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ABSTRACT
THE WOMEN OF IQBAL STREET:
POPULAR MODELS OF HEALTH AND ILLNESS

By

Janice Louise Eickmeier

Laypeople, especially women, provide the bulk of
health care world-wide, yet lay perspectives and beliefs
about health and illness have seldom been incorporated
into the planning of primary health-care programs. This
dissertation is an attempt to explore the perspectives of
sixteen, urban, middle-class Pakistani women living on
Igbal Street in Lahore, Pakistan. The concept of cultural
models was used to describe and analyze the women’s
beliefs. Because real world conditions as well as
perceptions shape therapeutic behavior, the beliefs and
behaviors of the women of Igbal Street were analyzed
within the setting of contemporary urban Pakistan. Health
conditions, medical resources, and governmental policy on
health were discussed.

The focus of this dissertation has been on
preventive behavior and common illnesses. Khasara
(measles), dust (diarrhea), pechish (dysentery), and
malaria were discussed at length. Taking proper
precautions regarding appropriate diet, environmental

cleanliness, and ethical living, were important for the



maintenance of health. Incorporation was a hallmark of
the women’s models of health and illness; elements were
drawn from a number of medical traditions. Humoral theory
about heat and coldness was a central organizing
principle. Many preventive and therapeutic strategies
date back to classic Unani and Ayurvedic texts.

Allopathic medicines, if not concepts, have been
incorporated into their models. The women have a
basically flexible and pragmatic approach in their search
for therapy. They appear to evaluate effectiveness on the
basis of remedies and healers rather than by system and
they use the medical resources available to them to piece

together medical care for theif families.
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CHAPTER I

POPULAR HEALTH CARE MODELS
Introduction

In its effort to provide "Health for All by the
Year 2000", the World Health Organization has called for a
shift in priority away from hospital-based, tertiary care
to community-based, primary health care. With this shift
came the recognition that, to make primary health care
universally accessible, "maximum community and individual
self-reliance for health development is essential" (Levin
1981:179-80). Participation by laypeople is now deemed to
be their "right and duty" (WHO Chronicle 1983:134).
However, there has often been ignorance of and failure to
incorporate the lay perspective into these programs. This
failure has been suggested as one reason that the
practical applications of primary health-care programs
have remained "woefully inadequate" (Bloom 1985:7).

If this new health initiative is to succeed, the
beliefs and motivations that shape lay health behavior
must be understood by those who plan primary health-care
programs. As the role of beliefs and motivations is being

reexamined in light of this new health initiative, it is
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becoming clear that laypeople, especially laywomen, play a
central role in maintaining the health of their families
and in providing the majority of health care. The health-
seeking process is initiated within the family when family
members evaluate the symptoms of the illness, identify it,
and give it cultural significance. Once the illness has
been evaluated and identified, appropriate sick roles are
sanctioned and therapies can be determined. The
advantages of home treatment are clear; both labeling and
treatment come from the same set of beliefs, so
misunderstandings about therapies are rare (Kleinman
1980:51-52; Litman 1974:495; Chrisman 1981:24).

The majority of symptoms are never treated by
medical professionals; the medical system would be swamped
if they were (Dean 1983:23). Most people, 70% to 90% of
those who are sick or injured at any given time, have
their sicknesses and injuries managed outside of the
formal health-care system (Kleinman, Eisenberg, and Good
1978:251-54) . The remaining 10% to 30% seek help from a
biomedical practitioner or a health-care facility
(Chrisman 1981:22). In those cases of illness that
require healers, decisions that shape the choice of healer
and evaluate the treatments usually are made within the

family (Kleinman 1980:51-52; Litman 1974:505).
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But until recently, few studies have been done on
lay contributions to health care. Physicians have often
neglected family involvement in health care. By and
large, they have been unaware that the family is a potent
source of health care. Those who were aware of lay
contributions to health condemned them as "misinformed and
dangerous" (Levin, Katz and Holst 1976:3,9). The facts
that lay health activities are the responsibility of women
and that those tasks are so mundane have also lead to this
neglect (Levin 1981:177). The contribution that women
make to health has often been trivialized and denied
(Butter 1983:25).

