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not.only in the villages, but"
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to the cumulative impact of health care systéms in

—Ltradition

the cities.
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as providers of medical cate,
They contribute substantially
developing countries.
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I. _ INTRODUCTION .
= N ,3_ . i - L= P

e —— 1

-

. This manual is intended ‘to assist: health planners to assess :he-iqarzan:g, -
. extent and {mpact of health’ care provided outside of the public sector in .
dgvelﬁp}ﬂgpmtrig. . ‘ﬁ;iaingludegindiv;dgalgndfggiliiluheglth :CBLE,: oo

~indigenous practitioners, aud {ndividuals trained in the Western medical .
_ tradition who are in private practice. Guidelines, are proyided for -assessing -
the indigenous medical systems and the private sector inm health care in terms
of: - ) ' S P i

b #

|
»
|

' -1 éséeészent; “of use patterns by characteristics of users, gitc_;:ﬁstgn::es
- . and frequency of use,-and types of services used. ha S
2. The -mggningggﬂfi@aftgﬁgeibf 'vsriaus"ai;gilableheﬂth services to |
use g v : - )

» # E 3 it

——Assespment—of-vay combIulng, Integrating, or developfng =N
complimentarity between indigenotus medicine, the private sector, add
publicaldy-financed and administered health service. A

B. Format of ';hg Manual ¢ - /i

S ; : ;
+w..The remainder of section I .describes.t onking-be
— publically adminiatered health services vhen ‘conducting a health sector
" assessment. It examines problems in the application of Western medicine, .,
..crogs=ciflgural variations.in. perceptions -of - health -gﬂé“ﬂlﬂ;ﬁ‘é;‘" and"the ™ T T
importance of privgte Westlern oriented and indigenous practitioners. Section
II of this manual is entitled "Health Seeking:Behavior." It summarizes our '
knowledge on health Bgligf;szs,_tg@ugr;g;nilzheuﬁarld,;miuina;_'i:g;@ué heal th —-— —— e
“practitioners, and on Western-oriented private practitioners. It also .
. .discusses health decision-making patterns and health services utilization -
- patterns which exiat in various forms in different cultures. It is intended
— togive'a sense of. the potential range of beliefs and practices which a user
——0f-this- manuel-could-encomnter; and ! ow these bellefs and practices may
influence program impact. L% i E

Ly 200
¥

£ ju&tiii:siiaazfeg«l oking-

Chapter I1I ‘discusses the question of social or cultural” change in _general, .
~—and-the controversy durrounding the integration of public, Western oriented

private, and’indigenous health sectors in the planning in.-a single health f

program. The 1ssues and the solutions will vary from country to country, so
‘;hedivmakgrgmnaaireexplaf& in some-detail.- e

Chapter IV provides varicus methodologies for the assessment of the private

and indigenous health sectors. These are mainly geared to what can be done by =
~--a-few people with™ few resoiirces; ‘although the poss 1b11ity of large scale ‘

research’ is also discussed. - S - .

€. Problems in the Application of Western HEdi‘EiﬂE_E—: . e F .
"Large numbers of the world’s people, perhaps moreé -than half, have no access
= to health-care at all, and for many of the’ rest, the care they receive does °

—— not-ansver-the-probiems—they have" (Bryant 1969y ~Desplte the fact that the
"technology gists to solve many, if not most, of the world’s health problems, = ., o
this statement was essentially accurate in 1969 and remains sp ten years o

I




- later. -Repsoms for this include factors such as poverty, edueational 1gvgl§;

"7 national resources, standards of living .and many qthers which are beyond the
1~ - Bcope of this manbal. - However, the relationship between poverty ‘and 111 =~

wo-. - 'health *15,,:3,‘3,%@!%2::i!i@;iitile:;narfimive:ggl‘;;: b m lemrminl T o

77777 S T

" One reason for the failure of ﬁéﬁ%efé_méﬂiciné to benefit the entife world 4s - *

that it has often been intrbduced with the assumption that if you have a o

-~ technological solution to a problem, people will use it. In fact, technology

-~ {s aften rejected or misapplied for a variety of reasons. Iwo of thése were -
described in an article entitled ™Mealth Action in.Cross-Cultural- -
Perspettive.; "The fallacy of - the empty vessel is the assumption that nothing

. vexists in the way of health beliefs and behavior until the arrival of Western _

, medfcine, which is then gratefully received." The "fallacy of. the separate . __ -
—capsule'acknowiedges that 1ndl ,"ﬁéaié:ﬁ beliefs and practices exist, but

states that they are not comparable to Western profegsional health practicés,

and. are therefore not viable as professional<siternatives (Polgar 1963). As

willibe demonstrated later on in this manual, not only do indigenous beliefs -

and practioners exists in nearly §1l‘sa§ieties, they perform many usefuyl .

'*,funcﬁ%gns- ’%% N Lt . : . L .

3

13:33 r = § oW1l Bi = i d

[

- ﬁi;;géfiéﬁiﬁﬁéréfﬂﬂééith and Illness . :
. - _reason it 1is impgrtant fo examine indigenous'medical beliefs and . - .. .. - ..

ya 1s that there are cross-cultural differences®n the approaches to the
definitions of health and illness. As a result, people from different
cultures declare themselves 111 (or are declared i11) at different points in a

- eoatinuum which tangés” From no symptoms to very severe symptoms. This leads

to differences in the timing of yesort to health practitioners.

R

””””“Tﬁé“Eerﬁs”“iﬁdigéﬁﬁﬁsg“aﬁﬂ:ﬁestéfﬁ“'as'used‘ﬁér&“have“béen”déliberétéiy”aﬁa"*”“T““““_“'
_carefully chosen. "Indigenous" refers to non-Western medical practiticuers i
and systems, in accordance with the coennotation "of the culture" or "within \
the culture."” Terms like "primitive," "native," and "traditional” have been b
rejected, because they frequently are used pejoratively to mean "not as good"~
e ZUBURLLY in_comparison.to.Western.culture-.-Of —course-any-new-label-may-tq——i-
time and with use take on the negative connotations of old labels 1f the
structure of the relationship between those who ude it and its denotation does
not change. There is some evidence that this relatiomship is beginning te =~
- change:r there 1s no sclentific or practical basis for assuming that Western . -
medicine 1is appropriate all of the time, a fact that is ackmowledged by many
of its practitioners. Western medicine has more efficient techniques for o
solving some kinds of health problems than others.- For examples, medical
" problems related to stress may respond better to indigenous treatment which
" supplies social and emotional support'to the patient. While Western medicine
might also be described as Yindigenous" to Weatern culture, the distinction
between the two terms seems clear enough when they are used together. ‘
"Westgrn" was chosen instead of "modern™because’ of the many modern aspects of
medical systems outside the Western one, which in turn is characferized by

- some"very ancient principles and practices. .

£ . . ) T

In fact, no single system can be deséribed azggggiern" pedicine, which is
largely derived from both European and American practices.  Moreover, only
relatively recently (the past 50 years) has this.medicine had a formal :
. "sclentific" basis in that it has been §%%§ ro systematically understand many -
£ . - I — e e B
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diseases and produce what Dubos. calls "the magic bullets of medicine;" e.g.,
antibiotics and other "wonder drugs" (Dubos 1959, Rosenfield 1977). -.In a
~short period of.time, Weastern medicine has come to dominate many.of the .

regponses to health and {llness throughout the world (Dubos 1959). Bechuse of

——thid-domtmation; there {s“d tendéncy to forget that Western medicine develqped

* 1in the context of Western culture, whidk places a great importance on scienye

in contrast to social stability, familyﬁfel&:%gnships, and igdividual -
psychosocial needs. The cultural arientatiﬁﬁft%warg the seientific influences
its perception of digeaseﬂ“lﬁi’isease" 1s what physicians- and biologists define
and ‘study. The whole medical complex in Western nations including‘knowlgdgé, )
practices, organizqtion, and secial roles caa be 'termed "biomedicine" (Fabrega* -
1975); This culturalt—ideal persists in the face of the {Eélity recognized by
every practitioner that medicide still has a great "seat ‘of the pants“‘oi art
component . ' o e

_ . L/
One example of this is that rddical mastectomies were;pg}formed for many years
before any careful epidemiological research emerged to Bhow that less drastic
techniques were equelly effettive in most cases. The bulk of standard Western

~medical practice has not been develpped or even validated scientifically, but
has arisen out’of an iumediate need situation--someone’s informed ‘impression |,
or interested hunch. Medical training involyves.an apprenticeship where skills
and information are passed from one individual to the other, on the basis of
what has worked for t¥e senior practitioner as well as on .scientific evidence
when it exists. Latef, information is shared informally and anecdotally among
colleagies. For example, obstetrigqal residents were overheard in a heated = |

~ discussion buer which kind of stitch to use to repair a ulginal tear after .

" childbirth, But no one was able to cite any research on the topic. -'All were
arguing on an experiential hasis. Notwithstanding, biomedicine has difficulty

ir recognizing, and treating, what it cannot ‘measure "scientifically," even -

though what it can and does measure is continually expanding. A few years-

ago, nausea in pregnancy was considered a psychosomatic problem, and was

interpreted as a wom®n’s poor psychological adjustment or subcomscious °

rejection of her unborn child. Recently, biomedical researchers have learned ]

_that such nausea correlates with higher retention of the pregnancy. Now that . ...

““acience can measure hormonal changes and associate them with morning sickness,
it 15 seen @s. positive occurrence (the pregnancy 1is "taking well") rather than .
a psychological problem on the woman’s part. : :

In contrast to Western biomedicine, most indigenous medical.systems do not
make the sharp distinctioh between measurable deviance from expectegd
‘bloloégical functioning, and not feeling well. Indigenous medicine often
defines illness (as distinct from disease) in the social fense, as
interference with normal social behavier and the ability of the individual to
function. Thus the definition of 1llness is more encompassing, or_holistie,
than disease, which represents merely changes that can be measured within a
narrow biophysical framework. Interestingly“enough, the official United
Nations.definition of health, which describza health géga atate of physical,
mental, and so#tal well-being and not merely the absence of illness, mirrors
this définitiogﬁcammnn to so many indigenous medical systems.

.. Indigenous m54§°1“9 also differs from Western biomedicing igﬁ;haﬁ the possible
‘causes of the disease may include problems or imbalances in the supernatural
realm, body imbalances, strong emotions, and the like. Beliefs about illness
. causation often form effective soclal controls when illness is the supposed

- 13
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outcome Qf deviant behaviaf. Frequently illneas, health msintenance,
religion, and social relations are'intimately interwoven.

Indisputably, Weate;ngbiamedicine has nade major contributions to world
-health, and mary of its techniques are life-saving. There are, however,

problems that it has failed to solve-~because it has not recognized them as'
* problems or congiders them low priority (su:h as.many aspects of preventive
care), or because’ they are defined and diagnosed by-another cultural system.
1f, for example, the indigenous system recognizés certain symptom
conscella:ians as defining an 1llnéssthat is’not recognized by the Western
syatem. the Western~trained practitioners may discount them as mere
"superstitiona." 1Illness, health msinEenancE, religion, and social relationsg
may be 1ntimaEely interwoven im ady culture. Whereas this 1is as true for
"Western" culture as it is for .others, Western "scientific" medicine often
ignores this most important reality. The fact is, indigenous medical beliefs
and ‘practices that ‘are ignored by Western practitioners play important roles
"in the control of soclal deviance and continual search for social
equilibrium. Inapprapriate béhaviar, guch as ;ransgréasion of sexual norms,
(adultery) ‘or social norms (being rude to one’ 8 glders) may be punished by

- 11lness (through the,work of deity or of a human with spéeial powers).

