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INTRODUCTION

ologists have written a great deal about biomedical dominance over complementary
and alternative medical systems, particularly in developed societies, they have tended
' eschew the concept of medical pluralism as js evidenced by the fact that neither

© ad Goldstein (2004).
Some historians have begun to €Xpress an interest in utilizing the concept of medical
+ Plurajjgy, Ernst observes:
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Medical historians have only slowly come to avail themselves of the conceptual a.nd
empirical insights of anthropological scholarship in non—I‘iuropean cultures'..‘,V\{nh
social history of medicine came a focus on medical altcmatxvest or ‘hete:roqoxms , folk
‘quackery’, as well as on ‘the patient’s view’... Critical pubhcanons‘on the
> and the present vigour and challenge of fashionable
eories eventually caused social historians of medicine, too,
the development of non-

medicines,
history of colonial medicine
subaltern and post-colonial th
to draw on anthropological perspectives and to consider . 1t of ne
Western medical paradigms and indigenous medicine worthy subjects of historical

analysis (Ernst 2002:2).

Ernst (2002) has edited an anthology titled Plural Medicine, Tradition ftmi
Modernity, 1800-2000 which includes essays by historians as well as rcp{‘escntat{ves
from other disciplines, including anthropology and sociology, who examine medical
pluralism in various societies, including The United Kingdom, India, German East
Africa, Swaziland, South Africa, China, and the Maori of New Zealand. She.aptly
notes that “The cross-fertilization between medical anthropology and medical history
certainly constitutes a welcome development” (Ernst 2002:2). .In timc‘ given .th.cir
growing interest in complementary and alternative medicine and Integrative medicine
(Baer and Coulter 2008), it is possible that sociologists also will more fully embrace
the concept of medical pluralism than they have until now.

CHARLES LESLIE AND MEDICAL Pruravism

Charles Leslie is well known for his organizational skills as both a symposium con-
venor and editor. In 1971 he organized an interdisciplinary Wenner Gren Foundation
conference that met at Burg Wartenstein in Austria on Asian medical systems.
Presentations from the conference resulted in a Leslie’seminal edited volume Asian
Medical Systems. As a result, at least within anthropology, Charles Leslie- was the ﬁrﬁt
to conceptualize and apply the notion of medical pluralism in a systematic way. In. h.ls
Introduction to Asian Medical Systems, he observes: “[ M]Jedical systems are plural{smc
structures of different kinds of practitioners and institutional norms. Even in United
States, the medical system is composed of physicians, dentists, druggists, clinical pS?"
chologists, chiropractors, social workers, health food experts, masseurs, yoga teachers,
spurit curers, Chinese herbalists, and so on” (Leslie 1976a:9).

Leslie, however, recognized that medical pluralism is an ancient phenomenon. He
observes that “All the civilizations with great tradition medical systems developed a
range of practitioners from learned professional physicians to individuals who h;"—i
limited or no formal training and who practiced a simplified version of the great tradi
tion medicine” (Leslie 1974:74). 1In his introductory essay to Asian Medical Systemft,
while noting that folk healers practice throughout the world practice, he noted thae
Asian countries, such as China, India, Japan, and Sri Lanka, are the only places whelr
the “cducated continue [their] learned traditions” (Leslic 1976a:1). Converse }2
Leslie argued that the medical systems of Asian countries are quite pluralistic. In tfllc
case of China, he observes: “Practitioners ranged from physicians whq had ugdergf‘?lc
long periods of training to individuals with little education who practlcc.d.a sunplll 1cir
version of the great tradition. Other healers co-existed with these practitioners, th
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arts falling into special categories: bone-setters, surgeons, midwives, snake-bite curers
shamans, and so on” (Leslie 1976a:3). ’

Historically, biomedicine has tended to refer to jtself as scientific medicine, a notion
that persists in the form of evidenced-based medicine which often functions as a
device by which biomedicine secks to control and even CO-opt various complementary
and alternative medjcal systems that have become Very popular in recent decades in
developed societics, However, Leslie insisted that biomedicine has no monopoly on
science and that Chinese, Ayurvedic, and Arabic exhibit scientific characteristics in
that: “They involve the rational use of naturalistic theories to organize and interpret
systemic observations. They have explicit, orderly ways of recording and teaching this
knowledge, and they have some efficacious methods for promoting health and for
curing illness” (Leslie 1976a:7).

In his introductory essay, Leslie ( 1976a:6) acknowledged the fact that biomedicine
or “cosmopolitan medicine brogressively subordinates other forms of practice,” an
assertion that he demonstrated in other works to be the case in South Asia and others
including various sociologists (Willis 1989), have demonstrated to be the case around’
the world.

