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Prologue

A Ten-Minute Break

“Okay, Jim. Ten-minute break,” announces Francisco as we drive through the village of Big Falls in southern Belize. Don Francisco Caal,1 a Q’eqchi’ ilonel, or medical practitioner, speaks only a little English, but his hand gesture, waving to the side of the road, makes it clear that I am to pull over. He climbs out, grabs his knapsack, and quickly scrambles up a hill toward a thatch house set far back from the road. The knapsack holds his medicines, and so it is clear to me that he is going to treat a patient. (Subsequently, I learn that the patient’s mother had contacted him a week before to seek his services for her son.) I grab my own knapsack full of equipment and quickly follow, trying to catch up. Francisco, spry and athletic at middle age, beats me to the house, and as is the custom, I wait outside while he explains to the residents who I am and why I am accompanying him. A few moments pass. Then his head appears in the doorway and he waves me in.

I introduce myself to a late-twenty-ish man and a similarly aged woman I assume to be his wife. I explain, in English, the purpose of my presence. His wife, who speaks only Q’eqchi’, seems wary, but she relaxes when I pull out my laptop and play a video of Victor Cal, coordinator for the Maya Healers Association of Belize, explaining in Q’eqchi’ the nature of the research. As the video is playing, Francisco sets about his work, requesting that the young man bring him a bucket filled with water. Seated, he reaches into his knapsack and retrieves several packets of banana leaves wrapped tightly in vine. Opening them carefully, he selects a measure of leaves and places them in the water. With his hands he begins mixing, squeezing the plant mixture in the water and swishing it about. Hurriedly, I set up the video camera to record the treatment. Francisco moves quickly, and it has been a challenge in this research to be ready when he is. After only a few minutes, he signals for the young man to lie back in the nearby hammock. The treatment session is about to begin.

Up to this point, there has been very little conversation between the patient and the ilonel. The conversation they had while I waited outside was brief, less than a minute, and during a later interview, Francisco confirms that he was only explaining about me and was not asking any questions about the patient’s disorder. Since my entrance, and until he motioned for the patient to lie in the hammock, he has not said a word other than requesting the bucket and water.

“In the name of the Father, the Son, and the Holy Spirit,” Francisco utters in Q’eqchi’, starting his opening treatment prayer known as remeer. As he does, he leans in to place his hands firmly on the patient’s head, his left cupping the side above the ear and his right pressing on the forehead with fingers extended. Francisco’s head is bowed, toward the patient’s stomach, and his eyes show no engagement with the person in the hammock. The patient, in turn, looks blankly forward. There is no eye contact. They remain in this position, stationary, for almost ninety seconds while Francisco rapidly utters his prayer. Then, while still praying, he reaches down into the bucket, wets his hands, flicks off some of the plant material, and places his hands back on the head in the same position for another twenty-five seconds. “It is in the prayer that you ask for coolness of the plant medicine to treat the sickness,” Francisco tells me later. During the prayer he “calls the name of the plant and places it on the patient’s head.”

Again, he reaches for the water and replaces his hands. Ten seconds later he breaks this position and, exhaling audibly as if blowing, runs his hands down both arms to the wrists before quickly repositioning them on the forehead and repeating the sweeping motion down the side of the face and across the chest. Hands return to the head, and this time he sweeps down past the chest to the upper thighs. Only when his hands return to the head a third time does he continue his prayer. Another thirty seconds pass as he speaks, hands in the original position as at the start. He twice repeats the motion, a procedure known as jilok, sweeping down the arms to the chest, quickly blowing in his hands between repetitions, and continuing to pray. The hands return to the forehead for another twenty seconds of prayer before Francisco reaches for the patient’s wrists. With both hands, he places his thumbs on the artery of each wrist while curling the remaining fingers around the patient’s hand to give him a firm grip. The praying continues while Francisco, hands still facing downward, reads the pulse, a procedure known as xjilb’al xkik’el. The clanging of pots and children’s voices elsewhere in the house do not break his concentration for the forty or so seconds he’s engaged in this procedure. “I am saying the prayer to the blood,” he explains later, “telling or asking the blood and body fluids to calm down, because his whole body gets affected by the sickness.”

Francisco blows on his hands as he rubs them together. He returns to the forehead, quickly sweeps down across the patient’s arms, and then moves back to the chest and down to the upper leg before returning to the wrists. Only a moment passes before Francisco breaks his concentration, leans back, and directs the patient to stretch his legs out in the hammock. This is the first communication between them since the treatment commenced some four minutes before.

