RELIGIC}? u%@CINE

confemporary perspectives

€difed by ROBIN M. WRIGHT



Cover images 2016, Shutterstock.com

Kendall Hunt

publishing company

www.kendallhunt.com
Send all inquiries to:
4050 Westmark Drive
Dubuque, IA 52004-1840

Copyright © 2014, 2016 by Kendall Hunt Publishing Company

ISBN 978-1-4652-9543-9

All rights reserved. No part of this publication may be reproduced, stored in
a retrieval system, or transmitted, in any form or by any means, electronic,
mechanical, photocopying, recording, or otherwise, without the prior written
permission of the copyright owner.



Introduction

This anthology developed from a critique of the relations between
contemporary Western biomedicine and local healing traditions. Many local
traditions are in danger of being forgotten, not transmitted, or are discredited
by orthodox biomedicine. At best, most local traditions have survived as
fragmented pieces of once greater totalities. Everywhere, Western
biomedicine has occupied spaces that were once the domains of local
specialists.

These local specialists, individuals or in groups, were quite
important moral and spiritual guides as well as healers. Now, they are
dwindling in number, struggling to retain the important position and
respect they once enjoyed in their communities. Several recent publications
on shamanisms of Amazonia and Siberia (Buyandelger, 2013; Kopenawa
& Albert, 2013; Rubinstein, 2012; Wright, 2013) have brought to
light the lives, struggles, and spiritual experiences of these
extraordinary individuals, dispelling the exotic aura surrounding tribal
peoples in these relatively isolated places.

The contributions in this anthology are woven together out of
the experience and knowledge of their authors. Several chapters seek to
go beyond mere descriptive ethnography by engaging important
theoretical discussions of performance, aesthetics, personhood, soul, and
life-forces. Native exegeses provide meaningful statements by specialists of
‘the unseen world’, the ‘other worlds’ of beneficent or malevolent spirits.

Shamanism, even with its innumerable local wvariants, displays
many commonalities around the globe. This collection dedicates
considerable space and reflection on the beliefs and practices of
traditional healing specialists in native societies of Amazonia, Malaysia and
Central Asia. What do these traditions share in the way of historical
consciousness (cosmic history as well as more recent histories of
struggles with nation states or religious organizations)? How do
traditions turn into powerful tools for managing the events of history,
for example, through the chants that remember the ancestors and their
courage in escaping colonial domination and its diseases?
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With the historical and, in some cases, contemporary repression of these
beliefs and practices by missionaries and churches, native peoples have done
the best they could to safeguard their traditions. For local tribes, often small
in population, or peoples with hybrid traditions, changes in the spiritual
elements of these traditions have left original practices barely visible. One
clear example of this can be seen in the ‘ayahuasca’ religions of South
America; another, Bon shamanism in Asia.

It is very often the case that local communities of indigenous peoples
positively evaluate Western biomedicine because it has proven effective in
emergencies (broken bones, any number of accidental hazards and
contagious diseases). Unfortunately, colonial domination has been
accompanied by devaluation, if not outright destruction, of
native practitioners, considered as ‘frauds’, ‘insane’ or ‘quacks’,
associated only with the negative side of ‘magic’. Many age-old
traditions have been thoroughly stamped out because of the deep-
seated racism that has accompanied colonial conquest.

In the 1960s and ‘70s, indigenous shamanisms attracted the attention of
younger generations in Western societies with the publication of
Carlos Castaneda’s adventures with the Yaqui shaman Don Juan, and
other popular writings on Native American priests and medicine people.
With Western society’s long-term quest for spiritual authenticity
(Znamemski, 2007), would-be ‘indigenous’ spokespeople began circulating
messages supposedly based on ‘true teachings of the elders.’

Throughout the ‘New Age’, self-made ‘shamans’ gained the popularity of
gurus in North America, Europe, and Latin America. Both the ‘core’
shamanism developed by Michael Harner, and the neo-shamanic ‘churches’
offered legitimate  opportunities for trying out revised and
decontextualized ‘traditional’ healing practices, without a native shaman
necessarily present. A new shamanic consciousness has emerged to attend a
public in globalized contexts. This consciousness, especially attentive to the
‘plant spirit’ shamanism characteristic of ayahuasca churches, has attracted
spiritual seekers from all over the world. Controlled eclecticism seems to be
a way of integrating diversity, grounded in the experiential knowledge of
a ‘non-ordinary reality’. Neo-shamanic groups use a potpourri of
shamanic instruments and wardrobe to create their self-image: sacred

symbols from the Hopi, the Lakota, ceramic bowls from the Shipibo, Andean
and Amazonian spirit animal power (the condor, the anaconda, the jaguar).
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Core and neo-shamanic practice differ greatly from traditional worldviews
which are based on an all-inclusive animism. In animistic worldviews,

virtually everything in the universe is believed to have a spirit in some way
connected to the material world. Spirits are among the principal agents in
the world for giving and taking away sickness. The difference
becomes evident when we understand in depth the entire range of
beliefs and practices of a native peoples developed over centuries, if not
millenia, and contrast these with the images developed by neo-shamanism.

The other traditions in this anthology represent a selection from the
great religious cultures of Asia and the Americas. For all these cultures,
there exists (in some cases, used to exist) an ancient body of knowledge
codified in key texts carefully guarded by the keepers of this wisdom and
transmitted across generations to ‘schools’ of apprentices.
Among the Maya of Central America, the knowledge of plants and
their curative powers entails an understanding of the interrelations
among physical elements and spiritual balance pervading cosmology,
cosmogony, and daily life. Herbalists and other specialists continue
to be widely known and respected in their communities.

Mayan understanding of long and short-term cycles of time
was of major importance to their sense of place in a dynamic cosmos.
With the attention the global public showered onto the 2012
doomsday prophecy, however, Mayan cosmology became easy prey for
mercenaries of the ‘New Age’. Numerous self-declared ‘spiritual
leaders’ sprang up during the period of wvigil but just as quickly,
these false Iluminaries disappeared when their ‘prophetic’ statements
failed to concretize. It must be remembered that the bulk of Mayan
medicinal knowledge was contained in hundreds of painted books
called codices produced by Mayan scribes over many centuries.
Nearly all of those books were destroyed in huge bonfires by the
Franciscan missionaries. What survived the holocaust was kept in the
memories of the priests and priestesses, day-keepers and diviners, who
guard much of that knowledge until the present day.

Ancient medicinal knowledge remembered by the present-day Mayan

specialists bears resemblance in important ways to Traditional Chinese



Medicine (TCM). Beginning with the shared notion of cyclic, cosmic balance
that both affects and reflects earthly conditions, in both traditions, healing
seeks to restore the patient’s physical, metaphysical, and social worlds by
correcting the imbalance that is the root of all illness.

Notions of ‘vital principles’ or ‘life forces’ are at the core of cosmologies
in many traditional societies. The notion of O’o/ among the Maya, the ideally
balanced state of the soul in relation to life circumstances; Prana, or the
universal life-force among Hindu Ayurvedics; Chi (or Qf) and yin-yang in
Chinese philosophy all have in common a life-power flowing throughout the
cosmos. All traditions refer to animating forces that constantly have to be
kept in balance and regulated by high-level shaman-priests. Such forces
connect living humans with non-human entities each of which has its special
powers.

Some of the world’s most ancient medical knowledge is found in the
ancient Hindu Vedas, the basis for the Ayurvedic tradition, today a
globalized form of healing; the Tibetan Buddhist Gyu-dzshi tradition, also
known as “The Four Tantras” grounded in the dynamic force of the 3
elements (body, energy and mind) which must be maintained in balance in
order for there to be health.

The healing rites of Christianity (most especially, anointments), and the
qawalli devotional music of the Sufi Chishti Order show that religion
and health have everything to do with the experience of recovering self-
identity in relation to a transcendent deity. The experience of the
Sacred Self (Csordas, 1994) as a loving yet overwhelming deity marks
both religious traditions. Health in both cases combines a sense of self-
control, release from external pressures, and the search for the ideal Self.

It is well-known that, prior to the advent of ‘modern Western
biomedicine’ with its powerful pharmaceutical industries, most people of the
world used the traditional methods mentioned above, or other non-chemical
and non-invasive forms of therapy that have been collectively designated
as naturopathy, homeopathy, and plant medicine. These terms cover a
wide range of nature-based practices: nutrition, natural aromas,
sensing the condition of the body by non-invasive methods,
and especially the use of plants, herbs, oils and ointments.

Naturopaths believe in the spiritual and vitalistic healing power of nature



claiming absolute reliance upon the cosmic forces of man’s nature. Plants
and herbs are considered not only the source of remedies, but are intimately
linked to spiritual health of the planet as well. Native Hawaiian traditions
treat plants as relatives, as can be seen in the recent film Numen, the Life of
Plants, that begins by tracing all life-forms on earth to the early plant life of
the primordial seas.

By the end of the 19th Century, Western biomedicine had begun to
be a dominant force in healthcare. With its philosophical grounding in
Cartesian rationalism, the Body was irreparably distinguished from Mind/
Spirit. One could no longer speak of spiritual healing, because that would
defy science’s search for the material ‘laws’ of the cosmos, and
biomedicine’s search for the operative principles of the Body with its
thoroughgoing mechanistic viewpoint.

Western biomedicine’s claims to the validity of its procedures are based
on the superiority of its technology for showing a precise picture of the body
and its functions, and its aggressively invasive procedures, i.e., surgeries, for
inserting replacement parts when one of the body’s systems has broken
down, worn out, or is otherwise defective. Coupled with the global
political power of modern medical associations and their lobbies, as well as
greater funding for cutting-edge research in  biomedical schools,
naturopathy lost ground and was discarded for its ‘non-scientific’
techniques. This devaluing of naturopathy has had mixed results, for if, on the
one hand, it eliminated the more questionable naturopathic treatments (e.g.,
placebo-like  ‘elixirs’), it also contributed to the rejection of potentially
health-restoring plants and to the utter de-spiritualization of man’s relation to
nature. We might think of modern Western biomedicine as the
antithesis of the harmonious relations with natural forces, life-forces and
vitalism that are at the core of naturopathy and all other forms of traditional
medicine.

With the growing recognition that biomedicine is far from being
an infallible approach to healing, many discontented patients have been led
back to exploring the potentials of natural medicine. Given the disastrous
results  of environmentally destructive development of the world’s
resources since the beginning of the Industrial Age, nature spiritualities
likewise have been making a dramatic comeback. Western biomedicine
has been forced to change its immaculate, public image in favor of a
cautious inclusion of ‘alternative’, or ‘non-conventional’ forms of healthcare.
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More and more professionals are open to exploring the potentials of
“Integrative Medicine.” Nature religions have been most effective in their
efforts to heal the contemporary spiritual malaise due to the historically-

specific ‘disconnect’ between Western societies and the natural world.
With Nature Religions, of the kinds discussed in  Taylor’s
pioneering work, Dark Green Religions (2009), the relations of
religion and healing imply far more than curing individuals, or an
individual’s relation to the deities. Inthe present circumstances, these
relations have acquired a deeper sense of becoming more responsible
stewards of the earth, revitalizing the world and its peoples,
rejuvenating the spiritual health of whole peoples and their habitats. The
examples included in this anthology are of Hawaiian natives and Native
North  Americans  who  have  actively  promoted recovering
environmentally damaged ecosystems.

One of the insidious aspects of the pharmaceutical industry’s quest for
developing new remedies has been its exploitation of indigenous knowledge,
producing over-the-counter remedies that, for example, reduce obesity
(America’s number one health problem) and stimulate high energy. Plants
that have been cared for successfully by native peoples for millenia because
they were fundamental to the people’s way of life, are now over-exploited
for the benefit of non-native societies and their profit-making industries.
Native peoples’ roles as guardians and stewards of the earth have been
eroded to such an extent that international human rights and
environmentalist organizations now focus on promoting and enforcing
rigorous standards to protect indigenous knowledge, traditional ecological
knowledge (TEK), and intellectual property rights (IP). These discussions
lie at the heart of contemporary debates and very likely will have an effect
on the direction that Western medicine and associated industries will take
in the future.






Religion, Medicine and Healing:
Contemporary Perspectives

Syllabus

l. Instructor and Teaching Assistant for the
course

Professor Robin M. Wright; Vickie Machado

Il. Course Website

Students are held responsible for all materials and related information posted
on the course website. The required E-textbook for the course, titled
Religion, Medicine, and Healing — Contemporary Perspectives
(Kendallhunt, 2014) contains all of the reading material for the course. All
assignments and grades, as well as announcements, will be posted on the
course website.

lll. Course description

The focus of this course is on healers and healing practices in
various religious traditions around the globe. The most important
themes we shall discuss are:

~ the ‘efficacy’ of religious symbols for the healing process; cross-

» cultural notions of the body, of pain, and healing; embodiment

» of healing powers by religious specialists;

» ritual healing performances and their meanings;

» the importance of sound, sonic imagery, and music to healing
processes;
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» the relations of healing practices to cosmology, metaphysics,
and sacred narratives;

» the transformations of self and meaning that emerge during or from a
cure.

» Intellectual Property Rights (esp. healing knowledge) of
indigenous societies.

The healing traditions we shall study, by ethnic groups, religions, or
geographical regions, are the following:

» Indigenous shamanisms of the Americas and urban mestizos of Latin
America;

» Asian, Eurasian, and Southeast Asian shamanisms;

» Buddhism, Hinduism, Taoism, Sufism;

» Judaism and Christianity;

» Naturopathy and Nature Religions.

IV. Course Structure and Readings

All Readings are reprinted in the E-anthology for the course (Kendallhunt,
2016); some are available also via links to websites. The sequence of
Modules begins with a discussion of theoretical and empirical questions
that connect Medicine and Healing Traditions with Religion. Western
biomedicine is a specific approach to healing that in general gives little
credence to non-Western spiritual matters, non-Cartesian philosophies,
non-Aristotelian metaphysics. By contrast, non-Western and local
traditions derive their efficacy from beliefs in the existence of multiple
souls, interaction with non-human spirits, and specialists who have obtained
their knowledge and power through religious experiences.

Module 2 presents a selection from the vast array of shamanic healing
practices developed by indigenous Amazonia and Asia. In traditional
contexts, sickness-giving spirits, soul-loss, and sorcery are among the most
important explanations given for illness. In their rituals, the shamans perform
their journey to the Other World, or make contacts with the spirit world.
These performances are in themselves highly structured events, musical and
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poetic, the goal of which is to return the sick person’s soul, or part of it to
the sick person’s body. In urban shamanism, spirits have a different
connotation altogether, having to do with ethnic, cultural, and individual
identities. This has produced a re-inventing of shamanic practices to make
them more appropriate to the urban contexts.

Modules 3 — 7 take us on a panoramic and historic journey to several of
the best-known, non-Western healing traditions where there are open
connections between religious belief and medicinal practice. This is fully
understandable once we learn the extent to which the notions of ‘body’,
‘soul’, ‘illness’ and ‘health’ are intertwined in their cosmologies,
metaphysics, and ontologies.

The clearest associations amongst all elements can be seen in cultures
with highly-developed medical systems that are intimately tied to the deities,
extensive pharmacologies and ecological knowledge, and above all, a clear
notion of a divine ‘life-force’ or ‘vital principle’ - and ‘balance’ that must be
maintained with one’s surroundings, as well as between one’s inner self and
external environment. In order for there to be healthy communities, such
conditions of balance must prevail. We can see this especially well not only
in Mayan and Traditional Chinese Medicine, but also in the ancient
“Four Tantras” traditions of Buddhism. The Medicine Buddha’s
extensive knowledge of the natural elements and their properties, the
combinations of minerals and plants in complex remedies, were developed
in the 4" Century CE. The Ayurvedic Tradition of Medicine, associated with
Hinduism, follows Buddhism in its teachings that disease is the result of
excess, and that the “Middle Way” is the path to maintaining good
health. We also take a brief glimpse at the varieties of “religious
sicknesses”, that is, syndromes associated with conversion, from the
testimonials of Charismatic Catholics relating their possession by
demons, to the ecstatic Sufi healing dance and devotional tradition called
gawalli .

The use of herbal remedies was a predominant form of treating illness
until the 1920s and ‘30s, when Western Biomedicine assumed a claim
over the field in such a way that any lingering ‘ancient knowledge’,
‘folk knowledge’, popular healer’s knowledge, or even spirituality,
were purged from the dominant biomedicine-technology model.
Since then, that model has demonstrated that it has its strengths
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and its weaknesses. It seems to be a common opinion today that the
ideal paradigm is one based on “Integrative” Medicine which does not
close its doors to ‘alternative’, ‘non-conventional’ forms of medicine, but
rather, adopts a cautious approach to inclusion.

The international recognition of the rights of indigenous peoples to keep
their medicinal knowledge intact stands in stark contrast with its actual
rapid disappearance. Recovering and/or re-vitalizing traditional knowledge
and practice is thus vital to the indigenous side of the issues.