In his contribution to Asian Medicy] Systems, Leslie (1976b) created the first
detailed delineation of 3 specific system of medical pluralism, namely the one in India.
He identified eight more or Jess distinct medical sub-systems in the Indjap medical
System, namely (1) classical Ayurvedic medicine, (2) classical Yunanj medicine, (3) the
“syncretic medicine of traditional culture, which evolved among learned practitioners
from the 13th to the 19th centuries,” (4) contemporary professionalized Ayurvedic
and Yunani medicine, (5) cosmopolitan medicine o what generally is referred to
within medical anthropology today as biomedicine, (6) folk medicipe consisting
of midwives, bonesetters, various types of religious healers, and other specialists,
(7) popular-culture medicine as embodied within the “institutions of mass society,”
anC.i (8) homeopathy (Leslie 1976b:358~359). While there is the danger in delineating
vatious medical subsystems of implying that each of them is a clearly demarcated
entity, Leslie (1976b) recognized that in reality there is often a considerable amount
of cross-fertilization between competing medical sub-systems, a Process under which
they draw from cach other: “ITI the modernization of Asjan medicine has not beep
one-way process in which Ayurvedic and Yunan; physicians have borrowed ideas and
llllstitutional forms from so-called Western medicine. Cosmopolitan medicipe institu-
tons haye themselves developed in a distinctive manner because Ayurvedic and

unani institutions were there, doing medical jobs Indian society wanted and necded
to be done” (Leslie 1976b:366).

0 j:fllie.?rganized a sc.cond piyotal confercn.ce in 1977 in Washington, DC, ugdcr

pices of the National Science Foundation and the Wenner Gren Foundation,

Ay of the papers at the conference toucled upon medical pluralism and most of

‘t‘ ‘M were published in 1978 in a special issue of Social Science and Medicine on

o heoretic) Foundations for the Comparative Study of Medical Systems” (Sec Leslie

78). The conference and the subsequent special issuc explored “concepts for ana-

lyzi . .
ramg the complex systems composed of plural medijcal traditions” and explored

these g sed
1967s§ traditions from 2 “broad historical and comparative perspective” (Leslie
166).
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In 1980 Leslie went onto to edit a special issue of Social Science and Medicine on
“Medical Pluralism in World Perspective.” In the introductory essay to the issue, he
not only makes a case for the theoretical significance of the concept of medical plural-
ism but also for its applied utility in his observation: “Fundamental comparative
research on pluralistic structures of medical systems would be an instrument of plan-
ning and also a technique for training personnel to design such programs in a realistic
manner.” While essays in this special issue included contributions by several anthro-
pologists, it also included essays by a sociologist, a historian, a geographer, and a
medical ethicist. Indeed, among the anthropologists who contributed to this special
issue were Ronnie Frankenberg (1980), Mark Nichter (1980), H. K. Heggenhougen
(1980), Margaret Lock (1980), Joan Koss (1980), and Sheila Cominsky (Cominsky
and Scrimshaw 1980), all of whom went onto to become well known names in medi-
cal anthropology. While the essays in this special issue focused on societies outside the
United States, such as India, Malaysia, and Guatemala, the essay by Joan Koss ( 1980)
focused on espiritismo in Puerto Rico, a territory of the United States. Her essay and
Leslie’s following remark in this special issue reminded anthropologists that medical
pluralism is an integral component of US society:

A division of labor exists in cvery medical system between practitioners who represent
different traditions. This in the United States clinical psychologists, yoga teachers, health
food experts and Christian Science healers follow various forms of therapy... For some
illnesses and kinds of patients [cosmopolitan medicine] provides less effective care than
one or another alternative therapy (Leslie 1980:193).

The articles in this special issue highlighted the strong tendency around the world for
the biomedical profession to resist the use of alternative medical systems, the notion
that alternative practitioners are on the whole no more often “charlatans” than are
biomedical practitioners; and that comparative research on medical pluralism has the
potential to be an useful tool in health care planning.

Leslie organized a third conference in 1985 in Washington, DC, again sponsored
by the Wenner Gren Foundation as well as the Department of Anthropology at the
Smithsonian Institution, on “Permanence and Chan ge in Asian Health Care
Traditions.” Selected papers from the conference were published in a special issue of
Social Science and Medicine guest-edited by Beatrix Pfleiderer and in Paths to Asian
Medical Knowledge co-edited by Charles Leslie and Allan Young (1992).

In recognition of not only his contributions to the study of Asian medical systems
and medical pluralism but medical anthropology, Mark Nichter and Margaret Lock
co-edited a series of essays in honor of Leslic. In the introductory essay to the volume,
Lock and Nichter succinctly summarize Leslic’s contribution to medical pluralism and

medical revivalism:

Charles Leslie’s own work on medical pluralism focused primarily on Ayurvedic
practitioners and the conflict and accommodation that were apparent as they were
increasingly confronted with cosmopolitan medicine. He was able to show conclusively
how self-conscious attempts at revivalism of an “authentic” Ayurvedic tradition were
closely associated with nationalism and were in large part responses to perccived threats
by forces of modernization and, by implication, “westernization,” emanating from bot.h
inside and outside India. This js topic that is of ongoing importance to scholars of Asia
and elsewhere (Lock and Nichter 2002:7).

