Shamanism and ritual curing have continued to hold the
attention of anthropologists up to the present. Far less atten-
tion has been given to the mundane secular forms of healing:
herbalism, traditional surgical and manipulative treatments,
special systems of exercise, and symbolic non-sacred healing.
Recent ethnographies have begun to turn to these other tra-
ditions, but the ethnographic literature still remains heavily
weighted toward sacred healing. Within medical anthropology
more attention is being given to folk medicine as part of a
broader health care system, but ethnographic descriptions based
on this wider perspective are only now being written.

The efficacy of folk healing presents a serious question for
cross-cultural clinical research, Virtually no systematic follow-
up studies of patients treated by folk healers exist, with careful
evaluation of their status before and after treatment. Similarly,
almost no empirical work has been done on the mechanisms
of folk healing although this subject has attracted considerable
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speculation. In Chapter 9 I shall present field research findings
that go beyond anecdote and speculation to throw new light
on this problem. That data includes a prospective study with
follow-up of patients treated by shamans in Taipei, as well as
individual case studies and follow-up of patients treated by
other folk healers in Taiwan. I will use this material to compare
folk healing with other forms of healing and to.discuss the
healing process generally.

The many new forms of folk psychotherapies in the contem-
porary Western world, linked to the popular culture and to a
recrudescence of traditional healing in these societies, and the
persistence or even increase of folk healers in some developing
societies indicate the significant function of folk medicine in
many parts of the world. This phenomenon creates a difficult
question for professionals and for society generally: what to do
about folk practitioners in planning for health care. This ques-
tion will be dealt with when we discuss the concrete situation
of folk practitioners in contemporary Taiwan.

The structural components of health care systems—the three
sectors introduced above—primarily interact because patients
pass between them. The popular sector forms an undifferen-
tiated matrix linking the more highly differentiated profes-
sional and folk sectors. The boundary lines between sectors
function as points of entrance and exit for patients who follow
the trajectories of their illnesses through the intricacies of the
health care system. Before examining the distinct social worlds
created by these differing sectors, I shall illustrate the model
by analyzing the Taiwanese health care system described at the
beginning of the first chapter.

HEALTH CARE SYSTEMS IN A CONTEMPORARY CHINE
TAIWAN, AN O<mw<_m<<_

The phenomenological fragment presented in the Prologue
is part of a local system in urban Taiwan. Byt it is a quite special
instance, for it records a tremendous concentration of health
care components in a small geographical space. In other sections
of Taipei and in other cities in Taiwan, the same components
(and many others besides) are dispersed in a much larger area.

Instead of viewing the various health-related phenomena

SE SOCIETY:
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described in the Prologue atomistically, our model helps us rec-
ognize an integral system.8 It pictures elements of the profes-
sional, folk, and popular sectors. The professional sector is rep-
resented by the Chinese-style and Western-style practitioners,
along with the Chinese and Western pharmacies. Here we
have, side-by-side and 58535%59 the elements of two com-
pletely different professional systems. Western-style and
Chinese-style doctors have separate licensing procedures, prac-
titioner associations, and bureaucratic organizational structures.
They have their own clinics, hospitals, and pharmacies. These
two professional subsectors maintain a competitive relation-
ship, with little or no referral and other connections between
them; in the People’s Republic, they are said to be integrated
by active referral, professional consultation, combined treat-
ment, and even an attempt at sharing (to some degree) knowl-
edge and skills.

The Western medical profession in Taiwan controls most of
the power. It alone receives financial support from the state
and is represented in the national and local government. The
National Health Service, Provincial Department of Health,
and municipal health departments are composed entirely of
Western-style doctors (hsi-i-sheng) and other modern health
professionals and have a structure indistinguishable from par-
allel organizations in the West. But there are distinct levels
within the profession. At the top is the National Taiwan Uni-
versity School of Medicine and Hospital in Taipei. This insti-
tution is comparable to university medical centers in the United
States. Although the clinical reality created there resembles
that found in academic medical settings in the West, there are
still some major differences: Families can and usually do stay
with hospitalized patients in order to cook, nurse, and sleep
near them at night. There are no appointment times in public
or private clinics, including psychiatry clinics. Payment is made
primarily for treatment received and hardly at all for the time
the doctor spends taking a history or doing an examination.

