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PREFACE TO THE SERIES

The International Health Planning Reference Series has been developed
by the Office of International Health, Public Health Service ol request
of the Agency for International Development.

The series consists of six basic volumes which cover a variety of
health issues considered vital for effective development planning.
These volumes contain reports of state of the art surveys and biblio-
graphies in selected subject areas. These are intended for the serious
researcher and planning professional.

These six volumes are supplemented by ten additional works in the
International Health Planning Methods Series, which is intended to
assist health sector advisors, administrators and planners in health
related activities. Each manual in this series attempts to be both a
practical tool and a source book in a specialized area of concern.

The volumes in the International Health Planning Reference Series
contain the efforts of experienced professionals who have identified
limited but pertinent reference materials for planning in a particular
field. Through this effort they hope to provide the AID field officer
and his host ctintry counterparts with useful references for systematic
health planning in developing countries



PREFACE TO VOLUME FOUR

This combined literature review and annotated bibliography deals
with the subject of sociocultural factors in health planning for
developing countries. It is the fourth volume in the series
of works known collectively as the International Health Planning
Reference Series.

The series was produced by the Office of International Health as
requested by the Agency for International Development to provide
AID advisors and health officials in developing countries with
critically needed references for incorporating health planning
into national plans for economic development.

This volume is intended primarily as a companion piece to volume four,
Methods Series:Sociocultural Factors in Health Planning. References
included here have been selected to identify works that support
and enlarge upon material contained in the basic manual.

It should be stressed that the bibliography compiled here makes no
claim to be an exhaustive or comprehensive listing of available
resources. It is a selective bibliography only. Materials were
included only if they dealt primarily with the problem of socio-
cultural factors in health planning for developing countries or if
they contained material that was directly -ertinent to that limited
area of interest.

Texts written in languages other than English were excluded from
consideration here. References that were of solely historical
interest were not included, nor were several otherwise excellent
texts that related only in general terms to the health sector in
developing countries. Most of the references here are to books or
articles published during recent years.

Preparation of this volume was undertaken for the Office of Inter-
national Health by Plog Research, Inc., of Reseda, California, func-
tioning as a subcontractor to the E.H.White & Co., Management
Consultants, of San Francisco, California. This volume was prepared
tinder the supervision of Renee White Fraser, Ph.D.

In the study of health care systems, several disciplines must be
considered. This literature review and bibliography focuses on
contributions from the fields of anthropology and sociology.



Anthropological literature that focuses upon health and illness in
either evolutionary or crosscultural perspectives has become known
as the literature of medical anthropology. The literature in this
rapidly growing new discipline is vast and widely scattered. Num-
erous excellent works exist in languages other than English.

Similarly, contributions to literature on health care from the
field of sociology form a classification known as medical soci-
ology, a discipline which emerged during the 1950s. Two basic
approaches are apparent: the sociology of medicine and ethno-
medicine.

The sociology of medicine is characterized by studies of medical
institutions and the systems of which they are a part. Works
dealing with sociology in medicine are more often concerned with
individual and social factors related to disease and treatment.

Ethnomedicine, part of the medical anthropology field, is the study
of how members of different cultures think about disease and health,
and how they organize themselves toward medical treatment. The
literature in this area usuelly includes analysis of the medical model
and the adequacy of the system it supports.

The authors of this work have frequently expressed personal points
of view with reference to specific reviews. While their viewpoints
generally coincide with organizations or agencies with whom they
are associated, the material in this text should not be construed
to reflect the official policy of any agency or organization.

Throughout this literature review and annotated bibliography, as was
the case with the manual on this subject, is woven a recognition
that an appreciation of sociocultural differences is an important
prerequisite for successful planning of health care systems in
developing countries.

Paul I. Ahmed
Project Officer
Office of International Health
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A REVIEW OF THE LITERATURE FOR SOCIAL, CULTURAL,

AND BEHAVIORAL ASPECTS OF HEALTH PLANNING

The literature concerning social and cultural facts of delivering,
planning, and assessing health care in developing countries has been re-
vieweri for this paper. An emphasis has been placed on literature examining
the provision of modern medical technology to these countries. This material
underscores the quotation from Paul (1955), that any improvement in the pro-
vision of medical care to these nations demands a wider acceptance of a much
deeper cross-cultural outlook. This paper p.:esents an introduction to that
outlook and the wisdom derived from the attempts to provide modern medicine
to developing countries.

The literature clearly supports the notion that the key to the success
of a health care program that includes modern medical technology from the
West is understanding the culture and adapting modern medicine to fit the
needs of the people from their viewpoint. This paper is organized around
that principle.

The first part of this presentation offers background material for under-
standing cultural belief systems related to health in Central and South Ameri-
ca, Africa, and Asia. This is followed by a description at the generic level
of responses to illness and beliefs regarding health that permeate any culture.

One particular response is to use a health care system composed of healers.
Fundamental principles that underpin the relationship of any shaman/physician
are presented here as a framework or tool for understanding a particular

culture's approach to illness.
The third section reviews transcultural commentary on more efficacious

means of providing modern medicine to developing countries. These comments
include analysis of the obstacles inherent in this transfer of technology
and recommendations on coping with this strategy.

The last section provides two case studies in the adaptation of modern
medicine to fit the needs of the people from their viewpoint. This includes
a detailed description of two viewpoints, Middle Eastern medicine and humoral

medicine; and, a description of how these are able to interact with modern
medicine.

Definition of Sociocultural Factors
The "social" (or socio-) factors that affect health care refer to the

interactions between an individual and a group or institution in the health
context. Most of these interactions are based on a set of norms and expecta-
tions dictated by culture through socialization.

In fact, the interactions in which one engages for the purposes of
health have been described as constituting a health culture. Edgeland (in
Weidman and Edgeland, 1973) has described this conception of health behavior:

" . . For every sphere of human activity, there develops over a period of
time a complex of institutionalized norms. This clustering of norms, with

I



related values, beliefs, knowledge, folkways, mores, and customs, represents
the sociological idea embodied in the concept- social. institution. This
implies that one can view thr. culture pattern as a series of inter-related
institutions . . Around sickness and health, in every social system, there

has emerged some pattern of normative regulation, with all its inherent beliefs,
expectations and sanctions . . As a social institution, the behavioral
sphere of health- illness is ioter-related wit.h all other vital areas of
human activity (such as economic, political, educational, family and marriage,
and religion)."

The cultural factors that affect health care blend very effectively into
the social and psychological components of experience. Culture permeates a
society and is only manifest in the social behaviors of people and their psycho-
logical experiences. One well accepted definition of culture (Tylor, 1871) pre-

sents the vehicles of culture and the means it uses to form the individual.
According to Tylor (1871), culture is: "That complex whole which includes
knowledge, belief, art, morals, law, customs and any other capabilities and

habits acquired by man as a member of society."
The "complex whole" that is formed by culture and, at the same time, is

culture is described by lionigmann (1963) as: "Patterns of learned behaviors

and values which are shared among members of a designated group and are usually

transmitted to others of their group through time."
Another explanation of culture by Amoss (1970) is more abstract, and it

follows from cognitive map theory in psychology. This provides a conception
of culture that more accurately portrays how culture is constantly operating

in on,'s daily life:

"Each normal person, by the time he has become an adult, has in his mind
an understanding and view of the universe in which he lives. This world view
may be likened to a map; it is an abstraction. It only delimits certain

features of the landscape. From an analogy of the various kinds of maps ii

use in everyday life, it would obviously be foolish to attempt to gain some
Idea of the altitude of the surrounding mountains from a road map. Likewise,
if a navigational chart is chosen, very I ittle knowledge of the highway system

will result.
"This analogy is useful because the map we carry around in our minds ab-

stracts certain important features from our surroundings and presents them. It
is an important fact that we cannot see, or more properly perceive, everything
in our universe. We only perceive certain thi.ngs; our 'map' directs us to them.
Our map, in a sense, spells out directions for doing things we want to do.
The map stands as a screen between us ani real ity, and provides a set of direc-
tions on what to do under certain circunstances."

The part of this map that corre, ponds to perceptions of and activities

related to one's body and one's mird is "health."

DEFINITIONS OF HEALTH

The concept of health is based on society's defined norm of well-being.
A society is a complex of meaningful Ly articulated elements with a high degree

of regularity in its functioning and predictability in its internal operations.
The key point is that individual members perform a series of social roles. The
capacity of an individual to perforn the social roles represents health (Field,
1973). The factors that shape those roles and create the behavior associated

with health and illness are derived from culture.
The concept of disease refers to some deviation from normal functioning

which has undesirable consequences because it produces personal discomfort or
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adversely affects an individual's future health status. Each of these con-
siderations requires an evaluation or judgment; what is normal functioning;
what are undesirable consequences; what is discomfort; what is an adverse
affect on one's future health status. Cultural patterns and typical ways of
life give substance to the manner in which illness is perceived, expressed,
and reacted to.

Since a society's conception of health is integrally related to its
culture, simple definitions of health throughout the world do not exist.
The state of well-being and what constitutes a deviation from that labeled as
an illness varies. The complexes of symptoms recognized as diseases with
biological or theoretical psychological causes within western medicine persist
in varying degrees throughout the 4orld. However, they do not exist as those
same distinct units conceptualized by moderi. medicine (Fabrega, 1975). What
follows are brief descriptions of conceptions of health and their related
cultural meanings in Central and South America, Africa, and Asia.

Central and South America
Individuals of Spanish heritage living in Central and South America hold

sociocultural Values that inculcate traditional religious dogma (Kenny, 1963).
The individual is conceived of as "an integral being - body and soul" with
sperific social roles, "honorable manhood" for the male, and "immaculate mother-
hood" for the female. Health is based on the extent to which the individual
fulfills his ideal social role. Therefore, illness represents a moral crisis
invoked by the supernatural, and cure is thought to be affected, directly or
indirectly, by supernatural forces (Foster, 1953; Lunch, 1969).

Within these cultures, tile germ theory of disease holds little meaning
(Lynch, 1969). Instead, the indigenous systems of folk medicine are based on
humoral fedicine. The body is in a state of equilibrium or health when the
correct proportion of hot and cold exists. One's life is affected by the
ever-present qualities of hot and cold (Logan, 1973). A detailed description
of this belief system and its interaction with western medicine will appear
later in this paper.

In the Mestizo groups of coastul Peru and Chile health is not dominated
by a belief in supernatural causation. The Mestizo etiological conceptions
seek no underlying support from religious or biological theories (Simmons,
1955). Instead, there are five major etiological categories that embrace all
of the serious and most minor illnesses: illness caused by severe emotional
upset; contamination by unclean persons; obstruction of the gastrointestinal
tract; undue exposure to heat or cold; and exposure to bad air.

It is generally believed among the Mestizos that severe emotional upset
may directly cause organic disorders, most of which are potentially fatal.
Susto, fright, results from encountering an apparition, which always involves
soul loss, or from a sudden and unexpected experience such as being startled
or attacked by an animal, falling, particularly into water, a loud noise or
clap on the back, and others which may not involve soul loss. Symptoms of
fright including wasting away, fever, diarrhea, sleeplessness, loss of will,
malaise, and general "nervousness" are often the symptomatology associated
with diabetes. Embarrassment can result in "chucaque" whose symptoms are
severe aches in the head, stomach, and abdomen, vomiting, diarrhea, fever and
chills. A fit of anger is responsible for another set of symptoms; jealousy
another, etc. (Simmons, 1955)

Contamination by virtually uncler persons fs cotegory of illness
with a magical etiology. The most important aid pervsiv-e cause in this cate-
gory is el ojo, evil eye. Menstruating women ire "virtially unclean" and not
allowed contact with young children (Foster, 1953).
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Obstruction of the gastrointestinal tract provides the etiology for all
gastrointestinal illnesses, chicken pox, measles, and smallpox. Undue ex-
posure to excessive cold or heat from the environment is the cause ascribed
to a variety of illnesses including tuberculosis, pneumonia, influenza, bron-
chitis, whooping cough, cough, and the common cold (Simmons, 1955). All
muscular and neurologic ailments (rheumatism, sciatia, arthritis) are ascribed
to cold along with conjunctivitis and malaria (Simmons 1955).

"Bad air" is usually described as a current of air that enters any part
of the body. Any sudden change in environmental temperature will make a person
vulnerable to "aire," as the illness is labeled. The source may be the atmos-
phere or it may come from the graves of ancient ancestors. The symptoms ascoci-
ated with this condition are of assorted aches or pains (Simmons, 1955).

It is important to note that these notions are not consistent througliout
the Mestizo people. There are variations in treatment and causation throughout
subcultures (Gutierrez, 1975; Grollig, 1976).

Africa
In Africa, numerous systems of medicine exist. The bambara of Mali have

a cosmological belief system that influences their perception of health. There
is a constant equilibrium in the world between the four elements, water, earth,
air, and fire. A disequilibrium of these elements or the elimination of one
results in ill health. However, the causes of such disequilibrium are complex
and multiple. Within the traditional context, diseases are classified into
four categories corresponding to those elements (Zahan, 1957). Beliefs in
this causation schema have been modified considerably under the influence of
Islam. (Imperato, 1975) in contrast to modern medicine, diseases are not
classified on the basis of syndromes caused by infectious agents, but rather

by symptoms.
The basic cause in a clsease is associated with the physical sensation

caused by the element in question. The nosology is based on the association
that exists between the elements and portions of the anatomy. The basic
nosology of the Bambara is presented below in Table 1.

In most other African countries, the concept of disease first takes into
account the r'i. of the spirits of dead ancestors (Ndetig, 1976). Because of
organic and psychological relations that exist between the living and the
dead, the spirits of dead ancestors seem to take great interest in the affairs
of the living. They regulate the general coriduct of individuals in African
society. Those who deviate from the normal activities in the culture, such
as refusing to offer sacrifice to ancestors, disobeying cultural ethics, doing
injustice to others, refusing to cooperate with others for the general good
or ignoring one's responsibilities to himself and others must pay the price
individually. The spirits do not discriminate in their attacks. Their victims
include both adults and children. Their activities, however, are concentrated
on the adults. Children are hardly ever possessed as adults are. The attack
on the children seems to be a consequence of negligence on the part of adults
in maintaining peaceful coexistence with ancestral codes. Animals and plants
also follow suit because of this general ignorance (Ndetig, 1976).

The native doctors in Africa show unusual sensitivity to psychological
needs. The emphasis in understanding illness is not how did it occur, but why
(Imperato, 1974).

The native doctor is characterized by his understanding that all human
diseases have a psychosomatic aspect. By psychosomatic, it is meant that
health problems of whatever magnitude are likely to affect "normal functions"
of an individual at the psychological and physiological levels. Because of
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Table 1

Bambara Nosology of Some Diseases*

Element Disease or Symptom Bambara Name Translation

Earth Leprosy bagi drunkenness
Anasarea banu m'ba large swelling
Low back pain koro dimi back pain
Constipation kono dya dry stomach
Abdominal cramps knoo dimi stomach pain
Abscess soumoni heart of gossiping
Elephantiases of lower

extremities youmpogolo spongeous
Poliomyelitis n'gara to hinder
Fractures kolokari broken bone
Syphilis da create
Yaws m'soron great syphilis
Dental caries soumon gossip

Wa:er Jaundice say yellow
Conjunctivitis nv dimi eye pain
Thyroid goiter folo depth
Trypanosomiasis sunoko bana sleeping disease
Intestinal parasites konona toumou stomach worms

Taenia n'toro taenia
Pinworm toumoni little worm

Secondary syphilis blen boro mouth syphilis
Dracunculiasis segele drancunculiasis

Air Smallpox zo smallpox
Measles neone little millet
Meningitis finyabana wind illness
Headache kungolo dimi head pain
Neurologic disease

Anxiety hakili wili nervousness
Madness ya insanity
Epilepsy yere yere convulsions

Ear ache klo dimi ear ache
Hiccups yegerou hiccups
Ringworm bada tint
Prickly heat blani small tint
Acme gorou papule
Arthritis kolochi bone pain
Malaise dyen dye wolofe bent all over
Impotence kulusi dyala siri trouser attachment
Deaf-mutness boboya heap
Coryza moura cory~a

Fire Dysentery tokotakoni noise
Laryngitis ka sisi burned neck
Skin ulcers cyoli blood
Gonorrhea damadyala dry mouth
Schistosomiasis nenkenieblenke red urine

* This list presents a few examples only. (Imperato, 1975)



this realization, he makes sure that the diseased body gets its share of
herbs, and psychological imbalances are restored. The psychotherapies take
the forms of divination, confession, restoration of faith in thp dead an-
cestors, offerings and "bibliotherapy." The native doctor prescribes dances
in accordance with traditional culture. The dances are meant to entertain
the spirits so that they keep away all the afflictions which cause human
suffering. Voodoo and Zambi, found in many African cultures, are in this
category of dances. In addition, the (lances form an excellent base for group
therapy. It provides a free climate for catharsis.

In sum, a witch doctor treats effectively the three broad categories
of diseases recognized in modern or scientific medicine:

Specific Diseases: The diseases in this class were fairly well known
to the witch doctor. He knew specific herbs that he could administer and get
the expected result. In modern medicine, diseases in this category are not
many.

Symptomatic Diseases: The diseases in this group involved both herbal
treatment and a psychological result. In other words the witch doctor tave
an herb which reduced the symptom of disease in the patient without neces-
sarily changing his pathological state.

Psychological Diseases: The witch doctor gave psychological therapies
in addition to bibliotherapy. In this way he was able to improve the feeling
of the patient without necessarily changing his pathological condition. A
good doctor in the modern sense has to be more or less like the traditional
native doctor. He is not a specialist who treats only specific diseases but
also one who treats nonspecific diseases, that is, symptomatic and psychologi-
cal ones which make up as much as 90 percent of all known diseases. (Ndetig,
1976).

Kiev (1964) presents an interesting, useful analysis of patterns of
psychiatric care in Africa. Gillies (1976) offers a guide to the classifica-
tion systems used in a variety of African societies. The particular reference
is to causality. The emphasis is on demonstrating that most accounts have
been too general and to show that witchcraft and sorcery are not the only
means of treatment.

Other authors who discuss the contemporary functions of traditional
conceptions of health in Africa and modern medicine are Vas Etten (1972);
Messing (1970); Buck, Anderson, Sasaki, and Kawata (1970); London (1976);
Stablein (1976); Kiteme (1976); Benyoussef and Wessen (1974); Imperato
(1974, 1976); Grottanelli (1976).

Asia
There are three regional traditions of Asian medicine: Chinese,

Ayurvedic, and Arabic-Persian or Unani (Leslie, 1975). Discussions of the
history of these traditions and their similarities are numerous (Gallin,
1975; Burang, 1974; Bhardinaj, 1975; Beals, 1976; Basham, 1976; Jellife,
1957; Gould, 1964; Wolff, 1975; Foong-San, 1972; Ahan, 1975; Martin, 1975;
Porkert, 1974; Kleinman, et al., 1975).

'[he systems of medicine in Asia all rely upon humoral theories. The
Ayurveda doctrine incorporates five "bhutas" or basic elements; the "tridosa,"
three humors; and seven "dhatus," or components of the body. The five elements
are ether, wind, water, earth, and fire. Buddhist thought adds consciousness
(Obeyesekere, 1976). Physical health is maintained when the humors are in
harmony. When they are upset, they become "troubles" of the organism. These
systems of belief and the treatments within each are too ccmplex for presen-
tation in this paper. A detailed description of Middle Eastern theories of
medicine will be presented liter in this paper.
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The following account of Indian village life in Nyderbad State demon-
strates how illness is a part of the ritual structure of Hindu life:

"Most of the common diseases are interpreted as a 'fault in The physical
system,' and are treated with herbal nedicines or modern drugs ohtained from
the dispensary. Common colds, headaches, stomach ache, scabies, gonorrhoea
and syphilis are regarded as natural diseases, and an effort is made to cure
them with medicines. But .)ersistent headaches, intermittent fevers, con-
tinued stomach disorders, rickets and other wasting diseases among children,
menstrual troubles, repeated abortions, etc. are attributed to supernatural
forces. In all such cases med[cinal cures as well as propitiation of the
'unseen powers' are attempted simultaneously. Similarly such calamities 'is
the failure of crops, total blindness, repeated failures in undertakings,
deaths of childrcn in quick succession and tco many deaths in the family
within a short time, are taken to indicate 'misfortune' and 'the handiwork
of malevolent supernatural forces." Smallpox, cholera and plague are always
attributed to the wrath of various goddesses. For these diseases worship is
regarded as the only remedy; and no medicines are administered to the patient."
(Dube, 1995)

Opler (1963) who worked in North India reports on the general approach
of indigenous medicine which in many cases is a hybrid of the three regional
traditions of Asian medicine.

"Indian medicine considers disease as a state of disharmony in the body
as a whole and a result not only of the external factors nor merely of the
external cauqes. Hence, according to it, treatment should aim ac not only
the finding of appropriate internal remedies, but the employment of all avail-
able means to restore the normal balance or equilibrium. The comprehensiveness
of the Indian medicine is further evident from the attention it gives to diet-
both in health and in disease. It takes into account not only the prevailing
season and climate but also the temperament and constitution of the individual'."
(Opler, 1963)

Kleinman, Kunstadter, Alexander, and Gale (1976) present an excellent
series of papers comparing health care in Asian societies. Obeyesekere (1976)
presents a tronslation of various Indian and Southeast Asian illness complexes
and their western counterparts. Leslie (1976) presents a series of articles
on the structure, history, and modern impact of these three traditions in Asia.

Kiev (1964) offer, a useful treatment of folk treatment of mental illness
in this area. Kapur (1974) offers a more modern examination of the pacterns of
mental health care in India and the current treatment by traditional and
modern healers.