In Western culture, there is a syndrome called the ‘“disconnect
with nature”. The phrase refers to the barriers the West has constructed
historically, separating us from non-Western societies by symbolic
and political domination, massive alterations of the natural environment,
and a blind trust in the future of high technology. In light of this, there is
an overwhelming need to know, recover, and where possible live the
healing experiences of traditional peoples. All who are engaged in this
endeavor ultimately stand to gain from the exchange.

V. Course objectives:

Students who successfully complete this course will be well-versed in the
following aspects of Medicine that are not usually studied in standard
courses:

» Phenomenological studies of experiences of sickness and
healing; contrasting approaches to sickness and healing among both
traditional and non-traditional peoples;

» ‘Aesthetic’ aspects of healing: the importance of the religious
imagination in representing pain, the notion of ‘soul-loss’;
synaesthesia, ethnopoetics, sonic imagery; music and religion;
music and healing; relations of ethnomusicology and medical
anthropology;

» ‘Performance’: traditional healing relies on a wide variety of
performative aspects (e.g., dance and induction of altered
states of consciousness) that must be mastered by the healer
duringhis/her training; these aspects are crucial for shamanic traditions
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of ‘community healing in  which specialists embody
through performance the ancestral energy, or life-force, transmitting it
in their cures;

» Diversity in cultural meanings of sickness and healing (in cosmology,
cosmogony, ontology, eschatology); the category of the 'unknown’,
reversible ‘deaths’, and levels of ‘knowledge’ in curing; sources of
and access to, spiritual ‘power’;

» Plant spirit shamanism, ‘ayahuasca’ curanderos or ‘vegetalistas’ of
urban Latin America who seek through visionary experience a cure for
their clients; importance of sacred plants in healing rites; Mayan
herbalists;

» Healing as a process consisting of distinct phases; the relations
between categories of illness and modes of healing; ritual forms,
dietary restrictions, and preventive modes of protection against illness;

» The ‘embodiment’ of the sacred, in Western Pentecostal Christianity
and Charismatic Catholicism, and its importance to understanding
processes of healing;

» The relevance of the socio-political contexts in which non-
conventional healers work, their relation to ‘dominant structures’ of
scientific expertise; economic, political power.

VI. The Readings (all Readings are in this
Anthology, unless otherwise specified):

+ Module 1: Theoretical and Methodological Approaches

s “What is Specific to Western Medicine?” by Arthur
Kleinman, In: Companion Encyclopedia of the History of Medicine,
Vol. 1, edited by W. F. Bynum and R. Porter, Routledge, 1993, pp.
15-23.

+ “Pain and Bodies” by Jean E. Jackson In: A Companion to

the Anthropology of the Body and Embodiment edited by Frances E.
Mascia- Lees, Wiley-Blackwell, 2011, pp. 370-387.
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4+ Module 2: Shamanisms of the World

2.1 Northwest Amazonia: shamanic knowledge and power to heal

% Ch. 2, Wright, R.M. "The Making of a Jaguar Shaman", In:
Mysteries of the Jaguar Shamans of the Northwest Amazon. 2013
U Nebraska Press.

2.2 Ayahuasca: sound and pattern medicine

% “The Symbolic Efficacy of Rituals: From Ritual to Performance”
by Esther Jean Langdon;

¢ “La Medicina: Ritual and Healing with Ayahuasca” by James
Taylor;

% Suggested Further Reading:
“Sound - Trance - Healing - The Sound and Pattern Medicine of the
Shipibo in the Amazon Lowlands of Peru” by Sabine Rittner, Music
Therapy Today, Vol. VIII (2), July 2007, pp. 196-235. (http://
musictherapyworld.net)

2.3 Shamanic performance in the Himalayas: feeling the presence of spirits

% “Presence” by Robert R. Desjarlais, In: The Performance of
Healing, edited by Carol Laderman and Marina Roseman, NY:
Routledge. 1996, pp. 143-164. (Reading on website)

% “The Man Chinni Exorcism Rite of Tamang Shamans” by
Larry G. Peters, Shaman’s Drum, No. 55, 2000, pp. 16-25.

2.4. Healing through Musical Performance

J

¢ "Poetics of Healing in Malay Shamanistic Performance", Carol
Laderman, In: Laderman and Roseman, 1996, pp. 115-141.
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2.5. New Age shamanisms: rekindling lost spiritual awareness.

% “Core and Neo-Shamanism” by Joan Townsend, In:

Shamanism: an encyclopedia of world beliefs, practices, and
culture, Mariko Namba Walter and Eva Jane Neumann Fridman,
eds., 2004, Volume 1, pp. 49-57.

+ Module 3: Life-force and Balance: Mutual Understanding
of Ancient Mayan & Chinese Medicinal Systems
s “Human Relations with the Cosmos in Mayan
and Chinese Medicine,” In: Wind in the Blood: Mayan
Healing and Chinese Medicine by Hernan Garcia, Antonio

Sierra, and Gilberto Balam, North Atlantic Books, 1999, pp.
1-20.

+ Module 4: Local Diversity vs State Centralization in Traditional
Tibetan Medical Systems

% “Tibetan Medicine Plurality” by Jan Salick, et al., Economic
Botany, Vol. 60, No. 3 (Autumn, 2006), pp. 227-253.

% Geoffrey Samuels — Civilized Shamans: Buddhism In Tibetan
Societies https://www.scribd.com/

document/216727610/81124806-Geoffrey-Samuels-Civilized-
Shamans

% John Myrdhin Reynolds. — “Ancient Tibetan Bonpo

Shamanism” http://www.holybooks.com/studies-tibetan-bon-
tradition/

¢ http://www.tibetanmedicine-edu.org/images/stories/pdf/
TibetanMedicineD1.pdf
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+ Module 5: Hindu Ayurvedic Medicine: Ancient Practice in a
Pluralistic and Globalized Setting

¢ “Indian Medicine?” by Dominik Wujastyk, In: Companion
Encyclopedia of the History of Medicine, Vol. 1, edited
by W. F. Bynum and R. Porter, Routledge, 1993, pp.
755-778.

¢ “Modern Practice of Ayureda and its Globalization” by Michaela
Lee.

+ Module 6: Charismatic Catholicism and Pentecostal Christianity
Healing

s “Imaginal Performance and Memory in Ritual Healing” by
Thomas J.Csordas, in The Performance of Healing
edited by Carol Laderman and Marina Roseman, NY: Routledge.
1996, pp. 91-113.

+ Module 7: Sufism. Healing in the Qawalli devotional tradition

*»“Unseen Power: Aesthetic Dimensions of Symbolic Healing in
Qawwuali” (text only) by James R. Newell, The Muslim World, Vol.
97, October 2007, pp. 640-656.

+ Module 8: Naturopathy & Herbal Medicine

*»“Naturopathy”, in Wikipedia: http://en.wikipedia.org/wiki/
Naturopathy

*»"Use of Herbal Medicines and Implications for Conventional Drug
Therapy Medical Sciences" Rivera JO, Loya AM and Ceballos R.
Alternative and Integrative Medicine. 2013, 2:6
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s “The Multiple Uses of Cannabis for Religious Purposes”, C. A.

Wright, paper presented at the 2011 Symposium on “Plants and
Healing”.

+ Module 9: Contemporary Nature Religions: Healing the Planet,
Revitalizing Ecosystems, Native and Western Medicines

% “Nature Religions in the U.S.”, by Catherine Albanese,
In: Encyclopedia of Religion and Nature, Bron Taylor,
editor. NY: Thoemmes Continuum, 2005, pp. 1175-1186.

¢ “Ecopsychology”, by Andy Fisher, Encyclopedia of Religion and
Nature, ibid.

s "Ecotherapy and Ecotopia” by Cathrien de Pater,
Encyclopedia of Religion and Nature, 1bid.

¢ "Dark Green Religion" by Bridgette O'Brien (excerpt from
Ph.D. thesis);

# Module 10: Protecting Traditional Medicinal Knowledge
% “Monopolizing Medicinal Methods: The Debate Over Patent

Rights for Indigenous Peoples” by Heather A. Sapp, In:

Temple Journal of Science, Technology & Environmental Law, Vol.
XXV, pp. 191-212.

T Module 11: Bibliographic Resources
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VIl. Expectations:

Our Responsibilities: To present a solid review of the subject matter.
The Instructor and Teaching Assistant are committed to helping you
understand the material. If you have any questions regarding course
materials, policies, grading, and technical problems, contact one of us ahead
of time. You are encouraged to ask questions through the course web page.

Your Responsibilities: To keep up with lectures, readings, films,
and submitting assignments BEFORE the due date. This is an online course,
and it is easy to fall behind, therefore you are encouraged to keep up
with the “Lecture Schedule” provided on the Resources tab. You are
expected to:

» Follow guidelines provided by the instructor: watch lectures, do the
assigned readings, watch films or other audiovisual material by the
assigned date;

» Submit assignments BEFORE the due date;

* Follow the honor code (see below). Remember: All written portions of
assignments are checked for plagiarism.
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VIl. Grading:

Midterm and Final Exam: The midterm exam will consist ofa combination
of question types: matching terms to definitions, multiple choice, and
short essays. The material to be covered by the midterm includes everything
from Day 1 of the course until mid-semester. Midterm exams will be
opened under the Assignments section, at 8 a.m. and closed by
midnight. The Final exam will be structured similarly to the Midterm,
and will cover all material from midterm until the last day of class. The
Final will be available at 8§ a.m. and due by midnight. Keep in mind that
exams are timed. Once you begin the exam, you will have 2 hours to
complete it. Both the Midterm and the Final exams will be evaluated for
possible plagiarism by the Turnitin tool.

Attendance: Requirements for class attendance and make-up exams,
assignments, and other work in this course are consistent with university
policies that can be found in the online catalog at:
https://catalog.ufl.edu/ugrad/current/regulations/info/attendance.aspx

Quizzes: There will be a total of six multiple-choice quizzes. You
will need to go to the Assignments tab on the date indicated on the
Lecture Schedule and take the quiz. The quiz questions will be posted
on the day before the quiz is to be taken. The quiz will open at 8 a.m. of
the following day and will close at midnight.

Extra Credit Essay: The wealth of material available for each topic
makes 1t impossible to cover all of the interesting questions that are
currently of great relevance to this course. Thus, for students
interested in researching and writing a 3-5 page paper, extra credit points
can be garnered (10 total) to add to your final grade.
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Grade calculations:
Midterm Exam: 100 points (25%)

Final Exam: 100 points (25%)

Quizzes (5 — each worth 20 points): 100 points (50%)
Total: 300 points (100%)
Extra Credit points: maximum total of 10 points

Final scores will not be rounded (i.e., 89.92% is not 90%).

Your grade will be based on the average of one midterm exam, one final
exam, and the five quizzes.

Grade Scale:
A:95-100
A-:90-94
B+: 87 -90
B: 83 - 86
B-: 80 - 82
C+:77-79
C:73-76
C-:70-72
D+: 67 - 69
D: 60 - 66
D-: 57 -59
E: below 57

* Note: A grade of C- is not a qualifying grade for major, minor, Gen Ed, or

College Basic distribution credit. For UF’s policies on grade points and

grading, see:
https://catalog.ufl.edu/ugrad/current/regulations/info/grades.aspx
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VIIl. Special Treatment

We do not offer any kind of special treatment, or adjust grades on
an individual basis. If you are having problems with the course material
or health related problems, please contact instructor as soon as
possible. Incompletes are strongly discouraged and will be given only
when students who have finished most of the assignments satisfactorily
cannot complete the final requirements due to unforeseen events. If this is the
case, students must arrange for the incomplete before the end of the
semester.

IX. Email Communication

All email correspondence to course instructors must be sent through
the course website using the Mail function. Correspondence regarding
the lecture, homework, and the overall course should be directed to
the instructor, or TA.

X. Academic Honesty and the Honor Code

Plagiarism or cheating: Students are expected to uphold the highest
standards of academic honesty and integrity. Students caught plagiarizing or
cheating will automatically receive a grade of zero on the assignment in
question and will fail the course. In addition, they will be reported to the
appropriate university authorities. Please keep in mind that plagiarism does
not consist only in copying verbatim someone else’s material and presenting
it as if it were yours. It also includes taking ideas (even paraphrased!) from
an author without according him/her proper recognition (through a footnote,
for instance). Other forms of cheating (particularly downloading material
from the Internet and presenting as if it were yours) will also be subject to
the same action. See: http://www.dso.ufl.edu/judicial/
honestybrochure.htmhttp://www.dso.ufl.edu for more information on UF
policies.
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Xl. Accommodations for Students with
Disabilities

Students requesting accommodation or special consideration must
first register with the Dean of Students Office. The Dean of Students Office
will provide documentation to the student who must then provide
this documentation to the instructor when requesting accommodation or
special consideration.

XIl. Student Evaluations

Students are expected to provide feedback on the quality of instruction in
this course based on 10 criteria. These evaluations are conducted online at
https://evaluations.ufl.edu. Evaluations are typically open during the last two
or three weeks of the semester, but students will be given specific times

when they are open. Summary results of these assessments are available to
students at https://evaluations.ufl.edu.
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Lecture and Assignments Schedule
REL 3098 /ANT 3930 — Religion,
Medicine, & Healing Course Schedule
— Summer A 2018

Module

Lecture Topics

Readings/Films

Quizzes, Papers, Exams

1. Introduction

Welcome from Instructor.
Introduction to Religion,
Medicine, and Healing

(Syllabus, online textbook,
online assignments, mechanics
of course and website
management

Introduction to Anthology

Key terms, definitions,
theoretical perspectives and
methodologies

(Contributions of medical
anthro., cultural relativism,
theory of performance, history of
healing traditions in the world.
What is holistic medicine?)

Kleinman (1997), What is
Specific to Western Medicine?

Medical science and
traditional healing: what is
pain?

(Cross-Cultural definitions of
health, illness, suffering, and
pain, especially, chronic and
inexplicable pain. What is
emphasized in healing traditions
and biomedicine for treating pain
issues?)

Jackson (2011), Pain and Bodies
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Religious Specialists

(Healing traditions throughout
the world, including
contemporary revitalizations;
training to be a healer; bodily
and spiritual transformations;
shamanisms, their relations to
herbalists, priests/-esses,
sorcerers, other health
specialists)

Wright, R. M. (2013),
Religious Specialists

Watch Film:
“The Science of Healing”

Quiz # 1: May 18

2. Shamanic Traditions, old
and new

Introduction to Module 2.
2.1. Northwest Amazonian
Shamans

(Focusing on healing processes
by indigenous jaguar shamans of
the Northwest Amazon, relations
to the cosmos, the spirit ‘keeper
of sicknesses’, soul and body, soul-
-loss and recovery, points of
sickness in the body)

Wright (2013), The Making of
a Jaguar Shaman

2.2. Amazonian ayahuasca
shamans and churches.

(Ayahuasca & healing:
indigenous use; the main
churches and their healing rites;
its potential, limitations and
risks)

Langdon (2014) Symbolic
Efficacy of Rituals

Taylor (2013) La Medicina...