Appropriate behavior is seen a8 a preventive ‘measure, but 1f fllness occurs in

- any case, then it might have been worse without the gaﬁd behavior. In other

relationships between illness and social equilibrium, '{1lness permits an
outlet for frustration or eccentricity. For example, women in Latin America

" are seen as being more susceptible to "nerves." When this condition is _
_diagnosed, the subsequent .attention may go far to relieve the streases which

forced the woman ‘to’ manifest the symptoms of withdrawal, depression, and lack
of appetite. Within its own setting Western medicine also has social control
‘functiona, and the norms that it upholds are Western middle and upper class,
pfimarily Anglo norms. For example, 4n the U.S., both the patient and the

practitioner often blame the patient for an illness. Tension, overwork, poor e

eating habits and lack of exercise are all among behaviors which are

“attributed to many illneases, some with a scientific basis, some not. The,

individual who behaveg according ‘to all these norms is seen as warding off
_1illness. In a sense, then, a Western-trained practicitioner. working. in.a non=.

Western seccing is dealing with a conflict or norms.. Beliefs about human
behavior that are implicit in his appraach to medicine are not a part of the
reality of the patient population. The result is a dissonant situation in
which the Western practitioner attempts, on the basis of %is or her
expectations, to make the patient conform to a health belief system that the
patient does not share.

E%' Western and Indigenous Practices

All this complicated by the fact that acientific knowledge 1is only a part of
Weatern medicine. It 1is of little use in itself as separate from the’ people
whose health it aims to ‘fmprove. The biomedicial system can be said to
include pf&ﬁtitéE, organizations, and soclal roles in addition to knowledge.
Knowledge, then, 18 applied to the individual through a delivety syatem that
could hardly be described as value free. As the scienqggda translated into
the art of mediciné, many of the cultural values of its practitioners are
incorporated into the delivery of, health care. Individuals from diverse

“cultureas trained as Western prcCiEionEEB cannot help but absorb some of ‘the

accompanying values, which may inhibit their perception of aome of the
realities and needs of the non-Western population they serve. In addition,
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practitionere are often members of the uppetésocioeccnogi; atrata and dominant
ethnic group in their area of operation. Because of these differences, 3
fakient population

numerous points exist where the beliefs and needs of thefiakient |
and those of the Western-oriented practitioners fail to colpcidee . . ... .

Not surprisingly, private practitioners have a strong incentive to be in tune

with existing indigenous beliefs and practices since their livelihoéd depends

on a satisfied clientele. Public sector programs do not always have this
incentive, which 1s sometimes reflected in a lack of response cultural and
individual expectations. Thus, both the Western-oriented private and {
indigenous sectors may provide important alternative sources of health care.

F. Problems in the Delivery of Western Health Services -

Another major reason for assessing the indigenaus and private health sectors
is that-the public sector may have difficulty in reaching all the population
of country. Many developing countries have large rural areas which are not .
easily accessible, and where thany Western type practitioners (doctors, .nurses
trained nurse didwives, dentists) are not comfortable living because the
standards of living, educational system, and other similar factors camnot
compete with those in urban areas. As a result, public sector health care is
sometimes set up with a referral system. However, this system depends on two
scarce resources: rapid and affordable transportation, and time to invest in
obtaining health care. The distribution of Western practitioners, who are
concentrated in the_utban_aiaag*_;amhined_gi;h—{hg—igeEEiQiEﬂgy of T
tranaportation, means that rural patients must invest a great deal of time to
obtain modern health care. The shogtage of money, which results in few and
often understaffed clinics, has the same effect. There has been a myth in
international health planning that,

-+++the pdorer the person and 4he greater his need, the more time he will
have available to wait in cligjes, bring children to health centers, make
" repeated visits, or attend leﬁgﬁtgs and demonstrations (N.5. Scrimshaw,
L A9TARTI6 e e e

a s L
In fact, the opposite is true. This has been responsible for many failures in
progams of modern health care. For instance, in a village in South India,

" most women are forced by economic necessity to work up to the eighth or ninth
month of pregnancy; they "are too busy to be able to come once a week and
spend half a day or more waiting in the clinic" (Djurfeldt and Lindberg,
1975:209). 1In Peru, a lack of time on the part of some housewives interacted
with cultural factors to prevent adoption of water boiling, a seemingly simple
preventive health measure (Wellin, 1955:86-90).

Modern physicians and government spending for health care are concentrated in
the urban areas in the less-industrialized countries (Spiro” 1967:148)
(Sharpston 1976:26). This concentration is partly due to political factors.
Many of the physicians are employed in .large, well-equipped hoapitals. These
‘urban hospitals are built for several reasons. One is identifiability.
Identifiability refers to the extmnt to which an effect can be ascribed to a
particular decision-maker. It iis politically expedient that improvementa in
health be highly identifiable. ¥or many of the pervasive health problems 1in
developing countries—-malaria, diarrheal diseases, -and trachoma; for example---
the most effective approach might be a preventive ane. But preventive Wethods-

Q ' la . . . B




have a very low identifiability. Curative methods have muEh higher ,
identifiapility and will thérefore be preferred by political decisian—makers

(Raiffa et al., 1977:73). Another reason is the fact thit Westetrn cguntfies <

—.often_provide-money- for-health-care,—and—in-addition-to—the-desire~ §3°F e
identifiability, the donors often have the Western orientation toward curative
‘health care and medical technology. A third reason is the relatively great
political and economic influences of the high soctoeconomic groups. = These
largely urban groups ‘are mucH more important in determining health care
priorities than their needs warrant. Their health problems resemble those
characteristic of the developed countries, being mostly the "chronic and
degenerative diseases typical of later life," such as heart disease and cancer
(Sharpston, 1976:26). Thesé diseases dre generally treated by curative
methods involving a high degree of medical technology. ST

All these influences, which also operate in the industrial nati@ng, .tend to
groducé curative high-technology medieine centered in the prban areas. It has
been argued that these forms of health care "havé frequently served to s
dissipate scarce local resources and skilled manpower, and were of ™o’ ‘general
benefit to the countries" (MeMichael, 1926:7). While this is putting it -
strongly, certainly more equitable distribution of" facilities and phydicilans,
and perhaps. are greater emphasis on prevention, would be more effectivg in
raising the" genefal level . of health. :

_Private and indigeno -act _e4an gian_impa:;sni_patt_gﬁ_this,f —

effort. Although it is difficult to estimate the relative use of privatirgnd
public health care, a study of the allocation of resources for health cade in
Pé, estimates the monies spent-on health care are evenly divided betljeen .

ic and private resources. The private payments. repregent paymeni’gy rural

anJ urban poor to traditional healers and those paid by the wealthy (5 to 10
percent of the population) for the resources of the private medical sector. *
In addition, Lima, the principal urban center, and the surrounding areas,
contain about 20 percent of the national population and 65 perecent of all the
~phystcians -(Roemer 1977:217-219) . ~Although ‘major céitegoriés of graduating
health p:ofesionals in Peru are legally obligated tg work in medi:ally

G. Summary

To summarize, the major reasons for including the indigenous and private
health sectors in the, health sector assessment of a country are that:

l. The population has deeply ingrained and fun ,gt,gnal health beliefs and
behaviors which must be considered and accomodated when Western medical
technology 1is introduced. .

2. Because of differing definitions of health and illness and the treatment
of illness the Western medical system may not supply all the medical needs
of a population as defined by both that population and modern health
planners.

3. ‘Mihimally accessible rural populations with poor infrastructures are not
suited for highly trained practitioners with Western medical values, and
for health service delive?y systems designed ‘for urban of Western
settings.
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CHAPTER TI, HEALTH SEEKING BEHAVIOR .

-
1]

A. Overview of h,’indigenoqg,ﬁéalth,Fi2Laj;gdmﬁggL;eE;st_tgm'a#

A mediealjﬁystem 1s seen as "embracing all of the health promoting beliefs and
actions and scientific knowledge and skills of the members of the group, that
subscribe to the system" (Foster arnd Anderson 1978:36). Medical systems can

be broken down into two subsystems for the purpose of analysis .

l. A disease theory system, which ' Embraces beliefs about the nature of .
health, the.causes of illness, and the remedies and other cufiig
techniques..."(Foster and Anderson 1978—737) It is a conceptual gystem

" _‘which deals with classifications, explanation, and cause and effect.

2. A heal}h care system, whichis the way a soclety. mabilizes the resources
of the patient, his or ‘her family, and the soclety to bfiﬂg them to bear
on the problem (Fgster and Anderson 1978:37). It involves the interaction
of two penple, Eh, patieni and the curer. '

s

This distinccion is particularly useful in situations where more than one )
medical system exists, as is the case in most developing countries.. When this . -
distinction is made, 1t is pcssible, for example, to allow people to retain
glements of an 1ndigenaus disease theory system while 'adding a Westernized
camponent tﬂ their health care system.

7*Un1versal Aspegts nf Heﬂical Systems

Same universal aspects medical systems are described below.*

1. Medical Systems are 1ﬂtegral ﬂatts of culture: The major institutions in
every culture are related to each bcher and support each ‘ether. For
example, in many cultures disease beliefs are an Iintegral part of religion -
and/or magic. In many parts of the world displeasing a supreme deity

S --{God)=4is. thought .to bring about illness, and the deityfs help-is-sought-4n — - —--
the curing process (prayer). In addition, soclal institutions are
reflected in the roles of curers and their relations to patients. For
example, in many Latin American communities the midwife must be an older
women, who cannot be criticized for being out late at night as would
happen with a younger woman.

— ——— = =

* This section of this manual draws on the diterature review done by Plog
Inc. on the "Saciocultural Factors that Affect Health Care Delivery in
Developing Countries.”" The users of this manual may wish to refer to that
literature revigw,fgg more detail, and to the manual entitled "Sociocultural
Factors in the Assessment and Planning of Health Care Delivery Systems in
Developing Countries." (International Health Planning Hethads Series, Vol. 4,
fffice ‘of International Health, .

**  These are based on discussions by Foster and. Anderson (1978: 39*&7)
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2. Illness ahd Health are cultufally defined. As discussed in the sector of
I-C of this manual, ‘11lness is defined differently in different cultures.
The.samé set of symptams may be viewed as .a health problem in one setting
andaai*nd;malnghg anather.. One. examplanﬁfmthisniswaTESM(gsc&risbuiu o
children. Tn many parts of the worlH, it is assumed that all children
have worms, 1In Latin America, it is-balieved that children get wormsa
from candy. 1In another instance, parts of Africa where schistosomiasis
. a parasite which igvades blood vessels in the bladder agea (in" other
‘religions the parasite has adapted to other sites within the body) ~is
common, blood in the ™rine:of men 15 not considered abnormal, but is
* referred to as "male menstruation." (See the manual on Sociocultural -
Factors for additional details on this subject) . 3 ’
3. All .medical systems have preventive and curative sides:™ Prevention may
range from a red bracelet on a child to ward off ;heigvil eye.to a small-
pox vat:iﬁatian?\but the concept is there in most cases. Howeve'r,. the -
‘WEStEfn medical" syszem relies heavily 'on the institutional and goverm- !
‘mental measures, s as a potably water system, as well as individual :
. ‘medsures. Althnugk ther systems such as the- Chinese (in both ancient and
deEfn times) have had institutionally based health pare, in many societies
- p reventive’ pedicing cbnsists of personal acts rather than legal functions,
personal behavior that follows logically from disease causation concepty’
. which, by explaining why a person falls 111, simulzanEQUSIy teach what must
be - dane to avoid {illness (Foster and Anderson 1978: 41). 1If illness can be
caused by-an envious neighbor resorttng to witchcraft, then it is best to
canceal your assets from your neighbors, or to. shara your wealth ;hfough
.,dDﬂatiDnS to religious fepgivals and similar community activitéﬁ '
i. Medical systems have multiple functions: Because medical systefis have
usually developed within a specific culture, they often serve a number of -
functiehs in that society besides the” vaigus one, :

ﬂ

+

a. A disease theory qv:tgn!provides a fatian%ie for Lreatment. If a)i‘ L

" Hattian healer says an illhess is due to the neglect of an ancestor's .
_.Property,.you.fix up_the_property.._ If _a.blood:-test showus Evemiagﬂifon:#f*ﬁif**'
is administered. - [h

b. A disease theory system xplaing "why'': In most societies patia ts .
are concerned withewhy théy fell ‘i11, and .how to prevent future °
illnesscs. Disease causalityl systems provide an Exglanatlmn

c. Disease theaf} systems often play a powerful role in sanctioning
and supporting social and moral cultural norms: In many Sc:u:ieties,.i
including in the Judeo=Christian trsdltian, illness has been explalnéd
as punishment for sin or wrong-doing. Repentance and appropriate
behavior are needed -to’ end ther il1lness wand prevent future recurrences.