RESPONSES TO ILLNESS

In reviewing these brief descriptions of health it is evident that a

society develops a means of maintaining health, a health care 3ystem, that
reflects its basic conceptions of the meaning of life and its purpose (Lynch,
1969). The ways in which illnesses are conceptualized and the techniques
developed to cope with them can be distinguished as four analytically distinct
responses that man has evolved. Field (1973) presents these as follows:

"(1) The rel igious response to illness and death may be described as
one that encourages their (passive) acceptance as the result of some higher
force(s) or power over which man has no control, and whose designs are often
mysterious or capricious. The religious response thus attempts to provide
'symbolic meaning. ' Fur example, in the case of premature death that other-
wise makes 'no iunse. ' the stock phrase is, 'The Lord giveth and the Lord
taketh away, blessed be the name of the Lord.
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"(2) The magical response is an attempt to ;,ctively deal with ill-

ness seen (often in anthroponorphic terms) as the re!ail t of the actions of
gods, diviniti.es, witches, or other occult forces that must be pailliated,
neutral i;ed, (,r in some fashion affected so that they, in turn, wil.1 affect
the _ot r:;e tf illnes! . It is an attempt to secure favoab le outcomes, and
is epitomized, ;n the moderi world, by the familiar phrase: 'If you want to
help :he pat tent recovi,'1, pray for him ;1 ; you have never praved before.'
This respontt , Llis provides 'ritualeitl ic means' to deal with i.1.1ness. The
adi i.n i ,t rat ion oI cerra i.a drutgs.'S, whose Offect is doubt ful but hopeful ly harm-
los,,, may al.so h I te n ed to a kind of magVic associated with th, need to 'do
sore th in g

"(3) lh pastera! respon.,e may be de:cribed ;Is the provision of psycho-
logical help and support, of 'tender Iving care' to the an: ious and often
emotionally re rL' . d paft -t, pitart i , I Ir Iv in thIe I i ght of t lie a ssoc ia t ion
a- ill ,,'s rold ilijury tb possibi ri all t di-jbility, dependency, suffer-
cit, an d deth. I'1, ;>:yv h ot ion;i I a;Uplort ald reassurance must include a
s trong, t id I arv cI emt t, and reassurance to the patlient that the health per-
Oclt! ' i .' I or hki;l if) U e tl;l] et vNINo oi C;, ; nse Of 'love' and 'treatment,'
ad do not Sean to h5,loi t is defeenselessne.;, . lI al evoluatio,,ary s-ense, its

pretot ype is prdthai, lv tIo mother-chijl d relat ionship. This response thus pro-
v ides 'atf t (- c ive w ,.a n i ,. i

"'(/4) Th t,.cllici l Vndic;Il reSp)lse is the provision of services aimed
at: deil lui, wii ih ns:e .lnd trnma in verifiable scientific-objective terms,
boti in the i oncnl tlIa l i;eat ion of tiology a nd tlW application of remedial
meastres. It i ; iiu:i I I' ot Onc ived t,; in act ive intervention, as doilg something
to and Ior thl. pt i t.nt, epi. tonized by Lhe stock phra!;e 'the physicmians are doing
all they can t Sale( t ,n pat ieit' lif e (or I Dmb or heal ti).' This response
provide s 'i .t un n 1 u, l .'" (Fieldl, N Y5))

Soc it ioe; esp od to i 1 uln'osseS throughI a cod Iaint ion of these four ways.
Field (1973) 1t;ms i i,;tTr:ited fairIv typical American responses that reflect
tiee ohgirgel t.ristic;. Tlih dcpict ions Of health and il Inss in Asia, Africa
and Central ,and South .lieril di splay the f;,ct that certain cul tares empha-
sizt one ,,epe ;t1a aeel)l exlaaL iol for disease and heal It h. These methods of

co in, with i Incf;s can bC considered to vrv i activity and moderness dimen-
sionts. FieId ( 1975) has pr.sented thiS cihart a,:s a basis for describing, a cul-
ture,' react ion to i I laes:

Non-Modern Modern

Act Live ag Ieal Medical
P;ast;i Ve Relip, louts Pastoral

A cult ure 's basi c lI-etatit iol preLdicts its pos it ion in this schema. A
culture oriented toard the resaigned ;cceptance of lth world would emphasize
a more passive r'ligious iad pastoral response to illness. While a culture
oriented towartd nat c rio Mature wouid lie 1tore C] i ned to do something about
illness in nag i cal aind tleidical ways. But even in the li.,ll v scientific medical
svsten s of we;tern b,ulltrice, 4)0- finds ilportanit elemeuts of magic (for refer-
ence, s-c Kiv, 19 ) ). It i not u uual,5 ill iTt wes tcrn t'oILr i es for ; treatmnen1t

t o [ i rLeS'r i te'd E' ,;oWe
'  i: ; llswers tIto ieed to dit sone t Iling, even ,,hen the

physiciian i ; I ii r v cert;ain it vi I I not help th.- pat ient. ili i in a sen. e
tine employ ntt of na. i d nit-d, 1I1 t-. ,orking of p '

1 ;ictos iI the West are
"matip t ."' in ni;-t ac, 4o41t; (F'1erlega, 1974). At the s;ate L time primit ive medi-
c tne conta lins a- in enip i ci rc.l I cl ertcit s (Sim ia , 1)55; -'too s and P'rves, 1976)

The Hol ler- _ i t cl t Re l,, t ilnoi ; ip
Ihis Iross-' tiral e .ttination of reactions to ii I heal th s.,,, ts the
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complex basis for the conception of being "nct healthy." Bodily abnormality,
sensations, perceptions, ritual practice, and cognitive interpretation are
fused in any conception of disease (Turner, 1963; Fabrega, 1974).

It is evident that in the process of social development in any society,
a medical subculture and specialized occupational roles centered around illness
emerge (Field, 1973). These specialized roles are undifferentiated with res-
pect to the four responses outlined above in most developing countries. The
specialist is simultaneously magician, priest, pastor, and doctor. The appear-
ance of medicine as a distinct body of knowledge and practices combined with
biomedical technology has led to a formal separation of the religious and
medical roles, with distinct responsibilities. Fields' (1973) depiction is
as follows:

------------ Actual differentiation-------------

Magical Medical I Possible

Religious Pastoral I differentiation

Religious sub-culture Medical sub-culture and
and specialist: priest, specialist: physician, surgeon,
minister, healer, and other health professionals.

In the developing countries, these roles are all played by the indiginous
healer. For centuries, human societies have had persons perceived as more
skillful than their fellows in the alleviation of discomfort. While indi-
ginous practitioners are usually not full-time specialists in their craft
of healing, they possess knowledge of healing aspects of the environment

(herbs, physical locations, etc.) some rudimentary orthopedic and surgical
skills, and some effective psychosocial techniques (Ackerknecht, 1942). The
importance of the healing role is critical to a culture. The person with
healing powers is a key and powerful resource in the stability of the group
and its organized response to threats of all kinds, whether that be sickness,
starvation, or famine through crop failure, disappearance of animals, or
disruptions of bad weather. Guidance and counsel in the making of critical
group decisions for either family or coImunity is often part of the healer's
role. The indiginous healer's role has a wide-ranging and comprehensive
orientation responding at the next higher level of tehcnical skill after
lay remedies have been attempted (King, 1976).

This role of the indiginous health practitioner is filled in the United
States by the family doctor. Indeed Hughes (1976), and other anthropologists
argue that the recent development of family medicine as a "new" medical speci-
alty in the United States reflects a cyclic historical process returning the

indigenous healer's role to the mainstream of American life.
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that :eventually4evlve-in any culture to0respond to thoseneeds.'if fthis is
} :.!_ -th Lookinger arte fetresial deinn the healer role .. rom.. ahistorica and

the case, there are critical behavioral and human relations factors that should,
be taken into account in the conscious planning of health care delivery systems
throughout the world.

The major structural characteristics of the role of family physician
correspond to generic dimensions of health care deliveries found in all human
societies (Hughes, 1976: Hamodt, 1976). George Engel (1973) haswritten of
the "enduring attributes of medicine" relevant for incorporation into the m'edi-
cal curriculum. These enduring attributes of medicine reflect the archetypical
nature of the healer. Lynch (1968), Leslie (1976), Loudon (1976), Groilig and
Haley (1973), and others support the similarity of role characteristics cultures:.... ...at t rib ute ito -the r ela tionship betweentile healer -and -the zpa tient. --.An~ddr

* . standing of this "skeleton" on which a culture's/ beliefs are hung provides a
useful framework for gaining a culture's view of health. Comprehension of a
culture's perspective of this social framework is critical for health care
planning. .

Engel (1973) summarizes these enduring attributes of the healer-patient
relationships as follows:

"THE COMPLEMENTARITY OF A NEED FOR HELP AND A DESIRE TO PROVIDE SERVICE
IS THE BASIS FOR MEDICINE AS A PROFESSION.

Implicit in this complementarity is that the patient ascribes
powers to the physician and the physician ascribes powers to himself that are :
not necessarily attributes of either his theory or-his practice. Indeed one
might almost say that the survival of medicine as a profession over the ages
has been more dependent on this complementarity than it has been on the 'sound-
ness of its scientific theories or practices . . ."

"THE PROCESSES INVOLVED IN THE TRANSITION FROM HEALTH TO ILLNESS TO
PATIENTHOOD REMAIN CONSISTENT.

"The essential processes whereby an individual makes the transition from
good to ill health surely are no different now than when man first fell ill,
millennia ago. What has changed from era to era are concepts of disease and
the social systems developed to provide relief . . Clearly many psychological,
social, and cultural factors are implicated in this transition from health to
illness to patienthood. Indeed, they may be the critical determinants of how
and whether patients enter a health care system and comply with the requirements
of medical care

"CLINICAL OBSERVATION IS THE BASIC METHOD OF DATA COLLECTION.
"Regardless of what systems of medicine or concepts of disease have pre-

vailed over the ages, the competence of tile physician has been measured by his
ability to make the observations required for the application of his art or
science. Modern science has changed our concepts and modern technology has
vastly extended the range of our sense organs, but this basic principle endures...

"CLINICAL REASONING, JUDGMENT, AND DECISION-MAKING ARE THE ANALYTIC PRO-
C DURES OF THE PHYSICIAN.

Clinical reasoning encompasses the processes whereby the physi-
cian translates the data from the patient into frames of reference of the sciences
relevant to health and disease. Clinical judgment and decision-making define
the processes whereby such basic knowledge and clinical experience are used to
predict outcome and to designate a course of action for the patient. When
viewed through history, clearly these procedures are circumscribed by the pre-
vailing theoretical systems and can be no better than the quality of the data
being processed. In this context the doctrine of reductionism is no exceptioln . .
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"THE CONTRACT BETWEEN PAT[ENT AND PHYS[CIAN IS AN INTERPERSONAL
BOND."

Contractual arrangements (are) made, explicitly and impli.citly,
between physician and patient. To assure care the doctor must make a commit-
ment to the patient, a personal, moral and ethical commitment in which one
person pledges himself to attend to the needs of another, often for an indefinite
period. Peabody epitomized this when he said, 'Treatment of a disease may be
entirely impersonal: the care of a patient must he completely personal'. ."

A TRANSCULTURAI. EXAMINATION OF THE IRANSFER OF MODERN MEI)ICAL TECHNOLOGY TO
DEVELOPINC COUNTRIES

Many individuals who .tuily liealth care in developing nations and the
delivery of modern medicine to these cultures have made cross-cultural ob-
servations of the effectiveness of these transfers of technology. This section
presents a summary of these comments. The comments include obstacles to be
found in i ntervention, errors that have been made, and recommendations of cer-
tain approaches.

Cross-cultutral Capsa
Paul (1963) provides an intercultural perspective on the effect of cul-

tural1 and social differences on the outcome of publ. ic health programs in
developing countries, lie cites four characteristics of indigenous cultures
that create obstacles for the implementation (,r programs of prevention.

l. Relatively low sal ieince of health as a value. (See Messing's (1973)
appticat ion of the )iscounting ileiIth Model to thse whose major concern is
subsistence as an explanation for this.)

2. )ifficulties in perceiving the connection between a given action and
its benef.iciai effect:s, e.g. , in tropical regions people are willing to accept
antibiotics for treatment of yaws becaue the effect is rapid and visible, but
they hesiltate to use I;itrine designed to break the cycle of infection from
feces to witer to min.ith.

3. Limited future-timie orientation of pecple in most developing countries
is di fficult to work with eapec'iallv for pr(vent ion.

4 . Thte oxisteilce of IOC a1 comnpeting preventative measures that are
sanctioned by the culture.

Paul. (1963) has also ident ifid lour t,,aps that exist in the intervention
of a modern medical tchnol ogy into developing countries. One is the culture
gap that Cotip lcat eS (') llit IaiCilt ion ;Itd Icads to the selective acceptance of
offered innovat ion;. This srldect ion pi1)blem oc-curs because of differences in
cultural values (i .e. , cleanliness is often not a value) and in culturally con-
ditioned assumptions about the lat.ue and cause Of illness.

]in any social system, ther( are 1 ikelv to be gradations of classes and
social statures. In mmiv developing, cointries, the status gap between the ecu-
cated elite and the bulk )f the papalot ion is major. The differences between
felt needs of theqv diverg,,ent g,,roups have impor)tant implications for health
planning. fTse ielations create a sta tus gap between the health team and the
public and between the ruling elite!s ;idili their peolple (Pail, 1963). Ruling
elites lay claim to kmowin ,i the pepl . of thir country ani the health needs
that are moat c-rit ical. Ihc ilplic;ltions and errors that result from this claim
have been pointed out b%, Fr ,dilm,'ii (1957) oi the ba sis of his experience as a
health consltiiant in Asia: "I an iripressed by thrte kinds of error which
spring flom11 (this u inwa iri lat cd cliii). The first of these is the error of
supposing, that within a g ivoi, pol.,. ical territory all local communities conform
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to a standard pattern of social organization. The second error is to con-
fuse tile legislated pattern of rural life with the actual pattern. The
third error is to entertain a view of rural life which I can only call ro-
mantic; in this view- and it is a common one- the inhabitants of rural
communities are credited with powers of spontaneous cooperation and har-
monious co-existence to the extent that they resemble no human community
which has ever been studied."

A third type of gap is the urban adjustment gap (Paul, 1963). This
refers to the influx of rural populations into the cities and the environ-
mental and health consequences. At the United Nations Conference on the
Human Environment (1972), it was reported that the population of the main
cities in the developing countries quadrupled between 1920 and 1960. These
growth crises have implications for public health facilities, housing, and
psychological well-being. The variables impacting on individuals making
this change are numerous and not well understood. (U.N. Conference on the
Human Environment, 1972; Tyroler and Cassel, 1964.)

The fourth gap identified by Paul (1963) is the research gap. The
amount of money supporting research on human aspects of community development
and health improvement is cited as disappointingly small. Banta (1969) and
Bryant (1969) report this same problem as a major obstacle in the effective
implementation of health care systems in developing nations.

Assessment
In the assessment and evaluation of health care systems, cost-benefit

ratios are most commonly used. The desirability and meaning of these analyses
represent ongoing budgeting arguments between economists and public health
specialists. (Helt, 1973; 'Feeling-Smith, 1973; Smith, 1975.) Commonly
absenteeism due to illness is used to quantify the effectiveness of health
care treatment. Messing (1973) reports the inadequacy of this measure in
recent evaluations in Ethiopia. Ile also presents a more insightful model
with which one can understand the cost-benefit evaluations regarding health
made by rural poor in developing, countries.

Messing (1973) reports the two questions asked in the Ethiopian evalu-
ation project: )id head of household have any illness which prevented him
from carrying out his ustual occupation? flow many work days have you missed
due to health?

The responses are intelligible only if the cultural standards by which
respondents ident ify sickness are known. In the Ethiopian assessment, Messing
reports the large majority in each of the communities stated they had not been
ill durigl tie past month, despite the prevalence of many contagious diseases
and unsafe water. But, in an ecology of poverty time pressures are rare and
most labor requires little skill; children of all ages are available to re-
ceive delegation of more or less casual day-to-day activities. Not pampered
by life, respondents who had been able to pursue their customary routines
without having to recline all day, defined themselves as "not ill." The second
question was asked as a further check of recall and accuracy, but Messing
(1973) reports the results were the same. He concludes, "Neither can be used
as a valid index of economic loss due to ill health, for the undeveloped
economy (foes riot require sustained punctual effort." In fact, causes other
than ill health were much more common sources of absenteeism from work: reli-
gious holy (lays, sevre illness, death, and mourning for a wide variety of
kinfolk, customary visit ing of kin at regular and frequent intervals, pre-
sonting oneself as a corrtier to varios officials.
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Messing' (1973) suggests that a discounting health model best explains
the' attitude toward health and development by the Ethiopians. He has used the
model as an explanation for the ineffectiveness of "carefully trained health
center personnel" in that country. (His perception is based on six years of
.participant observation descriptive f(community reports," and unsolicited com-

ments by respondents during the evaluation research. Messing applies the
"Discounting Health Model' to peasant sharecroppers and otherpoor people who
make up the large majority of Ethiopia's hinterland. More than. likely, this
model is true of any peoplewhose major. concern is bare subsistence. Messing's
(1973) explanation of the Discounting Health Model is: '

"The basic premise of the economic concept of discounting is that a'

benefit in the future is not valued as much as the same benefit in the present
Discretionary resources of time, energy and money are not available to chroni- '

cally poor majorities who barely. subsist. 'They would therefore have no means
: --:invest ing- in: t heir f u ture-s.'for risurance'or -for -preventive -hea I th- carfe-.,-,''

The poorer they are, the higher the discount rate. In these cases, preventive '

health behavior does not bring sufficient payoff to be worthwhile, particularly
if the costs incurred are immediate."

Ethnocentrism
A major hindrance in the transfer of modern medical technology to develop-

ing countries is the ethnocentric attitude of visiting health teams and experts
(Scrimshaw, 1974; Glittenberg, 1974; Banta, 1969; Paul, 1955; Reed, 1966;' Shiloh,
1968; Fabrega, 1975). This ethnocentrism has two aspects to it that are equally
obstructive. First is the transfer of cultural expectations. Physicians, nurses,

sanitarians, and health educators often transfer from their own cultural back-
ground their expectations of how people will behave or ought to behave in cer-
tain crises or conditions of illness. This ignorant transference is a feature
of the culture gap delineated by Paul (1963). A second aspect of ethnocentrism
is the belief that western medical technologies are "correct" and should readily
be accepted by people in developing nations. (Banta, 1969; Hanlon, 1972; Mechanic,
1968; Shiloh, 1968)

Education and Training
Another lesson that has been learned as modern medicine has been brought

to developing countries is that involving the people as active participants and
contributory decision makers is vital to developing, implementing, and assess-
ing a health care system. It has been well documented that cultural change
occurs more rapidly when the individuals experiencing that change feel a need
for the particular change, realize some advantage in it, and participate in
planning and affecting change (LeVine, 1973; Leininger, 1976; Lynch, 1969;
Reed, 1966). The involvement of the people in such endeavors requires health
education and training. The need for education and methods to provide it have
received only a moderate amount of attention. The efforts in this area encom-
pass education for the family, personal hygiene, and paramedical personnel.
(Bryant, 1969; King, 1966; Leininger, 1976; WHO, Pisharoti, 1975).

Health education has been acknowledged recently as a crucial accompani-
ment of the interventions in planning and implementing environmental health
programs (WHO, Pisharoti, 1975) as well as health care delivery systems
(Leininger, 1976). Education is an important aspect of creating effective

health programs. The first step in persuading individuals or communities to
change any behavior is to create in them a desire for change or an interest in
it (see LeVine's(1973) description of psychological processes). Similarly,
the initial step in education should be to create opportunities through which
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the curiosity of people is aroused. But, the educational approaches must
fit into the learner's perception of the situation (Banta, 1969). The im-
portance of studying and understanding the cultural belief systems, social
behavior, and perceptions of the people is clear.

The ultimate objective of health education is the attainment of highest
levels of health. But, educational programs will usually pass through a
number of intermediate-level objectives before that is reached. A represen-
taion of these levels is provided in a model for health education adapted
from WHO, Pisharoti, 1975.

InputHealth Knowedqe. Acceptance of R I Pr,-3o.'7 ,,",LLmorbidity and o0 at
,Mr education - tt a iude m ad -4I malterials J activity perceptionhe lhfc it s o aiv

-- / Social tRelated health

support | practices

Community Tecnn~ological and
participation aidminis:rative supportI

i pProcess Output variables (in staqes)

(Adapted from WHO, 19751

Accul tura t ion
Fundamental culture patterns tend to remain unchanged, but general

acculturation is possible in developing countries (Lynch, 1969). The evi-
dence for acculturation can be seen in the cross-cultural predominance of
the co-existence of folk medicine and the modern medical professional (Lein-
inger, 1976; Logan, 1973; Shilolh, 1968; Paul, 1963; Glitternber, 1974; Obeye-
sekere, 1976; Beals, 1976; Jaspan, 1976). How to systematically accomplish
the efficient synchronization of these systems has not been determined. One
necessary component of adapting modern medicine to an indigenous health system
is to understand fully the western medical system and the assumptions upon
which it is based (Glittenberg, 1974; Field, 1975, 1973; Read, 1966).

Field (1976) has offered a well-accepted model of the modern medical
system. The medical system scheme with its structural (cultural) supports
appears below.
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(Field, 1976)

Once one understands the underlying assumptions inherent in the modernmedical system, the critical areas involved in any transference of technologybecome clear. Further, areas of overlap and interaction between the indigenousand modern medical system are more perceptible. The specific integration oftwo medical systems at a micro level will be presented in the next section.

Recent anthropological literature (Fabrega, 1974, 1975; Baltes, 1976;Engel, 1977) has posited new models of disease and illness as a means toeffective transcultural health care. These proposed models abandon or supple-ment the biomedical model with behavioral considerations. The major thesisbehind these appro ches is that the biomedical model is incomplete and in-accurate. The traditional biomedical model has advantages in cases of physicalillness, but clearly has disadvantages in other instances. When illness cannotbe reduced to a biological unit of analysis with organismic antecedents (forexample, psychosomatic and mental illnesses), the model flounders (Baltes, 1976).Furthermore, in the developing countries where cultural explanations for illnessrefuse to he reduced to biological units of analysis, the utility of the model

in identifying and treating illness is severely limited (Fabrega, 1975).
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THE INTERACTION OF TRA1DITIONAI, MEI)ICAL SYSTEMS AND MODERN MEDICINE

Recently, a large literature detailing tha interactions of western
modern medicine and traditional medical systems at the microsociological
level has emerged. (l'ockert an' Jones, 1976; Leslie, 1976; Dunn, 1976;
Obevesekere, 1976; Topley, 1976; Field, 1975; Kochar, et al, 1973; Gracia,
1973; CrotLanei 1i, 1973; Woods and Graves, 1973; H1aley, 1973; Quintanjlla,
1973; Stabhlein, 1973). Most of this literature includes descriptions of
interaction.; bt,,,een theae medical systems in developing countries through-
out the world.

This literature and other ethnographic descriptions of various health
systems demonstrnL that traditional systems coexist with modern medicine.
(Beals, 1976; .aspan, 1976; Montgomery, [976; Leslie, 1976; Grollig and
Hal ey, 1973; Shiloh, 1968). Fo)ster (1955) has noted that even though local
disease theoriOes CIMrne very slowly, the pragmatic and essentially empirical
attitude of many persons eiablcs them to rapidly alter or accept certain
medical practices or behaviors. Simmons (1957), Gould (1957), Beals (1976),
Montgomery (1076), and others demonstrate that western medicine will supple-
ment local. medicine afi [icantily.

The coax istnr -) th'es;e two med [cal systems is surprising to some.
(Sh i loIh, 1968) . Evidence from the psychological literature underscores
the adaptabiIitV of man and the fte.bi[lity that makes this coexistence
possible. (Skinner, 19 54) . 1LeVine (1973) has identified a set of proposi-
tions ext ractLd from ihitercultural experience that represent plausible
assumptions about cultural vriation and change in individuals. Those pro-

pesit 1onlS a(e I isted laelow:
'. "Some cultural l, distinctive patterns of thought and feeling are

not readLI v acCssib to verbal formulation or voluntary control but seem
to inf ltieae tLe individual ',s decis ions about regulating himself and adapting
to his aiv i rolmat_1 .

2. "Thes patterns are not easily reversed aveil when the individual is
outsidt. the culturn! nv ironmeait thlat normally reinforces them.

3. "The individua can adapt behaviorallv to the demands of novel cul.-
tural environm-ilt ; w ithout eli inaLi ng these patterns of thoughLt and feeling,
althougIh their behavioral manifestations may be temporarily inhibited or
situaL ional.ty r:;t: r i cLed.

4. "the relat ively uinconscions, invo l.untlry and persistent qualities
of these pat Lerns and thu difficulty of thairi being acquired by an exotic adult
throtgh cosllciols iniation indicate that they are normal Ly acquired early in
the I ife of the individual .