Film: “Vine of the Soul”

Quiz # 2: May 25
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2.3. Bon Shamanism of
Nepal and Tibet

Desjarlais (1996), Presence

Peters (2000), The Man Chinni
Rite

Films: (Follow Instructions
on Module page)

“Fate of the Lhapa” & "Between
Two Worlds”

2.4. Healing through Musical

Performance

Roseman (1996), Temiar of
Malaysia

2.5. Neo--shamanism and

Core Shamanism

(Differentiation among core
shamanism, neo--
-shamanisms, and
traditional shamanisms of
indigenous peoples; the
growth of core shamanism)

Townsend (1999) Core
Shamanism and Neo-shamanism

Study: Comparative table

Quiz # 3: June 1

Extra Credit Paper
topics available on
website

3. Mayan Healing &
Traditional Chinese
Medicine

Traditional Mayan healing life-
force

Sastun and Acupuncture

Garcia et al. (1999), Chapter 1,
Wind in the Blood

Video: (follow instructions
on website): “Ix Chel Farms”
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Chinese Taoist Qi + Mayan 0’0l

Traditional Chinese Medicine
and Religions - 5 parts

Film:

“The Mystery of Chi” with Bill
Moyers

Review for Midterm

Take the Midterm on
June 8

4. Hindu Ayurvedic
medicine

The Tridosha system for
determining health; kinds
of treatment;

Globalization of Ayurveda

Dominik Wujastyk (1997), Indian
Medicine; Michala Lee, Modern
Practice of Ayurveda and Its
Globalization

Film: “Ayurveda: The Art of
Being”

5. Tibetan Buddhism

Tibetan Buddhist Medical
traditions: the Gyu-dzschi (4
Tantras)

Plurality in Tibetan Medicine

Salick (2006), Tibetan
Medicine Plurality

Film: “TheKnowledgeofHealing”

Quiz # 4:June 15

6. Healing in Judaism and
Christianity

Lecture Notes:
Healing in Judaism

& Christianity (Charismatic
Catholicism & Protestantism)

Thomas Csordas, Imaginal
Performance and Memory in
Ritual Healing;

Video:

“Healing and the Catholic
Charismatic Movement” (Holy
Spirit Healing Clinic)

7.The Qawalli Healing
Tradition in Sufism of
Islam

Islamic Sufi Qawalli Tradition

Chishti (1991), What is Health ?
& The Stations of the Soul
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Islamic Sufi Qawalli Tradition

Newell, Unseen Power:
Aesthetic Dimensions of
Symbolic Healing in Qawalli

8. Naturopathy

Naturopathy and
Herbal Medicine

(Antiquity of naturopathic
medicine; hydrotherapy, herbal
remedies, acupuncture,
nutrition, massage, & others.
Holistic medicine)

Alternative Medicines and
Therapies

“Naturopathy”;

“Feeding the Spirit”;

“The Amazing Health
Benefits..” (link on website);
“The multiple religious uses of
cannabis for healing
purposes”

Film:
“Numen. The Nature of Plants”

Extra Credit Paper Option
available on website

Quiz # 5: June 19

9. Healing the Planet

Traditions of Nature Religions

Albanese;
Fisher;

De Pater;
McGoldrick

Dark Green Religions

(recovering destroyed
ecosystems, towards a planetary
sacred narrative)

Videos: (links in anthology)
“Traditions of Nature Religions”;

“Voices of Green Fire;”

“A Voyage to Health;”

“Healing Totem Journey”

Course Survey: available
June 20

10. Traditional Healing
Knowledge and Intellectual
Property Rights

Indigenous Knowledge &
Property Rights

(Discussion of indigenous
peoples’ intellectual property
rights vis-a-vis the
pharmaceutical industry’s
powers; international
agreements to protect indigenous
peoples rights to land, resources,
medicinal herbs; violations)

Sapp (2006),
Monopolizing Medicinal
Methods;

All Extra Credit
papers due June 20

Review for Final Exam
Take the Final Exam

on: June 22

29



Contents

Module 1: Introduction
1.1 Introductory Outline (Lecture Notes 1)
% Kleinman: What Is Specific to Western Medicine
¢ Jackson: Chronic Pain
% Wright: Religious Specialists
Module 2: Shamanic Traditions of the World
Introduction to Module 2

2.1 Northwest Amazonian Shamans
% Wright, The Making of a Jaguar Shaman

22 Amazonian Ayahuasca Healers and Churches.

% Langdon: The Symbolic Efficacy of Rituals: From Ritual to

Performance

¢ Taylor: La Medicina: Ritual and Healing with Ayahuasca

% Comparative Table: Mestizo Shamans, Ayahuasca Churches,

Traditional Shamanisms Herbalists

2.3 Physical and Spiritual Transformations in Bon Shamanism of Nepal and

Tibet (Lecture Notes 1)

¢ Peters: The Man Chinni Exorcism Rite of Tamang Shamans

¢ Desjarlais, Robert R. Presence

30



2.4 Performance, Music, and Healing (Lecture Notes 1)
¢ Laderman, Carol. The Poetics of Healing in Malay Shamanistic
Performances
¢ Healing Sounds from Malaysian rainforest (Lecture Notes 2)
2.5. Neo-Shamanism and Core Shamanism (Lecture Notes 1)

+» Townsend Core shamanism and Neo-Shamanism

Module 3: Traditional Mayan Healing Life Force
Traditional Mayan Healing (Lecture Notes 1)
Chinese Taoist QI + Mayan O’ol (Lecture Notes)

Garcia: Wind in the Blood
Module 4: Tibetan Buddhism

Tibetan Buddhist Tradition (Lecture Notes 1)

Salick: Tibetan Medicine Plurality

Module 5: Hinduism: Ayurvedic Medicine
Ayurvedic Medicine pt 1 (Lecture Notes 1)
Ayurvedic Medicine pt 2 (Lecture Notes 2)
Wujastyk: Indian Medicine

Lee: Modern Practice of Ayurveda and its Globalization

31



Module 6: Charismatic Roman Catholics and Pentecostalists
Charismatic Catholics + Pentecostals (Lecture Notes 1)
Module 7: Islamic Sufi Healing
Chishti Sufism Qawalli Tradition 1 (Lecture Notes 1)
Chishti Sufism Qawalli Tradition 2 (Lecture Notes 2)
Newell: Unseen Power: Aesthetic Dimensions of Symbolic Healing
in Qawallt
Module 8: Naturopathy
Naturopathy—Healing from Plants (Lecture Notes 1)
Chris Wright: Cannabis (L: sativa, indica, ruderalis)

Module 9: Healing the Planet
Nature Religions: Healing the Earth and its Peoples (Lecture Notes 1)

Albanese: Nature Religion in the United States
Fisher: Ecopsychology
DePater: Ecotheraphy and Ecotopia
O’Brien: on Dark Green Religion
Module 10: Traditional Healing Knowledge and Intellectual Property Rights
Legal Issues and Debates: Indigenous Knowledge and ““ Property
Rights” (Lecture Notes 1)

Anderson: Indigenous/Traditional Knowledge & Intellectual Property

32



Sapp: Monopolizing Medicinal Methods: The Debate over Patent
Rights for Indigenous Peoples

Module 11: Bibliographies & Audio-visual Resources

33



Module 1: Introduction

1.1 Introductory Outline (Lecture Notes 1)

This course draws on a large array of cross-cultural sources, to
distinguish several features which appear to be shared by nearly
all social systems of healing.

These shared features include, among other things:

1.

2.

Categories by which illness is diagnosed;

Narrative structures that synthesize complaints into culturally meaningful
syndromes;

. Master metaphors, idioms, and other key symbolic forms that lead to the

construction of aetiological interpretations of pathology whichlegitimate
practical therapeutic actions;

. Healing specialists, their training and careers;

. Rhetorical strategies that healers deploy to move patients and families to

engage in therapeutic activities;

. And an immense variety and number of therapies, combining, almost

seamlessly, symbolic and practical operations.

* Much variety is apparent within the same society. More impressive
are the differences distinguishing the healing traditions of different
societies with distinct religious traditions.

» In this course, we shall consider both the great literate systems of
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traditional Chinese, Hindu, Christian, and Islamic medicine as well as
local healing activities of shamans and spirit mediums throughout the
world.

A key focus is: what is specific to Western medicine (biomedicine), in
contrast with other systems within our society and around the globe?
Arthur Kleinman, a medical anthropologist who has greatly influenced
the field of Medical Anthropology pointed to 3 general features: 1.
the primacy of its philosophical (epistemological and ontological)
commitments. 2. a specific corpus of knowledge and knowledge-
producers (practitioners, researchers, authors, teachers); 3. a culturally-
specific institutional structure.

What we are interested in complements Kleinman’s Research:
the relation between biomedicine and  local  traditions; and
we shall explore more in depth the content of each of
the local healing traditions studied. We begin by raising a
number of general questions for which different cultures have distinct
responses:

Critical Issues:

1. How do different cultures define pain? Dr. Jean Jackson’s article
opens the course with a theoretical reflection on the key
question of how different cultures understand the sources of pain?
Why and how do people “get pain” or “live lives of chronic pain” ?
We go further by asking: How can pain and/or the experience of
near fatal illness transform a person’s life spiritually?

2. Sickness and Disease — How do people ‘get sick’, prevent
themselves from getting sickness; what kinds of entities or
behavior are understood to be responsible for transmitting
sickness? What are
‘contagious diseases,” do all cultures have the idea of contagion?

3. Healing Processes, which are as diverse as there are distinct ways
of conceptualizing illness. The narrative of a person’s life-story will
often highlight the remembrances of pain and how it was important
to heal from sorrow at the loss of a beloved kin.
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e We know that sonic imagery, sound and music can have a
very important impact on a person’s well-being and healing.
Sounds of the forest, songs of the shaman during soul travel
to the spirit world, the gongs of the Tibetan lhapas, the rattles
and especially the drums. All these produce altered states
of consciousness that enable direct experience with the
great spirits and deities that heal or guard the keys to
powerful remedies.

e We know that in societies whose cosmologies are
profoundly animistic, spirits are in all places and the
idea of overstepping boundaries between spirit-people and
human beings can have grave consequences. Hence the
systems of tabus, food prohibitions, and fasting are highly
respected in traditional societies, just as we respect the
“doctor’s orders” to limit our activities to what the body
can withstand physically.

4.In many societies there is a notion of a ‘life-force’ that connects
the inner being of the Person with the outer surroundings
(environment) and one directly affects the other. How do
cosmological structures that define time, period of the day, month, or

year influence these life-principles and render a person more or less
vulnerable to sickness.

5. Health: what are the attributes of a ‘healthy’ person, ‘healthy’
society and its surroundings? In many cultures, these three
domains are inseparable, interconnected in such a way that one
cannot influence one without affecting the other two.

6. More generally, what can we learn from the local traditions that could
be of benefit to Biomedicine, and vice versa? How can local
traditions be revitalized in the cases of their near disappearance so
that they might regain the vital role they had for many centuries?
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Medical Anthropology vs. Religion and Healing:

Some Theoretical Issues (Kleinman, Romanucci-
Ross, Victor Turner)

One distinction scholars have found to be useful in differentiating healing
in traditional cultures is the following:

e In a personalistic system, illness is believed to be caused by the
intervention of a sensate agent which may be a supernatural
being (a deity or dead ancestor) or a human being with special
powers (a witch, sorcerer or shaman). The sick person’s illness is
considered to be a direct result of the malign influence of these
agents.

e In naturalistic causation, illness is explained in impersonal terms.
When the body is in balance with the natural environment, a state
of health prevails. However, when that balance is disturbed,
illness results. Often, people invoke both types of causation in
explaining an episode of illness, and treatment may entail two
corresponding types of therapy.

e According to personalistic theories of illness, illness may be linked
to transgressions of a moral and spiritual nature. If someone has
violated a social norm or breached a religious taboo, he or she may
invoke the wrath of a deity, and sickness—as a form of divine
punishment—may result.

e Possession by evil spirits is also thought to be a cause of illness in
many cultures. This may be due to inappropriate behavior on the
part of the patient—tfailure to carry out the proper rituals of
respect for a dead ancestor, for example—or it may be simply due to
bad luck.
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Sometimes, one person’s envy of another’s good fortune is believed to
exert a malign influence through the “evil eye,” which can result
inillness or other calamities. Witches and sorcerers are
malevolent human beings who manipulate secret rituals and
charms to bring calamity upon their enemies. Recovery from an
illness arising from personalistic causes usually involves the use of
ritual and symbolism, most often by practitioners who are specially
trained in these arts.

Naturalistic theories of disease causation tend to view health as a state
of harmony between a human being and his or her environment; when
this balance is upset, illness will result.

The Humoral System is a naturalistic approach to illness the roots of
which are over two thousand years old. Humoral concepts of
health and illness are widely found in India, southeast Asia, China,
and, in a somewhat different form, in Latin and South America.
Maintaining humoral balance involves attention to appropriate diet
and activity, including regulating one’s diet according to the seasons.
Illnesses may be categorized into those due to excess heat and those
due to excess cold. Treatment of an illness of overheat would involve
measures such as giving cooling foods and application of cool
compresses.

Medical Anthropology: Objectives and Scope

Arthur Kleinman, psychiatrist trained in anthropology focused his
research primarily on concepts of illness in Taiwan, but also
did comparative work. Kleinman (1980) redefined the goals of
medical anthropology: [Medical anthropology should] widen and
deepen non- biomedical cultural perspectives on health, sickness, and
health care.

Research should be framed in terms of ethno-medical orientation to
meaningful contexts of illness and health care.

Researchers should study the everyday context of health and sickness
in the popular sector (vs structural definitions of healthcare).

Study popular manifestations of health practices themselves in
culturally meaningful contexts.
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Another scholar, Romanucci-Ross (1991), defined medical
anthropology as concerned with descriptions and analyses of
medical systems which emerge from human attempts to survive
disease and surmount death;

Medical systems are conceptualized as social responses to illness
within a variety of world cultures.

It is NOT enough to demonstrate the inadequacy of the epistemology
underlying the biomedical framework. Should focus attention on
non- professional side of health field, especially its positive
adaptive features. [outside the clinic]

Study (1) medical thought and problem solving; (2)
“acculturation process” of healer and physician in diverse cultural
settings; and (3) social and cultural contexts of medicine.
Demonstrate how culture — human belief, knowledge, and action
—structures human experience of disease; affects the ways

in which both physicians and patients perceive and define illness; and
influences matrices of decision-making in subcultures attempting to
communicate about problems of health care.

In summary, the field of Medical anthropology is commonly
associated with ethno-medicine; bio-cultural and political studies
of health ecology; evaluation of health and medical-related
behaviors from both an emic and etic vantage point; [Emic =
actor’s point of view; Etic = external point of view]

While drawing on a wide variety of theoretical vantage points,
medical anthropologists have a common concern with the
relationship between culture, health, and illness.
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Shamanism, Ritual and Religion

Studies on shamanism and ritual have also been influential in
medical anthropology. Balikci’s (1963) account of shamanic
practices among Netsilik is one early example from a vast body of
work on shamanism. Previously, courses on “Primitive Curers”
focused on shamans, herbalists, midwives, and bone-setters, in a
broad spectrum of cultures throughout the world.

Symbolic Efficacy and Religious Studies

“Efficacy” - principal concern is with how healing works in cultural
and socio-historical contexts.

One of the most influential studies of ritual healing is
anthropologist Victor Turner’s (1967, 1969) work among Ndembu
of Africa. Often cited in contemporary medical anthropological
literature for his work on symbols and especially concepts of
‘liminality’ and

‘communitas’ (1969), Turner had a considerable influence in
development of symbolic anthropology as well.

Victor Turner developed theories of symbolic efficacy and the
ritual process: Dramas, Fields and Metaphors; Ritual and
Theatre; Anthropology of Experience. Pioneered study of how
rituals in general construct and realize meaningful changes in lives
of participants. Rites of initiation, healing rites.

Study of the nature of symbols and efficacy of symbols in
rituals: How do symbols work to effect a cure on a patient? How
do cultures conceptualize sickness?

In Drums of Affliction, he tried to show that the principal
‘causes’ of sickness from the native point of view had to do with
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conflicts on a social, political level which were translated into an
idiom of the spirits of the ancestors, who were not pleased with
some action of their descendants. The cure was intended to set
relations back on track.

Early theory of ‘symbolic efficacy in ritual’ (how they work to effect
change, as in healing). A symbol consists of 2 poles:
‘sensory’ (physiological) and ‘ideological’ (referring to the social
& moral order). Ndembu society of northwestern  Zambia,
Africa is a ‘matrilineal’ society (descent is traced through the
female line), core of society is focused on maternal relations and the
manner in which these are symbolized. In rites of initiation, one
important symbol is the white sap of a certain tree that has a
critical role in girls’ puberty rites representing, on the ideological
level, the white sap of “ womanhood, motherhood, the mother-child
bond, undergoing initiation into mature womanhood”, “and at the
same time, stands for breast milk since the tree exudes milky latex --
the significata associated with the sensory pole”

Ritual symbols have power which is what effects change in
participants.

What is symbolic power? “Ritual is ... a fusion of the powers
believed to be inherent in the persons, objects, relationships,
events, and histories represented by ritual symbols. It is a
mobilization of energies as well as messages. In this respect, the
objects and activities in point are not merely things that stand for
other things or something abstract, they participate in the powers and
virtues they represent.”

How does this work?

Turner explains:

Many objects termed symbols are also termed medicines. Thus,
scrapings and leaves from such trees as the mudyi and the mukula
are pounded together in meal mortars, mixed with water, and given
to the afflicted to drink or to wash with. Here, there 1s direct
communication of the life-giving powers thought to inhere in
certain objects under ritual conditions (a consecrated site,
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invocations of preternatural entities, and so on). When an object is
used analogously, it functions unambiguously as a symbol. Thus,
when the mudyi tree is used in puberty rites it clearly represents
mother’s milk; here the association is through sight, not taste. But
when the mudyi i1s used as medicine in ritual, it is felt that certain
qualities of motherhood and nurturing are being communicated
physically.

e Edith Turner (Victors wife), who taught many years at U Virginia,
made important observations on ritual performance and on real
existence of sickness-giving spirits, which she actually saw being
withdrawn by a Ndembu doctor from a patient.

Skinny boy/Shutterstock.com
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A Note on early Greek Medicine and Religion

Asclepius (/@s’kli:pias/; Greek: ‘Aokinmlog Asklepids [askle:pids]; Latin
Aesculapius) represents the healing aspect of the medical arts; his daughters
are Hygieia ("Hygiene", the goddess/personification of health, cleanliness, and
sanitation), laso (the goddess of recuperation from illness), Aceso (the goddess
of the healing process), Aglea/&gle (the goddess of beauty, splendor, glory,
magnificence, and adornment), and Panacea (the goddess of universal
remedy). He was associated with the Roman/Etruscan god Vediovis. He was
one of Apollo’s sons, sharing with Apollo the epithet Paean ("the Healer").
The rod of Asclepius, a snake-entwined staff, remains a symbol of medicine
today.