d.” A disease theory system may provide “the rationale for conversation .
practices: -In many cultyres, the world is seen-as being in a balance’
and the healer works to festore the balance.” In one Mexican Indian group
a hunter who killed too /many deer was punished with the loss of his soul
(Foster and Anderson 1978:45). < ' -

e. A.disease theory may serve to control aggression: Sex differences in ot
the instances of "susto" (magical fright leading to illness) in a Hexlcan
vijlage’ fewzal that susto is much more frequent among women, who have 'a
fewer emotional outlets than the men. Women have a tighter set.of role
expectations and fewer ways of Telieving anxitty than do men in this
society. By\getting susto, women are relieved of some of their

=
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- " reSponsibilities for a time, and get more attention, 'thus veducing
: tension (0'Nell and Selby 1968). = ..
f. 'The nationalistic:role of indigenous medicine: Just as the Western
" world (% p:ggd;éféi;sfmgdical}gehievEmgﬂggi_manauthezﬂﬁaziqnaﬂhauemﬂép—-
N T Justifiable pride in a rich medical system, Among the more important

non-Western medical systems are ancient and medern,Chinesemedicineg
Hindu, Ayurvedic, and Moslem Unani Tibbi medical systems. ’

= 1

Ethromedicine (Indigenous Medical Sysg%ms) and . =
Beliefs About DiseaserCausation S

The process of understanding disegsé;éygtéms within societies is called 8

ethnomedicine by anthropolQgists. Anthropologists make a distinction. between =«

the system as viewed from the perspectidve of the culture and the system'as .

viewed from the outside. The wogd, emic is u%ﬁé to describe the insider's, the

word etic the outsider's. For e¥ample, 'an eme¢ explanation for post-partum
infection may be thatjpcold entered Eheiuterus?,uriﬁg childbirth., ‘An etic
explanation is that harmful germs entered the uterud during or ‘soon after
‘childbirth. " If the_insider and the outsider could agree on preventive
measures, the dif ferent beliefs about causition would not matter. What -
" follows is a list of types of émic views of health and illness fgom around the
world. It is unlikely that any one medical system woyld Incorporate all the ¢
tyges.’ ) e e : ' © '
- ) ~— : o 5 “ S,
: s, N A, =
2 ‘TTeptiong of ideal height,.weight, and other physical - *Fa
aspects vary with the society and may affect nutritional and other health -éif
[

z .
. > W R
= o= -0

.| related behavibdr. For example, a plump baby is seen as ideal in many .
‘ cultures, buf the edéma of kwashiorkor, a severe malnutrition/inféction £ °
" syndrome in ‘young children, may be mistaken. for healthy plumpness, thus
délaying treatment Preventing parents from acknowledging a problem exists.
2. -.Definitions of Health: These have already been discussed as they vary . . .

from one culture. tq the next, but they may also’vary by age and sey within%arr
a culture, o \ ‘ N AT

T3 Definicions of "i1lness: ‘fhese also can vary by ageé and sex. Faintness 4
may be defined as illness in a woman_ 4nd go unmentioned by #*man beéause
L L . 3 o L

is is a "feminine" problem. . -y Wt
4. Illness éggsatgqpvbeliefsz . . : ' : o Nt

; i= \ . i , .
a. Soul 165s:  Oftep caused by a,fright or shock (such as the death of a
loved one) the symptoms of soul loss include wasting away, fever,
v diarrhea, éleeplessness; 1isties%néss, headacﬂ;s. It often discribes !
- 11lnesses which 1in etic terms include. tuberculosis and imfant ‘ :
malnutrition. o - . )
b. Spirit possession: This is widely Eﬁstributed, from the Philippines
, - to India.to Africa. The spirits may be deities,. ancestors, dead
' f; ,friends or relatives, or other,beings with various origins and .
properties. Frequently they make the individuals possessed behave in
.socially unacceptable.ways. In some cases’this serves as an outlet
for tension in the individual. - In othed cases diseases considered
serious by Western medicine are attributed to spirit possession.’
c. Evil eye: Wittingly or unwittingly, the gaze of ‘another, particularly
someone with light eyes, can induce disease. This is very widespread
bel?éﬁ_ Young children are considered the most susceptible, -

M.
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d. Vialatian of taboos: These cdn fange from uffending spirits, VA ¥
ancestara, deities of all auffs, to violating soclial norms og sacred N
. EfEaS [ . - e ) e e
= €. TBewltching fsnfceryf In some SDE‘EELEE'Dﬂly axfea 1niividuals afe =1
i& &

capable of causing illnéss, in others nearly everyone knows a fé s
_ ‘spelids. Sorgery is especially prevalent in Africa an& in area wherg
2. ‘peapié of African descent liva. . .
" f.. Intrusion of a“‘disease object: Sometimes this .is ‘done. by a EDEEEEEE, ~ . .
. 4 but.smometimes you can just "pick up" a harmful substance. - .
k. Disturbed emot fonal states.: ‘These Jfnclude” envy, "nervaes", sorrow, F 4
anxiaty, heavyness of ghetheart, and many others. Symptoms are, .
* 1istlessness, depregsiop,_ldhs bf appetite and wasting avay. N .
he Volftfon#l airs or winds: Many areas in the world have winds that A
. come up at certain times of the day or time of the‘'year. These, are. %
said to bring changes which are detrimental to' health, An example
are the Santa Ana winds in the. Los Angeles area. Hbigh‘a:e of ten "
blamed for colds and other illgessess by" ‘residents of the area. Air <
- - can also cause-1llness in- some,be ilef syastems, either by entering . '*('
e the body ot bringing malﬂ;§e- The nighé air is particularly
' . suspect. 9 5 - p
i.. Contaminazion by qncléﬁi peﬂa?ng “This can occur by means,of che .
" gaze tevil eye), from a person’s touch, or eveh a'person’s . o,
_ presence. In addition to persons with spegific illnegaes, women who L
: _are menstruating are aften conhi ered unglea S —
i menstrual blood i~ Sigilarly, pregﬂanc women may,he dangefbua beeauae )
their gaze is .too’ powerful o€ too ''hot" and’can fpduce 1llness and

- " harm crops,s ¢ 7 aﬁ ’ .

-

"

—
-

. Body bsiances (Humﬂra the&%ieq) Thhse pfﬁbably‘originated.in ]
. ’ lIndia, a‘ﬂ apread fr there ta Greece: vhere chey were incorporated - )
* in Hippocrate’s work and disseminated throughout the Western world. 3 51

They afe gne of the coumonest disease causation belief gys:Eﬁs‘ . =
throughout the world. The detai1a vary from one culture to the ﬁgxc,

~ but the underlying principle:is. that certain elements (from- B B

nearly ! dozen in some systegg) are ‘halanced within the body and the A,
disfu$tiog of such balances can cause fllness. Althqugh some systems PR
get very complex, pdrticularly in Asia, two ofy the most common

\lelemznts are hot and cold-, F@E}example, all Xood may be ‘classified .

“ad hot or cold regardless of acfual temperdture, and a sproper balance

. of hot and‘cold foods must be eaten in order to/m intain health.
Illﬂeaéea may also be classified as hot and cold, gnﬂ the apprap:ia;e
_treatment must take this in:g congideration.* . . =\

k- #Blood beliefs: These may be|closely related to the bod} balsnges
described above .- Blood may beé too hot, too cold, too faat, too ‘slow,

-~ too thick,, too thin, too sweet, too salty, too high '8r too, low
(Haiti). In some areas, such as Eentral Ameri:s blaqd {s believed
td be nonregenerative so any blood lost 18 assumed irreplaceable.
This makes {1t diffigulﬁ to get blood sampiea for tegcing.

= - a
. ]

. . = %
= = —— = = a

*  Michael Logan offers an excellent discussgion on the effect of hot and cold.
, beliefs on the acceptance of Uéﬁtetnsagiented and indigenous treatment in
Latin America (1978). _ _ . .
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ained in impersonal, s&s%emia

terms. Naturalistic systems conform abovae all to an Equiiibf;um model"

d previously.

Often the personaligéi@ieticlcgy‘i
me illnesses_and the naturalistic

mo Bl e

Eheie‘efialaéigs pose problems for the

» wogker. The perdonalistic is.very different
Western-trained health professlonals areé unl

povers;.and so

are unlikely to be regarded a

1

Western-oriented health care
from the Western approach,
ikely to claim any supernatural - «
8 effectiye diagnosticians in this

setiology.’ The naturalistic also presents problems sbecause of two factors:

Firat, in this

etiology the ‘patient is respo

nsible faénéiagnosing his own

, 11In®ss. The patient informs the health practitioner of the ‘diagnosis, and
* expects him to prescribe [Lherapeutic measures. The Western-trained doctor’s
v attempt to diagnose the patient {s not regarded as appropriate behavior.
°- Second, the concept of health as an equilibrium hetween opposing forces (such
as hot! and cold) is often a part of this’etiology. This concept, although 1t
has recently been gaining greater acceptance 4n areas such as environmental

health and eco
also leads to
and the client

The preceding

logy, i@ not generally part.of
difficulties in communication

P
& -

sWestern health training. This
between the health praetitioner

N

.

common beliefs about disease cdusation are important because
these beliefs -have azeaﬁﬁaﬂyéng,sygtema for
While ‘self-diagnosis and treatment occur in nearly all socleties, the services
of practitioners are also needed in many instances. Where astrong indigenous

Ly

prevention, diagnosis and cure.
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- medingl systems exist, there may be. one arn;nre types af 1ndigenaq§
practitianers. However, Westerﬂ-ariented private pragtitione:s may. also be

’“*ﬁﬁh’ E‘nginﬁigéﬂbﬁgﬂbeiiefs, and may incnrporate them into their ) T
practices. Sometimes, the distinctions between indigenous and Western- * °

oriented private sector praétiangfg becomes blurred, as will be seen in the

following discussion of indigefous ‘practitioners. -

: { : . T !
B. Indigenous and Uesternﬁﬂriented Private gfactitioner . ’
Typeﬁ oE!E?EEELquner ' ’ - ¢ ' ) ‘ )

E 1 * l - = f
“Figure'l pfesentd a typolagy of health care pfactitianers ranging Eram all ® . -
adults in a socéidty- who .mayl know a few gimple cures to,the highly trained and |

{ specialt;gd WE&tern—ﬂfiEﬁted or indiggqnous practitioner. While the~most . .

; - common types of practicin rs are listed, there may be others not mentianed

" here: iqpséme societies.’ ;ﬁ; figure ‘moves from left to right in terms of -
complexjty and training anaft¥me invested in healing, and from top, to bottom: -
in terms of pfagitioner type, ffnm ‘lay. ta Westegn-ozientéd. -

* &

# i ¥

. It shguﬁd be:npted that sSome’ p;aétitiaﬂéEE bfidgé the gap between WEEtEEﬂ Enésgs
Lﬂdigenous medicine, using elements from both. While this\t n éﬁcur with

. nearly-all ;‘11.‘::“:\-1::“::Lt:ﬂeljil two examples wvhere it neafiy~alwayj nccu;a are the

———iﬂjégtiﬁﬂisfraﬁ&—thg—ﬁﬁ3fmattst———iﬁe—inj§§ti§nist_uaeSLWéHtern technique to
inject Western d rived substances (auch as vi;é%in B, penfcillin, calcium and
many DEhEES) in response to 1illnesses. diagnosed by both ind{genously diagnosed
and Wéstern- g:iented pfactitioners- Thus *penicillin may have been prescribed ’
Ey an, MD or a phaamaeis: for an infection, wvhile, calcium may be giwen to
restore strength after an eplsode ©f nerves. The pharmacist also usually

v functions as far more ‘than a dispenger of prescriptions. He 'is often sought
far advice on diagﬁnsis and Eréatment, and, may p:escribe a wide fange of

V‘ﬁédiiiﬂe%, 1ncluding ofies that i eq

““ph¥siclans. Tﬁe pharﬁaéist 1{s an iamport
gector. . :

Do
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Figure 1: 4 T&pal@gy of Health Gaf;t gactitionéts -
' Levels of Indigenous and Western-Offented Medicine .
o , — — Y e L e n—

Nkl B

[Types of
Practitioners

General °*

 Lay Medicine

Specialized
Lay Hedicine

Limited
specialized
practitfoner
self-taught

or sappenticed,
probably part-

time , -
s <.