5. "The parsistnc., of thase patterns in novel cultural environments and
the probaM ii tcv o! thei.r chi ldhood acquisition suggest that they should be
thought of aS representn, di ;positions of the person (personality dispositions,
as deied in the previou-; chter) rather than simply of the environmental
si[tlat iolls ll;It l to tar th1e.

6. "Th i r colaUpitul I i zat ion as ref ect ing personal [ty disposi.tions is
also support ,d bv their ;jppaient sal ience in the individual's structure of sub-
jet i V L iirlu ; i Is and IntA. ion.s a1bolt hi[sela] f as a separate and continuous en-
tity and av the applrent riavallce of tht strlcLCture to his decisions about
seIf-regul [ia-t iolnd ;dptat ioi. I i other words, they play a part in the
org;,anization of hiis persona itv."

CarLain] v patLernn ,! thought and behaviors related to health a-e part
of an individua[ ' a di sposition. These a;pec t n are the restult of tie influence
of ci1lture. Propos it ions 3 and ") are particularl y relevant to any attempts at
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changing these patterns. These propositions support and emphasize the
intractable positions these patterns hold in the life of an individual.

The integration of western medical technology and indigenous medical
systems reflect these propositions. That a traditional medical system can

be supplemented by western medicine has been demonstrated by a variety of
the authors listed above. This paper will present the means and method of

that integration into two distinct medical systems of belief: Humoral medi-
cine and Middle Eastern medicine. These descriptions of integration require

background descriptions of the traditional systems of medicine in order for

the reader to fully comprehend the obstacles in the way of simple substitu-

tion and to understand how the integration must occur.

History and Structure of Humoral Medicine
The Indian and Ladino people of Latin America classify modern medicines,

foods, medicinal plants, and illnesses according to a conceptual scheme of

opposition between the qualities of hot and cold. The belief system of

which the humoral scheme is a part influences an individual's selection and
assessment of medical treatment. It has been demonstrated that when pre-

scribed treatment ignores the humoral concept or creates unacceptable con-

tradictions between modern and native philosophies of health, such treatment

is less likely to be effective or accepted than if native concepts were in-

corporated into the prescribed treatment. (Logan, 1973; Gonzales, 1964;

Woods and Graves, 1976).
The concept of humoral medicine has received considerable attention in

the anthropological study of folk medicine. The history and diffusion of

this medical approach has been dealt with by Foster (1953), Hart (1969),
and Leslie (1976). Foster and Rowe have provided a methodological proce-

dure for recording data as humoral classifications.

Descriptive reports of the use of the humoral theory of disease in the

ethnomedical literature abound. In that literature on Mexico, these articles

provide useful accounts: Ingham (1970), Foster (1967), Currier (1966), Lewis
(1960), Madsen (1966), Mak (1959), Madsen (1955), Redfield and Park (1940).

The anthropological work on Guatemala that is useful for these descriptions

includes Glittenberg (1974), Logan (1973), Gonzales (1969) and (1964); Cos-

minsky (1972); Woods and Graves (1976); Douglas (1969). The relevant descrip-

tions of humoral medicine in Costa Rica are found in Richardson and Bode (1971)

and Orso (1970).
The ethnomedical literature on Puerto Rico comes from Tandy (1959),

Mintz (1956), and Wolf (1956). South America has been studied by a variety

of anthropologists who focused on the use of humoral medicine (Aamodt, 1976;

Loneland, 1976, Grollig, 1976: Taylor, 1976; Purdam, Gordon, and Michelson,

1974; Reichel-Dolmatoff and Reichel-Dolmatoff, 1961; Simmons, 1955; Wellin,

1955). Spiro (1967) reports on the use of this belief system in medicine

in Burma. Accounts of the use of humoral medicine include the use of this

belief schema in India (Opler, 1963) and England (Tillyard, 1944).

The ethnomedical literature on humoral. medicine is primarily descrip-

tive. The direct implications of this belief system for understanding and

treating patients who subscribe to it are rarely examined. Recently, Harwood

(1971) and Logan (1973) have provided some practical suggestions for integrating

modern medicine with this folk medicine. The realities of integrating these

two medical belief systems will follow this brief description of the history
and structure of humoral medicine.

The science of treating illness and maintaining a healthy state by pre-

scribing foods or elements with the qualities of hot and cold is derived from

a humoral system of beliefs. This approach to health and healing first appears
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in the writings of Greek scholars (Les Iie, 1976). Some authors posit that
the similarities between the Mippocratic work and the yin-yang theories of
ancient China suggest a ,enter or origin other than that of the Mediterra-
nean area (Lessa, 1968; Les] ie, 1976). Ilumoral science diffused from Greece
and Rome to the Arabic world and introduced !itoa I beria with the Moorish
occupation (Foster, 1953 . Expansion of the Spanish empire during the
sixteenth century brought this doctrine to the Aiericas, and through acul-
turation, liumoral medicinc ,,'as Lneornolt Ied into Indian and Mestizo world
views of health.

Accordliug to Lhe llippocrat ic tLheoiy, "'liere were four primary and
opposite fundamental qualities, tle hot and the cold, the wet and the dry .
These met in binary opposition to const i Lute the essences or existences
which extend in varying pr(oportions into th colitit tlLOn of all matter."
(Logan, 1973). Tie four humors --- lIlod, phlegm, black bile, yellow bile --
possessed these fundamental qua Mitos. iacl um(,r hadl its complexion: blood,
hot and wet; yellow bile, hot and dr,; Jill] eg;i, cold and wet; black bile,
cold and dry. (Foster, 1953). . he healt or "compl exion" of an individual
could only be mainta ined as long as the 1)oilv's nailu ral equilibrium between
hot and cold, wet and dry was not iIIpset . ( logan, 1973).

The humiral .qua.) it ies of hot aid col d do niot refer to actual temperature
changes. Similary, nrtl terms wet and diy di iot pertain to water content.
These qual.ities refer7 to the illnate Cliaracter or essence of a given object
or personal state of being. Natural ibcc t s, foods, and Illnesses possess
these sVmbol ic qual I Ities and can al tur the health of an individual through
contact, consumption, or contagioI1 (Gonzales, 1966). For example, over-
consulip Lioll of hot foods inclreasos the body's normal content of heat and, if
excessive, provokes iilmints; t ha t are ]abel eC ;Is hot in nature. Treatment
would call for equal izin, the body's temperature balance and restoring neu-
trality by consuIi; in a Iniiiiii'r Of "'cold" f(ods and1 me dicins.

in the ire;is of tiin Am:ierica and some parts oif South Alerica, tile Hippo-
cratic theory of hlmral r ied licihue was Simpl if ied as a result of cultural trait
se lec t ion. The quali i ties of Vet-d ry became less significant while temperature
grew in importonce and came to domi niLe bel iefs about health and illness in
that part of the world. (liogan, 197 3).

Coute[jmLr(ary-1-ine- Li.oWy of llnmi'ri iand '!ilern Ned ici e in - Latin America
The belie!_ that one's ]i:' is aIf10Cted b the ever-present qualities of

hot and cold is widlely held i-1 Latin America. The commitment to the huimoral
philosophy tllictionls aIs a ditrective of behalvior, and the effects upon be-
livior are rlatike to Lhe deigree of cOMIimitmiL '. lhis belief system in-
fluences the indivi duil's )iagnos I a ,f ii n.SS, Choie of diet, and choice
of medical trealtmlnt. Ali -:-:aihll ,i ho, c(iiimitmont Lo this belief system and
bc,-.vior reflect each other is luriiislied in a rcport by L.ogan (1973). A
third and newly emerging category ot " neu t rI" i a be i rig employed in Guatemala
by some of the ,tcitlrUirot el residtt. Neutral e.leiuents are neither hot nor
cold and have no effec t l h e body'.s tempLure bilance. Included in this
category are some i .lnerse: , som1. dt-rn ,icinis, and most dietary staples.
Logan (1973) hypothesizes thit thi, eergence of the neutral category reflects
a rediiction in anxiety concern in' fi lod altin disease among acculturated persons
of h igher socioec Oiioh !i i s to Iila

'Flit pat teris of hot-cxald clgissifi iition of food, i1lmess, and medicine
are 1iot tlntiorm throilnout tlie aias (i the wirlid. These patterns actually
vary considerably oiont, Iroup .. ,it.hii a Neo-America'n ( edfield, 1940; Foster,
1967) . The cognit ive system that utierlit.-S tiie various classification, however,
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is universal. It is based on the assumption that be+ements exist naturally h

.' in a state of binary oppositions and the effect of one element equalizes,,
the valence of 'another. 'What concepLua criteria segregate the elements into
opposing qualities has recently been investigated (Harwood, 1971).

When physicians prescribe medicine or dietary regimens that confiict with
a patient's belief ir.; the humoral concept, the successful treatment of the,
patient is of low probability (Woods and Graven, 1976; Gonzales, 19168). +The...
probability of a physician changing a patient's belief inihumoral 'medicin'e in
the course of often infrequent and impersonal treatment sessions is 'also very
low. In fact, the general pattern in much of Latin American is that modern
western medicine does not replace or significantly ilter patterns of folk.
medicine. Instead, it serves as an additional system employed concurrently
with traditional forms of humoral medicine (Gonzales, 1966; Simmons, 1955;
Press, 1971). .

To improve the efficiency of health care in developing countries, the-....::li tera ture :-Sugges ts-? that- reed icines-Tand -dietary iregieskon to .be- clini,+ .- -.. ...

cally effective be provided within therapeutic programs that are sympathetic ,

to and compatible with patients' beliefs and cultural habits. In the case of
humoral medicine, Harwood (1971) and Logan (1973) have systematically studied
the humoral medicine belief system to find a means for adapting modern medi-
cine techniquisrto increase their effectiveness and acceptance.

Logan (1973) found that Guatemalan and Puerto Rican patients would re-
Ject medication when there was a conflict between the temperature qualities
of a patient's condition and the prescribed medicine. For example, vitamins,
were rejected in the treatment of illnesses producing high fevers. Fruit 2
juices were rejected in treatment of the common cold. It became clear that
patient behavior was predictable as long as the appropriate temperature
qualities are-known for both the illness and the prescribed medicine. Logan
(1973) has identified the conceptual criteria that are used to determine the
temperature qualities of various items, bodily states, and medicines.

Logan (1973) has identified and empirically verified the definitional
criteria underlying the classification of foods and medicinal plants in hu-
moral medicine.

In this same article, he reports the definitional criteria involved in
classifying illness within this medicine system include etiology, therapeutic
prescription, individual sensation, and affected organs and body substances.
Logan (1973) has identified the cognitive notions that are used'in humoral
medicine in classifying illness. These are as follows:

"Etiology: When etiology is known, the ailment is equal in temperature
to that of the cause. One 'overcome' by evil eye, for example, will manifest
an illness also hot in nature.

"Therapeutic prescription: Instructing a patient to omit hot foods
from his diet -- say peppers and liquor -- inadvertently isolates a tempera-
ture quality for the illness equal to that of the restricted foods. In this
case, the illness would be hot because the forbidden foods are hot.

"Individual sensation: In general, when a patient has a sensation of
being 'chilled' or 'heated' due to abnormal metabolic temperature, his con-
dition is categorized equally to that of his sensation. If chilled, the con-
dition is cold; if feverish, the condition is hot.

"Affected organs ,and body substances: Lastly, illnesses affecting speci-
fic organs or body substances are of the same temperature quality of the organ
or substance. Hepatitis,',for example, is hot because it involves a pathogenic
condition of the liver, which also is thought to be hot.
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Logan (1973) also empirically investigated how temperature classifi-
cation of modern medicines occurs. Regactdless of color, physical properties,
and means of administration, a medicine is classified opposite to the cul-
turally known temperature quality of the symptoms or illness f~r which it is
to be used as treatment.

To effectively provide health care to those who believe in humoral
medicine i'equires an understanding and acknowledgement of the temperature
categorization scheme used. Logan (1973) has presented a technique and scheme
of hot, cold and neutral foods, medicinal plants, and commonly prescribed medi-
cines. By knowing the temperature uualities of a patient's illness and the
prescribed medicine, a physician can forecast patient behavior and develop a
therapeutic program ,vitable to the patient's medical and ideological needs.
This can be done by (1) selecting medicines and foods of the opposite tempera-
ture quality of that of the patient's condition, but if that cannot be done
without jeopardizing the clinical effectiveness of treatment, then by (2)
"neutralizing" the essential medicines and foods by jointly prescribing "place-
bo" elements of an appropriate temperature category to restore necessary
opposition between the patient's condition and essential medication (Logan,
1973).

The Middle East System of Medicine
The esse',tial philosophy underlying the system of medicine in the Middle

East is that illness and injuries are subjective affairs arising out of per-
sonal actions conducted, not conducted, or caused by someone or something
possessed with a power. Illnesses and injuries dc not just occur- they befall
a certain victim at a given time and in a specific manner because of specific
causal actions. (Shiloh, 1968).

'!,e two concepts basic to preventive and curative medicine are belief in
animism (spirits) and belief in animatism (impersonal powers, the evili eye)
(Darity, 1965). Illnesses and injuries are caused or engendered by a spirit
which enters the body and creates the difficulties or by a person or object
with the power to negatively influence or affect the body. The spirit or power
causes the illness; must be exorcised or weakened to remove the illness; and
it is this spirit or power which must constantly be placated, frightened away,
or misled. The spirit may be called "evil spirit," or the "jinn," or the
"devil," or "Satan." In some cases it has a specific name such as "Lilith."
The power to affect and influence the body and nature in some circumstances
is popularly concentrated in individuals possessing the "evil eye," although
there are specific objects that may be used to attract or repel evil. (Shiloh,
1968; Darity, 1965; Good, 1976). The strength of the belief in these powers
still exists. Hamady explains:

"The belief in the evil eye is strong and widespread among Arab people.
In their view, its bad influence spares nothing, for rarely can anyone escape
the injury that it is able to inflict. It is considered a frequent cause of
misfortunes, such as sickness, death, or bad luck. There are many popular
sayings that mark its fatal effects: 'It empties the houses and fills the tombs.'
'It is to the evil eye that belongs two-thirds of the graveyards.'"

Tle distinction between injuries affecting the "external body" and ill-
nesses affecting the "internal body" is important. Te emphasis in treatment
of injuries to the external parts of the body is based primarily on remedying
an obvious external difficulty. Thus, an individual who falls from a tree or
suffers a burn may have been caused tc stiffer this affliction because of an
evil spirit or evil eye. The treatment of the afflicted limb or section of
the body is prompt and based upon objective principles of bone-setting, blood-
stopping, flesh-soothing, and bandaging.
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The treatment of il lnesses of tie inner body requires the use of tradi-
tional methods and reflects the st rength of the beliefs in animism and ani-
at ism. It is unders tandabl e that the mysterious concealed illnesses of the

inner body convey fear of the unknown. The lack of knowledge of an objective
treatment Ioads to An emphansis on subjective beliefs in evil spirits and evil
power. Ln dealing with illnesses and the inner body, the primary emphasis is
On pr'event ion r;,ther than treatment. 't is recognized clearly and dispassion-
atel ti a h too :hoi qes of cratiwo medVicine in il lnesses of the inner body
are noit oLs ;eC.CisfLIJ ;I.a; m irliht he desired, whereas the results of preventive
medicine ire far more dromat ic and fruitful (Shiloh, 1968).

In the ciase of illnesses of the inner body, there is a pronounced emphasis
on prevent i%,e miledicine with a developed complex of permissible and taboo actions
governinte One's lifestvle (Darity, 1965).

Tlie evil sIpirits are ubiquitous in the environment according to tile Middle
Eastern belief system. Strong, healthy, mature individuals are the least sus-
C 1t i M Le to suC Iat t I' ks . The most susceptible are infants and children, the
weak, the ill, tle ;a,ed, and normall1y healthy persons in certain circumstances
(e.,., w'men dluri lattru;ition, pregnancy, or while giving birth). Since the
ev il. sI r 1 t ll arc a 1wayv; lurki ng and ready to enter the body, susceptible per-

sons shIoul d never he 1 Cft a IoMe. This is interpreted as a sign of abandonment
to both pititnt alnd vi t Spircit.

'[Le i :p i c;t io : O f tILe se 1) C i.e fs for ciiit ura ly suitable health care are
tian,,'. The coot lilued r..oc of strong, healthy individuals near a paticnt is
a Strong deterret to tht, evii spirit, but, unfo rtunately, these people cannot
be relied upon to ic co;!is tantI V on dutv. To supplement for their power,
viir Lous i iiai0iiim to objects that possess strong powers to repel evil spirits
are ISe( . Co1mo objects o f tis nature are eIa1or a ted by Shiloh (1968):

S . it' 'iiiid of FPatiiliah' (beloved daugiLhter of Mluhamniad) which may
Slave insr Iild oil i t ho] y' words Ln Arabic or lebrew and is general ly worn
arounId th('. neCk (aCli" Cochin Jows it may be found around the abdomen); the
'Shield of lavid' (a si :-x pointed star and similar to tile 'Hland of Fatimah'
in function); blue hal , pieces of jewelry or bits of cloth wihich are worn
ar'ouiud tlil t ck or attalched to tile clothlini, (blue is particularly repugnant
to tile evi it spirits and tli, evil eye, aln l it may frequently be seen, for example,
its tile coutrist c,[lor a rond the doors and windows of a home or as the dangling
lillo!ilto lbove the front- or back window of an automobile); a concoction of evil
sac I ing lit ri1s whi i chi w ill bI.' placed in a hag and worn close to tile body, or
variouns; religios phra ses wh ici are written on paper and sewed into the clothing
or put into ia bi and wor on the body.

"A rel i.ions prayeror tali oman tacked over the door is particularly
Cff iclC I-; in ropllin the evil spirits from entering aI home. In the home
where th rc i ; an infant, various measures ar: taken to protect the child from
t le evil ,Spiri t .. Iron wardis off the evil spirits and therefore a mother may
keep an iro:i i nii c or pair of sciss:ors under the pl low of her baby. 'ie Bible
a11 ;o p ;'e; s tie p ' .'er to repel. the evii spirits and thus some ,lewish mothers
,Ioc'e a 1o1yf Liis hook beneath the pil low. Another practice, less commonly
5e,,n, i.; to lro';c vt' til,, foi e.,kin cut off during the britli millah (the cere-
loiiv l irculi-;i , cu in conli i.Lcdko on ('Very ,Jewi S iiiMaIC cl11 I il 'hnll lie is eight
days old) , dry I ieL pI ee of C 0 in, powder it., sew it into a piece of cloth and
keep it. indter the p I low or' :initoi the blankets of tie child's bd. Tie per-
s oi i i orlk ;n a chi d is cosdns idered ef i acious in repe 1. ling evil.

Tilt ev i I sp ir its a llso fear the name of Allah. Consequent] v, his name is
uLt ered pI:r'ejtia I I y ewi Il ged ill tLie everyday routine of life. Healthy
idividu..t, in su ;cept ibi.e ci.rcumstLances art'e careful to repeat his name and
partiLen kiar prayerS is a prevmtllV(! iv leaSur'e.
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Pregnancy and conception are important states of being that are
vulnerable to evil spirits. Through the actions or transgressions of a
pregnant wcman, the evil spirits may gain access to her body to affect
abortion, difficult or fatal childbirth, or imprint lasting negative
results on the child. During delivery, a woman must cnstantly repeat,
"In the name of Allah," or else the evil spirits will exchange her child
for one of their own. An exchanged child is a "changeling," and it is
socially acceptable to let such a child die of neglect or malnutriation
(Shiloh, 1968). The afterbirth contains a powerful force of protection
for the newborn child and must be saved. It may be left attached to the
child for some hours or overnight and ther must be presented in or near
the house as a source of strength for the unid.

Women during menstruation are believed to be very dangerous. They
are considered to be not only unclean and impure but, if not actually po-
ssessed by a spirit, are facile transmitters of the actions of evil spirits.
Accordingly, they must be separated from healthy people. More importantly,
they are kept away from the susceptible, the ill, and women in labor.

The prevention of iliness to the inner body by the evil eye, as
distinct from the prevention of illness to the inner body caused by evil
spirits, is based on misleading, deceiving, and deluding it. In contrast
to the evil spirits, the evil eye is attracted to the healthy, the beauti-
ful, the happy, and children.

In the Middle East, the principal possessors of the evil eye are
women. Shiloh (1068) reports no available satisfactory explanation for
this. Roheim (1953) suggests that the evil eye represents an envious eye.
Thus, tile preventive measures are based on the principle of not attracting
the attention of this envious or evil eye.

The youngest are particularly attractive to the evil eye since child-
ren are considered a blessing. Carrying out this theme of deception, child-
ren are kept rag ged and unkempt in public; a child's name may be kept secret
so as not to be utilized for evil purposes; and children are never praised
in public or baosted about. Male children are highly prized in Arab society.
Consequently, a male child may be dressed as a girl and referred to in the
feminine until the age of five to prevent the evil eye from focusing on him.
(Hlamady, 1960)

This belief in deceiving the evil eye has great implications for social
contacts and ganing accurate informnation from these people. Questions as to
personal or family health as well as business or status should be replied to
with shaking heads and gloomy predictions. Yet it is possible to accept
praise or note good health, good fortune, or good looks, if one is careful
to constantly invoke the name of Allah and/or deny the force of the evil eye.
(Shiloh, 1968)

According to Shiloh (1968), particularly powerful in defense against the
evil eye are amulets. Blue beads are the most common type, and they may be
found on the person, in tie house, on a dog, a horse, cart, or automobile.

If these preventive measu, res are ineffective and evil spirits do enter
the body, or the evil eye finds the body interesting, and illness occurs, then
the curative medicine practices are used. These practices are recognized as
being less effective than tire preventative measures. Therefore, although the
curative practices ostensibly aid in rejectingv evil spirits or eliminating the
Influence of the evil eye, an attitude of fatalism persists. At a deeper
level, the purpose of these curati ve practices is to provide emotional com-
fort and security to the patient and his/her family.
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The psychological purposes of the curative treatment can be seen in the
techniques of the local practitioner when he is called to the patient. Shiloh
(1968) outlines the approach below.

"(I) The local practitioner gives the family his undivided attention--
he is there solely for their interests and he is patently desirous of listening
to them as long as they wish to speak.

"(2) lie then identifies and names the disease--to do this is to immedi-
ately define it, circumscribe it, tame it, weaken it. The diagnosis provides
the patient with a sense of relief that the unknown pain has been mastered and
it provides the practitioner with a medical treatment.

"(3) The practitioner then makes a positive prognosis--to pronounce a
positive prognosis neutralizes or weakens the evil forces at work on the ill
person and promotes and strengthens the assistance of strong or positive force
working on his behalf; the sick individual and his family know that only direct
positive benefits can flow from such a pronouncement.

"(4) The practitioner then initiates certain measures to evict the evil
spirits or draw away the evil eye. These include smoking, drinking, chanting,
praying, burning, blood-letting, emetics, purgatives, or massages. A burning
blue rag may be snuffed and the smoke inhaled to weaken or frighten out the
evil spirits, especially during childbirth. Charms and holy phrases written
on paper may be soaked in a liquid and then drunk in order to internalize the
holy power. The spittle of a holy man may be applied to the disturbed organ
of the body. The patient's name may be changed in order that the evil spirit
may somehow be misled and lose the patient, or never find him. Drastic mea-
sures of a painful nature may be utilhzed in order to force out the spirit.