S TR
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THEORETICAL PERSPECTIVES INTERPRETATIONS OF MEDICAT, PLUrALISM

Within (;nedlcal anthropology, three rather distinctive theoretical perspectives haye
cmlcrge > hamely cultural Interpretivism, the medical ecology, and critical medical
anthropology (Baer et al. 2003). Each of these theoretical perspectives has manifested

itself in an v BN . .
itself It an array of examinations of medical pluralism, In thig section, I provide a
overview of some of these., ) -

Cul.tural interpretive or phenomenological analyses

Chrlsma{l and Kleinman (1983) developed a widely used model that recognized thr
ovcrlapgng sectors in health care systems. Actually, Kleinman (1978) first preser tec?
a sketc'hlcr version of this model in an article that appeared in the 1978 s Ecial st
of Social Science and Medicine on “Theoretical Foundations for the Cgm ative
Study of Mc.:dical Systems” edited by Charles Leslie. I Kleinman’s model. the szﬁ"e'
sector consists of health care conducted by sick persons themselves tlieir fgmR 1'l "
sOL?lal networks, and communities, Kleinman, who has conducted rese,n'ch in T; i1 a
estimates that 70-90% of the treatment episodes on that island occur‘in the ; Waln’
sector. The folk sector cncompasses healers of varioys sorts who function infgf')riul?r
and often on a quasi-legal or sometimes an illegal basis. Examples include herbah'at ’
bonesettér.s, midwives, mediums, and magicians. The professional sector encom 1sss f )
the practitioners and bureaucracies of both biomedicine and professionalized hft‘ .
do§ medical systems, such as Ayurveda and Unanj in South Asia and Traditi;rl(;

gﬁfiﬁ 21111(; I;I;ri:lc?nal H?altl} Servic§ to osteopaths, chiropractors and naturopaths to
iners ; glous healers of various sorts.

N Li?;llsl;(: ghcngiiéilegnzy ( 1984): a natiyc Ia.panese anthropologist, discusses medical
of Tapamean Lo p1 rt 2, ]ap.afl.cse society in the context of a broader ¢xamination
i s heal tfc.a el activities al.ld b‘ehefs. She clearly situated her perspective
i moolc Snfuopo1 ogy and maintains that she examines “health related prac-
‘Iogico_meanm pﬁd,r;):i Ftle }?ersfpectlv? of ho;v they are organizcd according to the
oy (1984312) 1sscl;turg 0 “the %ulture (thukrTlernc:y 1984:3). Ohnuki-
sucees. b - asserts that [pJelllaps the single most Important factor in the
ot medical pluralism today is that each system has become so thoroughly

2 Cmbed i o :
, ded in Japanese culture and society.” In addition to discussing popular health

re T X :
S()I;Eiy({ E:i;c: 73;1;[npractge;? she l.d‘Cntl'ﬁCS two.fbrmalhmedical systems in Japanese
Porate healtl }pracfcoc :nK 1ome.dll§u?e, anc? various religious institutions that incor-
indudi“g dietary ones ;md[iﬁze}o :{e o hca‘-,lly upon the reglu%ation of daily habits,
ince 1875 5 of % a ml.m‘stratlon of IlerPal med.IClllCS.

Opathjc nlecii;h}ljcl}(;srkbl?(l)llnc aclil' RmCt;C-L /e.&mpo only aft.er 'havmg obtained tr aining in
tionalist view o fSOCiO-Culturel ICIH?. ronically, Ohnukl-Tlemey, who employs a finc-
al systems, does not elaborate upon the fact that kanpo in

Zmentine
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essence has become a subordinate or adjunct medical subsystem within the hierarchi-
cal structure of Japanese medical pluralism. Allopathic medicine was first introduced
into Japan by the Dutch during the late 18th century but took on a German cast
during the Meiji period which started in 1868. Biomedical physicians, who tend to be
male, often have their offices in their homes and employ their wives as pharmacists or
receptionists. They gencrally see patients on a “first-come, first-serve” basis. Virtually
all Japanese biomedical physicians practice more than one speciality. Japanese hospitals
expect family members to be actively involved in patient care, which entails a family
member staying with the patient, attending to his or her nceds, receiving visitors, and

Medical ecological or biocultural analyses
By and _largc, medical ecologists or medical anthropologists with a biocultural
perspective have tended not to grapple with the concept of medical plumlisn;
A notable exception is Horacio Fabrega (1997), who has developed an clab(omt‘.
sche‘me of medical systems from a biocultural approach. Indeed, his The Evolz¢t;ot
of Szclz?ess and Healing probably still constitutes the most comp>rehcnsive delinc;—
tion of the biomedical approach in medical anthropology. He asserts that mcdich;e
centers around sickness and healing ~ an observation made by many medical
e e a}ltlll'opologists. He defines healing as “the culturally meaningful social res OllSC(S
Various Japanese religious institutions also cater to health care needs. Shamanism f‘}me‘f atundoing or p reventing the effects of discase and injury” (Fabrega 1987'“)
For Fabrega, the integration of sickness and healing is a natural byproduc.t ‘of“

persists in remote mountainous areas but has been subsumed into the “new religions”
that appeared in Japan following World War I1. Conversely, major religious institu- human evolution. He introduces the acronym SH, a notion that has not been

tions play a significant role in health maintenance, although the Japancse do not label
the service provided by temples and shrines as medical treatment per se. According to
Ohnuki-Tierney (1984:124), the “number of shrines in Japan is phenomenal, and in
fact has been increasing for some time.” Regular bus tours to temples and shrines
often target elderly people who have experienced strokes or suffer from hemorrhoids
and other chronic ailments. Ishirki Shrine in the Osaka region is known for the treat-
ment of tumors and Nakayama Temple specializes in matters related to childbirth and
infancy, including “easy and safe delivery, the healthy growth of children, and memo-
rial scrvices for aborted fetuses” (Ohnuki-Ticrney 1984:141). Whereas Buddhist
temples focus on various aspects of death, such as funerals and memorial services,
Shinto shrines focus on matters related to birth, growth, and marriage. The Japanese
turn to their deities and buddhas for health, prosperity, traffic safety, and other secular