. Indigenous or
WEEEETﬁEQEiEntei
practitioner
usually trained
by other '
practitioners

Y1y

Hite or two
“allults per
‘extended
~family

Indigenous

* A few adults.

usially older|

‘women oOr mern
¥

| + | : S;fﬁf?ﬂg;ﬁf

Herballst .
Bonegetter
Masgager =

Midwife, Shaman,
* witchdocetor,
Spiricist -

other curer

Hiﬁéd L A Injectlonist— | Pharmactst — 1

L | . N\ i , R
Western-~oriented /) - | "Quacks?” ‘Western trained
- e ' nurse--midwife,

) MD, RN, DDS

B

L

e

ractitioner Roles
A1

]
N i
o

b”ihgrg,gppeat,gaznggagginnivgraalsuin::uringiralss;ﬁh1ehacaﬁiéerveuaswr e
guidelines for assessment (Foster and Anderson (1978:104~115). These are: ~ v

%

1. Specilalization; This tendency is well known in Western medicine,
occurs in indigenous. mediciné as well. For 'example, there may be
bonesetters, Injectionists and herbalists in addition to skamans and
midwives. In some cases, specialization may influence prestige. .in
opposite way from the West, where the specialist i1s usually more highly
regarded. 1In Thailand, for example, a specialist is sowmeone who thy ¥
knows about only one area, and thus has little knowledge. A generalist’s
knowledge is much broader and hig prestige 1s greater. .

2. Selection and Training:- In some socleties, as in the West, personal _
;hEine followed by long amd rigorous training detgrmines_wha becomes a
healer. While some people are acknowledged to have more skill in a

particular area (such as surgery) than others, superhuman beings are not .
. seen as involved in particular gselection. _In contrast, in many indigenous
systems, a divine.'calling" is considered important or even essential for
a healer. This may come about through something that occurred at birth
(braech and caul births are often considered special), or something which

" happens in’ life. A common pattern is for someone to become very 111, and

for the shaman or other curer to discover that the illness is a "summons"
to become a healer, and can only be cured by the patients” commitment to

but ie. ;..

b

i= : »

i ) -

N R




at role (Sharon 1978, Paul and Paul 1975). Usually an apprenticeahip to

nother healer is then undert aken, althﬂugh sometimes other powers

eesr—undert ake-to-teach-the-former-partent i~ ~One=grudy-describes—a-midwife ti— "
Guatemala who was taught her p ofession by the spirits of dead midwives '

(Paul and.Paul 1975). . : ’ I L

‘Certification: This can range from ghg medical board examinations in

H"tern societies to an iniatiﬂn of new shamans by older shamans, h

Professional Image: Healers.have a special place in most cultires. theeg -

they are respected and admired, sometimes they are feared, sometimes -

bé:h. Their behavior and dress may be designed Ea enhance their image.: b

Eitual abjeceagiznﬂging from stethescopes to rattles are also aasocisged

3.

4.

; with’ practitioners. In some societies deviant personality - -
) chaqaczerigitica may be assbciated with healers. "'Often, indeed,

personality characterigtics that in Western EZciecy would be brandéd as ~ -
dange:ausly deviant are recognized in non-Weatérn saziet;es as . .
. prerequidites for- successful curing’ ‘eareers, and wﬁkh thesge - : '

. characteristics:begin to mgnifeat‘themaelvea at.an egrly age . in children,
betbers of the group feel most fortunate" (Foater and. Anderson (1978:110) «»
5. iExpectgtion of Payment: This ranges from clearly defined fees set by both
. Hésternéﬂfienteﬂ and indigenous practitioners to the Eeeling that the gift
of healing comes from a divine being and 1t is to be shared free of )
cost. Many practitioners allow the patient to decide what to pay. Some b
are pSid as lang as patignt is well, and payment is Etapped if {llness
- ged by indigenous practitioners can be very high, -
. in genefal, they are lcwer than those charged by Western-oriented private X
practitioners and sometimes lower thgn those charged by the*public health v
‘gector. -
6+ Belief in powers: Every soclety has a few pragtitioners who know they
' cannot “help a patient but lead the patient to believe they can. Most
pra:tiELnnera however, bath Wesﬁern-atiented and indigencus, believe they
are doing the beat they can for their patients. They are acting in good
faith. Both Western and indigénous practitioneys may use placebgs, but S
“o=—they tend to be ysed with the pdtient”s best Interests intind. “This is T
e an impartant point, because Western-oriented practitioners and other ;
obae:vets sometimes consider indigenous practitioners "quacks" or “
"charlatans." The Weastern medical system may have more effective ii)
solutions to same problems, but a practitioner who is acting in good fgizh
is not a charlatan.
Attitudes of the public: In most cultures medical practitioners are bath
feared and revered, admired and critized. Much of this is due to the
pover held and exercised by most medichl practitioners. "In all *
socleties, people fear, and hence dislike and digtrust their fellows who
exercise power, potential or real, over them. This 1is particularly true,
when the average man has only an imperfect understanding of the nature of
this power" (Foster and Anderson 1978:114).

Patient-Pra: 1tioner IﬂtEEQeticns

— = e

As can be seen from the above discussion, there are many similarities between
Western-oriented and indigenous pfagtitianers. However, there are also some'
important differencea, which may influence a .patient’s choice of care. In the
treatment process, the patient and the physician éuch has a get of

expectations. When these differ, misunderstandings and conflicts may

.24




develop.-

For example, a paper on the potential-Ear,thgiiﬁtegrgcign of |

- indigenous and Yestern medicines In the U.S.-Mexico border arca, presents fhe

ﬁﬁﬁﬁhmﬁhiellagiﬁgédiseugsiéﬁ“ﬁf‘pfﬁ?idgEsp§tiéﬁf“iﬁtéfsct16dé;’

A

L} 5

‘The Western-trained physician s educated to remaig objective and .

"sclentific" in his dealings 'with his patients. Part of the image he
projects is that of a neutral, pbjective sbserver and diagnoastician

of human disorders--ip short, a "professional."’ To the Méxican- , .
American patient,; who needs: reassurance and wa%mch, touching is’
important- during diagnosis and reflects caring. The Western attitude
is incomprehensible and seems cold and impersonal, if not hostile.
Furthermore, it reinforces already present fears of discrimination by
Anglo-Americans. o . *
Efficiency is another characteristic that is highly prized by Western
medicirde and . philosophy in general. The physician, faced with a
eavy patient load and minimum funda, avoids lengthy discussions with ‘
his patients and gets quickly to the point of the visit. To the
Mexican-American patients, illness is too serious and frightening to
rush. The "proper" medical person makes some small conversation p
before getting down to business. The physician’s lack of preliminary
pleasantries or concern with the patient’s own opinion of his illness
iEimﬁﬁﬂmiﬂﬁéé@ﬁk&kﬁﬁﬂ@rﬁ%ﬁh??ﬂiﬁtfﬁﬁgim =

prejudices. .

A common source of poor communitation between patient and physician
1s attitude toyard authority. The Western practitioner expects hig
patients to recognize his authority and feels it is his patient’s
responsibility to seek and follow his professional advice. The
indigenous practitioner, however, does not dictate to his patient,
but merely makes suggestions. To the Mexican-Anerican, the
phystcian®s -attitude Y8 seen as authoritarian and presumptuous.

Western medical philosophy emphasizes the individual and his
responsibility for his own 1llness. Anglo-Americans conmonly tke
blame for havimg become sick. As discussed previously, Mexican
disease theory ipcludes a view of the individual as the victim of
external forces. Nor is the individual free to make decisions on
acceptance of treatment~ Professional medical personnel expect the
patient to make quick decisions and to accept the physician‘s
advice. However, to the Mexican or Mexican-American patient and in
the indigenous system, a practitioner’s opinion may influence
decision-making but will not constitute the final authority.
Individuals do not act alone in situations as lmportant as 1illness.
Validation and support, both economic and social, of the sick role
mist eome ffég the patient”s family. Diagnosis and treatment
suggested by the practitioner, be he or' she Western or indigenous,
will be discussed, evaluated, and accepted or rejected by the
patient’s family as a whole. Chiding or scolding the Mexican-
American patient for his negligence or demanding on-the-spot medical
decisions®will only increase patient anxiety. (S. Scrimshaw and
Burleigh 1978:37-38) -
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As mentioned previously, many Weatern-oriented private p}actificﬁers;gg not in faet’
understand and incorpgrate aspects of indigenous belief systems. For example, .
~==4f-a-Latin-American-woman-tells-a-privats practittoner dka has "nerves', he {a /
more likely to use this as an opening to get her to further describe her ’
problem further rather than 'tc say there is no such thing. .

C.* The Private Sector .’ ;fgsf“\\\hn " o
As staﬁed earlier, reliable {nformation &n éhe pr;vaté subsector.is almost o

nonexistent, although many rural health activities have occugred independently
of planned national development.: Many philanthropic and religlous - -
organizations have established hospitals and health centers in rural areas.
Although permission to do so may have.been sought, attempts to coordinate
their activities with those of the national health activities have proven
unsuccegsful in moat cases. Until recently, the private and, indigenous
subsect{rs have generally functioned independently of .national health
-.servicea. It 1s at thls juncture that the private and -the ‘indigenous — T T
‘subsectors have their greatest dimilarity despite the fact that the pxivate '
subsectors are usually oriented toward Western medicine. It should be Lo
““stressed that private resources for health care can be found in both rural and
urban-areas, but the concentration of private wealth in urban cepters means ‘ .
that private medical care,plays a greater rola in, those places. It .has been- (;% ,
. stated that it is the incompleteness and the deficiencies of the public :
—wedical care programs that permit a private sector to flourish (Roemer,
1963) . An integrated and comprehensive system of medical care would doubtleas
reduce the private sector to much smaller proportions. Patients who were
served adequately in-a public. aystem would not take redourse to private

practitioners. However, the allocation of time and resources seem' to be the ¥, i
determining factor for many urban and rural dwellers 'in deciding what type of

practitioner to frequent for any or all diseases (Warren; 1974; Grollig, -

1976). : : : o : -

~The“private™market cannot be expected to allocate to health either the amount
or the composition of resources that is best from a social per!!eﬁtive- For
example, procedures which halt the spread of communicable disedles yield
benefits to entirg communities and, therefore, cannot be chosen properly by
private individuals acting in their own ipterest. Often the private market
mechanism will direct resources to these health expenditures that have an
rattractive financial payoff. Private corporations frequently undertake™ .
disease control before opening up new land for commexcial plantation or
mineral exploitation.- , :
In programs to improve the general health of the bulk of the population, the
private market mechanism undeniably operates but the distortions are very .
serious. Because of maldistribution of incomes in countries where average =
incomes are also vary low, the health needs of the poor are not translated
intd effective demand. While the distortfons caused by income inequality '
applies to all sactors, the consequences for health are particularly tragic.