"(5) Finally, the local practitioner leaves a token with the patient--
to serve as a tangible reminder of the practitioner and his visit and to sym-
bolize tile tremendous powers at work in defense of tihe patient." (The compar-
abil ity between these strategies and those of the family doctor making a western-
stvle house call should be noted.)

The patLent receiving this treatment is emotionally able to endure the
phVsiLa1 l discomfort during treatment and is mentally prepared for possible death
should the treatment not succeed. Success is defined as ejecting the spirit
or evil eve from the body. if the patient dies, it is interpreted as meaning
the patilent or the family had consciously or unconsciously committed such
offenses in attracting the evil eye or permitting evil spirits to enter the
body that no power was able to avert the evil and save the patient.

Both patient and the folk practitioner operate within a cultural frame-
work which explains their respective actions. Thus, the system is characterized
by trust and lit t.le cynicism. (Ilamady, 1960)

The type of folk medical practitioner used depends primarily on tile ailment
and the sex of the patient. operating within this medical system, there are
several types of local practitioners who specialize in areas and methods of
treatment. The specialists also vary in sex, role, status, and reward. (Shiloh,
196,8)

hle local practitioner called upon to treat the external body has rela-
ti veIy I ittle status and received minimal rewards. Frequently, in rural areas,
the local barber or shepherd has acquired an extensive knowledge in this area
and is the primarv provider of such treatment.

11he area of ynecology, obstetrics, and pediatrics is under the authority
of women who have acquired experience of these subjects and who are no longer
menstru;t ilng. In addition to utilizing the concepts and practices based on
animism and animatismm, these women possess a careful knowledge of local pharma-
copeia and i shrewd grasp of tile social and emotional factors surrounding each
case.
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The "local pharmacologist" also functions as a specialist in some areas.
This person possesses an extensive knowledge and stock of lotions, potions,
herbs, and drugs from plants, animal, and mineral sources considered to be
useful in treatment.

The practitioner responsible for preventive and curative medicine to the
internal body is the highest status medical practitioner. This is commonly
an older male of religious-medical standing. The interrelationship of religion
and medicine as practiced on the internal body tends to surround this role
with awe. This practitioner is clearly a knowledgeable person. Not only does
he have access to a wide variety of diagnoses and treatments, but he has a
sensitive ability to understand the interrelations of his patient, the family,
and the community.

Additionally, it should be noted that home care is most common, but
there are other places of treatment. These locations have special positive
powers often derived from association with holy or powerful people.

The Interaction of Middle Eastern and Western Systems
Cultural change in the middle East has been rapid since World War I.

These changes are most evident in the expansion of western educational pro-
grams. These changes have affected social relationships at community and
famitv levels. But the belief system that underlies the Middle Eastern con-
ception of health has not been radically changed. (Darity, 1965; Shiloh,
1968; Good, 1976; Powers, D)arity, 1958)

Despite the apparent glaring differences between this system of medicine
and that of the West, methods of integration of the two systems have been pro-
posed. (1)arity, 1965; Shiloh, 1968). Shiloh (1968) presents an analysis of
both medical systems and potential areas of blend and conflict.

The curative medicine of the West is markedly more effective than that
of the Middle East. The success of most of these techniques is generally ac-
cepted by Middle Easterners. This is evidenced by the high degree of accept-
ance of western medical practices. (Shiloh, 1968; Good, 1976). The serious
problem arises in dealing with preventive medicine to the internal body. Both
systems have complex methods, each with strong belief systems as sources of
validity. However, as Shiloh (1968) points out, both systems attach different
aspects of the problem.

Weste~rn medicine is concerned with providing an accurate diagnosis of a
complex of symptoms derived from a biomedical model. Middle Eastern medicine
is concerned with the cause of a set of symptoms based upon the concepts of
the evil eye and evil spirits. The western preoccupation is with preventing
the activities of germs while the Middle Eastern preoccupation is with pre-
venting the activities of the evil eye or evil spirits. The two activities
complement each other and do not necessarily conflict.

A careful awareness of the complex medical system, of philosophy and
practices carried out by local socially recognized medical practitioners in
specific locations is the first step. A searching analysis of the local
medical system for areas of possible blend is next. A therapeutic strategy
can then be developed that tolerates and respects both medical systems.

CONCLUS IONS

This paper began with definitions of social interaction and culture that
portray the dynamic and pervasive operations of these entities in daily life.
in considering health, it is clear that the culture of a people is a necessary
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context in which to view health. Indeed, the people's perception or the emic
view is a critical tool in planning or assessing health care and health needs.
The brief descriptions of various health belief systems in Asia, Africa, and
the Americas illustrate that integral relationship. Those descriptions also
provide a flavor [or the many variables to be considered when introducing
modern medical technology into those cultures. Guides to literature that
describe in more detail the substance and form of these variables were offered
for direction.

Understanding a health culture can be facilitated by the use of a frame-
work upon which any culture forms its health delivery system. The second part
of this section describing conceptions of health reviewed literature that pro-
vides a framework. This included generic responses to illness and the principles
that support the shaman/doctor-patient relationship in any culture. Despite the
divergent explanations of health and illness, it is clear from this literature
that people in developing countries, in contrast with the medical view in the
West, believe that health may be affected by almost any aspect of behavior and
the environment. A sensitivity to that broad perspective is required to
understand these belief systems.

The introduction of modern medical technologies into developing countries
has been characterized by many errors. (Banta, 1969; Shiloh, 1968; Logan, 1973;
Leslie, 1976). Commentaries on problem areas and errors are numerous. This
presentation offers a selective review of those comments focusing on certain
transcultural concerns: cross-cultural gaps; assessment; ethnocentrism;
health education and training; acculturation; and new behavioral models of
health and illness.

This paper demonstrates the pluralism in medical beliefs and practices
that exists throughout the world and even within small geographic regions.
The widespread existence of pluralism suggests that no simple explanation de-
rived from intellectual consistency will account for the choices made by
patients in a situation where many alternatives are possible.

The coexistence of modern and traditional medical systems has ben fairly
well accepted and is a reflection of this pluralism. An important distinction
between these two systems is made by Kleinman, et al (1975): The modern medi-
cal system has standard means of evaluating existing knowledge and developing
new knowledge while the other does not. Unfortunately, this quality leads the
modern system to imply there is one proper system of knowledge. Although tradi-
tional systems may attempt to preserve themselves as distinct, they are willing
to accept and utilize the modern system. It appears clear from this review
that the modern medical system will have to adapt to such an integration.

The integration of modern and traditional medicine requires an under-
standing of the compositon of both. The literature suggests a distinction
be made within these approaches between the medical system and the health
system. The former is the set of beliefs, knowledge, practices, technology,
and social groups consciously directed at promoting health and preventing or
alleviating illness. The health system is made up of all aspects of behavior
and technology which, in interaction with the environment and population, in-
fluence the health of the people whether consciously intended or not. According
to some authors (Kleinman, et al, 1975), the medical system is a sociocultural
phenomenon while the health system is a broader more ecological concept. But,
certainly, the medical system, as defined here, plays an important role in con-
structing or affecting change in the health system.
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The integration of health systems would be facilitated by a conceptual

behavioral frame for carrying out cross-cultural medical studies. Emerging

frameworks and models have been discussed. This paper, adhering to the pro-

cess of induction, has offered two specific examples of integration of tradi-

tional and modern medical systems for the development of a framework. Lamto

(1969) has demonstrated that studies of the traditional treatment of mental

illnesses in Africa could be used to develop a new and successful treatment

approach combining traditional and modern treatments. Perhaps the most

interesting case of integration is that of the People's Republic of China,

where the western and traditional coexist and enjoy legitimacy. The Chinese

experience presents a particularly intriguing picture of the legitimatization

and official recognition (or implementation) of two medical systems (Field,

1975) that is just being revealed.
This review of sociocultural factors that affect health and health care

in developing countries has followed the path of medical anthropology and

sociology over time as they have emerged as a new field--the social science

of medicine. This paper presents methods and attempts to view sociocultural
factors related to health in various countries. It demonstrates that under-

standing health in a particular culture requires a careful comprehension of

the sociocultural context in which health occurs.
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1afner, 1965.

Ackerknecht has published in these texts classical studies of pri-
mitive medicine. The early contributions are often based on anec-
doteI, impressionistic, highly biased information about medical
practice in "primitive" cultures. Nonetheless these studies lead
to impurtant insights in the study of traditional medicine. The
emphasis in this work was to classify and differentiate medical ex-
planations from indigenous settings including an assessment of the
degree to which "native" practices and beliefs approximate Western
Oil CIS.

14.

Adair, .1. and Deuschle, K., The People's Health: Medicine and
Anthropology in a Navajo Community, New York; Appleton-Century-
Crofts.

This book reports the work of interdisciplinary team research in
illness and healing among contemporary Navajo communities. This
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text provides a useful description of the integration of research in
various specialized fields. This includes descriptions of means of
organizing observations and deciding on similar methods for research
and evaluation.

15.

Adams, Richard N. and Preiss, Jack J., Human Organization Research:
Field Relations and Techniques, Homewood, Illinois, USA, Dorsey
Press, 1960.

This book contains a series of articles grouped under two broad cate-
gories: Research Relations and Field Research Techniques. The first
section contains articles discussing the validity of field data,
cross-class interviewing, communications styles, etc. The second
section is more prnctical in orientation- It contains articles on
categories of events in field observations, mapping uses and methods,
participant observation, analysis of qualitative field data and an
article by J.M. Ssycos, "Sample Surveys for Social Science in Under-
developed Areas".

16.

Ahern, Emily M., Sacred and Secular Medicine in a Taiwan Village:
A study of cosmological disorders, Medicine in Chinese Cultures:
Comparative Studies of Health Care in Chinese and Other Societies,
Edited by Kleinman, A., Kunstadter, P., Alexander, E.R., and Gale,
J., 1975.

The author describes the purpose and format of this selection: In
this essay I explore some of the basic concepts that play a part in
Chinese villagers' understanding of bodily health or sickness. First
I introduce two idioms that are used to describe the health of the
body: The balance between hot and cold elements in the body and the
relation between the yang body that exists in the world of the living
and the yin body that exists in the world of the dead. Then I show
that these two idioms are also used when discussing processes that
occur beyond the human body--in human society as a whole or sub-
groups within it. That is, analogous vocabularies are called into
play to describe procedures at two levels--the human body and human
social groups. Comparison of the way these two idioms are applied
to the body and to social groups will reveal not only analogies and
congruencies but also fundamental dissimilarities and incongruencies.
In the last part of the paper it is shown how people utilize these
dissimilarities in a practical way when they seek causes and cures
for illness.

17.

Amoss, A., Understanding and Working with Special Groups in Archives
of Environmental Health, Vol. 20:537-539, 1970.

This is a sensitive discussion of the human behavioral aspect that
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must be attended to in developing a health intervention program. "I
have dwelt on the difficulties of getting a program accepted by spe-
cial groups in our society. This does not mean that these diffi-
culties are so great that it Is unlikely that programs will be ac-
cepted. We have abundant evidence that changes in such fundamental
things as values, goals, and expectations are taking place. What I
am saying is the obvious, that in order for us to be more successful
than we have been in the past, we must approach these problems with
due regard for the human and personal elements in change.

18.

.Application o. the Social Compass to the Study of Health, Health
Program System,, Center, Division of Indian Health, Tucson, Arizona
(D)epartment of hi=iLh, Education and Welfare), 1968.

This brief pamphlet describes the Social Compass, an information
categorizing technique developed by Desmond Connor (1964). The
Social Compass focuses attention on broad aspects of culture to aid
in the gathering of information concerning patterns of culture. The
information collected is "essential to the effective development of
health programs." The Compass identifies 12 categories that exist
in any culture as the basis of the pattern of culture. Specific
questions that might be of interest in each category for the inves-
tigation of health are presented. The Social Compass reported here
has been used effectively in both rural U.S. and Latin America in
health services and other areas.

19.

Baltes, M., Health Care from a Behavior-Ecological Viewpoint. Health
Care Dimensions, 3:149, 163, 1976.

This article presents an interesting interpretation of the medical
model some might consider simplistic. The alternative offered by
Baltes is based on operate conditioning principles and, therefore,
incorporates certain assumptions about the nature of man. The model
she ofers is most useful for understanding and treating mental health,
but its utility with illnesses of biological origin throughout the
world is pot well delineated.

20.

Banerji, D., "Health Economics in Developing Countries", Journal of
India's Medical Association, 49, pp. 417-421, 1967.

This article emphasizes the utility of integrative health activities
into general economic activities so that the health activities do
not interfere with the economic system. The author stresses the
role of health as a contributor to economic growth. The tasks ac-
complished by health economists in cooperation with planners include
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the development of instruments for measuring social events; the iden-
tification of the fields of health where the maximum results can be
obtained with available resources; and the furnishing of help is im-
proving management of health services.

21.

Banta, J.E., Effecting Changes in Health Behavior in Developing
Countries in Archives of Environmental Health, Vol. 18, 265-268, 1969.

In this article Banta provides his analysis of the mistakes made in
transferring modern medical technology to developing nations. He
discusses barriers and stimulants to health change to be found in all
societies. Rather than suggest how to do it right, Banta suggests
the procc of health change is too complex for one solution. He
suggests t,,e way to make progress in this direction is to educate more
public health specialists, emphasize health education in developing
countries and stimulate research in the behavioral and social sciences.

22.

Barlow, R., The economic effects of malaria eradication, Ann Arbor,
University of Michigan School of Public Health (Bureau of Public
Health Economics, Research Series No. 15) 167 p. 1968

This study presents a methodology for measuring the long-term ef-
fects of malaria eradication on per capita income and applies that
methodology to Ceylon for the period 1947-1966. It is based on the
conclusions of P. Newman in regard to the demographic consequences of
eradication (held to be responsible for 60% of the increase in the
demographic growth rate observed in Ceylon). The author uses a sim-
ulated model for measuring the effects of a health programme on eco-
nomic growth. When applied to eradication the model reveals the ef-
fects on the per capita income, the manpower available, and capital.
The results indicate that eradication leads to a short-term increase
and a long-term decrease in per capita income. The validity of the
results depends on the validity of the model; the model employed
seems unable to reflect the true situation, especially as regards the
long-term aspect and the structural changes and interactions between
demographic and economic changes.

23.

Beals, Alan, Strategies of Resort to Curers in South India, Asian
Medical Systems: A Comparative Study, Edited by Leslie, Charles,
Los Angeles: University of California Press, 1976.

References under source in which this article occurs.
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24.

Benyoussef, Amor, World Health Organization, Geneva; Wessen, Albert

F., Brown University, Providence; Utilization of Health Services in
Developing Countries--Tunisia, Social Science and Medicine, Vol. 8,
pp. 287-304 1974.

This paper is based on a WHO study on determinants of utilization of
government health services in a province of Tunisia (Governorate of

Nabeul). Seven study areas were selected which were considered typi-

cal both of different types of health facilities and of towns and

rural settings in the province. In these study areas, an interview

survey of a sample of household was undertaken and the data gathered
from thp survey were linked to available medical records for the 3808

members of the 678 households studies.

The applicability of analyses of determinants of utilization in de-

veloped countries to the situation of developing countries such as
Tunisia is discussed. On this basis, a framework for further study
is developed which focuses upon modernization as the key predictor
of use of health services in developing countries. Some implications
and related practical recommendations for better management of the
health care delivery system in the studied area are also discussed.

25.

Berck, A.A., Anderson, R.L., Sasali, T.T. and Kawata, K., Health and
Disease in Chad, Baltimore, Maryland, The Johns Hopkins Press, 1970.

This is the report of comprehensive epidemiological studies by a

team of the Geographic Epidemiology Unit of the Johns Hopkins School
of Hygiene and Public Health in Chad. This book supports the conclu-
sion that a prior prediction as to the spectrum of disease in a given

population frequently may be in error. It reports on modern tools

and techniques in public health assessment that were used in these
field operations and comments on their validity and usefulness.

26.

Bice, Thomas W., and hite, Kerr, Factors Related to the Use of

Health Services: An International Comparative Study, Medical Case,
7(2), pp..124-132, 1969.

This article reports the results of surveys on the use of physicians

services in Chester, England; ChitteRden County, Vermont; and

Smederevo, Yugoslavia. The multivariate analysis results indicated

that levels of perceived morbidity account for the greatest amounts
of variance of utilization within each area, and that occupational

level of household heads and persons' tendencies to use services are

also related to utilization. The variable measuring availability
(less than 15 minutes away) of medical care contributed to explain-
ing differences in the use of physicians' services in Smederevo.
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27.

Bingham, Walter Van Dyke & Bruce Victor Moore, How to Interview,
Harper & Row, New York, 1959.

This text includes a discussion of basic principles of interviewing,
the roles of the participants in an interview situation, guideposts
to the interview, and the selection and training of interviewers.
Besides this section on general principles, the book contains specific
types of interviews in various settings: applicants for employment,
oral examining in civil service, public opinion polls, vocational
counseling, etc.

Bloon, Samuel W., & Wilson, Robert N., "Patient-Practitioner Relation-
ships", in Handbook of Medical Sociology, Ed. by Freeman, H.E., Levine,
S. & Ruder, L.G., Englewood Cliffs, New Jersey, Prentice Hall, 315-
339, 1972.

This paper elucidates various theories and treatments of the relation-
ship between the "medical professional" and his ":lient". This is a
contemporary discussion of the theoretical validicy of various concep-
tions of this relationship. The author focuses not on the question
of whether patterned expectations exist in this relationship, but in-
stead, on the assumptions which different theoretical positions take
about the nature of these expectations. This paper is limited in its
utility by its focus on the nature of patient-practitioner relation-
ships in modern Western society.

29.

Bogatyrev, I.D. & Rojtman, M.P., Methods of studying the economic
benefits of disease control, in: WHO Regional Office for Europe,
Health Economics. Report on a seminar, Moscow, 25 June-5 July, 1968,
Ccouenhagen, pp. 32-35, 1969.

The authors describe the application of cost/benefit analysis in the
USSR to the campaign against poliomyelitis carried out in 1955. The
effect of the measures was observed over the period 1958-1965. The
costs of the campaign include those of the research operations ef-
fected as from 11)55, vaccination, and treatment (medical visits,
transport, hospitalization). The losses prevented by vaccination
were estimated by evaluation of the number of new cases that would
have developed if the 1958 morbidity rate had continued. The over-
all losses avoided included: the cost of treatment and rehabilita-
tion; losses due to the incapacity or reduced activity of a certain
number of patients and comprising the pensions paid and the loss of
revenue resulting from the fall in activity; and losses resulting
from deaths. Losses connected with reduction in manpower were as-
sessed on the basis of the national income per worker (and not on
the basis of the average wage). In this particular case the ratio
between costs and benefits was 1:66.
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30.

Brunet-Jailly, J., Essai sur l'economie generale de la sante, Paris,
Cujas, 1971.

This economics thesis is an important contribution to the field of
health economics and to knowledge of the health system in France.
The instruments available for analyzing the health section are in-
adequate--particularly the national accounting systems--and do not
make it possible to show how health activities are integrated with
the economy. The author makes a structural analysis of the health
sector. The first part studies the structure of the production units
in the health sector (medical profession, establishments, etc.), their
characteristics, and the manner in which they are organized to pro-
duce medical services. The second part studies the mechanisms of the
health sector so as to show how the provision of medical services
operates. The input is represented by work and capital (including
research and teaching), the output by medical consumption, this de-
pending on certain variables (income, urbanization, etc.). The anal-
ysis of financing reveals the decisive role of the state in the field
of health and raises the problem of the rationale of state interven-
tion. The third part considers health within the broader framework
of the whole economic system. Economic analysis has recently en-
deavored to define the concepts and clarify the measurements of two
groups of problems: the benefits from expenditure on health and the
economic value of man. The author studies in detail the cost of
economic activity to man (effect of working conditions on demography
and the state of health and the economic cost of disease at the nation-
al level).

31.

Bryant, John, Health and the Developing World, London: Cornell
University Press, The Rockefeller Foundation, 1969.

This book is the result of a broad assessment of many countries
(Barbados, Biazil, Chile, Colombia, Ecuador, El Salvador, Ethiopia,
Ghana, Guatemala, Hong Kong, India, Jamaica, Kenya, Malawi, Nigeria,
';enegal , Sudan, Tanzania, Thailand, Trinidad and Uganda) . The study
was organi ed to: look at health problems of developing countries
and to iden t i fy or suggest more appropriate approaches to the pro-
blems. The field observations occurred between late 1964 and 1967.
In visi t in, a countrv the health team usually called on the Ministry
of [Heal tit or,as analogous organization studied its health care and
educational programs in urban and distant rural areas. The focus is
on the interrelationships of health needs, health care systems, and
the educat ion of health personnel.

The text is classic in the field. [t provides very useful descrip-
tions and analvses of various health problems and how they have been
treated and mistreated. fn the overview Bryant offers "Tihe Search
for Solutions" and some transcultural. principles of health care that
are part icularly use ful.
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32.

Candill, William, The Cultural and Interpersonal Context of Everyday
Health and Illness in Japan and America, Asian Medical Systems: A
Comparative Study, Edited by Leslie, Charles, Los Angeles: University
of California Press, 1976.

Referenced under source in which this article occurs.

33.

Carr, Willine & Wolfe, Samuel, Unmet Needs as Sociomedical Indicators,
International Journal of Health Services, Vol. 6, No. 3, 1976.

This paper discusses the Meharry Medical College Study of Unmet Needs
designed to measure the effectiveness of alternative health care de-
livery systems: (a) comprehensive care with broad outreach, (b)
comprehensive care with limited outreach, and (c) traditional care.
Unmet needs are defined as the differences between services judged
necessary to deal appropriately with health problems and services
actually received. The central hypothesis is that comprehensive
health programs will be more effective than traditional care in re-
ducing unmet needs. Unmet needs are viewed as measures of program
outcome and are one of several types of sociomedical indicators which
use factors other than biomedical or biological states as measures of
outcome. The distinction is made between unmet needs indicators and
health status indicators.

Various approaches to measuring unmet needs are discussed and the
rel ativelv limited focus of these is contrasted with the more com-
prehensive Meharry, approach. llousehold interviews and clinical ex-
aminations provide the data base for deriving professional. judgments
of unmet needs in the medical, dental, nursing, and social services
areas. The Meharry work suggests several areas in which further work
on unmet needs would be useful.

Clausen, Iohn A., "The Sociology of Mental Disorder", in Handbook of
Medical Sociology, ed. by Freeman, I.E. , Levine, S. & Ruder, C.,
Eng, lewood Cliffs, New Jersey, USA, Prentice Hall , pp. 169-188, 1972.

This paper presents a basic discussion of the nature and definitions
of major types of mental disorders. It also discusses the prevalence
of mental illness over time in the United States. The author provides
a social epidemiological analysis of mental disorder including the
stages of becoming a patient with such a disorder. lie also describes
the professional resources available in the American culture to indi-
viduals With mental disorders. This section includes a description
of the cu, ltural attitudes toward these levels of treatment and the
patterns of treatment at each level.
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35.

Correa, H., The economics of human resources, Amsterdam: North Holland

Publishing Company, 1963.