The patient does as directed, and Francisco quickly grasps both feet in his hands, placing his thumbs on the arteries at the top of the feet, and recommences his prayer. This moment is brief, and less than ten seconds later, Francisco reaches up to the top of the arms and twice sweeps down to the feet, exhaling and praying as he does. After the second pass he leans back, passes his hand in front of his body in a partial cross-like motion, and announces “us” (good).

This part of the treatment session is over after roughly four and one-half minutes. Now making eye contact with the patient for the first time since the treatment began, Francisco directs him to use the medicine water. The patient reaches in and takes a handful of the wet plants and squeezes the water out. As he does, Francisco sits down across the room in the only chair available and begins to extract plant medicines from his bag. Both are focused on their tasks and there is little dialogue. The patient finishes scooping out all the plant material into a bowl while chatting with his mother. Francisco explains about the plants he will leave behind and how to prepare and use them. The patient’s wife asks a few questions and takes the plants. The three of them chat idly for a few minutes while the patient continues to retrieve the plant material from the water. Stepping just outside the doorway, the patient reaches into the bucket with his hand and splashes water over the top of his head. After more than a dozen repetitions, his hair is drenched and water is dripping off. “It is necessary to bathe his entire body,” notes Francisco later, “but he is having the pain in his head, so that is why he has to take care of that first. The next time he makes the medicine, he will bathe his entire body with it.”

The treatment is now complete.

“Headache,” explains the patient when I ask about the problem. Francisco later confirms the diagnosis of taqenaq tiqwal jolomb’ej (headache or high head pressure). “When I am out in the hot sun,” the patient adds, “I feel like my head is spinning around.” Francisco suggests later that more than simply the hot sun is causing the problem: the patient has been dousing himself with cold water to cool down, and the rapid change in body temperature has caused the headaches. This problem of thermal regulation is purely physiological; there are no evil spirits, bad air, or other forces involved. These headaches have been plaguing him for quite some time, leading him to ask Francisco for help. The patient discloses during our brief interview that sometimes his vision is blurry as well but that he is not photophobic. He has been to the hospital in the nearby regional town of Punta Gorda, but they have given him only acetaminophen. “It doesn’t help.”

“Did you understand what Mr. Francisco was saying when he was doing the treatment?” I ask. “No,” he shakes his head. “It’s a different language.” But he did understand the instructions regarding the medicine, and his reference to a “different language” is a comment on the technical medical and spiritual language Francisco uses, as they both speak Q’eqchi’. He will take it for two days, whereupon Francisco will come back to check on him. “I told him that he was to do a follow-up treatment the next day,” confirms Francisco. “The sickness that he has needs to be treated with pure water; no chlorine. Either rainwater or water from a spring should be used. At three a.m. this water is taken outside to get cold from the dew, then it is used in the morning for the treatment. His problem is caused by coldness, so the treatment has to be the same.”

There is nothing unusual about this case. “I have many patients who suffer from this problem,” says Francisco. “I hear of the symptoms, and I already know what is the problem.” If the patient does not get better, “then I will change my approach to treatment,” he responds matter-of-factly.




CHAPTER 1

Empiricism, Materialism, and Indigenous Medicine

We may say even that these peoples practice an art of medicine which is in some respects more rational than our own, in that its modes of diagnosis and treatment follow more directly from their ideas concerning the causation of disease.

—W. H. R. RIVERS, 1924

Romanticism in anthropology and sociology leads to an overvaluation of the skills of traditional healers.

—LEON EISENBERG AND ARTHUR KLEINMAN, 1981

I OPENED THIS book in the prologue the way many modern ethnographic monographs do, with a story. As you read this, I imagine you asked yourself, What is going on here? Is this a religious ritual? Shamanic performance? Traditional healing? “Primitive” medicine? Prescientific medicine? Folk medicine? Folk healing? Symbolic healing? The anthropological literature has described similar activities in just these terms. Frustratingly, rarely have these terms been clearly defined, and not only are they still loosely applied, it is not uncommon to find such a vignette described as “healing,” “medicine,” and “religion” even in the same article.