Furthermore, concentrations.of population have an adverse consequence on the
distribution of health resources. . Since urban centers are the focus of a cash
economy, they attract a disproportionate number of persons who can afford to
pay for part or all of their health care. Thus, the extent of urbanization is
one of the factors "influencing the extent to which a given courdtry can sustain
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Tﬁife Is a reel“aanger “that™ en‘iﬁereasiﬁg prepﬁrtinn of
’r:ing, ged,ethef persungel (many of. Hhem hane beee tfeined

-private practice:
- scarce ;edieal.%_ X

ortu Ey for epeeializetien, 1n ﬁhieh seme
'eEessieeal fewerde. """

aguverneeﬂe eetviees, ﬁhieh fafee Ehe aeeelefetien ef tteining pfegfems It
.can also_force higher salaries.in the. organized government servlices, with the .
reault Ehae Eiuer pereennel can be guppereed by a given budget (AbelgSmith
e 1967). fexv; -

, B; Eeelth Decisien—ﬂeking

T % Figure 2 Heelth Decisian-ﬁaking Model

S - s 5 st e S 2 g e £ S g T e o S ST e en it

ﬂ“heme femediesiﬁgaypharmacist

o ° Patient or - - ffieed or i//? ’ ,
e ERLA LAV wmﬁeighbeem o

ideantifies - . Public
—— S ;L»'r - iéi::;awestern-ﬂrienteﬂ**gg;a S e
_prevention - Praetitienef

s {Tlness or - ,
... __.prevent R e I sggiéﬂxaﬂe_
C - - : : ﬁﬁ%‘#Iﬂdigeneue

The Ei:BE step in health deciaiun=makiqg is the de:isinn thet enmeene 1s 111
"or that preventive meeeu:ee need to be taken. This decision mey be made by
the‘patient, or by a relative. Someone.in the household, often the dominant
~woman, decldes a problem exista. As shown in Figure 2, he or she may . try some
home remedies, may ask-a friend or neighbor for edviee, Qr may go to a
pharmacist, any gf several indigénous pfeetieien:fé. any-of several privete
__m__HhsEe:nsefienEaﬂ_p:;eei;ieaetafuareehetpublie health-services.—Commonly,————wo—
individuals will go back and Forth®from one resource to another, using them
sequentially or even in combination. Sometimes this is ‘becguse :hey are geen
~as fulfilling different functions. The Western-oriented pfeeeieﬂef chn cure
#*~‘*th§~3ymptﬁms—ﬁfhgviILEyE ‘bt the_iﬁdigenuue practitioner— mugF “deal-with the ——
- cause: “Ssmetimes indigenous practitioners ‘encourage the usé of Westerpn- -
‘medicine "this problem is for the doctor at the health eenEer.“ "somet imes they 2
. are in eempeeitien with it. Another reason for multiple use!. ie that people
feel oné treatmen¥" is not working well enough and they want to try another, or
people are unhappy with the feeeption they get with one practitioner. In' oné
3&,,.1n3:;nee, a wemsn vhe -was iurned ewey Erem a heePital beeeuee ehe was not yet

Reéefde kepe fer 30 Eemiliea in one Guecemelen village ehewed feequeat S
patterna of the use of five-or more pfeetitieners, ranging from the. local -

health clinic to a. pfivgegwfiligieue hospital to a privace Western-oriented
practitioner to the loeal injectionist and the local curer, all in the, course

of treatment

f one "11lness’ epieede in"a young child. In the case of one

Fanily, an emeunerequal to the entire family Income” for one month (330) was

_.apent_in _a 40 day period, . when the child’s. major. underlying problem was .. ., ..
maInutrition. Ihe tgﬁ11§ went from pfatﬁlﬁiﬂner to p:ectitianer, desperately
geeking a ealutien.

-




‘l’he mltiple use af practitiaﬂers :Ls a common element wherever more thaﬂ one

‘type 18 found. The significance of this. for- health-sector planﬂi@ -

dlscusse& iﬂ th-: nexz chgpter; o Lo
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HAPTER TII. ‘IEE m FOR 1IN

‘ﬁlt 1is Integration? . s . B SN R .

{f:""in ‘the- Piﬂt: ”integ:;;iﬁn _has been'a g;phgnisn far Eeal:hing the: indigenmm
" practitioner minimal Western medicine, vhile trying to discourage him or. hez

. ;ft::i contimuing previous practices. Thig was nfl:eﬂ done Hiﬁ,’hnut an eva' ].ugtinn _”
—-of the relative merits of each sspact of both-health-systems.--In a-reveras

n:f this trend, the current WHO pragfa.n ‘has mdifieﬂ this @ptaaeh by autlining T
¥

Ehe fnllﬁtﬂng ahje:tim

1: Tn foster a re.aliatir; apprnac:h to traﬂii;iﬁm naiir_ine in u:der ED improve
‘health care.

2. To evaluate traditional ﬁaﬂieiﬂe in the light of modern science go as to

im;}m«gﬁmiwnﬁmﬁmg e-harmful-onee=

3. To promote the {ntegration of proven valuable knowledge and skills in
trgditiang and Western medicine (Egnnemn 1977) <

% S —
5.3

may have something to offer each other and communicate/a respect for-all’
.. medical systems. However, there is a lack of detail
" implement these nbjectives. The pnsaibilitie.s im:lude.

- L. Hutual exchange o af 1n£nmlsinn anﬂ techniques between meﬂica;l. systems in

These abj ectives r@rgent zhe impartgnt !ztﬁgﬂitiﬁnVE ba:h medi:gl systema

-Anformation on haw to

arder l:a use ﬁhe beat pgsaible te;hniqueg .fnf esch aituazinn. '

ed awareness on Ehe ];\E.E"E af baEh 1ndigem;us ‘and Hestern
prattitinners of the social, religious and other contexts of health and

————tp} . ,Efmﬁﬁteﬂmmﬁﬁea;tn .

For the most pgrﬁ? concepts of integration have tended taﬁa’,rd a one-gided
version of the first possibility, in order to extend theWestern system to

‘rural~areas.  Contributions of other systems to the Western system arfé now =~~~

Jbheing Aﬂ,aﬂaideregg Ij:\ p:m:ti:e, havever, thia a.lte:nstive genezally givea

'];'he ‘second alternative has also been criticized @s a co-option of the
1indigenous practitioner. Again, its viability is situational, and its
-practicality and acceptance will vary.

B

The third passibili:y umay be. hg:d for ﬁe.s:em medical practitioneras to agcept,
- sim:e it implies that indigenous practitioners need not always change and _

adopt some Western ways (although the three possibilities are by no means
muEugkly exelu!ive)- Hﬁwevef, the tejeatinn cf‘indigénéua praﬂ:izianeré vho




'Vinpa:tanz :au§§s iﬂd treatments of 111n-s may need to be deale with by
indigenous as vell as Western & means . - : : -

Increased respect” ent- and - indigenm “beliefs alsa gea:s~ths§~wi~ﬂ

“indigenous practiri gay ‘begin referriﬁg patients to Western -

— ;;ptgctitiﬂﬁEtZ-L ‘Sometimes this ia. done in'the face of opposition, as~13'§he

_case of Spiritists 1n,ﬂéw ank.E Ifaﬂitiaaal practitioners-often know what - .~ =

=symptgz ‘constellations different heslin§ methnda :an Ereat more effectively,
__‘H_maud_they“:efe:-patient ac : = -

= = .

‘Which of these alterngtive or ggmbiﬁatinn of al:ernativ” 1s adopted.in a .7

“given” “area depends on many “factors, such as the numbers and types of ex stingk
Héstern—zihinad and .indigenous practitioners, their knowledge of and respect
for each other, the various cultures in the area, their health ptablems and
" concepts regarding health csre, aﬂﬂ the aa;iaecnnamic status of individuals in
gxas_;h&gggngunit’!rﬂ',i e BrudviVés—Te predicated in
- part on information :hat can and should be prﬂvided by researchers, planners -
and practitiﬂnéfs from bcth the Hegterﬁ and indigensus systems.
s = )

B. Eav to Apptcggh Integrafiun ) . ; ) . *

Adaptatfon o : - ' B o

Adap;a;ian,ﬂgans 1ﬂ£ﬁtpﬂtating Western health care 1deas into the Exiséing set
of health beliefa in a society (Paul, 1955:4-5). __The content of the
inﬂigengus systeﬁsiﬂhat 13 pfascribed (ﬂt prescribed) by tradition=1is zhsﬂged
- (Kiekh 07348 )v— s-is-happening—in Guatemala, where substances classified
fregaa (“caal“ or "fresh") are :ansidgred béfeficial to health. New
Eaads and medicines introduced from the developed countries are frequently
placed in this category thus encouraging their use. It has been suggested
EQEE!t#EEEadEPfEfiﬂH“EEEEEE 4~ deITberdteé process, with public health personnel
cbanging their approach to "adapt their remedies to the people’s conceptions
and practices, rather than conflict with them" (Césmiﬂsky, 1977: 205)

. . SR = o = B e e

Aﬁ;ﬁmadatian B : ’ N o
’ \
Accnmadgtian, vhich seems to be more prevalent, oceurs when a numbér of .
—.alternative healing methods-exist in one -place.—Wegtern-health" ‘card {s simply
'accﬁmadated in the system as one more alternative, Iﬁ India, for example,

..._thaugh largely unrecognised by the allopaths (practitioners of Western
medicine), a division of labour has been established which 1in a
complicated way distributes and remitsi‘scients between the two systems

# (Djurfeldt and Lindberg, 1975:213). - -

Competition

In Ghana, which also has several different modes .of health care, a similar
di@isian af labar 15 effected (Wsr:en, 1978 73)

S S

o A ) o
In most aE the 1 ess developed countrieq _today, Western health care compe tesg .

- “Emy atlents. Indligenous medlcine presently
pfnvides a large pfapartign cf the health care begause it 18 more accessible,




% less’ e:pensive, and better adapted to the Encial milieu*thaﬁ 1is Héstéfn
ggdiziﬂe»(iaﬁaliﬂgagwani amd Ramalingaswami, 1973:208). Another cansideratinn
s the pegaigzenae of t:aditianal .curers in their refusal to trea:Acertaig.-M,,,”
Z cases: g_ _ o i

;i;i V‘t:i ;Hbs£ iﬂdiganﬁus p:g:titiane:s-are very. c@mpetenﬁ in judging Hhi:h;’wmw
patients Ehey caﬂﬂat cure. In that ﬁay ;héy reduce their failuras

R Athey cannot t:eat are remitted ta allapaﬁﬁic pra:citiaﬂe;s (i-e-, 7 T
D .. 7 Western. health werkers). The latter. thys get more than their share
of severe cases, which decreases the pfépa:tign of patients which

" they can cure, and cﬁnsequently decreases their apparent efficiency

- in dealing with Eheir ‘patients. (Djurfeldt and Lindberg, 1975: 212)

=Tt had" ﬂpﬂséafnﬂfg*thaﬂ'ﬁncE'that”indigEﬂDﬂS'pfaztitiﬂﬁéfg be T T
deliberately integrated into the health care system.- This would have '
advaﬂtgges in that such practitioners are generally. faf more pumercous than . .
“Western health workers, providing health care where no other form is available
(Ramalingaswami and Ramalingaswami, 1973:208). They also supplement modern

- medicine in urban areas (McMichael, 1976:200), and ‘they often have =
———constiderable™ pra:tical knawledge (Djurfeldt and Lindberg, 1975:209).

trgdiﬂiﬁnal methnds faf Hes:eru medigiﬂe (Kirkby, 1973 145) dvantage of ¥

‘this 1 hat practitioners would be using what 1is presumabig, ugh this may

be somewhat biased) the most effective means of health care fcr many, but not
agsgLlf-piﬂbi&iéfggitﬂsighE‘bzg?gfyEﬂfffit&ifefﬂzitxtiTBtE;tﬁiEﬂtﬁﬁﬁgé,

. however. It involves a major change in beliefs and practices on the part of
the practitioner, who may be difficult to convince that his or her previous
_methods were useless and in fact, this is often not the case.. Some .

- traditional-curers have invested a grfeat deal of -time in learning the o
indigenous methods; this would alsc make them reluctant to.give up those
practices. Patient demand might be an important factor working against this

__happ:aach,_sinea traditional-methods-have-high- apparent—efficacy—-Also,as——
long as patients retained the local beliefs about disease and expectations of
providers, 1ndigenaug practitioners fetrained in Western methads might not be
accepted. ) 4 : .

Addition R .