responses, such as aversion to and exploitation of sick group members. Fabrega
suggests that many of the SH characteristics of chimpanzees existed in ca.rl hon?i(-
‘md s.oc1cties and that SH became more refined during the Neanderthal sta ycs as is

implicd by the presence of healing fractures in some Neanderthal remains Aise,rti
thaF “SH.constitutes the foundational material for elaboration of mec.iicinc 1sn§
sgcml 11.15t1tution,” he posits that the provider of SH in ecarly human societies V\:’IS a
hlghl}f insightful individual who possessed an elaborate knowledge of the so(cial
01‘g?11112atio11 of his or her society (Fabrega 1997:70). Fabrega then introduces the
um o hoton of meme: a unit of cultural information which is stored in the brains ofindi%
Ohinaki-Tierney asserts that medical plaralism in Japan has shifted in terms of the Vldu‘als and passed onto others through enculturation. With regard to sickness and
influcnce of it consminnent medical suberseemns ) heahng,.mcdical memes serve as mechanisms for orienting to thinking about ;nd
responding to disease and injury. Unfortunately, while the’ concept of mc’dical

During the premodern periods biomedicine was absent, and both institutionalized : :llltmi 11151?/ b% a L'lscful heuristic device, he provides no concrete evidence that it has
religions and kanpo played significant roles in health care. During the modernization : Y physical reality.

period, promotion of biomedicine became a national policy, and at lcast at the institutional
level it became the dominant system, and the practice of kanpo was officially discouraged.
After the beginning of the postmodern period, the dominant role of biomedicine has
eroded, especially with the revival of kanpo among the general public (Ohnuki-Tierney

1984:221).

Fabrega characterizes SH in foraging societies as family and small-group oriented
based upon “non-systematized knowledge,” and focused on immediate restoration o%
?]’L[il being or ac.copnnodation to death through ritual activities and social practices
inl;i;laelvﬁle jﬁ;?llit(l)cs ex{n{l{)it afhi’gh.er prcv'alc'nce of i}lfcctious diseases and a decline
of el alth \r‘npale t.o oraging societies. SH is characterized by the presence

o pecialized hcalgs, elaborate healing ceremonies attended by community mem-
o 1;; }Ei) ;1(1:quxlp§§sg)n og th.clsi‘ck 1:0.16 manifested, for exa.mplc, in growing attention
chiggr® 1.;_statec s 211;11 Sli( md1v1dugls: In terms of dls.ease and medical ccology,
bala ({igts incrc’ngd ca‘lly 1stat‘c societies are ch.aractcnzcd by less nutritious and
ot gl Halth anc el being tha oaging o O, and
exhibit 5 high prevalence of gastrointestinal ; fe e ch contribare to s ver s a'lso
fany gt enee o g) itestinal in cctions which contribute to a very high
o live 1 (Cr e tr1 ality latcl.)I—.Iowcvcr, mdmdu.als.who survive into adulthood tend

om. pre_sgfm e ml; pcopgc uifn’lall-sca.le. socicties. Ac'cording to Fabrega, chief-
Syapas f » and e)ar y .stat% societies exhibit the beginnings of the “institution” or
of medicine which includes (1) an elaborate corpus of medical knowledge

Also, in the contemporary cra, a prototypical patient varies in terms of how much
he or she relies upon the three major medical subsystems over the course of his or bet
illness career (Ohnuki-Tierncy 1984:220-221). In terms of health maintenance, the
prototypical patient relies on all three medical sub-systems more or less co—Cqualﬂy'
During the acute stage of an illness, the prototypical patient relies heavily upon bior
medicine, secondarily upon kanpo, and the less upon religious institutions. In the Cﬂfc
of chronic, degenerative, or fatal illness, the prototypical patient still relies hCﬂ"’lly
upon biomedicine but is likely to turn more upon both kanpo and religious instit’
tions for chronic conditions or transitions in the life cycle, such as birth, mar riagés

and death.
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which continues to embrace aspects of cosmology, religion, and morality, and (2) the
beginnings of medical pluralism, manifested by the presence of healers, including
general practitioners, priests, diviners, herbalists, bonesetters, and midwives who
undergo systematic training or apprenticeships.

Empires and civilizations exhibit the beginnings of industrialization, considerable
growth of mercantilism and commerce, social classes and occupational specialization,
and ethnic, linguistic, religious, and economic diversity. These societies are character-
ized by high infant and child mortality rates, a growing prevalence of chronic diseases
(e.g., diabetes, heart disease, hypertension, cancer), widespread malnutrition, periodic
plagues, and a higher prevalence of psychiatric disorders. Conversely, adult life expec-
tancy probably increased among the more affluent members of empires and civiliza-
tions. According to Fabrega, SH in these societies is characterized by a complex pattern
of medical pluralism consisting of two tiers: (1) an official, scholarly, academic medical
system oriented to the care of the elites, and (2) a wide array of less prestigious physi-
cians and folk healers who treat subordinate segments of society. The state plays an
increasing role in medical care by hiring practitioners for elites and providing free or
nominal care for the poor, especially during famines and epidemics. The literate or
“great” medical tradition includes the formation of a medical profession, the begin-
nings of clinical medicine, and increasing commercialization of the healing endeavor.