8. A recent volume I edited (Kleinman et al. 1976) examines in detail the
various aspects of health care systems in Taiwan and other contemporary
Chinese societies. The interested reader is referred to the relevant chapters
in that source for a fuller picture of health care systems in Chinese societies,
since covering the same ground here is not feasible.
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These and other practices make expectations and valuations of
clinical care quite different from those in university hospitals
in the United States. .

The private practice of Western medicine in Taiwan varies
enormously. Some practitioners function on the same level as
the university hospital medical staff. Other physicians were
inadequately trained in China prior to 1949 at third-rate (in
some cases bogus) schools, or have received minimal training
in the military or under the Japanese occupation. In addition
to doctors, nurses and biomedical technicians have been trained
as they are in the United States. Pharmacists form an especially
important professional group, since they often provide primary
care. Also, many unlicensed doctors practice illegally and, until
quite recently, were tolerated by the authorities.

Chinese-style doctors (chung-i-sheng) vary even more in back-
ground and quality. Some have graduated from schools of
Chinese medicine on the mainland before 1949 or from the
China Medical College in Taichung, Taiwan. The latter is an
unusual institution that teaches both Chinese and Western
medicine; its graduates can be licensed in either one or both
but usually practice only Western medicine. Most Chinese-
style doctors study in a master-disciple relationship, which is
the way Chinese medicine was taught over the centuries in
China. They may, and often do, study very different books and
are exposed to idiosyncratic teachings or different “schools”
via the oral tradition. Their educational, social, and economic
backgrounds are quite dissimilar. Some practice entirely along
traditional lines, while others have self-consciously modern-
ized their ideas and practices. Within this profession, acu-
puncture is frequently practiced as a separate specialty; its sta-
tus is greatly enhanced by its new popularity in China and the
West. There are also many part-time, unlicensed practitioners
of Chinese medicine. Every educated Chinese in the past is
said to have read some of the classical texts in order to treat
certain illnesses for family members, neighbors, and friends.
In present day Taiwan, education is in modern subjects rather
than classical Chinese subjects, and educated people tend to
know more about Western than Chinese medicine. But older

people often possess some knowledge and skills to diagnose
and to prescribe Chinese medicaments. Such knowledge, usu-
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ally kept secret (i.e., not shared outside the family or social
network), is considered to be an important family heritage.
Skills of this sort are part of the family-based popular culture,
separate from the practice of Chinese medicine as a profession.

The Chinese medical profession in Taiwan has benefited
from unprecedented development in the past five years, owing
to the worldwide interest in Chinese medicine. The number of
candidates studying for and taking the licensing examinations
in Chinese medicine is said to have increased considerably.®
H:m fees for drugs and acupuncture have climbed steeply. For-
eigners visit Taiwan to receive instruction or treatment in
Chinese medicine, and well-known Chinese-style doctors have
traveled to the United States and Europe to teach and practice.
Chinese herbal medicines are now widely distributed through-
out Asia and the West, though they still trail acupuncture in
popularity. Chinese medicine, furthermore, is receiving much
more attention in the mass media in response to public interest.
Chinese-style doctors are Pushing for government financial
Support, which they have never had in Taiwan, and, in gen-
eral, have become much more active in asserting their profes-
sional status. As in the past (Croizier 1968), they claim a special
cultural and national identity as the only indigenous medical
profession in Chinese society. -

Bone-setters (chieh-ku shih-fu) represent a case that illumines
the boundaries of professional medicine and its relation to the
other sectors of the health care system. They are not considered

doctors. The situation is confused by the fact that some bone-
setters practice folk healing, including fortune-telling and sha-
manism. This reflects the competitive, commercial nature of
healing in Taiwan and the overlap between the sectors of the
health care system. Bone-setters are so specialized and nu-

.o. Personal communication from the President, Chinese Doctors’ Associ-
ation, Taipei, April, 1975.
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merous that, while their skill is highly valued and the public
makes routine use of it, each one tends to attract only limited
numbers of patients. To increase their earnings, many do other
things besides bone-setting. Some run businesses or function
in other capacities that have nothing whatsoever to do with
medicine; others practice other forms of healing to attract a
larger clientele. Most bone-setters I interviewed regarded
themselves as part of the professional health care sector, sep-
arate from and admittedly less prestigious than Chinese-style
doctors. On the other hand, many Chinese-style doctors looked
““down” upon this specialty as part of the folk system of care.
Bone-setters need not take qualifying examinations and fre-
quently have had limited training from books. Here is a pe-
culiarity of health care in Taiwan, since bone-setting in tradi-
tional China was one of the techniques used by physicians,
along with herbalism and acupuncture, within the same the-
oretical framework. Yet, even in traditional China, bone-setting
seems to have been practiced occasionally as an independent
specialty, along with other specialities in the unmarked bor-
derland between folk and professional medicine.