This work analyses tile economic aspect of human resources, which af-

fect economic life as production factors and as the final benefactor

of socio-economic progress. Although centered on the economics of

education, it is of considerable interest methodologically in rela-

t ion to health economics. The productive function of work is analyzed,

i.e. , the factors governing the quantity and quality of the labour

force. Indices established for several countries reveal differences

in working capacity resulting from variations in health status or nu-

trition, or both combined. The quality of the labour force is gov-

erned essential ly by education, which is studied in detail from two

point:; of view: the interaction between socio-economic phenomena and

the demand for education, and the link between the process of educa-

tion and the quali f ications obtained. The study also analyses the

connection between total product ion and labour from differeng angles,

especially the influence on production of the characteristics of the

labour force (health, education, etc.) and the decisive role of ed-

ucation as factor in economic development.

36.

Cosminsky, S., Decision making and medical care in a Guatemalan

Indian community. Ph.). dissertation, Brandeis University, Waltham,

Massachusetts, 1972.

Source not referenced.

37.

Croog, Sydney H1. and Ver Stey, Donna F., "The Hospital as a Social

System" in Handbook of Med'ical Sociology, Ed. by Freeman, H.E.,

Levine S. and Ruder, G. Englewood Cliffs, New Jersey, USA, Prentice

Hall, pp. 274-314, 1972.

This paper discusses characteristics of hospitals in the United States.

This includes descriptions of how hospitals are organized, a classi-

fication of health care institutions by function and control, status

systems and cultural subsystems. This includes a description of the

internal social environment of a hospital.

38.

Currier, Richard I., The Hot-Cold Syndrome and Symbolic Balance in

Mexican and Spanish-American Folk Medicine, Ethnology, an Interna-

tional Journal of Cultural and Social Anthropology, Vol. 5(3) pp.

351-363, July 1966.

A discussion of the folk medical belief in and practice of hot-cold
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classification. The author offers an explanation for the persistence
of this folk medicine and describes in detail the use of these con-
cepts in healing among Latin-Americans.

39.

DeKock Van Leewuen, J.A.C., Some Social and Emotional Aspects of

Health Manpower Planning Medical Care, 7(3) pp. 261-266.

This article reports on the use of medical teams and auxiliaries to
increase the quantitative output of professionals concluding that the
gain has been in depth not in output. The author describes and re-
views the literature in an informal style and discusses social prob-
lems that plague each approach. The paper documents the conflict
that is fairly common in health delivery teams. le attributes the
majority of it to status differences and a greater need for role
flexibility on the part of doctors. The article emphasizes the fact
that social value systems underly health manpower planning. The
author advocates thorough analysis of these systems before planning
is completed. '['his article demonstrates the need for consideration
of socio-cultural factors before manpower-planning can be effective.

40.

Douglas W., Illness and Curing in Santiago Atitlan. Ph.). disserta-
tion, Standard University, Standford, California 1969.

Source not referenced.

41.

Drewnowski, J. & Scott, W., the level of living index, Geneva, United

Nations Research Institute for Social Development (Report No. 4),
90 p. , 1966.

One of the aims of the United Nations Research Institute for Social
Development is to study the links between economic and social devel-
opment. Its efforts have centered on the clarification of certain
basic concepts (level of wellbeing, social capital, socio-economic
development, etc.) and the quantification. A level of living index
was prepared and applied to certain countries. The level of living
is defined as the level of satisfaction of the needs of a population
ensure( by the flow of ,,oods and services it enjoys over a given
per iod. The general level of living can be divided into several
components corresponding to different groups of needs: physical
(nutriti n, housing, and health), cultural (education, recreation,
securit\) , and others. The final level of living index is the
weighted result of a number of intermediate indicators. Statistical
and theoretical problems arise, especial ly in relation to the
weighing of the various factors. The study attempts to apply such
an index to 20 countries with varying socio-economic levels. Des-

pite the limited conclusions that can be drawn from it, it shows
the importance of such an index in the measurement of levels of de-
velopment.
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42.

Dube, S.C., Cultural Factors in Rural Community Development, The
Journal of Asian Studies, 16:19-30, 1955.

The author reports cultural features of India. These include the ten-
dency to reinterpret proffered medical innovations in terms of the

dominant themes and existing needs of the society. Renovation of
wells, paving of village lanes, construction of soakage and compost
pits are accepted because "they look new and good," "we must do what

the government asks us to do," "other villages are doing it and so
we must also do it," etc.

43.

Dunn, Fred, L., Medical Care in the Chinese Communities of Peninsular
Malaysia, Medicine in Chinese Cultures: Comparative Studies of Health
Care in Chinese and Other Societies, Edited by Kleinman, A., Kunstadter,
I. , Alexander, E.R. , and Gale, J., 1975.

This paper is focused on medical care in the Chinese communities of
Peninsular Malaysia, and especially on a preliminary view of what is
known of Chinese traditional medical behavior, in all its variety.
The account that fol lows is based upon a very limited literature (even
In the Chinese language) for Malaysia and Singapore, and upon observa-
tions and interviews in the Chinese communities of Kuala Lumpur and
its environs in the State of Selangor. It is added that the litera-
ture on traditional medicine in Malaysia is limited only with respect
to the Chinese (and Indian) communi ties. Malay medicine has been the
object of extensive research, at intervals over a span of at least
80 years (e.0,. Skeat 1900).

44.

)unn, Fred I., Traditional Asian Medicine and Cosmopolitan Medicine
as Adaptive Systems, Asian Medli cal Systems: A Comparative Study,
Editeud by Leslie, Charles, .os Angeles: University of California
Press, 1976.

Referenced under source in whicli this article occurs.

45.

Edgerton, R.B., The Individual in Cultural Adaptation: A study of
Four East African Societies. Los Angeles: University of California
Press. 1971.

This text provides a useful descriptive and analytic account of "men-
tal illness" in four East African societies.
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46.

Engel, G.L. , The Need for a New Medical Model: A Challenge for Bio-
medicine, Science, Vol. 196 (i#4286):129-136, 1977.

This article begins with a discussion of the controversy in psychiatry
regarding the utility of the medical model. The author then provides
an account of the hi story of the reductionist approach and the bio-
medicaI mode]. Finally, he discusses the limitations of this model
for all of medical science and the requirements of a new medical mod-
el, lie explains the functioning of this model with a discussion of
grief as a disease. The article concludes with a discussion of the
nature and basis of the conflicts in medicine over the psychosocial
and biological components of illness. This is a very useful article
for the in-depth look at modern medicine that it provides. The bio-
psychosocial approach has particular utility for understanding ill-
ness in developing countries and traditional or folk medicines.

47.

Evang, Karl, The Politics of Developing a National Health Policy,
International Journal of Health Services, Vol. 3, No. 3, 1973.

"S ince nat onal heal th pol icy is developed through the political in-
st ruments and modal it ies of a g iven country, it would be unrealistic
to prescribe a soltt ion appl icable everywhere. tlealth matters are
'in' in the political world, due partly to the rapidly rising cost
of medical Mare nd related social services, and partly to pressure
groups which have become aware of the potentialities of health ser-
vice. s in the population. Also, the 'man-consuming' sector of society,
indu.Stry and war mach i nes, can use man as lie is produced by nature
only to a limited extent; more must, therefore, be invested in his
lhe alt i . T 'iiim,' r , ei)cy period in health protection and promotion is
over in ti e r i tie r parts of the wo rld. IHowever, few countries have
yet produced a inational health policy. The difficulties encountered
in this ,r o est; are dLicuSsed, and it is suggested that a great deal
can bc IL earned f ro the initiative, in the 19 2 0s, of a recommenda-
t ion by the Heal th Section of the League of Nations that every coun-
try develop a nationa l food policy. It is argued that it is time
for the World leallth Org anization to urge its member states to de-
ve lop anid lit 1od mce a lat ional heal th poIicy. '

48.

Fabrega, II., Disease and Social Behavior: An Interdisciplinary
Perspectivy, Mas;achusetts: Massachusetts Institute of Tehlinology,
1974.

This book provides a theoretical analysis of the role of social
science inl mnedicine. The text is divided into three parts: (1) a
review and criticism of traditional approaches i.n social medicine
that includes a brIi f review of social and culm tural literature on
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illness, social biology of disease and limitations of ethnomedical
studies; (2) the analytical foundations of socto-medical study that
includes discussion of traditional disease definitions alternative
formulations of disease and a model of Illness behavior; (3) poten-
tial contributions of socio-medical study to disease concepts,
psychosomatic illness, the organization of medical care and future
research. Fabrega has made a substantial contribution to the litera-
ture that merges behavioral science and medicine.

49.

Fabrega, H., The Need for an Ethnomedical Science, Science, Vol. 189
(#4207) :969-975, 1975.

Fabrega presents his interpretation of the logic of biomedical dis-
ease conceptions. He explains in this manner how "moderWn medicine
is the folk medicine of the "modern" world with limited validity.
The author describes ethnoscience and an ethnomedical approach to
disease. He suggests with this approach that universal indicators
of disease rooted in social categories be used as indices of ILl-
ness. This behavioral approach is extended to treatment, diagnosis,
and research. Fabrega discusses the practical and contemporary im-
plications of such an approach and how this would move us toward a
theory of human disease. This art icle provides a succinct and use-
ful analysis of current modern medicine and the biomedical model of
disease. The ethnomedical approach he suggests has particular re-
levance to developing countries.

50.

Fee, E., Women and Health Care: A Comparison of Theories, Inter-
national J Health Service, 5. 3. p. 397-415, 1975.

"There are three distinct approaches to the analysis of women's posi-
tion in society, and thus of women's relation to the health care sys-
tem. Liberal feminists seek equal opportunity 'within the system,
demand equal opportunity and employment for women in health care, and
are critical of the patronizing attitudes of physicians. Radical
feminists reject the system as one based on the oppression of women
and seek to build alternative structures to better fill their needs.
They see the division between mar. and woman as the primary contra-
diction in society and patriarchy as its fundamental institution.
They have initiated self-help groups and women's ci n rs to extend
the base of health care controlled by women in their own interests.
Marxist-feminists see the particular oppression of women a s e,,nnerated
by contradications within the development of cap i tal isii. Women's
unpaid labor at home and underpaid labor in the wo rk force hoth
serve the interests of the owners of capital. TIhe bealth care sys-
tem serves these same interests; it maintains and perpetuates th
social class structure while becoming increa;ingly al ien;tted from
tht health needs of the majority of the lopulaL ion."
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51.

Field, Mark G., The Concept of the "Health System" at the Macrosocio-
logical Level, Social Science Medicine, Vol. 7, pp. 763-785, 1973.

"The health system is defined as that aggregate of commitments or re-
sources which any national society "invests" in the health concern,
as di at ingu i !;Ied from other concerns. The health system is viewed
in a ,tructural-functional perspective; it provides services to in-
dividuals who,,;e role performance might be jeopardized by ill health
and it occupies a specific structural position in social space. The
approach i also macrosociological, evolutionary or historical, dyna-
mid, relevant, and comparative. It seeks to test the hypothesis of
a "convergence" of the hbat.th system of industrial societies toward
a fairl y common pattern under the impact of certain types of univer-
sal constraints.

52.

Field, M. , Comparative Sociological Perspectives on Health Systems:
Notes on a Conceptual Approach in Kleinman et.al. (eds) 1975.

This paper p royvides a conceptual scheme to describe, analyze and com-
pare the nature structure, roie and functioning of the "health sys-
tem" ,f 'InV cultore. This article draws from other publications by
field. It inc Iude: a sociological 'definition of the generic "health
svstct ", a cultur;il and a systems analysis. In this paper there are
some brief appl icatio(ns of these concepts to East Asian and the
C:hinese, medical svo tam.

5 '.

Field, M., The Modern Medical System: The Soviet Variant in Leslie,
C. (Ed.) Asian Medical Systems, London: University of California
I're s.a, 1976.

'This L;e lect ion offers a conceptual analysis of the modern medical
Sv tSt II d root raast; the western approach to that of the Soviet Union.
This is o:;eful for its conceptual analysis and as a description of
tit, Soviet modt I. The discussion of the Soviet system also provides
a pL r!.pec ivo tiy 0 the influence of political idiologies as they affect
a ie ai tI h a ya t em.

S4.

Foon- an , Sotong, Some Beliefs and Practices Affecting Health of the
\bori in (Orani, asl i) of Bukit Lanjas, West Malaysia. Southeast
Aol,;-i_ 1Thrniou r f jTroj([ca Medicine and Pibl ic H1ealth, Vol. 3(2) :267-
276,, 19 7:!

'I'his art i, e rports the author's investigation of some of the be-
li cf and practices affect ing the heal th of a small group of aborigines
living in Boki I 1,njas. The author discusses the history of the
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people; traditional beliefs and practices; the role of medicinemen;
techniques of prevention of sickness; contact with non-traditional
medicine. The author concludes that despite their use of modern
curative services, they have not accepted scientific explanations of
causation of illness.

55.

Foster, C., Relationships Between Spanish and Spanish American Folk
Medicine, Journal of American Folk Medicine, Vol. 6, pp. 201-219,
1953.

This article provides an account of the history of humoral medicine.
It includes tracing of humoral science from Greece and Rome to the
Arabic world; the introduction of this tradition into Iberia with
the Moorish occupation of that region; and the diffusion to Central
and South America.

56.

Foster, George, Relationships Between Theoretical and Applied Anthro-
pology: A Public Health Program Analysis, Human Organizati6n, Vol. 11
(3) pp.5-16, 1952.

This article addresses a research problem: how can the anthropolo-
gical axiom - "in order to work with a people it is essential to
understand their culture" - be translated into terms that would be
meaningful to administrations of public health programs in develop-
ing countries? The article includes brief descriptions of folk
medicine in Latin America and descriptions of the quality and nature
of interpersonal relations. The author makes a series of program
recommendations for successful public health projects, and includes
example; of the successful use of these recommendations. In addi-
tion, five anthropological concepts or methodologies are discussed
with relevance to this research endeavor. Those concepts are func-
tional[sm, cultural relativism, creole culture, the comparative
method and the justification for generalized anthropological field
work.

57.

Foster, ;., Tzintzuntzan, Mexican Pea'santries a Changing World,
Boston, Little, Brown and Company, 1967.

Source not referenced.

58.

Foster, George, Traditional Societies and Technological Change,
2nd Edition, New York: Harper and Row, 1973.

This is a very useful guide to understanding the many implications of
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providing technical assistance to developing countries. The author's
viewpoint, as an American considering intervention, is also instruc-
tive. The section entitled "Ethics in Planned Change" is useful as
a history of this tradition that discusses political, moral and value
issues that don't receive enough attention in the literature.

59.

Fox, Renee, The Sociology of Modern Medical Research, Asian Medical
Systems: A Comparative Study, Edited by Leslie, Charles, Los
Angeles: University of California Press, 1976.

Referenced under source in which this article occurs.

60.

Frank, J.[)., Persuasion and Healing, Baltimore, Johns Hopkins Press,
1961.

Frank posits that certain specific emotional states accompany the
condition of disability that is brousht about by underlying disease
processes of a biomedical nature. These emotions are analogous to
those Western man has labeled as hopelessness, despair and anxiety.
The consequences of these emotions for the sick person are negative,
probably through the hormonal imbalances with which they are asso-
ciated. These hormonal conditions contribute to a deterioration of
physical status: at the same time, the behavioral correlates of
these emotions can interfere with proper rest, hydration and nutri-
tion, which aid the body in its attempts to fight the disease pro-
Ce SS.

61.

Edited by Howard E. Freeman, Sol Levine and Leo G. Ruder, Handbook
of Medical Sociology, Prentice Hall Inc., Englewood Cliffs, New
Jersey, USA, 1972.

This is a basic textbook in the area of Medical Sociology. It dis-
cusses at a theoretical level various aspects of health services.
This Inciides discussions of the sociology of illness (social fac-
tors, social-psychologlcal factors, addictive disorders and mental
illness); Iractitioners patients and medical settings (medical. ed-
ucation, d.!nta] practice, nursing, quasi-practitioners, the hospital,
patient prictioler relationships); sociology of medical care (health
orgaanizations, medical practice, community public health, politics
of health); strategy, method and status of medical sociology in its
history (methods of research, historical perspective). The book
includes a bibi ,,? iphy relevant to this field.
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62.

Gallagher, Eugene B., Lines of Reconstruction and Extension in the
Parsonian Sociology of Illness, Social Science and Medicine, Vol. 10:
pp. 207-218, 1976.

"Talcott Parson's paradigms of the sick role and the therapeutic
relationship form the basis for his sociology of illness and have
provided the impetus to a substantial amount of empirical research

and conceptualization in medical sociology. These paradigms are

linked to the conceptions of il.ines! as deviance and the physician
as an agent of social control. in the author's opinion, further
theoretical development is necessary to account for significant
health/ i. Lness phenomena whi ch the deviance conception cannot en-
compass. The phenomena under consideration are: (I) chronic ill-

ness, wherein there is no possibility of the patient's return to
health; (2) patient self-help and self-treatment; (3) the acquies-
cent posture of the medical. profession in the face of widespread
health-risking behavior; (4) the failure of many health institutions
to promote maximum rehabilitation in patients; and (5) the contra-
diction between the high position of personal health in the hierarchy
of American values and the extent of preventible ill health. Later
Parsonian formulations which view illness as impaired adaptive capa-

city rather than deviance, and which attribute less importance to
social control and to medical instrumentality, offer a fruitful

prospect for a more thorough-going conceptualization."

63.

Gallin, Bernard, Comments on contemporary sociocultural studies of
medicine in Chinese societies, Medicine in Chinese Cultures: Com-
parative Studies of Health Care in Chinese and Other Societies,
edited by Kleinman, A. , Kunstadter, P. , Alexander, E.R. , and Gale,

J. , 1975.

This paper summarizes a series of papers in this original source.

The author's main point is: "So long as traditional Chinese values
persist it is likely that the efficacy of secular Western and Chinese
medicine will. be fully realized only if they are utilized in combi-
nation with traditional sacred Chinese medicine. Curing requires
a concern lor both the physiological and soiciopsychological aspects
of illness. So long as seculiar medic a I :;%, tefins do not demonstrate
both of tlhe ,e concerns, then we can e:.)ect to find the continued
utilization of tihe sacred medical system along with them. In addi-
tion, so long as secular, scientific biomedicine remains fallible,
even those illnesses perce ived to be caused from within the body will

continue to be treated by traditional Chinese sacred medicine."

64.

Garrett, Annette, Iuterviewi nJ: Its Priny i le s and Methods, Family
Welfare Assoclation of America, New York, 1942.

This book presents basic information on how to interview, interview-

er's attitude and essentials of good interviewing. The "essentials"
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section provides a number of practical hints about the physical set-
ting of the interview, how to record information, the confidential
nature of the interview and the importance of background knowledge
on the part of the interviewer.

65.

Glittenberg, J., Adapting Health Care to a Cultural Setting, Ameri-
can Journal of Nursing, Vol. 74 (12):2218-2221, 1974.

This article describes medical techniques and strategies of treat-
ment used in the Guatemalan highlands. The author stresses the use
of the cuandero and grujo as well as the modern medical doctor by
the people and the acceptance of that situation by the modern medical
doctor.

66.

Good, B.J., The Professionalization of Medicine in a Provincial Iranian
Town in Health Care Dimensions, 3:51-65, 1976.

This paper describes the rise of modern medicine in a provincial town
in Iran. The author uses two case studies to demonstrate that the
professionalization of modern medicine in this area is q process in-
volving active competition among a variety of medical practitioners
for the right to practice medicine. This article is useful as a por-
trayal of the politics involved in bringing modern medicine technology
to developing countries. It also depicts the political play involved
in the integration of service and health planning.

67.

Graham, Saxon and Ruder, L.G., "Social Factors in the Chronic Dis-
eases", in Handbook of Medical Sociology, Ed. by Freeman, H.E.,
Levine, S. and Ruder, G., Englewood Cliffs, New Jersey, USA, Prentice
Hall, pp. 63-107, 1972.

This paper discusses and presents the theory behind social epidemio-
logy--a method for tracing disease causation through social phenomena
and agents. The author emphasizes the role of stress and measurements
of social stress n; they affect health. Status changes and status
inconsistencies that produce stress and create illness conditions
are discussed. Social[ factors affecting the recovery process and re-
habilitation are also included. This paper is only focused on Western
culture. The examples are of Western health prob']ems, most frequently
can ce r.

68.

Gracia, M.F., Analysis of Incidence of Excessive Alcohol Intake by
the Indian Population in Montana, Medical Anthropology, Grollig,
Francis and Haley, Harold, Paris: Mouton Publishers, 1976.

Referenced under source in which this article occurs.
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69.

Grollig, Francis and Haley, Harold, Medical Anthropology, Paris:

Mouton Publishers, 1976.

This volume contains papers given at the Pre-Congress Conference on

Medical Anthropology held in 1973 at the Stritch School of Medicine

of Loyola University of Chicago. Papers representing four themes

and a summary position paper within each are presented. The four

themes are native and cultural aspects of healing; specific subject

papers; Interaction of traditional and Western medical practices;

and theoretical aspects of medical anthropology.

70.

Grottanelli, Vinigi, L., Witchcraft: An Allegory? Medical Anthropo-

logy, Grollig, Francis and Haley, Harold, Paris: Mouton Publishers,

1976.

Referenced under source in which this article occurs.

71.

H1aley, Harold B., Endemic Goiter, Salt, and Local Customs in Central

Ameri[ca: Prevention of a Preventable Disease, Medical Anthropology,

Groll ig, Francis and Haley, Harold, Paris: Mouton Publishers, 1976.

Referenced under source in which this article occurs.

72.

Gui de ines for Gathering Cross-Cultural Information, Office of Pro-

graml Developmient Publication, Indian Health Service, U.S. Department

of Health, Education and Welfare, April, 1970.

This brief (12 pages) paper provides basic principles and considera-

tions for the acquisition of health information from a culture dif-

ferent from that of the inquirer. Using the American Indies culture
as an example the paper presents ways of identifying bias in the in-

quirer aind the culture being studied. The paper presents format and

h.asic conside-rations to be made when collecting data through inter-

views. Survey questionnaire techniques are presented with an empha-
sis on prat ical problems and solutions. Also included is a brief

statement on reportini, and the interpretation of data collected by

these ne.hods. The paper rncludes an annotated bibliography on re-

search techniques. This i. a useful paper for preparation and train-

ing of those who conduct interviews or administer and design survey

q u C s t 1 o U 1 a i r e s
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73.

Harrison, Ira and Cosminsky, Sheila. Traditional Medicine, An
Annotated Bibliography of Africa, Latin America and the Caribbean
New York: Garland Press 1976.

This text provides 1135 annotated references concerned with Africa,
Latin America and the Caribbean. The topics covered include: gen-
eral traditional medicine, ethnomedicine, ethnopharmacology, health
care delivery systems, maternal and child health, mental health and
public health.

74.

Hart, D.V. , Bisyan Felipino and Malayan Humoral Pathologies: Folk
Medicine and History in Southeast Asia. Data Paper 76, Southeast
Asia Program, Department of Asian Studies, Cornell University.

Source not available. Referenced in Logan, 1973.

75.

Harwood, A., The hot cold theory of disease: implications for treat-
ment of Puerto Rican patients, Journal of the American Medical
Association, 216:1153-1158, 1971.

This article presents data from three sources: observations of medi-
cal. practices in 64 Puerto Rican households; responses to • ques-
tLonnaire concerning postpartum practices and infant care administered
to 27 mothers; and anecdotal reports from medical personnel at the
Martin Luther King, Jr. Neighborhood Hlealth Center. iarwood reports
useful data about the naive integration of traditional and moden
medicine made by these people.