SH in modern European societies is characterized by the emergence of biomedicine
as a dominant and hegemonic profession which is characterized by patterns of secu-
larization, scientific knowledge, biological reductionism, the emergence of the hospi-
tal as the center of healing and research, and the universalization of categories of
sickness. Fabrega (1997:19) asserts that the functions and aims of a medical system
are shaped by systemic forces or the “dominant powers” in a society. At the same
time, medical pluralism manifests itself in the continuing existence of “unorthodox
practitioners, providers of ‘alternative medicine’” (Fabrega 1997:135) who are held
in contempt by biomedical physicians. Despite the ongoing pattern of biomedical
dominance in post-modern societies, ones characterized by corporate globalization
and an emphasis on consumerism, a growing public recognition of the limitations of
biomedical reductionism has led to the “pursuit of alternative, unorthodox, Eastern,
and holistic healing practices” (Fabrega 1997:179). Many individuals in post-modern
socicties regard health as an achieved status obtained through education, prevention,
and lifestyle. According to Fabrega (1997:141), post-modern socicties manifest an

“obsessive preoccupation with health and fitness,” thus resulting in the phenomenon

of the “worried well.”

Fabrega is to be commended for presenting a comprehensive framework that delin-
eates the relationship between levels of socio-cultural integration and their associated
conceptions of sickness and healing. However, referring only to modern European
societies, without recognizing “modern Asian societies” or “modern African societics”
seems rather “Burocentric”. Furthermore, his typology ignores developing societics-

Critical perspectives on medical pluralism

From a critical perspective, medical pluralism tends to reflect hierarchical relations it

the larger society. Patterns of hierarchy may be based upon class, caste, racial, ethni

regional, religious and gender distinctions (Baer et al. 2003; Singer and Baer 2007)-
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Biomedicine

coming under ever greater challenge in an increasingly market-based society.” Osteopathic Medicine (a parallel medical system focusing on primary care)

As professionalized heterodox medical systems, osteopathy, chiropractic, and prob-
ably naturopathy mnitially held out the promise of improved social mobility to thou-
sands of working class and lower-middle class individuals as well as members of our
social categorics, including in some instances women and in the case of US osteopathic
medicine Jews (Baer 2001). In attempting to enter the medical marketplace, as Larkin

Professionalizeq Heterodox Medical Systems
Chiropractic
Naturopathic medicine
Chinese medicine and acupuncture

Partially Professionalized or Lay Heterodox Medical Systems

(1983:5) asserts, “innovatory groups in medical science often commence with low Nat "

. 7 ) o . . . aturopa
status, particularly through their involvement I acuvities [e.g., spinal manipulation o Homeo?oath);/
colonic irrigation previously regarded as outside of the physician’s or surgeon’s role.” Herbalism

Bodywork

As the new medical system grows, it accumulates:
Body-mind medicine

Direct-entry midwifery

More and more members who are interested in making a good living and in raising their
status in the outer world, In the health sphere, this means that they become more
concerned with obtaining respectable (or at least respectable-tooking) credentials,
providing services that more clearly follow the medical model, and eventually even
developing relationships with the orthodox medical world (Roth 1976:40-41).

Anglo-American Religious Healing Systems
Spiritualism
Seventh-Day Adventism
New Thought healing systems (Christian Science, Unity, Religious Sci-
ence, etc.)
Pentecostalism
Scientology
New Age healing

There are historical exceptions to these patterns as evidenced by hydropathy and
homeopathy which appealed to the upper and middie classes during the 19th century
in Europe and North America. Hydropathy remains a very strong tradition through-
out much of central Europe and was for a time incorporated into naturopathy in
North America, but has become in large part a marginal modality in the latter.

Folk Medical § yStems
European-American folk medicine
African~American folk medicine

T'have developed a model of medical pluralism in the United States that recognizes Vodun )
bi dicine’s institutional and ic he d or differenc ithis Curanderismo
lomedicine’s institutional and economic egemony and power lifferences within Espiritismo
Santeria

Chinese—Amen’can folk medicine
Japanese—American folk medicine
Hmong-American folk medicine
Native—American healing systems

because of the fact that biomedicine exerts dominance over other medical or ther:
peutic system (Baer 1989, 2001). This scheme is based on the thesis that the principal o
practitioners of each medical subsystem tend to be drawn from specific classes, racial
and ethnic categories, and genders depending on their status in the larger society.

