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Editorial Perspective 

WHITHER OIHEJ~ SYSJ:E1MS · OF· M.EDU!i:NE ? 
India, like other ancient civilisations of the 
world, had several highly evolved and. sophls­ 

ticated systems of medicine 'long before the 
advent of the so-called modern or allopathic system. 
Historical forces, such as the Greek and Muslim 
migration Into the subcontinent. brought with them 
~at other systems which flourished and grew, with a 

r~tual1ly beneficial cross-fertilisation of ideas and 
tet:hniques. Alongside these 'formal' . systems of 
Ayurveda, l.:lnanii and Siddha (formal in that they 
had written treatises and established universities for 
teaching and training), was the rich, varied and 
location-specific fore of folk medicine and folk 
psychiatry, based on [ocal plants, herbs and belief 
systems. Tribal medicine, and the home remedies of 
'Ajji cha batva' (grandmother's purse) faU into this 
category. Another vital' source of indigenous health 
care were the traditional midwives or 'dais', who 
.not only performed the important function of 
birthing, but aiso abortions, in addition to advice 
and aids for contraception. 

There is considerable controversy regarding 
the role of these systems 'and their practitioners 
in 'history, and iindeed about the impact of the 
arrlvs! of western medicine on them. Some scho­ 
lars argue that the latter was primarily responsible 
for the atrophy and decline of traditional medical 

c systems, even stating, that the British sought to 
t,_ systematica,fily destroy ther:n on the grounds that 

·. ,-.:.."'they lacked 'scientific' bases and were Wied with 
superstitious nonsense and positively harmful reme­ 
dies. Others feel that this is too ·simplistic a view, 
and that some of these systems were in decline 
long before western medicine arrived on the scene. 

This indicates the need for crlticel research 
into the socia.f, history of the P.re-allopathic systems 
of medicine. We need. to _understand their inter­ 
action within the sodo-pol-itica;f context of different 
historical periods. What. for instance, was their 
ideological framework, :· and· how did this reflect 
contemporary socio-ec·onoimic and political struc- 
~res ? The question of 'sclentlflclty- is also often 

,.., raised. But it can be established that even pre- ~_,.,,, 
allopathic systems were scientific, if the term 
means posing questions; seeking their answers 
through methodical study (using. the means available 
at the time) and accepting· a thing as true only 
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' if the same · res uH is· repeatedly derived. ·s ut this 
spirit of enquiry and experirnentation . seems to 
.have gradually declined. Why this happen_ed, 
whether it was the lack of concurrent technoloqical 
development to facilitate it, or due to socio-cultural, 
economic and polltlce! forces, is what must be 
determined. ,. 

In this context, it is worth consj,d~ring exactly 
how ·one measures the role of a given medlcai 
system, and how one assesses whether it has 
declined, remained or grown. One m~st address 
this question at two levels : first, at the level of 
theory. What is the extent and nature of wowth 
of the theoretical base, both in depth and breadth, 
over a period of time.? Second, at the level of 
practice, are the practitioners of a system growing 
in number, and ·hence the number of recipients of 
that type of care? 

Evidence shows that upto tndependencs, the 
availabHity of aHopathic treatment was largely limited 
to the cities and towns, and that too mainly to 
the higher socio-economic groups'. If this was the 
case, theri certainly the practice of other systems 
was not seriously affected since the ,majority of 
people, especiaHy the poor, continued to rely upon 
them. But at the level. of theory, the 'format' 
systems at least seem to have suffered from stasis and 
decline, and perhaps because of the following two 
reasons : one, state patronage by Indian monarchs, 
which had provided the chief source of support for 
theoreticians and researchers, was not forthcoming 
from the ·British. ·Two, the g,rowing. intel!lectual 
domination of western science and thought, 
especially among the Indian elite, reduced the 
Ieg,itimacy and credibiility of nonallopathlc systems. 

This 'situatlorr did not chanqa drastically even 
after independence. Fhe cor:mmitment of the post­ 
Independence l'eadership to 'modernising' 'India, to 
promote (Western) science and t~chnology in the 
country, and to provide 'modern' health services 
to alil, ensured that state patronage would con­ 
tinue to be given to alllopathy, whose practitioners 
had by then become a powerful ·;tabby alongwith 
the pharmaceutical industry. Only the residue of 
the Swadeshi movement, and those leaders· (like 
Gandhi) who were fervent advocates bf indigeni­ 
satlon, ensured the aHoca'tion of some limited 
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resources for the development and strengthening 
of other systems of medicine. 

Notwlthstandinq this, the . status of traditional 
systems is fraught with confusion and subject to 
perlodic swings. The major trends, however,_ seem 
to be the following : 

The 'synthesis' school of thought which arques 
that the best of each system-including a(i(opathy­ 
shou ld be studied and combined to create a 
'National System of Medicine' (this manifests the 
heavy influence of the Chinese model). lihe 
'purists' feel that this is both impossible and fatal 
to the future of traditional medicine. Fatal because 
it would result in the irrevocable decay of the non­ 
allopathic systems, since allopathy would dominate 
both theory and practice; and irnposslble because 
the conceptual frameworks of the different systems 
are inherently incompatible, and thus they cannot be 
studied or evaluated using an alien methodology. 
Each system must be left severely alone to go in 
its own dirnctio,n. Sti:lil others argue that the whole 
question of "system' is irrelevant; what ls needed is 
a safe, effective and affordable range of thera­ 
peutics for use in mass health care. If traditional 
medical systems have useful remedies which fit the 
bill, then they should be utiliseo without recourse 
to phllosophlcat arguments. flnail:(y, the 'rnodemists' 
within traditional medicine feel that the only way to 
restore their legitimacy is to apply the techniques 
of modern science to research and standardise 
these therapies and remove the cloak of mysticism 
from about them. 

These differing andi sometimes warring schools 
are scrabbling for a slice of an already minute cake. 
The last four decades have witnessed' the g.rowth of 
a plethora of indigenous medical schools, professi­ 
ona,I bodies, and research centres. 

At the same time, these indigenous institutlons, 
their teachers, students, researchers and admini­ 
strators, generaHy suffer from an inferiority complex 
vis-a-vis their aHopathic brethren. A 'keeping up 
with the .Joneses' syndrome thus develops, based on 
the ratlonale that by acq,ufring the characteristics of 
allopathy, the indigenous systems wHI regain 
recognition. One example of this is the widespread 
use of allopathic drugs by indigenous practitioners, 
made possible by the relatively easy availabHity and 
rapid action of these drugs. Non-allopathic practi­ 
tioners argue that with the spread of and exposure 

. to attopathv, people have become impatient with 
the slower-acting indigemous therapies which, if 

properly prescribed and taken, demand more from 
the patient (like dietary and Hfe-style changes) t~an 
ailllopathic treatments. This is also an interesting 
comment q,n, the ma,rketing strategies and ethics of 
the aillopathic pharmaceutical indus.try.. Another sig1n 
is the •me too' phenomenon ln the grnwing, indi­ 
geno,us dru,g industry, which is developing, produc­ 
ing and mai~keting non-alllopathic drugs and' phar­ 
maceuticals at a rapid rate-particularly vitamins, 
tonics and restoraitives. 

Therefore, whUe the indigenous medici~ 
intiastructure is larger and stronger than it ~as ~t · 
independence, it suffers from the same diseases 
which afflict modern medicine in I ndia-commer­ 
cialisation, mystification, professionalisation, rising 
costs and.eueatlve bias. The only difference, perhaps, 
is that its controHing elite ls more fragmented and 
less cohesive in its functioning and goals. 

What, then, is the role of the various indigen­ 
ous system in a people's health system? Should 
they all' be clubbed together or does each one have 
a distinct and separate role ? And what of Homeo­ 
pathy, another imported system which has taken 
firm root in [ndla and provides 'an important 
aitematlve especially in urb~n areas? Obviously, 
aH these questions must be researched and cannot 
be fully answareo at this point, but we can review 
existing, inforn1,ation to throw some light on them. 

For instance, it ,is useful to look at the ways in 
which people actualily utMise these different sys1:ems 
(where they are available) at grassroots level, to -.._ 
see if these use-patterns ·provide some clues. A Y 
few studies of this type were undertaken in the -~· 
'fifties·and the 'sixties ,in Punj.ab, UP and Karnataka. 
Interestingly, most .of them found one common 
thread : people's use of a,l,ternatiVe health care 
sources was higfrly rationa,1. By andi large, aHopathy 
was used for acute conditions and for th·ose dis­ 
eases where it. offered known cures-such .as TB, 
mafaria, and:,infectious diseases. Ayu,rvedlc, Unani 
and herbal treatments were sought for chronic 
ai1lrnents Hke skin diseases where these systems 
offer far more effective therapies than a,(ilopathy. 
And home.remedies or folk cures were resorted to 
for simple self-Hmi,ting complaints like colds, coughs, 
diarrhoeas and fevers. Of course several factors,,,. ,,,,._ 
like cost, distance, attitude and behaviour of thej"--~' 
providers ,influenced {perhaps more strong,ly than / 
cure-efliect alone) the choices people made. But 
essentia,lly, the strengths, · weaknesses and relative 
benefits of. each system seem to be perceived quite 
clearly by people. 
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L:Jnfortunately, there is a growing fee'ling 
(though little documented evidence) that this 
situation has undergone considerable change in the 
past decade or two. One of the main reasons is · 
the greater penetration of allopathy' into rurnl 
areas as a result of the overproduction of MBBS 
doctors who find private practice unlucrative in 
the saturated city market and opt for rural areas as 
comparatively profitable. This phenomenon has re­ 
sulted not only in increased availability of allopathv 
in the rural, private sector, but also an exposure 
~ .. its rapid-fire remedies. Thus more and more 

pg,ple have been 'hooked' onto treatments which 
aht" either wrongful applications or overuse of 
valuable, even life-sevlnq interventions. The prime 
examples are the preference for injections over 
oral medication and the demand for overnight cures 
which bring. their own costs through widespread 
drug-resistance and toxic side effects. 

/ 

What then are the tasks ahead of us if we 
wish to rid indigenous and other systems of me­ 
dicine of their present His and make them part of 
a radical people-based health care system? 

First and foremost, it is clear that no changes 
within these systems nor in their role in health 
care can occur without corresponding changes 
in the role and nature of allopathy. The battle on 
both these fronts must be based on similar stra- 
tegies : major structural changes in the socio-eco­ 
nomic-political system which controls and shaoes 
(or distorts) all of medicine and health care. 

r Within the health care sector, the following 
-)..'-steps would then perhaps bring us closer to the 
,'-.:goal : first, demystification and popularization of 
all medicail knowledge, regardless of system. This 
may in fact be easier with traditional medicine, 
whose basic concepts are closer to people's 
beliefs and health culture than those of modern 
medicine. Second, the trend of professionaHsation 
must be reversed. Since a, significant part of 
indigenous therapeutics is based on herbs and 
dietetics, they lend themselves to decentralised 
cultivation, production and distribution. Axiomati­ 
cally, the commercialisation of traditional drugs 

, ,:;"'- and pharmaceuticals, particularly .for producting 7 
'-- useless vitarnlns .a'.nd tonics, must be stopped. 

. _,J.~s should only be permitted where the economy 
'l"'_;;.:. of scale and" ~ieo-cfimatic limitations favour cen- .._ 
~ tralised production, and that too for really useful 

remedies which are needed for mass health care. 
This will keep indigenous medicines within people's 
reach, and discourage the growing consumerism 

which is ~being, cultivated by vested interests in 
order to market phony, expensively-packaged 
medicaments. Finaf1ly, a massive re-education of 
the people is necessarv to wean them from 
dependence on the rapid-fire cures which unsc­ 
rupulous practitioners {especially of alilopathy) have 
used to win their faith. 

flnal!ly, there is one more important issue 
which must be examined with reference to d,r:idi­ 
genous systems of medicine : the question of ger:ider 
bias. Sexism in indigenous systerns is a completely 
uncharted area which demands exptoradon .. Much 
has been written about th'a ger:ider-biases in the 
theory and practice of modern medicine, but how 
do other systems view women? This question 
must be studied at three levels : 1 ) 'Is there a 
gender bias in the conceptuatisatlon of women's 
health and disease in other systems? 2) ,Is there 
a sex-distinction in their therapeutics and in the 
deHvery of care to women? and 3) Is there 
discrimination against or declmaticn of women 
practitioners of indigenous systems, ,including folk 
and tribal medicine? And if so, am pressures 
arising from within the system, or from the spread 
and influence of allcpathv? 

There is an urgent need to study these ques­ 
tions and, if necessary, sensitise r:ion-alilopatbic 
systems to the special health .problems and needs 
of women. This is aH the more crucial, since 
traditionally, popular medical knowledge and 
wisdom was largely the preserve of women, but 
this rich resource is being eroded and' lost. Organ­ 
ised medicine systema,ticaHy discredits it, wi,thowt 
offer,iing an adequate substitute. Th us WOlitlen are 
losing their traditional' source of self-care (especiaHy 
poor women), but wi,th nothi!ng to replace it but a 
grow~ng, dependence on a heakh system which 
throws them its crumbs. '· 

In this issue, we present artiC'les which focus 
on the debates and controversies about tradidonal 
medicine, its role and relevance. D'hruv Mankad 
attempts a dialeeticat analysis, using the Chinese 
experience as an ililustration. Sujit Das and Smarnjit 
Jana's analysis presents a contrasting view. R.avi 
Pathak describes the grass-roots practi,tioners' 
perspectives. We 'have also reproduced two, articles 
from Social Science and Medicine, 'Roger Jeffrey's 
which gives an historical account of the polfoies 
towards indigenous healers, and Catherine Mac 
Donalds' which examines the poHtica,f economy of 
traditions! systems. In addition, we present Anant 
Phadke's article which looks at the role of doctor's 
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organisations {n the context of their recent struggles 
(this article was held over from the previous issue). 
We hope these articles will stimulate further 
discussion and research. 

- S,r,ilatha Batliwala 
Beach Towers 
P. Balu Ma,rg 
Prabhadevi 
Bombay 
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A llHALE.CTlCAl APPROA.CH TO; TRADIJIONAl :MED1ICl!NE 
A Lesson fr1J11'1 the Cliliinese Ex:pierience 

dhruv mankad 

The main protagonists in the dehate on traditional medicine ate the 'traditionalists' and the 'modernists'. 
The former argue that traditional medicine was suppressed hy the .colonising powers and should now he 
revived; the latter feel that traditional systems are inherently inferior to modern medicine which is more 
'scientific' and7nerefore the best choice for the tutute. But hoth views, the author contends, are rooted in cont­ 
tradictory philosophical standpoints, and attempts to find a dialectical approach, using the history and 

~ development of Chinese medicine as an illustration. The discussion is in three parts: the first critiques hoth 
-~ stendpoims and contains a general discussion oithe dialectical .app·roach; the second and third parts attempt ._, . ,. 
'.!,,to illustrate the concrete application of this approach in Chinese medicine. . . . 

' 
Extensive debates, often. eluding any resolution, 

have been going on especially ,in the erstwhiile 
colonies, regarding the exact status of traditional 
medicine as a science. On the one hand' it is argued 
by the 'traditionalists' that traditional medicine has 
been suppressed by their respective colonisers and 
this has led to ,its decline. It should be extended 
lnstltutional as .well as financial support and 
developed further, On the other hand, the 'modem­ 
lsts' argue that modern medical science has made 
tremendous strides in knowledge regarding the 
human body, its diseases and' their treatment. if:hus, 
they consider it naturaiNy superior to 1raditiona,l1 

medicine. The former reject niodern medicine as 
being culturaNy alien and hold traditional mediciine 
as 'having exclusively developed with.in the culiture 
and thus the only appropriate. system of medlclne 
[culture] relativism). The former favour development 

--J of modern medicine only, as being the only scientific 
.. ~medicine devoid of .anv culturail and ideological 

factors (neutralism}. Both views are rooted in two 
contradictory phllosophical standpoints. 

In this paper, we shalil endeavour to identify 
the two standpoints, analyse thera in the light of 
the nature of sclernlfie knowledge and find a 
dialectical approach to this problematic; . using 
chinese medicine. as an illustraden, 

The paper is divided into three parts. Part 11 
deals with general questions on the nature of 
scientific knowledge and analyses the two stand­ ._,-- 
points mentionedi above and contains a general 

'- ~scussion on a, dlaiectlcal approach to this pro- 
.. .__;;:. blematrc, Part II and II I deal wi,th the concrete --· application of such an approach as_ seen in the 

development of Chinese medicine. Part II: dea'ls 
with the historical- background and philosophical 
basis of medicai science in People's Republic of 

China and socio-economic and political, determin­ 
ants infori;ming u,pon its development, whiile Part 
HI deals wlth the current implication ot the policy 
of coi;mbining western and traditional medicine in 
the People's Republic of China. 

·I. Nature of Scientific Knowledge 
1like any other science, medical klilowledge too, 

has not developed in a Ui1i11i1Nnear, ordedy, from a 
lower to a 'higher level- evoh.itionar:y fashion, but 
its history reveals a zig-zag path of development 
interspersed by many breaks and · jiurnps. In other 
words, science, instead of developing from a 
prirn1itive ,level to ,i,ts modern state by a careful, 
logical, screening of available 'objective' facts and 
later rejection of those not fo,und to be true, has, 
having proceeded in one di,rec::tion, taken an 
entirely different pa,th later. No direct, intemalily 
consistent logical connections may be 'found 
between these paths. "T'he essential aspect of these 
breaks-and turnabeuts has been the transformatlon 
of world-views, the sudden shifts in, the attitude 

· towards nature and the man-aature relationship. 
'Fhat is to say, these breaks are essentlaltv phiiloso­ 
phical in nature. 

These breaks were the consequence o,f a 
struggle between different, often contradictory 
schools of philosophy. In this str1Jggle, the school 
which fuil;iiHed the ideological needs of the ruling 
class dominated the rest. 

Now, i·f science is defi,aed as a ,rational body of 
knowledge gathered by human beings duririg1 the 
social production of their,rnaterial (and non-ma,terial,) 
conditions of existence; then science (not with a 
capital S-the modern bourgeois scielilce having an 
absoliutised abstracted existence in the capitalist 
society) has been wi,th hurnan society since its very 

Decemher 1985 105 



inception. So has been medical; science. An out­ 
growth of animism, wherein alt diseases· were sEien 
as a result of inflictions o,f evli spieits, it was one .. of 
the earliest sciences. Human being's intercourse 
with nature produced on the one hand .empiricalilY 
verifiable facts having. an objective existe'fi~.,e, f;ind; 
a universal trnth value; a. ailso·,,produced various 
concepts, thought categories and logic s_pecifi.c to · 
natural science with which these facts ~ere 
organised and various levels of· general,isatio~s 
were achieved. These specific thoughts, categories 
and! logic are in,Huenced by thought eateqories ;nd · 
logic of thinking process in qeneral, That is ,to say 
that they are rooted in phifosophy. In fact, for a 
long time science was ,indeed a, part of phiilosophy. 

Now, at' different points 1in history, both in time 
and space, this non-coqnttlve- component ts influ­ 
enced by different culture] and ideological factors 
and' is thus shaped differently. This may even 
result inestabliishment of-different "facts" ,in different 
cultures. (Here one 1is dlsreqardlno the question o,f 
validity and truthfulness of these •facts'). Thus, for 
example 'geomancy' the chinese science of wind: 
and water which determines placement of house 
and tomb with respect to features of Iandscepe and 
aesthetics of land use, has no courxerpart at aH in 
western science (Elzinga and .Jamlson, 1981'),. 
The development of both the facts-xtfie content and 
the concepts, though~ categories and logic with 
which they are organised-the form=-takee place in­ 
an lnterpenetratlna, ,dial~cticall fashion, each deiiv~ 
ing support from the other. Many a times the develop­ 
ment of facts .comes into sharp co~flict with the 
concepts leading to e!ither transfermatlon of 'fl'le 
concepts themselves or to distortions of fapts by 
ideological, ratlonatizatlon of .the conceptuef form. 
What happened to Ayuweda in India aurin"g the· 
Medieva,I period was the latter. The c;inafomJcal, 
pathological; andl pharrnacologica,I insights g,aine'd 
by generations of experimenting, phvsiciens were 
distorted by the use of concepts like Karma 
Siddhanta, divirne wiifil, and tracsrniqration of souls 
etc. On the other hand, the: cientitic revolution .q,f 
the ~ 7th cenrurv Europe was an example of tl-e 
former when entiireiy new forms ot logiic was 
developed :by Comte, Uescartes, Bacon, Newton 
and other ,phiil'osopher-scientists. 

Whiilie the ideological ,rationalization of ·Ayrn­ 
veda suiited the purpose of the Brahmin-dominated, 
vama-jati based feudailism in a decadent state, the 
scientific revo,liution in Europe was in response to 
the growing strength of the EUJropean commercial 
and industr,ia1I bou,rgeoisie. 

Thus the factual comi:ionent and the concep­ 
tual component o,f_ ~~ientifl:c knowledge e~ist in a 
diafoctial rela.tior:iship, under constant tension and 
tJ1nder the influence of ideologicail and other factors 
_operat!ve in the cu1Uuire and the histmica:I; period of 
its org,in. 

. .._ .. 
lihis -view :i!s. ,debated 1irol'l'i! · two .. stanclpoinits, 

,positi:vist and' culit,urail'-,relativist. 

· Positivist .Sta,lildpoilrit 

The basic tenet ,in positivlst phi1l'osophy',is that 
· the scientificity of a, proposition lies 1in iits aneh= fr 
ornge ,in empirica1! stateITTent o,f facts. The"re.::_:.1re, 
the ceritral part of a positivist programme is' to 
buHd a theoretical! sfouct.1:11re which is understood 
in term pif its i1nterli,nki1ng with empiricarl; state­ 
ments. lit does mo,t allllow tor any hypothesis which 
ca,nno,t :be or has not been veri.fied empirica,llly 
and ob1ectively. This ,a'bsolutisation o.f empiirici,ty 
and objectivity ,results 1in1 a narrow delimitation 
ot wha,t ,can be ca:llled. a Science. In particular, 
theories ppernti,ve in ip~er:tilodern knowledge pro· 
duci11g practices such as all'cherny or Ayu,rveda 
that does not ,rna,tch u pto some piece of rnodein 
science, fail:ls outside its reail'm. ifhey are not eve.n 
col"!sidered as ·rtypotheses yet to be : verified. 

Francis Bacon advocated a :ruthless rejection of 
old 'idois' ,i1nherent in a1III the preceding knowl'e.dg;e 
systems ,but his methodo:logy reinf,orced al'I; of 
thelilil, by absotutising, the obiectivi,ty o,f sc;ientiific 
knowledge. The a,ttitude •of positivism towards 8111 
the other knowledge-producing, practices can be 
summed uip, in his ,own words : · -~ 

r 
"It is :idle to expect any grea,t adva,ncemenf 

,i1n science from the superi1ndudng, andl engrafting, 
o,f new things · upon o'l'd. We ,r;n ust begin from 
the very found'a,tions, uin{ess w~ would ,revolve 
forever 1in a circle with mean and contemptible 
progress" (Bacon,, 1620). 

ifhis fetishism of facts has had the obvious 
consequence of converting, science into scier:tticism 
with the metaiphysicali principles of ob1ective con­ 
sciousness. basiing 1itse'lf in an ailtienating, dil::hotomy 
of observi;~g subject and pbserveq obiect, the , 
invidious hierarchy ,of nature which, places 11ililan 7 

at the top i:lnd' legi,timises an, experimen,tal inqui- 
sition o.f na'tuire, the mechan_istic ir;nperatiye ,- 
that says thi;i,t everything, tf:tat can be known should ~ ~ 
be kno'!"n '.and · that such; . knowl~dge ·should 'be 
utHised regardless of consequenc.es (e.g. genetic 
engineering uninecessa,ry and unethical ,human 
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experiments -DM), the extension of [nstrurnenta] 
domination of nature to man himself" (e.g. excessive 
reliance on medical technology in health care) 
(Elzinga and Jamison, 1981). 

Such a perspective when applied in medicine 
means that those traditional medical sciences 
which have not adopted the positivist principles of 
objectivity are considered unscientific. The the­ 
oretical concepts and prescri.bed therapies of :these 
sciences not having- been tested under the modem, 

- ,-.; laboratory -'Controlled' -conditions are rejected as 
~""';'>.. 1·d C · · mva 1 • · oncepts hke acupuncture points or 

t~.,9,sha in A_yurved~, which have no counterpart in 
m6aern medical science, are considered as non­ 
existent. Even when, as in the case of acupuncture 
points, the functional if not the anatomical existence 
of a point, is demonstrated, it is not accepted. Thus 
the most 'advanced' scientific mode of enqui.ry into 
nature ends up by denying nature ifself if it does 
not fit into its theoretlcsl straitjacket. 

Cultural f{elati.Vist View Point 

From the other end, the opposite view point 
considers that the general concepts of sciences, the 
va I ue promoted by them and the 'ideal' of what 
constitutes valid and ,proper knowledge differ from 
pulture to culture. The cultural relativisits argue 
that modern science is the cultural artefact of the 
west while ayurveda, astrology and others are 
oriental sciences. Th us, every science is considered 
to be an ethnoscience, having. a theory, a logic and 
verification techniques of its own, specific to itself 
and thus, incommensurable. For example, they argue 

7f that the efficacy of ayurveda must be assessed by 
. ,~Jhe principles [aid down ,in ayurveda on:ly i.e. on 

its own terms, and not· on the terms dictated by 
modern science. They rula-. out any 'ob1ective' 

. d' \ assessment stan mg outside tHe premises and logic 
of ayurveda. They point out that "it is on:ly when 
domination over nature."is considered the highest 
ideal for civilization that we find· western science 
becoming the universal standard for measuring the 
achievement in aH the other cultures. However if we 
take. the unity of man and nature as a predominant 
positive value, the Chinese and other cultures' 
scientific tradition .stand out as more advanced". 

~- [Alvares, 1979). 

_ '--- ___;;,: . While _sympathising with the eagerness to do 
~---> Justice with the achievements of pre-modem 

societies including those.er Egypt, China and India, 
one must be wary of the dangers of slipping. into an 
extr.eme_form of such relativism-a position denying 
the basic equality of human experience and 
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universality of certainscientific findings independent 
of geographica,I and culturnl factors. Though i.t is 
true that science and technology of various civili­ 
sations shouild be understood on their own merits 
and not as abortive developments· towards modern 
western science or worse as mere .fiction, one 
must be cautious of how one formulates this poi,nt. 
"There is a danger ... of denying of the fundameatel 
continuity and universality of all sciences. This 
could be to resurrect the ... conception of the 
various non-European civilization as totally separate, 
immiscible thought patterns .... a series of different 
vjews of the natural world, frreconciHable and 
unconnecred." (Needham, 1'954). 

Thus, fr9m the opposite end, the relativist 
view reinforces the positivist view that pre-modern 
and -non-European sciences are different from 
modern science and thus i,ncompatible. They diiffer 
only in their views regarding the relevance of these 
sciences. The positivists consider them as unscien­ 
tific and thus irrelevant, · whHe the .re,la,tivists main­ 
.ta in that each are relevant only in their own culture. 

This assumption of a 'basic lncommensurabititv 
also Jmplies that one ·must deny the centrloutlon of 
these cultures to the universal body of knowledge. 
which is international. It also imparts a closeness to 
knowledge, the boundaries being limited by the 
culture. In fact, modern science is 'ecumenlcai', in 
the sense that historically speakiing. science is a 
product of diverse cultures and thus a common 
property of human kind. Secondily, this assumption 
denies any possibility of. mutual exchange, thus 
legitimising elitist doctorines in each of these 
sciences. It · also · ratlonatlses the . doomsayer's 
conservatlvs prophecy depicting modern science an 
uncontrol'led and uncontrollable monster causing 
a:U the wars andi social il:ls of our time. The only 
alternative such a view of modern science leaves is 
a total withdrawa;I into inner reality, an .escape 
into 'privatised mystical experiences' aimed to 
create an 'inner' · revofution. Th us, posltlvlsm and 
cultura! relativism aosolitise and/or universalise the 
form of scientific and technological development 
without considering the social context and the 
content of the various stages of its development 

A Dialectical Approach 

A dialectical approach to the problematic ass­ 
umes that a) all knowledge is universal and 
humankind's common property; b) no scientific 
theory or methodology is perfect or unchanging 
and thus 'inherently' superior; c) science develops 
under the influence of a philosophical' basis. 
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generated withi,n the framework of various socio­ 
economic, political and culturaHactors in interaction. 
Therefcre, even thou,gh direct comparisons :may be 
difficu'lt, becaus e theoretical systems in each 
cultural setti,ng, were different, nevertheless mediated 
comparison is possible . 

"f ,his. could be done "by testing out the theories 
of traditionat sciences in the light of modem concepts, 
without absol'utislnq the latter and by studying 
how and how much the former had succeded in 
discovering natura! processes and in putting them 
in service of humanity" (no,t in order to achieve 
mastery over natune or h urnan beings but for the 
benefit of al:I). St.tch a view opens up .a, possibility 
of integ,rating, western and traditional sciences and 
a mutual exchange between the two. Having evo­ 
lved under different historical and cultural conditi­ 
ons each embody different sets of strong points 
and limitations. The aim of such an ,integratiOn is 
to reinforce each other's strong points and do 
away witn the 'limitations. 

Such an integ,r.ation can contribute to the adva­ 
ncement of humsn knowledge in three ways: 

- regional traditions embody useful concrete techniques, for 
example tradltlonal herbal and mineral remedies that work 
without the side effects of many chemically manufactured 
drugs. 

- regional traditions preserve an important body of data which 
can serve as a base for furthering existing fields of modern 
scientific research - examples are records of astronomers and 
meteorologists. 

- regiona,f traditions can open up new perspectives and avenues 
for modern scientific. research, as in the case of acupuncture 
which has stimulated international neurophvsiolnqical research. 
(e.g, work on mechanisms of pain inhibition) (Elzinga and 
Jamison, 1981 }. 

Such ain endeavour demands a chanqe in the 
world v,iew and in the attitude towards history of 
science. 

Only a dialectical understanding of the history 
of science, its relationship wiith phHosophy and 
social context can produce the required 'break'. 
Such a conscious re-evaluation of the :history of 
science also revea'ls a different future vision of an 
integrated science, wherein alil the pre-modern and 
non-European sciences would flnd that their legiti­ 
mate contributions have transformed the existing 
scientlfic knowledge and in tum have transformed 
themselves. 

The most widely discussed Hilustration of such 
a process. is Chinese medicine. A change in the 

lmpllnit world yiew o.f existing medical science­ 
both modern -and traditlonat-vled to an integration 
and development of both the sciences. ifhe most 
notable product of this development is acupuncture. 
In order to study how this happened we shat! 
briefly trace the history of Chinese medicine. 