76.

Healt Ii Tra in ing Resource Material. Program and Trainin g .Journal,
Action/'eace Corps.

This training manual includes a chapter on culture resource material
providing sensitization for Americans dealingt with health problems
In developing nations. Tonics discussed include values in American
culture, the cultural context of health educat ion, problems of intro-
ducing public health programs in developing areas, and the role of
bel iefs and customs in sanitation programs. The second chapter
presents "how to's" for community health education. Discussions, in-
cilude the group approach to intro(du cinmig new ide 1, , commun itv org an-
Ization aimed at encouraging village people, to want to use a latrine,
a case' study of a project to bring latrines to a rural community, a
suggested outl ine for use by countries in discussing healtIh edulca-
t Ion of the public, and documentation of commun it Y data . The third
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chapter provides sanitation resource materials related to basic health

sanitation, safe drinking water, clothes washing, personal hygiene,

dishwashing, household pest eradication, waste disposal, food storage

and preparation, and infant care. The final chapter discusses school

health education with "how to's". Topics include the contribution of

teachers to child health, correlating health with other subject areas,

suggestions for a health teaching unit, learning activities, a draft

syllabus for health education of ages 6-11, and health education of

the tropical mother in feeding young children.

77.

Helt, Eric, H., Economic Determinism: A Model of the Political Econ-

omy of Medical Care, International Journal of Health Services, Vol. 3,

No. 3, 1973.

"Existing economic models of the medical care sector are character-

ized by unrealistic assumptions concerning (a) the relationship be-

tween medical care and health, (b) the economic behavior of both con-

sumers and providers of health care, and (c) the nature of politics

in the American culture. The model of the economy of medical care

proposed here attempts to correct for these logical and empirical

inconsistencies. The central argument is that the medical care sys-

tem promotes not the health of the people, but instead, economic,

political, and cultural inequality for a health profession's and

economic elite. When stresses within the medical system threaten

the institutional conditions that sustain this inequality, they are

reestablished through state-sanctioned collective action."

78.

Honigman, J.J., Handbook of Social and Cultural Anthropology, Chicago,

Rand McNally, 1973.

A standard cultural anthropology text. This book includes a useful

chapter entitled "Medical Anthropology."

79.

Hyman, Hubert If., Interviewing in Social Research, University of

Chicago Press, Chicago, Illinois, 1954.

This book provides information about the effect of the interviewer

on the interview situation. This subject is discussed in some de-

tail. The following chapters are particularly useful to persons

interested in the effect of the field Interviewer on the interview

situation and upon the validity of the data collected: A Frame of

Reference for the Study of interviewer Effect; Sources of Effect

Deriving from the Interviewer; Interviewer Effect Under Normal

Operating Conditions; Reduction and Control of Error.
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80.

Hughes, C., Of Wine and Bottles, Old and New: An Anthropological
Perspective on the 'New' Family Physician. Health Care Dimensions
3:37-49, 1976.

The author suggests that the revival of the family physician in
America is a response to basic socio-psychological needs in episodes
of illness. The article relates the functions of the shaman to those
of the family physician to support a cross-cultural phenomenon. It
includes a detailed description of the therapeutic techniques of a
shaman "in action" among the Apache Indians of the American South-
west.

81.

I mperato, Pascal J. , Nomads of the West African Sahel and the Delivery
of Health Services to Them, Social. Science and Medicine, Vol. 8,
pp. 443-457, 1974.

"This paper presents the experiences had in delivering health ser-
vices to pastoral Tuareg and Maure nomads living in the West African
sahe 1. Because of the rudimentary nature of the existing general
health services structure and existing attitudes towards health
services among nomads, the mass campaign technique was employed. Be-
tween 1968 and 1971 campaigns were directed at Tuareg and Maure groups
living ill Mali, auritania, Niger, Senegal and Upper Volta."

82.

Imperato, P.,., Traditional Medical Practitioners Among the Bambara
of Mali and Their Role in the Modern Health Care Delivery System,
Department of Health, City of New York and linistry of Public Health
and Social Affairs, all I , Trp. (eogj r. Med. 27 (1975) 211-221.

"The Bambarla of Mali, who ar;t. sondejitary agriculturists, number about
two mI l iolI alld arC t ho noa;t important ethni c group in the country.
They are IN.ra l Ii v b,.int, [ I.ri;o d, but- retain many animist beliefs.
rhe'i- traditional m-11'.Il art s;y tem possess a he terogenous group
of p ra t it i on : rs who haIve I t hiter an a imis t or an is lamic culture
ref e rence . The t rad it i ona I Led i ; I care system of tile Bambara was
st id ied , and an e \'t I nat ion t the, quai I it v nf i t s practitioners made
on the basis o)f I !Iurvey o(,n( Lted in 128 villag es over an eight-year
period. 1)rinc, the ;tudv, )tatient s, traditional practitioners andmodurn hea Ith workers! we r, i t e rv i owed and the Ir at t itudes towards
one. another recorded and anal ':ed. Certain catogories of traditional
pract it i tner,; liave a definito constructive role to play in a modernhe:Ilth care deli*ye v svsteln. Otthetra:, lowever, have had a long his-
tory and hi 'h incid nce 0)l carlat anisi, Legi t-lmazation of these
categories and the i r incortorat ion into the modern health care sys-
teni is not r-ecommended.'"
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83.

Jaspan, M.A., Health and Illness in Highland South Sumatra, Social

Anthropology and Medicine, Edited by Loudon, J.B., New York: Academic

Press, 1976.

This ethnographic account presents an analysis of traditional environ-

mental knowledge and its relation to concepts of health in a particu-

lar cultural context. The author also describes conceptions of ill-

ness and diagnostic categories among these people. He provides a

developmental perspective on disease and illness.

84.

Ingham, J.M., On Mexican Folk Medicine, American Anthropologist,

72:76-87, 1976.

A description of folk medicine and practices related to health and

diet in Mexico.

85.

Jelliffe, Derrick B., & Bennett, F. John, "Cultural Problems in

Technical Assistance" in The Cross-Culture Approach to Health Be-

havior, Ed. by Lynch, L.R., Cranbury, New Jersey, USA, Associated

University Presses, inc., pp. 43-58, 1969.

This art icle focuses on difficul ties in conducting research on and

providing technical assistance in developing countries. The techni-

cal assistance he uses as an example is maternal and child health

care. The article focuses on the difficulties in collecting data,

the unreliability of and problems with statistics -,nd the interfer-

ence or non-compliance a culture may provide with )eliefs, rituals

and taboos. The article presents insights into these difficulties

and methods of surmounting or dealing with them.

86.

Johns, Lucy, Chapman, Thomas, and Raphael, Morton, Guide to Finan-

cial Analvs is and nt roduction to Economic Impact Analysis for

H/-alth Planiini, U.S. D)epartment of Health, Education and Welfare.

Publi, Health Service. Health Resources Administration. Bureau of

Health Planning and Resources Development. Division of Planning

Methods and Technology. National Health Planning Information Center.

DIIEW Pub icat ioi No. (HRA 76-14513) June 1976.

'his th i rd publ icat ion in the Health Planning Methods and Technology

series is a guide for health care planners for performing economic

and financial analysis of health care service projects. The guide

presents basic concepts and theorips in health economics and insti-

tutional finance. It offers to planning agency staff, review
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committee members, and agency board members an approach for reviewing
the financial feasibility of health service projects. The concept
of economic impact analysis is also introduced.

87.

Kapur, R.L., Mental Health Care in Rural India: A Study of Existing
Patterns and Their Implications for Future Policy, Brit. J Psychiat.
(1975, 127, 286-93).

Three separate studies were carried out to examine the patterns of
mental health care in in Indian village. The first examined the con-
ceptual frameworks of the various traditional and modern healers.
The second was an attitude study inquiring about the type of healer
favoured for psychiatric consultation. The third was a population
survey In which every person with one or more symptoms was asked if
he or she had consulted anyone for relief of distress. A conclusion
was reached that any scheme for introducing modern psychiatry into
rural areas should make use of the locally popular healers, both
traditional and modern.

88.

Kiev, A., Curanderismo: Mexican American Folk Psychiatry, New York:
Free Press 1968.

This book makes an important contribution to cross-cultural studies
of mental health. It is very useful for understanding the belief
systems in Mexico and how these affect mental as well as physical
health.

89.

Kiev, A., Maj,,jc Faith and Healing: Studies in Primitive Psychiatry
Today. London: The Free Press of Glencoe, Collier-Macmillan Limited
1964.

It is the a im of th is antho logy to unde rline cert ain of the common
as well. as unique elements in the healing methods and beliefs of
various groups throughout the world for the value such clarification
will have in providing a clearer perspective on social and cultural
factors in psychotherapeutic processes. This is a fundamental text
in the cross-cultural examination of mental illness and treatment.

90.

King, Maurice, Cross-Culture Out look in Medic ine In Medical Care inlDeve lopirig Countries, Ed. by King, M. (Nairobi, Africa, Oxford Uni-
versity Press) Chapter 4, 1966.

tig makes the point that culture is equivalent to the sum total of
the customs, beliefs, attitudes, values, goals, laws, traditions
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and moral codes of a people. It is invisible. In remarking on the

importance of understanding a culture he notes that usually one ac-
cepts the visible parts of a strange culture and unco'.sciously grafts
onto them invisible clements from one's own culture, lie asserts that
a deliberate cross-cultural view is necessary for the purpose of an

efficient and effective application of techniques. This brief paper
is useful for the limited specific questions it suggests should be
asked to obtain a cross-cultural view.

91.

King, Maurice, Medical Care in DevelopinjCountries, A Primer on the
Medicine of Poverty and a Symposium from Maherere, (Nairobi, Africa,
Oxford University Press, 1966.

This symposium was compiled as a tool for doctors working in develop-
ing countries and students preparing to work in them. The author

posits that medical care in developing countries is a ma jor challenge
and that it has a distinctive quality. 'Med[cal care is the study of

how the fundamental knowledge embodied in medic ine and putlid health
can best be applied to the benefit of a communi ty." The symposi Lu

presents actual methods to be used in developing count ries to pro-
vide the results of medi cal care. The text includes methods and

manuals available on virtually every aspect of medical care (e.g.,
blood transfusion, anesthetics, maternity care, immuni ing children
under 5 years, diarrhea in childhood, the economy of a district

hospital, the architecture of hospitals and health centers, admnin-
istration and teaching, etc.).

92.

King, Stanley, "Social Psychological Factors in Illness" in H1andbook
of Medical SocioloLvy, Ed. by Freeman, II. E. , Levine, S., and Ruder,
G;., Runglewood Cliffs, New Jeriey, Prentice Hall, pp. 129-147, 1972.

This paper presents the posi tion that the etiology of disease must
be considered multi-causal. The author discusses three ways in which
social psychological factors can be associated with disease: Psych o-
somat ic--where an ind i vidual ' s interpersonal envi ronm lent causes dis-
ease; psychoological and social variables that fa ci 1 itate the action

of biological or physical disease agents; lifestyles or customs that
result in vulnerability to disease. Within each of these categories
King Presents theories or examples accounting for the affects and
process of these psychological factors impacting as idsease. This
paper emphasizes tie import ancC of expect at ions e ga rd i n1g cause and
treatment that affect the perception of being iii.

93.

Kiteme , Kamut i , rrad it ional African Medi ci ne , Medi cal An throp.loly,
Crollig, Francis, and Haley, Ilarold , Paris: Mouton Pu'l I ishers , 1976.

Referenced under source in which this article occurs.
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94.

Klarman, H.E., The distinctive economic characteristics of health
services, Journal of Health and Human Behavior, 4, pp. 44-49, 1963.

The author describes the specific economic characteristics of health
services that differentiate them from other services. Medical care
corresponds to an objective need, not linked to ability to pay, and
is regarded as having priority. Illness cannot be foreseen in terms
of individuals but can be foreseen in terms of groups, so that the
financial resources to cope with it must be calculated on an overall
basis. The "consumer" has no clear idea of the effectiveness of
medical care, which he can judge only with difficulty. The profit
motive is lacking in certain cases and cannot be used to explain be-
havior. Health and education are sometimes "linked products", in the
case of university hospitals for example. Econemic systems play an
important part, especially in the field of prevention.

95.

Kleinman, A., Kunstadter, P., Alexander, E.R., and Gale, J., Medi-
cine in Chinese Cultures: Comparative Studies of Health Care in
Chinese and other Societies, Department of Health Education and Wel-
fare, Publication No. (NIH) 75-653, 1975.

This book includes papers and discussions from a conference held in
Seattle, Washington, USA, February 1974. It is a publication of
Geographic Health Studies, John E. Fogarty International Center for
Advanced Study in Health Sciences 1975. The series of papers in-
clude field research reports (epidemiological, anthropological, and
clinical) in the areas of Chinese culture and medicine, psychiatry
and public health. A section on contemporary socio-cultural studies
is particularly useful. These papers relate contemporary and his-
torical views on medicine in Chinese societies.

96.

Kochar, V.K. , Schad, G.A., Chowdliury, A.B. , Dean, G.G. , and
Nawalinskl, T., Human Factors in the Regulation of Parasitic Infec-
tions: Cultural Ecology of Hookworm Populations in Rural West Bengal,
Medical Anthropology, Grollig, Francis and Haley, Harold, Paris:
Mouton Publishers, 1976.

Referenced under source in which this article occurs.

97.

Kriesberg, Harriet M., Wu, John, lollander, Edward D., and Bon, Joan.
Methodological Approaches for Determining Health Manpower Supply and
Requirements (2 Vols.) U.S. Department of Health, Education and Wel-
fare, Public Health Service. Bureau of Health Planning and Resources
Development . Division of Planning Methods and Technology. National
Health Planning Information Center, DHEW Publication No. (IIRA) 76-14512.
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This second publ icat ion in the Heal th Planning Methods and Technology

series describes and evaluates various methods used to determine pre-

sent and futurt health manpower supply and requirements.

98.

Lambo, T.A., Traiitiolnal African cultures and Western medicine. In

1. l'ovn _, r, cLd. Culture and MedicIne London: Wel. come Institute

Pub 1 i cat: i on s.

Lambo reports on t radi t Ional Afri can t reatment of mental illness.

The author uses :4tudies o these t r, atment techniques to develop a

new and successful treatment approach combininb traditional and mod-

ern treatments and yielding insights into psychiatric problems assoc-

iated with modernization. This provides a useful illustration of the

integration of modern and traditional treatments of mental illness.

99.

Landy, David, Culture Disease and Healing, New York: MacMillan and

Co. 1977.

This is a very recent text on medical anthropology. It offers a

very use !ul overview and (etaileId perspective in the field.

100.

Langer, A., Hcnshi aw, IP.S. , The interacting effects of public

health, fertility behavior and general economy on standards of living.

American I Medical Science, 2 30:119-127; 484-490; 605-621; 231:407-

425, 1955-1956.

A global index was constructed by the authors for classifying coun-

tries in accorciance with various factors (birth rate, mortality,
)opu.lat ion !inC re(i,;Ls; and density, calorie intake, energy consumed,

income per heal) . Countries can be classi fied In broad categories

in a,_-corid;nce with this index and the authors feel that the factor or

I ct rs S . iIn I at in , r blocking economic development can be deduced.

)i f e r-en t Cl I Il1t ions are made in the study to di s;cover how to Main-

tain or improve the level of living i.n countries at different levels

of econolic dcvC V op1 on1t) lIea I t ;I c it vi ties should be undertaken in

a p ianiicd and balan ced un er. In the first, stages of development

they may well yid economic bone fits as gre:lt as those of investment

ill Other sectors.

10! .

Last, Murray, Tile Presentation of Sickness in a Community of Non-

Muslim Hausa, Social Anth ro o 1 ogv and Medic ine , Edi ted by Loudon, J.

B. , New York: Academic Press, 1976.

This article discusses field study among these people; their concep-

tioils of medical concepts;; perceptions of sickness; and the moral

54



and ritual aspects of sickness. This is useful as a description of
cultural views of illness. An appendix offering a summary of Hausa
medical concepts is also pertinent.

102.

Leeson, Joyce, Social Science and Health Policy in Preindustrial
Society, International Journal of Health Services, Vol. 4, No. 3,
1974.

"In spite of unfortunate legacies from colonial days, social scien-
tists in the health field in the Third World could make an important
contribution by examining why 'rational solutions' are not applied
to the multitude of problems that exist. This would require an his-
torical analysis of the status and roles of health personnel, and a
recognition of the contradictions between the interests of the metro-
politan countries and the urban elites of the Third World, on the
one hand, and the rural masses on the other. The principles guiding
the health services of the People's Republic of China have led to
very different and apparently more appropriate services, but it seems
unlikely that these will be applied elsewhere under present circum-
stances."

103.

Leininger, Madeline, "Towards Conceptualization of Transcultural
Health Care Systems: Concepts and a Model" in Health Care Dimensions
3, ed. by Madeline Leininger, F.A. Davis Co., Philadelphia, pp. 3-22,
1976.

In this brief article Dr. Leininger provides a history of her pur-
suit of a formal transcultural health care perspective in the health
care profession. The article includes a discussion of fundamental
serious problems that occur in transcultural health work: ignorance
of the local people's viewpoint on health and health care systems,
inattention to the social structure and various social systems of
which the health system is a part; culture shock, cultural imposi-
tion of one's own values, beliefs and practices on another group,
ethnocentrism regarding the American and Western health system as
vastly superior. Also presented are general concepts involved in a
comparative or tranzcultural study of health care like indigenous
versus professional systca_5. A transcultural conceptual health model
that provides general systems and sources of values and information
to be studied is presented. The author suggests this model is use-
ful to study, analyze and compare health care systems of various
nations.

104.

Leslie, Charles, Asian Medical Systems: A Comparative Study, London
University of California Press, Ltd., 1976.

This text is the result of the fifty-third Buy Mortenstein Symposium.
The Symposium aim was to develop new lines of research in medical
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anthropology through the study of Asia's medical systems. The text

contains 19 articles on the following topics: the great traditions

of Hindu, Arabic and Chinese medicine; the structure and character

of cosmopolitan medicine; the adoptive significance of medical tra-

ditions; the culture of plural medical systems; the ecology of indi-

genous and cosmopolitan or Western medical practice; medical reviv-

alism; and a perspective with suggestions for further research by the

philosopher W.T. Jones who attended the Symposium.

The articles note historical development of medical traditions, meth-

ods of cure and research in various parts of Asia. An emphasis of

these papers is comparative cases within each medical tradition. The

editor identifies three main streams of medical practice and theory

that originated in the Chinese, South Asian and Mediterranean civi-

lizations. The historical roots of these, modern representations

of them and their relationship to Western or cosmopolitan medicine

are the foci of the various papers.

105.

Lessa, W.A., Chinese Body Divination, Its Forms, Affinities and

Functions. Los Angeles: United World, 1968.

Source not referenced.

106.

Levin, A.L., Cost-effectiveness in maternal and child health, impli-

cations for program planning and evaluation. New Eng. J Med., 278:

1041-1047, 1968.

This study briefly discusses the results of cost-effectiveness anal-

ysis applied to 10 maternal and child health programmes. The results

are presented in terms of deaths avoided, handicaps prevented, etc.

The author stresses the limits of such a method of analysis as a

decision-taking tool in the health sector. It is necessary, however,

so as to arouse awareness of the lack of basic data, encourage the

better use of resources, etc. It should find a place in the overall

analysts of the health system of which the various special programmes

form part and should stimulate research on health indicators.

107.

LeVine, R.A., Culture, behavior and personality: An introduction to

the comparative study of psychosocial adaptation, Chicago: Aldine,

1973.

This text provides an introduction to the field of culture and per-

sonality research. That is the comparative study of the connections

between individuals (their behavior, patterns and mental functioning)

and their environments (social, cultural, economic, and political).

The book includes an overview of existing theories and methods related
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to this interdiscipl inary effort; a discussion of "popula t ion psycho-
logy," an evoIutionary model of culture ond personal I ty ; and a dis-cussion of a variety of research Invest i g:'t lng individual d isposi-
tions in certain social settings. The interdisciplinary nature of
field covered by this text makes its content theoretical and hypo-
thetical. It provides few in-depth applications to developing na-
tions, bt i. ts principles could be applied to those people.

108.

Lewis, G., A View of Sickness in New Guinea, Social. Antlroilogy_ and
Medicine, Edited by Loudon, 3.1. , New York: Academic Press, 1976.

This article discusses main distinct ions in illness; behavior inserious illness; communication with the sick person; the verbs for
sickness and their implicat ions; possible motives for behavior dur-
ing illness; classification of illnesses; responsibil [ties in assum-
ing sick behavior; problems of comparing i l.lness ]nd disease. A use-ftil depiction and analysis of the meaning of health and i llness in
New (;linea.

109.

Lewis, 0. T 1jotzlan, Village in Mexico, New York: Holt rinehalrt and
Winston, 1960.

An anthropological account of 1 i fe in Mexican vii laiges. This des-criptive text includes detailed accounts of hell ing and the preven-
tative strategies built into lifestyles of the people.

110.

Logan, M. , 11lmoral Medic ine in Guatemala and Peasant Acceptance of
Modern Medic ine , Ifunan -ruin i zation 132 (4) p. 385-395, 1973.

This artil o discusses the hist:ory of hIumoCral medicine, its struc-
t ure anId tlit, fnnct ions it serves for the pe. asantL i n1 ti uatema la.
Logan provie s an analysis of the cognit ive LVtem tlit Unlde l-ies
i11u ra I c I as s i f i ca t i on lIe d I s c u ss e.s and per V t s o r a lpl 1 je l how
commitment to humoral medic inc can impede effective mod ica]l care.
Additional v he provides suggestions for improving hica th care to
t 1e1 e people.

ThIi is is a very seful document for understand ing huioral eiedic ine
and the belief system of I nd ians and Lad in peasats in Gua tema Ia.
Logan provides ins iglit into how t1 is system can be integrated into
inodern medicine in rural areas.

Ill.

Loudon, J .B., Socia I An tli ropelog, and Medicine (Ed) New York:
Academic Press, 1976.
Th is is a col lection of papers presented at. the annual conference of
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the Association of Social Anthropologists held in 1972 at the Univer-

sity of Kent at Canterbury. The papers are based on field research
and address three questions: what concepts have been found related

to etiol ogy or the modern medical pathological process; what notions

regarding normality and deviations from that exist and how do they

compare with those employed in the biomedical approach, and are dis-

tinctions made within indigenous systems of medical classification

that correspond to or are more useful than the notions of disease and

i1e1 ess . Sevwral of these papers are referenced separately in this

do ciime n t

112.

Loveland, FranklIn 0., Snakebite Cure Among the Rama Indians of

Nicaragua, Medical Anthropo__y, Crollig, Francis and Haley, Harold,

Paris: Mouton P'ublishers, 1976.

Referenced under source in which this article occurs.

113.

lynch , I. R Ldd i ck , The Cross-Cultural Approach to lealth Behavior,

C rin iury , New ,lersey, USA, AssocLated University Presses, Inc. , 1969.

This text i; a compilation of twenty-four separate research studies

and articles on cul tiirai groups throughout the world, including the

Americas, Africa, Asia and island groups in the South P.acific. These

are presented to fami liarize the reader with various cultures and to

convey th , point that cLusto m is the bas is for thought and action.