In contrast to Taiwan, bone-setters in Hong Kong have a
higher status than physicians who employ herbs or acupunc-
ture (Lee 1976), and in the People’s Republic of China the tech-
niques for setting fractures are said to be a major contribution
of traditional medicine to health care. In Taiwan, although
bone-setters are not licensed to practice as physicians, many
of them also treat arthritis, low back pain, and skin disorders.
Thus, their practice overlaps that of physicians.

Bone-setting and the specialized treatment of hemorrhoids,
other proctological problems, and skin disorders belong to the
“external” branch of Chinese medicine (wai-k’e), which tradi-
tionally classified health problems and therapeutic practices
into “external”” and “internal”’ (nei-k’e) branches. The “exter-
nal” specialities (whose name in Chinese is used to designate
modern surgery) have a marginal professional status, though
some Chinese-style doctors still practice them. In the poorer
areas of Taipei bone-setters outnumber Chinese-style physi-
cians, and in education, income, and life-style, they are more
like their lower-class clients than the wealthier, better educated
physicians.
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Herbalists provide another borderline case between the pro-
fessional and folk sectors of health care. Unlike bone-setters,
they are not licensed and are, therefore, illegal practitioners.
Until 1975 they were tolerated by the health officials, but since
then the government has begun to arrest some unlicensed
practitioners. Such actions have occurred before without af-
fecting this category of practitioners, so that it is unclear what
will result from the current policy. Government officials and
modern medical professionals call all non-Western practition-
ers “herbalists,” which they use pejoratively.

Herbalists diagnose and prescribe as well as sell herbs, un-
like Chinese pharmacists who are licensed solely to prepare
and dispense Chinese medicine, although they, too, often pre-
scribe. Few herbalists have formally studied traditional Chinese
medicine; many are illiterate or barely literate and unable to
read the texts; almost all have learned their occupation as a
family trade or as apprentices in the shops of other herbalists.
In this last respect, they are not unlike Chinese-style doctors.
Both possess “secret knowledge,” reputed to be passed from
generation to generation and jealously guarded from outsiders.
Medicine was a hereditary profession in ancient China, and
most traditional practitioners today claim family practitioners
in at least three preceding generations. But lay people and
health professionals frequently regard herbalists merely as pro-
prietors of small shops rather than practitioners. They have no
occupational associations and do not belong to the sacred tra-
dition of folk medicine. They are part of the secular folk tra-
dition but reject classification with other folk practitioners.

Both cases—herbalists and bone-setters—illustrate the im-
portance of the boundary between professional and non-
professional practice. On the professional side of the bound-
ary, practitioners generally are of higher social status, earn
higher incomes, have their interests represented by associa-
tions, and possess some kind of professional organization.
They are licensed by the government and are concerned about
controlling the entrance of practitioners into their sector. These
two examples, however, demonstrate that the essential differ-
ences are government recognition of professional organization
or the general social recognition of a kind of practice as “profes-
sional.” This is further evidenced by the fact that unlicensed
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Chinese-style and Western-style practitioners enjoy a “profes-
sional” image in the eyes of lay people and many fellow prac-
titioners, even though their practice is illegal and they do not
belong to professional associations.