Anthropologists also tended to avoid studies of
mundane health-care activities. They have focused instead
on more dramatic healing traditions (Kleinman 1980:51).
The "mystical" and "psychological" dimensions of
ethnomedical data were emphasized at the expense of more
technical information about health (Comaroff 1978:249).

Now, lay health care is receiving more attention
from both the biomedical establishment and
anthropologists. It is increasingly being recognized as
an important constituent of total health resources and an
essential constituent of primary health-care programs
(Levin, Katz, and Holst 1976:3). This reevaluation of

primary health care has led in turn to a reevaluation of
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the role women play as health-care providers (WHO
Chronicle 1983:134). Anthropologists are showing more
concern with how laypeople evaluate therapies (Nichter
1978,1980,1985) and with the conditions that shape and
constrain choice of therapy (Young 1981a). Investigations
of lay beliefs and folk models of illness (Price
1985,1987) and the complexity of lay medical knowledge
(Young 1981a,1981b) have been carried out.

This study aims to provide a better understanding
of laywomen’s health beliefs and behaviors in the context
of urban Pakistan through a combination of micro- and
macro-analysis. A description and analysis of the women’s
beliefs about a number of common problems and their
evaluation and use of the medical resources available to
them comprise the micro-analysis chapters. A description
and analysis of the wider medical and social setting in
which their beliefs and behaviors occur comprise the
macro-analysis chapters.

My primary concern with beliefs is in the tradition
of what is known as "micro-analysis." Micro-analysis
consists of "studies of illness perception, disease
occurrence, diagnosis, prevention, therapeutic effects....
(Janzen 1978:121). Micro-analysis is often associated
with the work of Kleinman (1980) and Good (1977), which

deals with individual experience of illness and with the
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5
beliefs that guide health-care choices. Concerned with
how the individual and family members perceive, label, and
manage illness, micro-analysis deals with cultural rather
than social determinants of health (Kleinman, Eisenberg,
and Good 1978:254).

Social scientists associated with macro-analysis
focus on the social context of illness rather than the
individual’s experience of it. Frankenberg (1980), Young
(1982) , Navarro (1984), and Elling (1981) have studied
those social, economic, and political factors that
determine the distribution of illness and access to health
care. Researchers allied with this position have
criticized micro-analysis for restricting concern to the
individual and to medical solutions (Young 1982:269;
Frankenberg 1980:199; Navarro 1984:472).

According to its critics, micro-analysis
establishes "the primacy of the individual and his values,
motives, dispositions, and perceptions" (Young 1982:260).
It is criticized for assuming that beliefs alone determine
therapeutic approach and for overlooking the social
factors that determine the structure of the medical
system, the pattern of disease, and the available medical
options (Ibid.:269). Overly medical solutions are also
criticized for ignoring the poverty, crowded housing, and

inadequate food and water that are the prime determinants
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of much ill health worldwide. In macro-analysis,
political and social change, not medical solutions, is
considered to be the answer to these problems (Benyoussef
and Christian 1977:402; Navarro 1984:472; Elling 1981:98).

Some of the anthropologists affiliated with the
macro-approach see the relationship between micro- and
macro-analysis as antagonistic (Young 1982:279). Others
see the relationship as complementary; macro-analysis is
necessary to overcome the handicaps of micro-analysis
(Janzen 1978:124; Young 1982:279; Frankenberg 1980:205).
What they call for is an analysis of social and political
factors in addition to, not instead of, an analysis of
values and ideas. What they require is that local custom
be situated in the context of local social structural
process (Frankenberg 1980:205). This is the approach used
in this study.

The rest of this chapter will serve as an
introduction to lay or, as it is referred to by Kleinman
(1980) , popular health care. A more detailed discussion
of lay health beliefs and behaviors dealing with issues
such as the various kinds of medical knowledge, lay
medical models, and the limitations of predicting behavior
from beliefs will follow. Nonideational factors will also
be discussed in order to give a fuller picture of how lay

health beliefs and strategies are shaped by context.






Popular Health Care

Kleinman defines popular health care as:

...a matrix containing several levels: individuals,
family, social network, and community beliefs and
activities. It is the lay, non-professional, non-
specialist popular culture arena in which illness is
defined and health care activities initiated
(1980:50) .