My interest in such epistemological issues began some years back when I raised two fundamental questions about Indigenous mental health research in Canada and the United States: What do we think we know, and on what basis do we think we know it (Waldram 2004)? As I documented in Revenge of the Windigo, what we thought we knew was constructed on a wonky methodology typically underscored by antiquated, stereotypical, and often racist assumptions about Indigenous people. We were creating more so than uncovering mental disorders and their treatments in the Indigenous community. I felt very nervous about my ability to answer the most fundamental of questions, put to me many years ago by a Cree elder on a trapline in northern Manitoba: “What do you know … [pause for effect] for sure?”

The study of “healing” in all its dimensions has been central to my scholarship since graduate school, and my attention has been focused on Indigenous and, to a lesser extent, non-Indigenous Canadians. I thought I had come to “know … for sure” what Indigenous1 healing looked like, based on my work in Canada. What I thought, and why I thought it, was not only the product of my own research efforts but also influenced by trends within and beyond my discipline of medical anthropology. My myopia was challenged, even shattered, when I traveled to southern Belize to study the knowledge and practices of a group of Q’eqchi’ Maya iloneleb’, medical practitioners or “seers.” The case described in the prologue comes from that research. Struggling to understand “what was going on,” I was initially hamstrung by the biases I had internalized concerning Canadian Indigenous healing. It took some time, and a great deal of patience from the iloneleb’, for me to come to understand just how different was Q’eqchi’ therapeutic knowledge and practice from what I had seen, documented, and experienced in Canada. And this led me to rethink the concept of healing.


“Healing” and “Medicine” in Medical Anthropology

Since its inception, medical anthropology has grappled with how to characterize the therapeutic approaches of non-Western peoples. The field has waffled between questions of religion, belief, and symbolism versus empiricism, knowledge, and materialism; between immateriality and materiality; between irrationality and rationality. Over time there is both a discursive and an ethnographic shift in scholarship in which what was initially thought of as Indigenous “medicine” (fueled by voluminous historical documents such as traders’ journals) becomes Indigenous “healing.” Although I cannot provide a precise date, the idea of Indigenous “medicine” simply starts to disappear. This is not just a change in terminology or a refinement of these two concepts. Rather, there is a deeper meaning to this shift, one that springs from several influences, including critical anthropological engagement with bioscience and biomedicine, and symbolic and interpretive turns in which the focus moves from ethnographic description to interpretive meaning in ethnographic studies. These influences in the discipline subtly change the nature of Indigenous therapeutic practice as discursively rendered in scholarship. The result is that today what is seen as legitimate Indigenous therapeutics involves an emphasis on transformative rather than restorative practice—or “healing” rather than “curing”—which in turn marginalizes it as inherently symbolic and psychosocial in orientation and sidesteps questions of the nature of Indigenous medical empiricism (Waldram 2013). This shift opened the possibility of Indigenous medicine being accepted to some extent by the dominant biomedical system, since if defined as “healing” it is not then directly a challenge, but only by being restricted to the delivery of culture-based psychotherapeutics to culturally “distinct” Indigenous populations, particularly in areas underserved by formal, state-sanctioned biomedical systems.

Much anthropological engagement with Indigenous medicine in the early twentieth century was predicated on the notion that medical practice was largely an element of religious practice and ideology, and the only practitioners of interest to the early ethnographers were shamans (Morley 1978; Young 1982; Atkinson 1992; Lock and Scheper-Hughes 1996). Yet these early scholars fully referenced the idea of Indigenous medical practice as part of the broader magico-religious complexes in which they were mostly interested. This may have something to do with the fact that many early commentators had medical training, especially in psychiatry. Psychiatrist and anthropologist W. H. R. Rivers (2001 [1924]), for instance, defines medicine as an approach that “regards disease as a phenomenon subject to natural laws”; medicine then differs from magic and religion in how disease is conceptualized and in the role the supernatural might play (2001 [1924]:4). Medicine as practice, then, involves efforts “to direct and control a specific group of natural phenomena” that negatively impact the individual’s “physical and social function” (4). Like many of his generation, he was influenced by the “natural/supernatural” ontological dichotomy, in which Indigenous medical knowledge was characterized as religious “belief” as much as or more than empirical knowledge, and treatment success was understood as mostly due to “faith and suggestion,” an idea that would later fluoresce with the concepts of symbolic healing and placebo. Nonetheless, he allows that within the context of a belief system there is an inherent rationality in that “modes of diagnosis and treatment follow more directly from their ideas concerning the causation of disease” (48).