The folk sector of medical practice is more heterogeneous
than professional medicine. Herbalists belong to the secular
tradition, while Taoist priests, shamans, ritual specialists in
“calling back the soul,” and temple-based interpreters of ch’ien
belong to the sacred tradition. But the division is not clear-cut.
For example, ting-kis (shamans) while in a state of possession
commonly prescribe Chinese medicine or local herbs. Fortune-
tellers, astrologers, physiognomists, and geomancers are more
difficult to characterize. They are non-professional specialists
who participate in healing and whose systems of beliefs in-
volve some of the oldest and most classical Chinese theories.
Not uncommonly, they practice just outside the doors of tem-
ples. Although it is usual to classify them as secular healers,
some make use of religious beliefs and paraphernalia. Those
who divine by means of the eight characters (pa tzu) designat-
ing a person’s time of birth and the related pa kua (Eight Dia-

grams or Trigrams from the I Ching) often work closely with-

nearby temples, telling clients which ceremonies they should
have performed. The ideas they work with, while not usually
including gods and ghosts, nonetheless belong to the Chinese
religious tradition. But the popular culture differentiates be-
tween them and temple-based practitioners as if they were sec-
ular. Geomancers in fact are regarded as akin to “scientists,”’
and geomancy is frequently referred to as “Chinese science.”
Since one of the key uses of divination is to help patients
choose a particular treatment and practitioner, diviners play an
important part in determining the hierarchy of resort in local
health care systems.

The folk tradition also contains an assortment of other prac-
titioners, many of whom are itinerant or part-time and some
of whom are commonly found in market towns or traveling
between festivals in rural areas. These include itinerant drug
peddlers who also prescribe herbs and patent medicine, unli-
censed specialists in particular diseases such as skin and eye
disorders, teachers and practitioners of a variety of minor ther-
apeutic techniques—massage, breathing exercises, systems of
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calisthenics (e. 8-, t'ai chi ch’uan). These individuals sometimes
combine healing functions with circus-like performances and
with business practices. In some towns, one sees them lined
up at night along market streets, rmmzbm\ selling, and enter-
taining. Moreover, some folk practitioners, such as local or
family experts, traditional midwives, and the like, function
largely in the popular sector and shade into popular health
care. Indeed, these examples illustrate that a too simple clas-
sificatory use of the distinction between folk and popular sec-
tors is not useful. .

In addition to these folk practitioners, a wide range of busi-
nesses also claim a therapeutic function. These include the tea
shops and food and drink vendors pictured in the Prologue,
as well as snake shops where live snakes (poisonous and non-
poisonous) are kept and used to treat skin and eye disorders,
sexual problems (especially impotence), and other sicknesses.
In these shops, the healing function is only one of a number
of money-making activities. For example, in snake shops wines
containing pickled snakes are sold to treat illness or for their
reputed cosmetic effects; purses and wallets made of snake
skin are sold at another counter; snake food is sold as both a
medicinal agent and a culinary delicacy. In tea stores, the heal-
INg power attributed to some teas accounts for a very small part
of their business. This is not at all to say that the business ac-
tivities of these stores distinguish them from the rest of the
health care system, It is obvious that all components of the
vnommmmmg& and folk sectors (including the religious sector) are
competing in a special field of commercial life, and financial
matters, as we shall see, also play an important role in the pop-
ular sector.

The unclear and overlapping relationships between various
activities subsumed under the title “folk healing practice in
Taiwan are illustrated by a middle-aged owner of a smail store
in a traditional Taiwanese section of Taipei Qm:-wmsm District).
The store sells both Western and Chinese patent medicine
along with local herbs, but it is not a Chinese or a Western
pharmacy, nor is it an herbalist’s shop. It is licensed as a drug
store in which no prescription medicines can be sold. The
owner is himself a Taoist priest and a shaman (ting-ki). His
shrine takes up more than half of his store. His calling card
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states that he treats problems relating to bad fate and ghosts,
geomantic questions, mental illness, and other illnesses that
are “not cured by doctors.” He also has a special office behind
his shop and shrine where he and his wife practice bone-
setting.

The popular sector of our Taipei health care system is repre-
sented by the people in the market street seeking to buy tonics,
herbs, and foods believed to be symbolically “hot” or ““cold.”
Self-treatment by individuals and families with foods and
Western and Chinese medicines is by far the most common
treatment in Taiwan. In a survey of illness episodes suffered
during a one-month period by members of 115 Taiwanese fam-
ilies in Taipei, for example, 93 percent of these episodes were
first treated at home, and 73 percent received their only treat-
ment there (see Chapter 6 for a report of this survey). Lee
(1976) similarly has found extensive resort to self-treatment in
Hong Kong.