In my own work, I have applied the notion of dominative medical system to medi-
cal pluralism in both the United States and more recently Australia (Bacr 2001, 2004,
2008a; Singer and Bacr 2007). A diverse mixture exemplifying medical pluralism
characterized the United States from the colonial times until the early 20th century;
while regular physicians were often predominant, homeopathic, eclectic and physio-
medical physicians and other “irregular” professional practitioners provided a signifi-
cant portion of medical care and held positions of social respectability and of income
status cquivalent to conventional MDs. The domination of biomedical physicians in
economic status, institutional pre-eminence and growing acceptance by the general
public as medical authorities was not established until the 1930s and later. Thus, the
US dominative medical system, which emerged in the mid-20th century, consists of
the levels depicted in Figure 20.1. With some modification, the model of the domina-
tive medical system can be applied to other societics. )

As a result of corporate support for biomedicine, its practitioners came to consist
primarily of white, upper- and upper-middle class males, although, largely due t?
affirmative action programs, women entered into biomedicine in increasing numbers

Figure 20.1 T he USA Dominative Medical System. Figure by Hans A. Baer.

as d.Id some Asian—Amcricans, Aﬁ‘ican~Amcricans, and Hispanic~Amcricans. As pro-
fCSSlonalizcd heterodox medical Systems, ostcopathy, chir0practic, and naturopathy
held out the promise of improved social mobility for thousands of white-middle- and
“fOrkmg{Iass individuals, most of whom were males, who were denied access to

‘omedicine due to the structural barriers created by the Flexner Report of 1910.

;ni‘f}.’ care physicians created by the incrcasing trend toward specialization in bio-
C‘]’:j:/zlclilfnig iﬁl}t;aﬁt: chiropl:ac‘tic,‘ whi%‘h n part had its 1‘oot§ in osteopathy, cventually
fates (o, 19; 701(1,\1/}10st p}oicsmo‘nghz.ed hctqodox 1.11cd1cal‘systcm in the United
eriveq f;om > )- ) an{ o ~t 1¢ prejudices against chu‘opra@c could be viewed as

» Or at least reflective of, class and urban-rural bjases against those who
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did physical labor and found benefit in hands-on therapies. Anglo-American reli-
gious healing systems provided outlets for white women seeking therapeutic roles,
except in the notable instances of the physiomedical and eclectic professions which
included women from their inception in the 1830s and 40s. Whereas Christiap
Science served this role largely for upper-middle-class women, Spiritualism and
Unity did so for lower-middle-class women, Finally, folk medical systems, including
midwifery and Thomsonian herbalism, have enabled working class and rural pcople
from various ethnic groups, particularly people of color and often females, to provide
lower-cost and culturally appropriate therapy for individuals at the lowest echelons
of US society.

Even when biomedical physicians express an interest in Complimentary and
Alternative Medicine (CAM), often under the rubric of integrative medicine, they
often continue to view CAM practitioners who work in their clinics as their inferiors
or subordinates. Ellen J. Salkend (2005) found this to be the case in her study of the
Holistic Medicine Institute (pseudonym), a Midwestern US suburban clinic operated
by four biomedical physicians who hired several CAM practitioners on a part-time
basis who are cxpected to carry out various labor-intensive therapies.

Paralleling my own efforts to examine medical pluralism at the national level in two
developed socicties, Libbet Crandon-Malamud, provided a critical analysis of medical
pluralism in a single community in the Bolivian altiplano (see Koss-Chionino et al.
2003 for an anthology in her memory). In her book From the Fur of Our Souls,
Crandon-Malamud (199 1) examined power relations embedded in the Bolivian dom-
inative medical system in Kachitu (pscudonym), the center or municipio for a canton
consisting of some 16,000 Aymara Indians dispersed over 36 communidndes situated
atabout 13,000 feet elevation and several miles fron1 Lake Titicaca. At the time of her
research in the late 1970s, the town proper had a population of about 1,000 people
consisting of three cthnoreligious groups: (1) Aymara campesinos, (2) the Methodist
Aymara, and (3) Catholic mestizos.

HANS A. BAER

Crandon-Malamud described ethnic dynamics in Kachitu in the following terms: By the
1970s, as social divisions multiplied, the content, meaning, and significance of
mestizoness, Aymara Indianness, Catholicism, and membership in the Methodist church
were being culturally redefined within an environment of political and economic
instability and radically changing social relations. The resulting confusion left Kachitu,
and throughout the altiplano, resources are scarcer than they have ever been in Bolivian
history (Crandon-Matanud 1991:19-20).

Kachitunos utilized the local plural medical system for purposes of establishing
their sense of cultural identity and obtaining the few resources available to them.
According to Crandon-Malamud (1991:138), Kachitunos utilized medical dialogue
and curative strategies in order to “make alliances, disassociate themselves from oth-
ers, exchange resources, and try to forge new identities that will open opportunitics
and improve their lives under conditions of extreme and seemingly unrclmting
national economic contraction, regional peripheralization, and local marginalization.
The three medical ideologies in Kachitu, namely shamanism, mestizo home care, an
biomedicine, serve as options that address different types of ailments. Thus, “‘L}H
things being equal, if one has tuberculosis, one goes to the physician in the Mecthodist
clinic; if one suffers from khan achachi [sickness emanating from a phantom], 0n¢
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goes to the yatiri; if one has A stomach upset, one resorts Lo medicinas caseppe
(Crandon-Malamud 1991:202—203). Medical dialogue served as an idiom by whjch
a person defined his or hey cthnic identity in the larger context of Bolivian society. For
illst:éll.lCC, mestizos who found themselves downwardly mobile within the shil.cting
Bolivian political cconomy could gain access to greater health care by turning to
Aymara medicipe,