Another early influence of relevance here is E. E. Evans-Pritchard (1976 [1937]), who engages with the idea that there is a material dimension to Azande sickness as well as a supernatural one. Every Azande disease diagnosed has its own treatment, he notes, “which in some cases has evidently been built up on experience and in other cases, though it is probably quite ineffectual, shows a logico-experimental element” (196). His characterization of the empirical nature of Azande medicine, however, emphasizes “trial-and-error … if one [medicine] does not alleviate pain they try another,” as if this is random and there is no empirical tradition informing the process of differential diagnosis and the selection of medicines to be used (196). Indeed, he defines “empirical behaviour” as based essentially on “common-sense” (229), although this is not defined. Following suit, other scholars also often reduce the nature of Indigenous empiricism to crass “trial and error.” But both Rivers and Evans-Pritchard were willing to engage with Indigenous knowledge as not based simply on belief and supernaturalism but also on “empirical elements” that have “real therapeutic value” (Evans-Pritchard (1976 [1937]:196). At some point beyond this, scholars begin to lose sight of these “empirical elements.”

The ambiguity regarding the nature of Indigenous therapeutics exhibited in the work of Rivers and Evans-Pritchard came to characterize most of the subsequent work in the pre-interpretive period in anthropology; is it a belief system or an empirical system? Scholars grapple with fundamental episte-mological and ontological issues, and even consistent, basic terminology eludes them. Paramount among these is Erwin Ackerknecht, a historian and ethnologist whose productive writings on “primitive medicine” dominated the field for decades. Ackerknecht’s (1942, 1943, 1945, 1946, 2016 [1968]) main interest in shamanism led him to consider the parallels between Indigenous medicine, psychiatric disorder, and associated psychotherapy, augmented by a functionalist interpretation that emphasized “primitive” medicine’s “social role … and holistic or unitarian character which [bio]medicine has lost in our society” (Ackerknecht 1946:468). This interpretation—bolstered later by psychologist Jerome Frank’s seminal work Persuasion and Healing (1961)—set the field down a path that has continued to this day, a path that highlights somewhat romantic and utopian views of non-Western societies—a kind of “primitivist” thinking (Lucas and Barrett 1995) that I would argue results in scholars largely missing the empirical basis of much Indigenous medicine.

Ackerknecht (1946:467) allows that “primitive people” understood “naturally caused diseases” and that they were both “rational” and “logical” in their medical thinking, based in part on “empirical premises.” Indeed, he even offers that the magical element of their thinking and medical practice could “cloak … a fundamentally rational therapeutic method” (1946:474). But the meaning of empiricism for Ackerknecht is unclear, as he notes that among the Masai, “the tradition-bound attitude of primitive medicine is in general unfavorable to the use of trial and error methods” (1946:477). Building from Evans-Pritchard’s (1976 [1937]:200) notion that the Azande “do not think very much about” how their medicines work, Ackerknecht (1946) uses the concept of “tradition” to account for “habitual knowledge” that determines “almost automatic acts” in which people “operate below the threshold of full consciousness” in identifying and treating sickness; such patterned responses to known disorders and situations simply do not require much deep reflection. Ackerknecht ultimately challenges the “myth of primitive empiricism” (1942:504) and “the myth of the overwhelmingly rational primitive medicine” (1946:481) created by scholars “putting aside consciously every magic and religious element” (1942:504). He sees primitive medicine as fundamentally based on magic and not as an “objective” (by which I assume he means scientific) acquisition of knowledge. He declares that “primitives actually know [little] about those diseases and treatments which might be regarded as natural and rational,” in part because their “medical beliefs [have] important social, if not medical, functions” (1946:486). Ackerknecht (489) concludes that while “primitive medicine” may be rational and logical within the context of a magico-religious system, it is not science because it lacks both experimentation and skepticism. “The primitive specialist,” he determines, “is trained for preservation of existing lore, not for new discoveries” (490). But we are left to wonder: Where does the “existing lore” come from, and is it hermetically sealed and incapable of expanding with new knowledge over time?