According to Kickbusch and Hatch, it includes:

...unorganized health activities and health-

related decision-making by individuals, families,
neighbors, friends, colleagues at work, etc; it
encompasses self-medication, self-treatment, social
support in illness, first aid in a ’‘natural setting’,
i.e. the normal social context of people’s everyday
lives (1983:4).

Good defines popular medicine as the medicine of
the people and of the home. It provides a language with
which people can express their experiences with illness.
Ideas, models, expectations, and norms that guide the
response to illness made by the patient, his family, and
community are found within the popular realm (1977:30).

The popular health sector holds the most central
and important position in Kleinman’s model of local health
care systems. This model consists of three overlapping
sectors--popular, professional, and folk. The
professional sector includes specialists from

professionalized medical systems like biomedicine and
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8
Unani (traditional Arabic or Islamic medicine). The folk
sector is comprised of nonprofessional, nonbureaucratic
specialists and includes diverse components from both
sacred and secular realms (Kleinman 1980:51-59). The
largest of the three sectors, the popular health sector,
is where most decisions about health care are made.
Contrary to common belief, it is laypeople, not
professionals, who determine whom to consult, when to
comply, and whether they are satisfied with therapy
(Ibid.:51-52).

Kleinman states that the internal structure of
local health care systems is the same cross-culturally
(1980: 51). However, the actual content of popular health
beliefs is unique to the culture in which it is found and
reflects the same forces that shaped the entire health-
care system. General technological level influences the
kinds of health problems encountered and shapes the
possible responses to them. Economic factors influence
the standard of living, the disease profile, and the
people’s access to adequate nutrition and health care.
Political and social factors determine which medical
resources are available and which of them receives
official support (Polunin 1976:122-26; Taylor 1976:289;
Nichter 1980:225). These factors will be discussed in more

detail in Chapters II and III.
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Popular health care is a "ubiquitous and integral
part of societies throughout the world" (Parker et al.
1979:3). Figures from Asia vary greatly, are somewhat
different from the global figures, and should be used with
some caution. As one intervention in the whole course of
treatment, the incidence of care given in the popular
sector is 20% in Nepal, 42%-45% in Karnataka State, India,
and 93% in Taiwan (Parker et al. 1979:9; Nichter 1978:39;
Kleinman 1980:183). Figures for exclusive use are lower:
16% in Nepal, 34% in Karnataka State, and 73% in Taiwan
(Parker et al. 1979:9; Kleinman 1980:183).

Parker et al. attribute the low rate of reported
popular health care in India and Nepal to possible
underreporting of dietary modifications. They note that
their respondents primarily reported the use of specific
medicinal agents. They conjectured that dietary and other
lifestyle modifications were infrequently reported because
these activities were such common parts of everyday life
(1979:23-24).

However, the low figures from India and Nepal may
be a result of the survey methods used to collect these
data. In neither case was self-care the focus of the
study. Figures in some cases were based on subsamples
(Parker et al. 1979:7), and in other cases they were

estimated or extrapolated from other data (Nichter
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1978:39). The figures from Taiwan were based on long
interviews with family members about family-based care.
Data were collected on all reported illnesses over the
preceding month and on all steps taken to treat them
(Kleinman 1980:180-81). Had comparable data been
collected from India and Nepal, figures there would
probably have been higher.

Popular knowledge about health is not equally
distributed within the population. The usual repositories
of popular knowledge are those who have special respon-
sibilities of nurturing--mothers and older women (Kosa and
Robertson 1975:61). The adult female is most often the
provider of health care for her family. She is the
central agent of care and cure, the one responsible for
health and nutrition matters, and the main source of
comfort and assistance (Litman 1974:505).

Many of the health-care activities defined as
primary are within the domain of women’s normal
activities. Women are responsible for teaching sound
health practices to their children. They play an
important role in maintaining health and preventing
illness. Women are in charge of the family’s food intake
and nutrition. They attempt to provide a clean

environment and to teach personal hygiene. The main
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providers of maternal and child care are women, and it is
primarily they who decide when treatment is needed (Bender
1983:7; Butter 1983:25).