The most famous temple of Asclepius was at Epidaurus in north-eastern
Peloponnese. Another famous healing temple (or asclepieion) was located on
the island of Kos, where Hippocrates, the legendary "father of medicine", may
have begun his career. Other asclepieia were situated in Trikala, Gortys (in
Arcadia), and Pergamum in Asia. In honor of Asclepius, a particular type of
non-venomous snake was often used in healing rituals, and these snakes— the
Aesculapian Snakes—slithered around freely on the floor in dormitories where
the sick and injured slept. These snakes were introduced at the founding of
each new temple of Asclepius throughout the classical world. From about 300
BC onwards, the cult of Asclepius grew very popular and pilgrims flocked to
his healing temples (Asclepieia) to be cured of their ills. Ritual purification
would be followed by offerings or sacrifices to the god
(according to means), and the supplicant would then spend the night in the
holiest part of the sanctuary - the abaton (or adyton). Any dreams or visions
would be reported to a priest who would prescribe the appropriate therapy by
a process of interpretation. Some healing temples also used sacred dogs to
lick the wounds of sick petitioners. The original Hippocratic Oath began with
the invocation "I swear by Apollo the Physician and by Asclepius and by
Hygieia and Panacea and by all the gods ...”
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Mythology of Aesklepius

ASKLEPIOS (or Asclepius) was the Greek god of medicine and reputed
ancestor of the Asklepiades, the ancient Greek doctors’ guild. He was the
son of Apollon and the Trikkaian princess Koronis. His mother died in
labour and was laid out on the pyre to be consumed, but his father rescued
the child, cutting him from her womb. From this he received the name
Asklepios “to cut open.” The boy was raised by the kentauros (centaur)
Kheiron who instructed him in the art of medicine. Asklepios grew so
skilled 1n the craft that he was able to restore the dead to life. However,
because this was a crime against the natural order, Zeus destroyed him with
a thunderbolt. After his death Asklepios was placed amongst the stars as the
constellation Ophiochus (“the Serpent Holder” ). Some say his mother was
also set in the heavens as Corvus, the crow (kordné in Greek). Asklepios’
apotheosis into godhood occurred at the same time. He was sometimes
identified with Homer’s Paion, the physician of the gods.

Hygieia

@© 2014, Hein Nouwens, Shutterstock, Inc.
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Reading Kleinman: What Is Specific to
Western Medicine?

Arthur Kleinman

“ What is Sepcific to Western Medicine?” by Arthur Kleinman in Companion Encyclopedia of the
History of Medicine, Vol. 1, edited by W.F. Bynum and R. Porter. Copyright © 1993 Routledge.
Reproduced by permission of Taylor & Francis Books UK.

THE FORMS OF MEDICINE

A coherent structure of health beliefs and the institutionalization of
decisive therapeutic practices are so widespread around the globe, that
medicine, so defined, is surely a universal in human organizations. If
suffering can be said to be a defining quality of the experience of being
human, so too is medicine, as organized therapeutic practice (the process
of care), fundamental to the lived flow of human experience within cultural
worlds. At this high level of abstraction, it is even possible, by drawing on
a large array of cross-cultural sources, to distinguish several
characteristics which would appear to be shared by nearly all social
systems of healing, be they forms of small-scale, pre-literate societies or of
peasant or even industrialized states. These shared characteristics include,
among other things: categories by which illness is diagnosed; narrative
structures that synthesize complaints into culturally meaningful
syndromes; master metaphors, idioms, and other core symbolic forms that
conduce to the construction of aetiological interpretations of pathology
so as to legitimate practical therapeutic actions; healing roles and careers;
rhetorical strategies that healers deploy to move patients and families
to engage in therapeutic activities; and an immense variety and number
of therapies, combining, almost seamlessly, symbolic and practical
operations, whose intention is to control symptoms or their putative
sources. !

Of course, even more impressive differences distinguish the healing
traditions of different societies from each other. So much variety, indeed, is
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usually apparent even within the same society that to talk of ‘Western
medicine’ or ‘traditional healing’ as if these terms denominate homogeneous
social realities would be a serious misapprehension of ethnographic
descriptions. The same therapeutic technologies — say, for example,
particular pharmaceuticals or surgical equipment — are also perceived and
employed in different ways in local worlds. Thus, in cross-cultural
perspective it is as valid to talk about the cultural processes of indigenization
of biomedicine, as to implicate the Westernization of local therapeutic
traditions. (Medicine and anthropology; Folk medicine)

Nonetheless, there is something special about biomedicine and its
Western roots, something fundamentally distinctive from most other healing
systems cross-culturally — for example, the great literate systems of
traditional Chinese, Hindu, or Islamic medicine and, of course, the vast array
of local healing activities described by ethnographers (Chinese medicine;
Indian medicine; Arab-Islamic medicine; Non-Western concepts of disease)
— so that it is appropriate to essay an answer to the question put to me by
the editors of the Encyclopedia: namely, what is specific to Western
medicine?

I shall employ the term biomedicine in place of Western medicine,
however, because it emphasizes the established institutional structure of the
dominant profession of medicine in the West, and today worldwide, while
also conjuring the primacy of its epistemological and ontological
commitments, which are what is most radically different about this form of
medicine.” Thus, I will not concern myself with Western religious healing;
nor will I deal with other local folk and popular therapeutic practices that are
indigenous to the West. The focus on biomedicine will also exclude
alternative Western therapeutic professions or heterodox movements among
professionals, such as osteopathy, homoeopathy, chiropractic, naturopathy,
or, most recently, ‘holistic medicine’.

Furthermore, I will primarily deal with the biomedicine of knowledge-
creators (researchers, textbook authors, teachers) and of the high-technology
tertiary care institutions that dominate medical training and which represent
high status in the profession. While recognizing that the working knowledge
of the ordinary practitioner in the community is more complex and open to a
wider array of influences, I wish to emphasize the scientific paradigm that is
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at the core of the profession’s knowledge-generating and training system.

MONOTHEISM AND MEDICINE

The historian of Chinese medicine, Paul Unschuld,> claims
that the monotheism of the Western tradition has had a
deterministic effect on biomedicine, even as it 1is practiced in
non-Western societies, that distinguishes it in a fundamental way from
Asian medical systems. The idea of a single god legitimates the idea
of a single, underlying, universalizable truth, a wunitary paradigm.
Tolerance for alternative paradigms is weak or absent. The development
of concepts is toward proof of the wvalidity of a single version of the
body, of disease, and of treatment. Alternatives may persist in the
popular culture or atthe professional fringe, but they are anathematized
as false beliefs by the profession as a whole, not unlike the accusation of
heresy in the Western religious traditions. At least, this is the way
biomedicine looks from the non-Western world, inasmuch as
Chinese and  Ayurvedic  medical traditions tolerate  alternative
competing paradigms, and are more pluralistic in their theoretical
orientations  and  therapeutic  practices.* Thus, yin yang
theory, the Macrocosmic—microcosmic correspondence theory of
the Five Elemental Phases (wu xing), and specific views of the body
in acupuncture and practical herbology exist simultaneously, and are
made compatible in the practitioner’s practice. Even biomedical concepts
and practices are accorded a legitimate place in traditional Asian
medical systems. Indeed, in India and Sri Lanka, traditional practitioners of
Ayurveda often integrate biomedicine into their practice. No viewpoint ever
dies out completely; alternatives are never totally discredited.’

The entailments of monotheism foster a single-minded approach to illness
and care within biomedicine that has the decided advantages of pushing
medical ideas to their logical conclusion, uncovering layers of reality
to establish with precision what is certain and fundamental, and
establishing criteria against which orthodoxy and orthopraxy can be
certified. Indeed, from the point of view of Asian medical systems,
the uniqueness of biomedicine lies in its method (of controlling existing
data within its theory, and the resultant predictions and determinations based
on past facts).°
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While the more fluid complementary paradigms of Asian medical systems
appear weak in methodological rigor and not conducive to empirical
testing, their categories do represent active categories of relationships and
have produced many positive practical results. The Chinese approach,
for example, is grounded within the phenomenological constraints of
time, place, and phase. Though excessive flexibility limits its function
as a science, it presents a serious attempt to codify complex, subtle,
and interactive views of experience into therapeutic formulations that
claim contextual rather than categorical application. Chinese
medicine  attempts to account for psychological and moral and
even ecological as well as corporeal phenomena through the wuse
of dynamic, dialectical, process-oriented methods of clinical appraisal.’

Biomedicine differs from these and most other forms of medicine by its
extreme insistence on materialism as the grounds of knowledge, and by its
discomfort with dialectical modes of thought. Biomedicine also is unique
because of its corresponding requirement that single causal chains must be
used to specify pathogenesis in a language of hard structural flaws and
mechanical mechanisms as the rationale for therapeutic efficacy.
And particularly because of its peculiarly powerful commitment to an
idea of nature that excludes the teleological, biomedicine stands alone. This
medical value orientation is, ironically, not nearly as open to competing
paradigms or intellectual play of ideas as 1is ‘hard’ natural science,
whose ways of approaching problems in cosmology and theoretical
physics seem more flexible and tolerant than the anxious strictness of
the ‘youngest science’, though ultimately natural science, too,
discloses certain of the same consequences of monotheism.

In the biomedical definition, nature is physical. It is knowable independent
of perspective or representation as an ‘entity’ that can be ‘seen’, a structure
that can be laid bare in morbid pathology as a pathognomonic ‘thing’. Thus,
special place is given to the role of seeing in biomedicine, which continues a
powerful influence of ancient Greek culture. Biology is made visible as the
ultimate basis of reality which can be viewed, under the microscope if need
be, as a more basic substance than complaints or narratives of sickness with
their psychological and social entailments. The psychological, social and
moral are only so many superficial layers of epiphenomenal cover that
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disguise the bedrock of truth, the ultimately natural substance in pathology
and therapy: biology as an architectural structure and its chemical
associates. The other orders of reality are by definition questionable.

This radically reductionistic and positivistic value orientation is ultimately
dehumanizing. That which has been such a successful blueprint for a
biochemically oriented technology in the treatment of acute pathology places
biomedical practitioners into a number of extremely difficult situations when
it comes to the care of patients with chronic illness; situations which, as I
review below, offer obdurate resistance to affirmation of the patient’s
experience of the illness; to understanding of social, psychological and moral
aspects of physiology; and ultimately to the humane practice of medicine.
These extreme situations are not created, at least with the same regularity
and intensity, by other healing traditions described in the cross-cultural
record.

DISEASE WITHOUT SUFFERING/TREATMENT WITHOUT
HEALING

Through its insistence on the primacy of definitive materialistic
dichotomies (for example, between body/mind (or spirit), functional/real
diseases, and highly valued specific therapeutic effects/discredited non-
specific placebo effects) biomedicine presses the practitioner to construct
disease, disordered biological processes) as its object of study and
treatment. There 1s  hardly any place in this narrowly focused
therapeutic vision for the patient’s experience of suffering. The patient’s
and family’s complaints are regarded as subjective self-reports. The
physician’s task, wherever possible, 1is to replace these biased
observations with objective data: the only valid sign of pathological
processes because they are based on verified or verifiable
measurements. Thus, doctors are expected to decode the untrustworthy
story of illness as experience for the evidence of that which is considered
authentic, disease as biological pathology. In the process, they are taught to
regard experience, at least the experience of the sick person, as fugitive,
fungible and therefore discreditable and invalid. Yet by denying the patient’s
and family’s experience, the practitioner is also led to discount the moral
reality of suffering — the experience of bearing or enduring pain and distress
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as a coming to terms with that which is most at stake, that which is of
ultimate meaning, in living — while affirming objective bodily indices of
morbidity. The result is a huge split between the constructed object of
biomedical cure — the dehumanized disease process — and the constructed
object of most other healing systems — the all-too-humanly narrated pathos
and pain and perplexity of the experience of suffering.

Thus, biomedicine constructs the objects of therapeutic work
without legitimating suffering. Physicians are correspondingly hedged in by
their role as healers. Providing a meaningful explanation for the illness
experience is something physicians (and especially those in marginal sub-
disciplines such as psychiatry and family medicine) undertake, so to speak,
with both hands tied behind the back. They may succeed in using their
personality and communicative skills to assist patients; yet they do so, as it
were, against the consequences of biomedical orientations for their training
and the care they give. Meaning itself is not configured as a central focus
or task of medicine. Because it eschews teleology, the very idea of a moral
purpose to the illness experience is a biomedical impossibility. That
illness involves a quest for ultimate meaning is disavowed. Because of
its distrust of qualitative interpretations and concomitant emphasis on
quantitative data, biomedicine accords no legitimacy to values. Hence, the
practitioner of biomedicine must struggle to practice competent biomedicine,
while at the same time searching for some extra-biomedical means to
authorize an empathic response to the patient’s and family’s moral needs to
have a witness to the story of suffering, to find support for the experience
of illness, and to receive a meaningful interpretation of what is at stake
for them in their local world. It should not be at all surprising then that
hospitals and clinics are frequently criticized in the current period of
consumer interest in patient-centered care for their dehumanizing ethos.
Indeed, it is a tribute to the stubborn humanity of practitioners and to
the recalcitrant influence of extra-professional cultural traditions that these
institutional settings are not routinely experienced as Such.

That practitioners of Western medicine are trained in a radically skeptical
method that ought to diminish the placebo response in their care is another
curious corollary of this peculiar healing tradition, whose many positive
aspects also must not go underemphasized. Although there is no other
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healing tradition that possesses a significant fraction of the specific
therapeutic interventions for serious disorders that biomedicine includes,
there is also no other tradition that so distrusts and chooses not to elaborate
non-specific therapeutic sources of efficacy that are associated with the
rhetorical mobilization of the charismatic powers of the healer-patient
relationship that persuade patients and families to believe in successful
outcomes and thereby create such scenarios of efficacy.

And yet, the anti-placebo scepticism of the current phase of biomedicine
must also be balanced by its associated anti-authoritarianism, which
contrasts strikingly with the paternalism of most traditional forms of healing.
Egalitarianism, demystification of medical terminology and concern for
patient rights, in cross-cultural perspective, are also rather peculiar to the
contemporary Western tradition of biomedicine. The virtues, such as they
are, which Max Weber (1864-1920) attributed to bureaucratic rationality —
namely, generalizability, quantification, prediction, efficiency, quality control
— are now ingrained in the professional structure of biomedicine. Their
absence in folk healing systems makes those practices problematic. The rub,
of course, is the iron cage of technical rationality which, as Weber also saw,
would come to replace sensibility and sensitivity. Sadly, though tellingly, the
professionalization of Asian medical systems has not infrequently led in the
same direction.’

THE PROGRESSIVE SEARCH FOR POWERFUL
OPERATIONS

Biomedicine instantiates the Western tradition’s 1dea of progress.
The profession’s self-portrait is of a scientific, technological programme
that 1s continuously progressing in acquisition of knowledge and
especially in deployment of powerful therapeutic operations. Even in
spite of limited progress over the past decade in the treatment of the
chronic diseases that contribute most significantly to morbidity and
mortality  indices, biomedicine’s self-image emphasizes awesome
technological capacity to operate on the patient’s organ systems. There is
only a poorly articulated notion of an absolute limit to that progress.
Organs can be transplanted; limbs can be re-implanted; life-support
systems even ‘prevent’ death. It is not surprising, then, that therapeutic
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hubris is commonplace. Physicians are not educated to feel humble in
the face of sources of suffering that cannot be reversed or to place limits
on the utilization of powerful technologies.

Whereas in traditional Chinese medicine, as in many other indigenous
non-Western healing systems, and even earlier within healing professions in
the West, the idea of progress is balanced by the idea of regress, and
suffering and death are viewed as expectable and necessary, biomedicine
again represents a radical therapeutic departure. Powerful actions — from
purging and bleeding to stopping and starting the heart, delivering a short
sharp shock to brain matter, or changing the genes of cells to enhance anti-
cancer drugs — not restraint or negative capability, iconically represent
biomedicine’s imagery of efficacy. Where Asian medical systems invoke
weak treatments as virtuous because they are held to be ‘natural’ and non-
iatrogenic, biomedicine’s therapeutic mandate, for which all pathology is
natural, emphasizes decidedly ‘unnatural’ interventions. The  sub-
specialties, like family medicine or psychiatry, that employ weaker
therapeutic operations are near the bottom of the intra-professional hierarchy
of status and financial reward. The historic Western interest in nature’s
healing powers has passed out of the mainstream of the profession and into
the New Age fringe.

The burden on the practitioner of the idea of progress and the expectation
of powerful operations is considerable, not least through the astonishing
claim that ultimately death itself can be ‘treated’, or at least ‘medically
managed’. Another aspect of this ideological influence is the euphemization
of suffering, which becomes medicalized as a psychiatric condition, thereby
transforming a moral category into a technical one. The consequence is a
further transvaluation of therapeutic values.” As a result, practitioners of
biomedicine are in a situation unlike that of most other healers: they
experience a therapeutic environment in which the traditional moral goals of
healing have been replaced by narrow technical objectives.