S

__AQQEhgz_!gxngﬁ_ingQ;pg;ating . fEsxiﬂtamaxaysiemé§§=mﬂdé : W
health care would be by adding Vestern mEChﬁdS to their repertoire. This -
might maintain greater congruence between patient and practitié%éf, since the
indigenous aygzemfuﬁuld not be completley diacarded; expectatidns of pfnvider
_roles and disease etiologies would remain the Bame -to . some - Extept. - -
Retﬂﬁciling>the lacgl _beliefs and _prac X ag o i

 problem- for may types of 1ndiggnﬂus eurérs; ESpecially'thase:etialugies uhase

i

-beliefs and practicea diverge moat from Western idess: Addirdaona 7, the
practitigne:s might choose to blend“Fhe two appfaaches in ways which uauld
resulﬁ in low effectiveness. - ; . o
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égﬁ& Introducing Culture Cha

r.annidering some of these gp:ag;hgi, the u,gr af thia gnual ia -urged to -
nge by Arensburg and Riehoff (1971) and

Bis by Rodgers and Shoenaker (1971) for- g2 valuable
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g Pra‘hibly I;he iﬁit ;Ei;i:al:zspgg; of piannim is- thg ﬂeai far a&ﬁgte e
o assessngﬂc techn:tqnea to datergina uhgt 19 h@pening, vhat trends have led to

iy d o nterventions
('Blug, {EEE); A;gssnent gs:aibliihes I:he bagig :Ems pllmniﬂg strategy. A -
th:rogigh assess 18- gam};iﬂ}fgr plaeig health sector problems “andg- ﬁeeﬂs

in somd perspective. A health sector usesamﬁr.)i; perfarmeﬂ by ~ .° i
;yateuatigally collecting data about the health service needs of a emmii:y,
.region, or.national umit. It Fn:ails the ideﬁiﬂ:gt:i@n of pﬁpulatiau._s Bizh‘“ o
seﬂri:e negﬂs as a ba’ A t A I :

At the broad plaming level, assessment infgmtian (or data) nsy provide the
_basis for determining’resouce requirements. .Such-data-also- mgﬁhelpfdeteminr;“
the need for specific facilities, such as hospitals, clinics and-
_dispensaries. At the program and for specific personnel levels, asseasment
" data aid in national program planning- Euawleﬂgezgimnmgmity_sﬁhealthwmu
"needs may allow program administrators to establish more realistic program *
__goals, ‘set priorities, allocate funds, plan new Befvicas.—gnd Testructure— - ———
existing services. The d.a;a will also be important in®assuring that-proposed -
] 1ntewen§iﬁﬂs :arrespvagd to Ehe needs af the sen!ice area. It may ‘also be
- —ealturals—ethric gyt : ' It Eoud {mpede
the. delivery af health servin:es to certain subpnpulatiana vithin a
community. DEL, on service needs and service utzl’i;atian patterns also
provide a baseline for evaluation of program' eff tiveneas. ‘As a result of
mczﬁmfﬁe emerges that could enable planners to weigh the
overall situation aﬂd draw broad canclusians (Blum, 1974).

§
J :&Jgthda_ﬁ:; .Assessment. e S e———— TETTITTTTTTS
Use of Existing Knowledge and Reaaurées . - -~

_ The fix%t step in any assessment of the type deacribed here should be the
————exploration®f extsting knowledge atid resources. This should range from
searching out previous research relevant to the topic to talking with
knowledgeable ifidividuals. Unfortunately, this task 1s complicated by ghe
fact that some researchers from outside a country do not return the
results to that country. Often, the results of previous research does
exist within a country, but 1€ 1s difficult to find. Tt is guggested
- that a literature search within the county (dnd in major internatinnal*
—4oy ’,’,%@ﬂﬁﬁﬁ%ﬁﬂﬂﬁ&iﬂ’;’smﬁaﬁéﬁvan: 1tidividuals in the
management, healfh and social sciences within the country be approached
and queried aboul their l;m:ﬂledge of existing infamatign.

- Knawledgegblg iné viduals nay iﬂclude health- plmmers, health ST
— —~indigenovs—and-private- - e —tw——
s:stegnries ghauld ‘not be gmitted because Eréquencly hgalth affieiala ﬁay

the aituatiaﬂ.



,j"l fibe& bg Peli:a md Pelta 1:: Aﬂtﬁfﬂpﬂlﬂsigél IS
te of Inquiry flg?&) ‘and’ By,Spradlgy in The =

:Whatever else 19 deﬂg :ln the course ef'gﬂ assesaneﬁt, :;t is s&agly suggesta
that-a ng}. mt “of /participant=observation be conducted’ by getting out”
{nto ‘rural’: ‘areas, vﬂhg@. urban slums and. the like and- talking with. peaple .
- ranging frau.village paliﬁi:al feaders  to indigenﬁus and private - : -
'-{»pt;:titiggets, tn—priv;te indivi;luala ahaut: ‘their heslth, beliefs," their
] _health needs_and the ealth-seek mm*——ﬁgms“ =
: inﬁ,fux,iaufwill ,ﬂeviﬁsbly Be withheld, a great deal more will emerge, anﬂ
the experience will pravide a sense of the Eituatinn Hhich :anﬂat be abtained
m;uﬂﬂﬂ}méthéf VaY.— e . e F— - - : -

- This approach ha;s’ also been called the * gmmity iﬂpfessiaﬁg appzaach" by

§igggl_aﬂdﬂhis_:nllgsgueg_ilg111‘“_Iheymsuggaxt_;nﬁbiﬂiﬂg.imp:essinns-abauz

the health pneeds from key individuals. 1iving or working in the community, and
then—vgrifying the information-gathered with-those groups 1in-the" ‘community 4

__ddentified as having the greatest heal;h_needs_iSieggl*_gﬁ*_gl**_lgjjl*_;Ihg___,
appraach has Eh:ee mgjar gteps;

N i e e e o i i - N W i

(1) key per3on interviews : = =¥
(2) social indicators data feview; and
- (3) ;ﬂﬁmugizy fa:ums tafgetgd on undetséf?eingﬁuDEa
" Interviews are :unducted with 10 to 15 individuais uha*either work or live in
the community iuzluding village elders and traditional elites. They can affer
SR - 4 ﬁdﬁ:‘ggg of-tmpressions—ab aut‘the‘priﬁze‘“am‘“thP:iﬁdigenaus"mgemr.g
and. the health needs of different groups in the community. Health purveyors
* from the private, indigenous and publiq health subsectors are also
~interviewed. The interviews should be caﬁduﬁted with a 1ist of questions
about private and 1ndigenﬁus health and related services in the community and
sgme demograhic characteristics of. thelpapulg;ian and a map of the community
under study- A demographic and service picture of the community should .
emerge. Data required in the soclal- indicators approach should be obtained to
supplement or verify information fe:eived id.‘the interviewa. Additional
verification of the resulting data could be 5cquiteﬂ in a series of community
forums or meetings that should include those graqu‘iden;ified in the previous °
““8taps as having specific health neads that are not being fulfilled under the
_existing conditions. The intent.of thg forums should be to elicit views from
. ‘as many people as possible about the health needs in the commmity and to
1dentify those who are interested in dding something abofit those needs.

factual aud imp:essianistit abﬂut the heslth needs af a Eﬁmmunityg

! ’ : A

!v



: ( ts nf estimating need on the basis of
mﬂable descriprive gublic statistics about a community. These data are-
.. often intrinsically helpful when viewed in isolation;- hDﬁEVEf,W:hEiE grggtest
if*utﬂity is dgrived Hhen asgessed in the co 'tezt t:f the q;he: mr& sipifics:u:

thia app:nad: is I:hqf va:iables sudi as papu]_atian densil;y are relatéd to the
__1nciden:g of health problems. ~The major use of guch data in a'private or - :-.- -
indigenaus subseetat assessment would be to identify specific health and other
human- aervice needs in a ;ammunity. Development of viable indicators depends

=

=(Ir= ”;dlty-{iﬂeuraay}faﬂdireii'inity (replicability) af“thé“
‘§; descriptive information.
- (2) The logic and statistical appropriateness of. pfacedutes ugéd Lo

“Tderive the social indicators. - i

(3) The- subjective sense for the comminity that is develaped zhraugh

- other sources of information about the community (Siegel).™ The major
—-disadvantage of “this" “approach 18 the lack of empirical evidence on’
: =the stteng:h of these relationships. L e

- Commun ng%, L R e

I Aavantagés . T T C

=

. Surveys allau for the collection of data that are not alwsya ‘on hand. Surveys
&Mﬁt&ﬁiﬂ%t%ﬂﬂﬂé‘Eﬁf‘ﬁfﬁ@miiﬁhlﬁfﬁrésaﬁfﬁeﬁﬂ the
private and indigenous health subsectors and to obtain community reasidents and
agency views on health beliefs, health problems and service needs. Because of

the importance of understanding the number and ‘types of demands.for. service . ..

““and the capacity to respond to the démands in a health sector assessment, -

gathering such information on the private and the indigenous ‘subsectors should

be an early activity. Community residents’ views.would include a random
__._.sample. wapggple dving within the geographically defined-service area.—The-

sample could be stratified by such variables as age, ethnicity, soziﬁecanamig

status, occupation and leadership. Surveys can also be used in conjunction

with the social indicators ap?fpach for a broader assessment of a community’s

health neeﬂs ¥ :

A major advantage of the community survey approach, compared with other
,:availgbngg-5;Zﬁ“ﬁ~_"ﬂkﬂAJg=§aggsgmenizﬂizp:ixategsndsindiganauszhaaith!QEEdSf===
18 the breadth of information that can be collected. No other method is ’
rcapable of producing this amount of informition. Moreover, some information
waeful for program planning such as ghat relating to attitudinal barriers to

>rserv1:e utili;atiﬁn-!;an be obtained’ anly by means aE a. survey. . .

“Another advantage of the methodology ia its potential for abtainiﬂg accurate
- . information. The use of probability sampling methods ensures that no one -
- subpopulation will make a disproportionate input (as 1s often the case in the
~community forum approach)! An important limitation, however, may lie with the :
validity and reliability of the daﬁ:alle:&ian dnstruments. which require-. - .. -
‘extenaive ingtrument development a testing.

25 | .




t re uaefnl for sﬁazisticél‘anslys
. -description of- "krge—pgpulatian, but 1n depth'qualitative data ar
esgn:i;‘l to_the uﬂde:staaij.;g aod. interpretation of the quantitative
i'p;fti;niszly wvhen, 1t comes to tHE'ﬂyngni:s of huﬁan behgvinr- The diEfEfence
heﬁezmwhal;pggglewiellmanaint cyiewer they-do- -why-thev-do- it and-
] agse:\red ‘behavior and appgréﬂa motivation can be very. great; Ideally,
. © gqualitative research such as participant_ ubsgrvatign should preceed the

" quantitative, so that the survey is designed to fif local variables of %
poftance, vocabulary and wording. —The qualitative work also helps establish ..
tapics can be mniﬂgfully c;ave:ai iﬂ a fnfmal interviev famt. N riﬂ

7 based on r&ea;};:h in 'Hai!_;i Qﬁi:h shauld be éansulted by amyaue plam:ing su:vey
resegri:h in Latin g\meri:a.

I s e ot o GO S = et - e T T e ey e Smmcm e e

If Ehé uger af :his manual daes nat?ave the time or the : resources to consider

: -~ a survey, it is.suggeated that thg first three appcgaches described here be

. . utilized to gather information on_the variahles 1isted further on in this ..

" manual. 1If the resources are available, the person or persons .conducting the
_health assessment should either be trained. in -survey methodology or contract - -
the research to the local group with skill and experience in survey work.

) Canﬂuctf a sunrey ig a major pf::pasiti;;n whi:h sh:mid not be undértaken

here- If a suﬁrey \;:ill be Vccrﬂucted, r:he fallmring paragraphg may assist
its planning- . C

1t cannot be emphasized too. gt:tyg’y that the construction of ilnterview
schedules requires considerable e-kpowledge about_ cultural. patrerns and’ . ...
- family life styles of the prticular communities studied. " Thus a preliminary '
peribd of informal interviewing and open-ended observational field work is
strongly recommended before interview schedules are drawn up. s
___Also, pretesting the _language and format of the interview schedule.is— —
essential. The wording of questions must coincide with the language usuage of
the community so that local people will understand the questions’ meanings,
and will -not be affronted by strange language usage. For examp®e, researchers
‘in Latin America have developed questions in "proper" Spanish, only to find

" that people .in local ccmmuﬁitieg could not understand the questions
gffect‘:{vely until they ‘were re-shaped in the local idiom.