Treatment of illness is the most obvious function
of the popular health-care sector. Treatment includes the
management of illness from its initial identification to
the evaluation of the therapies used to heal it. Kleinman
contends that there are "universal clinical activities"
that occur in all treatment of illness, whatever the
sector (1980:71). The activities, which he defines as
core clinical functions, include constructing illness,
establishing the general criteria to guide health seeking
and treatment evaluation, managing a particular illness
episode, healing activities per se, and managing
therapeutic outcome (Ibid.:71-72). The sum, he says, of
core clinical functions is healing (1978a:87).

There is a vast array of home remedies ranging from
first aid to a "nice hot cup of tea" (Levin and Idler
1981:75). Home treatments in India commonly include diet,
special foods, local herbs, indigenous medicines, both in
traditional and contemporary forms, use of allopathic
drugs, and symbolic interventions, including charms,
prayer, and healing rituals (Beals 1976:189; Freed and
Freed 1979). Diet is the mainstay of home treatment,

since many illnesses are thought to result from dietary
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imbalance. Dietary manipulation includes such things as
diet changes to balance hot and cold foods, giving easily
digestible foods to the patient, and giving foods that
have specific effects on specific problems (Kleinman
1980:185-186, Nichter 1980:226-27).

Most of the problems treated at home are minor
illnesses and injuries, problems that are usually minimal,
self-limiting, and readily normalized. Since most minor
illnesses are self-limiting, most remedies used to treat
them are perceived to be effective (Kleinman 1980:51,182-
83; Kleinman 1984:142; Levin and Idler 1981:74-76). Levin
and Idler note though, that care at home may be what makes
the minor sicknesses and injuries self-limiting. Prompt
attention may prevent further complications (1981:76).

Sometimes it becomes obvious that more than just
home treatment is needed. Decisions about the appropriate
course of treatment and type of practitioner to visit need
to be made, and these decisions are negotiated largely
within the family. Laypeople decide whom to consult, when
to comply with the healer’s suggestion, and whether the
care given was effective (Litman 1974:501; Dean 1983:22;
Kleinman 1980:50; Worsley 1982:333). Women are most
likely to decide if outside help is needed (Pizurki et al.
1987:13). The final therapeutic strategy may reflect the
ideas of the family’s senior females rather than those of

the patient (Kleinman 1980:197; Beals 1976:197).
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To the more obvious function of treatment must be
added the less studied, but perhaps more important,
function of prevention. 1In fact, Kleinman states that the
popular health-care sector is more occupied with health
and health maintenance than with sickness (1980:53). But
preventive aspects have often been overlooked by
researchers. In the past, anthropologists have focused
almost exclusively on the curative aspects of medicine
(Levin and Idler 1981:68; Dunn 1976:137: Nichter 1985:34).

One reason prevention has been overlooked is that
many preventive measures so are commonplace. Another is
that some early researchers believed that peasant fatalism
precluded prevention (Parker et al. 1979:23-24; Hughes
1963; Colson 1971:1-2). When anthropologists did study
prevention, they often dealt only with latent functions
that a given behavior might have (Hughes 1963).

However, Colson found that prevention of illness
was an "explicit and active" concern of the people in
Kelola, the Malay village that he studied (1971:128) He
studied those behaviors that people in the community
defined as having the express function of preventing
undesirable health states (Ibid.:2). Colson found that
the people employed a wide range of behavior, from taking
home remedies and using talismans for protection from

spirits to obeying Quranic injunctions about proper
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behavior, for the purpose of maintaining health and
preventing illness. Colson concluded that, " (1) peasant
groups do not, by definition, display low degrees of
concern with the prevention of illness; and (2) fatalism
does not preclude an elaboration of preventive behavior"

(Ibid.:128).

lay Health Belijef and Behavior

Laypeople are concerned with what anthropologists
have called illness. In this scheme, elaborated by
Kleinman, Eisenberg, and Good (1978), illness is
contrasted with disease. Illness is defined in a variety
of ways. In its most basic definition, it is what the
patient suffers. It "represents personal, interpersonal
and cultural reactions to disease or discomfort"
(Ibid.:252). Another definition states that illness
refers to the "psychological experience and meaning of
perceived disease" (Kleinman 1980:72).