One other curious particularity to biomedicine, at least in its present-day
form, is its anti-vitalism.! Traditional Chinese medicine, like many
traditional systems of healing, centers on the idea of a vital power — in this
instance, qi (energy that is associated with movement) — at the center of
health and disease. The source of disease is not traced to a particular organ,
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but to the disharmony of qi circulating in the body. Nor is the pulse and
circulation of the blood understood only in the physical anatomical sense of
the beating heart, but in terms of inspiration and expiration — and the
techniques of breath control, qigong, ‘the work of breath qi’. Ayurvedic
medicine and ancient Greek medicine shared a somewhat similar conception.
Vitality, efficacy, power — all capture the idea of a force of life that animates
bodies/selves. Biomedical materialism decries a vital essentialism. Things are
simply things: mechanisms that can be taken apart and put back together. It
1s a thoroughly disenchanted world-view. There is no mystery, no quiddity.
Therapy does not, cannot, work by revitalizing devitalized networks —
neuronal or social. There is no magic at the core; no living principle that can
be energized or creatively balanced. Thus, though depression feels like soul-
loss to many persons around the globe, there is no possibility for a lost soul
in psychiatry. Psychotherapy, in like fashion, whatever else it is, cannot be
construed as a quest for the spirit, though that is what its felt experience is
for many.!!

The attention of biomedicine is also focused on the body of the individual
sick person because of Western society’s powerful orientation to individual
experience. That illness infiltrates and deeply affects social relations is a
difficult understanding to advance in biomedicine. Population and
community-based public health orientations run counter to the dominant
biomedical orientation, which takes for its subject the isolated and isolatable
organism. In contrast, African healing systems see illness as part of kinship
networks and healing as a kinship or community effort.!> The foundation of
biomedical psychiatry is also a single self in a single body. The presence of
alternative selves or dissociated mental states, measured against this norm, is
interpreted as pathology. Trance and possession, which are ubiquitous cross-
cultural processes that serve social purposes and can be adaptive, are
invariably cast by biomedical nosologies as pathology. In contrast, the
socio-centric orientation of non-biomedical forms of healing will strike
many as a more adequate appreciation of  the experiential
phenomenology of suffering cross-culturally.

To be sure, much that we have associated with biomedicine at present can
also be discussed in other institutions in technologically advanced societies.
To that extent, the sources of these qualities may be societal rather than
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strictly medical. Yet, these attributes are not only absent in many non-
Western healing traditions, but also are far less significant in most other
healing traditions in the West. In this sense, at least, biomedicine is, like all
forms of medicine, both the social historical child of a particular world with
its particular pattern of time and an institution that over time develops its
own unique form and trajectory.
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Reading Jackson: Chronic Pain

CHAPTER 21

PAIN
Pain and Bodies

Jean E. Jackson

“ Pain and Bodies* by Jean E. Jackson in A Companion to the Anthropology of the Body and
Embodiment edited by Frances E, Mascia-Lees. Copyright © 2011, John Wiley and Sons.
Reprinted by permission.

INTRODUCTION

The topic of pain offers a treasure trove of anthropological research
projects that pose intriguing intellectual challenges. To begin with an
obvious point, pain, especially chronic pain, i1s a hugely important issue:
40 percent of patients seeking medical attention cite pain as the reason;
approximately 45 percent of people will experience chronic pain at some
point during their lives (Taylor 2006: 237); an estimated 86 million
Americans have some form of chronic pain (Sullivan 2007: 263); and over
US $100 billion is spent yearly in treatment-related costs and lost-work
productivity due to chronic pain (Sullivan 2007: 268). Also, pain
medicine intersects in complex, anthropologically fascinating ways
with  powerful institutions like the insurance and pharmaceutical
industries, and government. Another reason to encourage more research is
that new insights emerging from social science investigations can
potentially ameliorate the distress experienced by pain sufferers and those
around them.
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Academic disciplines studying pain range from psychophysics and
biomedical engineering all the way to philosophy. Although a great deal of
behavioral and clinical social science research on pain has appeared,
sociology and anthropology have paid relatively little attention to the topic.
Yet, given the truism that the best locations for understanding a society are
the sites where things don’t work, pain’s invisibility and ontological and
epistemic uncertainty offer fertile terrain for anthropological investigation.

Various paradoxes coalesce around pain, “one of the most controversial
areas in neuroscience... rife with philosophical problems” (Aydede and
Guzeldere 2002: S266). For example, while pain is conventionally seen as
aversive and unwanted, biologically speaking, pain is indispensable. Pain
warns of injury or organ malfunction, and helps heal a wound by motivating
the individual to tend to and protect the site. Many textbooks on pain begin
by describing the extremely unhappy lives of those rare individuals born
with a congenital inability to feel pain. Pain medicine plays with this
contradiction: one book is titled Pain: The Gift Nobody Wants (Brand and
Yancey 1993), and one article’s title is “When good pain turns
bad” (Watkins and Maier 2003).

Both an aspect of mind (experience) and brain (produced by neurological
structures and processes), pain illustrates some of the problems associated
with mind-body dualism. Murat Aydede and Guven Guzeldere note that the
“fundamental tension between what can be quantified as the ‘objective’
measure of pain as characterized in terms of tissue damage and the
‘subjective’ criterion of when to categorize a given experience as pain is in
fact prevalent in pain research” (2002: S267). Medical science’s traditional
definition of pain as sensation provides an example. Francis Keefe and
Christopher France’s definition, “ a sensory event warning of tissue damage
or illness” (Keefe and France 1999: 137) nicely elides the nature of that
warning; while pain is certainly a sensation, its bedrock meaning — and what
distinguishes it from non-painful sensations — is aversiveness, which, being
an emotion, does not fit within biomedicine’s underlying biologistic
foundational premises (see Kleinman 1995: 27-34). Another example:
although emotions are always embodied (this is precisely what distinguishes
them from cognitions), because we tend to see emotions as an aspect of “ the
mind,” the body’s fundamental role in emotions is often obscured, phrases
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like “heartbroken” notwithstanding.

Joanna Kempner notes that biomedicine has the cultural authority to
define what is biological and therefore natural (Kempner 2006: 633).
However, it is also true that, because everyone has had pain, including
serious pain (for instance, childbirth pain), we all can speak authoritatively
about it. Interesting gaps are found between pain as conceptualized by
neuroscience and ordinary, “folk” notions (which includes clinical medicine;
see Chapman et al. 2000: 217). For example, neurosurgeon John Loeser
asks, “Does anyone really believe that a tooth is capable of hurting? Or a
back?” (Loeser 1991: 215). Yes indeed, Dr Loeser: pain sufferers (and,
for the most part, their primary physicians) see backs and teeth as
precisely where pain happens, not the central nervous system, which is,
ironically, the precise location being referred to when a given pain is
dismissed as being “unreal,” “imaginary,” “all in his head.”

Any anthropological discussion of pain will sooner or later depart from the
biomedical model because so many dimensions of pain lie outside, or at the
extreme margins, of medicine. A given pain’s meaning derives from an
individual’s history and environment. Pain of necessity remains poorly
formulated until it is located in a time and a cultural space — the immediate
context of a pain experience and the myriad less proximate factors that
shape it. These include sex and gender (Garro 1992; Kempner 2006; Whelan
2003), social class, ethnicity (Trnka 2007), prior experiences with pain,
family history, and so forth (see, for example, Good et al. 1992). Moreover,
although biomedically and conventionally pain is seen as a property of an
individual, in fact it is deeply intersubjective. The experiential world of a
pain sufferer will be significantly shaped by persons participating in that
world, a point made by Wittgenstein some time ago (also see Das 1997;
Kleinman et al. 1992).

A given pain’s meaning is the most significant determinant of the pain
experience, and a major reason why pain (particularly chronic pain) may not
be proportional to tissue damage. Indeed, the experience “ may be totally
unrelated to the physical parameters of intensity and to the duration of the
‘pain-producing’ nociceptive stimulus™ (Tracey 2005: 127). One of the most
famous demonstrations of this fact is Henry Beecher’s report on soldiers
wounded on the Anzio battlefield in the Second World War. Because their
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injuries represented a ticket home with honor, requests for pain medication
were significantly fewer than would be expected (Beecher 1946).

There are numerous studies of pain in other cultures, but as their topics,
aims, and methodologies vary extensively it is difficult to
draw generalizations. Space limitations prevent me from discussing the
cross- cultural literature in any comprehensive fashion. The variety of studies
1s apparent in the following randomly selected list of published accounts:
ballet dancers’ pain in the Netherlands; infibulated refugee Somali women;
Indo- Fijian women’s pain discourses; the role of pain in a particular
martial arts practice in Israel; childbirth pain in India. With respect to
anthropological research in the U.S., only a few extended studies exist (Bates
1996; Corbett 1986; Greenhalgh 2001). Well-known work by
sociologists includes Baszanger 1998, Hilbert 1984, Kotarba 1983,
Zbrowski 1969 and Zola 1966. Pain of various kinds occupies center stage in
much of the West’s cultural production, and the symbolics of pain offers an
endless set of possible research topics in the humanities (see, for example,
Morris 1991, 1994). As Kempner notes, “pain offers a tabula rasa on
which to inscribe our most fundamental cultural ideas about
suffering” (Kempner 2006: 636; also see Scarry 1985). As with bodies in
general, the painful body simultaneously produces and is produced by
culture, reflecting and reproducing it. Pain is a powerful and productive
metaphor. Given that the body is the main source of metaphors of order and
disorder (Turner 1991), we can confidently state that pain is the
quintessential symbol of disorder — one could argue that death is more
orderly than pain. As Chris Eccleston et al., paraphrasing William Arney
and Bernard Bergen (1983), state, “ Pain can only make sense for those
directly involved i it as an index of disequilibrium. Such
disequilibrium and disorder are threatening to both patient and physician.
This is a disorder which invites and demands resolution.” They note that
attempts to stabilize the disequilibrium only “ provide opportunities for
repeated failure” (Eccleston et al. 1997: 707). Exceptions tosuch a
sweeping assertion do exist, but they emerge only after pain’s meaning has
traveled a considerable distance from the conventional one, most often
toward a conceptualization of pain as “good” in some way. For example, if
pain becomes the means to a sought-after end, say, redemption, one can say
pain has restored order. Another example is Jeremy Bentham’s assertion
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that pain governs individual lives much as a sovereign power governs a state,
ruling us when we feel pain and even when we do not, thus providing
stability to our lives (cited in Morris 1994: 8).

The protean nature of pain perhaps partly explains why it has not received
the anthropological attention it deserves. According to Arthur Kleinman,
pain “eludes the discipline’s organized explanatory systems as much as it
escapes the diagnostic net of biomedical categories” (Kleinman 1992: 170).
But these very same reasons provide a potential researcher with a promising
site in American medicine “where the relations of power and professional
knowledge and the potential for exploitation residing in power relations are
unusually visible” (Kleinman et al. 1992: 6).

This essay discusses the areas of pain research and treatment of most
interest to anthropology. The next section looks at recent neurological
research on pain, including the profound impact of neuroimaging
technologies. A brief discussion of some clinical considerations follows. A
section on the biopsychosocial approach to chronic pain treatment comes
next, followed by a brief section on language and pain, and then conclusions.
Note that the body is problematized throughout, but for the most part
implicitly.

NEUROLOGICAL APPROACHES TO PAIN

The International Association for the Study of Pain provides a widely
used definition of pain: “an unpleasant sensory and emotional
experience associated with actual or potential tissue damage, or described
in terms of such damage” (1979: S217). Yet despite this presumably
authoritative definition, debates over how to conceptualize pain continue
to appear (see Baszanger 1998; Thernstrom 2010). As already noted,
one source of difference stems from whether pain is being seen as
aversive experience (grounding it in emotion and mind) or as a
nociceptive event involving a noxious stimulus triggering electrochemical
impulses that register as pain in the central nervous system.

The distinction made between physical and emotional pain, so seemingly
necessary, commonsensical even, is “a myth” (Morris 1994: 23).
Neurologist Howard Fields states that,
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...what most people call mental, or emotional pain is ontologically identical to what they call
organic, physical or bodily pain. This point is counter-intuitive and failure to appreciate it has
compounded the confusion about the nature of pain. Once this point is appreciated, many
confusing phenomena, such as the placebo response, somatization, psychologically induced
headache, and analgesia in trance, become less surprising and arcane (Fields 2007: 43).

Harold Merskey, another eminent pain researcher, agrees: pain “is
monistic, which, at least as a rule, cannot be split up into organic or
psychological components” (Merskey 2004: 71). Fields states that pain “is
generated in the brain. It is neural and mental. It is physical pain in the sense
that nerve cells and their activity are physical. Pain is mental pain in the
sense that it is subjectively experienced ‘in’ what we generally call the
mind” (Fields 2007: 43). We can add that the experience of pain is always
both “mind” and “body,” mental and physical, simply because the pain
experience is always embodied.

In actuality, the physical/mental distinction refers to cause, not the pain
itself. According to the IASP, “activity induced in the nociceptor and
nociceptive pathways by a noxious stimulus is not pain, which is always a
psychological state.” Although psychophysicists zeroing in on barely
measurable neuron activity in rats will say they are studying pain, they are
actually studying one point in a causal chain that ultimately produces a pain
experience. Every time an author uses the phrase “physical pain,” they are
referring to cause, not pain.

That a given pain always has multiple causes, at varying removes from the
experience, should be obvious, but this point is also often ignored (see
Jackson 1994a) because the conventional model of pain focuses in on its
proximate cause, the “nociceptive stimulus.” That all pain results from a
chain of causes prompts philosopher Mark Sullivan to question whether we
should even conceptualize pain as something that begins with nociception,
given that the experience is so fundamentally influenced by previous
experience (Sullivan 1995; 9).

The fraught arguments that took place until fairly recently at professional
meetings and in journals expose some of the basic contradictions not just in
pain medicine but in biomedicine as a whole. Researchers have abandoned
the pain-as-sensation model and now agree that it is quite a complex
process, a subjective response of a conscious individual, an interpretation of
nociceptive inputs. Major advances in neurobiology ‘have generated a
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fundamental change in attitude and expectation about the control of pain”
(Holdcroft and Power 2003: 635). A paradigm shift occurred in pain
medicine with the widespread acceptance during the 1970s of a unified
model: the gate control theory (Melzack 1999; Melzack and Wall 1996).
(Other theories include the operant model, the Glasgow model, the
biobehavioral model, fear-avoidance models, and diathesis—stress models
[Taylor 2006: 241].) The gating control system model was more flexible
than the neuroanatomical approach, and the current neuro-matrix model
incorporates multiple sites for modulation and extensive neuroplasticity
(Holdcroft and Power 2003: 636). Traditional notions of pain-as-sensation in
which a unidirectional nociceptive input from the body travels up the dorsal
horn of the spinal cord and is processed by the central nervous system have
been replaced by two-way flows along multiple pathways involving
cognitive, emotional, and behavioral inputs that shape a nociceptive signal.
Donald Price describes the unpleasantness of pain as reflecting “the
contribution of several sources, including pain sensation, arousal, autonomic,
and somato-motor responses, all in relation to meanings of the pain and to
the context in which pain presents itself” (Price 2000: 1769). Fields discusses
three distinct components of pain: a purely discriminative part, a
motivational aspect, and an evaluative component, each of which takes place
in different parts of the brain (Fields 2007: 45). All pain experience
results from activating a neural representation in the brain, which is
projected “in space to the site of tissue injury” (Fields 2007: 43).
Loeser’s comment above is confirmed: nothing outside the mind/brain is
capable of hurting. He advises that pain is “not a thing; it is a concept that we
impose upon a set of observations of ourselves and others” (Loeser 1996:
102).