Historical Background of Chinese Medicine 
Chinese medicine ,is one of the oldest known 

medicines. Very tittle is known about its origi:nbutl:ike 
stone age medicine elsewhere it must have begun, as 
a prirni.ti,ve medicine. Archaeological evidence sheezs-, _ 
thcj<t the earliest ,iiAhabitatnts of the Yelilow_ ,t¥jer - 
VaiUey were people of the Stone Age and like the 
reUgfous · beliefs of other tribes of Stone Age, 
animism and demonology inust have been the cha­ 
racteristic feature of their rel1ig,ion. We may safetv 
'assume· that they believed in the spirits of the 
dead, and worshipped natura! events like thunder, 
rairi etc. Thei1r medicine too must have consisted' 
of wi;tchcraft, sacrifices ar.id oblations. The situation 
changes later, durinq 1200-300 B, C. when their 
relig.ion enters the age of phHosophy. From being 
_dii1rec:t and lmjnedlate response to the multifarous 
problems including iHlhealth faced by. the primitive 
being, ,it enters a-stage where the Chinese human 
being has formed a metaphysical view of the uni­ 
verse, of man arid' nature relationship. Medicine too 
is inf11uenced :by this change. Witchcraft gives way 
to lnstkutlonetised medicine wsfng processed drugs. 
It is seen that during, the Cho11 dynasty, (1100-250 
B.C.) physiciai:1s incharge of internal medicine, 
surgery and veterinary medicine were appointed 
(Wong, 1979). "'I 

f­ t- The old~st legendary figure 1in Chinese me- \ 
dicine is Shen Nu~g (2757 B.C.) who is venerated 
as the father of medicine and is considered to be 
the ~nventor of drug, ;lore. The oldest treatise extant 
is Huang Ti Nei Ching Suwen. (Y'.eUow !Eineror's Inner 
Classic). Though Nei Ching's period is around 2000 
BC, the treatise is supposed to have been written 
around' 200 BC. H ,is believed ,to have been written 
by several anonymous authors over the period. It is 
a, theoretical exposition of the basis of health and 
iil'lness, ,closely rela,ted to the cosmological' idec;1s 
taking. shape di1,1ring the phiilosophical period. It lays ~ : .:-- 
down the basic principles of anatomy, physiolog,y, 
etiology o,f diseases and thei1r treatment (Wong, . ~ 

)' 
1979). ::r,,.. ~- 

Chinese medicine begins to assume a rational, 
scientilic character during the Han dynasty (200 
BC-220 AD) with Tsang Kung, Chang Chung King, 
and Hua To as central figures. Tsang Kung lived 

- ... . t- 
j 

' ' 
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around 170 BC and left records of personal obser­ 
vation of twenty five clinical cases. Chang Chung 
King's treatise of fever marks a new era in Chinese 
medicine. He has described many types of fevers 
including typhoid fever in this treatise and it contains 
one hundred and thirteer:i prescriptions. With this 
treatise, the diseases were studied more from 
clinical standpoint- signs and symptoms, course 
of an illness, treatment and actions of a drug rather 
than from the point of view of the theories of 
diseases as was the case during earlier perio~ 
~i<uttumbiah 1971). This transition shows that a 

~entific outlook was permeating medicine in the 
gr-ips of speculative philosophy. 

' .. r"'-F· 
' 

The third important text is Pen Tsao which 
describes useful plants, animal and mineral, sub­ 
stances and their applications. Unlike. !Vei Ching 
it is a practical text and has undergone many 
additions over the centuries as the experience of 
the Chinese physicians of using herbs and minerals 
accumulated. This period saw a great intellectual 
flowering in China. Confucius and Han Fei belong 
to this period. Though a surgeon, Hua Tu is 
claimed to have discovered anaesthesia and to 
have performed some major and minor operations 
like · Iaparotornv, venesection etc., this aspect of 
medicine had fallen into neg,lect during, the later 
period for reasons discussed elsewhere. · 

Although the pharmaceutical traditions ot Pen 
Tsao expanded, the 11/ei Ching remained [ess 
emendable because of its classic and semireligious 
status. Both, the Chinese feudal rulers and the 

I h . . h ~ P_ vsrcrans t emselves looked upon it as a divine 
,,~, gift. After the Han dynasty, this resulted in Chinese 

medicine. becoming. not stagnant, but backward 
looking toward the sources of classical antiquity and 
hence continuing to develop within the thoreticai 
framework based on the philosophy of that period. 

This backward-looking character of Chinese 
medicine made it particularly vulnersbte to the 
cultural aggression of the imoerlelists during the 
19th century. Dµring the rule of various imperlakst 
powers overwestemization was stressed and rivafry 
was set up between Chinese and Western medicine. 

, '"-it- Maligning the former as unscientific and a 'stumbling 
.'-- blo_c~'}o the development of modem medicine they 

L . -~arre~:;.,eP,.ractitioners of tradltional medic. in .. e f. rom , c~__:: city hospitals and .me,i;Jical col'leges. The Kuomintang 
I gov~rnmen_t in 1s29 ·put forcw~rd meesures 10 

abolsh Chinese medicine. Among these were "re­ 
strictions on the practice of medicine by traditional 
physicians, a ban on setting up schools' of 
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traditional medicine and on publishing, books and 
periodicals on Chinese medicine" (U and Tsai. 
1977). 

It was fa:i the face of Nationalist Blockade, 
during the liberation war, that efforts ·were made 
by the Chinese communlsts to utilise the locatlv 
grown herbs. [n t940, when liberated zones were 
established, this pragmatic step was taken up as 
a conscious policy of utilising indigenous medicine. 
(Liberated Zones were those areas •in China where 
the Commuolst-Ied Revot:utionary Committees had 
~su,rped political power from the Kuomintang go­ 
vernment}, if his pollcyireceived official, recognition 
when Mao Tse-Tung in his famous speech in 1944 
at the Yerian conference on culture and education, 
urged, the doctors to work with and elevate the 
scientific level of tradltlonat practitioners in order 
to better serve the people (Mao., 1'965). However, 
afterHberation in 1949, the communist government 
continued to have traditional practitioners as auxili­ 
aries· to the modem medical forces. The directive 
of unifying the. two systems of medicines wa~ 
probably interpreted . as giving the traditio~al 
practitioners some training in modern medicine. '.rt 
was onlv in 1'955, when efforts ·were made by 
the communist party to raise the status Of trad;i­ 
tional medicine. Traditional doctors were brought 
to city hospitals and cliinics. Special wards were 
set up for acupunture and herbal medicine. Modem 
doctors were urged to learn from their 'traditional 
collleagues. 

By 1958~ thirteen new coNeges for traditional 
medicine were epened.: Over 50,000 students app­ 
renticed- themselves under disting,u,ished traditional 
physicjans. In 1955, a well-equipped Chinese 
Medical·- Research Institute with both modern and 
Chinese doctors en its research staff was setup. 
"the entire bcdyefiknowledge was tobe investigated. 

In other words true integration of the two 
systems of medicine at theoretical as wel'I as 
practical, level was the goal. 

The praise and support to traditional medicine 
reached i,ts acme diuring the Great :~eap Forward 
(1,9:58-59) period. This period was chatacterlsed 
by over-enthusiastic,,pqli~ies qf coltectivisation of 
individual agricultural, plotsJo;mation of communes 
etc. This resulted in a reduction in- the production 
~f foodgrains and [ed to subsequent famine in some 
areas. With the retreat of its extreme policies, 
emphasis on traditional medicine also declined. 
Although the policy of combining the two kinds of 
medicine showed some trlumphs notably in the 
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fields of resetting of fractured llmbs using mobile 
splints, (Sheng, 1977) no major theoretical break­ 
through towards a, new synthesis was in sight. 

With the advent of Great Proletarian Cultural 
Revolution, traditional medicine again came to the 
forefront. This period was probably the most 
turbulent one in the contemporary hlstorv of China. 
In 1966, the Chinese youth led' by Mao, rahelled 
against dogmatism. bureaucratism and elitism of 
sections of the Chinese Communist Party, the 
government and other institutions. With the 
decentralisation drive, provinces and communes 
assumed responsibility of health ser.vices. Self 
reliance was the official policy, which meant 
-dependinq upon Ioea] resources which often in 
rural areas meant traditional, medicine and using, 
tocal'ly grown herbs. Since then, by using, combined 
·tradi,tional and modern medicine, many break. 
·throughs at both theoretlcal as well as applied 
level, have occurred especiallly ,in acupuncture 
analgesia, treatment o,f deaf, mute and blind (Chen 
1973} and in nonsuirgica;I treatment for conditions 
normally ,requ:i,ring surgery (e.g. perforated peptic 
ulcers) using, acuouncture and traditional herbal 
medicine (Wu, 1977). 

Thus, it should be noted that the introduction 
of modern medicine ,in China was no,t as a conse­ 
quence of a na,tur_al transition from traditional 
Chinese medicine nm was i,t as a result of any 
'inherent' superiority of modern madlclne. 

(It should' be kept ·in mind that modem western 
medicine in 1929 when Kuomintang sought to 
suppress the tradltlone! Chinese medicine, had in lrs 
th er ape utic armentari um a few herbal tinctures, like 
Belladonna and Gum Acacia, few mineral prepar­ 
ations 'liike Arsenic and Mercury and dangerous 
procedures l1ike ,purgation and leching.) It was 
forced upon the colonial; people. Ideological 
strugg,le has p'layed a dominant part in the develop­ 
ment of medicine everywhere and ,in China in 
particular. 

This raises an important ,ideologica,I, question 
as to how the dominant philosophy of Chinese 
communists could reconcile with that of the tradi­ 
tiona,I Chinese medicine. The answer tles in points 
of congrueracy between the philosophical 'basis of 
Traditional Chinese medicine and the Chinese 
interpretation of the dlalecticetmaterlatist phltosophy, 

Philosopbical Basis of Cl:li,Aese Medicine 
Chinese medicine assumed a scientific character 

in a ,period characterised by flourishing of great 
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schools of philosophy : legalism, Confucianism' 
Taoism, Yin-Yang and five element school and 
Naturalism. Developments in medicine have been 
influenced 'by al'I of them to some extent, but its 
scientific theory owes a, grea,t deal' to the Iast three. 

Although di,ffering in ,many ways over their 
general -werld-vlews. there are certain common -:.;; · r~ ":_,::;\ 
points ,regarding man-nature relationships, in alll the 
phUosophical schools of this ,period. Man is 
conceived of not as a master of nature nor as its 
. slave but as an integrail part of a cosmic syst~:, _ 
havipg harmony arid order. Confuci.anisrn admlt.§~a ..... 
·hierarchy of heaven-man-earth where ail'I: the hurnfa'n 
and ea,rthly events are wi,l'led by heaven which 
imparts to it harmony and order. In other schools, 
motive force of the cosmic order ,i,s considered as 
spontaneous lnterna] self-movement rather than 
mechanical impulses from outside. 'Ji',his tendency to 
analyse phenomena, in diatectclat logic is reinforced 
by the Chinese language, i,t is claimed. Rigid 'A or 
not-A' ca,tegories are avoided (Needham, 1976). 

According to ancient Chinese phi1losophy, .i,n a 
heailthy body there should be free How of Chi, (the 
basic principle of the entire universe) which is 
governed by the interplay of two opposite forces, } 
the Yin (negative) and the Yang (positive). Oisease 
results from ,their i;mbalance. Yin and Yan,g them· 
selves evolved .from ,rio,thi,rigness which was the 
grand 'beginning of the Universe. Quantitative 
transformation of Yin ,into Yang. or vice versa 
causes change. 

Yin and Yang subdivide · ,into five elements-\,,...,.,. 
wa:ter, foe, rneta,1, earth and wood. Since the human { 
being is. conceived of as a produet .of Heaven-' '­ 
accumulated Yin, and Earth-accumulated Ya.ng, the 
human being too, contains the five elements. 
Yin· and Ya.ng are not considernd to ibe absolute 
air:id static. 

The Yin and Yang concept is an ,example of 
conceptualisation in ,te~RilS of contra1dness, unity 
and trnnsforrma,tion of opposi.tes. One contemporary 
Chinese author maintains that dialecties ,in ancient 
China, dealt with the interinfiiltration, irnterdepen- ~-~ dence and mutua,I supplemenita,tion of Yin and' Yang, 

r_·. 

the opposites of a contradiction.. (and) self __ 
adii,ustment at the system, which keeps the ·who~~ -, 

J \.,J - 

organic .... struqture ,d¥namJCi:!illl,y bala,ncec;f, The '~- . .J.t,-_ 
keynote of the five Elements themy is tha,~ !here is · 
Yang in Yin and Yin in Yang functioning together and 
thait, therefore neither of them alone .can, generate 
new things. {L.:i Zehou 1980). 
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Thus, like dialectical materialism, the philo­ 
sophy of traditional Chinese Medicine. too deals 
with transformation, contrariness and. unity of 
opposites. The Chinese medicine operated within 
such a conceptual framework. And with this 
concept, it sought to analyse and explain various 
observations regarding the human body, its diseases 
and their treatment. The only tools available to 
them were their five senses and the accumulated 
experience. This limits the validity of the empirical 
evidence available in support of such theoretical 
~oncepts. Now, the . support or its refutation, is 

~Q.ught by lnterqratinq the traditional Chinese 
ht'edicine with modern medicine. Its analytical and 
experimental· techniques as well as its empirical 
methodology is to be utilised for the purpose. 

Generally, the philosophy of traditional Chinese 
medicine encouraged scientific enquiry. But histori­ 
cally, as Chinese medicine has come under the 
influence of different schools of philosophy at 
different times and places, its progress has not been 
a smooth one. For Instance. under the influence of 
Confucianism, the official philosophy of the feudal 
ruUng classes of China, Chinese medicine degener­ 
ated into dogmatism. For, although all the philoso­ 
phical schools conceptualise the contradictory 
nature o,f rea,Uty, they differ greatly in tackling this 
contradiction. Confucianism propagates balance and 
harmony -the unity of opposites, Taoism opposition 
and revolt-the contrariness of opposites, and 
Legalism transformation of harmony into disharmony 
and vice versa in a cyclic fashion. Each world view 
represents a class ideolog,y, with Confucianism being 
feudal, the ruHng. class ideology during the classic 
period (Elzinga and Jamison 1'977). "Confucianism 
blocked the germination of new ideas and ham­ 
strung the development of ...... scientific discoveries 
in China " (Hen Jiyu 1980). 

To understand how and why this process took 
place we shal] have to go into the soclo-oolitlcal 
factors which influenced the rise of Confucianism, 
its subsequent pernicious effects on the development 
of Chinese medicine as well' as the overthrow of 
this ideology. 

Socio-Economic and Political Factors lnfluen­ 
, cing Development of Medicine in China :'­ 

A.~ In theIast section we saw that the traditional 
~- medicine in China was developing under a theore­ 

tical framework under the inf! uence of Confucianism, 
Taoism and Naturalism. But it was Confucianism 
which set its stamp on it. Confucianism stressed 
balance of opposites in a contradiction thus 

legitimising the stability and order of the feudal 
hierarchy in Chinese society. It was the official ideo­ 
logy of the feudal state, with the result that new 
ideas which could disturb this balance were not 
encouraged and scientific enquiry was stiffled. 
"'fhis backward trend was due primarily to the 
decaying, feudal relations But stifling effect 
of Confucianism on man's urge to explore also contri­ 
buted to the virtual halt in the march of science ..... 
That feudatlsm held on so obstinately in China must 
be accounted for in part by the drawbacks of Con­ 
fucianism" (Ren Jiyu, 1980). In concrete terms, 
it meant that analytical and experimenta I techniques 
not only did not develop but were looked down 
upon because they involved a work of manual 
nature quite like that of artisans who were 
considered low down in the fe udat social order. 
For the physician to attain any soclal prestige and 
economic rewards, he had to be identified with the 
claslcialtv learned literati who constituted the 
soclal and politlcas elite jn feudal China. A similar 
situation existed in medievat India also (Chatto­ 
padhyay, 1977). The prestigious Confucian doctor 
was not a physician in the real sense because he 
acquired the necessary l<nowledge. by reading 
medica! classics and treated others only out of 
humanitarian motives. Full time medical practice 
as a profession was considered unworthy of gentry 
status and mandarinate. Yet amongst th·e ordinary 
folks, many practitioners continued to base their 
medical practice on experience and direct obser­ 
vation. 

This has had all the adverse conseuences for 
further development of medicine. lt not only retarded 
surgery a messy business which even medieval 
European physicians 'left to lower class barber­ 
surqeons, but also inhibited the development of 
supportive physica1f andbiolog,ical sciences. (Crozier, 
1973). 

Thus it was no wonder that the radical move­ 
ment that developed in China after World War I, 
rejected traditional medicine as a part of decadent 
feudail culture and society. Ever since then, 
tradltionat medicine, its rejection or its support, 
has become a political issue in China. 

Several factors [ed to it being restored to a 
prestigious positlon. Fir~tly, having been faced with 
Nationalist blockade in the Liberated Zones, Chinese 
communists were forced to rely upon the traditional 
practitioners for medical care. Moreover, in the 
strugg,le against feudalism, traditional practitioners 
as artisans were considered allies of the proletariat 
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and the peasantry. Having g.ained some useful 
lessons during this period, the Chinese Communist 
Party after the liberation applied them in practice. 

"There was ain extrema shortage of trained medical 
personnel' and traditional practitioners were too 
important a human resource to be rejected outright. 
Moreover, tradi,tional medicine, after having 'been 
shed of its feuida:I ideology, was put forward as a 
svrrrbo] of national heritag.e. In the struggle against 
imperialism, this played an important part in rallying 
the people around' the communists. 

During the Great Leap Forward, when there 
was a drive to demystify technfoa1l expertise, 
traditional medicine w:ith its folklorist features was 
particul.a.dy suited for ,the purpose. With 'mass Hne· 
(the term used by the Chinese communists to 
denote their stress on the wisdom of the masses­ 
the peasants, aind the workers) in ascendency, 
scientific knowledge was not considered to be a 
monopoly of highly educated. During the Cuilturnl 
Revolution too with its anti-expert political Hne, 
modem medicine associated with its western trained 
speclalists came under severe attack and tr.aditiona11 
medicine of common folk-peasantry got anew boost. 

Thus, the traditional physicians have now been 
reinstated to a prestigious position. They are 
encouraged to study modem medicine and ailong­ 
with their modern counterparts, to undertake 
research in various aspects of traditional medicine, 
using modern scientific methods. 

In concrete terms. the integrated medicine 
now being practised is drastically different from 
either its origina,I classical form or the convemtional 
modern medicine. 

11'1:. Cunent Status of 'M:ediciine i,n China 

Hestoration of traditiona'I medicine for the 
Chinese never meant reiectlon of modem medicine. 
Modern medicine continues to domina,te aU the 
aspects of medlcal care. In medical, care, traini,ng 
and research, modern scientific methodology 
continue to be applied but now traditional 
theoretical' and practical diagnotic and therapeutic 
knowledge is sought to be ·integrated wi,th i,t. 

For the Chinese "combining Chinese and 
western medicine does not simply mean addition of 
the one to the other and certainly not replacing 
Western Medicine ... by (its) native counterpart or 
vice versa. What is meant is the organic combination 
of the two medicines filling the weaknesses of the 
one with the strong, points cf the other raising the 
level of both, eventually evolving. a new medical 
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science incorporating the best features of both" 
{Li and Tsai, 11977). 

lntegratfon i,m Medical' Practice 

l'n medicail practice throughout China more 
resources are now altocated to traditional medicine. 
Specla] wards have been constructed in the existing 
hospitals and new cl1inics have been set up. The 
tradi,tional' doctor now has a major role in OPD and 
with no loss of reputation is now calling. for x-rav 
fHms and Isboretory investigations, and when "·" 
needed, western consultation Grey, 1 971). j--=-..,__ ... 

., ~-·· p . . ~ Rural health centres are staffed by both tpe 
tnadltlona; and modern doctors both of whom 
having received some training in the other system. 
There is considerable co-operation between them in 
day to day practice. 

Barefoot doctors rely heavily upon traditional 
therapeutics incl_udi,ng acupuncture. A barefoot 
doc,tO'r's. manua,I liists · around 533 traditional 
medicines. (Sldel, 1973). Reports indicate that 
model, hospita1ls (usuail:ly 'Red Army hospitals) stress 
com'bi,ned use o,f both the systems. One hospltai 
reported that since 1969, 70 percent 'of the cases 
were treated in this way (Crozier, 1973). Diseases 
claimed to have been treated in this fashion include 
[aundice, pulmonary tuberculosis, inflammation 
of kidney (nephr.itis), inflammation of veins 
(pMebitis) severe burns, .facial paralysis and 
fractures. 

\ 

The most spectacular results by using com- 
bi,ned traditional and modern medicine are in ',- - 
conditions where previously surgery was required, ~/ 
for example in perforated peptic ulcer (a condition · '­ 
where due to interaction between the inner lining 
o,f stomach and the acidic juice therein, there is 
first asrnal] u leer on the inner lining of the stomach, 
which may later burst to become a hole through 
the stomach waill with gastric juice sprayed over 
i1nto the abdominal,cavity causing, severe Jnflarnma- 
tion of the abdominal' lining). In such a patient, 
complaining of severe pain in abdomen, the modern 
doctors ascertain the part affected and the kind 
ot disease the patient has by careful history ,tak,ing, 
clinical examination, x- ray and laboratory inves,t- J 
igation. "The abi:liity to accurntely determine local ~ 
pathologica:li cha:nges is the advantage of Western -~:.,__ r 
medlclna's method of diagnosis. Where it fal:ls "" 
short however, is ,i,n understanding ar:id analysing, 
the functioning of the patient's body as a whole." 
(Wu, ~ 973). The Chinese doctors :then ascertain 
the general status o,f the patient by traditional 
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method. After a careful study, a method has been 
developed using traditional and modem indicators 
like temperature and pulse and so on to judge the 
size of the hole and extent of fluid exuded. ,If 
the hole is considered to be large and fluid ab­ 
undant, then the pa,tient is operated upon, otherwise 
he or she is treated with acupuncture and herbal 

~:, ·; medicine. (Wu, 11973). 

The other prominent breakthrough achieved 'by 
using the c0mbi1rned methods is :in the field of 
~~up,uncture anesthesia and treatment of fractures. 

;=;.; Theory and practlce o.f acupuncture has under­ 
gcfhe significant changes as a rnsult of self­ 
evatuation on the basis of modem scientific concepts, 
Older theories andi principles not verified in practice 
have been relegated to secondary importance. 1For 
example in, diagnosis • and prognosis, greater 
emphasis is placed on effective acupuncture ,points 
and their ,relationship to the autonomic nervous 
system and [ess on the theoretical aspects of Yin­ 
Yang, the merldiaes and the Five Elements (though 
the tatter are not entirely rejected.) (Chen, 1973). 

"fh !:J'S, in late 1950's Chinese medical workers 
....J _ _,_ reviewed their experience of acupuncture fo ,relieving, 

'-- toothache and sore :throat. They applied the 
experience ,to reptace anestliletic drugs in minor 
operations like tooth extracticns and tonsiillectomy 
and achieved some success. ~he technique graduaHy 
improved with more poin,ts being, discovered. Now 
success has been achieved with p'lacing needles 
only on the ear, nose and face (Chen 1'973). Many 

t major onerations like abdemlna! and chest surgery 7t have been performed using accupunture anaesthesia. 
;' . 

Another achievement has been in the field of 
treating deafrnutlsm and 'blindness, using, acupunc­ 
ture (Chen a973). ]raditiona1My certain points were 
considered forbidden tor deep insertion. But experi­ 
ments showed tha,t deep needHng of these points 
produced return of the power of speech and headng. 
Acupuncture therapy is combined with high qualli,ty 
speech therapy. 

Acupuncture 1has also 'been used successfully 
in treatment of toothache, ,tonsi1fli,tis, Jaundice, 

~- epidemic ,influenza, voice paralysls and polio {Chen, 
'- "''1973). 

;,, ~-- 
~- Simiilarly, in the field of treatment of fractures, 

combined therapy is ,found to be superior (Sheng, 
1977). The fracture is diagnosed using X-rays. The 
broken bones are realigned using acuouncture 
anesthesia, Then, the fracture is managed by tying 
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standardised bamboo spllats used tradi,tiona'lly 
around the fracture si,te. Gui,te unNke the exten­ 
sive imr;mobilisation method of modem orthopedics, 
this method advocates comblned rest and movement. 
'¥his has resulted in better healing, and greater 
recovery. of function, particUilarly of .otd, complicated 
fractures. the time of i1mr:mobilisation is also greatly 
reduced. 

No discussion on Chinese medicine today can 
,be complete vyi.thout the mention o,f preventlon 
and treatment of menta,I Hllness ,jn, China. Qui,te 
unli)<e the western r;method based on 'Freudian 
thinking, the psychiatric care in, Chiina is based' 
on the 'belief :in man's abi.li,ty to change given a 
sympathetic enviroament and education and re­ 
educedon' (Side! R, 1973), (Ho, 19,74). 

Since the C1!11l,tural ,Revolution, with Increased 
emphasis on integratiing traditional 1lililedicine, the 
western ,trained doctors have altered their psychi­ 
atric service to incl'ude "tradiitiona1I lil'ilethods and 
political techniques. The methods currently in use 
are sel,f-reliance, coHective help, drugs. acupun­ 
ctu,re, heart to hear,t talks, fol low-up carE!, cor:mrniu1n{ty 
ethos, productive l'abou1r and teachings of Mao . 
Thus the process. involves hospi,tal and COlilillililuni,ty 
care, individual and group relationships, professi­ 
onal, and nonprotessionall help, r:nutual help and 
sel,f-reliance and traditional and Western medicine. 
Here again one clearly sees a temdency to avoid 
stressing, on ei,ther of the opposi,tes. 

l1mtegratio.m i,m Medical Research 
Scien,tific research in China is guiided by fol!Jir princi­ 
ples (Stuttmeir 1973) (1:) Resea,rch rnust serve 
production and solve practical problems generally. 
(2} J;he indigenous, social', econolililical a:nd1i1ntell­ 
ectual =- both contemporary and tradi,tional experi­ 
ences must be tapped. (3) Research must invo'lve 
the ,masses and Shouild no,t be a, monopoly of the 
pro.tessional el:ite. (4) (;t shou!ld 'be an •integral, part 
of Chinese way of Hite. Strugg1le for scien,ti.tic 
experimeri,t, strug1gle for ,production and! class 
struggle are considered three ma,jor tasks o.t a 
revoluintionary society. Medical, ,research too, derives 
its orientation from the above principles. 

the most outstanding,fea,tu.re of,lililedical research 
in China is the concept of systematic co-operntion 
buiillt around smal!I, ,research projects. Research units 
having, common interests work together regardless 
of thej,r affHiations. For instance, production of new 
antibiotic 'Oingdmycin' according to the New 
China News Agency, was a resu1l,t of combined 
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efforts of 36 agencies. ifhe central body responsible 
for .the medical research in China.: the Chinese 
Academy of Medical' Sciences -rnaintains linkages 
with 24 diiferent research institutes. The research 
areas include various specialities in the medical' field 
like epidemiology and microbiology, surgery, pedi­ 
atrics, pharmacology; areas ,in community and 
social medicine Hke environment. nutrition, labour 
hygiene, labour protection, occupation health, basic 
sciences Iike Medica:1 Biology and traditional scien­ 
ces like acupuncture, moxibustion and Chinese 
medicine. 

,Research in tradltlonat medical sciences ,is 
organised under the Academy of Traditional Chinese 
Medicine. lts areas of research include medicine, 
surgery, acupu ncture and pharmace utics. The 
diseases studied successfully include asthma, bone 
fractures, 'high blood" pressure, tuberculosis of 
bone, leprosy etc ·(Stuttmeir, 1973). The unique· 
feature of this Academy is-the inclusion of western 
trained' doctors in its reseerch staff who have under­ 
gone training in tradltlonal medicine. In 1966 
there were around 200 such doctors out of a total 
research staff of 300 (Stuttmelr, 1973). 

Another notable feature of medical research in 
China, is the combined' use of traditional and modem. 
diagnostic and therapeutic prlqciples. In one 
instance 1'0 patients having a skult fracture with a 
large blood clot under the skulil bone were selected 
on the basis of severity judged by modem diaqn-, 
ostic methods· including, x-rays. ihen. they were 
treated wlth intravenous mannltol &nd Chinese 
medicine. Conventionally, the blood clot would. 
have had to be removed surg,icaHy. But this cHniieaf 
trial showed that 9 patients recovered fuUy, ;,the 
blood clot having been absorbed (Qiu Xiang, et· al, 
1981). 

Medical research also includes exploring the 
scientific basis of acupuncture. Based on extensive 
observation and research it has, been found that 
generally meridian syste~ of traditio~a,I acupuncture 
corresponds with the neural pathways. But modern 
knowledge of anatomy and physiology of the 
nervous system cannot fully explain the theory of 
meridians. For example, on stimulating certain 
parts of limbs with heat, eorresponding areas of 
the ears become sensitive to pain. Certain other 
unexplained physiological changes induced by 
acupuncture have also been demonstrated. 'For 
example, putting a needle through certain points in 
the body of a norms! person causes increase in the 
number of white blood corpuscles and enhancement 

of the 'process ot devouring of wastes and· bacteria 
by 'these white corpuscles. Hormones too may be 
playing a part in this process in which different 
levels of the central nervous system have been. 
found to 'be involved. (Chen, 1973). 

What is most revealing about the philosophicalr 
aspect of medical research is that dialectical 
principles are often used in achieving solution ·.of a 
research problem. For example 'from the orlncipte 
"the law of unitv 'of opposites is the fundamental, 
law of the universe" in the words of .a Chines~~ _ 
doctpr • we drew a number of conclusions: lrnrnobj-. --­ 
lisation and movement ate . equally importa.nt, 
fracture heaHng and functional recovery ought to· 
be mutuallv 'eomplementarv ... None of these 
aspects should be stressed to the neglect of· the 
other. On this basis we formulated ... new principles 
to~ the management of fractures" (Sheng, 1977}. 

Conclusion 
Medical science developed in ··china under. the­ 

influence of conflicting world-views, which · repre­ 
sented the ideological ,requirements of the ruling 
classes or sections thereof.' This struggle between 
contradictory phitosophles was reflected in the · 
sudden changes in direction which characterise the 
uneven course of development of medicine in 
China. Factors other than those intrinsic to science, 
played an important often determining role 'in 
shaping ,its course. The medicine that eme.rged 
after a conscious policy of inteqratlon was .appHed, 
reflected a change in the .dornioant worldview to 
one which is more · orqanlsmlc as opposed to 
meehanlstlc=a world-view ,imp;licit in bourqeois :.::.. 
science. 