Tt 1s also Important to understand what ‘the question means to.the respondent.
For example, a mother may say that her baby is currently "well," but’ the local -
definition of a well child may include a child with parasites (“all children
have ﬁama"), ededa (""a plump baby is healthy") afd 80 on. A Western health
TE pfogram 8 dgfinitinm nf health aﬁd illnesa and the ' théf '8 msy be qui:e ’

All;haugh :he fgligbility and validity testing may have varied.gll have had
~ prior field spplication, which shortens and- simplifies the pretesting of
~-instruments. - Caution 18 necesgary, however, in abstracting or ‘using only part” ~

- 36




& O . . - S .
Walidated batteries df-items, since the item validities gre
' 114 -not maintained when they are used opt of the context of the -total
E riginal instrupent. In & new cante:t?iﬁivﬁuﬂ‘ items an interact In

nkn P8 1b1a »lmdesitﬂzle ways; EhEtEfﬂfé"snme validitg and - -

;m;guﬁggiggtmLﬁmlijavLthanMngjegmz i

. | Eﬁuid be

It Hmﬂé be |
R < Lfbe sensitive to a wide variety of bealth related beliefs and

B Vo) general apprnat;h, multistage” c‘luﬂter sampiing:"i's ‘recommended s A clister
sample {s one in vhich the population is divided into groups (1.e. clusters),
_—éﬁd a sample of these groups is selected. In an urban aréa, fotr a:ample, city
locks—may-be-used-as-clusters-or-geographical-units—in-a-rural-area:—Every—
block in the city should be identified,”and appropriate number of blocks
“should be sampled systematically (i.e., In a way that ensures that the blocks
——w—arg—spfisd -out—over—the entire-area-of— infetes:}f—miéz;each—8glected -block,————
the households on that block should be listed, and a random sampleof them
should be selected. First selecting blocks and then households requires two
stages; this procedure is known as pultistage samplipg. Further, as discussed
- below, individuals are then sampled within households. : ‘

Multistage cluster sampling has certain trade-offs. Omn the positive side,
cluster sampling 18 less expensive than the alternative of probability
sampling because the process gf préparing the sampling frame (L.e., the list ~
" of "sampling unite from which a-survey sample la selected) {a greatly ~— -~~~ 7T
- simplified. It is much easiersto list the households in a sample of city
blocks or rural geographical umit than to list g.ll the hausehaldg in either _
NL,__lisz_fAddiiianally _travel time and expense_ig_reduced*since_;hedinta:ﬂewau_,_d___
are grouped rather than spread throughout the site. On the negative side,
-statistical analysis is more domplicated. Variance estimating procedure# for
- comput ing confidence limits about sample statistics. are much more complicated
than those useﬂ for ainple ra dom aamplingi .

Because of the :gmplexiti&s of designing a specific .sampling plan, it strcngly
-__recommended that the survey office have a sampling expert on 1its staff, or. -
engage the services of a Bampling consultant. Moreover, professfonal -
assistance can -be highly cost-effective. Significant savings- eq{: result Er:nn ,

reduced interviewer travel time and simplified data anﬂysig._ !

The iuﬁey pﬁpulntian consists of all individuals who are eligible Enr health

services In the geographic area under luvestigation. Most reside In

....householda and could be interylewéd there. Within hausehgldgi.bfbﬁh?t.haw; ,eﬁ_,f
_ domInant male and female should be Interviewed. Alternatively, an adult’ T
should be selected at random and interviewed. » T .

[



A inﬁrey ahmld a.].;n: Bé "done of bcrth iﬁdienmg sndﬁesi;em—grientei ravidgrs )
S 1*212 .area. In some cases, these individuals may have to-be. ;agtaihy e
f‘ *’ﬁking geaple t:r iaentify th:n, t.hna gtahlishing a nemrk.

w2/ The. _MELﬁfuhauﬂéhﬁldsné - individus

T the size and prababilizy of error. thst can be talerated- If Ehe effe:l:s t:f
-clustering in ‘the _sample_are not too severe, a sample of apprag tely- 400 - = -
""“hoyseholds Heuld ‘provide estimates of population proportiocns: that are vithin
plus or minus five percentage points of the correct value- with probability of
“0.95. Estimating formulas- and- tables are_available for detgrmiﬁing the

- apprapriate sgnplg size for varyling l;vels of _precision. W Hhatév 1 B,a,lejiza

ve"tha-destred precision, that s a ]
tequir&i to m:hievg the same precisfon when sampling ffaﬁ a aubpapulgtian,
Thus, for ,example, if rural poor constitute 157 of the target. Qﬂﬁﬂl&ﬁ,hﬂaaﬁa a.t
“h1gh™(17es,70.95) probabil¥ty of being within plus or minus five percearage o
points in estimating & proportion 1s needed for the rural poor alone,®then the
sample muat contain approximately 400 rural poor households. Without a

—_speeialm—trf—mraelscgfng‘“the m:al= poor, the total smple size:eqﬁirédf
Eguld be 400/0 15 or 2,667. '

— * e

-——The_guidance-of -a- asﬂpling—e:pert-ia espegially quUITEﬂ fﬁt sample ?ize_?mmm____
_determination. - In each app on. : : . i N

factors must be taken in;a accm.ml; :ln ﬂeteminigg sanple si:e——e-g-;ﬂze .
proportion of each target group in the general population, the overlap in - .
_ nembetship among target groups, and the heterageﬁeity of the clusters. # ..
: T I
.. Interviewver Selection and 'l‘rg;ﬂ,ig , -

To minimize the. need for atensive tfainirg af j.n;efg,igvgm, cgﬂdiégfgs‘glmld~~—vh
““be selected whor - =

1. Meet the minimum edu:at:inn and tfaining requirements.; Interviewers

——ij—--»~-‘:~~——e-——~ .».___,EEf;EﬂiEﬁ for this_ -8ULvVey - -should-be- E@llesg gfgdugtes- {de ally: \‘:hey e
.should have degrees in the social or behﬂvtnral acieneeg and know the
local language. ' a

2. Can bBe rectuited in reagonsble numbers. . .
3. Can be compensated at rates compatible with resaﬁaﬂble budgetary

B constraints.
., , 4. Can carry out their duties . during, gveningg am:l weekeaﬂs ‘as well as
: usual Hn:king,igg,;nd;ham N e e i T

4
Other criteria for. guceegsful pgrfcmam:e a8 an :Lru;ewiewer include haneaty,
attention to Eetaﬁ and a persanality that 1s neither overly agresgive nor
" over social: Such traits,are besat dssessed in an. applicaﬂt in a - i
‘ eanprehgn;ive.fgct;mﬁface screeﬂiﬁg Anterview,

In additian. it may be advigabla to recruit :mmmil:v résidents gs
Intervievers. Because the respondent 18 being questioned by someone from the
community rather than an outsider, it may be easier to establish Eappﬁrt, gaiﬂ
the respondent’s trust, and consequently obtain more accurate ‘answers, -
especially with agn.aitive qugatiaﬂing of the kind employed in this area.




- nng ncerﬁmf E‘fgning program shmid be cﬁmduc:;ed medig:el}befa:e acmgl
W,ﬂf_i:lirgg . 7 _ ? L= - : S,

?'ﬂg training program should encompass the fallaﬁim five atm' e T
= {ls) -Sampling- frame -1isting prm;eduzg T Ea s EITLTT L e T
(Lj Generﬂ intememg_pfncgdutgn ' - - :

(47) Ege nf i;bg 1nt=rview guide, aﬁ é v o SO
553) Aﬂnilt:itivg gfacgﬂﬁg_ S Rt Tt

1‘& prepare the 1n:eviewgf§ for aé.tu;lly conducting the intenrieus, the

training program must also -add:ga QEﬂerai 1ntgfvieﬂing teehniques; These
m; les_inpclude hovw to ma _{init : 4
—are”suspicicus or fgluttaﬂt““‘fﬁey also im:lnde haw to ask qugg!;ia “¥ow to
probe, and how té record respm:ses- ; d '

&

: R e o £ e

' Aftgf :gmplgtiaﬂ l;lf Eamr_ m::uczisn in t:he use of tha iﬁstfuments, the
trainees should engage in role playing exercises in which they, administer the
_idterviews to each other. Before going into the fie é;__thé_ﬁggméievmgrginee

should witness several actual interviews, preferably, outside *of tfie study .area
.. tor (1) familiarize themselves with the questionndire in a wo:l;tﬂg situation, -

(2) obtain feedback on the adequacy of their perfarmance so that areas of
weakness can ’be st:eag;hend, aﬁ (3} iurther pretesz Ehe 1natfuﬁent.

T’he ttaining praggg mat Elsg cav‘er adniﬁj,strat;ive procedures. These
procedures include how and to whom ch cmﬁmieate about problems encountered
in the fileld, and how and vhen to i;urn in cmpieted vork.
' Because inteTvievers often farget some af the important cance?s govered "in
t:he intitial training program, become careless in following prfocedures, and
e perfunctory-in- ~introduciog-the-survey-and-asking-quéstions, the-survey -
;aff',ee" shnuld -lt:abiish periodic revzfew classes duriﬁg the progress of the
B} gumyf . = = f; =

V‘;x. i -

'—‘—“C-**Va:iahles trbg—Smﬂai “in-the" ;.a*geg‘&mgnr_ e

The fo lcﬁring 11;:5 af variables reptesent t:he ideal. 1In reality, it wmay mot : - °
be poagiblé to obfain information in all areas. Most of the information may
- ‘be obfained at at:least one level by all thepethods deacfibed ﬁere. ',Eig more

* methdds rt.hat are used, the more precise the adsesament.

e - ;-' =
R - I ’,i‘ﬁh, i
. X et ot




2- Cmity leadg:s j o o . : ) L
- All the - 1tems lis:ed uﬂdet‘ 1ndividuslg, plus the fgllcming- e
ception of community healc_g_p;pblm : e

e F“'cepti@n of commmity health needs: ' Th
= Infrastrucrire (water,-etc.) - e e o P

_ Public clinics R e e

e TTPrivate ﬁ’aetitiﬂners ’ coee T o -
_ Indigen —s

Assgsament of the uzility & {urrent public clinics, private

pfactitianets, and indigenaus pfactitianers- v

Yo Age : Q* L L . ¥
Sex; § S , . . S
__Sexual union staths.. e e e e
wrHousehold size "~ E ¥ 7 C- o R )
~ ., Household water sfipply s : : ’
o .Hnusehaldqaysten gf}dispnsal of human waste : _ e
e BBt i mate- -of -economicg¥tatus— : -
. Yﬁgﬂniﬁian of health : _ E o
"%, Por adults of eah sex S IR )
¥ .Por chi{dren .- % LN : N '
finizian of illne.as L&
.. For adults of each sex -
For children

o

.
R I e

écgt : . : I K e e

. g “(Keep 1in mind that more Ehan one prac:itiaﬂer may be available)’

What cau uses illuesse.s (use gpec‘ific ﬂlnesseg as an.example)

g e -
P e + 1) i e A-i - =

g&mgs AaL:hLiﬁdiuiauaHe despribe and-asgess public health ‘clinics, privaﬁe .
H?;:dtn’ﬁriented practi:i lers, am:l indigenaua practitianers.

*

EMC T E* A TR 7& - 1!7 ) ‘ o
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Find out 1if anyane 1n the household has been 111 in the laéE week or
... two. Get a detailed history of the illness, its treatment, the .
! practitioner(s): 1n\m1ved, and t;he cost.

‘ﬁErcent of incame 'spent on health ,re_‘

4. Practitioners (Indigfnous and Pt;[vate)

Type of pra:titinne: e : T

Ttaining . s o T L . .

Years *in practice = = . AT e s

' Clientele o . I
- ip - -v&geh R - R !- N » R T I - e .