The sick individual or his family decide which type of prac-
titioner to go to. Family, neighbors, or friends frequently
accompany the sick person to consult a practitioner. Most fam.-
ilies we interviewed saw themselves, rather than the gov-
ernment, the practitioners consulted, or the sick person himself,
as most responsible for making decisions about health care and
for assuring that the patient was adequately treated. This is a
view supported by most indigenous practitioners [ mzﬂmzmmimm
and even by many public health workers. Families develop cri-
teria for when to use certain types of practitioners, and when
to seek help from others. Since individuals can purchase from
pharmacies virtually any Western or Chinese medicine z.._mv\
desire, they can prescribe and treat themselves with a wide
variety of agents. This makes lay people considerably more
autonomous in controlling their health care in Taiwan than in
societies like the United States, Great Britain and the Soviet
Union, where there is stricter enforcement of the laws that reg-
ulate medical practice and drug sales.

Many Chinese families claim to possess some ‘“‘secret w:oS.H-
edge” or special herbs for treating particular illnesses, This
knowledge frequently is quite different from that-of the clas-
sical medical texts, although it is derived from that source.
Nowadays, the health beliefs of families and communities in
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Taiwan contain many notions from modern scientific medicine
as well. What I am describing is a separate domain of medical
knowledge belonging to the popular sector of health care Sys-
tems and derived from the classical Chinese medical tradition,
Chinese folk heating traditions, and more and more from West-
ern medicine, psychiatry, and public health. This popular cog-
nitive domain is the focus of discussion in the next chapter.

In studies conducted in fishing and rice-farming villages in
Taiwan, I found that the popular sector frequently could be
equated with the extended family, lineage, or even the entire
village community. In urban areas, sick individuals, who often
lived in nuclear families, turned to friends and co-workers
much more often than to the extended family or community
for advice and referral. Therefore, in talking about the popular
sector it is essential to define the level: individual, family, social
network, or community. Ethnicity, social class, and education
also exert important influences on popular care.

Just as our structural model can be applied to the Chinese
health care system, it also can be applied to studies of health
care in other societies. 1° For example, Boston not only has eas-
ily identified institutions and practitioners of modern profes-
sional medicine, but also possesses chiropractors, podiatrists,
and various licensed eye specialists who are not part of the
medical profession but form alternative health professions,
Christian Science healers, scientology practitioners, and a
myriad of practitioners of popular forms of psychotherapy, so
conspicuous in the area around Harvard Square in Cambridge,
including non-licensed Practitioners of various forms of med.-
itation and occult religious practices, form a well-advertised
folk healing sector. But this sector also includes people who
specialize in healing herbs, massage, sexual therapies, and
many other therapeutic practices. Indeed, folk healing in urban
America is undergoing something of a renaissance. Further-
more, the popular sector of health care in Boston is still central

10. For example, the model of the health care system seems applicable to
the following ethnographic reports of medical systems: Adair and Deuschle
(1970), Fabrega and Manning (1973), Good (1976), Gould (1965), Ingham
(1970), Kunstadter (1976), Leslie (1976), Obeyesekere (1976), Press (1969),
Spiro (1967), and Wolf (1965). The model seems to hold for the United States
as well (cf. Freidson 1970; Harwood 1971; Saunders 1954; Snow 1971).
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in determining when and where a patient seeks care, and how
he complies with and evaluates that care (Kleinman 1975a),
despite the fact this is no more accorded “official” recognition
by most medical professionals and public healin planners in
the United States than in Taiwan. The chief differences be-
tween this American example and the Chinese case are that the
choices open to Americans have been greatly narrowed and
the boundaries between the sectors of American health care
systems are more sharply defined, largely owing to the laws
regulating health care in the United States. Thus, Chinese res-
idents of Boston’s Chinatown, though they hold many - tradi-
tional views about illness (Gaw 1976), do not have recourse to
shamans or other sacred Chinese folk practitioners, who are
not available in the United States, nor can they make as full
use of drugs because of stricter laws covering prescription of
medicinal agents. But their health care system can be readily
described in terms of our model, where the popular cultural
sector shows a fascinating mixture of both Chinese and Amer-
ican components. .

Thus far I have described and drawn upon the Taiwanese
example to illustrate the morphology of health care' systems.
Now I will turn to their clinical activities.
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