;"-. 
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Science and philasophv, two dlalectical poles 
of a 1~nowledge system, develop in an interpene­ 
trating, mutuaHy dependent fashion under the 
influence of the socioeconomic and cultural­ 
ideolog,ica;I factors operative in a particular mode 
of production during a historical period. As Engels 
put ,it: 

"Na,tur_al scientists .. : are still under the -domina- 
tion o,f philosophy. It is only a question of whether ~ 
they want to be dominated by a bad fashionable l 
phil'osophy or by a form of theoretica,I thought-· ,; 
which rests on acquaintance wi~h the history ars-·--·:.....,t 
thought a:nd its achievements. Only when nptural ' 
seience becomes imbued with dialectics will aH the 
philosophical rubbish .... be superfluous, disappear- 
j,ng in positive science" (Engels, 1976). 
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I; Only a conscious appraisal of the history ,of 
medical: science keeping in view the above per­ 
spective can provide a future vision of a new 

1ln,t~rg,rated Medicine. 

In this way by emphasising, eq,uaNy empirical 
observation and dlatectlcat concepts, on positive 
science and dialectical phiilosophy and by combi­ 
ning the traditional and modern medicine. Chinese 
medical science has contributed si,gniticantly 10 
'humanity's broad onward march.' 

~ 
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PO.U 1CIES TOWARDS 1INBlGENOUS HEAtEHS ·IN 
INDEPE:NilJENJ lND1IA 

roger j,effery 
Policies towards indigenous healers in independent India show cansiderable continuities with 

policies followed in the British period. varying according to the sex of the healer. Traditional birth 
attendants (dais) heve been offered short periods of training h,y the State since 1902, wheteas until 
recently male healers (velds and hskims, and later homoeopaths) have been treated with official 
hostility, Current plans include the training of religious and ritual healers in psychiatric services as 
well es the employment of indigenous healers in new community health schemes. These changes 
are assessed in the context of a political economy oi» health services. This article is reptoduced 
from 'Social Science a:nd Medicine' 16:1835-1841, 1982. 

Introduction 

Many discussions of the ,potentia;I role of tndi1- 
genous healers. in health systems i.gnore the historical: 
dimension, apparently assuming that the proposals 
are novel and practicable. No-one should make 
this mistake in India, where there is the work of 
Leslie and Brass to draw artention to shifts ,in, poliicy 
from 1820 onwards.' 1ln this paper I want to 
elaborate on .a, sma'lil part of this topic by looking 
at official poliicy with respect to indigenous healers ' 
in the context of theories about the dynamics 
of relationships between indigenous .. and cosmo­ 
politian medicine. 

There are, in essence, three views _o,f these 
relationships ,in India. The ,fiirst is the naive seien­ 
tlstic: that the process is one in which the 
indi,genous systems are stead.Hy giving ground to 
the onward march of science, with only the areas 
where Western medicine is ,ineffective remaining 
for the indigenous practitioners. This · was the­ 
dominant view of the British doctors in India; i,t 
remains common, though rnanv Indian doctors 
express guarded sympathy a'nd support f~r the 
relevance of ,indigenous medicine. lihe 'second view 
is the aqnostic anthropological, best expressed in 
Leslies phrase describing Asian rnedical systems as 
'coexisting normative institutions', ,in which cultural 
processes of change are not simply u,n,idi1recliona1I' 
(with indigenous medicine being affected by cos­ 
mopolitan medicine but no-t vice versa) 'but multi­ 
directional, with no predictions of necessary futu:re 
patterns." The third view is the politlce! struct­ 
uralist one, in which the superiority of Western 
medicine follows not from tts scientific advances but 
because it is more closely linked to the class 
interests of the politica1l1 leadershtp in the countrv.? 
I shall explore some of the strengths and 
weaknesses of these positions hy taking a closer 
look at policies towards lndlqenous medicine in 

:;,,"' -- 
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India, traci,nig the links between the British period 
and post-1947 :po'liicies. with par.ticu:liar focus on 
policy pro:posa,ls made (and to a Iesssr extent 
implemented) since 197W. 

· Two caveats should be entered here. !Firstly, 
,th~re may be no c'lear relati,onship between offi;cia·I 
discussions of ,indiigemous hea,l;ers and the situation 
'on the g1round'. fn pani,cular the oUidali mind tends 
to see the systems of indigenous medicine as 
discrete and disconrinuous, whereas teslie's model 
oi heal'ers occl!lpyi,ng pcsitions which shade ,i,nt,o 
one aino,ther seems mor,e plausib'le.4 Secondly. 
there is .a· g,reat de.ail ot .regional vari,ation, not only 
pre-1947 when the Na,tive States could .fol!low 
policies radicalily difforent from those o,fBritish 11,r:i.dia, 
but also since ,Independence, when ,heal,th policies 
have been constitutional'ly the sphere o;f the Staites. 

The S.ri:tislil Period "\. 

H is customary to see 1835 as a, major tmm- _f 
i:ng point in British attitudes to 11:ndia,n cuilt,u~e. This · 
was the year of Miaca,u1ley's IV/inute om. ediucationa,I 
po:iicy, where he arg,ued that IEu,ro:pean culture 
shou!ldprovidethe cuinicul:U,mo,fschools aindco;lileges. 
This strengthened the opposition to schemes which 
aHempted a mixing: of Eu:ropeanand Tndiain, cul'tuires, 
or we~e desi,gnedi to ,restore I ndlian culture to its 
,presumed g1lory. In ,medih::a,I' education, it meant 
that ,the Ca,lcutta 'Na,tive Medic ail I nstiitution • tounded 
in l822, would no longer te·ach aspects o,f Ayurveda 
(the Hi:ndu medical scriiptu1res, especially those of .... ~ 
Susmta and Ca.raka) nor of lJnani (the medical; doct- , -.1 rines derived from Greek medicine and more closely .,, 
Hinked to Muslim culture). Whiile this move hach~ , 
obvious sig,niificance, i,t die not mean a total ba,~;' .,::_~ 
on such teaching, nor on co-operative ,relationships 
between the Bri,tish Baj ·and 'iindig1eno us practitioners 
as a class. As Hume has demonstrated, for example, 
in Punjab the Provincial, Government employed 
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bakims (Unani practitioners) In the 1860s and 1870s, 
usuaHy as vaccinators and health extension workers, 
and the ,University of the Punjab offered courses in 
Ayurveda and Unani medicine untii 1907.5 

One reason for the tolerance displayed by the 
State is that its own services, and practltioners 

'~: trained in its medical' schools and coUeges, had 
"~.- ', a minimal impact before the end of the nineteenth 

century. The first four medical colleges. (Bombay, 
Madras andLahore folfowing Calcutta by the 1850's) 

;:?-Rtoduced too few g,radua,tes to make much impact 
..__., _, on the settlnq.of practice for most indigenous healers, 

aw'g, were mostly employed in the growing State 
bureaucracy - in the army, the jails, the raHways and 
so on.6 The 1872 Census of Bengal, for example, 
enumerated only 3769 physicians, surgeons and 
doctors, but over 23,700 'Gobaidyas' and 'Kabirajes' 
(vaids, or Ayurvedic practitioners) and over 400 
hakeems.? Prior to the establishment of the _ 
Indian Sanitary Commlsslon in the 186-0s there was 
no colililmitment by the State to provide hearth care 
services for its citizens, and there was a slow . 
extension of that commi,tmentbeyondplague control 
and the provision of dispensaries. There was an 
awareness of the strength of ·the indiqenous groups: 
plans to introduce rnedica,11 registration in the 1880s 
were dropped because the Western doctors were 
too weak to de.feat the expected hostHity from the 
veids and the· /,akims.8 

., 
'- 

A change· to greater hostHity can be datedi 
from about the ·end of the century, By this time 
the cream of the Western doctors in India - the 

--{ Indian Medical, Service, (recruited in Britain though 
_ \_ 5% Indian by 191!3) was more conscious of its claims 
' to a scien,ti,fic legi,timation: the number o.f ·Indian 

medical graduates ·and licence-holders was substa­ 
ntial; and they were oHering a real chalilenge to 
the prHnacy of indigenous healers in the major 
towns; and there was the g~owth of a new middle 
class which .. provided new financial opportunities 
for both groups. 9 The early twentieth century 
saw considerabte politicail conflict. as- the rising 
bourgeois nationalist movement embraced the cause 
of Indian cultural renaissance as well as the idea 
of science. The Indian National Congress included ,.. 

~- leading indigenous ,practi,tioners in its ranks as 
, well as modernisers like Nehru. Even within the 

__ ,,.}Imperial Government there were those wUling to 
...{_~,.; lend their prestige to new private medical schools, 

some of which combined' indigenous and Western 
techniques. in 'integrated' courses. The general 
argument used was that it was necessary to 
improve the training of indigenous practitioners 
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because "for many years to come ,they wil:I constitute 
the medical attendants of by far the largest portion 
of the Indian com mu nity''.10 

As Indians gained posi,tions in Ministries after 
1'91 g, they were expected to implement policies 
based on this kind' of view, but their scope was 

• 
1limited by severe financial· restrlctleos and their 
impact was further reduced by pressures from the 
Indian Medical Services, whose members provided 
the senior rnedlcat civil servants. The new Legis­ 
lative Councils· supported the 'Indian' systems of 
lin't,dicine on 'both ,patriotic and economy grounds, . 
but Ministers in several: 'Provinces {e:g. Punjab 
andi Bombay) resisted this and used their Jimit:ed 
fonds to attempt to bring, 'modern scientific medicine 
and surgery wi,thin reasonable reach-of aiH', spending 
only sma11:l' sums on research 'into the indigenous 
systems and for improved training.11 As a result, 
relatively few ,indigenous medical colileges were 
given State patronage; . the schemes of medical 
registration excluded those who had not received 
Western medical traiining; and the Government of 
India restricted' i,ts activities to .an investigation in,to 
the pharmacopeia of indiqenous drugs. 

. . 
With the rise ,of medical rljlg,istr~tion for the 

cosmopolitan doctors after 1912, the pressures on 
indigenous medicine-increased. Doctors who offended; 
the imported British ethical, codes and collaborated: 
with indigenous practitioners, either in their new 
colleges or ,in dai1ly practice, were threatened with 
devegistration. The wedge 'between cosmopoHtan 
and Indigenous medicine was driven deeper by the 
disputes over the recognition by the General Medical 
Co uncirl' in 'London -of 'Indian medica) ;degrees; vvhich · 
occupied much of Indian medical politics in the 
lniter-war perio.d.12 When the 1lndian MedicaJ 
Association was es,tablished the..,early leaders, also 
prominent i,n ,na,tiona:list ,poliitics, ca,liled for the 
admission of ,indigenous~practitioners {if they were 
'sincere'). By the mid-1930s, when these leaders 
were being ~ncorporated into the new lndia0 
Medical' Counciil and other posi,tions o-f influence, 
they had ailready drawn "back from these positions 
beca1use such policies might l'ead to a loss of their 

•in,terna,tional, recog1nition. Indigenous ,practitioners 
were first reg1istered ,in Bombay fn 11938, but they 
were on a separate register from tha,t of the 
cosmopo'liitan, doctors. They were accepted on the 
basis of experience or apprenticeship, and only 
after a 4 year delay was qualification to become the 
onl,y means -of registration. ifhe Bombay Government 
was wel'I ahead of other Governments, and even 
here an amendment in ~ 949 weakened their 
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legislation and admitted new practitioners on the 
basis of experience. Nevertheless, the Bombay Act 
was held up as ,the model for legislation after 1; 97 4. 

T:he inter-wa,r period th
0

us showed gains and 
losses for ,indig.enous practitioners. On the one 
hand, there was the establishment of co,lleges, 
rather than the less respectable guru chela form o,f 
apprer;iticeship which, had previously been the sole 
training method. Several of these colileges were 
well-fonded', especiail'ly in Delhi, Madras and the 
Princely States ·Of Mysore and Hyderabad, for exa­ 
mpte. Th_e indigenou,s practitioners also had the 
support of t,he reports of speclal Goverment cornmf, 
ttees set. up to consider policy towards them.:14 
On the other hand', theirs uibordinate position relative 
to cosmopolitan medicine was ,reinforced by 
'registra,tion ·par.terns, am:! previous. staiegies of 
·raising status: (e.g. by procuring a scientifte facade 
through joint teachir,g, and ,practice with cosmo' 
poHtan doct,ns) had received a, severe blow: -The 
weakness of the indigenous practitioners was·pa,rrly 
a result of their own interna,1 ,divisions. N:ot only 
were there the two main grnups separated by 
linguistic,. theoretical and reliqious differences, but 
there was !=.)1lso. the newer group of homoeopaths; 
estab'lished particlJ!lar:ly strongly ,in Cal'cu·tta and 
BeAgaL l!n addi;tion, each group had a variety of 
career pa,tterns, usually locail:l'y specific, witl;, liittJe 
agreemer:it about diagnosis or techniques. Often a 
rooted local teacher wo.u,l'd prepare his own comme­ 
ntary on the traditional texts, and a school which 
grew up ,around one teacher wo Uld deride and 
vHify tha,t around another.15 These divisions 
,particuilarJy affected elite practitioners, whereas the 
average healer might be very different=-but evide­ 
nce about therm before. the 1'960s is slight and 
lilighly. unreliable. Finalrly, there was the growiag 

,ideo'logicail split 'between those whowaoted integrated 
teachi1ng of cosmopolitan science and ,indigenous 
therape.utics, aind those who considered the, pure 
indigeno,us training sufficientty seientiflc. l:hiis divide 
domin,a,tes. the post- Independence deba,tes.16 

Elifiierenit patterns a1ifocted female heailrers­ 
whose histo.ry stHI has to be told. The presumption 
is that aill' indi,genous healers were rnaile and this is ,.J ... 
ce1rtai1Aily ·. i;mp,l,i'e'cl: by the medica,I texts and most ~ 
o'.f.fical ,ccirnn'ie'rHs. However, many fema1le heailers 
were· recdrclea in- ,the early Cens,uses, (see liable 1) 
and solille modetnfie ild!work reports refer to 1ierna.J:e:-. 
foealers.17 'Fo 'be sure, few Q,f these wou{d Jpave , 
ha"d 'a~~~ss· to the "hig:h cu1liturn'' learning, o1i the ',;;ftte 
male ;pi';:i~titi.oners. but that was true of many of 'the 
rnal'e practltioner,s. too, 1Jihe main ,reason why fomaile 
heaiters W!'lrn invisible ,to male enq,uiries.wasprobab'ly 
that their c'tiente'le was arlmost entiireiy fomaile. The 
only ·gr~up wh~ do appear in the historicail discuss­ 
io,ns. are the traditiOna,lr birth attendants (dais), wfuo 
are recor.d'e~:Ji s~pair.a.te,ly ,in the nineteenth ce1>1,t1u1ry 
Censuses, ~ndi~, severa!I early discussions of caste, 
lililidwi,fe;y is· described as the hereditary occupation 
of the .. women, qf par,ticula,r untouchable castes.18 

Apart .from iporadic training by missionaries in 
the middle o,f the nineteenth century. the first serious 
airemptS'to·frain indi,genous midwives came in 1902 
when rnoney-ra,lsed ,in Queen Victoria's memory was 
put i,hto a-" funtJ for this pu,rpose.11 A sum o,f 
Rs 40,000' was available each year, and training 
folilowed a scheme first developed' in Arnri,tsar in 
which tne dai was paid a fee for attending the 
classes and Was expected to aUend regularly, to 
report cases, and to caill in the. teacher when she ' 
had difficult deliveries. Simple examinations were _/ 
he'lc:l, an_d ,the successful completion of a course ' 

--- 

Table 1 Prac.titioners in selected p.rovinces. 1'.901' ,Census 

Bengal ·Bombay ' •, Madras 
With a diploma, 'licence or certificate M 4123 1172 507 

F 170• 43 119 
Without any diploma ,etc. M 33899 3648 .17441 

F 125.8 243 1501 Midwives M 144 
F 21036 1891 4753 

Compounders, nurse·s etc. M 2016 21'27 2599 
F 945 705 328 

Total medical M, 41912 6770 . 21267 
F 23480 2882 ~609 

N.WF.P. 
Punjab UP 

946 71'1 
78 50 

7198 6750 
665 789 

312 
6422 11341 ~ .,.._ - ..,., 2602 1854 
315 324 ·-~ 

11225 9941 ~.,....---- 
' 'j, _.l,. 751'1 12517 

Notes: These are recorded as 'actual workers': dentists, ,occulists and administrati.ve personnel (including, members ,of the 'IMS) 
are included in the total ,but not in· the other ,categories shown : vaccinatqrs a.re _:includ'ed with compounders etc. : and· the figures 
include some feudatory States. 
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could lead to a diploma and to registration. Where are 
no cemplete figures for the numbers being trained 
,in any year, but it is clear that a limit was set by the 
shortage of fema1le doctors or of public health 
nurses (l'ady health visitors) to carry out the training. 
These schemes were based on the foUowing assump­ 
tions; that institutionail deifiveries were very 
unpopular amongst 'Indian women ,(they remain 
so today}; that midwifery was a hereditery 
occupation amongst certalo low castes (the situation 

..._~,almost certainly more complex tha_n this); and t~a,t 
the dai was expected to deal with the menial, 
pM[utin,g,, aspects of the deliivery. Several fea,tu1res 
made it acceptable for the State to become involved 
in dai tra,ining,, in particular. there was no band ot 
Western personnel, whose ,interests were threatened 
by such trairiing. The dais themselves were so poor 
and of such low status that they could be persuaded 
into training schemes with rnl,atively little dHfic.uilty; 
and few people thought that the dai had any ski,Jls 
worthy of being retained. In a:lil these ways the male 
healers were differen,t, and this largely accounts 
for the different policies pursued with respect to 
them. 

Poliicy After 1947 

""- One of the most obvious ways in which the 
Congress Governments after 194 7 fotlowed the 
precedents established by the British Raj is in the 
sphere .. of health policies. The new Government of 
'India had two sets of proposals to deal with the 
health problems of the new India : those provided 
'by the National' Planning Committee, established by 

I Congress itself in 1938; and those of the Bhore 
7:;. Commi,ttee, established in rn43 'by the British to 

- .::'.plan for reconstruction after the War was over. 
There was considerable agreement- for example 1in 
the proposal that the health service should be free 
at the point of contact for patients- but where they 
dlffered, the post-war Governments foHowed Bhore 
rather than the NPC. This was particularly true with 
respect to ,the training. of part-time village level 
heailth workers - a corner-stone o,f the N PC 
proposals' but toallly ignored by Bhore. On relation. 
ships wi,th the ,indigenous healers both reports 
were ambivalent, but ,Bhore was more hostile. The ---· -, 

. .....,...- NPC ,resolved that 
·, 

__ ,:J_ 

o/ 
An attempt should be made to absorb the 
practitioners of the Ayurveda arid Uneni 
systems of medicine into the State health 
organisation by giving them further scientific 
training where necessary .. Medical trainingin 
every ._.field should be based on' scientific 
rnethod.20 
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By contrast the Shore R,epmt ,pointed out that 
the indigenous systems had nothing to say about 
public heaillth, preventive medicine, obstetrics or 
advanced su,rg.ery. and described: t'he systems as 
archaic and out-side the onward lililairch o,f world 
science. B hare's pOli<;:ies 'involved 

a country-wide extenslon of a system o,f 
lliledicine which, in our view, must be rngardedi 
as neither Eastern nor Western but as a corpus 
of scientific knowledge and ,pr.actice be,l,onging 
to the who'le world and to which every country 
has mads ,its contr,ibutfon. 21 

,. 

Proponents of the hildigenous. systems. were 
ab'le to, explolt the ambig1uities of these proposats li>y 
claiming tha,t science was not the preserve ·Of the 
cosmopoilii,tan doctors since A.yurveda was a1lready 
sciemti:fic; and that on1ly ,racial' bias andi a lack of 
objectivi,ty prevented cosmopol1i,tan medicine frolilil 
teaming, from the ,l'ndian: ·systelilils. 22 

lihe debate over these issues becalilile hea,ted 
over the first :110 years o,f lndependen,t l'ndia. The 
1'946 Health Ministers' conference· endorsed the 
Bhore proposa,ls., and ignored the NPC proposails, 
with the sol'e eX!cep,tion of i,ts resolution on ,indigen-­ 
ous practi,tioners. This was elaborated ,to include 
expenditures. on 

(a) research into the indi,g,enous systefil'ls; 

(b) the establishlililen,t o,f new colileges a,rid 
schools; 

tc) the estabHshment o,f- post-gradua,te course 
in 'Indian medicine for graduates ,iin Western medi.cine; 

(d)· the absorption of vaid-s and hakim-s after 
scientific training,where necessary, as doctors, hea,hh 
workers etc.; 

(,e) the i1ncliusion of departments and practi­ 
tioners of ,Indian medicine on oftici,ail1 boarrds and 
coU1nci1ls. 23 

'In the face of this g,trong poHtica;I pressure, 
the Governlillent of 'l:ndia followed' 'Bri.tish precedents 
and established a ,coITTrnittee, ,under a cosmopoHtan 
docto~ (Chopra.); ,most State Govemrnents we.re 
similarly slow to act. 

By 1947, then it ,is. possible to discern three 
main organised ,groups contesting the lililedical, 
domain in If ndia, the cosmopoliitian doctors wi,th a 
stranglehold on the ,medica:1 bureaucrncy, the 'pure' 
indi.genous practitioners; and the 'integrated' 
practi,tioners. A foui~th, less organised ,group 
car:npaigned, at least in the 1:970s, for the freedom 
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of unqualified and unregistered practitioners to 
practice as cosmopoHtan doctors. (This group 
probably best represented the interests· of the 
majority of practitloners in India at the time.) The 
three main groups have al:!' foiled. to achieve their 
own preferred solutions, and most of the issues 
have recurred again and again in the main policy­ 
making arenas. There are four main topics on which 
battles have been tougihil:: (1') whether to incorporate 
indigenous practitioners In the State medical 
service, or whether to train a separate cadre of 
community health workers; (2) how to register 
existing practitioners and those graduating from the 
indigenous colleges, and how to prevent unregistered 
practice; (3) whether indigenous colleges should 
include Western scientific training, and an introduc­ 
tion to cosmopolitan therapeutics; ( 4) whether 
access to 'allopathic' medicines should be restricted 
to those registered on the ·Western' medical registers. 
There were suibsidiary issues- for example whether 
State funds should be used to support training; in 
the indigenous systems or indigenous hospitals­ 
which were agreed in the early period: in fact 
something under 5% of the Plan health expenditures 
have been aHocated to the indigenous systems of 
medicine, though these allocations have been 
consistentlv uni:lerspent.24 I shall deal with the 
four more [mportant issues in tum. 

1. The lncor,poration of Indigenous Practitio- 
··ners: The cosmopolitan doctors were opposed to any 
such involvement. In the immediate post- Indepen­ 
dence debates they had the support of Nehru and 
his HeaHh Minister (Rajikurnari Amrit Kaur) in argu­ 
ing with Bhore that aU practitioners should have the 
basic MBBS quailtieatlon: if they then chose to 
practice other forms. of medicine that would be up 
to them-as ,is the case in the UK. In general it was 
argued that it was impossible to integrate the various 
systems without causing, chaos. However, this was 
th·e solution which Chopra proposed: his report 
recommended that aH students should be taught the 
elements of afil systems (like the Chinese solution, 
at least during the 1970s). 26 Once again the 
international standing of Indian doctors was used 
as a powerful argument for rejecting such a move; 
and _the variety of skHls and backgrounds of the 
indigenous practitioners was seen as a reason why 
no more than perhaps 2% of them could be used in 
the national health services. WhBe the Government 
of India thus expressed its hostility, the States were 
free to act on their own, since health was constitu­ 
tionally their affaiir, subject to certain HI-defined 
constraints with respect to standards of medical 
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education, andneatth Ministers made thelr autonomy 
clear i:n 1'954.26 

ln addition, ,it was clear that the traini,ng. of 
auxiiliary medical personnel was rega,rded as a 
perfera'bile alternative means of extending rural 
medical: care. A scheme proposed ;in 1952 was 
discussed in the 19'54 Gentra,f, Council of Health and _,->-~ 
in general, those supporting, the health auxiliaries 
were those opposed to the involvement of the 
indigenous practitio:ners.2'1 However, this proposal 
was refined and reduced over the next few years,.;:;;_:-' 
untf ii was dropped' completely. 

;/ 

'.'h ._. ~½.....,, 

lihe early 1970s saw a resurgence of discussions 
concerninq the inclusion of indigenous practitioners. 
This followed the 'Gha1rihi flatao' election success of 
[ndira Gandhi in 1971. In 19172 the Minister of 
Health announced a scheme to enlist registered 
medical' practitioners in Ayurveda, IJ11ani, Siddha and 
homoeopathy afiter a short. period of training (4 
months), to provide thern with a kit containing 
medicines for common ailments, and thus "to 
provide rnedlcal services to the entire rural area 
within, as short a time as possible, say a(bout three 
to forn years''.28 Apparent,ly this scheme received ~~ 
the strong backing of the Prime Minister, and' ,. 
sanction by the Task Force of the Planning Commi- 
ssion, but when. the Health Minister was replaced 
after nine months, Httle more was heard about -it. 
However, in retrospect, ,it can be seen as forerunner 
of schemes proposed in 1'975 by the Srivastav 
Cmnmittee, and in the plans cu:rrently being 
implemented', which are :l'oosel:y based on the .Janata ""\. 

· Government proposals made hi 1977. The J:snata { - 
manifesto ca,liled for the organisation o,f "a cadre o.f .,;;, 
rnedleal, ;paramedical community health workers 
tCHW) among, whom the trained ptactltioners of 
indigenous systems of medicine will:( be a part", 29 
In practice, it was decided that the community 
should choose who was to be the new CHW and 
they were merely to be advised that the use ·Of an 
existing indigenous :practitioner would be wise. In 
fact the choice of the CHW has been a highly 
:political decision, heavily influenced by the doctors 
who wer,e to do the training, and ,it seems that __,,_ 
relatively few CHWs are, in fact indigenous practi.- -~-·---~-· 
tioners, whether trained, registered or not. Once ;f 
again, the of.fer being made to the indigeno u:s -:., "' 
practitioner {ful!ftime or :part-time) was not very~~ 
attractive, since he wo u Id be ,recru,i,ted at the ibottom ' 
of the medical hierarchy. However, the training 
schemes included· the :possibility that the CHW be 
trained or equipped in indigenous techniques 
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and therapeutics, and some States recruited 
indigenous graduates to do the training. 

-There was no suggestion that the CHW should 
be a trained dsi, which is not surprising .. given 
the low estlmatlon of these women. Nor were 

, women with other backgrounds chosen in spite 
'~.t~ · f . I 'h "--t' -. of the expenences o vanous vo untary sc · ernes 

which sug,gested that women were more reliable, 
acceptable and suitable for this work. Instead, a 
new dai trainiing, scheme was introduced', which 
~as essentlauy just a return to the eaelier schemes 

v~°fch had been alllowed to lapse in the 1950s. 
Li~e- the CHWs, they were to be trained at the 
rate of 1 per 1000 poputation, and there may have 
been a feeling that this was the women's proper 
place. Unlike the CHWs, however, the trained 
dais were no,t to be given a regular honorariurrr but 
only compensated ,if they referred women to ante­ 
nata,11 reg,istra,tion. So tar no evalutatlon of the 
dai training, has appeared, thouqh one is plan­ 
ned for 1981. 

The impact of the latest schemes is thus two­ 
fold. On the one hand, it has meant the Inclnrslon 
of more indigenous, practitioners into State employ­ 
ment: on the other hand, i,t has created a new 
band of practitioners who see themselves as po­ 
tential doctors. Vnluntary schemes have also been 
unwillling to involve the local indigenous 'healers 
except in a peripJ1erai11 way. Once aga,in, the stated 
reasons have been that the indigenous healers are 
not relevant in · the services which are regarded as 

1 high prlorltles - matemat and chud heaHh, or 
~ community 'heal,th services, and there is undoub­ 

- :\tedly some strength in this argument. 

2. What to do about registering: or barre­ 
ning unqualiified ,practitioners: Fhe years follo­ 
wing Independence also saw debates about the 
proper co urse of action to follow with respect to 
unqualified practitioners, with moves to outlaw their 
practice being seriously considered In 1955 and 
1:959. The discusslons in 1;955 were inconclusive: 
another committee was established (the Dave com­ 
rnlrtes) and its report in 11958 {recommending, the 

...,..-- continuance o,f integrntedi courses and the esta- 
':.. ~r blishment of country-wide registration schemes) was 

"- left for States to decide whether to Implernene, 30 

\, .!,~- The 1956 Act which re-establlshedthe Indian <-..>'e_.... 
Medical Council {now cal'led' the Medical Council 
of India) prohibited unregistered medical practice, 
but the Government of India advised State 
Governments not to implement that clause. In 1972, 
after a whole series of discussions in the Central 

Counclt of Health, States were advised to folllow 
l<era,lai's propose! to amend their ,legislation so that 
those practisiing •modern medicine' for at [east 10 
years would be reg1istered on a, separate liist and! 
aillowedl to continue (but be barred from prescribi1ng 
dangerous druqs, doing surgery, obsterlcs or redio­ 
thera,py).· No forther unq,ua,lified' practiHoners would 
then be arlowed to practise. The 11ndian Medical( 
Association ca(liled this a "quacks' charter", and' 
managed to prevent any move on ,this front - but 
they could not prevent unqua1liified! aind' unreqlstered 
praoti,tioners from conti,nu1ing, to provide 'modern' I' 
medic a I services. 31 

The 1!950s and t960s saw the slow but steady 
extension o,f registration, schemes designed to regis­ 
ter those. cu1rrenitly practising indigenous medicine, 
but to forbid any new practkloners who had no,t 
gained registrable qualifications. As wi,th the mode] 
for this legislation, the 1'938 Bombay Act, there was 
considerable pressure aga,iinst the ,enforcement of 
the ,penail clauses and moves to pass ilater amend­ 
ments to iinclude a new set ,of unqualiified pra­ 
ctitioners.u2 :Even after the ~1970• Centrail' Government 
Act establiishing a central policy on'.standardisi,ng 
the .registration o,f indig,enous practitioners, some 
States were sHII' registering on the basis o,f expe­ 
rience onil'y, while others •insisted on the acquisition 
of a, registrable q,uailification.83 By 11977 there 
were 93 colileges providing Ayurvedic education, 
with a total intake capadty of over 3600 pe,r year; 
14 Unani coHeges wiith an intake capaci,ty of 485 
per year; and one Siddha co'lilege wi,th '50 places a 
yeaf 84 However, the total reg,istered as practitioners 
on the basis of institutional qiuaili,fica,tions was 
much grea,ter than this su,g,gests. It would appear 
that registration boards take a rela,tively lenient 
view ·of claims to quailHications, or that there is 
massive double reg;istration (see liable 2j. 

Table 2. 