Ackerknecht’s (1945:428) influence was profound, especially in supporting the exploration by anthropologists of psychopathology. “Modern ethnographers,” he lamented, “are very often afraid of publishing observations and descriptions of purely pathological or therapeutical facts,” in part because of the complexity of the phenomena, and in part because their training does not lend them authority to comment on medical matters. Instead he encourages the exploration of “a host of sociological and psychological data in the field of primitive medicine.” While these fundamental ideas were not solely those of Ackerknecht, he certainly became their champion. Ari Kiev, a psychiatrist writing in 1962, shows, like many others, the influence of psychologist Jerome Frank (1961), which was making inroads in anthropology and other disciplines in the early 1960s. Kiev’s focus is on the psychotherapeutic aspects of “primitive medicine,” and while acknowledging the existence of a “medical system,” he argues that “there is little systematic organization of theories and practices” in most “food-gathering” societies (1962:25). Like Ackerknecht, Kiev accepts that “much of the success of ‘primitive medicine’ is attributable to the psychotherapeutic aspects.”

There are those who caution that a focus on psychotherapeutics may be selling Indigenous medicine short. Norman Scotch (1963) questions the common assumption that the “medicine of non-literate peoples” is closely similar to Western psychiatry, adding that proving the efficacy of the latter is itself highly problematic (1963:48). Horacio Fabrega Jr. (1971), another psychiatrist, writes that “in ethnomedical descriptions of illness features and illness classification, the moral, social, and interpersonal dimensions tend to be given principal emphasis” (1971:179), adding that the relationship between psychiatry and anthropology has colored the latter’s focus in “ethnomedical” studies. This has led to viewing medical problems primarily in terms of “culturally patterned sociopsychological happenings,” which has “tended to obscure the influences that biological components have on (culturally defined) illnesses” (1971:186).

A few other contrasting voices in this era resist the idea of Indigenous medicine as inherently psychotherapeutic and nonempirical. J. M. Cooper (1935:370), for instance, argues that “primitive culture” is largely based on rational, even scientific thinking. Sol Tax (1950) equates rational thinking found in Indigenous societies with the scientific method and the elicitation of truth about the natural world. Charles Erasmus (1952) argues that “folk beliefs” could be based at least in part on processes of inductive reasoning, the essence of empiricism, and that the “curer’s … results are an empirical demonstration that his methods, as well as the theories and explanations on which they are based, are in general valid though not infallible” (424). William Laughlin (1963:116) writes that “primitive medicine contains a storehouse of empirical knowledge. Embedded in its variegated corpus of techniques, procedures and beliefs,” he explains, “are many strands of pragmatic approaches, comparative tests and effective treatments for the restoration and maintenance of well-being in the human organism.” Other scholars, such as Robin Horton (1967a, 1967b), Peter Morley (1978), George Foster (1976, 1984a), and George Peter Murdock (1980), allow that Indigenous knowledge and medicine have an empirical, rational, even sciencelike aspect that recognizes the role of the “natural” world. As Murdock (1980:3) argues, “primitive medicine … [has a] substantial component of sound, pragmatic knowledge.”

But the emergence of the defined field of ethnomedicine within anthropology shifts the emphasis away from the “natural,” material, and physiological aspects of sickness, priming the field for the emergence of symbolic approaches. Charles Hughes (1968:99), for instance, defines the field as “those beliefs and practices which are the products of indigenous cultural development and are not explicitly derived from the conceptual framework of modern medicine,” a definition still being circulated decades later (e.g., Rubel and Haas 1996). Ethnomedicine “treats illness and illness behavior as a cultural category” (Colson and Selby 1974:246), emphasizing beliefs about sickness, etiology, and treatment rather than empirical knowledge, with the focus squarely on “ethno-psychiatry and non-western psychotherapeutic procedures” (248). Rubel and Haas (1996:117) point out that researchers tend to avoid studying scourges such as infant diarrhea or schistosomiasis in favor of “concepts, prevention, and curing of folk diseases or diseases with psychiatric implications.”

The tenacious hold of the psychotherapeutic paradigm leads ultimately to the development of symbolic healing as a framework to understand what is going on in Indigenous therapeutics. While the early scholars sought to understand in what ways Indigenous medicine was or was not logical, rational, and empirical, especially in comparison to science, the symbolic and interpretive turns result in a dramatic shift toward meaning as experientially and subjectively understood, with little engagement with the material and empirical aspects of medical knowledge systems among Indigenous peoples. Victor Turner (1975:159), a scholarly pioneer in this area, suggests that “tribal” medicine involves “the mobilization of efficacy through symbolic action for restoring internal integrity to the patient and order to his community … here, health represents a restoration of wholeness both to the person and group” (159). Conceptualizing Indigenous medical treatment as a “rite,” Turner places it firmly within the sphere of the symbolic and sidesteps issues of empiricism and pragmatism in the understanding of effectiveness.