As people clsewhere, Kachitunos, regardless of their socia standing, tend to be
pragmatic rather thap therapeutic purists when it comes to sceking medic;l treatment
Kachitunos utilized medical dialogue as a mechanism for ¢mpowerment in the face of
external hegemonic forces, including that of biomedicine. Unfortunately this medical
dialogue served as rather limited form of ¢mpowerment and in realit;/ functioned
MOIC as a coping mechanism within the larger context of the Bolivian political econ.-
omy. At any rate, medical pluralism in Kachity constituted one of many microcosims
of the Bolivian dominative medica] System —a national systen that includes a diversity
of biomedical practitioners, herbalists, midwives, and indigenous healers,

THE STANCE OF VArious Narronar, SOCIO-CULTURAL SYSTEMS
TowarDp MeEpicay, Prurarism

Thc degree of medical pluralism manifested in any particular complex or state society
is highly. As illustrated in Figure 20.2, Murray Last (1996) Systematically addresses
this reality in his delineation of three “broad types of regulatory systems that help to
determine politically the nature of a state’s medical cultyre” that in turn shape the

The' Soviet Union constituted the prototypical example of the exclusive system in
thaF E?lomedicine was the only medical subsystem that was legally recognized. Many
‘S‘ocml'ls't—orienteq fievelopiug countries also followed the Soviet model and viewed

trac‘htloual medicine” as class-divisive and a “feudalistic practice” that prevented pco-
Ple from “having a proper scientific understanding of thejr condition and pandering
stead to superstition” (Last 1996:381). The French model js followed in not only

Exclusive Systems: medical mo-
nopolies

¢ Marxist modef

¢ French model

¢ American mode|

Tolerant Systems: megijca/ markets
¢ British mode}
¢ German mode}

Integrated Systems: Asjan pluralism
¢ Indian and Chinese models
o Third World model

Bao, Types of regulatory systems impacting upon medical pluralisp. Figure by Hans
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France but various Francophone developing countries and some Latin American
countries and “starts from the premise of centralized state control with all unlicensed
healers illegal” (Last 1996:381). The American model, in which biomedicine enjoys
full practice rights in all 50 states and the District of Columbia, in reality does not
function as a full blown exclusive system in that various other medical subsystems,
including chiropractic, naturopathic medicine, acupuncture, and Chinese medicine,
massage therapy, and direct-entry midwifery, enjoy limited practice rights in all or
many states. Osteopathic medicine has evolved into a parallel medical system to bio-
medicine in that since the carly 1970s it has enjoyed full practice rights in all 50 states
and the District of Columbia.

Great Britain and various Anglophone countries, including Australia and New
Zealand, employ common Inw in permitting a wide array of medical subsystems to
coexist with biomedicine and allow them a wide scope of practice, barring procedures
that are covered under statutory registration. In the UK, Australia, and New Zealand,
statutory registration exists in all political jurisdictions not only for biomedical
physicians but also osteopaths and chiropractors. Converscly, naturopaths, Western
herbalists, religious healers, and folk healers practice under common law. In Germany,
biomedicine has for long been divided into Schubmedicizin (“school medicine”) and
Naturheilkunde (“natural medicine”)(Roth 1976). By obtaining additional training
in the form of short courses and apprenticeships, biomedical practitioners, such as my
cousin who obtained her medical degree from the University of Heidelberg, can
become practitioners of Naturbeilhunde, Conversely, Germany tolerates the existence
of Heilpraktikers or partially professionalized heterodox practitioners who are the
rough equivalent of naturopaths in the USA, Canada, Australia, New Zealand, South
Africa, and India. According to Last,

[Heilpraktikers] merely have to pass an examination to show that they know the state law
regulating medical practice; the actual content of the expertise they claim to cxercise js
not otherwise restricted or examined. .. Schools, however, to teach would-be practitioners
the relevant, legal information to pass the examination (Last 1996:385).

As Leslie has illustrated, biomedicine coexists with various professionalized indige-
nous medical systems, such as Ayurveda, Siddha, and Unani as well as homeopathy, a
Western import. According to Last (1996:385), “[o]ther, less systematic therapeutic
systems survive without professionalization on the margins of the national medical
culture and meeting specific needs that the various formal systems cannot adequately
provide for.” While in theory biomedicine and traditional Chinese medicine are inte-
grated and on an equal footing in China, in reality the former has a considerably
higher status and is funded more heavily than the latter. During the Maoist era, bare-
foot doctors, which were highly touted as paragons of revolutionary dedication,
served as medical auxiliaries trained in both biomedicine and Chinese medicine. Only
about 13% hospitals focus on traditional Chinese medicine. Traditional Chinese med-
icine is more extensively employed in remote rural areas than in urban areas or in rural
county hospitals closc to urban areas. Last (1996:386) argues that plural medical
systems of many developing or Third World societies are integrated in the sense that
biomedicine is not clearly dominant over heterodox medical subsystems that include
a “very large number of local practitioners of traditional medicine, bonesetters,
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midwives, barber-surgeons, and so forth who have always tried to meet the health
needs of the community” and a “wide spectrum of modern alternative therapies
alongside a market in medical drugs imported, sometimes unmarked and instruction-
less, from all over the world.”