· Registered practitioners in Indian systems ,of medicine 
and homoeopathy. 1977 

lnsti- Not 
tutiona'IIY institutionally 
qualifed qualitied 

Ayurveda 117765 105344 
Unani 10262 20138 
Siddha 1559 16569 
Homoeopathy 19;871 74166 
Total 149457 mm 

Enlisted 

51397 

51397 

Source : Pocket Book of Health Statistics of India 1978. 
CentralBureau of Health intelligence. New Delhi, t979. 
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3. Whether indigenous training should be 
'pure• or 'integrated': Immediately after lndepen­ 
dence the supporters of 'integrated' medicine were 
successful in several parts ot the country in 
establishing colleges and ensuring that the quali­ 
fications of their graduates were registrable .. However, 
the counter-attack came fai,rly quickly. At the .1954 
meeting of the Central Council of Health, repre­ 
sentatives of most of the North Indian States 
{incl udin_g Bihar and OP, the largest) supported 
the move. by the Bombay Government to introduce 
'pure' training in Indian medicine. Again the sup­ 
porters pointed to the 'popiularity' of the lndiqenous 
practitioners; the tendency ;in the integrated courses 
to spend too much time on Western medicine; the 
incompatibiHty of the indigenous and the cosmo­ 
politan systems; and the avaHabil:ity of indigenous 
graduates for rural practice. The opposition argued 
that science was universal; that it was a crime 

allow the 'unscientific' to practise fri rural areas 
simply because they were cheap: that there was 
an aibsence of senior velds or bekims to take tea­ 

·ching positions; and that indlqenous practitioners 
actusttv used Western drugs. and treatments. 35 

These disputes· have largely 'been won by the 
supporters of the 'pure" school. and by 1975 there 
was increasing concern expressed by and about 
the estimated' 50,000 integrated practitioners, whose 
anomalous position with respect to registration 
and to drugs legislation left them particularly 
exposed.36 However. to a considerable extent 
this was a Pyrrhic victory; most graduates appear 
to perceive their training as second-rate and it 
is widely argued that they actually practise using 
cosmopolitan drugs. In other words, the attempt 
to reach parity of status has not yet been successful. 

4. How to control the iuse of -allopatbic' 
drugs : Finally, in spite of an agreement in 1958 
that only those with Western medical qualifications 
would be permitted to prescribe the drugs listed 
in the 1945 Drugs Hules, this too was not imple­ 
mented, This was complemented by an apparent 
unwUlingness to make serious attempts to enforce 
general controls on pharmacists and pharmaceutical 
companies, so that there is little or no effective 
control over access to anv drugs in India. This 
alone tends to nullify almost all the other decisions 
with respect to indigenous healers. As Neumann 
and others have shown most 'unofficial' healers, 
whether registered as velds or not, tend to prescribe 
la1gely from the cosmopolitan pharmacopeia.37 
\f\1ith relatively free access to these drugs, there are 
c 1int1ally new practitioners becoming established 

· on the basis of experience. Indian potitlcat 
culture seems to accept as legitimate the claim 
that they have rights to a liveHhood ,in this way. 
One of their strongest arugments is that they pro- 
vide services where cosmopolitan doctors are 
unwilHng to go - in the rural areas. Nevertheless, 
many of them actually practise in urban areas, but 
through their links with politicians they seem to ,.:;:;-, 
be able to prevent punitive action against them- 
selves and to be able to make powerful political 
cases for the amendment of hostile legisla,tion;as :,,--- .. - .,- 

\- .. -~~- 
One of the difficulties of making·cleair assess­ 

ments of the nature and effect of Government 
poHcy with respect to indigenous healers is that 
there is no clear Hine being .foHowed. On the one· 
hand, it is clear that indigenous medicine 1is essen­ 
tia,l!ly marginalised, with many of its practitioners 
part-time. deaHng with a limited range of ailments, 
arawi,ng; heavily on the cesmopollten pharmacopeia 
and perceiving cosmopolitan medicine as superior. 
Government policy, particularly in terms of employ­ 
ment and expendlture, reinforces this trend. On 
the· other hand; there is a trend towards greater -.. 
respectabi:lity, with the extension of registration ) 
schemes, the recognition of indigenous contributions "' 
by the international agencies and in CHW training, 
and some steady expansion of employment. The 
failu:re of attempts to suppress or control; unqualified 
practitioners, and the toop-holes in reg,istration 
schemes, mean that the cosrnopolitan and' qual1ified 
indigenous practitioners alike am theatened~ by....._ 
'unfair' competition which j,s outside theircontrol, so \ - 
that the formal commitment to the modernisation of_,;; 
medical care in India is very different from the realiity. = 

Conclusion 
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There seem to be a few threads Which can 
be drawn out of this, however. Firstly it is clear 
that indigenous practlrloners o,f alil kinds do provide 
an alternative which the Government has to come 
to terms with whenever its leg:itimacy is weakened. 
Jhe greatest advances have come in the period 
when the new Republic was being established; 
when Congress was reasserting its supremacy after 
its losses ,in the late 1960s; and duri,ng the .Janata 
regimes since 1977. Secondly, it is clear that the ·-'-, 
alternative solution to the problem of providing J 
a cheap extension of Government health services~_ 
to rura] areas - the employment of para-medical '>--...:(.;;, 
personnel or community health workers - has been 
preferred. This has 'been premissed on the ·idea 
that they wiH be more controllable, and less likely 
to claim the status of 'doctor'-when of course 
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this is the major complaint _of _the cosmopolitan 
doctors and ,the major arm of _ many CHWs. 

In terms of the arqumentswlth which I opened 
this paper it is clear· that all of _them have their 
weaknesses. ·Indigenous practitioners. are not dying 
!)Ut, they are fofi1ltrating' Government and retaining . ;;, 

t,,. " i:> considerable popular appeal. even in urban areas, ~, 
On the other hand, their impact on cosmopolitan 
medicine is a great deal less than the influences the 
other way, and· the indigenous systems remain 
~~bordinate. Yet ,to arque that -eosmopofttao medi- 

..__ cine alone meets the needs ot the ruling, class ,is also 
in~_equate, since the very poiliti"caJ support which 
th~~practiMoners can generate by virtue of theln 
positions means that politicians woo them assldu­ 
oustv.. even if they no fonger . have a coherent 
ideological, position which commands much support. 
It is much easier to see how women healers are 
being: marginal!ised and excluded horn positions 
of influence than to draw clear pictures of the 
nature of the changes amonst the men. 
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SYSTEMS OF MEDlCl'N1E : RClt:E Al\l'D. R.ElEVANCJE 
sujit k das and smaralit: [ana 

While traditional medical systems passed their peak centuries ago, modern medicine has not entirely 
replaced them. The issue of traditional v/s modern medicine, the authors argue, is essentially an ·ideological 
one, governed hy polittcel, interests; this is illustrated by the variance in the official,. semi-official, and 
progressive views on the subject. Even the Chinese exoertence, the authors say, demonstrates this. Systems 
of medicine, as such, in their opinion, are irrelevant in the context of a people-oriented and egalitarian health 
system. in which they will comprise merely a set of therapeutics. Thus the entire debate on the role. of 
traditional medicine is academic. 

The historical development of health care in the 
western societies has been analysed and 

explained in various ways. Those analyses bear 
relevance to the Indian situation to the. extent that 
western medicine (allopathv) had been introduced 
and developed · by the colonial power and after 
'independence. it developed raoidlv with State 
patronage. Traditional systems, however, passed 
their peak of development long ago, but existed 
and persisted in Indian society. 

Among the traditional systems, the oldest one, 
Ayurveda, reached a very high level of development. 
Ayurveda ,is the fore-runner of Indian scientific 
development and the father of materialist. 
phifosophy. Ayurveda is a comprehensive body ?f 
knowledge in medical science having well developed 
or rather too highly developed theoretical foundation 
based on empirical data, scientific methodology of 
observation, experimentation and analysis, and 
disciplined norms of practice. Avurveda asserts 
that aH things living and non-living am products 
of natural matters; disease is the result of material 
change in the body due to interaction with 
natural, matters; and therefore could be corrected to 
an extent with the help of natural matters (drugs}. 
Charnka-Samhita declares, "There is nothing in 
nature without relevance to medicine", There is 
nothing supernatural' about natural and human 
events. In ancient socletv, the dominant ideology of 
the all-powerful .ruling class was totally and 
oppressively antl-materiatist. · Materialist heretics 
actually had no right to live. That is why, aM extant 
source books of Ayurveda are found to be camou­ 
flaged with enormous amount of metaphysical and 
religious garbage with a view to project an 
appearance of conforming to the dominant ideology. 

., tChattopadhyay, 1977). But what now exists and is 
practised as avurveda' or sidhha is not the ancient 
dynamic science of ayurveda but a decadent form 
which absorbed the alien metaphvslcal interpolations, 

,. '···~ 
as truth and degenerated. The other major ~xistJhb 
system Unani1, the legacy of Greco-Arab mediclne, 
is no different. 

The scientific basis o.f modern medicine devel­ 
oped later. Sta,rtiing from the 19th century, it 
developed on the shoulders of physical and 
biolog,ical sciences in the 29th century --achieving a 
tremendous speed after the 2nd World War. lt 
has been argued! that British colonialism brought 
along with it destruction and decay of the indi:­ 
genous systems o:f medicine (Banerji) .. But there is 
little data avaitabte to substantiate this view. Others ~~-­ 
claim that modem medicine did not make much' )l 
impact except with limited urban popufation; the 
large;t section of the population stHI depend on 
indigenous systems, which is dealing more on 'less 
satisfactorHy with many of the health problems of 
the local people. (Bannerman et al, 1983) 

A·l'hough the· state health care service has , ' 
been built on the principles · or modern medicine .• ~ 
the .indigenous systems including hornoeopathvz" 
have been receiving state patronage •in the later 
period. Budgetary all(Ocation on the development of 
indigenous systems and homoeopathy has been 
increasing since the fourth plan period and the 
number of their practitioners as wen as infrastructure 
have now reached ,impressive proportions. 

Total·No, Admission Hospital Dispen- 
of Regd. capacity Beds saries 
practitioners ~~ 

Ayurveda 2,32,247 3,306 9,783 12,027 'r 
Unani 22,756 535 627 986 ,..._r, 

Sidhha 18.190 75 42)2: -;' 
·"":-'- 

Homeopathy 1,09.4g3 7,513 2,249 1,782· '.;_~ 
Modern Med. 2,68,712 10,934 4,86,805 n,455 

Source : Health Statistics of India; CBHI , Ministry of Health & 
Family Welfare, GO I, 1983. Figures are incomplete due 
to lack of information from a few centres. 
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To this figure if we add the number of various 
paramedical personnel e.g. Pharmacists, Nurses of 
different categories, MPHW, LHV, Health Assistants 
and'Supervisors,CHG, midwives, one may arrive at the 
conclusion that !J'ndia does not need any more 
doctors at all for a comprehensive heailth care 
delivery system (ICSSR-lCMR, 1981). Stilil the 
official' view, which is inherently wary to admit 
failure, is that the state hea,lth services have been 
unable to meet the actual health needs and 
priorities of the people, have been hospital-based 

...,~and cure-oriented neglecting the preventive, 
~r.omotive, public health and rehabiHtative aspects of 

'Jlea,lth care, and benefiting only the upper crusts "-<. ; 

of the urban population {GOI, 198l). 

The Question of Different Sy~terns 
lihe official view : 

The rising aspiration o,f the masses and' 
increasing demands of rnedicare from the disease­ 
ridden people, particularly incensed by the glairing 
difference in the standard of medic am between the 
haves and have nots, have so far been chieHy 
instrumental for r:ncreasing aUocation in the state 
heailth sector. People have also become aware of 
the discriminatory availabil'ity of the state service. 
The government, therefore, 'has to admit the existing, 
reality which is self-condemnatory and with the 
view to ,find a way out, advocated promotion of 
indigenous and homoeopathic systems of rnedlcjns. 
To provida ideological eover, a ilarge number o,f 
virtues o,f those systems have been discovered and 
invoked, e.g. rich hedtage, glorious aef:J,ievements 
and cultural compatibility (GOI, 1982). The govern­ 
ment ,realises that if the grievance of the larger 
section is cofltained by providing them with low-cost 
non-aUopathic systems, the absol1utely necessary 
but costly .provision of modern medicine for the 
affluent urban section can be safeguarded. But, 
the life-saving contdbutions of modern medicine 
cannot be entirely withdrawn from the people 
Hence, the question of integration. It has been 
recommended that the practitioners of the non­ 
allopathic medicine must have a, 'basic :knowledge 
of human anatomy, physio:logy and other necessary 
medica,f knowledge'; research should be carried out 

~ ~ · · with modern equipment and diagnostic rnethodolog.y, ,.~.,..- 
_so that it becomes acceptable to the modern scienti- 

' _,~fie world; modern technology be introduced for the -- .,__ ;·: ·· manufacture of traditiona,I medicine and specific 
--'- - standards be adopted to ensure quality of raw 

materials and manufactured products. For integra,tion 
of the indigenous and modern systems, the services 
of non-allopathic practitioners sho u Id be integrated, 
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at the appropriate levels, within speclfled areas of 
respenslblhty and f,unctioning,, iin the overa,111 hea11th, 
care deliivery system (GOI,, 1981: and t982). 

The 'leaders miss the point that ,if the above 
measures are implemented, nothiing, remains o,f 
tradition and the very indigenous. characten [s wiped 
out. They also forget that the non-altopathlo systems 
have liittle to contribute towards ,preventive, promo­ 
tive, public hea,lth aAd ,rehabiilitative aspects of 
heal.th care. But then, their concern ,is no,t so ffill!IG'h 
for traditiona,I systems as for availabiifity' o,f some 
accep,table fonn of rnedicare for the uncovered r ' . 
oooulatinn, 

Tr~e sem,i-afficia:f view: 
'i;he study g1roup of JCSSR-ICMR recommends 

that there should ' be a netlonel system ot medicine 
witl,1 'synthesi,s', and not -'integra,tion' o.f different 
systems; practi,tioners a,f indigenous systems 'be 
utilised' in the na,tiona,1 system; ,each systelilil be 
a,1:lowedi to retain, hs own identity and grow aGcording 
to i,ts own genius; in medicare iinstitutions patieA.ts 
be offered choice of sys,tems; in ,course o,f time .a,1:1 
tra1ining ,iins,ti,tutions of medic a I and he_a,lth personne:I 
wiil!I, teach one and same system, of mediGare with 
individua,I systems ibeiing, offered as specialisation 
cou,rses at the post-,grradluate level; and 1in the same 
'brea,th, 'in course o.f 1irne medica,I gradua,tes fro!ilTI, 
any rnedical1 collleg;e would be aib'le to provide sueh 
miulU-sys,tem care' (ICSSR-ICMR, 19811). Earl'ier am 
official committee ailso ,reco.mmend'ed a na,tiona1l 
system of mediGi1ne aind healith sewices, iin kee,pililg 
with ,ou1r 'life systems, needs and as,pira,tions. 1(GOI', · 
1975). . 

lt ,ii; clear ,that these reGommenda,tians ares , 
tulil of self-con,tradictions · and wi:shif uil thiinkiing, tha,t 
these,cainnot 'be taken as anything bu,t hasty r,emarks. 
But one poi1A,t is obvious. fhe observers are anxio:t1s 
tha,t somehow the non-alilopa,thic systems be support­ 
ed aind given a ;place, whatever that may be, In 
health care ser.vice. 

lihe WHO, has since come out as another 
char:mpion of tradiitional systems. Fach1g the rnaN,ty 
of shortage of :personnel and provisions o,f MM, 
aAd' the existence o.f a 1large nu1l:lil'ber of practitioners 
of other systems; the WHO Gaits .for i,n,tegra,tion a,t 
appropriate levels but also sugg.ests seJeGtive 
scientific ,training .far personnel and scientiific 'bia­ 
medica1I research ,in,to their therapetitic lil'ila,terials. 

The abave views, whi1le talfoing, about cultural 
compa,tibiH,ty, commerciaHsa,tion and' high cost ot 

·lil'ilodernmedicine have introducedanotherideologiGa1l 
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pointthat 'health is ·essential'ly ·an ,individual responsl­ 
bi1lity (GOI, 1975), and that community participation 
is the process by which indlviduals and famiilies 
assurn 3 ,responsibiil'ity for their own health and 
welfare and for those of the community. (WHO­ 
UNJCEF~ 1,97-8}. 

The non-offi-cia,I. proqressjve view : 
Ess-ent,ialiy ,tl;ie progressive views on the question 

o,f non -·a:llcpathic systems evolve from their critiques 
of modern medicine. T:here is no such thing as 
medicine in qeneralc medicine is always articulated 
Tn a g,iven social 1ormation and the mode of 
production of that social formation gives rise-to Its 
corresponding medicine; thus we can only speak of 
feudal medicine, caoitatlst medicine, or communist 
medicine; thus, modern medicine, is ceoitalist 
medicine. It has a _dual1 function : (a) dominance 
and control, exercised to maintain the exploitative 
relations of production, and {b) useful' and needed 
function, which is necessary in any society, to 
contribute to the care and cure of the working 
population. these two functions are not separate 
but, rather, the contror function ,js exerted through 
theuseful fonctiOn{Navarro, 1983) Modem.medicine 
is mechanistic and .reductlonlst giving rise to 
professionalism and mystification. establishing the, 
dorninatlon .of a, class of elite heal,th professionals 
who propagate, reinforce and maintain bourgeois 
,ideology (Waiitzkin, 11984). Perhaps the most 
profound, impact-making critique is that of Ivan 
Illich. His analysls of ctinical, sociail and structural 
iatrogenesis, l'eading to growing medica,lisation of 
life exposes the. negative effects of modern medicine 
1in a telili,ng manner .. (Jll1ich, 19177). Modernmedicine, 
based on the parndi,gm of clinical medicine, even 
at Its most progressive limits persists as an ,i,ndivi­ 
duatistic, class-blased a:ndi ,ideological, mode of 
diagnosing, treating and preventing illness, and is 
necessarltv inadequate as it ignores the socio­ 
political and economlc determinants (Turshen, 1977).' 

To obviate the negative effects of modern 
medicine, a number of prescrletlons have been 
offered, the prcmotlon 'of traditional systems of 
medicine 'being one of them. The Chopra Commitee 
(1948) recommended the use of lndiqenous systems 
at the lower level and synthesised medicine at the 
higher levels o,f medlcare. and i,t has been lamented 
that had these recommendations been implemented' 
at that time, it would have resul,ted in a drasticaltv 
different system of medicine. (Jesani & Prakash,' 
1984). iFhougih the present official view, is veering 
round to these recommedatlons, there appears to be 
little prospect of the development of a drastically 
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different system of medicine. While emphasising 
the alien identity of modern medicine and cultural 
compatibility of indigenous medic ne, and recomm­ 
ending maximum use of self-care procedures and 
various home rerr.edial measures. services of tradi · 
tlonal healers of various systems, and community­ 
selected primary health workers, Banerji conceds a 
central scientific core in modern medicine and 
seeks its separation for correct application in Indian 
care system (Banerji 1982). Others, while deprecat- 
ing unnecessary polemics between different systems, 
call for 'a coherent synthesis of the valid elements.--, 
of,the different systems of medicine into a mod~_r_n~ - 
scientific health science', and argue that simplifie~; 
scientific analysis of drngs and remedies of different 
systems and their propagation among the people 
wiH result in self-reliance of both the people· and 
drug .. avaHability. "Ayurveda,can continue to provide 
va,luable ideas for reserach in :basic and applied 
'biomedical research. But this wol:lld be possible 
when Ayurveda undergoes a basic transformation. 
Ayurveda has to become· Ayu,-Vigyan (Science)" 
(Vaidya). Another intensely vigorous view is the 
Report of the Committee on the lndigenoue Systems 
o,f Medicine. Even after a long period of neglect 
due to absence ol State patronage and well over a 
centur.y afte,i the introduction of western medicine 
which became the so,le recipient of state help, the 
,indigenous systems of medicine were not only 
servingtheneed,of over 90% of our people, but 
doing so much more effectively and economica,(lly 
than wes,tern medicine" (Government of Madras, 
1923}. This view denounces the attempt of synthesis 
by pladng the indi,genous remedies unaer scrutiny "'~ 
of modern science and, asserting that the present ·; · .,,. 
locatio,n. o.f different systems is due to the pol-itical c::--!:'. 

process, urges clear ,identification of a system of 
medicine that can meet the needs of our peop;le 
(PPST, 1'984). In respect of tribal :5ocieties, it ,js 
claimed that tribal rned:cine which is actually 
based on ancient ayurvedfl, ,is competent enough to 
meet the· loca:I needs and for the protection of 
cultural identity and' with the objective of self­ 
reHance, entry of modern medicine should be 
barred' ;(Shankar, 1985J. 

,. 

) 

The Chinese connexion - 

AH these views almost uniformly draw inspiira-· , ~~ 
tion · from the Chinese model., which ,is he.nee,\--_, f> 
discussed separately. The Chinese policy, a few~....-.~. 
years after revolution, of integrating the traditional - 
medicine and practitioners into the mainstream of 
medical education and .health care service, received 
worldwide publicity and almost universal 

Socialist Health Review 



-apbreciat lon. It has since been hailed as a success. 
Attempts have, therefore, been made to Introduce 
this·policy i,n several Third World countries with 
disastrous faiil,u ;re·s which have later been explained 
as due to difference fo socio-political-ecenprnlc 
structure. '8 ut the actual Chinese model has seldom 
been painted clearly and truthfuNy. 

The basic aim of the Chinese health ca:re 
service in the fifties was to rnalntale. develop amd 
raise production both in' rural and urban context i e_ 

--J!.griculture and industry. · It. has been repeatedly 
-.....,r;t~ssed in the heelth policy of the government and 

t~~party tha,t the principail aim of health work is to 
ens~e lndustnat and agricultural production. Hiis 
fact may embarass the strident critics ;of capitellst 
medicine and health care which is accused of pursuing 
the very same aim, Agriculture being th_e mai1nstay 
,of the economy, organised rural heal,th care ,is , 
practically non-exlstent., health personnel and' 
infrastructure being miserably 1inadequate, the 
earlier Mao Tse Tung, tho1.:1ght has been, invoked, , 
" .... to rely on modem doctors is no solutlon, Of 
course modem doctors have advantages over the 
doctors of: the otd type, but i,f they do not concern 
themselves wi,th .the sufteri111gs of the people, do 
not train doctors. tor the people, do not unite- with 
the thousand and more doctors -arrd veterinarians 
ot the old: type fail the Border Region and do not 
help them to make progress, then they w.iilJ actual:ly 
be·heliping the witch doctors and showing, indiffer­ 
ence to the high hurnan and . anlmat mortaility' .. 
rates". Mao's reference to wi,thchra,ft is very reat , 
J1oshua Horn's own experience .tol'd us that the 

---..f_ services of . the tradi,tiona·I. practitioners was 
~~availabl:e ority to the rural eliit_e, because they were 

' hig:hily professionallzed aincl expensive :and the heil:ial; 
medicines were also very cos_tly. The overwhelming ' 
ma'jority o,f the poor vi,ll'agers ~ad actually to· depend 
on the vi:llage quacks amd wirch doctors 1in pre­ 
revolutionary China (Horn'.. 1971) · ·' 

Integration of Chinese medicine with moderr» · 
medicine is only 8 :part of a whole comprehensive. 
health care service. 'Fhis policy· is 'based on the· · 
principles ,o,f modern, ,medi<;:al science and operated 

; ./?.--- through indigenou:~ly avaiila,ble, ,technofqg;y, a1:1d! 
-,'---t' · infrastructUire. 'Mass Hne' in '-preventive'. work and 
l .. '- e~virorimental protec'tion, emphasis to maintain 

.,.Jproduction, integration of ·traditional ·doctors for 

r-~- man-power mobilisationin medicar;e,.comprehensive 
coverage of pop,ulation, rapid producti.on of health · 
personnel; and poJiitica,I; dominance in health adrmini- 

1 
strati on - are the basic elements. Regarding 
integrati.on, the policy adoptQd at the First National 

Health Conterence (19'50) was based on the attitude 
that in view of the shortage of doctors and medicine, 
Chinese traditional medicine should be utiHzed 
·(beca,w,ge it was there and readily avaiilable rather 
than because of any inherent value it had). In the 
:policy of 'unity and reform' the stress was on 
reform,, of the trndi,tional syster:n by the western. 
When'this attitude fai1led to bring: the desired resuilts, 
the ,polritica,i·command>intervened and the campaign 
for supedority ,of Chinese cul,tuire and g'lorious 
trndi,tion of Chiir:iese medicine was :launched which 
enhanced the social status of the ,traditional! 
p~actitioiner and resulted in more widespread use of 
herba·l remedies. "iEven when herbal: relilledies were 
not very eHective, .they' were of considerable 
importance as they stHil provided the peasant with 
some support, whereas ,j,f it had been decided that 
only,lililoderri drugs should be used, he would have 
none a,f aH as expenses wou,ld have placed any drug 
therapy out of rec!ch. The use of herbs for the 
purpose o.f psycholog[cal support - though raot 
explicitly .admitted in the Chinese press - is raot 
much different trolilil the wide variety of placebos 
offered ,to patien·t~ daiily in ;industrialised! countries". 
(~Henski, 1;979J. 

· iFrom the beginning o,f the sixties,. the enthusiasm 
towards tradidonal systerrns ebbed, and profession­ 
alism and ,eliitisrn again started gaining dominance; 
even the tradi,tionail prac:ti,tioners were concentrated 
in.the 11arger cou1n,try towns and served on the basis 
oC. private prac,tice Mao's Intervention at this stage 
on: the eve ol the cu:ltura-1 revol1ution reversed ,this 
direction. !In his famous Jlune 1,955 dlirec,tive Mao 
-said, "Telll the Ministry o.f Public Heail,th that it only 
wo~ks for .1'5 per cent of the entire population .... 

. . :irhe'Public H'ealith Ministry is not a people's Ministry. 
It should' be caillled th·e 'lJ1rbain Public Health Ministry 
or. tl:le Public Heailtli "Ministry of the priviileged or 
even. the 'l:l,rban Public H,ealth Ministry o,f the 
prh,,illegedi Medica,(1 education must be reformed ..... 

. A. vast aA'ilount o;f ,liJilanpower ·and' materi,als have 
been dive,rte.d: tr.om mass work• amd .are being 
expended in carrying,· out ,research on the high level,, 

_complex aind difficult diseases, the so-caliled 
pi1nnacl'es of medicine. As for the frequently occuring 
Hlnesses, the widespread sicknesses, the commonly 
existing, diseases, we pay no heed or very slight 
heed to their prevention or to finding irnproved 
methods of treatment. It ,is not that we shouildl,jgnore 
the pinnacles. ,It is only that we should devote less 
men and materials .in that direction and devote a 
greater amount of men and materials to solving the 
urgent problems of the masses ..... We should keep 
in the cities those doctors who have been out of 
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school for a year or two and those who are lacking1 
in abititv The remainder should be sent to the 
countrvside". (Mao, 11977) 

The large numbers ·of the health protesslonets. 
since sent to work iin the rura] areas soon rea,liisecJ. 
that they could not handle the vast burden of ,rura;I 
ill health, and alse they could ,not hope to return to 
urban [nstltutlons without an alternative ,rural 'health 
service. Soon emerged the barefoot doctor who is 
neither .a paramedic nor a doctor's auxH!l'iary, but a 
part.rirne doctor trained in diagnosing and treatin€J,. 
without assistance, cornmon or recurrent diseases 
prevailing in the tocaility. The scheme succeeded for 
the chief reason that medicare •infrastructure had 
since been organised on· the basis at universal 
coverage rigiht up to supen-speclalitv at the top most 
level with efficiently functioning, referral system. But 
the recent trend is a shift towards grea,ter professl­ 
onalisatlon and medicallsatlon of the health system, 
higher education of the barefoot doctors. g'reater 
emphasis on higher q,uanty of medlcai education 
with the return to seven-year currlculurn, and more 
research centres, mode~n hospitals; speciallsts and 
tec'hnologicail!ly soph'.isticatad interventions (Rhode, 
1983). China now takes pride in letti:rig us know 
that she, in 1982, has 9,52,000 doctors ot ,rnodern 
medicine compared to . 2,90,000 of traditional 
medicine and · 2000 senior doctors of modern 
medicine also trained in traditional .medlcine WhHe 
in the year of tiberation, there were 10,000 ful'l,y 
trained and 30,000 parti.aHy trained doctors. .of 
modern medicine and 5,00,000• traditional' praetition­ 
ers. (WHenski, 19'791

), 

The culture issue : 
. Concern for Indian culture ,is the common Issue 

in . the ager:ida of the advocates ot the traditional or 
inteqrated' systems. "Perhaps the simplest and most 
useful formulation .of .the concept of culture [s to 
say ,that .i,t is acquired ,or learned system o,f shared' 
and transmittable ways of adjusting to 'lite 
situations ..... A common characteristic. recognized 
in alll treatises, on culture ls -chang.e, .a caaacitv.to · 
shift, aeeumuiate or loose components, which makes 
culture far more flexib'l'e and variable ,than are the 
somatlcally determiined pattenns of behaviour" 
(Simmons & Wolff, 119-54) .. Culture is .. not a ,rJgiµ 
frame, inert model, .or static dogma of guidelines· · 
governing communltv or.individual conduct. Culture 
is buiilt up on complex interactions - involving 
physicail, ,environme,ntail, ideological, political, an.d 
predominantly economic. Economic relations i.e. 
relations of production, exchange and consumption, 
find expression in .cultu1ra11 and social responses, 
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and changes in the economic relations br.ing, about 
1:>rofound changes ,in the culturnl matrix. Tradition 
is not ,c.u'l:tu,re. liradi,tion is the vestiges of eadier 

· cu:l,turail trends, a,nd ideologica,l!ly 1i1Rfluences the 
present a,ndl future trends. Just because the peasant 
Hves wi,th the h1:1ltl0ck cart for generations, he should 
no,t be ,taken as culwral,IY bound to the bul,lock cart, 
or demands t0 remain, so Adheience to witchcraft 
and ideologica1I a,lllegiance to the me,taphysical theory 
of hea,lth and disease do have ,thei,r roots in 
economic· :rela,tions a,nd is a reflection of ,the stage 

· of development ·Of th~ productive forces .. a~d;~ ~--~ 
· svperstructurn. Whiile on the one hand, -the cap1taU,~. · 
onsl'aughil: on the triiball1 ways of li.fe does produc~ 
disastrous consequences. on the other, the urge 
to protect the triibaf ,identity gives ,rise to ,inational 
obsc urnntism which is anachronistic to progress and 
inadeqit:1ate to meet the need. Such an urge often 
leads ~o ·,the proposition that western medicine is 

· not essen,ti,ail fm :lndia's ,p-ar.ticuliar needs aind we are 
enti,tied to a separate scieri,tific medfcine relevant :to 
ou,r sociiali-cUltural-his:torica,I, context (Bajaj, 19'85,j,. 