The fi r,;t part of the book is a series of articles that serve as

hu ido I ines for tht, applic .tion of anthropological perspectives to

heal th practice s in developing countries.

Maclean, C.. I!., hospitals or healers? An attitude survey in Ibadan,

Human 0A !Y_- K tto., 25 :1 31-1 39, 1966.

T r. ; rti c I fc ociises on the phenomenon of competing medical systems.

Th1ie author il l.;tit raltes how residents use, in a complementary fashion,

Mle jdi cl I aci lit ies and personnel attached to care systems that are

conceptual lv oppo;ed. She includes a descript ion of the existing

W.,e r I r '; c i e 1t if i c I e dl a I l care syste m that presents an alternative

to the ui;ic of tiradit honal healers i n l a dan. The data were obtained

as part o f a o;urVey funded by the British Empire Cancer Campaign,
and tiet . 1(1 V provide; an exainpIe of tie incre sin g reliance on

s o c i a I s c i en t i s t ! f o r an a 1. ys es o f me d ical care pract ices. Use of

facil ities and remedies; prescribed by both medical tradition!; is

compared by sex and social grouping. Restil ts indicate that the
"emerging middle class" does not respond to treatment of 1.1 ness

differently from the group living in the traditional Yoruba pattern.
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115.

Madsen, C., A study of Change in Mexican Folk Medicine.Middle Ameri-
can Research Institute. Publication 25. New Orleans: Tulane
University Press, 1965.

Source not referenced.

116.

Madsen, W., Hot and cold in the universe of San Francisco Vecospa,
Valley of Mexico, Journal of American Folklore, 68, p. 123-139, 1955.

A useful account of the use of hot and cold attributions in the lives
of people in this area of Mexico.

117.

Mak, C., Mixtec medical beliefs and practices. America Indigina,
19:125-150, 1959.

A description of medical beliefs and practices. Some of these have
been altered over time.

118.

Martin, Katherine Gould, Medical Systems in a Taiwan Village: Ong-
la-kong, the plague god as modern physician, Medicine in Chinese
Cultures: Comparative Studies of Health Care in Chinese and OtherSocieties, Edited by Kinman , A. , Kinstadter, P., Alexander, E.R.,
and (;ale, J. , 1975.

In this paper the author describes the setting and background of the
Ong-ia-kong cult and an evening's session with them; the kinds ofailments and treatments used; and distinctions between medical prac-
tices associated with Ong-ia-kong and the rest of health care avail-
able. Ong-ia-kong is one of the many cults in the Chinese sacred
medical system. Other types of health care are Chinese secular
medicine and western-style medicine.

1 19.

Mead, Margaret, Reciprocities Between Domestic and Overseas ttealthServices Inventions, Journal of Medical Education, 42:822-825, 1967.

The author discusses the needs of health care in the United Statesand developing nations. She emphasizes a need for a single standardof excellence for worldwide health care exclusive of race or economic
status. tier depict [on of developing countries includes a pride inthe past as well as a will ingness to participate in health care
innovations. This is carefully distinct from her depiction of the
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culturally deprived and disadvantaged of the U.S. Given the needs in

hot-h are'as tLe author calls for a health profession that is nonhier-

arch ical, independent of status based on degr-es. She also suggests

the creation of experimental health service centers in which developed

and developing countries can work together.

120.

Mechanic, A. Medical Soctology, New York, The Free Press, 1968.

This is a basic text In medical sociology. The author has selected

for inclusion what he believes to be the fifteen most important and

common arcas of act ivity in medical sociology. These are: distri-

buti on a ol ctI Ilo'cv of disease; cultural and social responses to

il In,'s.; ,; :10o-, L1ttlral aspects of medical care; mortality; social

cpidemilo,-,v oran izat ion of medical practice; sociology of the

hea! In, occtpat Ion.; ; sociology of the hospital; community health

org ,.:ni i H n ;;s :,cial change and health care; medical education;

;t ess :m1 1d :i '; social and community psychiatry; health policy

and po i1  i t [ :;

1 '. 1

M rt)n, Robe rt K. , Fi ske , Mar. or e , & Kendall, Patricia 0. , The

Foc ue:d _ otrv jew: A Manual of Problems and Procedures, The Free

're;. , (;1en coe, Illinois.

'i is goo discw;.e; one method of interviewing. A "focused inter-

view" deatls with a .situation in which the interviewer is asking ques-

t i,00s ab, lt ;11 event 41r experience which is familiar to the respon-

d Cint . Fi 'm o:mplo, an interviewer asking questions about the service

0f a l th ZI I , Onter with an individual from a community served by that

l10;1 1 t i cel l ,r w 111 d be an ex amp 1 e o f a focused in t e rv iew

1I12 2

Mes s;ig, Simon 1)., Emit;s and Etics of liealth Problems in Ethiopia,

Me eIl_(,.at. An hr..tPj)o_ l o , Grol lig, Francis and Haley, Harold, Paris:

Moot 1 IobI iIshe r, , 1976.

Referenced under .source in which this article occurs.

123.

Messinf, S imon I). , Discounting Health: The Issue of Subsistence and

Care in an Undeveloped Country, Social Science and Medicine, Vol. 7,

PP. !11-916, 19 73.

'l (1'0 c0 eOpt ',tisounOt in 1 health' is tproposed as a heuris tic model.

t01- a 1;1;1 's V I! diiffering, pirceptions concerning 'cost-benefit', as

tb's' r lat'' to systems of health care. 'Thij procedure became nec-

esIrv during analysis of data gathered in rural Ethiopia to measure
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the effectiveness of new Health Centers. This article includes a re-
port of an evaluation of a health care incervention program. The
author proposes the "discounting health" model as an explanation of
the people's perception that was not taken into account in creating
and evaluating the program.

124.

Messing, Simon D., Social Problems Related to the Development of
Health in Ethiopia, Social ,cience and Medicine, Vol. 3 pp. 331-
337, 1970.

This article attempts to trace, briefly, some of the etiology of in-
terrelated problems in a country in which traditional values have not
been distorted by a foreign-established colonial period, and which
has experienced only superficial change in modern times. This makes
it possible to view relationships more clearly than in other under-
developed countries where they may exist in more complex forms.

125.

Mintz, S.W., Casamelar: the subculture of a rural population in The
People of Puerto Rico, J. Stewart (Ed) Urbana: University of
Illinois Press, 1956.

Source unavailable for reference.

126.

Muntgomery, Edward, Systems and the Medical Practitioners of a
Tamil Town, Asian Medical Systmes: A Comparative Study, Edited by
Leslie, Charles, Los Angeles: University of California Press, 1976.

Referenced under source in which this article occurs.

127.

Navarro, V., Systems analysis in the health field, Socio-Economics
of Planning Science, 13, pp. 179-189, 1969.

Health constitutes a system that can be broken down into subsystems
(hospital treatment, domiciliary treatment, etc.). It is possible
to study the movement of individuals through each system (admission
of patients, movements between departments, discharges). This ar-
ticle examines the application of systems analysis to the field of
health service planning. The author reviews different planning
models that have employed the systems analysis approach, and dis-
cusses their limitations.
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128.

Navarro, Vincente, M.D., D.M.S.A., Dr. P.H., A Critique of the Pre-

sent and Proposed Strategies for Redistributing Resources in the

Health Sector, Medical Care, Vol. XII, No. 9, September, 1974.

This paper is divided into three parts. The first contains a brief

description of the past and present distribution of physicians in the

United States. In part two, it is postulated that the present stra-

tegies for change based on the 'market' ideology implicit in most

types of health legislation will not correct., but may strengthen, the

maldistribution. In part three, alternative strategies for change

are presented, with recommendations for (1) shifting the planning and

regulatory powers over the health sector from the private to the pub-

lic sector, and (2) democratization of health institutions, with con-

trol of these institutions by elected representatives of both those

who work in them and those In the communities who are served by them.

The possibilities of adopting these strategies in this country are

discussed in the light of some international experience, and with

consideration of the present economic and political realities of the

Uni ted States.

129.

Ndeti, Kivuto, The Relevance of African Traditional Medicine in

Modern Medical Training and Practice, Medical Anthropology, 
Grollig,

Francis and Haley, Harold, Paris: Mouton Publishers, 1976.

This article discusses African traditional medicine at some length.

The author attempts to show the evolution of men who draw from phy-

sical, social, and humanist perspectives to provide rational explana-

tions for life and the inevitability of death. A useful description

of traditional medicine and how it needs to be integrated into modern

medical practices and training.

130.

Ngubane, H., Some Aspects of Treatment Among the Zulu, Social

Anthropology and Medicine, Edited by Loudon, J.B., New York: Acade-

mic Press, 1976.

This article describes social and traditional treatments of illness

among the Zulu. Additionally it explains cultural beliefs that sup-

port these treatment procedures. The author suggests that causality

and treatment are understandable and more significant if seen in the

context of the mythology that supports the culture.

131.

Obeyesekere, Gananath, The Impact of Ayuruedic Ideas on the Culture

and the Individual in Sir Lanka, Asian Medical Systems: A Comparative

Stdicy, Edited by Leslie, Charles, Los Angeles: University of Califor-

nia Press, 1976.

Referenced under source in which this article occurs.

62



1 32.

Olesen , Vi rgini-i, Conve rgences and Divergences Anthropology andSociology in IleaLtti Care, Social Sclnce and Medicine, Vol. 9, pp.
421-425, 1975.

Historical and social influences; have shaped medical sociology andmedical anthropolog'y in similar ways, yet have produced different em-phases within these disciplines. Medical sociology, in particular,bears the imprint of sociology departments where most of its practi-tioners, s cholars and teachers have been trained. Eight major sub-stant ive problems are noted as areas where the disciplines could pro-
fitably work Lo ,etler.

I 133.

Opler, Morris E., 'hle CuIlt ural Definition of ilIness in Village India..Ilumirll O:rlV.nlnizf it i-onl, Vol . 22 (I), pp. 32-40, 1963.

This art i c I ed(lseribes the practice and mean ing of Ayurvedic scienceil lIndii. Opler describe,; iIll dtail the explanations for sicknessthat are usetd and how treatment i-; integraliv related to these con-Sep t i on s . Th i ; a r t i ( I e i t; aI cI ass i c i n t h is I i t e ra t u r e . It offersa very sL ii I (t ta i ld ( Ies ri pt ion of the belief system and methodsof i id -ii o tise s; v!; t e lls; i m ellde( i c lei ii riir a 1 n d i a

134

Urso, E., lot and cold in folk medicine of the island of Chira, CostaRfco. Workin ' Papu. Institute of Latin America Studies. Baton
Roilgo , oI. iui s Lana SL:itc University.

Source tl;iV il;iblo - o 1"i- reference.

Paul, Benjamin, "P\ithrop, logical h'erspectives of Medicine and Publiclia Lt h'' , Annal; of" tLie Aiserican Academy of Political and SocialS ci enc_-es, 346, pp. 14-4 i, l ic lir , 19 63.

In tii; art- icl. ltisil (A IIci di;li-es rt oi :is he seoes for diffIculties Initill lti ' it I in oof t W(-.;t (- t- I tlih Itr,,graili of dF i,;e;as e p)revention. Thisi s a 1i.; , I ill dIc ;o ipt lon o el ' . ic proh I esi in tranls;nli Lt ing healtht e cl io 1o g. I t st- rv? s ll-c dt-!; c r i t and ; wa r eniie s s purposes than
P r ,S; i 1Pt i ye si ri . t I,) ii; o r Ia i ;a

1 "16.

B 11 , B. , tl 1h C U I r I U r ;1 ili (;o l7i 1 i tV, New Yor k: ltu ssfll S;ig e
"o uld a t i Ii , I 955

Tl is vo I lel 1p ro v l dt; c;L s c mat ie r i a I Al I the cases are wri tten bypersons Wito Wee il ( i reLt l v involved in the action or who l ived in the

63



community long enough to assess the situation at first hand through

direct observation or interview. The case studies have been selected

not because they represent excellence of program or praiseworthy ac-

complishment but because they illuminate various facets of community

process. The cases are grouped in six sections: Re-Educating the

Community, Reaction to Crises, Sex Patterns and Population Problems,

Effects of Social Segmentation, Vehicles of Health Administration,

Comb ining Health and Research.

137.

Planning National Nutrition Programs: A Suggested Approach. Vol. 1,

Summary of the Methodology. Office of Nutrition, Bureau of Technical

Assistance, Agency for International Development.

A systems approach is proposed for planning nutrition programs. The

principles of the approach and an analysis framework for the nutrition

system are defined. The national nutrition system with such sub-

systems as the consumer, food supply, food distribution and processing,

and other related systems are descr[bed. Analytical aspects of the

selection of target groups and tentative goals are presented. The

art of intervention is addressed; Identifying types and points of fn-

tervention, comparing interventions, and evaluating nutrition inter-

vention. A final section Is devoted to strategies and tactics of

nutrition pLanning and programming including discussions of the value

of nutrition interventions, the organization of nutrition planning,

and the cost of nutrition planning.

138.

Plog, Stanley C. and Edgerton, Robert B. (Editors) Changing Perspec-

tives in Mental Illness, New York: Holt, Rinehart and Winston, Inc.

This volume contains a series of papers addressing basic questions in

the field of contemporary social psychiatry. Particularly relevant

to a cross cultural perspective on mental illness are these: "On The

Recognition of Mental Illness," Robert B Edgerton; "Cultural Change

and Mental I I lness," A.I".C. Wallace; "Transcultural Psychiatry: Re-

search Problems and Perspectives," Ari Kiev; ''Cultural Variations in

the l)eve lopment of Mental illness," Ierbert Barry, III; "A Comparative

Study of Psychiat ric Disorder in Nigeria and Rural North America,"

Alexander Leighton; "'athology Among Peoples of the Pacific," Ernest

Beagli.iole; "Mexican-Americans and Anglo-Americans: A Comparative

Study of Mental Hlealth in Texas," William Madsen; "Japanese-American

Mental I lness,'' [arry II. L. Kitano.

139.

Polunin, I., Disease Morbidity and Mortality In China, india and the

Arab World, Asian Medical. Systems: A Comparative Study, Edited by

Leslie, Charles, los Angeles: University of California Press, 1976.

Referenced under source in which this article occurs.
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140.

Porkert, Manfred, The Dilemma of Present-Day Interpretation of ChineseMudicine, MLd irlle In Chinese Cultures: Comparative Studies of Health.IIare in (:i I i ,c and Othe r Soct. ties, Edited hv Kleinman , A., Kunstadter,
I. , Al ':: onde E.R. , and Gal , ., 1975.

flit' ; i t)th I- d,'h'',r-I e ; the, nature and intent of this article: It can be,timlima I- i-zI.-d .is in atte Ilpt to (after underscoring the fundamental metho-dol ,,i al dili ft r nce, hence the mutually complementary and not compe-
it iv a itiirt , Chiit's- and Western miuedicines): (1) show up diffi-cult ies iiipedlili the Jilllla'l,,Iw tionl of both systems; (2) demonstrate

t !, lit i itv of al!.Ltelrisli Zit. tenipts, hence the necessity of purpose-il! l\' dir'CtL'Ld efforts to 'ichii ve this amalgamliation; and (3) give a
i ill) So' ot Lii 1 vast iIIcrIement of knowledge that will result if this

ilg 'ji,: , LtIon A1 S os i i Ve y a C1 i h Ve d

Poi rkt rt , Minfred, The Intel le, tial and Social rmpulses Behind thetivol t ion o) f rrad it ionia Chineie Medicine, Asian Medical Systems: A
C it I)aIa -- iv3e _StId., Edited ht)y esl ie, Chrles, Los Angeles: University

t C ( it I t)- iu I' r-es , 19 76 .

t- t-t' i' t- d ui it (I (- -c e ii whi h I l It this art Ic cc cu rs.

lorki-rt , .inf ri.d, ']h IT lmTeoret. ical Foundation of Chinese Medicine,
,;ifn<ic'lin.;~tt , US1' , Mas;aci husetts Insti tiit:e of Technology Press, 1974.

Tii,; bok r,'; .' .: al hiiit' tili ;ill] t heoretical examination ofin', ; d I icilu. c . In ;lddit flii t-o the backg round it provides examples
if r-.'inte pi-'r .lta ion (t- iinicint theories and those of non-Western

iIt I,-.' int, modern trri ,. 'i'l' , author cogen tly argues that simple
I ;"it: I',i1 lo al if (llib t LL i .; ic ia to. What is nece.ssary and is

I at i'd in itti i , .i is ;i i litt e, iil c mpreliension of the theories
hi il lie t i I h, I ic;1I and irii'i a I seott in g,

I'rss, I., The urbatn Curandero, American Antiropologist, 73:741-756,
1 9 7 1.

ThLs airticil reports oil the activities and methods cif curanderos inturban areas. it illustrates the will ingness if peopli, to incorporate
,mode rn medical tpractices into Lheir therapeutic strategies.

I 44.
Pr.'s , - . , Uc r an 1 liti's.: P lv 1c I ci ari, u.:re rs and dual use in Bogota,
.ioU '1; It I t ItF lie lt. hi ;I I d S(I i; I lIIT:i vior', 10: 209-2 18, 1969.
'lTI iS St ud i-5 1 r11.' 11at i v ,Vituolli or uting. Tip, i n B o go ta, Columbia
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145.

"Priorities in inte rnat Ional technical assistance health programs.

Joint statement by the Public lealth Di visi on of the Fore ign Operations

Administration and the Public IHealth Service and Children's Bureau of

the U.S. Department of Ilea I ti, Education, and Welfare.

This paper discusses the need for the establishment of priorities in

health technical assistance to the developing world. Factors deter-

mining prior it ies are enumerated as: technical and administrative

feasibility, early recognizable results, results attainable relative

to cost, takeover ability by host country, and number of persons af-

fV L t C (I

146 .

Purdum, B. , Gordon, R. , Michelson, ). , Health Care in Colombia In

Vlor ida MedIcal Assoc I at ion iJournal , 61(11): 828-830, 1974.

This art icl' ri ef Iy descri bes public health programs and medical

training in Colombia. This article is useful for descriptions of the

government pr,o I as for pub i c health an d medical education. No des-

cript ions or tradit ional treatment approaches or culture are offered.

147.

Quintani 1 la, A. , Effect of Rural-Urban Migration on Beliefs and Atti-

tudes Toward Disease and Medicine in Southern Peru, Medical Anthro-

p-oiov, Crol ig, Francis and Haley, Harold, Paris: Mouton Publishers,

Referenced under source in which this article occurs.

148.

Read, N. , Culture, lie alth, and Disease, London, Eingland, Tavistock

PIubI Icat ions , 1 6

,the first part of tiis book covers the essential background for under-

stand(I i n); popIc' react i on to mode rn health pro ramiiie s. The hazards

to hieIL th, inheCrent in an e.×Ict ilg and often hostile tropical environ-

llen t Are re I ;Itd to people's own attempts to deal w ith sickness and to

I-) reL,:;erv' measure of heal :h. These p';ictices are presentedi here as

a 'sy I t e of t | adit i)nal I;c ,Ii-c'I f or s i ck prop lr, inc o r p ormatilnlg the

CO 11 pl C ) t 0 1 F) 1 k m ed i c i ne a (I t l e it 0t M 0hodS of d v iinat ioil aid heal Ing,

tLogo ther with tihe rt Iationl of 'traditional practitioners' to modern

medI tIi ;I p 1 o' I . In Part s I I and III :some of the methods and find-

in , o f 'o( ia l s c i en L S t i !; W 0 Ila S t ii d I (Id t e so t r ad i t I ona I s y ste I s

ame t xp 1 a in d . The recognition o f the dna I process of social change

and soc i al coit i lt I t V and I t o re I ai on to the ainb ivalence of peopl e ' s

re s pons' t o e a I L h ) ro0 g rn11 i S 1 1 e iph ;IS zed aIs an essen t fa I in the

t raiiiin g of heal t t ) e r so ni n I f or work ill ru ll'al areas.
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149.

Redfield, R. and Park, M., The treatment of disease in Dzitas Yucatan,
Vol. 6, Contributions to American Anthropology and History, Washington,
D.C.: Carnegie Institution, 1940

This presents a pattern of hot cold classification among another Meso-
American group. It also discusses in detail treatment procedures for
physical and mental illnesses.

150.

Reichel-Dolmatoff, G. and Reichel-Dolmatoff, A., The People of Automa,
Chicago: University of Chicago Press, 1961

A description of the cultural lifestyles of these people in South
America.

151.

Rice, D.P. & Cooper, B.S., The economic value of human life, American
Journal of Public Health 57, 1954-1966, 1967.

Quantification of the value of human life is not new (it is used by
insurance companies) but it is encountered to an increasing extent in
cost/benefit studies of health. The aim of this study is to provide
precise estimates that could be used by planners. The economic value
of an individual is defined by his productive capacity and based on
the average income per age group, taking into account the average ex-
pectation of life at each age. Different values of human life are
calculated for the USA in terms of age, race, sex, and educational
level. Detailed tables are provided. The means of quantifying the
value of human life presented here are based on American values. For
this reason It should be used by a developing nation with caution.
However, the components included in the quantification provide guide-
lines for others.

152.

Richardson, M., and Bode, B., Popular Medicine in Puntarenas Costa
Rica: Urban and Societal Features. Middle American Research Insti-
tute, Publication 24, New Orleans: Tulane University Press, 1971

Souroe unavailable for reference.

153.

Roberts, B.J., Concepts and methods of evaluation in health education.
International Journal of Health Education, 5, 52, 1962.

This article describes the concepts related to evaluation, particularly
program effectiveness and efficiency. As is noted in the article, the
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former indicates the extent of objective achievement and the latter is
quantified by input-output ratios. The author stresses the notion that
evaluation is a continuous activity carried out at different stages of
the planning process.

154.

Robertson, L.S. & Heagarty, M.C., Medical Sociology: A General Systems
Approach, Nelson Hall Publishers, Chicago, Illinois, USA, 1975.

This is a textbook in medical sociology presenting contemporary princi-
ples and theories with useful criticisms and notations of qualifica-
tions. The authors, a sociologist and a medical doctor, present the
fundamentals of systems theory and discuss the relationship of social
systems to disease. The applications are only drawn for Western, pri-
marily American medical systems and health problems. The chapters with
international scope are brief and contain little technical information.

155.

Robertson, R.L., Issues in measuring the economic effects of personal
health services, Medical Care, 5, 362-368, 1967.

This paper sets out basic concepts in relation to the measurement of
the economic effects of personal health services, essentially in terms
of the working time gained by the decrease in illness and accidents.
This article is based on American notions of disease and productivity.
Hence, any use of it in non-Western countries should be done with cau-
tion.

156.

Rund, Nadine H., "Application of the social compass to the study of
health." Health Program Systems Center, Division of Indian Health,
September, 1969.

The Social Compass as a tool in comprehensive health planning is re-
commended. It is used to gather information focused on major aspects
or patterns of culture such as health, education, religion, govern-
ment, agriculture, manufacturing industry, economics, social organiza-
tion and others. The elements selected to systematically focus at-
tention upon the specific pattern are: history, space, relations, re-
sources, technology, knowledge and belief, values, goals, norms,
position, social rank, sanctions, and power and influence.

157.

Salzberger, R.D., Cancer: Assumptions. and reality concerning delay,
ignorance and fear, Social Anthropology and Medicine, Edited by
Loudon, J.B., New York: Academic Press, 1976.