Illness is a cultural construct, an explanatory
model, that can only be understood in the specific context
in which it occurs. Kleinman states that constructing
illness from the personal, social, and cultural responses
to disease is one of the earliest and most fundamental
tasks of a medical system (Ibid.:77). Illness terms are

part of a semantic network, a "network of words,
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situations, symptoms and feelings which are associated
with an illness and give it meaning for the sufferer"
(Good 1977:39). Implicit in the illness label is a set of
beliefs about how the patient and the problem should be
evaluated and how the course of treatment should be chosen
(Kleinman 1978b:76).

Disease is what physicians diagnose and treat. It
refers to abnormalities in the structure and function of
body organs and systems (Kleinman, Eisenberg, and Good
1978:252) or, as Kleinman states, "a malfunctioning of
biological and/or psychological processes" (Kleinman
1980:72). Disease is seen as the primary malfunction upon
which the personal and social responses, illness, are
based (Ibid.).

There are problems with the definition of disease.
Kleinman, Eisenberg, and Good state that, "Neither disease
nor illness should be regarded as entities. Both concepts
are explanatory models...." (1978:252). Yet Kleinman also
appears to consider disease to be an entity. "Disease
commonly has a typical course and characteristic features
that are independent of setting" (Kleinman 1980:77). So,
as opposed to culturally specific illness, Kleinman sees
disease as universal.

This definition of disease as a universal entity
and the belief that it represents quantifiable

abnormalities and maladaption has been criticized by Hahn
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for implying the existence of an "empirical assessment,
free from value judgement" with which to judge if an
illness is legitimate or not (1984:17). The assumption is
that biomedicine is the only form of medicine capable of
such empirical assessment. This puts the patient’s
experience of illness in a secondary position.
Ascertaining the biological basis of illness appears to be
the criterion for legitimization by biomedical
practitioners (Kleinman, Eisenberg, and Good 1978:251-52).
Thus, according to Kleinman, it is possible to have
disease without illness, such as in the case of massive
trauma (although this implies that the initial trauma is
all there is to the episode and overlooks the personal and
social reactions to the outcome of and recuperation from
that trauma), but illness in the absence of disease, such
as in the case of hypochondria, is considered to be an
"abuse of the sick role" (1980:74).

The legitimation of lay perceptions is a more
important issue than the debate over the existence of
disease as an entity, at least for the purposes of this
study. As the term is commonly defined in biomedicine,
disease can exist as a universal biological event. There
exist pathogens that cause much the same constellation of
signs in all susceptible humans. But viral pathogens form

only one point in the spectrum of human suffering, and
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even these universal entities are influenced by culture as
soon as a specific human in a specific culture is
infected.

It is possible to take issue with Kleinman’s
statement that disease has a course and characteristic
features independent of setting (1980:77). Socio-cultural
factors that determine health and nutritional status can
affect the severity of the symptoms experienced. The same
pathogen that causes fever and blistering rash in Lansing
causes those symptoms in Lahore. But in Lansing it is
measles, until recently a relatively mild inconvenience of
childhood; while in Lahore, khasara is a serious
childhood illness that kills many children.

Laypeople suffer from dis-ease. They are the ones
who perceive and evaluate the initial warning signs that
something is wrong, that something is out of balance, and
that misfortune has befallen them. Whatever the cause of
this dis-ease, be it fever from a viral pathogen or guilt
over a broken moral code, it is the sufferer’s perspective
that is central to understanding the models she constructs

and the therapeutic options she chooses.

Popular Models
Studying lay health beliefs is important not only
for the cultural insights they provide but also for the

effect they have on health behaviors. Understanding lay
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theories of etiology and ethnophysiology gives a better
understanding of how various remedies and healers are
evaluated and used (Nichter 1980:232; 1985:25-26).
According to Young, discovering the ideational basis of
health-care choices is the best way to explain the
observable patterns of treatment choice (1981a:5).
Understanding these beliefs and perceptions has value then
for both anthropology and public health programs (Nichter
1980:231).

The organization of cultural knowledge and the way
it relates to action has been a concern of cognitive
scientists from many fields (Holland and Quinn 1987:viii).
One way this organization has been conceptualized is as a
model. Kleinman’s explanatory model (1980) is an example
well known to medical anthropologists. A number of other
terms, such as conceptual systems (Nichter 1987), semantic
network (Good 1977), cultural (Quinn and Holland 1987;
Keesing 1987), and folk models (Price 1985, D’Andrade
1987), have been used to describe this knowledge.