A. carefolly p'lainn.ed study of heailth behaviour 
of ,r,1:11ra11 population of 1lroidia has ,revea'le~ "that ttle 
,respoHse ta the.,rnajor medical care ·problems was 
.very much ,in fovou1r.of_western ,(aUopathic), system 
of medicine, ,irrespective of· soci,al, economic, 
occt:1pa,Hona,I: a,nd regional, considera,tions. Accessi­ 
biiHity of sucfo ser\/ices (modern medicine) and capacity 
of the patients to meet the .expenses were the two 
major constraini1rig; factors." .. f8anerJii, 19,74). 'In 
contrast the observations of studies con.ducted in 
195~' -52 ,i1n · viilllages, of Rajasthan, and OP reveal 

"' that the vi,Ulage.rs largely . rejected the western " 
r;F1edicine in favour of witchcraft and tradiitionail, J 7 
rnrnedi.es ,(Carstairs a,nd Mi:11rriot 1955). This pro.found 
ch<!nge has occuirred not only due to the remarkable 

_curirig
1
.and H:fe.-saving remedies of modern,. ,medicine 

bu,t also trorn economic changes in _ a11111 spheres of 
rura11 commu111ity liifo. and ,cons~qiuen,t pol1itico­ 

,id'eologicali changes. A study by 13 soci,a;1, scientists 
,in ,the lioushi:Jn commune health cliniic of Kuaingtung 
province, China, concludes that incorporation of 
1i:ndiigenou:s rnedici,ne i1nto the organised health care 
service is a ,ra,ti,ona,11 ,move ,o,n, 1:>0litica1(:, ideo,logiical. 
technica'I, socio-medica,I, and economic grounds but 
cor:1ceds that 701 percent o,f patients opt for western 
medicine. Mediciine bag ·Of the bare;foo,t doctor , 
canies 80 pe.rcenit drugs o,f modern medicine ,(Lee,~ .... 
1982). 1ln Shangdon province, China,.the number ot ' <~. 
x-ray examiinations increased by 80% iin the wra,\ 
areas in 4-years ('76-80'~. Of the tota1I 4H1 x-ray 
machines in :the .province, 3824 are situated 'in 
rurail and,district hospi,tals {Feugetal 11984). ifhe 
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assertion of cultural compatibility of tredltlonet 
medicine in India appears to be a myth. The Govern­ 
ment of West Bengal has for some years appointed 
homoeopathic and ayurvedic practitioners in, the 
rural heailth centres. In au such Centres they not 
only remain 1dle but usuaHy their services are utilised 

,...__ J~ for other purposes. No quantitative study is. 
~\.!R~-" available on the practice of use .oj modern drugs·· 

and implements by the non-allopathic practitioners .. 
Journal of the IMA (June, 1985) published a 
letter from one Dr Buch who complained that the 

:"-~sting govt rules precluded him from recruiting 
1~urvedic gradiua.tes, who he interviewed, for a 
rs:nospita,i at Keshod, Gujarat, which had' been 
suffering from extreme dearth of doctors, even 
though all those Aymvedic doctors were practising 
MM in the nearby villag.es. He lamented, "Why we· 
continue to waste our national resources on such 
educatlon which our youth decline to practise .in 
future?" 

Tile other Issues : 

R. -.·· . 
. 

' "- 

Mystification : is more pronounced in the 
tradltionai systems which draw sustenance from 
metaphvslcat phMosophy and fatalistic belief regard­ 
ing hearth and disease,· isolated from environmental 
and scclo-eeonomlc-pelitleal determinants. In 
contrast, the body of knowledge of modern medicine 
is not only universally accessible but, shorn of its 
av~idable terminol'ogy, this knowledge can be and 
has been mastered by non-medlcal personnel'. 
Bee a use of its integral relationship with other 
physica,I and bfologica11' scientific disciplines, 

~ modern medicine has' largely been demystified at 
~he higher.functional leve'I. The mystification, ,of the· 
practice o,f modern .medicine is no,t an Isolated · 
phenomenon but is prevaHi,ng, in a It other professlens. 
including. even the legal profession which does not 
depend on science and; technology. This mystifi­ 
cation is a feature o,f market economy and an 
instrument of exploltation and-proflt. Demystifica,tior:i 
at the level of practice can be brought by change 
in the economic ;retationshiip, and not by replacing 
with more .mystified traditlone! systems. 

Profess.ionaliism : which also is utU,ised for <::;,r~ 'profk and exptoltetlon is similarly a feature. ot 
commodification ot medicine and has il:ittle to do 

' ~ith systems of medicine. With the gradual dicnu111i­ 
-:.-:: tion of the commodity character ot medicine, China 

-'"'~- has curbed 'professionalism -toa great extent. On 
the · other 'hand, in post-revolutionary Cuba, 

-~ _professionalism has-been encouraged and streng­ 
thened ih'a'State monopoly heailth svsternbut that did": 
not pose any constraint in the way of establishing ' . 

an ega,litarian -health care service. Though 
professionalism prevaits in Cuba to an absurd 
extent (only doctors are entitled to give injectlons}, 
stiH Cuba has made remarkable .strides in raising 
the health .. status of the people and the health 
system is free from protessione! explotiatlon. . .. : 

' lndividualiism, Mec.banicism,. Reductionism, 
Class-bias,. Commodi.ficat,ion, etc :_ These are not 
peculi'a,r to any system but owe their roots to the 
economic base and the dominant ideology. Rather it 
can be conceded that modern medicine is least 
end'owed:,wit-h:-these vice.s;bec_a use it has opened up 
·the :possibHity of. taking. a materialistic and holistic 
view of heailth and rned[cine, owing to large 
expansion of, the data-base and knowledge-base of 

·the natural sciences and social sciences; growth of 
socialisation- .o,f prody.ction. is bound to develop 
socialisation ,of medicine. .C!1oice of systems of 
medicine has litHe rele~ance to·Jhis change. 

~~-:the other· h~r-id,· ~ ·,raticinal view towards a(I( 
fhese eler:nents shoutd ailso · be evolved. One who 
vigorous'ly attempts io expose the bias of capita1list 
medicine agai,nst people's ·,interest~, .may ,run the 
risk o.f-making. a tetish ,of ,these elements. fndividuail­ 
ism, mechanicisr:n. reductionism, etc. are no,t 
touchsto.nes tha~ turn~ ev-erything they come into 
contact.with ugly.- In aJL soci,ail func.tions, some 
practice-of rnechanic!m and a reductionist ana1lysis 
are inevi,table at the micro - level. Given, the operation 
o,f sociaHst• analy,sj$ a,0d ,policy in the health care 
programme ofa socialist society; at ,the micro-level 
it ,js, ,red~1ced to pmvidi1qg ·treatment for sick 

• . :t. ,individuails who, haviir:ig simHar socio-economic 
background,.may hap_pen io~ di,f.fer widely among 

,themselves in ,respect o,f physica:(. psychological, 
behavioural.characteristics as well as in the qiuan-ti,ty 
and .quality of their . .res.po nee~ · ,tb medical( interven- 
tion. Indeed', the situa,tiQ.n is:necessariily redl:lced to 
tnkir,i.g, a rnecha111istic; .i1ndividiualistic and :interven- 
tionist approach in p~rtc;ir;m1,ng, the instant task of 
attending. to a,sick. indivdual who is no,t only a 
nu~ber as featured in t~e policy and programme:.. 
making'ilt the macro.,lev,eli, but also a human being 
possessi1ng. a ,distinct pe.rsonaili,iy and ,capable to 
,respond to,and interact w.ith, employing his own--: . _ 
judgement,,the medic.ail provi~ions ,earrnaked for him_ ,. 
by the orgahised society. . . ' . 

I. 

The Real 'Issue 

· The real issue ,i's to formulate, organ,ise and 
develop an. e_gal1iJarian, health care service - with 
preventive, prom?tive, cu.rati_ve alnd rehabiilita,tive 

~· ., 
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aspects. Such an ideal; is raallaable only in a non· 
exptoitative economy 0oya,I and Pennell' have, 
shown that in the Capltellst economy, development 
of medicine and organisation of health care follow 
the needs, prforities and prerogatives of economic 
retatlens .. 1That is why wa find changing emphasis 
on puiblic health, curative medlclne. ,individua,listic 
medicine, population control' and so on in different 
periods. "H is ultimatel'y7pro.fit. rather than a concern 
to improve overailil living standards, which is the 
most importan,t determinant of economic and social 
decision'-making in Ca;i,ta,liist socletv" (Doy~,I &­ 
Pennel; 1981 l: 'Rejecting, the anti-technology,. anti­ 

,industry and anti-modern medicine stance of 'Ivan 
Hlfoh, and a~knowledg•ing :its positive achlevements 
·in the health sector, they argue that modern 
medicine is neither a value-free science nor an 
altoqether ,evil' force, and that i,ts. tll] effects couild 
be overcome in a radical'ly changed socio-economic 
order. 'indeed, the idea of changing the character 
and organisa,tion of discriminatory and exploitative 
health care by choosing: and introducing a particular 
system of. medicine, Itself appears to be a 
mechaoistic, ,instrumentaliist and utopian view. True, 

,i,t 1is conceivable that mobilising the 'large number of 
traditional, practition.ers. and comparatively cheaper 
herbal: remedies under ,the State sector fo'l1lowing 
the· Chinese model, a large section of uncovered 
population .may be ·O·ffered some f.orr:o of medicate. 
But such a view is hardly relevant· in the Indian 
context on two, counts. One - 1:1nlike China there 

1is no state-monepolv control over the health system 
i,n India and hence it ,is not feaslble. Second - it 
needs to be assesse'd tfrst, ;jf l'ndia 'lacks in the 
necessary AUlilil;ber of trained personnel in modern 
medlclne for the op~ra,tion of Prilillary Health Care 
Service of ccmprehenslve ceveraqes Commenting 
that ''the ar.g:u,r:nen,t ,in favo t1-r of the use of tradltlona 
practitioners does "!ot question why even modern 
practitioners of private medicine have no,t been 
properly •ir;i,tegrated into ,third world health care 
services",· Oscar G,ish stresses that .the major­ 
obstacle is not the Hirnited resources or technologicai 
deficiency, but the soclat system which places 'a 
low value on the hea1lth care needs ,of the ,poor 
(G,ish, 19179). 

Why_ then all these debates about traditionail• 
systems ? Since the political' independence of the 
col'onies, 1in the era, .of neocolcmialism the pover.ty 
of the third world' ,masses ,continue to be a headache 
of the ,irnperiaHst camp. 'Econornic growth' approach 
was introduced stating that the primary need is 
rapid increase ,in GNP Which wNil necessarily trickle 
dowmivard's "to alllevia,te :poverty. After two decades 
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when this strategy faiiled, 1lately a'new 'basic needs 
approach' has been advoc,ated. Ibrahim Samater has, 
in an .a,na,lysis o,f the strategy and tactics of the 
controll'ers .of international economy. shown that 
this new approach is anotl:ler attempt ·to contain the 
g,rowing unrest among. the exploited and deprived 
poputation of the third world, ai'nd that it is ailso ,0, 
bound to fai,I because without any change in the .r~J 
property system, in ·powe.r relations and in the 
demand structuire, the basic needs e.g·. food-clo,th­ 
shelter-wa.ter-sanitation::heailth etc. cannot be met. 
;rhe rul'ing. -C'i:ass needs to uphold and maintain the-S.... ~ 

.. image of the state ·as the berievolent arbiter for:~ 
masses and the state thereby needs to put priority_ 
on reNef aind medicare. Physica1l1 ai1l1ment, debHity, 
death are ,extremely sensitive elements with poHtica11 
consequences. 1'he bene.\70lent image of the state 
distributing medicail re,t,ief: ,often atones ior its other 
failings. One may be poor or unemployed' but when 
the state· is there to save him from death due to 
illness, the benevolent imag,e brightens. But this 
benevolence is difficult ·to mecliate through the 
provisions of modem medicine. 'The cost is prohibi­ 
tive ,and wiH necessar,ily erode the profit margin 
reducing, capitail accumula,tion. The only alternative 
way appears to be .the g<lor-ification of the achieve­ 
ments of the traditional systems with a coating. of 
the theory of cultural compatibility. The culture ·Of 
course, refers. to poor people's ~ultu,re - not. of 
those who ,ca,n afford to purchase modern medickie. 
The vig.orous promotion of traditional systems by 
oUicia,1' and semi-officia.l cirnl.es is not out at con- · 

. viction ,in the efficacy and inefficacy ·Of traditional 
and ·modern medicine .respectively, but out of\. _ 
pragrnatic ,political ,consider.ation·s with th.e purpose ; 

·"­ of co-opting, and weaikenin,g, anv chaHenge to the 
existing ex~loita,tive socio-.economic order which 
actual!ly is the cause of t,1:ie depri.vation of the basi.c 
needs e.g: heailth care. An uncritical support to this 
strateqy by the progressive heailth activ-ists wi.1!1 be a 
libera'I humanist deviation propelfodl by subjectivism. 

From the for.eg,oing H ,is evident that choic~ of 
a partfoular system or air:isy integrated systems is of 
liittle relevance to the d'ema,nd o,f a, people-odented 
egaili,tarian heaHh system. The traditional! system, at 
their best, •can offer a: fellV remedi,es i:n curative ~ 
practice. A comprehensive health system willl have X 
to be· based on sdentific tenets, but whHe the,., / 
under,IYing theore.tica,I' pre-conceptions of scientifi'<r~ 1 
wHI ,need to be criticallly re-examined to identify the -'--'-*~ 
elements o,f class-bias and r:ne0hainistic f)aradigm, 
the ,operative ,infrastructure shou Id ·be explored to 
r,esist and eliminate the commerciaHsm, mys.tification, 
professionalism of the medicar practice. Scientific , 
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The role of traditional systems therefore appears 
to be limited to effective torganic and functional) 
remedies for rnedicare, emoloyed under the same 
~ulatory mechanism as that of modem drugs. 

": Relevance of the appa,rently unending: debate on 
the::-}choice o,f a suitable system of medicine is ontv 
acac1~mic and steiHe iin the context of our search 
for a ;people-oriented' comprehensive· health care. 
service. 
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Orgaiisiug Vaidus . 
l:lil 

,r avindra. r ,p 
Gadchiroli, a predominantly tribal district in Maharashtra is currently witnessin,g a new experiment 

in providing appropriate health care. The vaidus, local healers. al the area have come together to 
revive and even reformulate hf! ancient system al healing which is fast ,vanishing in the face of ex­ 

-ploitative inappropriate medicare. ~- report. · 

0;,,_ ~....,,-:, 

Experiments in community heailth initleted in the 
· · seventies have now come to stay. There have 
been several attempts ot ,evaluating' such prnjects, 
the latest being by Sumathl Nair. (SHH IY.2.) Wi,th 
due ,acknowledgement of the contributions . of 
these projects to community health, their limitations 

· are being increasingly Identified. The multiplicity 
of such models is low due to the requirements of 
heavy, inputs ln terms ;Of resources like finance, 
know-how and skills, drugs, training and reterrel 
facilities and personnel and so on. l'n most qases, 
the-political component o.f health/lite ot community 
s .ignored, sidetracked or played down. Most such 

. projects revolve around 'AHopathy' which brings 
with it its inheren,t limitations, moreover, al,though 
alllopathy Is the 'least unsclentiflc' method, 1i,t 
remains culturally alien to most people. 

It has thus become imperative to search ,tor 
new alternatives. free from the above constraints. 
In this article, I wish to describe one such ex­ 
periment at organising, vaidus (tradi,tiona1I. heal,th 
workers) undertaken by the 'Paramaaraqat 
Vana,ushadhi Vikas Va Samshodhan Kendra' {Centre 
for Development and Research ,in Traditional 'Herbal 
Medicine) in ,the Gadchiroli district of Maharashtra. 
However, neither the author nor activists of the 
'Kendra' wish to claim that it is the only alternative. 
It can, at 'best, :be one ot the severat alternatives. 

· The form and content of each such a,t,tempt could 
depend upon local corrditlcns and :priori:ties of the 
experimenting group. 

Gadchirol] (formerly a part of Chandrapur) is 
a predominantly triiba;I district on the borders 
of Maharashtra with M;P amd AP .. In the 'fifties' 
i,t was a stronghold .of. seclatists when Narayanslnh 
U1ike, the fiirst triba'I graduate from Vidarbha region 
of Maharashtra, orqaniseo trtbals around issues of 
land distribution, education and atrocities by ru- · 
Hng classes. Recently, some activists of Chha,tra 
Yuva Sangharsha Vahini (the same gfoup which 
supports the Kendra) have succeeded in organising 

132 

~'- 

1:a,rg.e numbers of ,l1andiless labourers and peasants -~- 
wofki.r:1g1 under the Employmen,t Guarantee Scl;i~e 
(EGS). Attempts are being, made to tau1mcfi a 
broad-based 'Nisarg, Bachao, Manav Bachan' (save 
na,wrn, save humankind) agi,tation to oppose the 
:proposed lnchampoilii dam, which is expected to 
cause largescaile defor,esta,tion and evacuation of 
many tribail vi11'1ages in the nearby districts. Sukh­ 
devbabu Hike, a folllower o,f Nairayansiinh lJiike and 
an activist associated wHh EGS and Nisarg. Bachao 
has recently been elected to the Assembly from 
this area:. Alil iou1r MILAs from, this district belong 
to opposi,tion parties. much dlu1e to influence o,f 
activists 1in EGS and Niisarg Bachao. • 

The same team of Vahi1ni activists has, ior 
,tl:le last three years, undertaken the task of or­ 
ga:nisfng vaidus, witt:i .a, view to evolve an al,ter­ 
na,tive system o;f heallthcare serv.ice which can be 
made available ,to the needy as and when required. 
'1t i,s not just a revival of a:m ancient system 
crum'bMng. agai,nst the :pace .of changing times, 
but an a,tternpt to evolve a ¢ynan;iic system cha Iii-\, 
enging the monopoly and .mystification ot establ1i-. i:. 
shed' r:nedica:11 sys,tem. It wouild 'be integrail. to ,the 
cultu,rail 

0

mileu of peop'l'.e and within thei1r reach. 
i:t .wo.uilcl be a system based on experhmenta,tion, 
experi.ence sharing and an uirge :to serve the people 
{ancl not for profl,teering,)'. :IThe team 1is trying to 
evo'l'v,e democratic rnethods to achieve this object 
w,ithout the use o,f ,fmeig,m, aid or even possibly 
ful:l;-tirine work"ers. Judg,ing by the n;ieagre input 
of ti11ilile, fina1nce and f:)eOp'le, 1,t wo,uild 'be unjust 
t~ pass ainy judgernent a'bout .this venture. However, 
their experiences undoubtedlly point towards newer 
sign-posits in community health. 

. ' 
,1 

J 
Vaiidki in Gadcl;tiiroH Tod'ay · \', .~ 

Vaidus are tradhionai..exper,ts ,in diagnosis ~nd,. ,.;.- ..... ~ 
treea,trment of diseases; colilection, prncessing,. 
compouinding and dispensing, of medicines witho'ut 
any economic ,incen,tives .. For them, this is cJ' ·noble 
service, not a ,pro,fession. They are rnainly,responsible 
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for health care of poor people, patients with 
chromic aliments and in far-flung areas yet inacce­ 
ssible to modern health services. The transfer of 
knowleqdeis mainly from father to son or to other 
worthv male member of community. In exceptional 
cases, where sons are unwilling/unworthy the know- 

~ ledge is passed on to the daughter-in-law {but not :..;;;---':. 
- ' to a daughter as she 'belongs' to a dlfferent family). 

Many vaidus, specially the educated ones, try to 
enrich knowledge gained from the Gum through 
experimentatlon an·d study of Avurvedic texts. 

~~aidus in this area use drugs from plant, mineral 
~c£anima,I origin as weM as mantras (chants) for 
fr~~tment o,f physical and ,psychological disorders. 
They have their speeialisatlon such as asthma, 
snakebite, veterinary diseases and-clr;im to cure 
diseases untreated by modem medicine.-tetanus. can­ 
cer etc. Although it remains to be seen how many of 
these claims stand scientific scrutiny, there are ma,ny 
instances co,nfiiiming this skill in diagnosis and' 
treatment, They fol low several g uidellnes lald down 
in Ayurveda regarding the day, time and season of 
plant collection, diagnosis of diseases and' 
processing of crude drugs. Some formulations used 
by vaidus are referred to in Ayurvedlc texts. 

C1:1r,rent 'Issues confronting, Vaiidki 

The processes of 'development' and 'moderni­ 
sation' have disrupted the socio-eccnemlc-eutturar 
fabric which sustained' and nurtured tribal Iife and 
speciailly their system of medicine and· posed grnve 
threats to their very existence. Like its counterparts 
everywhere, Gadchiml1i has witnessed massive 

- ~ butchering of trees, disruption of the intricate eco- 
. ~balances triggered by pro,Jit-hungry commercia 

interests hand in glove with government efflclais. 
An ,interesting example of 'modernisation' with total 
disregard to people's real1 needs is a dairy recently 
set up after destroying severaj acres of rich forest. 
Its premises have been declared as 'prohtblred area' 
for outsiders. Hence vaidus a,re denied access to 
the few medicinal plants which have managed ,to 
survive in the compound, It's an agony to watch a 
patient sufter due to non-avai,labiH,ty of a drug 
whose whereabouts are known. but which cannot 
be procured. The dairy has not in any way helped 
the. trlbals, It has only resulted in a complete 
drought of miilk in the vii11lages. 

-·~ ~~ 
Large strips of forests are burnt by cernractors 

for a better yield of ternbhurnl leaves (used for 
making bidles), Moh trees, of g:reat economic, 
cultural and medicinal; significance are burnt down 
and truckloads of coal sent to cities. The rich, 
symbiotic flora is being replaced by 'large scale 

pf.antations of rneneculturss of teak and eucalvptus. 
Many val'uabfo rnedicinail herbs 'have !become scarce. 
some extinct. !lrnnicaillly, such 'modemlsatiorr' has 
encouraged supersltlous practices. !Due to the 
depletion ef herbe! medicines, many vaidus are 
resorting, to more non-drug, 'theraeles' like 
mantras, talismans, a:nirnal:-sacriflces and so on. 

'Development" has brought to tri'ba!l1 towns a, 
new exploi,Hng species - 'doc,tors' who, posing as 
demi-gods, promise instant ,re!Jief and eune-alls 
thmugh mlraeutous modern drugs, ushering i,lil a 
culture of i1nJectfons and an,tibio,tics. The 'modemo­ 
phiilia' has lured peop'l'e to spend 'thei1r meagre 

,resources on unnecessary :(often harrnfu1I') drugs and 
cultivated in ther:n distru·st for thei,r ,traditional, 
system, of medicine. {The ,is not to· deny the uti,l1ity 
of modern medicine but to :protest agains,t ,its 
present misuse). 

Even then, established medicail professionals 
often feel threatened by the skii11l and !knowledge of 
vaidus. there was an :i,nteresti1ng case of a veternary 
doctor who extraced large sums from people and 
was s,tiil,11 unsucessfuf: in a number of cases. 
The cases given up by him were then successfulily 
treated by a young,, dynamic va,idu. The peoplle 
Jeered at the doctor, who, in turn, lodged a coirn­ 
iplai1nt ag,ainst the vaidlu for practising ,medidne 
Without reg,istration. iHowever, the vHilage people 
uni,tedly stood behind the vaidu and did not 
a,llow the police to arrest the vaidu. W;ith 
growing assertiveness and awareness in vaidlls 
resulting from thei1~ organ,i,satJon, more such a.ttacks 
from medicail es,ta'bllishment are likely ,to foHow . 

VaiGlus lililanage to earn theiir :living, ,in di,fficll·l.t 
surnirner days 'by sel:Nng; crud'e drug.s to traders 
who take fuil'I advantage of the situation. Arj:una 
barck bought at ,the rnte of 5-1' 0 :paise/kg ,js sold by 
lililiddlernen to drug cor;m:panies at the rate of severnl 
rupees/kg (that .too after considerable adultera<tion). 

The depletion of flora has forced vaidius to 
spend considernb1l:y rnore time a1nd energy in col!lect- 

' ing lililedicinal plants thus r:nak,ing ,them increasingl,y 
difticll:l,t to practise vaidki merely as a social service. 
Moreover,. people now tend to visit them only when 
ail!lopa,thic medicines fa iii. Even if they are cor:np'letely 
cured by a vaidu•s medicine, they follow the 
·tradition' of not :paying him, vaidus too fol!low the 
tradition o,f not asking .f,or payment. In a society 
where status is increasing1ly 'being equated wi,tli 
money, vaidus are fast :losing their .respectable 
place 1in the communi,ty .. AU this has diistract,ed the 
young generntion from· vaidki. 1ln most cases, the 
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present generation is the last practising one. 
Various taboos have further restricted the transfer of 
knowledge e.g. the taboo on allowing a -shlshva' 
to part with information before his guru's death. 
Many learned vaidus have died without passing on 
knowlege to anybody. Jhus, some valuable 
information. has vanished for ever. Vaidki, today 
stands on the brink of extinction. 

Vaidus' Organisation 

Organising vaidus has been a great chaiMenge 
for the group. Professional jealousy and mutual 
suspicion, complecenv, taboos on · lnforrnation­ 
sharing, dack of lively contact with the outside 
world and prejudices arrionq valdus obstucted them 
from coming together. However, there have been 
some favourable factors t00. "fhe growing reallsation 

· of the gra1,.1ity of .sltuation by vaidus, · consciousness 
gained through their experiences (direct/indirect) 
of organisation of EGS workers or on forest issues 
the ability of activist to relate i,ndividual'fpro:fessional 
problems of 'development'. and 'ecology' have 
helped vaidus to come out of thelr shelils. and join 
hands for a common · cause. There have been ~ . . . . 
several cam_ps for mutual informati,on sharing and' 
fra"nl< discussion on common problems. 

There are greater challenges ahead: initiating, 
sustaining democraticprocesses of dectsloo-makins 
and .Irnplementatlon, evo,lving short and long0term 
prog.rammes to give an expression to therrorqanrsed 
migiht, cultivating a spi!r,it of experimentation and 
enrichment of knowfedge, arrang1ing for · rheir 
continuinq education through interaction with other 
vaidus andexperts in the field, .carrying out' field 
trials for verification of claims made by vaidus and 
most important, helping the movement deve.lop 
independently "without dependence • on the activist 
group and yet retain its ,Linkage wit_h the wldar 
struggles. 

At present, the vaidus, on their own initiative 
have decided on the fol,lowing prngramme : 
i) To spread orqanisatlon to a wider area. U) To 
orqanise a series of camps - for lnforrnation sharing 
on diseases and remedies discussion on common 
problems. i1ii) Wo set up a co operative for storage 
and processing of crude druqs (processfld drugs 
fetch a much higher price) to directly barg.~in with , 
drug companies so as to eliminate the middlemen: 
iv) Falicltatiens of senior v~id'us at the hands of 
reputed vaiovas (ayurveclc practitioners) ~nd 
makinq other efforts to create awareness in society 
about the role of vaidus. · 

The organising gmup wishes to try out a scheme 
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wherein five acres of 'land obtained from the forest 
department under the Sociat: Forestry Scheme. wiill 
be used for cultlvatlon of imp9rtant medicinal pl,ants. 
The cultivator wHI receive a sma,l!I regular sum of 
monev from the forest department fo.r developing a 
forest on the land pl1us a part of the forest yield. 
This experiment, if successful, would help reduce ~,t 
·the shortage of medicinal plants and also provide / --t 
some monetary benefit. This may help to preserve 
the spirit 01' 'soclal service' intenselv prevelant i,i;i 
vaidus. We believe that the spirit .of s,elfll:!ssness is 
the one we wish to d'eve(,op ,in tomorrqw's society".-----~ 
So: this spirit already present in Vaidus sh(?,utd~p 
encouraged. However, it is not yet clea,r whether; it 
would, be possible tq nuir,ture this spirit witho,ut their 
exploitation fn pr§sent system. 

a is ,di,fficult to say whether vaidus, long··used 
to conHrming to a· partic ula~ system: of heal1ing wi:11 
be open enough to freely discuss with oth'e;s th'ei,; 
understandin·g .. of diseases· and dmgs and p·erforlilil 
experiments wi,th scientific · ob1ectivity' and ina'ke 
suitable changes •in their practice. lt also reniains to 
be seen how·fornrntion of new forms ,of ,mystification 
of knowledge, and hierarchy could 'be ,pre~entetiF: ·: ,.,... - .... 

There are no readymade sol1utions to these 
probilems. However, there is room for ho,p·e as 
experiences reveal ,the inteHigence, .innovation, 
scieAtitic objectivity and passion. for knowledge 
hidden in ·semi-literate . {ollks .• , N~atthujf s, is a­ 
gilorious examnle. An Hl;(t~late shepherd' 'boy, he 
used to ,leave his .caittle fer grazing, outside the 
school ibuiHding s6 that he ~ould overhear a,llphabets .,_ 
chainted by school children, and·revised them wi,th "-0 •• .­ 
hellp of friends fortunate ,~nough to attend school .. " ti'· 
He 'l'earnt reading. from the names of: tins at a gwcer 
shop. He cultivated his ;in,terest by purchasing, b.ooks. 
He t.tad the guts to :experiment on himselfi and 
his son to gain confidence about his experiments. 
Today, he is assertive enough to tel11 the patient to 
ch0ose between him and the doc.tor It 1is a pleasant 
surprise to_ see him at such an age, scan through 
books i,n, search o.f new information. So, when 
N.atthuji says, "WeN, it's not impossible .to build and 
sustain vaidu's organisation for peoples benefit", 
there should be at !'east some reason ~or hope. 

. """- :Ravi,ndra RP .-T"- 

L l.:J Shah College of Pharmacy'··' ~ 
.Sir Vithaldas Vidyavihar, · 
Juhu Road, Santacruz (W) 
Bombay 400 049 
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Pl():tl,1 11 C.Al-ECO:l\til l\llili,C-SlR:U,C.JUJlifS. - APPR'DACH1ES f(), 

tRADITlD'IVAl A1NiD :l\ll:'01EHEaN1 il\lliE_:D:'l,CA'L SYSJEI\IIS 
catherlne a mcdo,nald 

Alnmac t- The paper is concerned with the WH0-lJNICEF suggestion. to train findigenous healers to be 
fir$t-line deliverers of medical care. Rather than evaluate this proposal directl,y, the paper concentrates ins­ 
tead 'on the factors currently influencing the' relationship between indigenous and Western medicine. 
A framework, viewing the potential health impact of the use· of indigenous het1lers, is constructed 
through the compatative method. 6 Data reviewe(f consists of .mono,graphs, journal attic/es, dissertations 
etc., and considers historical, cultural and political theories of the status .of nstive medicine. The 
paper concludes that the politics of health care is a greatlfr impediment to the p,rovision of ''ftea,lth.,care 
lo,: el!': in some types of political economic s,ystems than in others •. Thus events in the health csse sys­ 
tem eee seen as influenced by the larger socio-political system. · This article is reproduced from "Social 
Science ,and Mtdicine" 15A: 101-108, 1981. 