Daniel Moerman (1983) and James Dow (1986) subsequently emerge as the central figures in the anthropology of symbolic healing. Both seem to start from the premise that there is nothing “real” going in Indigenous medical treatment in the material or physiological sense separate from the patient’s symbolic mobilization toward efficacy as Turner (1975) details it. Moerman (1979, 1983:157) focuses his exploration on the idea of “general medical therapy,” otherwise known as placebo, to argue that “the form of medical treatment as well as its content can be effective.” “Meaning mends,” he argues. “Study meaning and we learn about mending” (165). Further, “the construction of healing symbols is healing” (1979:66; emphasis in original). Dow (1986), like Moerman (and both were influenced by Jerome Frank), works from the premise that there are important and similar psychological processes common to Western psychotherapy and religious and shamanic healing; therefore, he logically focuses on understanding the psychological mechanisms by which these forms of treatment work to improve the lot of the patient. “Symbols affect the mind,” he argues, “which in turn affects the body” (59). Neither Moerman nor Dow pays significant attention to the medical, physiological, or material aspects of sickness, and even the admission that, for instance, “native American” treatment includes “rational techniques” such as pharmacologically active drugs from plants, as Moerman (1979:60) suggests, does not change the interpretation that in Indigenous medicine, “It seems equally clear … that neither native practitioners nor patients saw drugs as a more vital (life-sustaining) portion of the healing process than song and dance.”

Certainly, Moerman and Dow are not alone in their focus on therapeutic symbols and their role in psychotherapeutic-like forms of healing (e.g., Harwood 1987 [1977]; Glik 1988; Sullivan 1993). In my own work on the therapeutic uses of Indigenous spirituality in Canadian federal penitentiaries (Waldram 1997), I too invoke the psychotherapeutic value of symbolic healing, and like the others, I cite processes such as meaning-making, suggestion, and catharsis to explain its effectiveness. The issue is not if there are symbolic aspects to therapeutic processes; of course there are. The issue is: Have we, as scholars of the therapeutic process, been blinded to those aspects that invoke a rational, logical, empirical engagement with the world—especially one in which “supernatural” as well as “natural” forces are active—in favor of “song and dance?”

Mark Nichter (1991) castigates the field of ethnomedicine for its simplistic characterizations and assumptions designed largely to force a distinction with biomedicine, a critique that holds also for symbolic healing. These problematic characterizations include “that traditional systems of ethnomedicine are circular in their reasoning; are consensual and complacent; rely little on experimentation; and entail no critical thinking,” whereas “biomedicine, in contrast, is presented as logical and self-correcting through the deployment of standardized replicable procedures which test for the falsification of hypotheses” (Nichter 1991:139). Nichter (1991) further suggests that the impetus for this simplistic understanding of Indigenous medicine is to define an alternative utopian medical system that positively accentuates those aspects highlighted by critics as unfavorable characteristics of biomedicine, including the idea that in ethnomedicine there is a rich, meaningful relationship between practitioner and patient, with excellent communication, all couched within shared cultural models, despite little anthropological evidence in support. The idea that within ethnomedical systems some problems are actually medicalized, or that within biomedicine “cultural sensitivity” and open communication are indeed possible, simply is not entertained in much of the research.

Several leading scholars are identified at the core of the interpretive or phenomenological turn in medical anthropology, including Allan Young (1976a, 1976b, 1981, 1982, 1983), Arthur Kleinman (1980), and Byron Good (1994). Unlike many others writing at the time, Young is willing to entertain the idea of Indigenous empiricism in medicine, a fact that is somewhat lost by his continued referral to Indigenous medical knowledge as “beliefs.” Whether Indigenous peoples can be seen to have a “medical belief system” (Young 1976b) or a “traditional medical culture” (Young 1983), approaches that emphasize cultural and symbolic aspects, as opposed to simply a “medical system,” which references local epistemological and ontological understanding, remains unclear from his work. Young does not explain what he means by “beliefs,” unfortunately, but his willingness to admit that there is empiricism to Indigenous medicine suggests that he thinks “beliefs,” rather than being “false” in the scientific sense, are really knowledge taken at face value to be true by virtue of tradition rather than personal experience. Plausibility, rather than scientific-like proof, is the standard for evaluation. Traditional medical systems “make plausible explanations when they are needed,” he explains, and “provide empirical proofs in support of these explanations” (Young 1976a:12). While such thinking is certainly teleological, it provides the mechanism that integrates knowledge and experience into a “medical system.”