Kleinman’s explanatory model has many parallels
with the models discussed below. However, his insistence
that an explanatory model is "marshalled in response to a
particular illness" and his clear distinction between
explanatory models and general health beliefs that "exist

independent of and prior to a given episode of sickness"
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(1980:106) make its application to the study of general
health beliefs, such as those elicited for this study,
problematic. For the study of these more general health
beliefs, cultural and folk models, as described by Quinn
and Holland, Keesing, and others, offer good insight on
how people think and behave. They are useful even though
all the complex relations between verbal statements,
models, and action have not yet been worked out.

As will be stated more fully below, models
described by informants are fragmentary and only loosely
organized. Verbal statements can serve many functions and
are made in response to how the informant assesses the
specific situation in which her statements are elicited.
The truthful description of one’s beliefs may not be the
primary goal (Quinn and Holland 1987:7; Holy and Stuchlik
1981:22). Young notes that the theorized knowledge that
is used to make up explanatory models is only one of
several kinds of knowledge, serves only one of several
functions related to an illness episode, and so is not a
full representation of a person’s medical knowledge (Young
1981a:326-27).

A number of terms have been used in the literature
to describe verbal statements about cultural knowledge.
Among them are notions, conceptions, and ideas (Holy and

Stuchlik 1981:16). I have used the term belief. However,
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the use of the term belief does not imply that they are
concrete representations of a totally conscious creed.
Nor, as Giddens states, can all knowledge be expressed in
"propositional beliefs" (Giddens 1984:337). As used here,
belief is as described by Young (198l1a) and Quinn and
Holland (1987): a multifunctional statement that only
partially represents a person’s total cultural knowledge.

It cannot be assumed that cultural models
translate "simply and directly" into behavior (Quinn and
Holland 1987:6). What cultural models do is "frame
experience, supplying interpretations of that experience
and inferences about it, and goals for action" (Ibid.).
For example, Nichter states that the hot-cold conceptual
system provides a framework "which sets conditions for
action but which does not determine action" (1987:377).
Since they are frameworks for interpretation rather than a
set of rules, cultural models allow for flexibility,
choice, and negotiated realities (Keesing 1987:372).

Given that cultural models elicited from verbal
statements are incomplete and tap only one kind of medical
knowledge, it is not surprising that a "strictly
deterministic rule of action" has not been formulated
(Holy and Stuchlik 1981:25). Discourse about action is
only a fragment of people’s knowledge about why they do

what they do. People have a continuing "theoretical
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understanding” of their actions that cannot be equated
with their ability to specify reasons for action (Giddens
1984:5-6) .

Giddens states that:

Human agents or actors...have, as an inherent aspect
of that they do, the capacity to understand what they
do while they do it. The reflexive capacities of the
human actor are characteristically involved in a
continuous manner with the flow of day-to-day conduct
in the contexts of social activity. But reflexivity
operates only partly on a discursive level. What
agents know about what they do, and why they do it--
their knowledgeability as agents--is largely carried
out in practical consciousness. Practical
consciousness consists of all the things which actors
know tacitly about how to "go on" in the contexts of
social life without being able to give them direct
discursive expression (1984:xxii-xxiii).

Cultural models are not the only influences on
behavior (Quinn and Holland 1987:6). "Operational
contingencies" (Nichter 1987: 377) and "real world
conditions" (Young 1981a:178), such as cost,
accessibility, time demands and resource availability,
also influence behavior. Still, while not strictly
deterministic, cultural models do relate to behavior in
complex and powerful ways (Quinn and Holland 1987:6).

In the following discussion, the term cultural
model will be used to conform to current usage (Quinn and
Holland 1987; Keesing 1987). After the review, however,
the term popular model will be use to refer to lay health

beliefs. This is done to distinguish the general beliefs
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discussed here from notions about particular illness
episodes required by Kleinman’s explanatory model. The
term cultural model, which is currently preferred over the
term folk model, does not specify whose model it is, lay
or expert. Because of the confusion over the term folk
(Press 1980), the term folk model will not be used.
Instead the term popular model will be used here to
identify beliefs held by those who make up the popular
sector of Kleinman’s local health-care system.