I, 

l,ntrodl!lction 
Medi'cal' need~ i,n tlile developi,Ag, wor;ld 

1fl:le scarcity of medical service in most of the 
world is one of the factors affecting ,the health 
of the peoples of the eartb .. Mthough the out­ 
come of medicail1 care ,is greatly hampered by 
poverty, associated problems of rnalnu tri,tioq, poor 
sanitatfon, crowdiing and lack of education the 
soclst ar:id economic · g~'P· .'.b.~tween the 'ha_ve

1 

and 
the 'have- not nations extends to ,the area ,thought 
to Hrnit .the destr·uctiveness. of disease and ,ill 
heaHh. 13'ryant discusses this, perhaps 'more eto­ 
quently than others : 

large ,nu,rnbers of the world's people, perhaps 
more then half, have no access to 'heailth care 
at_ all, and for many 0,f the rest the care they 
receive does not answer the problems. they h·a,ve. 
The g1irn irony is that dazzling advances in bio­ 
medical science are scarce'ly felt in areas where 
need is greatest. Vast numbers of people are 
dyiAg. of pre.ventable and curable diseases or sur­ 
viving with physical; and iinteUectua'I impairment 
forlack of even the Sllililpfost measures ofmodem 
medielne, Vithatever the desires o,f nations ,to re­ 
ach their people wi,th heah'h care theactualtask 
of doing so is extraordinarHy 

1

difficult. It is 
dimcult in Malawi, one of the werld/s poorest 
coun,trres, and so is i,t difficult in the U:ni,ted 
States, one of the word's richest .. ; [1'.pp.X S1,J. 

/"!~---------:--------------- ' ,.4Z"'country 
-~· ~·-------=----------------,---- 

Jamaica 
Senegal 
Thailand 

Expenditur:e (%Budget) Popu/Jtion/bed 
$9;60 11.0 240 
3.47 6.6 700 
0.60 3.4 1280 

Hea,l;th expenditu:res vary irom between, 56dolilars 
per ir:i'habi,tant In the Uni,ted Kingcfom to 20 dollars 
in Indonesia, Eieven precent o.f Golornbia's 
budget provides 3.50 doHers per inha'bi,tain,t while 
4.1% of the United' States government expendi­ 
tu,_res meains 47.40 doHa,rs per .inhabi,tan,t for ·heal,th 
services. The lilileani,ng of this ·is clear i,n, the 
preceding, tabulation of ,nium'ber et hospi,tail: beds, 
whose defini.tion can, range_ from, a ·canvas cot ,to 
an e'lectric-powered specia'I:. The preceding and 
foll0wi11i1g statistics are from Bryant 1 for the period 
186~-1964. 

The discrepancy between u,rban and mrail 
areas can exacerbate the problems. ·Of providing 
care. Part of this 'is dw,e to persena:I reterence: 

The 1reluctain.ce o,f d0ct0rs to l'eave the ,big 
dties and go o,u,t to practice thei,r ,protession 
in the mr.a1t, areas ,is a Jong standing 'basic 
r;nedi~ail pfeb'lem which Mexico has in corn­ 
!inOlil with allf' other La,tirlil American countries 
[2,pp.262] 

lihe resU!lt of this reluctance? A diiff:erence in, 
the mral:-ur.ban: -physidarn ratio (1:3000 vs 1':500,). 
This is not just a locail, phenor;nena. 'l:J'NIOEF-VW-f10 
estimate "th.at ,i,n a n,ulit1ber o,f developh1g .cou,n­ 
tries less than, 15% ,o,f the mra'I population and 
other underpriviilegedgro,ups, such as s'l1UiliTil dwel'lers, 
nolililads, and people in remote areas 'have access 
to heatth serv:ices'•. s 

Another reasolil for mra,I' shor,tages o,f ,medica11 
services is lack· o,f ,resources. Many of the ,u,nder­ 
develope·d co,antries are predominantly rurrat and, 
as our earlier C01i11parisens showed, lacking, firn­ 
anci,al resources even for u:rban areas. 
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At the University in Kampa,la, U,ganda, the 
press of obstetricat patients is so great that 
the averaqe. hospital stay for dellverv ls. less 
than 24 hr. Af Sierra Hospital in Bangkok, 
Thailand fuUy half of aU hospital admissions, 
17,000 of 34,000 in 1 year, are to th'? ob­ 
stetrica,l service. But despite the overwhelming 
numbers of obstetrical patients in these two 
instifutions iin these countries at large, [less 

~th·an: 15% of alt babies are delivered: by trained 
personnel [1, pp:41]. 

;. Th0

us, the · provlsion of medical services to 
all is a problem, ,particularly so yvhen the_ lack of 
resources is, .coupled with attempts to. provide 
doctor-hcispita,l Western-style services to rural' areas. 

Indigenous medicine 
The previous discussion neglects the presence 

of medical services in all socio-cultural units, Bryant1 

and Schendel2 note the influence of local healers 
-~,r.id the belief in rnagical medicine. Bryant notes that 
accessibility of care and reduced social distance are 
also factors in· their utitizatlon. Lee4 points out 
that in Hong Kong it is easier to find a Chinese prac­ 
titioner (4506) than a modern physician (2317). By 
deduction we realize, when Bryant tells usthat only 
,15.% of a nation's babies are delivered by trained 
physicians, that the other 85% are assisted into this 
world by someone (usuattv. but not always, by 
someone other than the mother), Stromberg stresses 
the -reHance on -locat healers in Ghanna for the 
70-80% of the population living in rural areas. He 
states that the absence of modem hea,lth tacltlties. 
in Ghana as. ,in other co untries, does not mean there 
is a vacuum ,in tbte rural areas, 

... as in many other countries, traditional birth 
' attendants, healers, herbatlsts, and oraetltleners 
of various types exist in most viHages and treat 
many diseases and' other health problems .... thus. 
there is a health care system throughout the 
country which is consonant with traditional: 
beliefs and practices !(5,pp. 15]. · 

WHO-UNIC.EFg agree and suggest the different 
types of .indigenous healers may ibe trained and inte­ 
\:}rated into the general health system. 
-. f 

This solution seems (like a panacea. Given the 
shortage of medical dollars. personnel, and facUii,ties, 
problems of transportation. the social and cultural 
acceptabiility of new ways, why not train :indigenous 
healers to cam for the medical needs of their 
communities ? The someone delivering 85% of two 
countries· 'babiesmight benefit from trai•r.iing. Further- 
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more, most of the medical, needs of the world are 
not complex : \ . 

It involves reco·gnizing, threats 10 heail,th that are 
visible and monotonous : mal:a1ria, diarrhea, 
pneumonia, bilharziasis, hookworm, -ma,lnutri,tion, 
tuiberculosis-or problems .that are less a threat 
aind more a person ail concern: leg-ulcer, earache, 
constipation, headache, broken finger, 1in,Hamed 
eye [1,pp. 61:J. 

Given the potential tori traditional healers to . _ 
provide health cam that is affordable, accessible:-____...,~- •. 
cul}ura1l1ly relevant: be.longs to the people, and'h9~ 
the posslbiiitv for serv,ing as a condult for new 1ide.fs 
1n areas other than medical-what factors ,influence 
the relationship between ,it and' modem medicine ? 

· There are severail theoretlcat .approaches that may 
be taken. To answer the question, why not utilise 
indigenous medicine. i,t is a,lso necessary to investi­ 
ga,te the i,mbedd'edness ot the current ,ielationship 
between modern a,nd' traditional rneaicines i:n the 
social system. That is, vario,us factors have 'led to 
the exclusion of native healiing, systems from most 
r:1·;fodem 1i111edfoa1I . systerms. What aire ,these factors ? 
How . might they relate to the uti11iisa!ion of native 
·mediciAe in a n1odern setting? What happens to the 
indig.enous medicail, system as a nation Westernises 
(modernizes, ,industrializes, d'evel'Ops). ? This, then, 
the factors infiuencing1 tt:ie utMisation o,f indi.g.enous 
medicine, is the f,ocus Qf• this paper. 1B1ut first, the 
methodological' issues must be dtscussed. 

'Towa,rd a frarmewo.rk-"-the patched-1:1.p design 
. To. answer the q uestio!1:· what factors have ·-: ,· 

; determined the status of native mediciine, reqiui1res . i: 
·a comparative approach. Factors thought ,to be ., 
explairrniory f,or one ti,me and place can be shown to 
'be epiphenomena! and hence inelevan,t in anothe~. 
We· wHI! find 1in the ,next sec,tion that·the integrntion 
ot modem an:d traditional medicines has varied from 
one co.untry to another. Why ? Cwss-na,tiona,I 
comparisons ·Ot health systems is one method o.f 
looking, at ,health sewices' organi'sa,tion.6 This 
·approach ,is, however, fraught with difficuil,ty: 

Those engaged in the . s,tudy o,f comparntive 
health service systems stiH struggle wi,th ;$' 
problelflS -o,f theory., method, _a_ndsta11dar~s ior ;J 
cross-national research. In addition, the ava1lable,1..~ ~ 
data are too often fragmentary, umel,i,able, non-~ 
comparable and subJectto poli,tical constraints · ·- ·'" 
[7 ,pp. 278]. 

Elling (see a,lso Elling and Kerr8) has introduced 
a method for cross-national comparison ...,. the method 
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oJ contrasting case studies: 

_Giiven the controlHng character of the societal 
context, the concluding point o,f this brief 
introduction to the contrasting case studies 
framewerk wHI be that inferences about he::iilith 
services orgainizationmay be cu Med broadly from· 
sharply contrasting, systems, but it is lik.ely that 
cross-system applications can occur only bet­ 
ween those wi,th somewhat similar levels of 
resources and similar pohtlcat structures 
[6,:pp. 268]'. 

,q··· 
· J · The ,principle behind this is elegant. The method 
of difference, as expounded by -JohnStuart Mi1M is 
one of his four types of evidence that can be used 
as evidence for a causal relationship, or in our ·case, 
to control iior extraneous factors. It states that if 
various sltuetlens have alil factors in common but 
one. that may be ,regarded as the causal factor.9 
El1J,ing and Kerr8 found that this principle could be 
used to identi;fy countries that are over- and under­ 
performers ,in health, wealth and education levels 
being slmllar. ifhe comparative approacb wHI be·~· 
used here. In other words, possible explanatory 
factors win be. tested by the method o.f_ difference 
for one set of countries; eliminating these, we 
wi(II' then discuss other faetors elsewhere. This 
approach is n·ot without dang.ers. Campbel!I 
and Staniley ac discuss the dangers in'heren,t in 
experimental. design. They are critical! of this type 
of comparison, stating, thae it does not control for 
the selection of the groups to the initial purported 
causative factor or the loss of gro,ups from this 
factor. More simply, there is little way of knowh1g. 
what .additiona;I factors are responsible for the initia,11 

ccndltions. :Phey describe a more ,refi:ned variety .of 
this model: as a patched-up design with an inelegan,t 
accumulation of precautionary checks. Thie defense 
o;f this approach is twofold : First ,the wod'd' refuses, 
at least thus far, to be standardised to the ,interests 
of science; second, ,i,t must be asked if the lack of 
strictly comparable evidence is to limit the questions 
we may ask. This ,is addressed by McGranahan 11, 
who considers that :perhaps cultura:I and soclat 
diversity is too g-reat to permit international measure­ 
ment. He feels that the need for data in. forrnula,ti'ng 
'international .social policy dictates con,tinued com­ 

,,_.J,J_ parative social research. H ,is the wish of this author 
. ,;;;.--- that reports of this ty.pe, whara ,q:uahti,ticaticin· is 

deemed unnecessary or Imposslels; are, i,f not tota'.llly ~ 
accepted, a stlmulus to the further · refin~mer1t of 
hy,po,thesis of a broad perspective. · · 

Factors ,t,nfliuenci,ng tbe Use of 
!indigenous Medicine 

Culture a,nd, progress 
Galdston12 di.fferen,ti,ates between medicine 

as-the science and art of healing the sick and caring 
for the wel1I (a body of knowledge), and medicine 
as the practice of that science and art (the ,perfor­ 
mance of a, profossion). 'Fhe relationship or lack of it 
between tradi,ti.ona'l rnedicine and Western medicine 
is deperident on both parts. of this definition. 
Medicine as a body of knowledge wiill be discussed 
hi! this section; the professions -of medicine in the 
folilowing section. This paper 'has mo,t difternntiated 
between the var,io,us ,types of native heailers or 
different leve(1s of theoreticai( complexi,ty of 
medical systems as suggested by Marchione. ls 
In contrast, Sigerist feels that aH systems of medicine 
contain basic underlying simi:lari,ties: 

There can be no doubt however, that pri,imit,ive 
medicine, as it appearswi,thin the various culture 
patterns, consists of a relatively srna:l'I number of 
elements, which are very much ,the sar;r;ie ·in ailil 
primitive cu,ltu,res and vary only in their combin­ 
ation [14, ,p·p. 121 ]1• 

Marchior:ie u states that distinctions betweel'il 
three types of indigenous systeli!'ils. liAay aHect the 
,reaction to it by socie.ty and other professions. The 
next part o.f this section demonstrates the reverse o,f 
relationship suggested ,~y Marchione who sees fo:111- 
time practi:tioners of .great medicine accomrnodated 
and giver1 support whUe ;part-time prac,titioners are 
,ignored, and fol'k healers tol'era,ted or opposed. We 
discuss three systems on .an, equa:lle vel of cornplexi,ty. 
Thus. this factor is control1l'ed! fo~. ¥et, any future­ 
a,ttermpit to ,in,tegrate a native heal!ing. system i,nto- a 
modernising1 one would be welil-adV:ised' to consider 
the <i:haracteris,tics of the native system, for lililore 
practkal and mundane ,reasons. 

Most stu,di,es of heail,th ca:re systems avoid the 
tradi,tiona:I (e; g. Weinerman 7) or give H lil'linirna I 
attention, ,regarding, it as a, suirviva,(: ffom a more 
pr.irni,tive, ,less scientific, tiilil)e. Atten,ti,on is focussed 
on the scientHic;: progress of liAedicine such as is 
suggested by Gaildston: 

H1is,tory is a progressiom, ot 1ideas, traced a'long 
adrcuitous pat'li 1[12, pp. 3-6] . 

Garrison 16 is kinder and sugg.ests tha,t · fo'lk 
medicine bring'S the peace of security against t•he 
tear of the unknown. Folk medicine also has its 
defenders. 10,r Bocan Alpha Ba (lnterrrntiona,I 
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Conference on Health and Health Education}ibelieves 
that "traditional medicine deserves respect" .16 

He states that African doctors turn to tradltlonal 
arsenals when supplies of Western pharmaceuticals 
are short. Green 17 comments upon the astonish­ 
ing technlcat efficiency of primitive surgery, given· 

. the mast ancient instruments. Si,gerist observes that 
little medical progress has been shown in some · 

. areas: , 

This history of the therapy of cancer is very dulil. 
-'The principles we are foNowing today, namely 
the elimination of· the tumor as radlcaltv as 
possible, were discovered in far remote· antiq,u,ity. 
Ouroperative methods are much more efficient 
than theirs were, and besides the knife we have 
X-rays and radium to destroy the tumor cells, 
but we have not found any new principles yet 
[1,8, pp. 62]. 

On9 view is· that traditional structures are 
inferior in a.ti' ways to modern medicine and are 
used .by only the· poor or ignorant : Banerji.19 
notes that the inhabitants of his native land prefer 
allopathic ,(Western} medicine irrespective o,f soclat, 
economic, occupational, and regional considerations. 
Cost and accessibliity of services were the two 
major constraining factors. Local healejs were used 
for minor illnesses or when Wes.tern medicine 
failed', Lee4, however, points out that in Hong, 
Kong the correlation between utltization of modern 
medicine and wealth (r ·:== 0.68). was in the same 
direction as betw.een Gh'ine.se medicine and the 

.- l,. ·,'·· ., .. -·~. ;, 

· wealth of the area, ( r = 0.54). Fu thermo re, it seems 
. that people choose ration1:1,llly between the two on . 
the basis of perceived eHectiveness for symptoms. 
Although the exact statistics· were not provided, 
the younger genera,tion was said to .make more 
extensive use of Western medicine. 

An approach that makes the assumed .inferiority 
of traditionat medicines more explicit ,is the histcrlcai 
approach. This approach stresses the evolution of 
medicine, both ernpiricaHy and conceptuaHy. Garri­ 
son-" observes that the advancement of medical 
science is the history of the discovery. of a riumber 
of irnportent prlociples leading·' to new views of 
disease, to the invention of riew instruments, and to 
the development of a rational scientifle concept of 
disease, not as a demon but as an attered.phvsioloqv. 
Kuhn:io critiques this view, rejecting the 
accretion approach to progress while retaining, the 
concept of the progress of science. This approach 
foils to note that most medical systems have 
performed adequately for the cultural (,evel1 of the 

people. Furthermore, some have 'been medically 
effective. Bernado Ortiz de Montelllo found that 16/25 
of Aztec dwgs produced the- desired effects, 4/25 
were questionsble, a,i;id: 5/25 •. were not good 
eno,u,gih.21 Knowlege, therr.Is not excluslvely Westem- 

lt strikes one as· strange th'at the social and 
psychological, functions of medicine are given stress 
only tor the primitive versions. i\1ii 'medical systems 
seem to function, to a'l lay fe

0

ar of death and infirmity 
throu:glh prefesslonailsm (elitism), and in this sphere 
shamanism dif.ters ,lhtle from white-coated' magic. ()n"": 
th~ social' Ievel, there ,is evidence that the theor.etlc§II 
perspective of medicine,r~lates to H~ fynctions a~j,-f_-.) 
inteqratlve institution, of society. When society· is 

I ~ I • J . j;. • 

hel'd together by fear, rned;i,cine is synonymous with 
witchcraft and magici a? reHgionbecomes dominant, 
disease and sin coinci_d'e~ later, in a rationalist 
sodety, science is the . new god: from temple to 
cathedral to medicail' center. - - . . . 
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Another exp,lanation.·tor the apparent decline ot 
tradi tiona,I medicine· is qlose'ly lrelated. ltsug.gests that 
the populace rejects it ,in favor of m or"e modem medi- .. 
cine, or is, h ,retained due to theiir ignorance of 
poverty ? Sigerist14 suggests that the development --...,. 
of magical-relii,g,ioas medicine in ,Greece was a result , ~ 

. . ~ 
at the needs of the indigent sick. l';ee4 points out _, 
tha,t :1kono[11ic· factors infliuence the disiriibution of 
Chinese · ,rnedicine. 'Ha,rwood92,' 'Loganll3, Marti- 
nez and ·Marti:n21, Hube'l25 and Snow26 pro-, 
vid'e evidence of the continuing, utilisa,tion of native 
heailers by populations of Mexic'an Americains, 
Arizona Blacks, Guatemalans, ari'd Puerto Ricans,._ 
Schendel2 traces this cultural ,lag to· sciperstition. -.r - 
while Foster27 cites the cultural· barriers 10 :chang.e . ..-z, 
However, DeWaH 28 is able to s'how that the -use of 
native curnndero,rs (curanderas) ,ina Mexican vHlag,e 
is· the resuilt of a rational ;process ot chdic·e rela- 
ted to the natuire of the· iilliness. 

H~w importpn_t is the progress of· medicine as 
a. factor ·in ~eterrnining i,ts role in modernising 
societies? Ts it only the internal: characteristics of 
a medical. system that,determine its .fate? A cross­ 
c u,ltu,rat 'histo~ical study by -LesHe29 sheds much 
ligM. on this . topic. He shows that traditional r-=-c 

?"~~ 

medicine in three countri~s., Cbina, Japan, and , ';· 
India, s'hairing sor;newhat simHa,r cu.ltur-al fact9rs,~had 

··a diiffer~nt fc:ite ·i,n each. He sh,ows also tha,t thi~ .. 
''-,.:-- 

Greek, Ayu rvedic, and Chinese medi.cail systems share ~ 
simitla,r internal characteristics-they are ba.sed on 
hu,moial theories, ha.ve standardised learned prac- 
tices, fo,ng periods of training, codes of ethics, 
and claims to social status. 'Yet their incorporation 
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into modemising medical systems varied; Jn Japan; 
the ruling, elite adopted modem scientific medi­ 
cine as the ,lega,llly sanctioned system. ,In China, 
the incorporation of traditional practices i:nto an 
essentiaiMy Western system occurred. In India, a 
dualistic, though not completely equalistic, system 
developed. Thus, neither cultural nor interna,I 
characteristics of medicine account for this difference. 

Anothan tbeoreticat explanation for the status 
of tradi,tiona,11 medicine is seen to be the organi­ 

,..---,_sationa,f stmgg:les of medical professions : 
........ -..- 

~--· A charactenstic of modernizing societies is the . ...... . 
co-existence of modem and traditional, profe- 
ssions that olaim to perform the same fu,f!ction 
for the society. As a 'result of diifferenti,al supp­ 
ort by the dominant olasses and their soelal 
values and by the academic and: political: au­ 
thonties, the modern profession occupies a 
hig,her statification ,rnnking than the traditional 
professlonal ,[4,pp.60]. 

The ,theory of professlonallsm, the orqanization 
o;f medicine, as the explanatory factor, for the 
survival! or lack of survival of tradltlonai medicine 
wi:H be discussed ,in ,the next section. 

Theoi:-ies. of professional struggles 

Much o,f the work fa:i cross-national comoarlsons 
of health systems ignores the political-economic 
level! of organiza,tion intermediate 'between macro­ 
processes (socletv) and micro-processes (persons). 
One notable exception to this Is the study by 

, Carboni30 of the formation of a geria,tic speciality -? ~ in, the United 'Kingdom which has not occurred in 
the United States, to date. Carboni, traces this to 
the division of medical territory by the medical 
professlon ,in the UK rather than to, a more ratl­ 
onal, knowledge-based division of Iabor, an ex­ 
planation suggested by Stevens'", for . example. 
This division, then, was 'based in :politica,I proce­ 
sses within the profession to the end of control!ling 
medical resources (wealth, patients, and controt 
over an aree of service). This approach 'has been 
offered by Berlant32 as a framework by which 
to understand the rise of alllopa,thic medicine in 
the Ur:iitedl States. Before examining this approach, 
it· is necessary to mention that the view of ,indivi- " ;:....._ ~ 

· · ..,· dual practitioners may diverge from the orqanisa- 
, . \. :--~...;tions perspective Blum83 found 'both acceptance 
- ·- '· of the significance of local healers andi rejection 

of their existence by physicians in 'his study of a 
mral Greek town. One famous healer had even 
hired a physician and X-ray technician to work as 
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his assistants. Thfs occurred despite .government 
and professionat opposiden to quackery. 

Berl1ant32 describes the process by which the 
AMA orqanized and defeated its medical' rivals. 
rl,e critiques Parson's characterisation of the rnedicail 
professlen as a normative structt:Jire, based on 
idealised beliefs, reg1u lated by a system ot social 
controls, and whose function is to, mainta:i,n healthy 
actors to ,fulfi1I social rotes. tnstead, he uses an 
historicail' approach, coup'led wi,th Max Weber's 
theory of monopolisation, to show that many of 
the practices of the medical! ,profession function 
lo increase the power, prestige, andi weailth of the 
profossion coll:ec:tively, regardlless of the benefit 
to society or the ,i,ndividual patients. Weber s 
theory of monopol!isation states that : 

t'.he success of a group ,is .a Junction of two 
broad deter.mi,oants o,f economic action: the 
group's tactics of competition tor of conflict) 
and the conditions--of competition. One ma1or 
but no,t exclusive condition of competi,tion in, 
modem society is the state, which exerci'Ses 
'bo,th a,uthoritative and de facto domination over 
groups within its territory [32·, :pp.. l7J. 

The tactics of the AMA wi:l'I: be di'Scussed here; 
the role of the state in the next section,. The 
elimination, ot externa1I competition is accomplished 
by two means, according to Bertant.32 The first, 
which he sees as ,the dominar:it methodo:logy 
employed by the AMA, is to bring the llforce andl 
prestige" o,f the legal and pol1itical: COliT'lm:unity to 
bear against compeHtors. This involves l1icensing, 
and ed:u.ca,tional ,res,trictioA .. The goal o,f this strategy 
is to restrict financial SUIPport to one's opponents. 
'.Fhe sMond method! is to ch.aUenge or;ie's oppo­ 
Aen:ts on ethical grounds, thus cha1111enging their 
symbolic i:ntegri,ty (imag.e). 

The second g:afAe, tha,t o,f name ,caliling, was 
practised _by both sides: 

The AMA , circa 1924) referred to a,111 non­ 
conformist :hea,lern as ''sectarian:''. Its Judicial 
Co,u,ncH ,has defined! this term to ,include a:ny 
practitioner who folllows a dogma,, ,tenet, or 
:pr.inci;ple based on the authority of its ipromu,1- 
ga,tor ,to ,the ,exclusion of der:monstra,tion and 
practice, 
... Abraha!iT'I, flexner, the eminent authori,ty on 
medical education, contended tha:t homeopaths, 
eclectics, physlomedicals, and osteopa,ths ,r:might 
rightly be considered' as sectarian, rarher than 
fraudulent practitioners, since they al11 believe 

1'39 



that anatomy, natholoqv, bacterfology, and 
physiology must form the foundation of medical 
education but regarded chiropractors and 
mechanotherapists as no more than unconsci­ 
onable quacks. 
... In charging that conventional' practitioners laid 
undue stress on chemical compounds and 
surgery; these g,~oups, with some justification, 
considered regUlar doctors as sectarian [34, 
pp.2-3]. 

Despite his moderate stand toward the variety 
of medical practitioners, Fiexner-s report on medical 
education (1920-21) proved to be the coup de grace 
to most non-regular rnedicat practice. Stevens31 
speaks of the reluctance of jha genernl public 
(USA) to use the modern {regular) physicians 
because of their harsh treatments. lihey were po­ 
pular as a status symbol among the urban rich, due 
to the prestige of their European education. Burrow84 

claims that the battles of the AMA to control 
licensure and restrict entrv to and the proHferation 
of medical schools was against quackery. 

Berlant views the demise of the sectarians as 
casuallties of the -internal, battles of the AMA. 'He 
considers the ,number of hrngufor practitioners too 
srnalt to be considered a threat, at most 1,0% of an 
practitioners. Estimates of the numbers of homoeo­ 
pathic practitioners are 24001 between 1835 and 
1840. At most, there were some 7000 sectarian 
practitioners in the 1845-1860s as compared with 
some 20,000 orthodox medical graduates and 
another 40,000 non-degreed orthodox matriculants. 
This was the real threat : the rapid expansion of 
medical schools and the large number of educated 
physicians. Six medical schools in the decade 
1810-1820 produced 100 graduates out of 650 
students; this increased so that by 1860 there were 
13 schools com,prising4500 students and graduating 
1300 in the 1850- i 860 decade. 3~ 

Berlant describes the tension between academics 
and practitioners for control of the medical' profession 
and Iicensure. Medical, societies were formed in the 
1760s and not unti] 1783 was a medicat school, 
Harvard, the first serious candidate for establishing 
the qualifications of a physician.1a The AMA, estab­ 
lished in 1847, soon reached a compromise position 
with the development of a Iicensura plan whereby a 
diploma was not an alternative to Iieensuce but a 
pre-requisite. lt then proceeded to reg,ulate the 
supply of medical schools and hence physicians 32 

The growth of rnedicat schools had been 
phenomenal': 

In 11869 according to the Bu.reau of Educat-ion 
there were 72 medicaf colleqes in the US, 59 
reg,ular, 7 homoeopathic, '5 eclectic, and one 
botan,ic ... (By 1,9~, 1 every citv had their school's) 
39 1iin ll!linois,. 14 in Chicago, 42 in Missou1ri, 43 
in New York City, 27 in [ndtane, 2CHn ,Pennsy,1- 
vania, 18 ,in Tennessee, 20 In Cincinnati, 1'1' in /'~. 
LouisvHil'e ... one physician for every 691' persons , ~ 
in the United States contrasted with 1.:1940 in 
the German Empire; 1' :21 20 in Austria, and 
1 :2834 in France_ (circa ~·913) [15,pp.761,-763]. 

-l ~.4o ---- 

The. AMA responded to this by supporting 4VI/.O 
·inv;stigations of medical' educatlen. lihe first qtri' 
by a, physician, raised an uproar, but created little 
change. The second, 'headed by Flexner, :ledi to 
reform and the securing o:f a medical monopoly by 
the AMA. Stevens 31 sees the impact of this report 
as largely f,inancial; foundation money from the 
Carnegie Foundation, Generaili Education Board 
(a Rockefeller Foundaticn}, andl other sources 
enablinq the better schools to improve while others 
declined due to Iack of support. 

Ttae role of government 
As discussed earlier, Weber considers the role 

of the state as one :ir:mportant . condition in the 
survival of an orqanizarlon. Leslie s cross national 
'historical account, '·The Modernization of Asian 
Medical: Systems''-29 stresses the influence of go­ 
vernment policy. H'e shows the Japanese ruling 
elite adopting modem scientific medicine as the 
lega:l!ly sanctioned system. Tihe C!htnese incorpor- 
ation of traditionaif: medical' personnel and practices \ 
swings with the pend:uil1urn of political c'hainge Ji 
(Wolstenholme and 0'Connor35 : Harbison and 
Myers 36; New and New37 ; and Side'( and Sid'el 3.l). 
In ,lncjia, the ambig,ui,ty o,f government pol:icy has 
led to dual 1m1edicail system.19 Lee4 detaiils the 
parameters o,f environrnen:ta,I support in Hong Kong1

• 

Tihe governmen,t employs one-qu:arterof the modern, 
but no Chine~e, physici:a:ns. Anyone can practise 
Chinese 1m1edicine wilhout a 1licence but there •is 
a registration fee of twenty-five dol!lars. tihe 
practices of Chh1ese physicians are ,restricted. They 
are not allowed to ,issue death certificates, to use 
medical titles, or to use certain ,restricted medicines. 
Schendel2 describes the incorpora,tior:i o,f Spanish, ,?" l ·, and Aztec r:medfoine after the c~nq ~est (Coftes) ~-..: 
under royal orders, and the d1ffu:s1on of Aztec \" :__~) 
pharmacopoeia i,n,to Europe. When Germany passed 
a statute on June 21, 1869, abolishing, some of the 
physi'cia,n's obligations, the resul,t wes an increase 
in the number o,f nature and faith healers.16 
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, Berlant considers ,that : the growth of the AMA 
and ,i,ts ,rnaMopolistic advantages were Nn'ked to the 
rise· of · state power. which was . then able to 
bolster the. ;power of the profession. !hie then asks 
wl:ia,t is :the advantaqe to society of a1l!loWing 
m:iornopolization. He feels. thet an exolanaeion in 
terms of ,the public interest is not convincing in 
1,ight of the di<Herentia1I distribution of the benefits 
of medicat cam and he. s,U[_gests an ailternate 
expfenetien.. -that is reminiscent of 'Duff and 
Holl'ingshead·H· ._-,.,,-, 
,,-,·ParticUilarl,y in the United States, the develop­ 
. ~ ment of the · medlcat 'profession has been A 

closely ·tied with thedevel~pment o-f strati,tied 
relationships between ·social, g,ro1:1;ps, so that 
quality ,m:iedicail care has tended to, be a prized 
scarcity and an object of class :behavior 
[32, pp.'505]. 