The article presents the underlying assumptions affecting the recog-
nition of sickness. The author illustrates the universality of these
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assumptions and depicts their actual influence onl behavior in case
studies.

158.

Schmale, A.H., Giving up as a common pathway to changes in health. In
Advances in Psychosomatic Medicine; Vol. 8; Psychosocial aspects of
physical Illness, Ed. Z.J. Lipoloski, New York, S. Karger, pp. 20-41,
1972 .
This chapter presents hypothetical psychological conditions (emotions)
and processes that affect the progress of disease. The article re-
views current literature relevant to Frank's (1961) evaluation of the
medical-the:'apeutic efficacy of curing ceremonies in "preliterate set-
t i ,g;." The issues focused on are related to contemporary psychoso-
mat ic medicine.

159.

Scrimshaw, Susan, Anthropology and Population Research Application in
Fami 1 Planning Programs. Presented at the 71st annual. meeting of The
American Anthropological Association, Toronto, Canada, December 2,
1972.

This publication discusses the role of anthropology in population re-
search which is defined as including demography, the relat ionship be-
tween culture and ferti lty, investigat ion leading to development and
evaluat ion of family planning programs, and cli inical and laboratory
researchi on contraceptive methods and infertility. The spe ci f iC con-
tributions of anthropologists in all these areas are presented. An-
thropological, demography with a discussion of current. research are
presented. Areas where a knowledge of anthropology is likely to he
important for optimum delivery of family planning services include:
locatino of clinics, clinic hours, clinic staff, staff-patient inter-
action, communication, cl. inic procedures, ambiance and type of clinic.
Topics for research on the content of family planning l)rograms are
proposed to include: culture and side effects, mode of use, cost,
communication, knowledge of methods, practice of methods and attitudes.

160.

Scrimshaw, Susan C.M. , "Cultural values and behaviors related to
p0 pu I a t i on c hang e I nst itute of Sociology , E thics and tile Life
Sci euc e , 19 77.

An overview of the relat ion ship of cuIltura I values and ehaviors to
populat ion change is provided. Topics addressed include cultural norms
and tehav i ors regardIng fami lv size, cultural val ues and population
change at the family level, and cul tural values and popular ion change
in terms of fami ly pl anning programs. Four steps for the analysis of
cul tu ra I va ties and fan i Iy p I anning programs aire out I in ed: The author
s t a t es t h at mu cli o f t lie na t iona l and i n t e rin a t iona 1 h i t t e rness ove r
lamilv plann ing appears to st e m from two factors: '(I) lack of overt
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awareness; of h !culture-specificvalue eand behaviorswi ae

fertility and family size on the part o f peoplewithin and -outside:.the,
culture, (2) disregard (or ignorance of) these valuesbyindividuals
and agencies at both national and international levels.

~ 161.

Scrimshaw, Susan C.M., and Pelto, Gretal H., "Family composition and
structure in relation to nutrition and health programs: impact and
measurement." Paper prepared for a Conference on the 4 Evaluation of

the Impact of Health and Nutrition Programs, Pan'Amvrican Health Or-

ganization, Panama, August 1-4, 1977... :.. -:;!i>

The purpose of this paper is to aid in the conceptualization and oper

ationalization of outcome variables for studies. of the impact of

nutrition and nutrition-related health programs on family composition

and structure. An attempt is made to focus on outcome measures of.,
potential utility to action programs. After a presentation of the

relevance of the problem, this paper presents a model for ronceptual-

izing the impact of health and nutrition programs on family size and

structure. This model focuses on the most pertinent variables and

relationships in the experience of the authors., Section three de-.
lineates some basic methodological issues, while section four pre-
sents some concrete suggestions for data collection and analysis.

162.

Shiloh, A., A Case study of disease and culture in action: Leprosy
among the Hausa of Northern Nigeria, Human Organization, 24:140-147,

1965.

This is a presentation of a case study involving leprosy and its

management among the Hausa of northern Nigeria. The native beliefs

and orientations toward leprosy are contrasted with those of Christian

missionaries-who attempted to treat leprosy. Reasons for the success

of the government's treatment program which involved Western scienti-

fic methods are reviewed. This article is useful as an illustration ..

of how competing medical traditions can interact in a positive way
and lead to the control of a serious health problem.

163.

Shiloh, Ailon, The Interaction Between the Middle Eastern and Western

Systems of Medicine, Social Science and Medicine, Vol. 2, pp. 235-248,

1968.

The purpose of this paper is to explore the dynamics which can occur
when the system of medicine of the Middle East interacts with the sys-

tem of the medicine of the West., The hypothesis to be considered is
that, despite the apparent striking differences between the two medi-
cal systems, planned interaction can be of a positive nature with only
a limited area of possible culture conflict. This hypothesis will be
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considered by first analyzing the traditional system of medicine in the
Middle East and then structuring the interaction which can occur. Mat-
erial from studies of the interaction of other systems of medicine with
that of the West will be utilized to amplify and supporc the hypothesis.

164.

Siegmann, Athilia E., A Classification of Sociomedical Health Indica-
tors: Perspectives for Health Administrators and Health Planners,
International Journal of Health Services, Vol. 6, No. 3, 1976.

The conceptualization and operationalization of measures of health
status are considered. Health indicators are conceived as a subset
of social indicators, and therefore, as any social indicator, they are
viewed as derivative from social issues. The interrelationships of
different frames of reference for defining and measuring health that
have accompanied three distinct health problem patterns in the United
States are viewed from a developmental perspective. Mortality and
morbidity rates, the traditional health indicators, by themselves no
longer serve to assess health status in developed nations. Their de-
ficiencies as indicators serve as background for a classification
schema for sociomedical health status indicators that relates health
definition frames of reference, measures of health status, and heal,'h
problems. The role of a group of health indicators--scoiomedical
health indicators--in the current formulation of health status mea-
sures is assessed.

165.

Simmons, Ozzie G., Popular and Modern Medicine in Mestizo Communities
of Coastal Peru and Chile, Journal of American Folklore, 68, pp. 57-
7 1 , 1955.

This article is a classic in the field. It describes the major etio-
logical categories used to define and explain illness in these cultures.
The author emphasizes the important point of the willingness of popu-
.;. r medic ine and the people to accept a great deal from modern curing
practices. 'ie people see certain illnesses as curable hy doctor's
remedies, others by household or traditional and some illnesses as
curable by both means.

166.

Smith, Karl A., Health Priorities in the Poorer Countries, Social
Science and Medicine, Vol. 9, pp. 121-132, 1975.

The author discusses the complex problem of setting priorities in the
context of needs, felt needs and demands; and of the perceptions and
interests of those who finance, deliver and benefit from the delivery
of health services. Related methodological difficulties in data col-
lection are considered.
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167.

Sobier, R., Gaining Awareness of Cultural Differences: A Case Example.

Health Care Dimensions, 3:67-81, 1976.

This article describes the experiences of a nurse as she gained aware-

ness of cultural differences while treating an elderly Jewish man in

Belgium in 1958-1959. She recommends the importance of being sensi-

tive to cultural differences. In addition, she recommends against the

use of explicit criteria for the closing of nurse-patient relationships

of a psychotherapeutic nature. This article provides a moving descrip-

tion of the relationship between a patient and nurse. The utility for

obtaining a cross-culttural viewpoint or sensitivity is limited. The

article does offer an illustration of the integration into a patient's

culture and family that is sometimes expected for psychotherapeutic

treatment.

168.

Sobln de Gonzalez, Nancie, L., Beliefs and Practices Concerning Medi-

cine and Nutrition Among Lower-class Urban Guatemalans, American

Journal of Public Health, 54 (10) pp. 1726-1734, 1964.

This paper atte01 mpts to d(escribe the then-current medical and nutri-

t lonal bet i.ef!; and practices long lower-class urban Guatemalans. A

majority ()f the lad inos studied were born in rural areas and had moved

to the city in early youth. The study is based upon questionnaires

and interviewws examining these peoples conceptions of disease, nutri-

tion, contagious and metivat on for behavior and illness. This article

is useful as a description of the folk beliefs that have survived with

Ladinos integrated into a city life.

169.

Spiro, Melford, Ghosts, Ifaluk and Teleological Functionalism, American

Anth ropiol Io- st, 54, pp. 497-503, Oct.-Dec. 1952

M icrone';ia--D)escript ion of the I faluk religion and its impact on

heaI th and percept tins of illness. Primarily a psychological-psycho-

analyt ic interpretation of the function of these beliefs.

170.

Spiro, M.E. Burmese Suipernaturalism: A Study in the Explanation and

Reduction of Suffe-riuiE, Englewood Cliffs, New Jersey, Prentice lHall,
1967.

A study of indigenous medic Ine in Burma. This text includes detailed

descriptions of the belief systems that permeate this culture; how

they affect the lifestyle of people and medical treatment.
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4fill

Stablein, William, A Transubstantiated Health Clinic in Nepal: A -Model :
for the Future, Medical Anthropology Grollig, Francis and Haley!,_*iAA# I
Harold, Paris:, Mouton Publishers, 1976A

Refrend ninuerisource in wich this artile occurs,

172.

Struening, Elmer L., Approaches to Evaluation: Social Area Analysis,,
International Journal ..of' Health Services, Vol. 4, No. 3, 19 '74.

Definitions of evaluation research are given in this paper, followed
by a brief history and definition of social area analysis. Three typesof evaluation studies--descriptive, comparative or correlitional, an'd
experimental--are described and exemplified. The role of epidenmiolo-
gic data in describing catchment areas and in the identification andI.
location of high-risk populations is discussed. Applications of multi-variate statistical procedures for identifying salient dimensions ofdefined areas and for developing equations linking area characteris-
tics to rates of service use are described. It is concluded that ap-
plications of social area analysis methodology can make important con-tributions to the evaluation of health delivery systems serving catch-
ment area populations.

173.

Syncrisis: The Dynamics of Health, II: Honduras, U.S. Department of
Health, Education, and Welfare, Public Health Service, Office of Inter-
national Health, Division of Planning and Evaluation, May, 1972.

A comprehensive integration of the resources that Honduras has at [hand
would surely help the country break out of its circular dilemma of
disease-poverty-disease. Indeed, the fact that 'the major diseases
from which the population suffers--malaria, intestinal parasitism, mal-
nutrition, and respiratory diseases-are preventable and fall under the
jurisdiction of already established government programs points 'to the
fact that such programs deserve a higher priority and better adminis-
tration.

What appears to be a chronic state of ill-health is actually an uin-
reasonable demand made upon an inadequate public health sector.. The
health sector appears to be inadequate because of inadequacies of other

A public sectors. For example, thle population of HIonduras snffers frommalnutrition because the high protein foods. raised in Honduras are
primarily exported. Enteric infections run rampant because water and
sewage systems are virtually, non-existent, and water supplies are
contaminated by human activity. Education of the peiple of Honduras
in health care counts for very little because very few people finish
a secondary education. With only 65% of the available hospital beds
in use, yet with only 1/3 of the population ever receiving any health
care whatsoever, efforts at increased communication and availability
should be made. In addition, direct concentration on agricultural
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development, adequate water systems, education, and improved disease-

eradication procedures are in order. Much of this depends upon ad-

ministrative reform. These steps are designed to make better use of

existing health facilities and to change the relationship between the

health sector and other sectors from a negative one to a positive one,

thereby reversing the present trend of a population outdistancing its

means of support.

174.

Svncrisis: The Dynamics of Health III: Perspectives and Methodology,

U.S. Department of Health, Education, and Welfare, Office of Inter-

national Hlealth, Division of Planning and Evaluation, June 1972.

This document discusses certain key issues involved in health sector

assessments. They include the following: the epidemiologic basis

of planning, diagnosis of the health status of a population, assess-

ment of resource adequacy, inter-sectoral problem solving, a concep-

tual model of assessment of project impact, the costs of disease and

the costs of inaction, the role of health planning in health science

education, and family planning guidelines for model implementation.

175.

yncrisis: The Dynamics of Health V: El Salvador, U.S. Department of

Health, Education and Welfare, Office of International Health, Divi-

sion of Planning and Evaluation, October 1972.

This document is a sector assessment of the health status of El Sal-

vador. The framework for analysis involves geography, demography and

transportation, cultural characteristics, living conditions, nutri-

tion, population growth, major disease problems, and health care re'-

ceived. The conclusions of this analysis describe malnutrition as

the primary health problem, unavailability of health services and lack

of adequate sanitation are secondary and tertiary concerns, respect-

i ve L y.

176.

_,ncrisis: The Dynamics of 11ealth VI: Haiti (Revised), U.S. Depart-

ment of Hlealth, Education and Wel fare, Public Health Service, Office

of Internat ional leal th, ) ivision of Program Analysis.

This assessment evaluates the helalth sector of Haiti. The health

status of the population is examined and vital statistics are pro-

vided for maior disease conditions. The major communicable diseases

are discussed. Conditioning factors influencing the health sector

such as climate and topography, culture and history, politics, edu-

cation and communication, economy, and hous ing and sanitat ion are

evaluated. Nutritional statuis is consider,'d one of the primary health

concerns in Haiti and is addressed in this assessment as such. Agri-

cul ture is also evaluated with respect to market, administration,
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production and technology. The organization of public health servicesIn Haiti, involving financial resources, health infrastructure, healthmanpower, and training of personnel is assessed. National health anddevelopment planning, and assistance offered by international organiza-
t ions are discussed.

177.

Taylor, C.E. & Hall, M.R., Health, population, and economic develop-
ment, Science, 157:651-657, 1967.

The authors maintain that health is a particularly Important asset forthe peoples of the developing countries. The fact that economic growthhas ben be low that forecast and less than tile population increasecaused a react ion among some persons against health programmes, whichthey deem too effo ct ive. The authors point out the positive resultsccompan' ling the dove I opment of health programmes are real : exploi-tatiou of new land, improvement of and Increase in the labour force,and changes in attitudes and behavior. On the other hand, the authorspresenut t'videllce that shows a minimum health level is necessary for
1o ) 11 '1 t ion 1S to a gtl t'e o limit or space births; moreover, a minimlulnor.' i Z t ion of the health services is essential for the implementa-tion of a lamily planning 1 policy. In sum, the maintenance of healthactivitiels at a relatively high level in developing countries is jus-ti fied by tile authors not merely on humanitarian but also on economic
g ro und ds .

178.

Taylor, Kenneth, Body and Spirit Among tile Sanuma (Yanoama) of NorthBlrazil, Medil ]--Ailth rop o . , (rollig, Francis and Haley, Harold,
Pa r is Mo t on Pil I i s elie rs , 1976.

Re ft!refr ced undeir sou1rce iln which this artic le occurs.

179.

Teel in'-SmIfth, George, More Money into the Medical Sector: Is Thisthe Answer? International Journal of Health Service Vol. 3, No. 3,
19 73.

This paper (Illest ions the convent ional assumption that additional re-sources are t h oe.-t way of improving the quality of care providedunder a nation's heal tli service, It also challenges the propositionthat some d isea:;es will always remain simply too expensive to treat.It is toint-Cd out that tile proportion oi- health care concerned withl i fe and death situations is extremely small, and that the totalneeds re I atvd wit hI t ,hse as pe c ts of medical care are qui te limited.E:xtensive evidence is quoted to the effect that in other aspects ofmedical t reatment deal ing, with chronic progressive illness and withr e I a t i ve y I t r I v i a I di seaseo , th r 1e i s s ubs t an t ia I misuse o f resource s.TIis arises primarily because the present patterns of morbidity andof demand for medical care have not yet been fully appreciated. In
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Faddition, administrative Inefficiency -has, added to,'them waS teful use.#
~%. of reso urces * The paper argues that'-it is on ly_ i~n:the',caring, aspects1

Sof medicine, as opposed to 1its prvntien"crtv'ao~tta
the potential scope for..improvement, in quadlity o~f care is vi rtually~

11 e1 6 r-''

Z~ected Psychosocial' Variables \in' the Delay of Reaching the' Coronary ~ !

Care Unit, Acta Med Sad18 4.. pp. 315-317, October, 1975-

Sixty-one first admissions to a ooaycr nthv enaayze

regarding delay period from. onset of chest pain- to admission to the Y
'ICCU in relat~ion to psychosocial information collected'dfromI the-

closest relative. On th~e whole, psychosocial variables seemed to -- ~'
*play a' modest role in the determination~ of the 1elay~period. However, U~'

one on 'type A' behavior variable, inability to relax duiringlei-

sure time, was "related' to a shorter delay period. -Young subjects

tended to have a relatively short' delay. ,'

Tillyard, E.M.W. , The Elizabethan World Picture, New York:, The

Macillan Company, 1944.

This text describes 'life in England an'd includes descriptions of med-

ical and. folk medical treatments." Included is a description of the

influence of. humoral medicine in the' health of: theEniglish in certain

periods of history.

1
8 2

.

TopeyMajoreChinese and Western Medicine in Hong Kong:, Some, '

social 'and cultural' determinants. of variation,- interactioniand change,

Medicine in Chinese Cultures:' Comp'ara'tive Studies of Health Care in-

Chinese-and' Other Societies," Edited by Kleinman, A., Kunstadter, P.,:''

-'-Alexander, 'E.R., and Gale, J. , -1975. '- -- -

Referenced under source in which this article occurs.

Turner, U. , An Udemba Doctor in Practice1 in Kiev' A.'(Ed) Magic Faith-

and Healing, London: Collier-Macmil-lan Limited, 1964.

This chapter consists mainly of an-extended case-study of an<-Udemba

chimbaki. it. includes a detailed description of' the 'lifestyles and '-

belief systems-of this~group oj people in Rhodesia from 1950-19,54.

The ' author identifies the task of the"'chimbaki as remedying the ills

- 'of 'the~ corporate group while' taking :into acount the- nuances and-

delicate distinctions of inte'rpersonal relationship.
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184.

Tyler, David A., Resources for Development, Organizations and Publica-
tions, Action/Peace Corps. Office of Multilateral and Special Pro-grams, Program and Training Journal Manual Series No. 3A, August,
November, 1976.

This document provides an extensive list of organizations dissemina-
tLing resource materials for development. Agencies are listed fromthe United States, Africa, Asia, Latin America and other internation-
al areas. Information provided includes address, type of organiza-
tion, type of information or service provided, and a description ofthe activities in which the agencies are engaged. A separate sectionlists useful publications with a brief description of foci relevant
to developing areas.

185.

United Nations Conference on the Human Environment, Stockholm, 1972,
Subject Area IV.

This Conference report discusses the need for action in treating en-vironmental probleins that affcct human well-being. This includes adiscussion of the social and cultural dimensions of environmental
problems; social and cultural roots of the crisis; incentives for
action. This report also presents objectives of action, means oftaking action and recommendations for action. The recommendations
include: continuous social diagnosis; educational action; public in-formation and participation; conservation and creation and exchange
of information.

186.

Van Etten, G., Towards Research on Health Development in Tanzania,
Social Science and Medicine, Vol. 6, pp. 335-352, 1972.

The aim of this article is to suggest new ways of medical sociologi-cal. research in particular in relation to modern institutions pro-viding med ical care and tralining faci l ities. An attempt has beenimade to describe tlc ciiaracter j,;tics of socio-medical research intile past. It is a rg ued th at tra dit Ionally moist research in thisfield in Africa was concerned with subjects I Ike the syst m of tra-(itio.0al edicine in tile various ethnic ,rugups and cultural and
so c f a I f a c t o:- s r le I a t e I t o lie a I t I an d d i se a s e . T1 i s r t i c i e d is -cusses the need to( inve'S ti , ate thL' INodern L 1di ciI treat ment units,thie training centers an1d the medical profess ion in order to be ableto assess whether the pattern of medical care and the training sys--tem is wel l-adapted to thle political and social requirements of the
country.

187.
Weidman, Hazel ttitson, A Behavioral Science Perspective in the Com-
parative Appro,,-rh to the Delivery of Health Care, Social Science and
Medic ine, Vol. , , pp. 845-860, 1973
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lh is paper, written from a national point of view (that of the United

States) has internat ional applicability. it focuses upon problems In

the del I ve ry of hca Ith care. By suggesting a behavioral science ap-

proach to iuch matters, it offers a better means of raising health

levels than other discipl ine-bound efforts to date. The paper is

divided into six parts. Part one addresses itself to the importance

of, a behav io)ral so I ence perspect ive by critiquing several key refer-

ences which bear directly on the health services system. Part two

guides the reader to the available anthropological and sociological

literature on health behavior. it comments on the inadequacy of each.

Part threv provides a description of the comparative approach to

health behavior and suggests the extent to which methodological re-

filnement s have h-en made in recent years. Part four discusses the

appl icat ion of the comparative approach to the delivery of health

care issue. Part five stresses the magnitude of the need for a be-

havioral science perspective requiring simultaneous attention to

multtiple disciplinary dimensions. Part six refers to the behavioral

scLence perspective in specific program settings in the United States,

suggest ing, that this approach will assume an indispensable role in

the national effort of evaluation of the health care system.

188.

Weisbrod, B.A., Andreano, K.L., Baldwin, R.E., Epstein, E.1t., Kellog,

A.C., )1 sease and l.economic l)evelopment, Madison, The University of

Wfeconsin Press, 1973.

This is a report of a study of the economic and health impacts of

s chistosoluiasis and various control methodologies in St. Lucia is-

land. The rept)rt elaborates the problem of quantifying the effects

of disease cort rol technologies in developing countreis. This is a

use 1i11 casc ;tudy to nde rs tand Ing the complexi ties of the decision-

making )rocL ss rega rdin g disease cont rol/prevent ion technologies.

189.

Wel I tin, E., Water ho1 iI1ing in a Peruvian town, In hlealth Culture and

Com unit,'v B. Paul (Ed), New York: Russell Sage Foundation, 1955.

'This chapter in Paul's classic text falls In the category of "re-

edricat tug the community." It provides an account of which peasants

decided to fol low the recommendat ions of the Ica Department Health

Service and those who did not. The cases are reported anecdotally

with inferences as to why the women chose to boil or not.

1 90.

Wionczek, M i guel S. , "Science and technology strategy for L.D.C. 's

S c-ie e. , Vo 1 . 1 96, (4292) May, 1977

The autl:hor discusses problemrrs associated with existing strategies

for scient ific and technological development of "less developed
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countries" (LDC's)., He suggests that advanced countries consider the
implementation of advanced.'technologies and establishmentof modern
scientif icinstitutions as asolution to development& probems while:
spokesmen for the developing world.often'.v iewscience and technologyfor development as a panacea for *all, hindran'ces to progress. It isproposed that a primary concern i these countries ehudb'e abuilld
up of internal scientific and. technological" capacity, the advance-
ment.of which willdepend more on establishing-permanent and strong
links between the research and development system, education, andthe

technologies that tend to "perpetuate themselves in a context of
general technological backwardness."-
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This article summarizes the main findings of a seminar on health eco-
nomics organized by WHO in Moscow in June-July, 1968. The seminar
discussed the role of health economics when confronted with increas-
ing health expenses, especially in determining how best to use re-

- sources. Health economics has an essential task in relation to the
management of the "health industry" and the effectiveness of health
services. The ,-.rticle briefly discusses the individual, social and
cultural benefits that are difficult to identify and to assess. It
does stress the importance of these variables, as difficult as it is
to quantify them, in cost and benefits analyses.
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