According to Linda Watkins and Steven Maier, pain is the most
dynamic of the senses (Watkins and Maier 2003:232-233). Pain pathways
are much more responsive to pain modulatory systems, including top-down
influences like learning, attention, expectation, and mood (see Fields 2007:
52-53). In this and other respects the contrast between pain and other
modalities of perception like vision, hearing, and touch is striking (Aydede
and Guzeldere 2002: S266). Anita Holdcroft and Ian Power report on
evidence that “inhibitory, immune, hormonal... and inflammatory systems
may enhance or inhibit neuronal activity” (Holdcroft and Power 2003:
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638). Processes that enhance pain constitute another paradoxical example
of “good” pain, for hyperalgesia increases one’s focus on the damaged
or infected area. Modulating systems may release endogenous
opioid peptides (endorphins) that suppress pain. Furthermore, a ‘“mental
representation of an impending sensory event can significantly shape
neural processes that underlie the formulation of the actual sensory
experience” (Koyama et al. 2005: 12950). Experimental manipulation of
expected pain shows significant effects on reported pain experience, one
study showing that  positive expectations “produce a reduction in
perceived pain (28.4%) that rivals the effects of a clearly analgesic dose of
morphine” (Koyama et al., 2005: 12950). Also, over time, persistent pain
“can produce changes in the nervous system pathways responsible for
the transmission and perception of pain messages, and thereby
affect future responses to pain” (Keefe and France 1999: 138). In short,
“the state of an individual determines the present pain” (Holdcroft and
Power 2003: 638). Many conditions lacking tissue damage (e.g.,
phantom limb pain) that would have resulted in a patient being referred
for psychiatric treatment in earlier times are now understood to be
due to  normal neurological processing, or altered cerebral
representation of nociceptive input, which explains many cases of
chronic back pain. The diagnostic trajectory is clear — which is not to
say that psychiatric referrals ought to end, but that clinicians must take
into consideration the fact that purely psychogenic pain is very rare
(Taylor 2006: 242; also see Kleinman et al. 1992: 4), and that what is
much more frequent are initial tissue damage and subsequent interactions
by “a complex set of emotional, environmental and psychophysiological
variables” (Ingvar 1999: 1347) that can permanently alter the brain
and produce a chronic pain condition. This is a far cry from concluding that
if tissue damage is not apparent, a patient’s pain is due to a neurosis, and
therefore “imaginary.”

Many of the research findings that have brought about these
“fundamental changes” were obtained using neuroimaging technologies
developed over the past 30 years: positron emission tomography (PET), and
functional magnetic resonance imaging (fMRI). The value of these
technologies lies in their ability to reveal changes in brain functioning in
response to painful stimuli, profoundly increasing understanding of how the
brain processes — 1i.e., represents, interprets — sensory stimuli. These
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technologies permit pain’s status as a symptom, knowable only through pain

behavior (any behavior, verbal or non-verbal, seen to result from a pain

experience), to change into a sign — visible and measurable brain activity.
Because of medicine’s emphasis on objective measures (“evidence-based
medicine”), findings obtained through imaging technologies are seen as
more valid, reliable, and replicable. An example: Ploghaus et al. discuss

neuroimaging research into areas of the brain where ‘“activation of

mechanisms to prevent future harm by learning to recognize signals of
impending pain” occurs, which are “distinct from the neural substrates of
pain itself” (Ploghaus et al. 1999: 1979, 1981). Another example: recent
studies reveal neurological affective responses (called “mirroring”) to
depictions of someone in pain, which shows the neural substrates of empathy

(Tait, 2008; also see Singer et al. 2004). Clearly, the last 40 years of pain

medicine research offers a plethora of research topics for anthropology of

science scholars.

Not surprisingly, these neuroimaging technologies are “good to think.” A
considerable gap exists between brightly colored successive two-
dimensional images of computer-generated information and the experience
of pain (Dumit 2004). For one thing, the quality of imaging studies is highly
constrained by small sample size (Ingvar 1999: 1353). The limits of
neuroimaging are particularly apparent in clinical settings: ““...the MRI is
still just a snapshot of the anatomy. It does not reveal physiology. It does not
show pain. The picture it yields is no more self-explanatory than a rash or a
heart murmur. The image — like any physical finding or laboratory test result
— must be interpreted, and the fundamental, irreplaceable basis for its
interpretation must be the patient” (Saberski 2007: 253).

SoME CriNnicAL CONSIDERATIONS

Pain medicine emerged as a stand-alone specialty in the 1970s. Over the
succeeding years significant advances were made, the first being the gradual
acceptance of pain itself as worthy of attention, for example, deserving of a
slot in medical school curricula. Improvements were made in understanding
the differences between acute pain and chronic pain. As already indicated,
pain is commonly seen as a symptom rather than a disease, a “ normal”
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indication of something abnormal; chronic pain, having lost this function, is
itself the problem. Hundreds of pain clinics, both inpatient and outpatient,
many taking a multidimensional approach, were established in North
America and Europe. New kinds of pain medications and anti-depressants
were developed, as well as devices like TENS (transcutaneous electrical
nerve stimulation). A battery of sophisticated instruments (e.g., the McGill
Pain Terms Assessment; the Pain and Impairment Relationship Scale) were
developed and used in these clinics alongside older instruments like the
Minnesota Multiphasic Personality Inventory (MMPI). Cognitive-behavioral
medicine approaches were custom-tailored for pain patients; for example,
instruction in inducing the relaxation response. Recent research has shown
that practices like meditation, prayer (Wachholtz and Pearce 2009), or self-
hypnosis may affect the serotonin pathways in the brain that regulate mood
and pain (see, e.g., Seybold 2007). Research has also shown that pain-coping
skills can influence higher centers in the brain to the extent of actually
blocking the flow of pain signals from the spinal cord (Melzack and Wall
1996). Knowledge about optimal clinician attitudes and behavior increased;
for example, Raymond Tait reports that an empathic provider “ may be less
vulnerable to the general provider tendency to discount the intensity of
chronic pain” (Tait 2008: 110).

But problems remain. For example, despite a widespread consensus that a
great deal of pain is undertreated, and although efforts have been made to
ameliorate the situation (for instance the recently installed signs in
examining rooms asking patients to rate their pain), undertreatment
continues to be a serious problem (see Morris 1994: 10). Part of the reason
is the West’s “drug problem,” in particular the illegal traffic in prescription
drugs, which has led governments to very tightly regulate opioids (the most
potent painkillers). Another reason, surely, is that despite our powers of
empathy and knowledge about certain diseases’ ability to produce
tremendous amounts of pain (sickle-cell disease, cancer), we cannot feel
another person’s unmediated pain. This issue was mentioned over and over
by patients in the inpatient pain center where I conducted ethnographic
research in 1986; for example, “I wish that doctor could feel this pain for a
day — only for a day, because I wouldn’t want anyone to feel it any longer
than that” (Jackson 2000). Finally, certain attitudes about pain doubtlessly
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contribute to its under-treatment, for example, the notion that sufferers
(particularly men) should just “grin and bear it.” Because we have all had

pain, a kind of “mountain-out-of-a-molehill” response sometimes
occurs, asserting that because everyone has aches and pains, the sufferer
needs to stop being childish, self-indulgent, and weak; rather, he should “
pull himself together.” If female, she should seek psychological counseling
(Thernstrom 2010: 148).

Other responses to pain sufferers by people not in pain, including health
care professionals, can lead to disappointment and frustration as well. Pain’s
potential benefits might be mentioned, the pain sufferer told that adversity
provides an opportunity for growth, or that pain builds character. Of course,
adversity can lead to growth, but when a pain sufferer hears such a comment
she can feel put down and unheard. Now, if she chooses to make such a
comment about herself, because the messenger is always part of the
message, a very different message is being sent. Not surprisingly, the benefits
of pain are, for the most part, touted by people who are not suffering serious
pain.

Seemingly so easily defined as pain that lasts and lasts, as symptoms that
persist beyond expected healing time, in clinical practice chronic pain is a
deeply ambiguous and fraught concept. Eccleston et al. (1997: 707)
comment that “chronic pain creates a challenge to orthodox and accepted
understandings of illness and medicine.” Robert Kugelmann states that
“chronic pain as an entity finds its very existence disputed” (1999: 1665).
“The question of pain is not in what category to classify it, for the categories
themselves are freighted with philosophical presuppositions, not labels for
pre-existing things” (Kugelmann 2000: 306). This slide between the simple
meaning of chronic pain and much more complex ones is encountered
throughout the pain medicine literature. Another example: David Patterson
states that although almost all chronic pain originates from some sort of
illness or injury, “once it persists for longer than six months, it is often
maintained by factors that have nothing to do with the original
damage” (Patterson 2004: 254), such as emotional distress, excessive
focus on physical complaints, and the like. A too-simple opposition
between acute = organic cause and chronic = psychological cause, while
appealingly clear- cut, in fact does not represent any number of well-
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understood chronic conditions like post-herpetic neuralgia,
endometriosis or rheumatoid arthritis. One can find examples in the
anthropological literature as well. Kleinman et al. state that chronic pain
has not been shown to be universal — it is not something that crosses
“cultures and historical epochs” (1992: 3). Taken at face value, the
statement either is making a methodological point verging on the hyper-
empirical (“not been shown...”), or seems to be stating that in other
cultures pain that lasts might not exist at all, which this author finds hard
to believe. However, the authors later make it clear that they are talking
about the many problems encountered by those studying and treating “
intractable,” ““ pathological” chronic pain, sometimes referred to as chronic

pain syndrome. And further on they discuss chronic pain’s uncertain status:
“a widely used clinical category without official sanction, an

anomalous category, only partially legitimized as disease” (Kleinman et al.
1992: 4). Another diagnostic distinction, whose terminology chronic pain
sufferers might find somewhat odd, is the one between “ benign” chronic
pain and “ malignant” pain (i.e., due to cancer).

In short, the goal of establishing widely accepted diagnostic terminology
continues to be elusive. Watkins and Maier apply the phrase “pathological
pain” to any chronic pain that fails to meet two criteria: well understood
causal mechanisms and optimal pain management on the part of the
patient (Watkins and Maier 2003; see Baszanger 1998). Of course, all
chronic pain is “pathological” in the sense of unfortunate and no longer
serving any biological function. But chronic pain that fails to meet these
two criteria 1s “pathological” in several additional, very significant respects.

Studying chronic pain exposes the normativity lurking just underneath the
surface of the presumed neutral position of biomedicine, where “wrong” or
“bad” have very constrained meanings linked to departures from the body’s
normal structure and function. Biomedicine sees pathology — the
“abnormal” —to be a physical state. But we have just seen that
clinicians distinguish between what we might call “good” chronic pain
and “bad” chronic pain. In fact, virtually all chronic pain sufferers’ life-
worlds are filled with normative discourses deploying multiple meanings of
right and wrong, “should” and “should not.” Sooner or later any discussion
of chronic pain must deal with a slew of negatively valenced issues, and
in the following section I briefly discuss eight of them (Note that they
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are not mutually exclusive).

The first negative issue is the nature of the experience itself — unending
pain that experiences and those around them want to go away. The second,
which characterizes all chronic illnesses, arises due to the fact that the sick
role is legitimate only for a period of time. The third negative aspect stems
from the belief that pain’s persistence signals that something went wrong.
We may know perfectly well that many incurable conditions cause a great
deal of pain, gout or diabetic neuropathy coming to mind. But we are so
oriented toward thinking of pain as something that will go away, and of
medicine as producing cures, that we tend to see chronic illness as not only
unfortunate, but wrong in the sense that, even if no-one is to blame, failure
has somehow occurred. Biomedicine developed in an era characterized by
successful campaigns that greatly reduced infectious diseases’ incidence or
severity — or eliminated them altogether (e.g., smallpox and yaws). We have
barely begun to heed recommendations that we reconceptualize medicine as
a set of knowledges and practices oriented toward treating chronic illness.
Because physicians are oriented toward achieving cures, a chronic pain
patient’s attending physician will sooner or later experience frustration — if
not more negative emotions, and the patient may come to feel that she is
somehow to blame, or may blame her doctor or the institution that treated
her (see Wright et al. 2009:137). The Latin root for “pain,” after all, means
punishment. In a just and orderly world, our reasoning goes, innocent people
would not be suffering like this, so something must be wrong.

The fourth negative issue appears if the clinician determines that the
patient is not managing the situation as well as he should. Chronic pain
patients rather easily fall out of the category of patients physicians are eager
to treat and into the category of being “a pain” themselves — a “crock” (see
Gamsa 1994: 23). Relations between pain patients and health care deliverers
are considered the worst in medicine. In fact, pain patients can provoke an
intense hostility in caregivers, often the result of a relationship that has
seriously deteriorated. The sources of clinicians’ negative feelings include,
first, the simple fact of the practitioner’s failure to end the pain; second, non-
compliant patients; third, patients who “shop” for doctors with liberal pain-
medication prescription policies; fourth, patients who obtain pain
medications from more than one physician; and fifth, patients who clearly
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need to be weaned, at least to some degree, from the health care delivery
system.

The fifth negative issue derives from pain’s ivisibility. Even those
patients who have a well-understood painful disease struggle with this
property of pain. Pain cannot be communicated without pain behavior. The
distinctions between the experience of pain, pain behavior, and certain
emotional states seen to often accompany, rather than constitute pain, such

as suffering, depression, or demoralization, can be, and often are, highly
ambiguous. Indeed, separating the pain experience from experiences

accompanying it is a demanding, perhaps impossible, task and one reason
why sufferers find that making their pain apparent can elicit negative,
unsupportive responses. Although, as Laurence Kirmayer (1988: 83) points
out, people tend to view the stoic as mentally sound and morally upright, the
problem remains that people interacting with individuals who “suffer with
dignity” must have some way of finding out about the status of the sufferer’s
pain. The problem with the stiff-upper-lip approach is that most people,
while respecting stoic forbearance, nonetheless find it hard to

believe someone is experiencing severe pain unless reminded of it
at least intermittently. Precisely because we all have had pain, and for most
of us our pain went away, it is hard to imagine situations where it does
not. Despite the fact that huge numbers of the world’s population live with

daily pain, it is difficult to deeply, empathically comprehend the nightmare
of living with severe pain that lasts and lasts. For one thing, such an idea is

threatening; it is no accident that hell is envisioned as severe chronic
pain. I have argued elsewhere (Jackson 2005b) that chronic pain, by
profoundly challenging mind-body dualism, turns the person embodying that
challenge into someone ambiguous, perceived to transgress the categorical
divisions between mind and body and to confound the codes of morality
surrounding sickness and health. Sufferers’ uncertain ontological status
threatens the normal routines of biomedical treatment and the expectations
governing ordinary face-to-face interactions between individuals labeled
“sick” and other members of their social world. This is why some of
my interviewees commented that managing the pain was more difficult
than the pain itself. Sociologist R. A. Hilbert (1984) describes people who
experience persistent pain as “ falling out of culture.”

69



The sixth negative issue appears when the cause of the chronic pain is not
well understood. We have seen how easily an unknown cause can morph
into a diagnosis of “chronic pain syndrome,” and that the phrase “chronic
pain” often refers exclusively to this category of patient, especially when
“Iintractable” precedes the phrase (note that intractable simply means
unresponsive to treatment).

The seventh, and most complex negative issue, closely related to the sixth,
occurs when a diagnosis of psychogenic pain is made, which often results in
the sufferer being seen to not have a “real” illness or “real” pain.
Suggestions to patients about psychogenic inputs can invite worry about
being seen as mentally ill, which undoubtedly is a major reason why people
involved in chronic pain — sufferers, their families, and primary care
physicians — are so often invested in seeing pain in mechanical terms: the
archetypical lighted match under a finger. For the majority, any suggestion
of mediation by the mind i1s seen to decrease the organic quality of a
pain experience, thereby increasing its “wrong,” potentially stigmatizing
quality. A “real” pain, seen as simple physiological communication
about tissue damage from an external cause or an internal organ
malfunction, fits into an uncomplicated model that challenges neither
conventional notions about the separation between the body and mind
nor ideas about who deserves sympathy for bodily injury. Seeing pain as
an experience felt by an individual with a personal history, who is
embedded in a social and cultural milieu — surely the way to
conceptualize it — admits the possibility that the sufferer might have
somehow “ brought it on himself” to some extent.

Despite pain medicine’s advances, most people continue to
rather categorically oppose “real” (organic, physical) pain to ‘“all-in-your-
head” (imaginary, mental, emotional, or psychosomatic) pain. Institutional
actors play a role, too; as Mara Buchbinder notes, health insurance and
worker’s compensation boards require “proof” of pain before
reimbursement (Buchbinder 2010:123). In short, pain continues to have
a complicated relationship with “real” signs of abnormality, which speak
in the Cartesian 1diom of objectifiable reality that can be socially
apprehended.

The eighth, and final, negative issue concerns the degree to which the
cause of a sufferer’s chronic pain ethically entitles them to the sick role. The
most deserving are those who have experienced tragic events, for example, a
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robbery that resulted in serious trauma. These sufferers’ moral status is
impeccable, for they are seen to have in no way deserved their fate. Less
deserving are people who are seen to be responsible to some degree for their
current situation — for example, being involved in a car accident while on
drugs and ending up a paraplegic. Also less deserving are people whose
neuroses are seen to produce or augment their continuing pain. Their mental
“weaknesses” disqualify them from membership in the first group because
their pain’s cause lies within them, and from the second group because the
cause i1s located in their unconscious. Finally, individuals who knowingly
misrepresent the degree of impairment they have sustained in order to access
medical treatment or financial compensation are seen as morally
reprehensible malingerers, some of them outright criminals who should be
prosecuted for fraud.

Unfortunately, how to go about assigning individual patients to a specific
category is not at all clear; researchers have pointed out that teams of
clinicians in pain centers sometimes find themselves in heated disagreement
during evaluation meetings (see Corbett 1986; Loeser 1996).