,- ' 

This explana:tion is goad'·but r:medica1l1 care.as 
an object of elsss behavie» does· not tell enough. 
Ellling.40 sees a close rela,tionship between the 
nature of society'\and the ri'a,tu1re of the heail'th­ 
medlca! svsteras, 

It can be dernansti:ated. .that there is a corres­ 
pondence· between support of the indigenous 
medicar system an'd the type of poH,ticail' system 

table 1. Political structures .- 
Centralized ,Decentralized 

:.... ~ Concerted . 

,""- 
· p turellstic • 

USSR China 
tndla l1SA 
Mexico Canada 
Japan England 

Hong 'Kong 

'fable 2; State support of indigenous medi_cine 

"!Type of 
Support 

Country • 

Japan, <':hina, India USA 

Symbolic Medium Hiigh. High 

Flnaaclal 
.Educational 

Legal 
ticensing 
Education 

low 
tow 
Low 

High 

High Medium 
High Medium 
High Medium 

Medium 

Low 

tow 
tow 
'Low 

tow 
Low 

· tha;t exists .. Ellling (personal cornm1:1nica,tion} has 
sug.gested a typology of countries ailong two 
eonitinwa ...:.. the centralised-decen,tralised power di­ 
menslore and the concer,ted-p'lurnlistic action di­ 
menslon. Thesec oncepts refer ro the g.enera,lna,tl!lre 
o,f the fo~ITTail (cen,trallised decentralised) power 
s,tiu~tu1re as wef1J as to ,the. ·informa1l (concerted, 
plu,ralistic) dimension of power. M: is passible to 
assi,g,n. countries toone of fo,ur cetls as in rabl'e 1. 

Table 2 shows the va,rying degrees of support 
that a rnedicail ~ystem may receive along difterent 
d.imens,ions. Scores of high, medium, orlow refleetact­ 

,i,an ~aikenrela,ti,ve to that o,f o,therco'untries. SyllilboUc 
·sHp;port 1is d'efineq as actions taken by the govern­ 
ment of a country ,ta ,J)resewe ,indigenous medicine 
as pad of the iheri,tage of a eouintr.y. J:apa,n, is rated 
medi:um,not·because i,t has considered ,i,ts ,medicine 
a heritage29 hut as compared ta ,the Uni,ted 
States, ,there has been •l1i,ttfe persecutfon of indige­ 
nous iheaJers41 Chiina93 and · '1Hdia19 ,have 

,recognised the cuttu1ra:l1 roo,ts of their medicines. 
J,apan provides no, fonds to na,tiv~ 11il1edicine ,but 
does :requfre licensing o,f native· prac,ti,tfoners42, 
thus gran,tiing them, 1recogni,tion aad ,legitir:macy. 
C'hina does support tradi,tiona:1; mediciir-ie 1iinanciaMy 
but no,t at the ,1leve11 of ,modern insti,tutions.29 
Licensing, of medica1l practitioners was a'boli:shed in 
China a1long whfu the leveling of other professionals, 
but tradii,tionail ,institutions have,recehied governllilen,t 
recogrnition. :India has made some grants .av.ai1labJe 
for the stu:ly - of Ayurvedic ,medicine and Hie 
provision of services :19 A subjecti.ve ,g,uess would 
'be that it is Jess than ,tha.t provided in: China. 
Reg,U!lations foi Hcensing -of ,1Ji1edica1I practitioners 
and tradi,tiona1l schools are c,u,r~en,tly being decided 
im lndia"'(collilmuinica,tiom; from Pandit Shiv Sharma, 
i1m1.visi,t to UCONN Hea_l,th Center ,i1m 1!97'5). These 
cou:niries conitrnst with the. itJnrted S,ta,tes where 
non,-modern fo_r,r:ms of healiing receive no support.43 

Wow does medicail ,care ,in a country relate to 
the fonn of g.overrnent? We see frorn Tables 1, and 
2_ tha,t on1l:y the lJ'nited States, a decentralised, 
ipl,uira•listic co,untry has provided no support to any 
but the r:most po'l1iticailly powerfu11 lil1edical, organiza­ 
:tion. ~his is the resul,t of a systellil where heail,th ·is 
,mot a nauonal1 piiority, where there is no system, 
p·rogralJil,, or pr,ioi,ty o,f expenditures for health. 11t 
appears that onily cen,tralized and/or concerted 
countries refuse to a How ,the battles of professiona:ls 
over the carvJmg u:p of the medical arena to 
in,terfere wi,th the delivery of health. B,ryant 1 makes 
the poi1rn.t that heailth p~ograrns can a,lso be div,ided 
among g,overnment agencies. A fow exallilples willl 
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suffice. Current phiilosophy in China dictates that 
the purpose of the lililedica,i and educational, system 
in china is .to "serve the people.v In fact, it has 
been noted that one problem of Chinese education 
is lts overly ut Htar.ian nature. no This signifies not 
the absence of professional' politics but their 
subordination to national, policy. This has occurred 
also in Russie where feldschers were emploved 

· despite professional opposi,tion15; in India, where 
Ayrnvedic physicians have not been embraced by 
the medicai estabtlshrnent'": and ,in North Vietnam 
were Western and Orienta! medicine is being, 
combined. 45 

Friedson4': agrees with this view and 
crlticizes the medicel prof,ession for usurping, values 
when thei1r claim, ,t6 power·,is technical expertise. We 
suggested earlier that the ,rel'ationship of medical 
systems to pol1iticaf systems was not due to cu,l,tma,l, 
factors. such as the state of knowledge of the 
profession .or acceptance by the loca,I .residents, 

. , but rather to the nature of the relationship between 
., the hea'1l,th :prof.esslo·ns as ,organizations- and1 the 

forlilil. of government. W~ also noted that symbolic 
support ,is. 0171e means by which a pro,fession ,may 
survive and obta1in other types of support. "'~.;,,"--..,. 

I' 

Conch1siolils 

This paper has discussed· some of the factors ,1 

,infl uenci:ng the status and utHization of native 
healing practices in the modem world. Though 
cultural and internal factors may affect the utility of 
traditional medicine by encouraging bad practices 
and discourag,ing new ones, it is equaUy certain that 
this medicine of the people 'contains· eHective 
practices and new ideas. Thus, the Ilnks between it 
as a knowledge system and its role in rnedica1I 
system has been ilienuol!;s. The role of professional 
strugg,les in: the medlclai arena· as the dominant 
factor has been tempered by the ,influence .o,t 
government where it has been able 10 dlrect medical 
priorities. rt has been suggested ,tha,t in ·centralized 
governments m ,in those' where action is concerted, 
the government ,is able to set priorities; in other 
situations, such as the United' States, heal,th 
priorities are the outcome of professional struggil,es. 

'F.rorn, this, it is eviden~ .that . the ouecome of 
employing, traditio.nal medical structures to meet 
the health needs of the world wi,l!I depend to a large 
degree on its fa:iterface with professional organizsa­ 
tions and the type of relationship it has with the 
governmen,t, alther control'ling or controliled. 

The question, however, remains unanswered. 
Why do different kinds of political systems· Mlow 
their policy or lack of it to benefi:t medical power 
groups? Several diUerent models of the articu1lation 
between the medical' system and the political svstem 
exist. Krause discusses the irnbeddedness of the 
health system a,t severa,l levels: The first ,is the level 
of values - . 

I 
First there is the ,issue of occupa,tional ideology 
inherent in the term· profession i,tself. What 
citizens believe the medical profession to be 
determines how they act in accordance· with 
this belief [46, pp. 36]'. 

• ":':r-­ 
Kra,use46 a,lso suggests that control, over th1e' 

·,delivery.of hea,lth servic.es ~aries ·<!~cording to the 
ownership arid ·COm,trol'of h.eailth service ,production. 
'This theme is expiored in grea,ter detaU by Navarro, 
who makes the poin,t that physicians no longer con­ 
·trol the health system through the power of theiir 
knowledge. Prirnitive, or what Navarro cal'ls compe­ 
ti,tive ,capitailism, hgs glven way to monopoly 
capi,ta1lism· : Health is the ... 

... second 'largest ,industry in the country... the 
flow ,of hea,lth ,insu1rance ,money throug,~ priva,te 
insmance .companies ,in 1973 was . 29 bil'liom 
dol'lars sHgMly less than half of the total, 
insmamGe - hea'lth a,nd other - sold in this 
country in that year .. .A;botit 5115 bi,l!liior.i dotilars 
of hal,f ·Of ,th:1,t rmoney · f\Qwed,· through the 
commercial, i,nsurnnce corn,panies ... [where]. we 
find again a high concentration of commercial 
capital f48, pp. 1',50i1, 

Navarro conlin,ues that the same ,.corpora,te \ 
i,aterests which control, the American econorny also.>~. 
dominafe the health sector. .A;lthough physicians 
q,ua physi,ciains are ,losing ,ln,fliuence as the source of 
,power shi,ffts from, ,entrepreneurial to corporate 
sources, physicians stilll, remain ,part of the dominant 
cl'ass iim, terms of ecolilornic posidon a,md many are 
now members of the corporate class. The medical 
system ,is one·way to, :rein,force the values of and 
c~n,ttibute_ support to ca,pi,tailism. 

/ 

r 
,),l 

!:lllirilg (persof'la'li ,cornm'uhication) suggests that 
i,t is this context of the hea1l,th system tha,t :in the ~ 
end det,ermines ,i,f the uti11iza,tion o,f tradi,tiona,1 r '\, 

medicine is ,to be of real value or if ,it ,js to be a - ;,c{ 
delaying, action to ,oe.rpetuat,e second-rnte medidJ~----­ 
care. Professionalism, coupled with a stra,tifie~ 
society, can serve to thwart the intention of the use 
of ,i,rndigernous healers - the provision of better 
,medical ca1re. ~h,us we find a r,ural :midwife program 
j,n Arkamsas,.traini,rng women for rural' service.4q But 
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in fact this program is designed to preserve a two 
class system, of medicine whereby the· rural poor 
mostly black, are receiving minimal care, with liHle 
or no access to special, services while ,the weailthy 
Whi.te are treated in medical facillities by doctors 
reluetane to serve the countryside. Or there is the 
perado« that is now occurring in lndia, where the 
use ot indigenous practitioners wHI mean less 
avai1lable medical care As a by product o,f thei:r 
strugg1le to achieve recoqnitlon, Ayurvedic medicine 
practi,tioners have a,greed' to limit th€ number of 
practitioners they will certify and train. The price of 
legitimacy and other support is diminished service 

_ Jo the popula,tion. One must question, then, the use 
~ r'of indigenous healers - who is 10 benefit? - and' 

,,wl-10 is to gain? fheir utHization cannot be separated 
'f:rbrm the influence of the medlcar system. and' its 
posi,tion in ,the socioeconomic and pol:itical systems 
of a country. 
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•:G;,REE!N:- :REV'OLUTil11lJ;N.',. ·.J\.N.,D: 1H·E,A-l·T)H .. ~ .. . . \t - ., ~ •• 

,Clla1gri1ilg Patte1Hi1S If Hea:1~1h in ·Nand·ed·-- ' ... 
• .... •• • .. ' t : :• ~; 

·•· • r " • • t! • 

. . . . ~ ~ .. :. 
... ~um il dig.'be ... .. . .;. ~. "' .• • .... . . . "· .. ··~ 

The green revolution and the .changing· patterns of agricultuie h'ave resulted in a. deterio1ation .. ot tJ,e~ ,_ .:~ 
health status of the-people. ·rhe health services 111e a sotuce 'of explo/(iJti?n. ·if one wiiy·o1..another: .. In tke': · · ~- __ ,,.~ 
meanwhile, the rich treditio« of her/Jal medicine is disappear/nu" th1ouiJh. disuse, :'whJch Jts · itself a.re.suit of ·: · · """1 

• • • "'. • .,.. • ~ • .... • .. ,.,. • j 

changes that have occurred ln the wake of the ·g1een revolution. . :- . , · . , 1 . 
' . - 

"'Fhe condition of the working class is the reail 
b?;sis and poirnt of departure ·of an social movements 
of the present because it is the higl)est and. most 
uneenceated'plrmacte of .the . social misery existing 
in'.·our day", (Preface'to The condition -ot the working 
c{afs in England - iF. Engel~):· · · 

. -~.'EY~_ry ~ajar or mi~of change· ,in system _has 
mii;:e,d the ,popes of improvement in the lives of the 
poor and created Hlusions about .the present 
pf.tieesS'"of development. New policies have been 
drafted and redrafted at the international, and 
n1i.tf 011·1,I i'e~el to eradicate ·poverty and to change 
t~ l!V,El,l>.-PJ. thf:l, 45 crore poor people Hving, below 
the .po:.ve·r,ty line.· But· no signiific.ant change · has 
taken -place. As adrni,tted by then World Bank chief 
Mc Narnara ,in his 1973 Nairobi speech, the problem 
of ; th'e world's 800 ·mirfliion poor people has 
remained unsolved. . 

The new approach of attacking poverty began 
in 1975 on a wodd scale and in r:ridia also, New 
schemes of rural development to eradicate pover­ 
ty were introduced. And thei1r health was- given 
importance. It was a ·target-oriented package pro­ 
gramme. What is 'happening iii, the ,co,untry side 
since 11975_ is' worth s,tudying. 

Although the green revolution ,began in Ma­ 
harashtra since l965-67, rits spread and growth is 
now restricted. Thus the problems have increased 

· and the cnlslsIs accentuated. The old picture o,f 
viillage life. is not found nciw. A'longwi,th the 
dete_r,iorating socio-economic system, . we find the 
'heaHh of the· people is very much affected! and 
has deteriornted. 

'Fhe area under study i's Biloli tal1ulka in Nan,. 
ded distri.ct .o.f ;Maharashtra. The district is· divided 
into eight talukas and among them Biiloli has the 
highest lev.els•of· . .irrigati.on. Most of the irrigation 
schemes·, we, e completed by 1975. There are three 
medium. frr,igaticin schemes fUrnctioniing in the area. 
Total popula,tion in the district is 17,47,589 spread 

-i1!'1 ~13e8 viilla"ges. ·lihe ··major ·:~raps ' gr~vyn._?r~..o 
jawar,, wti_ea,t: rice, cot,ori, .chHli~· ahd novv $J,tg·ar- - 

1' ,· ' ; . -- . • . t ..... ; '-~ ~-' 

cane. Seedplots _producing cotton-.seedp- are- -s-it~-; 
ated in highly inigated area. Even rib:anana 
plantations are ample irn r:l'umber. This area is 
weflrknewn fcir procliuci,ng fo·ng stapie cotton. Now, 
feurr sugar factories are produdng st.igar and 
alcohol. Out of these, one factory is in BHoH.taluika· 

Changing pattem·s ·of agr·icultar.e :• 
Effects on tieaftb · 

II>ue to ,changes in ·the - cropping ,pattern. and 
swhching marinly to cash crops 'like sugar cane 
and po,tton the production ·.o,f fobdgrains ,has 
decliined i,n the area. S'o ttle ofd, syst~m: of cro- > 
pping, mixed-cropping,, is disa_ppearirng: Turmeric, ~ 
another cash crop was uprooted· firstly in- 1972 
drougiht and' by the go-vernmen.t policy. to .favour 
Sl!lpply o.f wa,ter to, sug.arcane. S,irnilarly; :gr6 u,nd 
nut ,is not favoured,· by tl:ie gov.~rnment." In 1983- 
84 canarls became dry due to .water-shortage. And 
though the government ,irnitiaf!ly- announced'. gua­ 
ran,ted frrig,a,ted water to grol!lndnut crop, only'-. 
once or twice did the carnal receive water. ·-"lj"­ 
So a1II the groundnut crops of mid'dile andr poof''_. 
peasants ·were destroyed. Tihe rich could ,i_rrigate 
wi,th the help of powerfu,f electric pum:psets. 
1:n non--inigated' area chiilli is stil'I grown. But in 
irrigated .fie'lds, cfaiHi crop cannot 'be grown now 
as the land is saturarted wi,th water which is not 
sui,ta'ble :fior growing. chilH. 

. 
There ,is sigrnUicant decline in the a.rea under 

pulses. Partly because there ,is no increase .jn the 
relatively l'ow per acre returrns. Another difficulty 
with the pulses is th·at · i,t canno,t be grown· with .;:::::,: 
hybrid kharif jawar. This is a short-duration crop. ··;( 
This reduction in the .acreage under pulses has cost -~· , 

-\-", 
a ,lo,t to the vill'age poor because, pulses used t~.., 
mairntarin thefertirl'i,ty of the soil (nitrogen fi.xa.tion):~~ 
And people used to, have their 'balanced diet. As 
the. diet maiinly consists of hybrid ,roti, sometimes, 
rice arnd watery dail (mainly tuar or udid}, their 
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diiet has not remalned- a b'a;lanced 'one as itr~uMid "'· Pliglilt ·Of nona·agricuitur_ail' workers 
to be:·o!her crops likef 's\ive~t,-_:grta,toes which Those who w6rk \:>~ State.Employment Guar- 
used to "be poor. ,,man!s emergency staple foop',. ': . ante~' Scheme .. (EGS) as .. ,;;b~uirers, are supposed 
have 'ail'so disappeared:.. . ·: . : " ' . . to •g.et . ~s ,;p·. e·r ilavii . ·,~edi~i.nes if. they become . • ~ .· .,.~~;.n....}:.. . ... - • -·· • ·• . . 

· _ .: .. . . · ; _ . ,,. :. _ ,_- . . ..·,.;,. , --·sick ::on~-!duty. They must ,;~et. drinking waiter at 
Thus, ~e s~~ :dE.?pen~en~-~'. •0~ -~P.e~.ple on, :~psh__ ".. :tMe "Yo.rkshe. t;JsuaHy, the worksites are far away 

cr~ps ,resu:ltm~ 1'~ a ~~cltirle _ 1'~.'.-.P.~!.ses_ production. -· ·trdm·the vi:lilages. Most of the time, EGS workers 
This change_ in_ crops patte~n,lias· ·~~reased depen- do not g,et ordina,ry medicines wnen they get 
dency on high cost chemical _fert1,hzers and upset headache or fever or if an accident take , . I 
the traditional soil 1preserva"ti'on. _mechanism and even fi-rst-aid boxe~ are · ndt ;vaiilabie. At si:/t~ce 

__ resultso 'in decline i·~ t~_~: healfh,··,~f ,the people, ··:.aat co:ntaminated water·· --- fo'r· drinking whi~~- 
~... • •. ..,, .• •! ~ ~ . . . ' 

,__ •· ' - ca,uses waterborne diseases. Tfhrs is rampant in· 
A~1}eople forest pol;icy i ·' • · -the. aTe.~, ,re_sul:ting in· loss 9{ several mandavs due 

·,~the present forest policy of ·the World Bank· to. sickness, The law ha~\ made a provision tor 
and the governlillenit 

1
ha·s ·co:ntr~but~d, tb the de-: 'shelter and. cretches- a! _w.qrkslte .. But rarely are 

atructien of agrituiltuiral peqpl~'s;H,vin·g~condi,tions .. :· these prP'(ided. We~trna· infants and young babies 
AN the old var:iety o'f tr.a.es, ~;!ik.e,.'.foa.l'wa, ka,th · afe looked a,f;ter·.'bV sm~,11,·.chHd_ren whil'e the mother 
khaif, sag, bamboo ate no'.tpla_n_ted,·by ·the forest ' · is yvorking,.on the· site. L~st year .. a labourer died 
departm;ient on a large s_,c~,le. · -Jnst~a·d~ · ~ubabll,ul' Ori ''!E:Gs Site. :in. a'· vTllage · im BiloH tailuka due 
and euca1lyptus are plante1 on:~«l ,1,arge sc?le wi,th to baith starva,tion aqc:t .sickness. (1i'hi"s matter was 
the result, more wood is .supplje'd.·:to:·the paper ,t. ~ii·~cl:!ssed ii-1 the:~ah_ar~shtr;:i A.ssem'bl_y): The reason 
mi,11ls' and ,groundwa,ter : shortage has focreasei ',' · _was ti;lat he had-·,not gpt hi~-.wag.es · for more than 
Many old varieties of the. tree ibad'. me·ci'ici,nail va'l1u~··· · fi,ft'ee1T11 days:· · • · · · .. c, · · 
and: het:bs used' to :91~0.w·:~1~.o,1~.~Gf.t'ftef:rt:·: 'ifi~ir dis-' .. · "'t,.v.. ·• • • 
appearaince has cr~ated, . .ai; :icu;tt:Lcshorta~l\5~ such< . :. .· ifne ;)s~garca1ne factories, a,!so _.pose ·new pro­ 
country .medicines. Even jn:0Mf1l!lages~ ~eld'tamariOd "hie~~- W_~e,:;' lflto'iasses·'. ci-9.purmpl_aJed: near factory 
trees, have disappeared. ."P·~~ple:. are ~i~11~i~!J. less - · crea'.tii$ pol_tu~tion. problem ·tor the peasants ,ljving 
talillarind in thei1r diet. The :~Hect, of 1th is·· new ~ n:ear · the ~actqw. Water-po Iii ution by the sugar 
~orest policy on the ecosystem is trel1).Elfldous. fac;toi:ies is so much that mainy deaths h_a.ve taken 

· · · · pliace i,n the viiMages near. the s.u,gar :factory. Sudden 
It has also affected ami.eulture;. siirice" w.~~den ... <;le~~h ·of· aniima,1s,· aft~~ drinking- w·aier is quite 

• . • ·•·• ,. ,~. • V "' '• 

impfoments depend_ l!iPOn, the .. fore~-~-· i:~e,"inew _· common-iin the area. E,ven the hu,e ·and cry made 
varieties of trees· are not s:uita'ble;'for house con· ~·. · by· t~~-press- and: organisation does no,t .affect the 

~. l)..stwction or cutting'\he ,j,~pfomerits '.from;i' -~ood. . _·sugarbafonsraind they c.ontjnue .t'i> 'violate alll ainti- 
~veA firewood shortage has become mos;t acute. ··)ipJ:lution · no·rms. 1ihe "= he~lth-t -cendition . o.f sugar- 
People bum any type g.f, shr:u:bs ,:1,nd ·'. ~oocl::for • ifa,e:tor~,. W6Jke'rs js ecf0~1lil,Y, baGl:. Th'ey are ex;posed 
cooking purpose eve11 though it·~ls: ·~n~x,genic. ~o _polJ;ution, chemic,als anR a.ceiderits du!=l io, out- 
TMy have to spend more time in co!'lectiif)g fke- . date9 mi;ichiriery. · ' · 

,. ... •. . t.• . .. • ~ t • •• .. •• • • 

wood. Oue· to shmtage of; wood', the .. si.z«;i·oft-he · 1 huts are getting ·smaNer and· narrowei -~hi~h ;is ·,. . Certain .o,ther f~ctors ailso affect the health Of 
again unhygenfo·:·,:,i,e rel?_ult is :diseases ;Uk~,.astbrna, t~·~· P~,ople. Adulter.a,ted edible oi;I' has- brougiht nevy 
cough and other res.pirntoty prooiems ~i~. ramp· a'r:i,t. ·types·o,f diseases. Someti:m'e agq strnnge ,~inds · o,f 

.) . J:ovvar and' w_.1he"at J (impotted),·.l were dist~ibuied Old ehtlilfah ·still exist e,ven · tho"hg1h tr~ctors ·and · · 
high yiel'ding' varieties are.introcltfceci''by'n.·.-.'~~~"lech . .: tbr'ouTgh the ,rationing. s'hops. Anci after consuming 

• . . - - ~ ~ · them there was a virtual epidermic of skin disease: 
nology. The chu'.Hah creaifes po'lliutio~ .. problem· Similary, the imported wheat fror:n US under PL 
within' the huts. ' · 4. • : • • • • : - • • ·' • 480, brought another variety ot Mexican seed grass 

1 h ·. ·· · · ·· •· which has since spread ali'over. This has made th~ -: Due to i1hcrease in t . e cost of Hvi;ng, ?JI .• the 
,. , - ,land i,nfertiil'e and constant contact with the grass, 

~-{~mings '"of the tar;r;iny. members are spent on spreads skin a:l'lergies and alilergies affecting the 
c---'$. ,f'onty survival. The cash economy has changed the 

d b h respiiratory system. (This is popU!larly known as situation consi · era. ly. in t · is area. As the saving 
of the"poor is virtually niil, .for sickness expenses, 'Congress grass' and during 1975, Coflg, I Govt 

banned the word 'Cong,ress' grass). · they have to borrow from landl'ords, ,rich peasants 
or money-lenders. !Due to 1infla,tion, people tend to cut down 
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expenses on food ,i,telil'ls. For example, as the price· 
of edible oil has gone up, women are t!ising less 
quantities of cobking: oil, not even usi1Rg coconut om 
for their ha~r. As the prices of medicines have · gone 
up, ordinary tablets for usual ailments cannot be 
purchased by the people. This taluke has a very 
high Incidence .o,f Iepresv, bt:ft only one· leprosy .. 
centre is fum:tioning. 

lmpedailist techAology has Improved HYV [owar, 
ba1ara, w'hea,t and dee production ,in ,irrigated area 
but no breakthrough has been so far made on 
oilseeds and on HYV seeds for dryland farming. 
thus, it has Hrnited results for to,ta;I agricultural 
growth ,in \ndia. 

Exploitative heailth care services 
Medical facilities are avaitabte, for example in 

four big villages ,i1n the taiuka .. In this article we wi1lil 
look at two places : PHCs at Naigaon and Ketur,: 
About hundred viilllages are connected wi,th these 
centres. They are situated either at taluka. head- · 
quarters or a,t the viiltlages where the most ,influentia,1 
IOcat MLA, ZP ,president or MP is based. lche 
corruption at governlil'lent. dispensaries is so rampant 
tha,t people tend to g;o to private doctors or the 
government doctors t,rea,t patients privately. 

Dming the drought of 1980 andifloods of 1'983, 
various types of epidemics spread ,in the area. The 
government dispensaries and hospitals created such 
a situaeion, ·tha,t -patients were sent [back on the 
pretext o.f a scarcity- of .mediclnes. Kashtakari 
Sanghatana had to take up the issue, the doctors 
and dispensary staff were gheraoed for· severat · 
hours. Only then was proper treatment giv.en ~o the 
patients. 

At the grassroot hivel, vi,l'lage health workers 
are' operating. T"hey are supposed to distribute 
medicine for ordinar.y ailments, rnatarla and so cm. 
They are supposed to help lil!IOthers at the ,time 
of delivery. And to repmt to the PHCs when cases 
of epidemic or senle us diseases are noticed. · In the 
recent drive for birth centrol; they have to bring· 
cases for famiily planning. operaelons. · Now i,t is 
lucrative business for them slnce the govermmen,t 
gives monetary ,incentives to .both ,patients and·heal,th 
workers. But genera.Uy stocks of. tabletsi are not 
avaiilable wi.th thelil'l .or instru:ments are not availbale · 
with them, So people have to ge> to private doctors 
paying more :liees or to the quack doctors. 

Tha locail: ,organisation had to take up another 
issue since it afiects the heail,th of the people - 
' ·iBhainama,ti'.' (£host or spirit) ,i_s a usl.'.a'I phe.nome,mon 

and mos_tly women are •ha.united' by this in ,the 
villl'ages. In reaUty, they aJe ei,t~et_p_sychic p~ti~nts 
or ailllil'lefil,ts dev.elope.dcd'ue to Insoluble persona), or 
domes.tic problernas .oJ fe:uidal ch~ir<'.lc~er. iMany a t!r:rae,­ 
patien,ts :becalil'le victilills o,f superstitio~. So 
the locali mganisa,tiom, hadi to takeup severail cases 
a11d treat them, iin the H!ospital1 after prolonged 
persuation. In the past five years,: mqre cases of 
!baciililary dysentry, flt:1,, ,malaria are ,repor,ted, in the. 
hospita:ls. Thus, even ,the heall,tb ·services. haye 
become a source ot exploitatioQ ~nd 1p_eop'le are no,t , 
berae:lii,ted though aiH the insti,tutions are aided by0- .. :_.. 

.government and internationa11 .agencies. - ~ ' .,,., 

Health t11ilder 1G,reen iRe.vol,t1tions 
Changes.ha:v~:~~curr~d i·~ t~~- atti,tude ! of the. 

peop'le towa(,ds 1hea11,th aind. me;dici~.7 ~r-~ · ~,1:1ite_ 
obvious. 

(a) AH the o!dl he·rbail', ·.co:u:ntry rn,emcines have 
disappeared"aiid:. ,tfue trend. of widespread . use o,f 
alil'opathic meafoines has been -stabHiised. . H is 
knowfil' tha,t 'the sarpgandha, . herb ·is ·used .for 
serpilila tablet"for blood presure·,or· heart problern,s 
Simiil'arly,. SOAile old'mediciraes based Olil. herbs and ,. 
mi.nera1ls are qu1i,te elfecthie; · But· little fu:r,ther · --~,.. 
research har taken pla·ce·.. '-' 

(b) Due to hard work, hectic lifo, alild ,mount- 
. ing ;problems, people tend' to igin.ore -their· .health 

.1:Jmless hea1l,th ·p'roblems becolil"le serious when 
they go ito the doc!or or ,the dispensary. Again. less 
atten,tion is paid towa·rds ithe heal,th .o:f,women and 
girls ,in the ·viillages. ··· · · ; 

. :. :,: 
· · ~c) 'L:Jse of outdated medicines in the dispen­ 

saries 1is :quite normal: . As the effica.cy of the 
meclicirne is autolil'laiticallly reduced, people have 
ag~im turtled· tewards ei,ther. q,uacl~ .diocJor.s or 
towa~ds su:perstiti.ot:1s practices. 