MEDICAL SYNCRETISM AND THE TRANSNATIONALIZATION
AND GLOBALIZATION OF MEDICAL SYSTEMS

Various anthropologists have criticized a strong tendency in the study of medical plu-
ralism to discuss the relationship among allegedly discrete medical subsystems because
it downplays the phenomenon of medical syncretism in which health practitioners and
patients often blend together beliefs and practices from different medical traditions
(Poole 2005:38-51; Lewis 2007). Furthermore, paticnts often do not clearly sub-
scribe to one set of medical beliefs or another. Based upon interview and focus group
research in Oceanport (pseudonym), a socio-economically diverse suburb of a New
South Wales city, Connor (2004) found that 27 (24%) of her 111 subjects indicated
that another household member had engaged in a pattern of “mixed therapy regi-
mens” ~ a scenario in which “people may be using multiple types of therapists and
therapies simultaneously, or shift from one type of therapy or practitioner to another
in seeking to resolve their health problems.” In a similar vein, immigrant groups often
tend to engage in “mixed therapy regimens” in which they move back and forth
between biomedicine and folk medicine. This pattern is poignantly illustrated in Anne
Fadiman’s (1997) account of the conflict faced by a Hmong family who encountered
a confrontation between themselves and a small California county hospital over the
care of their daughter who had been diagnosed of epilepsy. While the Hmong do turn
to biomedicine for many health problems, they often also continue to rely on the zvip
neebs, the “great plea bargainer for the soul, the preeminent champion in the struggle
for the demonic” as did the family in this captivating account of a cultural class
between a refuge family and biomedicine (Fadiman 1997:281).

Medical syncretism is illustrated in modern Ayurvedic medicine which is drastically
different from the system delineated in its classic texts. It has a long tradition of syn-
creticism, which has drawn heavily upon the Galenic (Unani) concepts of Islamic
medicine. Both professionalized Ayurvedic and Unani medicine have incorporated
aspects of biomedicine. Homeopathic practices have become 2 standard part of
Ayurvedic medicine. Leslie, who has for long engaged in this type of research, recog-
nizes the syncretic nature of medical pluralism: “Ayurveda and Yunani tibia also bor-
row from each other, homcopathic medicine is used by many vaidyas... in another
direction entirely, some practitioners combine Ayurveda with tantric ritual” (Leslie
1992:196).

Ferzacca (2001:210) views medical pluralism in Yogyakarta, an educational center
in Central Java, as a “social practice that produces hybrid [i.e., a mixture of traditional
and modern] forms of medicine” utilized by people who lead “hybrid lives.” Indeed,
as Alter (2005a:2) observes in the introduction to his anthology on Asinn Medicine
and Globalization, “there is a tremendous amount of historical, theoretical, applied,
and practical overlap between key concepts in the various medical systems of Asia”
and various forms of “Western” medicine, not only biomedicine but also homeopathy
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and naturopathy, which have been incorporated into traditional Asian medical sys-
tems. Zhang (2007) also illustrates the hybridity between biomedicine and traditiona]
Asian medicine in his analysis of patients switching back and forth between taking
Viagra and Chinese medicina] herbs in the treatment of impotence. In his discussion
of Ayurvedic acupuncture in modern India, Alter (2005b:42) asserts that in reality
“all forms of medicine are theorized as transcultural systems.” While Ayurveda has
often been viewed as an example of Indian nationalism, it is a system that has diffused
to other parts of the world, including the United States where it has become incorpo-
rated within the rubric of holistic medicine or complementary and alternative medi-
cine (Baer 2004:74-78).

Many traditional Asian medical systems have been quickly globalizing and diffusing
to Western developed societies. Janes (2002:268) argues that Tibetan medicine has
become increasingly commodified and globalized as is evidenced by the establishment
of private Tibetan medical clinics in major Chinese cities and its engagement with
“Western interest in Eastern spirituality and holistic healing.” In embracin g neoliber-
alism, China has been marketing both traditional Chinese medicines and Tibetan
medicines overseas. Developments in Korean medicine, which historically drew heay-
ily from Chinese medicine, also reveal processes of hybridity, commodification, and
globalization. Kim (2009:32) has examined how three Korean medicine practitioners
“actively attempted to scientize, globalize, and industrialize their clinical knowledge
by associating with two laboratories and a biotech company that reached beyond local
and national boundaries.” The commercialized products, particularly weight loss and

skin medications, mixed Korean medicine, biomedicine, and cosmetic techniques

CoNcLusion

Brodwin ( 1996:15) asserted that the “study of medical pluralism had reached a theo-
retical impasse” because efforts to categorize plural or dominative medical systems
“often produced rigid functionalist typologies or broke down in a welter of incompa-
rable terms.” While indeed many medical anthropologists turn to concerns such as
the political economy of health, biomedical hegemony, complementary and altcrl?a~
tive medical systems in Western societies, reproduction, the body, the social dynamics
of clinical cncounters, biotechnology, substance abuse, AIDS, syndemics, and th.C
impact of global warming on health, a perusal of medical anthropology journals il}dl'
cates that the anthropological examination of medical pluralism is well and alive.
Indeced, an increasing global interest in indigenous medical systems and Western
heterodox medical systems, such as naturopathy, has accompanied the spread of HIV/
AIDS, a topic of major anthropological research (Hollen 2005). Complementary and
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better cope with 2 debilitating disease (Baer 2008b). Furthermore, various anthro-
pologists, including Brodwin (1996), continue to examine how power relations shape
plural medical systems. In short, medical pluralism is a topic that continues to be of
central concern in medical anthropology.
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