The question of entitlement is complicated further by the issue of possible
gains. Some chronic pain sufferers are seen to resist getting better because
they are unconsciously motivated by benefits obtained from being ill —
“secondary gain.” Three kinds of gain are distinguished in the clinical
literature: primary gain diverts the patient’s attention from a more disturbing
problem; secondary gain is the interpersonal or environmental advantage
supplied by a symptom; and tertiary gain involves someone other than the
patient seeking or achieving gains from the patient’s illness. Discussions in
the literature about secondary gain analyze patients’ attempts to “ game the
system.” Phrases like “accident neurosis” and “cured by a verdict” refer to
litigation following automobile or other accidents (Worzer et al. 2009).

Tue BiopsycHosocIAL APPROACH TO CHRONIC PAIN TREATMENT

Over the past forty years pain medicine has adopted behavioral
medicine’s biopsychosocial treatment model. Keefe and France note that a
biopsychosocial perspective “emphasizes that pain is a dynamic process that
not only is influenced by biological, psychological, and social mechanisms of
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pain, but also produces biological, psychological and social changes” (Keefe
and France 1999: 137). While doubtless this approach is superior to the
conventional medical one in many respects (see, e.g., Kleinman 1992:170;
Patterson 2004; Worzer et al. 2009), its therapeutic and normative
implications need to be examined. Biopsychosocial therapies that talk of
managing pain rather than curing it necessarily assign far less responsibility
to the health professional. Shelley Taylor describes the clinician as “co-
managing the problem with the patient. If the new technologies are to work,
patients must consent and actively participate” (Taylor 1995: 594, as cited in
Kugelmann 1997: 59). Being “responsible for one’s pain” requires
disciplining the body and mind. Ruthbeth Finerman and Linda Bennett argue
that the new “responsibility and blame focused” explanatory models “have
the added consequence of stigmatizing and further victimizing victims by
ascribing blame ... [such that] disease, onset and outcome are directly
ascribed to the afflicted themselves [who] are then subject to censure for
personal failures which ‘caused’ their condition” (Finerman and Bennett
1995: 1; also see Kleinman 1992: 185). They go on: “such patients are
forced to fight both health threats and social stigma or sickness-induced
‘shame’” (1995: 2). As Eccleston et al. note, pain professionals’
repositioning of themselves from a “healer” role to a “manager” role “has
been recognised as a common response of orthodox knowledge when faced
with threat and challenge” (Eccleston et al. 1997: 707). “In chronic pain,
when the cause remains lost, the patient reappears to own that loss: the
patient becomes the lost cause” (Eccleston et al. 1997: 700). Kugelmann
considers such an implicit “morality of responsibility” in pain management
to be “ deeply exploitative” (1997: 59) and complains that “what are no
longer recognized in the biopsychosocial chart of existence are limits. There
are no limits to intervention into the patient’s life” (Kugelmann 1997: 62).
The biopsychosocial gaze at the clinic where I conducted my research was

quite extensive. Many patients complained about unwanted staff intrusions
into intimate aspects of their or their fellow patients’ lives. For example,

during a meeting of all patients and several staff members, one patient stated
that he did not want to hear about a fellow patient’s divorce in such a public
setting, and asked, “what does her divorce have to do with her pain?” Of
course stressors like going through a divorce can produce deleterious
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changes in physiological functioning and exacerbate pain, which most
patients understood. This patient was mainly objecting to the public nature
of the intervention — which staff saw astherapeutic.

PaIN NARRATIVES

A significant amount of literature has emerged in recent years that
discusses the stories patients tell, “illness narratives,” virtually all of
which are shot through with accounts of pain. (see Das 1997; Kleinman
1988; Mattingly and Garro 2000). Space limitations allow only a brief
mention of some of the issues. Some scholars focus in on interpreting pain
narratives (Charon 2005: 37-40). A frequently encountered issue concerns

the way severe, unending pain challenges a sufferer’s very identity. Pain
narratives are often gripping: even “pointless,” “meaningless” pain can

motivate the teller to aim for impressive heights of descriptive power, in
particular through metaphor, and fashion dramatic appeals to the
interlocutor. Pain can be an enemy, a “monster” (Good 1992) that takes
over one’s body — which can turn into something unrecognizable,
alienated (“possessed” ), even traitorous. Pain exiles sufferers from
their own bodies, which surface as “strangely other” (Goldberg 2009:
34, 35; emphasis in the original). Some accounts vividly describe
rejection, in no uncertain terms, of the painful body part.

A great deal has been written, often employing a phenomenological
approach, about the relationship between language and pain. According to
Jason Throop, the theme of pain-resisting language appears regularly in the
literature. Pain tends “to actively ‘resist’ the cultural patterning of linguistic
and interpretive frames” (Throop 2002: 13; also see Daniel 1994; Goldberg
2009: 33). Kleinman et al. write that pain “...occurs on that fundamental
level of bodily experience which language encounters, attempts to express,
and then fails to encompass” (Kleinman et al. 1992: 7; also see Jackson
1994b). Due to pain’s “unsharability,” Elaine Scarry writes that “physical
pain does not simply resist language but actively destroys it, bringing about
an immediate reversion to a state anterior to language, to the sounds and
cries a human being makes before language is learned” (Scarry 1985: 4-5).
Drew Leder makes a similar point: “...pain is the consummately private
sensation... It is, in fact, actively speech destroying” (Leder 1990, as cited in
Throop 2009: 33). 73



Apart from instruments like the McGill Pain Terms Questionnaire,
information about pain not experimentally induced is obtained during
medical, psychiatric, or social science interviews. Buchbinder provides a
valuable discussion about the constraints the anthropological interview
places on the interviewee, in particular what gets left out (2010: 124). Rather
than examine the literature on narrative, she argues, we should be looking at
the field of rhetoric, for the interview occurs in a setting of unequal power
balance where the patient is highly invested in communicating her view of
what has happened and her status as a moral being (see Jackson 2005a).

CONCLUSIONS

This chapter has presented some areas in pain research and treatment
of particular interest to anthropology. That so much is at stake when
people hurt for long periods of time makes chronic pain a loaded
topic, one constantly being discussed in medical, political, and
economics venues. Pain’s meanings are so dependent on culture that
generalizing about the cross-cultural anthropological research on pain
poses a major challenge. Of course, any experience is heavily influenced by
its context, but accepting that the meaning of a pain experience is its
most important determinant is quite difficult, in part because of our
notion of pain as a sensation. Pain seems so fundamentally biological —
a noxious stimulus and hard-wired response — that recent findings about
the plasticity of the central nervous system and its responsiveness to, for
example, emotional or environmental variables, can seem counter-
intuitive. The “fundamental tension between pain as  subjectively
understood  versus pain as  objectively characterized” (Aydede
and Guzeldere 2002: S266) continues. The abundant evidence of
pain’s multimodality requires that we accept the likelthood of a wide
range of influences on the pain experience. For example, some
aspects of pain processing, such as coping, induce neural processing
prior to actual pain stimulus (Ingvar 1999: 1347). Also, chronic
high levels of pain constitute a prominent stressor that can produce
activation and inflammation of immune system and neuroendocrine
reactivity, which can feed back into the pain processing system and
permanently change it (Sturgeon and Zautra 2010: 105).
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Pain continues to be seen as a “thing” rather than an experience. Full
acceptance, even within pain medicine, of pain’s location exclusively in the
brain/mind will be a long time coming, if phrasing in current pain medicine
publications is any indication. For example, “pain can therefore be expected
to influence brain processing on many levels” (Ingvar 1999: 1347). Media
articles with similar phrasing also appear regularly, for example,
“Acupuncture ‘lessens pain in brain not body,’ scientists discover” (Hough
2010).

The situation faced by sufferers of chronic pain exposes several fault lines
of the dominant positivist and Cartesian understandings of selthood and the
human body as they have been institutionalized in U.S. biomedicine. Certain
conceptual and moral foundations of biomedicine classify people into
categories that pain-sufferers straddle, including those based on two of
biomedicine’s most basic discourses. The first one, illustrated by
the imputation of psychogenic pain, is that of the real and unreal, “physical
and mental, real and imaginary” (Kirmayer 1988: 83). And pain sufferers
not only reveal the inadequacies of this classificatory system, they also
threaten the ethical and normative implications accompanying that system
by defying attempts to classify them as a particular kind of moral being.
This second discourse — Kirmayer’s “accident and moral choice” (1988:
83)— i1s that of responsibility.

In short, chronic pain patients embody disorder: It might not be going too
far to describe chronic pain sufferers as being seen to attack the established
order of the part of the universe having to do with received wisdom about
the body and mind. If, as Kirmayer suggests, the dualism of Western culture
is firmly rooted in the West’s construction of the moral order and the person,
then understanding the role played by “the fundamental experiences of
agency and accident, and their moral consequences” is crucial (Kirmayer
1988: 58). Elsewhere (Jackson 2005b) I have suggested that pain sufferers
occupy an ambiguous space with respect to agentive, as opposed to
completely involuntary, action, and, as a consequence, ambiguity will inhere
in any moral evaluations concerned with agency.

The degree to which changes in the biomedical paradigm, in particular its
shift to ever-greater acknowledgment and incorporation of mind-body
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connections, will benefit sufferers of chronic pain is anyone’s guess.
Although neuroimaging represents a significant advance in pain medicine,
in some respects, it has strengthened biomedicine’s model of disease as
a thing spatially located in the body” (see Morris 2008: 400). Despite a
highly significant shift in clinicians’ language about pain (and the pain
patient) resulting from these technologies (see, e.g., Merskey 2004),
pain still straddles the body-mind fence and still continues to represent a
fundamental medical anomaly. In clinical settings pain continues to be seen
as in need of validation before a reliable diagnosis can be reached.
But there are indications that such a shift is occurring (see, for example,
Hardcastle 1999; Melzack 1996; Merskey 2004). According to Fields,
the gate control hypothesis, proposed four decades ago, “brought the most
clinically relevant aspects of pain out of the realm of pure psychology and
into the realm of neuroscience. A corollary of this was to provide
enhanced respectability for pain patients, for the physicians who cared for
them and for the scientists working in the field” (Fields 2007: 50).
It is to be hoped that more anthropologists will consider investigating this

compelling topic.
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1.3. RELIGIOUS SPECIALISTS (Lecture 3
Notes)

Shamans are different from priests for various reasons among which is
their ability to send their souls to other worlds beyond their own while in

trances; priests generally are recognized for their functions in
ceremonies affecting the whole community or a whole people and that have
to do with the production or reproduction of collectivities — clans,
phratries, society; herbalists have an extensive knowledge of plants
with specific properties and powers to cure the sick and for a wide
variety of other functions; “assault sorcerers” are adept at witchcraft, but
may in certain cases, come to the aid of whole societies by preventing the
invasion of unwanted strangers into their midst; and ceremonial dance
leaders principal function is to create and maintain harmony amongst
members of one or more communities. Each society has its particular
combination of ‘specialists’ who, in principle, complement each other
forming a body of sacred knowledge and power that constitutes the
foundation of a living cosmos.

In this course, we’ll be studying shamanic healers through audiovisual
material and readings from societies throughout the Americas (Amazon,
urban Latin America and Brazil, Central America), Asia and Malaysia (Tibet,
Nepal, primarily, but also the Temiar of Malaysia, whose songs mobilize the
power of natural sounds and sound-producing instruments to effect
healing); and non-indigenous types of shamanic practice developed in
Western societies (the US and Brazil in particular) which are in essence
adaptations of elements from traditional shamanic practices. Frequently,
these non-indigenous forms of shamanism strongly reflect the ethos of the
societies in which they are practiced. Michael Harner’s ‘core shamanism’
selects from an array of shamanic traditions throughout the world
aspects that are common to many if not all. Harner’s work is pioneering
in two ways: first, the creation of a global reference source which is of
utmost utility in revitalizing practices of shamanism; and second,
rekindling the contemporary practice of shamans in Western societies
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who were forced to abandon this practice by dominant churches. In

contrast, the “neo-shamanism” that one finds in popular culture
influenced by the New Age ideologies, is a sort of potpourri, a mixture of
various shamanic traditions, in an eclectic way, frequently changing
through the constant adoption of new elements (see especially, Znamemski,
2007). Scientific studies of Spirituality and the Brain, or Neurotheology,
have great importance in this effort as well. Neo-shamans, however, have
demonstrated considerably less depth in their quest for spiritual knowledge
often being more open to performative and aesthetic aspects of shamanic
imagery, especially in their use of ‘power’ objects (eagle feathers of
Native North Americans) for their curing.
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Reading Wright: Religious Specialists

In this paper, I provide a brief overview of traditional healing and religious
specialists in indigenous societies of the world. Essentially: shamans,
sorcerers, priests, and prophets. First, the shamans are ‘“hunters of
souls” to use Roberte Hamayon’s widely-known and apt expression.
Sickness is widely conceived as the detachment of “soul” elements from a
person’s body for whatever reason, such as asudden fright, or the
appearance of an omen of death. In indigenous belief, the detached soul
becomes lost in any one of the multiple layers of the cosmos which are full of
traps, snares, and demons which take the souls as prey. The shaman thus
undertakes in trance a perilous journey which s/he has been trained to do in
the many years of his/her apprenticeship. The shaman has allies
scattered throughout the universe which assist in the search. Once the soul
1s found, there may be a process of “negotiation” to regain the soul; if the
payment is accepted, the shaman is authorized to perform the cure of the
person in This World, returning the soul to the sick person and extracting,
by suction, the material representations of the sickness (whatever these
may be: a wad of gum, a bunch of hair, thorns, pebbles). Good health is the
integration of soul in the body; illness is the loss of part of the body’s
soul; death is the total and irreversible loss of the body-soul.

The process of becoming a shaman in Native America is similar to that
found elsewhere in the world: in childhood or young adulthood, sometimes
as the result of a grave sickness, or dream experience, an individual (male or
female) and his/her parents decide that s/he should be trained in the
shaman’s way. The apprentice then lives at the master’s house for a
period of time, receiving instruction, often taking mind-altering substances
(tobacco, for example, if that is in the shaman’s repertoire)!. During this time,
the shaman must fast, remain secluded, and observe sexual abstinence, for
their inner selves are being reshaped as their external, social selves are
restricted to a minimum interference. They gradually acquire the
knowledge to diagnose and cure a series of sicknesses according to their
sources. Once the sickness has been extracted, it is simply cast away.
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As 1s well-known from shamanic experiences in various parts of the world,
the initiate reaches a stage when s/he passes through a process of de-
personalization, that is, s/he “dies” as a human and is “reborn” into the spirit
world. The death and rebirth experience may be thought of as a kind of
sacrifice of the shaman’s human consciousness. In his/her trance-state, the
shaman sees her/himself as a skeleton; then s/he enters the netherworld of
the dead and, finally, arrives at the world of the deities: a process of returning in
time to the primordial world, the source of all creative power. Before
entering, the shaman sheds her/his social self (name, human soul) and freely
moves about, form-less in the Other world.

Shamans learn to control their souls sending them at will on cosmic
journeys; they also learn how to recognize the multiple places of the cosmos,
and the deities or demons that inhabit them. It is a highly subjective
experience that one can only know by feeling the emotion of ‘being there’ in the
“Other Worlds” of above and below, before and new. They acquire spirit
armaments (darts, swords, clubs, thunderbolts) as part of their warrior selves.
All of their perceptions are altered in one way or another during training:
they are trained to see the double of any being — for example, a witch’s
true self as the body of an animal with the soul of the dead. If cloud-
reading is amongst their skills, then they learn the meaning of cloud
shapes, their expansion and contraction, appearance and disappearance. They
can hear the sounds of other shamans as thunder and can respond with
their rattles. Through the use of crystals, they enhance immeasurably their
clairvoyance and power to foresee events or as they occur in distant places.
They learn to sing in the specific styles and language of the shaman — in some
cultures, this language was given by the animals or birds in primordial times.
The songs record their journeys in the Other World; or they may be the
voices of the dead who use the shaman’s body to speak to their living kin.

The shaman, more than any other specialist, learns what it means to
become Other, to “transform” into powerful, often predatory beings such as
the jaguar, the serpent, the raven, and others. The shaman acquires many
spirit-“mantles” indicating the multiplicity of Other beings that they may
become. They acquire the perspectives of these others, taking on their
subjectivity and agentivity.

Finally, they may acquire the subjectivity of the creator-deity whose
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salvific powers may be necessary for historical moments of uncertainty and
disorder. Since the Sun deity is everywhere important in native America, the
shaman who attains the highest state of consciousness — that is, god-
consciousness — has the power to cast light, to reveal, and to dispel darkness.
These, most powerful shamans, are the prophets or visionaries.

Assault sorcerers, are at the opposite end of the spectrum as the shamans
who cure. Some authors have called them “dark shamans”. In many cultures,
the shamans who cure are the same as those who practice sorcery, like two
sides of the same coin. During the shaman’s apprenticeship, they learn the
art and practice of curing first and then, when they are at a point when
they can withstand the harmful effects of assault sorcery, the master instructs
them about this side of the practice. For that reason, in those cultures
where the shamans practice both healing and sorcery, they are considered
highly ambiguous figures.