. Sex . o : B

. Types of p:uhlems ,

Fees [ g}! - -
Descfiptinn af self . R

Why a healer? Cn

nl

%}pmmn—this%munit S —
Statement of community perception of ﬁim Qr th. :

View of ‘public .sector o :
Vieg of Westerﬁ medi;ine and cn 1.ndigenuua medicine in that soclety

s
.
i i P s e s LI e P £ Ca
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€
-
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D. Data Analysis and Summary

7 The;dataegnéljéis and éuﬁﬁary will usually be both descriptive and :

- ' Aanalytical, Findings based on all the various techniquesvwsed?shauld be
 summarized and ‘discussed (desériggive), If survey techniques have been used,

then statistical analysis can be used- to look at correjations and associations . .

(analytical). For example, questions can be asked like "What does educational

level have to do with the type of health practitioner an individual-

prefers?” or "People say they prefer indigenous practitioners, but in actual "

fact do they make significantly more ‘use of indigenous practitioners than

Western ones?" Survey data analysis requires the use of a computer, and it is
~ sessential that ‘an experienced statisticilan be involved. :

The 11st below suggests ways.of summarfzing that information collected on the

basis of this manual. , : = Lo

5 > * H

r ’ . : oo : e T
Practitioners ; : LN

i - e e S A —

T, Zypes

Some variety of typology. should be constructed that will allow an :
identification of the different types of private or indigenous practitioners
that are available within’a predetermined area or region. They may be
differentiated by philosophical world view (a folk healer versus a physician),
by training or specialization (i~e., whether received in a formal institution

or apprenticeship), and by treatment (i.ey, bone sester, herbalist, or.. _. .
===-physieian).~(See p+ 23 of “this Ma ual). . o : ‘
%22; Numbers 7 '
An GQEEVLEW on the order of magnitude of the number of different types of
practitionera, as cémpgfeg to absolute numbers, that are practicing within the
area. A e ' - g

’ » P . E i"v‘k ‘3: ’

3. Distribution N :
Understanding where EEEEVSfiéugkpyges}af practitioners are located is very.
important. This can best .be determined by mapping the area under
investigation. As shall be shown, this step 18 necessary to correlate types ,
of clientele serviced by the practitioners and the client’s general socio=-
economic conditions. :

4. Training : A .

The type intfaiﬂiﬂg received by the practitioners, gkills maintenancéj.ac:gss
to new information, and continuing education are the immediate concerns.

5. Attitudes -

Attitudes Eavard'tﬁeif own andgptﬁef healing systéés,_%awards the integration

of healing aystems, and toward healing itself, < 7 S

o




Clientele . o

1. Stize
Information on clientele 1s quite essential as the number of inhabitants and
their age-distribution in part determines the extent and nature of the medical
attention with which a commimity must be provided. The pathway of a young .
population @ill be different from that of a community in which ages of the .
inhabitancsizg higher and which will therefore require medical attention of a
dif ferent kimd. oeof ; ‘ :
The, population of the region should be reported since it represents the -
potential .8ize of the clientele. One of the approaches previously mentioned
should be utilized to determine how many patients (the actual clientele) go to
what type of practitioners and for what type of services. It should be
expected that many patients may utilize a variety of indigenous and private

practitioners for a single particular illness.

1. \}

2= Distctbutten - 5;. T T

Another impart;ant éhéég:te:isﬁc +9f the population of a local planning area 18’

its geographic distribution within the area, ineluding the number and size of
the - population centers. Theﬁpfavision-gf=53fviceg in predominently rural
areas calls for a different @pproach than that required in-areas that are

principallyurban in character.

The diﬁtriéutibn of clients should be shown by mapping the area as was dome .

“=with the“dfstribution of the practitioners. In some cages it should be
expected that a majority of the clients of the indigenous practitioners would
be located in marginal areds and those of the.private practitioners in more
affluent areas. This could be correlated to the type of practitioner. Too
often the privileged and well to do, living in large towns and cities, enjoy
access to all the complex technology and lifesaving apparatus of Western
medicine (Mahler 1977). But in some affluent areas along with the development
of a stronger sense of national or ethnic identity, a concomitant respect for
national or ethnic medical traditions has developed. Hence, this
trend may be reflected in the distribution and utilization patterns of the
clfentele., . ] I :

3. utilization Patterns

. This step would establish a determination of how the clientele utilizes the

- privdte or indigenous praé&titioners. - The pattern could be approached by

~ specific {llness. 1In many areas the practitioner of Western medicine are most
commonly utilized for infectious diseases and trauma while the indigenous

. practitioners are uytilized for the more psychosomatic illnesses. Dual and
multiple utilizatioWs should also be observed. The major determinants for
utilization patterns would be access to services, cost, acceptability, and
petceived effectiveness. -

5
I
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4.. Socio=economic

Indicators such as last year attended in school, occupation, and?mgnthi?,,

- income would assist in completing the assessment of the clientele and to

[
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distinguish which SEgmenés of the clientele would utilize what type of
- practitioner. -

‘5. Atti;ggeg

Attitudes toward health ahd illness, various health systems, and steps to take
to treat illness. -

.P:acgitiang;s

, ’ o |

There are basically three tyées of institutions of which the assessor should
be aware: .

* Reproductive--These would be the institutions which train more
practitioners in the same art. They could be as formal .as Western-

———————type-medical-school-or-as tnforwal as an apprenticeship training =
situation. - . .

Delivery=-The gitegzaf where the care is given should be reported.
Both types of practitioners make house calls as a matter of course
and may not necessarily have a regular facility for practice.

* - Advanced care faciiizy—ﬁfhébprimafy/secoﬁdéfy/teftiafy model for the
private practitioners may apply to the indigenous practitioners . ...

’**“”{%i?’“”miéitﬁéﬁéﬁfEHE};TE’ » could have rather intricate levels of care. The
labeling of ‘the degree of severity of an illness by the pirticular
type of practitioner should be considered here, too. .

% -

25 Number

" A reporting of the different types of consultation officers and types of
institutions within the defined geographic area would be necessary.

3. Distribution .-

The régional mép from the pfevigua steps could also be utilized to pinpoint
. distribution of the institutions and how they relate to the distribution of
the clientele and practitioners. -

4. Relationship to Clientele . L

How 1s the patient admitted into the inatitution? The barriers to admissions
. are more pronounced when dealing with the Western-type health care ‘
'y subsector. The pattern of the imdigenous practitioner should be delineated.

5. RélgtigﬁghiglbetpgghﬁTypesfgf Institutions

v;, D6' the indigenous and Western-trained practitioners work together at.thé‘ -
" institutional level? Are clients referred from one subsector to the other?

~TTAYE Ny césources shared? Are there antagonisms between the types of
praétitiﬁners?i Conceivably, there could be no relationship at all.

o e




——legislations that

Expenditures of all Practitioners and Institutions i . -

When the total amount of money flowing to practitioners and institutions is
known, 1t would be important to trace their expenditures. Perhaps a
percentage of the funds could be recycled in the region through the purchase
of equipment and supplies, rental of facilities, and hiring employees.
Perhaps important equipment and supplies fram outside the region or abroad
could cteate a net loss.

In many countriea there may be a number of statutes regarding what can or
cannot be done to a patient by a particular type of practitioner. In some .
countries, certain types of indigenous practitioners are 1llegal or, in
others, private p:at;itianefs are Earbidden_ Furthermore, these tend to be

‘ - with-enployees of & certatn nanker to
provide a limited amﬂunt of healch care. This type of information tends to be
easily obtained at the central ministry of health.

2. Custom or_Common Laﬂ Status

Not all laws are enforced all the time nor are they enforced equallys Quite
often these will be a generally accepted unferstanding among ‘authorities and
between"® authorities and practitioners about what can and canpot be dope =~

“withgut “Tegal interventions. In many countries where private practices are

illegal, they have been permitted to develop without tremendous

interference. In some cases they have actually been encouraged to try to peet

some of the demands on the public subsector. Where legislation has been -

passed against indigenous.practitioners, it does not appear to have succeeded

in causing them to cease practice as long as there is popular demand for their
services, An understanding of the reasons for lack of enforcement should be '
understood. It could require some insight into the interplay between : :
political, economic, and soclocultural variables. <

Relatigns bgtvagn the Private and Public Practitioners of Western :
Sclentific Medicine and IndisenauatPfaﬂtizianers

1. Functional Description

, . . S
A functional description of the relations between the practitioners could be
of grégt utility. It may be quite tummﬁﬁ fnr the practitianers of Weatern

:utilize Ehem in one farm oF anathef- The rels:iang gould be as follaws

K=,

o Ha Relatianshipﬂ—Ihis could cften be the EEPE where the Establishéd
.afiiﬁi pfscticiﬂnars. Haaavaf,‘the iﬂdiggnaus subsegtnf ‘almost .
always would have to acknowledg& the practitioners of the other

- subsector. This situation would probably be the case in’ Eountries

T whefe the Indigenous subsector 18 Informal.

a . = 45 . ;;,



. *
. Formal or Infeormal Relattonship--The practitioners of one subsector
could refer clienta to the other, exchange information, and
- occasiondlly share resources.. This situation would probably be
the case in countries where the indigenous subsector is more formal.

Dynamics of Change

Sa:ial=iﬂstitutiogs are never static either within themselves or between

themselves. Health care institutions -are no exception. It should not be

uncommon at all to discover alterations or shifts in the dynamics of relations

between and among public and private practitioners of Western scientific

medicine and the various indigenous p:actitiogg;g,_»Igmg;tempting to remove

~the-vestiges of a'colonialistor imperialist past, nationalist or political :

movements could frequently influence health care institutions. In some cases,

the dynamics of change could be manifested by increasing the legal and gocial = 7
» status of the indigenous practitioners and, hence, increasing their responsi- -
“  bilities in some proportion of those of the public -and private practitioners.

1. _Re P:hé;Sabseg§§23=33—$ggjﬁ§y—c§ign§§~~ w3f.¥;_f e

There should be some attempt to discover the'impertanééAthaz clients

attached to each of the subsectors available to them. .As stated previously, -

there could be patterns of multiple utilizations. The assessor should

relate the dynamics of utilization patterns from the perspective of the

client. Some outstanding variables could be: ; &

a. Ethnicity and Ethnic Identity e

" .Ethnic group identity could deny the availabiliey Ef‘éné*féfm of health
care to a particular péfgigi -Similarly, the emergerice of this identity
could make particular typd28f indigenous practices more appealing., '

. . :"x:: . Lo d . : !“...:" S : . . .
~'b. Personal Experfence i ‘E‘},f'; R

Previous experience’with one subsector or the other could influence

a client's choice. If administrative difficulties are encountered in
gaining admission to a hospital, a client may not be favorably inclined
towards utilizing .that alternative in the future even though other
variables would indicate such predisposition.

c. Specialfqt,@anst;}uent Interest E:ivate;Praqidetg

In addition to private practitioners of Western medicine, the private
subsector could include but not be limited to health services offered
by religious, benevolent, charitable, voluntary, philsnthrcpxorganizgﬁb
tions, political parties or movements, labor unions, and national and
multinational corporations. There could be some correlation between
the goals of the providers and the constituency served. The type of.

. information gathered in the previous steps for assesging the private
and the indigenous providers could likewise be applied for the special

interest private providers. K;S*E*‘
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CHAPTER V. SIMMARY AND CONCLUSIONS

This manual has described the basis for including both Iindigenous and private
practitioners in a health sector assessment, including the nature. and
importance of culture-specific beliefs about health and *illness and the
shartgge of Western medical services, eapecially in rural and poor areas of
developing countries. Methods for assessing the importance, the presence and
the acitivities of both indigenous and Western-oriented private practltiéners
were also presented, as were methods for assesging the use of heslth prcviders

- aod the health belief systems of the population at- large. -

There is litcle daubt that private practitioners, and pafticulatly, indigenous
practitioners mist be incorporated into the network of health care providers

1f there is to be any hopa at all of providing the rudiments of health
services to all by the year 2,000, a major goal of United Nations and other

international agencies (Bannerman 1977, Kleinman 1978). __Without the help of

&

such practitioners, many individuals and many reglons will remain
inaccessible. It 1s hoped that this manual will contribute to the effort to
incorporate pfivate Western-Oriented and indigenous practitioners into the
health networks of develnping nations. -

17
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