Cultural models are

presupposed, taken-for-granted models of the world
that are widely shared (although not necessarily to
the exclusion of other, alternative models) by the
members of a society and play an enormous role in
their understanding of that world and their behavior
in it (Quinn and Holland 1987:4).

Keesing describes cultural models as comprising the
realm of (culturally constructed) common sense. They
serve the pragmatic purposes of explaining the tangible,
the experiential, and the probable. Rather than
considering them to be a representation of a cognitive
structure, Keesing considers cultural models to be a set
of operating strategies that provide short-cuts,
paradigms, and idealizations for using cultural knowledge.
These strategies work well enough for everyday life
without needing to fit into a single coherent system of

knowledge (Ibid.:380).
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While it is possible to identify domains of
cultural knowledge such as marriage, kinship, or illness
(Price 1985:53), it is difficult to isolate the continuum
of cultural knowledge in discrete domains (Hutchins
1980:8) . Comaroff states that "it is becoming
increasingly difficult to sustain the view that ‘medical
facts’ constitute a ‘natural system’ which may defensibly
be bounded and excised from the total context...
(1981:367). Instead, conceptions of illness and cure are
embedded in larger frameworks (Worsley 1982:326).

For example, cultural models of illness intersect
with those of social relations and religion to explain how
and why someone falls ill (Price 1985:54). The network
that exists between these separate domains allows the
linkage of illness terms such as "heart distress" to ideas
about "the problematics of female sexuality" and
"oppression in daily life" (Good 1977:41). These semantic
networks define what illness means for the sufferer (Ibid.
1977:39) and according to Kleinman, generate explanatory
models (1980:106).

A "thematicity" seems to pervade cultural
knowledge. According to Quinn and Holland, this results
from a small number of "general-purpose" cultural models
being incorporated into other models (1987:11). The hot-

cold model is an example of this. "Reference to hot and
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cold is polysemous and made in a number of contexts...."
It is used to describe such things as the quality of
seasons, environmental conditions, and personality
characteristics as well as states of health and illness
(Nichter 1987: 377).

Giddens distinguishes practical from discursive
consciousness. Discursive consciousness is what actors
are able to say about the conditions of their own action
(1984:374), whereas practical consciousness refers to what
actors know but cannot discursively express (Ibid.:375).
The line between them is not rigid but fluctuating and
permeable, "both in the experience of an individual agent
and as regards comparisons between actors in different
contexts of social activity" (Ibid.:4). The position of
this line is influenced by socialization and altered by
learning experiences (Ibid.:4,7). The consequences of
this on cultural models are numerous: there is individual
variation in how well individuals can express models,
models of different domains are differentially accessible
for expression, models are largely tacit, and they are
loosely organized.

Cultural knowledge is not evenly distributed among
the members of a culture. Difference in social position
or social role make for different models (Holy and

Stuchlik 1981:18). It could be expected that those whose
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social role determines that they deal with a particular
domain of knowledge would have a more developed model than
those who do not need to deal with that domain. Not only
is there individual variation in the cognitive content of
cultural models, but there is variability in an
individual’s ability to discuss those models because of
difference in verbal ability, self-assurance, and previous
experience thinking about or discussing the topic (Young
1981b:322).

Knowledge used to solve problems is more available
for introspection and is more readily put into words than
other more routine knowledge (Quinn and Holland 1987:8).
Illness is a problem, and knowledge about illness appears
to be easily accessible. According to Price, because the
task of coping with illness falls heavily on women, they
have a need for knowledge about how to respond to
different illnesses (1987:313). Conversations about
illness are an important source of the raw material from
which women construct their models (Price 1985:56). Women
have most of these conversations, and the stories they
tell have a problem-solving value because they transmit
useful technical knowledge about remedies and healers and
encode information about causation and appropriate

behavior when someone is ill (Price 1987:313-14).
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Models of common illness may be especially
accessible because they are dealt with more frequently.
Young notes that though spectacular illnesses have
received more anthropo-logical interest, meaningful
statements about choice are more likely from more mundane
illnesses (1981a:5). Nichter points out that those who
are at risk of illness due to constitutional
vulnerability, or to temporary states of illness and
physiological processes, "reproduce cultural knowledge for
the populace through public displays and public
discourse..."(1987:378). Those at risk due to temporary
illness or physiological processes--small children,
pregnant and lactating women--present a very common array
of illnesses and physiological states that need to be
dealt with frequently. Models about these illnesses and
physiological states would be more accessible than models
for less-common illnesses.