There .are ,certaiin-:=volu1A,tary agencies 'lik; Oxfam" 
which are workir:igi 1illil the Salil'le·• V,i!llj8QeS . where we 
are worki11ilg. :But they ha.ve ~o,t yet :taken up any 
programme for healthsercvice~. Ex~.ept maki~Q' 
propaganda for family pl1anni1r:ig opernttons (on !lie 
same Hlile as the Governmerat propagal)·d'a} t~eyhave . ,--~ 
done nothing in ,the heal,th sector. ifhe ,ora,ly service 1"',l,,- 

: . th~y offered to the people during, floods was to ·),.. , 
· give loan Ofil' l't>w interest rates to the . affec,ted~, 
people and the loam, was r~paid by the debtors"~ .iZ:;...;. 
after the· 'harvest. The huge, irrigation ~chemes 
beg!an, only ah.er World Bank aid arriy.ed siRce. the 
Govermnent had no funds to provide th~m · under 
the tive year plans. So boosting• _,i,_rri~,i~,tio,~,. ne~ .. 
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technology of HYV seeds in !irrigated area, boosting, 
production for cash crops ma,inly for ' export, 
development of infrastructure and absorbing. non­ 
farm ,population in service industry, creation of wen:. 
knit finance organisations and so on makes the entry 
of forces of irnperlallsm i;n agriculture on a sound 

·'- basis and aHows the 1loca,I: exploiters, landlords and 
~,6~~dch peasants, a sham of the surplus. But has it 
' .../ really solved the problems of the people? 

t N.anded is a drought prone area. In the past 
1 five years h was twice declared drought area and 

==--rwice the area was declared as being flood aff­ 
ect~~-- [nstead of giving water for subsistence 
crop;, 'water is g,iven mainly to cash crops. Due to 
faulty man-made forest policy, the· pattern of rain°tailil 
is chang,ing. and' affecting the crop production and 
ultimately the ecology. A'II' drought- prone areas 
eradication schemes are slowly turned into imple­ 
menting a policv for export led grnwth, cash crop 
growth. lihis is happening .national:ly, locaHy under 
the guidance of lmperiallsm, ''A major plank for 
ambitious polltlca! Ieaders is the promise of pro­ 
viding irrigation to newer areas. Here the chief 
consideratlon is bringing prosperity to .those pea- 

~ .,.- sants who are in a position to grow cash crops 
~ . and not tackling the droughts." 

·¼' 
· ~ Though agricu'l,tural' production of HYV has 

increased, we do not find ·any Improvement in 

the conditions of poor people, Ali! the benefits 
have gone to the tipper classes. Consequentlv, 
economic conditions of the poor have fu,rther 
worsened This has made heatth of the. poor 
people a severe problem. The vicious circle of 
poverty and health can be seen cl'ea,r'IY :in the 
ru,rnl area. 

What 'imperialism does to the system is tha,t 
it has made the system totailily dependant. 'IFutuire 
growth and in,tenrnl' growth o:f productlve forces 
is. stopped or growth is staqnated. In the case of 
heailth, ,it Js clear ,that ~no funds are made a,va,il'a'ble 
for 7fuirther resounces and production of medlclnes 
on specific disease or hea,lth problems. ,-:he less 
costly methods of production of medicines for such 
diseases are not iound out. l!.Mtima,tely, as agria­ 
cultuse .is very important to. extract surplus, iirnp­ 
erialist and multina,tionails do make high proHts on, 
the deterleratlnq. conditions of health. And! thus 
country's reail wealth, the precious people, ,mainly 
working force, has again been ignored' and' is sub­ 
jected to the process of pa,u,perisa,tion. From slums 
to farms, the fate is :tfie same ,in this system. 
Reference : The siler:it drought: Maharasht~a. EP\.¥, Jan 119, 1985, 
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------~· - 
anant phadke 

lfntil the 'sixties almost all doctors in India belonged to the classical middle class, owning and 
controlling their. instruments and cnoditions of production. But since the 'fifties more and more doctors 
are entering government service. The article begins with a discussion of the role of the wage earning 
doctor and suggests that the strategies for or,ganising doctors should he based on a clear under­ 
standihg of these contradictions. 

This article was held over from the issue focussing on 'People in Health Care' (SHR 1/:21, due 
to. lack of space: The author has since added a- comment on Sujit Oas's article in that issue which ;;-<\,'.- 
is published in the Dialogue section; ~- ,. 
Analysis of role of doctors' organisations in 

social revolution· in lndia.. wow Id require, to begin 
with, some analysis of doctors as a social layer 
(includ!ng an analysis of different subgroups of . 
doctors) ,in India. This, ,iin tum, would require an . 
analysis of the role of doctors ,in the sccla] process · 
of production. 

MateriaHst anailysis of .position of doctors 
It is generaHy not recoqnised that although a 

doctor's work has its own peculiarities, it neverthe­ 
less lnvotves a~ material! process of ,production. 
Like the work of a barber or a massager, it brings 
about a material chang.e in the human body and 
restores it to a 'normal· level. The 'raw materia!' 
on which doctors work [s very peculiar -- i,t is a 
material; which thinks. has emotions and the 
emotional aspect is very much iin action, when the 
body is impaired. This is especially true when the 
iltness is serious. Hence th~ ideological-cultural 
relations that i1nevi,tably accompany any material 
process of production are much more pronounced 
in case of this material process ~t restoring an 
impaired body to a 'normal' level. The ideological 
role of doctors is, therefore, much more important 
than that of other orctesslonats. 

Unti:I the sixties, almost ai(,(, doctors in India 
belonged to the classical middle-class -owning and 
controllinq their instruments (stethoscope, sy.ring,es ..• 
etc.) and conditions of production and not employ­ 
ing wage labour but basicalily liiving oft one's own 
labour. The wealth amassed by this section, ·of the 
middle-class has 'been through a commerclal explol­ 
tatlon of consumers (patients) through professional 
monopoly over and mystification of medical science 
and technology; and not through the exploitation of 
wage-labour. Even now majority of doctors in ;India 
belong, to this category of classlcat rniddle-class. 
But since late fifties, more and more doctors are 
entering into employment with the Government. 
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ifhis social, layer iis a wage-earner; does not owrl'the 
instrument and conditions of its labour and 
apparently is part of the white-collar working, class. 
But on closer examination, it would be dear that 
this il'ayer's. role in the process of social production 
of medical services is different from that of the 
working-class and that it belongs to the new 
middle-cl1ass - a peeulial' product of developed 
capitalist society. 

New middle class 
..--·=.;;,..., "The cateaorv - "new middle class" has been 

clearJy formulated, developed i1n recent marxist "'' 
literature. (For exarhple, Carchedior, better, 1E. 
Wright) Briefly, the new middle class is a oroduct o.f 
developed capitalism wherein a social layer occu- 
pies a posi,tion midwav between the capitalist 
class and the working class by partly doing fun­ 
ctions both of the capi,taHst class and of the 
working class, The "function of the colllective· .. 
worker" is geared to the'. pro_duction of use-_j(f' 
values whereas that of capital 1s g.eared to the: -~ 
productton of surplus value; (profit, rent, interest) 
and involves, the work of supervision, surveiilaince. 
Wagff earning doctors (mealcal officers) am on 
the one hand, part of the team of labourers 
consis,ting, o.f nurses, midwives, technicians ... etc. 
doirng, ,materia:l'ly usefo(1 work and like them not 
owni,mg the instruments (medicail equipment) and 
conditions (buiilding, and other 1infrastructure) of 
labour. On the other hand, they a:lso perform the 
function of Capital, of supervising, extracting work . ,.. 
t(om the pa,1 arnedics. Their comparntively high ---~-i;.., ;,.,-1-r sa,lary, there.fern, includes both a wage for th~ _:,..! 
trained labour-power they seU and a1lso part ot. ·, 
the _suirplus value_ for performing t~e funct~on ortr--s.~ 
Cap1,tat Along, with toremen, executive engineers, 
head-clerks, junior officers and the ilk, depar,t· 
men,ta,I heads in educational institutions ..... 
this laye~ of doctors is part of the new middle 
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class. The junior doctors, a transitionat phase in 
a doctor's life, is entrusted less with the function 
of Capitail and hence is closer to the trained, 3kiilled 
whi,te collar working. class. The foHowing ana,lysis 
is applicable ,primarily to medical officers and only 
to a certain extent to the junior doctors. 

This 'contradictory class location' of the 
Medical Officers would determine a gireat deal their 
contradictory roile in the movement tow ards social, 
revolution. As wage-earners, they are ready to 
unionise and fight for ,their demands and this 

-;,-Y--str,u,gg,le demands an a,liliance with the 'rest of the 
)Jln~"iking, class agains,t the state. But as officers, 
thiir interests demand a break from the suqordrinate 
workiing,-class; a continuance of the h,ierarchy 
within the medicat system. 

There is a second couple of contradictory 
facets of linedica,I officer's H,fe - on the one hand 
there is a need 1in this inihuman world of com: 
peti,tion for amassing. ff!Oney, to earn more and 
more money through illegal, irrational private 
practice or through corruption to compete with 
a,r:id to be a ,part of the flock of the money­ 
spinning comm,uni,ty o,f fellfow private practitioners. 
(l"his does not apply to the Junior doctors. They 
do not do private practice.} On the o,ther hand, 
as wage-earners, they need to accept fiimitations 
ot a wage-earner, and are also expected to follow 
the ethics of a noble profession. 

The· third couple ,of contradictory aspects of 
this layer of wage-earning doctors is related to 
thefr ideologica,I role. ('In ,this respect, private 

• , "'i" prac,ti,tioners a,lso share this contradiction to a 
,.j;__certain extent). On the one hand, the dominant 

ideology in the field ,o,f science and hence also 
in the field of medicine ,in capita!list society is 
that of technocratic scienticism i.e. of ilooking at 
health and disease as primarily a question of 
interplay of ge~rns and chemicals amenable to 
drug-therapy. Added to this is a ,predominantly 
curative and individua,f-oriented as oppossed to 
CQrnmuni,ty oriented approach to medical care. On 
the other hand, the very naturn of the 'raw-material' 
on which the 'doctor-scientist' works demands a 

",.,., holistic, humane approach and an exposure (though 
,.;.41"" in a :1,imi.ted and somewha,t distorted fashion) to 
~ · t!Je science of community rn~dicine; to the national 
~ea,lth pmgrar:nmes, throws lig,h,t on the limitations 

~- of a predominantly cHnica'I orientation. 

One more set of contradictory relations con­ 
stitute the doctor's work - on the one hand, majority 
of doctors am drawn from upper-caste, urban 
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background and are by and large male and hence 
are biased in favour .of thelr own social1 back­ 
grnund. On the otif:·er hand the science of medicine 
(thoug,h vitiated' to a certain extent, by elitist, 
sexist bias) basica1lily tnanscends these narrow bani­ 
ers and: exposes medicos to unlversa] concepts 
devoid of narrow considerations. 

Wlilat should he basis of docto,r•s organisation ? 

The 'left has ,to g,rap these contradictions i1n, 
order to determine its strntegy o.f organiising1 thls 
fayer of doctors. Secondly we should also be c11:ea,r 
as Ito what kind of medicail, system we want to aad 
can build in sociatist ,India,. Shquld we aim at a 
medical sys:tern which is ,in the process ·· of frefui

1
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itself not only from commerciail1ism of ,carpi,taHsm but 
al'So from other His hke hierarchy within rnedicail 
systefil'l, mystifica,ti,on .of medicarf, · knowledge and 
un,necessary g,lorification of . rnedica!l1 profession, 
u11.banisr:n, eHtism:, sexism,, alllopathic cha u.vinism, 
scienticism... and so an? 'If yes, then in that case iit 
s wrong, to appea,I medical officers rnain1ly on the 
basis of their trade-union demands We should 
plai:n,ly poh1t out their contradic,tory ,int,erests, and 
appea,I them to choose,· a.ind scick to the· '.positive, 
'healthy, progiressive aspects of thei1r lifo-sittia1tion 
and org,anise a revoif.utionary uniion of doctorcs on 
the basis o,f this comprehensive plan. N, ,is l'ikely 
that onily a sma,111 section ,of this new 1il'il 1i.dd!le-cJass 
would come with us for this cmmprehensive ,i,evol'u­ 
tionary cha,ng.e h,, the medical: system. That can not 
be helped. Hut to be sure, there is a, definite objecti,ve 
basis for at teast 1l sma,n section to come over- to 
the side of revolutionairy prog;rarnme . 

• Sirnifa,~ly, we need' to ,concretely anailyse the 
con,tradictory situation of other categories. (),f doctors 
liike private practitioners (classicail1 upper midcfil'e 
class), Junior doc,tors, ,consul:tants .. etc; and base 
our orga:niza·tiona;f strategy on that basis.· 

Unfortuna,teJy, today, there does not seem, to 
be a, we Ill thought out s,trategy 1in organisi,ng doctors. 
On one had, medica,I Officers in, G,overnment service 
and resident doctors are 'being1 organized ,prirmtarify 
on, their trade-union d'er:nands. Hut things are not 
moving much beyond this narrow focus. At certain 
pl;aces, Left activists a;re ,the leading, organize.rs o,f 
such organizations. lchey do get a few cadres for 
their party or gro.up on the basis of Party's broader 
(non-medicail) programme. Their rnedica,I programme 
however does not ·go much beyond asking for 
extension ot medical services ,to .a,lil people. These 
Leftist organisers have not been able ,to foster -a 
process of gathering medicos on ,the basis of a 
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comprehensive revotutlonav medical programme 
which asks doctors to throw away their ,privi1leges 
as elite doctors in return for promise of decent, 
scientific, meaningful working life. 

lfthere ·is n hope that doctors- a middle class - 
can be "neutralised" by catering to their trade-LI nion 
demands, then it is a misplaced hope; we must also 
understand that such a "ne.utra,lised-."' social layer 
would immediately spring into opposition if a 
thorough going change in medieal system is 
proposed or is actually attempted. Radicalism of 
many Ieftist doctors Is directed against injustice, 
i.rrationa,lities in the broader society; but has 
Penetrated only to a sma11il extent in their own field, 
How can such a leadership foster a thorou,gh-going 
change ,in the medical system ? A combination trade 
unionism in the medical field with broader left 
politics (but not inclusive of i,llls of the medical 
system enumerated ebove) wiH faH much short of 
revoluttonaev changes that can be made in the 
existing medical system. Some attempt in the 
right direction •is being made in West Bengal d'u,ring 
and alter the state-wlde strike in 19'83. 
Apart from trade u n;ion demands they have asked 
for certain changes in the medical system, drug, 
industry. It is d'lfficllllt to judge from here, as to 
how much of their SU!pport for radical measures 
is a reflection of genuine chang.e in the attitude 
of at least a ·sizeable number of doctors or only 
expresses the wish of a few leaders or worse, 
only a lip-service to zadicatism in the medical field. ~ . " . ' 

At the other end, many social activists cri­ 
ticise the doctors as if doctors ('' barring a few 
exceptions") are basically anti-people. It ,is true 
that flou;rishing private practitioners, consultants, 
surgeons, hospital owners would, as a social layer­ 
be oppossed to a revolutlonary change. But i:t is 
not realized' by these critics that many wage­ 
earning doctors have a lot of problems related to 
working conditlons - they 'hardly have any say i,ra 
the policy-decisions tha,t affect their work, are 
constantly plag1ued _by shortage of drug.-supply 
and other faci,H,t,ies, have to cow down to the focal 
bourgeois politicians, and at the same time are 
disliked, criticized by the people for 'poor service' 
for which many times they are not responsible. 
These woes, like those O,f workers in other public 
utiility service, are genuine. Rather than ignoring. 
their problems and be content onily with criticizing 
their lrrationat, aniti-peop'le approach; why not a:na­ 
lyse these problems and show them how they are 
problems ot a system, 'how they can be eliminated 
only_thro ugh a thoroughgoing revolutionary change in 

the medical' system; (as part of. a broad social 
revolution) and ofter a programme, an organization 
which would help to do this? Many medfoa1l1 offi- 
cers would: not be interested in j.oi:n:i:ng, this 
orqenisatiorr since they would not be prepare~, t0 
leave many :privileges that they currenNy enjev. 
But why not build bridges across the va,liley that 
separates them from a people's, front when there 
is some objective basis i:n their life situation? An 
approach which appeals doctors onilly on mora- 
listic grounds is a mistaken one on many" grounds 
and hence witl not succeed in even raillying roun-94- 
even that small critical mass· of doctors we !)~fd _. 
to 1forge i:n order to make any viable, s.ufficien.tly' 
strong, clamour for a revolutlonerv change ln ·rne 
medical, sysrem. 
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DIALOGUE 

In Defence· of M4 Confusion 
Imrana Quadeer 

.. - .. . .. -1 
... , .. 

·- 

I read wi,th interest Anan,t Phadke and Dhru:v 
Mankard's defence of their editorial policy. My 
confusion only doubled when I realised that Jo'r 
them a policy ls meant only to be stated and net 
implemented. Witbin a given policy framework, 

_i-_shot.1ld not an article be edi,ted or published wi,tli 
"'_,,. comments ,requesting the author to rewrite it?- 

7?,':sfead .of dectaring, it "disjointed" etc., etc, six 
mon,ths. after it was published and that too because 
some one else pointed out a few contradlctlonsj 

. ~- 

t-~ 
t;·-- 

The basis of my ''con,fusion" as Anant and 
Uhmv understand i,t, stands out clearly from thei1r 
letter ,i,tself. While I think that not all health analysts 
have the required understanding .of society at "large 
(including myself) and they should therefore very 
consciousls try to do so through the ' window of health" 
(a poin,t in my letter with which my cii,tics agree 
but have preferred to ignore), they choose f(J 

believe that "a rigorous, correct understanding ol Health 
and MetliciOP. 1,1ould not /Je possible with a, superficial 
understanding of society". '.fhis ,may be the ul,tirnaite 
truth but given the status of '•,rigorous and correct 
understanding,'' of the healtb analysts I am not' 
ready to take such an assumption for granled. 
Whiile they presume tha,t wi,thin their perspective any 
discussion on hea11ith and: medicine "would necessarily 
be based on an understanding, oi society in general!", 

·-7\ I wiil1I plead' that such over-confidence only Ieads 
r:-k... one into complacency. lin, fact I, would l1ike to point 

out that unless and 1:1,n,ti1I, aJI autho;s of SHH. arce ~ 
aware of the fact that a11:1 their general theories· ·;,il11'' · 
be f.ested! in the tiield ot hea:lth t~i:id vice ver~ai by 

the circle of Shi R readers· and not !'n· 'the clrcles of ~ 
Social Scientist or EPW readers, th'e tendency to 
take genernl. concepts as well as 'the· read.a.rs ''fh~ 
gran,ted ca,nno,t_be checked. ll is true that S!H.R ;~-~s 
not g.ot involved into a discussion on' the mode of 
production or the natuire of the stafo but ,i,t is als~ 
true that lt has nei,ther helped us understand these ,. . . . ·. . 
concepts through health nor clearly demonstrated · 
the need to. grasp tliem, for a better u,nderstandi;rig 
of the health ·situation. iDo we, then; mention ,~hese 
concep,ts only to .establish .ol!J1r Marxist .creden,tials. ? 

. Essentially the diUereAce of opinioAS Between 
us boils; down to ,p-erspectives. · For Anant · and 
'Dhruv the~e aire tlilose clear headed few who know 
what is "correct" amd therefore 'havl;l -'a, ,mono.poly 
over mar)<ist analysis o.f iheaH:h. They wi'!II write about· . 
irn;iperialisrrni: in 'he9Lth,in, SHR-~ai:id'if,a,t.silll '.h_ecessary~ 
i:mprove their unde·rstanding of 1imperlaiJism in· other' 
intelil'ectl!al 9ircles. - - .-.:_ · 

• 't' • r<;,, ." • • 

For ,rne1SH'R is the place where through health 
f,must Linclerstand imperiailism. I will tmer!;?for~ · not 
let suipertici.ail handing, of the cor:1cept pass u,nnoticed 
'in,SHR .. 

. ' 
AU this ot ·course is. not t,o. der;iy ,my ;conifusiom, · 

bl:!t to ,say that till! the clear headed,one~ pal some 
auention tci'. i:ts roots it is bound to grow' and· 
grow more. · ·, ·· 

.... ·:-- 

•lr!Han(l. Quadeer · 
Centre for Sociali Medicine . .. 

:~a':'(~harlal Nehru 'l:Jni~er~ity 
New Meharauli;Road, .• 
NIEW D'ELHI 110 067 

I 

.. 

t -~ "* .. -I • • r •, "' 

One Sided Defertce df P,r'o.fession~:I 
A:na·nt Phadke 

l1n, .. feres,ts .~ ~ "; ... 

,. .. 
Sujit Das {SHR Hl : 2) star~s from· a correct 

observation that '• ... little study· has 'b1fen made 
. _,g:::.,,F· 10 h:ivestigate araalyse and understand the.medical! 
\ .:> professiofl in the perspective .of concrete ~eaii,ty: ;, 
,..... ,;But his airticle does not he.lip much i1n a cri,tical 

, ~ -~t · analysis of doctors as .a social' layer but .i~ an u1m­ 
critica,I shame~f.aced· defence. c;>f the i1nterests of .the 
doctors. Secondly, because of ifack of clarity about 
the 'contradictory class •location' of wage-l;laming 
doctors, he is unable to characterise them :inspite 

of a long discussi·on (wit~ , lilila~y excursions into 
Lb . ) su, IS!!Ue_s •. 

.;~ ... 
T~ b"eg,in with, _ a, wor·d about the ·,titie· of th~ . 

article. It reinfo~c:.es . ,the 'pap·ular -but' irnistaken 
'notion of meclical profe~·sion being orn;ly "doctors 

·,!_forgetting, other mediical professionals li~e nurses: 
social heallth· workers, and so on. The tftle ,reftects 
the perspective of the article of focussing on: the 
interests of the doctors. 

December 1985 ·1.51 



Da~·s defence of the ,interests of the doctors 
starts wlth his analysis of the general practitioners. 
It is true that this category of doctors 1is not 
involved iin caipi,taliist relations of 'production; but 
iin petty comfil'lodi,ty relations (not 'precapita,list 
mode of production'} as part of a capi,tailist social 
formation. But i,t does not mean that he can not 
be an exelolter, 'lJmfiike retai,1 store-keepara gene.ra:I 
practitioners have earned weal,th quite out of pro­ 
portion to their skilil, knowledge and labour. Such 
doctors ,through their monopoly over medical know. 
ledge and ski'fils have earned money thrpugh 
commerotat exploi,ta,tion (price more than value). 
It is· however, true that, as pointed out by Das, 
increased co!il'lp~ti,ti,on arnorigst l doctors a1,ld the 
rise of state. medica:I service •is·· changing -this.' 
picture especially in bigger towns .~ndi ci,tiEis .. Das 
is howe·vei, qontent .with pt>in!ing out only the 
pro'blemii' faced ;by GPS. This in itself does not 
tell' us tfileir possible ·rofe i,n social revo,lution and 
the attitude of mar.xiSts towards this layer. H'e does 
not mention their ·poo.r ·understanding of cl:inicaJ 
or preventiv~ medicine~ their :armecessary use of­ 
injections to earn 1AilOHey, umnec_essary use of drugs 
(rat,i_onal, or ,.irra,tibnail combinations, •many a times 
cursory, iAd1fferen1t, ·atti,tude to patients, and so 
on .. l.:ikewise other contradictory aspects of their· 
existence have to be brought O ui . since ,it is these 
contradictions Which ten· us about the :potentialities 
of change. · · · 1 • · • 

Conftasion. between two categor,ies: 'Das 
clarifies • that . "th,e present discussion dwel'ls 

· largely on .t~e .fl:9ctor in-service· among . the­ 
·: practitioners • of modern medlclna". ·But doctors'.-frl-: 
servlcs is not a homogenows category. Jui:Jior' 
doctors are closer to the white coMar working 
class, whereas tlie medicail! officers are part of the · 

,, New Midd!le Class. Das is unable to see this dis- 
. tinctio~ and 'there.toe ·discusses t.he 41 day strike 
by medical officers and engineers hi West B~.ngal 
in 1974 and the movement of jiunior doctors· in , 
l983 in the same breath, in the same section. Here 
again,, he ·gives a ··one-sided, 1picture which ·only "= 

deter:ids the sectiona1l1 ,interests .of the doctors con­ 
cerned!. It does not give us an idea as. to what 
would: be the ,role of ,this layer of doctors in social· 
revolution. The dern,iands in, the 1974-strike m.en­ 
tioned- by Das were "exclusive executive power 
for the scientists, technologists and professionals in . 
the scientific and t.echnical departrner:its. of ,the state _ 
administ'ratfen Which were the preserve ·Of the 
generalists and pari,ty in pay-scale with the 1IAS'·. 
T~e~.e ;~re demands ~of a technocracy COrBpeting , 
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wi,th adrni,nistrative :bea uracracy! The most important 
issues in .medical; care ,like lif,1ore rnso,u,rces for 
water and sani,ta,tion, proper ,training and: importance 
to paramedics, raitionai(: dr-u,g policy, reorien,ta,tion 
of medical ·education .... these are no,t even ,rnen­ 
tioned by the 1974 strike. Then why d'oes Das 
talk about the woes of ,these rnedical officers and 
give impor,tance to this stri1ke? This inabi1liity and 
unwi1lllingness to focus on the contradictions .of 
this section .of doctors resuilts in on,ly defending 
the se~tio11a1I interests .of the New Middle Class. 
:From, the poi1ri,t ,of view of a ·social, revoluti,on, 
this is a fru1itless exercise unless the most important-.,..1,::_ 
issue of fond'alililenta,I ~estruct1:1,ring of heailth seryic,es, 
are ~l'so taker:i, up .seriously ,(and not only f1j'r 
COSlililetic ,purpose or for 0Winn·i,rig sympathy for: a 
str,wgg1le basicaiU:y aimed a,t seclion·a,I. iin,terests only). 

.. In the j,unior doctors strike i,n- ~1983 however, the 
doctors' d:elililand for pr-aper f~ciHties- in th·e hospi,tals 

. wa& also th'e people's need. 'Interests of doctors 
and the ,peeple coincided ,on. or:ie point. ft is hoped 
that ,the ,movement of this·. section: of the w:hile 
collar working 

0

class wou:ld · transcend more and 
rnore pwrely sectiona111 interests. On1l,y history can 
te!fil: us whether the ''basic peop;l,e's d'ema:nd' o,f the 
:J:983. ·strike were genuinely. raised er prirnari1ly to 
wi,n public support f~r a movement for purely 
sectionai: 1iinterests. We would like to··'know from 
Oas. wha,t efforts this. organisation 6,f j1onior doctors 
has.· lililade tO pu,rs .. ue .these. peo()l'e•s· demands 
d1u1ring the ila~t tw,o .. -years. ~·· -· · · 

lr:i,. this brief ,respon's~: ;1, ~~-~:l<;L·.':~~t go, into 
. ti).ais discussion in ,pro,f~ss'i'onaHS(iB·,. ,role expe­ 
ta,tio~, -:p,erformance. One "!(~1u:i,d. or,ly say that it 
su.Her-~· from· .the . same Qne-sid~~; ... ,shamefaced 
de.ferice of professiona;f" 1iin;ter.ests ;of doctors and 

• • • • ~ • ' •• "'-l -· " their -ex,stmg role. . .. , . ·, · .. 
~ .! - !Ila_ . • 

Let. ·us be, clear a'bout· 'the r.01,e ~Qf the New 
Middil,e 'C:lass i.e ,meclica;I .officers (like most of the 

~exebut,i:y'~· ~11.:gin~e.rs, 'bank of.ficeis· a~d '.q,thers) in 
today's society, their COn,tradicti.ons and he Ace their 

,rol:~ .in ~ocia:I' 1revoluti,on. -Even after a_ lieng,thy 
discussion, Das's ar,ticle preciseliy faHs in achie­ 
vin~, this .. 

., -~~.:;~~ 
..,, 

....... ,-- 
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Why don't you! write fnr us ? 
This periodlcel is a collective effort of many individuals active or in,terested in the 

field of health or interested in health issues. The chief aim of the journa,l ,is to provide a 
forum for exchange of ideas and for generatirng a debate on practlcat and theoretical 
issues in health from a radical or marxist perspective. We beliieve that only through 
such interaction can a coherent radica! and marxlst critique o,~ heailith and 'heailth care 
be evolved. 

Each issue of the journal will focus on one theme, but ,j,t wiill1 also c any (i) Discus­ 
sions on articles published in earlier issues tiiii,) Commentaries, reports, shorter contri- 
butions outside the main theme. · 

Our forthcoming issues wiH focus on : Mental Health, Health Care 1in Post-Capi,taHst 
Societies, Primary Health Care, and Enviri'.>mnen,t. 

If you wish to write on any of these issues do let us know ,immediately .. We have 
to work three Months ahead of the date of publication which means that the issue on 
Mentaf Health is aireadv being. worked on. A fuH length article. should not 
exceed 6,000 words and the number of references in the ariic!e should not exceed 
50. Unless otherwise stated author's names in the case of joint a:1;1thorship wi1lil 'be 
printed in alphabetical order. You wM!I, .appteclate that we have a broad editorial policy 
on the basis of which articles wi,1,1 be accepted. 

We have an author's style-sheet and wHI send i,t ~o you on request. Please mote that 
the spellinqs and referencing, style of reprint articles are as in the origina11 and are NOT 
as per our style. 

We w:mld also !like to receive shorter articles, commentaries, views or reports, This 
need not be on the themes we have mentioned. These articles sho,~ld not exceed 2,000 
words. Please do write an:f: tel:I us what you think of this issue . 

AU articles should be sent in dupllcate. They should be neatly ,typ_ed ,in double, 
spacing, on one side of the sheet. This is necessary because we do not have o,ffice 
facilities here and the press requires alil rnaiter.ia,I to be typed. But i,f ii,t ,is 1i~possible for · 
you to get the material typed, do not let it stop you from sending us y·o,ur contributions 
in a, neat lilandwriting on one side ot the paper. Send us two copies of the article 
written in a legible handwriting with words and sentences Hberaillly spaced. 

The best way to crystal Ilse and darify ideas is to put them down in writing. Here's 
yom Opportunity to interact through your Wriiting and farg,e links wi,th others who are, 
working on issues of 1interest to you. 
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THE 1MINER OF DHAN'8AD 

~~;;i,,-" :-­ 
; -~,. 

A dawn rises in your dream, 
but you go back to the longings;of. the coal. 
Shovelling centuries back, you return 
to the fiery springs 
and the merry beasts of yore, 
through the prehistoric dreams. 
of a sunlit village, 
through the screaming skulls 
of its grudging grandfathers 

This earth lies unaware 
of the acid and the dust 
ga,thering the form of death 
in your toil-torn lungs. • 
You shovel the coal; but 
your naked children howl surprised 
as the traln'passes by the hamlet 

My brother, nameless, unknown, 
Even you do not know 
but for you the heart of Bihar, 
its head raised like a seahorse's 
stop to beat 

Your mind is dry, 
sterile like the River Damodar 
in summer noons 
The Buddha of G.aya ignores your prayers. 

But tommorrow a sun wiH rise 
from the flickering flame 
of you,r charred heart, 
you wHI find your forefather's dreams 
in the sing,le staring eye of the train, burning. 

1974 I/VO/AN SKETCHES 
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