Young’s work is one of the best developments of the issues of efficacy or effectiveness of traditional forms of medicine, including the acceptance of phenomenological proofs (1976b). He writes, for instance, that “people maintain their medical traditions because they affect undesirable biological states in expected ways, and because they are effective ways for dealing with disruptive events that cannot be allowed to persist” (1976a:5). Here Young is straddling the line between the symbologists, who tend to see Indigenous medicine in terms of repairing ruptures in social relations, and the approach that I take here, that Indigenous medicine must be understood to also engage with biological or physiological processes regardless of how these are understood.

Arthur Kleinman (1980) emphasizes the role of interpretation of sickness by both practitioner and patient, and, like others before him, reinforces stereotypes regarding Indigenous medicine as holistic and meaning-centered, with practitioners sharing the same worldview (among themselves and with their patients) and focused on treating “illness,” in contrast to biomedicine’s singular and reductionist goal to cure disease (Kleinman and Sung 1979). Indigenous medicine in this framework remains largely symbolic and cultural: “The indigenous practitioner usually (but not always) is exceptionally well poised to maximize psychosocial and cultural treatment of the illness,” Kleinman and Sung (1979:24) determine, and “contrariwise, he may not be competent to effectively control severe, acute diseases.” Byron Good (1994), in turn, presents a strong critique of viewing cultural others’ medical knowledge as “beliefs” in need of correcting when they are seemingly irrational or contradicted by science; such beliefs, he suggests, often seen as closely linked to religion, tend to be interpreted symbolically rather than empirically. “In medical anthropology,” he writes, “analysis of ‘beliefs’ is most prominent in cultural accounts of those disorders (such as infectious diseases) for which biological theories have greatest authority, and least prominent for those forms of illness (for example, psychotherapy) for which biological explanations are most open to challenge” (20). Good rails against the use of biomedical science and its related nosological system and practices as standards for comparison with traditional knowledge, yet surprisingly, he adds that some people “have mistaken notions about disease,” suggesting that a comparative standard external to those knowledge systems (that is, science) is in play. The challenge for scholars, he declares, is “to fashion an epistemologically coherent position, one which makes sense of the claims of human biology and medicine and still acknowledges the validity of local knowledge in matters of sickness and suffering” (1994:63). We can do so, he says importantly, if we focus on “the formative practices of health care systems, rather than on beliefs and behaviors associated with given diseases” (175). However, we cannot entertain such practices until we understand the broader local medical knowledge system through understanding the local knowledge of diseases (or disorders or pathology). As Good suggests (176), within medical anthropology, “symbolic forms and interpretive practices” are typically the focus of analyses of medical knowledge, whereas the “empirical world,” understood as “found within human experience,” is more elusive.

The shift toward an interpretive or meaning-centered perspective of Indigenous medicine does little more than pay lip service to material and empirical knowledge, yet again presenting a view of Indigenous medicine, knowledge, and peoples more generally as cultural and symbolic essentialists, holistic, and nondualists, in contradistinction to Westerners and their science. “Not for them the seductive Cartesian division between body and mind,” declares Charles Hughes (1996:136). But it is the thesis of the holistic Indigenous medical system that proves to be seductive. Critical-interpretive medical anthropology (Lock and Scheper-Hughes 1996; Scheper-Hughes and Lock 1987), an offshoot of the work of scholars like Kleinman and Good, while contributing significantly to cultural analyses of biomedicine, characterizes non-Western societies and their knowledges in problematic ways, in part because of their focus on critiquing biomedicine itself (which is also essentialized in this critique; see Montgomery 2006) and, by extension, using the knowledges of traditional or non-Western peoples as a straw system comparator. Such critiques argue that biomedicine and science are not the standards by which things Indigenous should be assessed, and yet very frequently a generalized, stereotyped, and essentialized Indigenous knowledge is presented, sometimes subtly and other times not, to hammer away at biomedicine.

The target of the critical-interpretive critique is typically those who suggest that scientific medicine is a culture-free knowledge system built upon a rational understanding of the material world generated by an infallible methodology. This is especially evident in Lock and Scheper-Hughes’s discussion of Cartesian or mind–body dualism, which they suggest contributes to the
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