This differential accessibility to different models
may account for the underreporting of certain self-care
activities, such as dietary and lifestyle modifications
noted by Parker et al. (1979) in Nepal and of home
remedies noted by Price in Ecuador. Price states that one
explanation could be that home remedies were less valued
than remedies from specialists and so received less

attention (1987:340). Another explanation is that as
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routinized day-to-day activities, information about them
is carried in the practical consciousness and is not
easily accessible for discussion (Giddens 1984:xxiii).

Cultural models are widely shared, so that a good
deal of information related to the model does not have to
be made explicit to other members of the culture. They do
not explicitly think about or refer to many facets of
their models (Price 1985:51). This is because once
learned, cultural models become something one "sees with,
but seldom what one sees" (Hutchins 1980:12). Much of of
the knowledge that makes up cultural models remains in the
practical consciousness (Giddens 1984:4).

Outsiders must infer much about a cultural model
because nowhere is it fully stated (Price 1985:51).
Models presented to them are incomplete and fragmentary.
And it is probably beyond the ability of the average
layperson to give a full picture of this intersubjectively
shared knowledge. Young states that the analytical
thought that this description would require is not a
characteristic of what he describes as "everyday"
thinking. Problem-solving rather than consistency of
thought is the aim of "everyday" thinkers (1976:9).

Thus, much of the cultural knowledge that people
share is unscrutinized and often takes the form of "common

sense knowledge and customary behavior for which there
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seem to be no reasonable alternatives" (Young 1981b:324).
Cultural models embed ideas about "what is" and "what it
means," so that interpretations based on these models seem
"wholly natural--a matter of course" (Quinn and Holland
1987:11) or obvious (D’Andrade 1987:113). This lack of
conscious reflection leads to models that are not globally
consistent in the way that expert models strive to be (Kay
1987:76) .

According to Giddens, commonsense knowledge is
formulated in a "fragmentary, dislocated way." Much of
the day-to-day talk among lay members of all societies is
based on knowledge that is "disparate or left unexamined"
(1984:92). Cultural models based on this commonsense
knowledge are "probabilistic and partial" (Keesing
1987:378), "incomplete, and not entirely internally
consistent" (Lutz 1987:302).

These tacit, fragmentary, unexamined cultural
models allow flexibility in how the elements contained
within are used. "The individual has considerable freedom
to disassociate, recombine, invoke, or ignore particular
elements from occasion to occasion" (Young 1981b:326).
Cultural models "hold sway in a realm in which exceptions
prove rules and contradictions live happily together"
(Keesing 1987:374). This flexibility and tolerance for
contradiction has a major impact on health-seeking

behavior.
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Health Seeking

It is important to recall two important things
about cultural models and health-seeking activities:
cultural models do not translate directly into action nor
are they its only determinant. In general, health-seeking
activities are flexible and pragmatic (Worsley 1982:333).
Decisions are aimed at cure, not at validating a medical
theory (Kleinman 1980:103; Gould 1957:515; Madan
1969:1481). However, instrumental efficacy, Comaroff
cautions, is also not the only reason for choice of
therapy (1978:249). Nichter suggests that affirming ties
to tradition is one reason educated and urban Indians make
use of traditional cures (1978:42). Popular models of
illness contain information on perceived severity, cause,
and likelihood of cure that shapes health-seeking
behavior. The flexibility of those models allows for a
variety of medical choices. But real world conditions
also act to direct and restrict those choices.

The flexibility of popular models allows people to
draw on medical knowledge from a variety of sources to
form their own personal synthesis (Morinis and Brilliant
1981:355). The resulting blend may seem bizarre to a
biomedically trained physician, but it offers a number of
treatment options for the layperson (Kleinman 1980:93). It
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