But the true dark shamans are distinct from the healers. One image of
their complementary opposition found in the Amazon is of the jaguar and the
large anteater locked in combat, neither able to let the other go. Both jaguar
and anteater are predator animal-doubles of the healer-shaman and sorcerer
respectively. The sorcerer derives its powers from cosmological principles
that are the complete opposite of the healer.

Assault sorcery, or witchcraft, is found in all parts of Native America;
extensive studies of this dangerous topic have been conducted among the
Carib-speaking peoples of the Brazil/Guyana borders, the Warao of the
Orinoco delta, the Baniwa of the Northwest Amazon, the Quiche Maya of
Guatemala, and the Navajo of the North American Southwest. I have
mentioned above the cosmological opposition between light and dark forces
of the cosmos, each associated with a specialist shaman. The mythic
narratives recount how the prototypes of the dark shamans were either one
of a pair of brothers, the emissary of a deity who craves human blood, or the
child of the Sun whose death left all poisonous plants in the world.

Taking the example of the Baniwa, a person is not born with the power of
a sorcerer, or “poison owner”; rather, one acquires the knowledge about
poisons and poisoning informally from another sorcerer (although in many
other reported cases, sorcerers perform ceremonials in groups). Any person
can use sorcery to take vengeance against an enemy, but the true poison-

85



owner 1s one who has committed sorcery repeatedly until it is said that
his/her “only thoughts are to kill.” It is then that the person has become the
mythical prototype of the sorcerer, a mixture of a hairy animal with the spirit
of the dead.

The poison-owner’s principal action is to secretly put some type of poison
(the Baniwa know several dozen types of poisonous berries, ash, thorns,
leaves, roots) into the food or drink of the victim. Depending on the
poison, the effects are immediate or prolonged, but the overall
effect is to immediately incapacitate the person forcing him/her
into seclusion. Biomedically speaking, the poison provokes a gastric
lesion, internal hemorrhaging, uncontrollable vomiting or diarrhea,
severe anemia, and eventually death. Treatment by the shaman is
prolonged and sometimes successful; surviving the attempt may result in
that person’s conviction that s/he should learn the shamanic arts of
chanting or reciting healing formulae not only for himself but also to assist
others.

The main reasons for giving poison have to do frequently with envy,
the non-compliance of a trading agreement, or failure to reciprocate in a
marital exchange, and gossip. All of these motives have to do with the
intolerance of wealth differences in a relatively egalitarian society. But
poison may be given to avenge the death of a loved one; in that case, the
assault sorcerer will kill as many people as necessary until the burden
of the loss has dissipated.

There is another aspect to the cosmology of poison-owners that involves a
wider system of intertribal relations: the victim’s kin seek vengeance
from powerful sorcerers who live far away, who belong to other tribes. It
1s said that these other sorcerers constantly wander on the borders
between the universes of different peoples. Thus they know where and
how to penetrate the cosmos of their enemies to find whomever it is they
are paid to kill. In looking for their victim, sorcerers provoke attacks of
madness in their victim, in which the person “transforms” by exhibiting
the behavior of an animal and ultimately destroying himself/herself.

Among other peoples, assault sorcery may involve extremely aggressive
physical attacks in the dark of night against powerless victims (children or
women). Sometimes effigies are used in the course of stalking the victim.
The kanaima, dark shamans of the Cariban-speaking peoples of northern
South America seem to follow a logic in their attacks, the objectives of
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which are to systematically destroy — or destructure — persons or
whole villages by maiming the bodies of their victims, first, provoking
the total loss of control over the victim’s orifices (incontinence) and,
finally, conducting necrophagous rituals at the graves of the deceased where
they suck the juices of the deceased’s intestines through a long tube or
straw.

The Warao of the Orinoco delta have a very highly-developed system
of dark shamans called hoaratu whose cosmological origins lie in the
relations between humanity and the “ancient ones” that still reside at
the cardinal points of the earth. It has been the particular responsibility of
the hoaratu to ensure that the scarlet macaw god and his spirits do not
become enraged and are appeased with a supply of human victims. Thus,
to be killed by the hoaratu is to be utterly extinguished without hope of
an immortality in the other world. Like the kanaima, the end of the
individual is complete extermination and ontological erasure, ultimately
becoming the food of the gods (Whitehead and Wright, 2004).

Priests: The priestly function derives from cosmological principles that
are both complimentary and antithetical to the shamans. The training of a
priest takes much longer than that of a shaman, given the scope and
depth of knowledge that the priest is expected to acquire. Among the
Kogi of the northern Andean region, one of the best-known
cases of native priesthood, apprenticeship of the mamma priest/-ess
covers a period of over 18 years during which time the apprentices live
together with the master-priest; and they must observe celibacy. Like
the Amuesha priests of the eastern Peruvian mountain region, the mamma
are associated with temples or shrines on the mountain tops or in the dense
forest.

Generally speaking, where the shamans derive their power from direct
knowledge and experience of the deities and places of the cosmos, the
priest’s power is based on the accurate recall of canonical and esoteric
knowledge which is essential for rites of passage, that is, for the reproduction
of society and the renewal of the world. While the shamans are relatively
more egalitarian or “democratic” in their internal organization — that is,
anyone can become a shaman who accepts the years of arduous training and
perilous experiences — the priests come from a specific class — the elderly
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men or women of the society. Traditionally, priests are organized into
hierarchies, and may be organized into sacred societies.

Where the shaman’s influence and prestige depend on his performance
and capacity to retain a local clientele, a priest’s influence extends over a
wide network of communities who depend on them for their knowledge.
Their most important function is to reproduce and renew society; this is
done through the chanting of long litanies, which must be sung in absolutely
correct order, at initiation rites, post-birth and post-death rites. At these
moments, a new group of adults, or a natal family, or a family without one of
its members who has died is created; at the same time, the entire society is
adjusted to its new situation.

Where the shaman is a predatory hunter of souls, like the jaguar, and
because of this, is considered a morally ambiguous figure who can do harm
as much as he can heal, the priest by contrast is the morally un-ambiguous
representative of harmonious conviviality, and cosmological balance. The
priest is also responsible for ministering to the deceased, especially the
ancestors, as well as to the sacred places associated with the ancestors.
Among the Maidu of North America, one kind of shaman was called the
“dreamer” whose power derived from his ability to communicate with the
ghosts and spirits of the dead. This is why the priests are senior elders of
the group. Among the Warao, for instance, the priests are called “our
ancestor” or “our grandfathers” designating the primal forebears of the
Warao.

Among the Bororo of western Mato Grosso, Brazil, one type of shaman
ministers to the mystical beings of change, transformation, and decay, called
the bope. They are dialectically opposed to the specialists who minister to
the aroe spirits, who are the immortal, incorporeal and individuated
spirits possessed by all creatures, especially man. Aroe is also applied
to the collectivity of souls of deceased Bororo and to the ancestors.

Consistent with their role as protectors of humanity, the priests have the
powers to protect their people from external attacks and thus have had an
historic role in holding back the advance of the White people. Among the
Kogi, the mamma learn the laws of cosmic harmony and balance which is
critical, for it is said that if the sun moves too close to the earth and threatens
to scorch it, the priests can avert the disaster. In 1995, the Kogi priests
produced a film, called “Message to the Younger Brother” [the “younger
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brother” is the White Man] warning of imminent ecological disasters if
humanity continues to abuse the laws of nature.

The relation of the priests to their following is modeled on the relation of
the divinity to humanity: parental love and protection. The relation of the
priests to the divinity is not only as the divinity’s earthly representative, but
also as one who ministers the relations between the divinity and humanity.
Thus, the priest makes offerings, sometimes in the form of sacrifices, to the
deities as a form of thanks (reciprocity) for the life that the deity, especially
the Sun god, provides humanity. These offerings may be in the form of food
(for example, Aymara priests of the Bolivian altiplano offer a mixture of corn,
and other food, and tobacco to the rising sun at the time of the solstices).
Among the ancient Timucua of Florida, deer, large animals were stuffed,
adorned, and offered to the Sun. And it is well-known that among the
ancient Aztec and Maya, human blood and heart sacrifice were vital
nourishment for the Sun deity who every night traversed the Underworld
Land of the Dead (Xibalba for the Mayans) undergoing many trials to be
reborn on the following day.

Prophets emerge from a configuration of historical circumstances internal
and/or external to society such as outbreaks of sorcery, or the dangerous
accumulation of secular power, as among the Guarani Indians. But what are
the relations of the prophet to his/her message and cosmology ? What
changes occur in their orientations to ultimate reality ? From a brief review
of key themes in prophetic movements, we can see that most are focused on
the same questions that lie at the foundation of all religious belief and
practice: how can life and a way of life be perpetuated in the face of constant
transformations ? How can humans secure what is most sacred to them in
the face of massive destruction and change?

Firstly, common to many of the prophetic movements is the search for a
Utopia, which can take one of two forms. The first is spatial which can mean
a return — led by the prophet(s) — to a place of mythic origin in order to re-
unite with the primordial and eternal people and divinities. This was a
dominant theme in the seven prophetic movements that took place within a
relatively short period of time at the beginning of the 20t Century among the
Ticuna of the upper Amazon River. Humanity, it was believed, had strayed
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too far from the morally correct ways of living, and the prophets — called
“ those who desire to be sacred” — showed the way back to the places at the
headwaters of certain streams where the primordial people were to be found.
The “perfect place” for the Guarani, called kandire, or yvy maraey is located
in the east, across the Atlantic Ocean, a place where one can attain
immortality without having to pass through the ordeal of death. The prophet
leads the following to that place when he/she receives the *“ beautiful words”
of inspired song.

Often, the search for a perfect place is something “foretold from old” .
That is, in the stories of creation and the first people, mention is made of
ancient migrations to the perfect place which only some attained, while the
rest did not. The Apurina, Arawak-speaking people of the southern Amazon,
tell the story of ancestral migrations to the perfect place in the north; half of
humanity decided to stop in the middle of the journey, while the
rest continued on. The “middle place”, however, is called the “moribund
place, the place where many deaths occur” and is not what they had
hoped to attain.

Similarly, the mythic narratives of the Tupi-speaking Cocama of the
border of Brazil and Peru, told of such migrations to a land of perfection,
long before the Brazilian Jose da Cruz, a self-styled wandering pilgrim and
prophet began to preach the message of the Third Millennium to the
Cocama, based on his version of millenarian Christianity. The Cocama and
other indigenous peoples of the region understood what Jose was saying in
their own terms and followed the logic of his program to construct utopian
towns in the middle of the forest, where they would be free from corruption
by the white civilization. These towns are still in existence today.

The second form of prophetic movements emphasizes a time or moment of
transformation, when the earth — considered to be irredeemably flawed with
impurities, rotten with the corpses of so many dead, contaminated by
sicknesses and toxicity, as well as dangerous and harmful creatures — will be
purified by fire, washed by water. The stories of creation of many peoples
tell of a time when these events occurred, and there is every reason to
believe — according to the prophets — that they may happen again. The
prophets thus wed the logic of myths to the logic of contemporary action.
The prophets are the emissaries of the divinities and thus are the only ones
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who should know when these things will take place.

In the cases of the descendants of the Maya and the Inca, the ancient
calendric calculations and the alignments of the planets and stars provide the
basis for fixing the date of another overturning or end of this
world/beginning of the next. It is notable how many people have evaluated
millenarian Christianity (Pentecostalism) to resonate with these beliefs.

When Native North American prophets spoke of a “return to a primeval
past”, there are several senses to which they refer. Prophets of the 19t
Century usually spoke of the return of the ancestors, the return of the buffalo,
the renewal of the traditional way of life that had been stolen from them.
Native North American activists of the 215 Century now refer back to the
“prophecies of the elders” that foretold the present-day ecological disasters
and forewarned that, unless there are very basic changes in humanity’s
relations to nature the disasters will inevitably move to total destruction.
Many native peoples have sought to show the way towards ‘alternative
living’, by food production and sustainable development.

Evidently, the prophets have earned their fame both through the resonance
of their message with peoples’ desires and hopes, and from their life-
histories as shamans and/or priests. The shaman who has extensive
knowledge and direct experience of all levels of the cosmos, who has
survived sorcery attacks and become even stronger, who understands and
can explain the myths with coherence and depth, and has a demonstrated
ability to divine, foresee, if not an extraordinary clairvoyance, and was
trained by a succession of powerful shamans before him? has all the makings
of a prophet.

Shamans, priests, and prophets can be the same person at different stages
of the person’s career when the appeal of their messages becomes universal,
the dominant theme most often having to do with the eradication of sorcery,
moral reforms internal to society, inversion of power relations between the
whites and Indians. Prophets are emissaries of the divinity and have an open-
line of communication with both the divinities and the souls of the deceased.

These four functions (shaman-witch-priest-prophet) are not the only ones
that have appeared in history; they are the most important. Among the
highly-developed civilizations (Aztec, Maya) there were scribes; among the
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Warao of the Orinoco delta and the Indians of the Northwest coast of North
America, there were boat-makers; and in cultures throughout the Americas,
dance-leaders and a host of other specialized functions could be added to
this discussion. The senior elders everywhere are the keepers of the sacred
stories, or myths, and the sacred chants for initiation rituals. Among the
Maya, there are the day-keepers who continue to exercise their art of
keeping the ancient calendars and assisting their clients in interpreting
day signs affecting their day-to-day affairs.

Footnotes

In their experiences of different levels of the cosmos, Native American cultures make use of
sacred substances, perhaps more than indigenous peoples in any other region of the world.
Prominent among these are hallucinogenic snuffs (Piptadenia, Virola, Anadenanthera) and vine
or plant infusions (Banisteriopsis), mushrooms, cacti, peyote, and numerous others. Shamans
particularly use hallucinogenic snuffs to divine the future, adjudicate quarrels, perform sorcery,
identify hunting and fishing areas, and heal illness. Plant infusions (yaje, ayahuasca) are used in both
tribal and urban contexts. In addition, tobacco, fermented beverages, and a number of plant
stimulants (capsicum pepper, coca, guarana) and narcotics (datura) are central to religious rituals.

As well as other exceptional abilities: to sing, to tell stories, and a way of behaving in public that
identifies him/her as a shaman.

2
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Module 2: Shamanic Traditions of the
World

Dm_ Cherry/Shutterstock.com

Introduction to Module 2

This Module is divided into 9 sub-sections, each about distinct traditions,
including case materials from Amazonia, the Himalayas, Malaysia, and
contemporary non-indigenous forms of shamanic practice.

Shamanic Traditions:

e Baniwa NW Amazon;
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Ayahuasca - Indigenous, Mestizo, and Globalized Churches;
Bon Shamanism of Nepal;

Tamang Shamans Tibet;

Yolmo (Sherpa) Notions of Body, Sickness & Health;
Temiar Music & Healing in Malaysia;

Core Shamanism and the FSS;

Neoshamanism

Some of the 1ssues to be discussed in this Module include:

cosmologies of indigenous peoples versus foundational principles of
Western biomedicine, such as the body/spirit dichotomy, Cartesian
view of the body; versus the ‘life-forces’ of native cosmologies, the
‘fine-tuning’ of native souls vs the fine-tuning of body mechanics;

the growing acceptance of non-conventional therapies (Tibetan herbal;
‘core’ shamanism; music as therapy; nutrition and vegetarian diets) vs
the politics of Western biomedicine

the parallels between ‘antibiotics/immunization’ treatment in Western
biomedicine, and the shamanic ambivalence 1in the notion
of ‘sickness’/‘remedies’ (that is, remedies are the inverse of the
sickness; while injecting ‘virgin’ populations with virus produces
antibodies that combat the disease);

aspects of aesthetic/performative treatments in both, and their relevance
to the ‘efficacy’ of treatment; what does ‘efficacy’ mean in each case,
and what have been the results of traditional healing practices? On
what does ‘efficacy’ depend in each case? When is a person considered
to be ‘healed’, do notions of remission exist in traditional healing?
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Reading Wright “The Making of a Jaguar
Shaman”

ROBIN M. WRIGHT

A pajé’s [shaman’s] efficacy is judged by the community and other pajés
on the basis of how well, and coherently, he represents the Other World to
those who are observing and being cured. A complete cure proceeds by stages:
after a person has requested a cure, the pajé takes parikd [shaman’s snuff,
made from the resin of the Virola tree] and, in his dreams prior to the appointed
day of the cure, the “soul” of the patient is located or the source of the sickness
is determined. This is followed by the curing session, which is scheduled for
noon the next day, when two or more pajés perform a song-journey as they
slowly walk in file around the circular terrain where the cure is taking place.
After singing, they proceed to extract the sickness and pain by sucking itout
of the patient’s body. The shaman then vomits out the sickness and casts it
away where it will no longer harm the sick. This may take several hours, until
the pajés have determined there is no more sickness to be extracted,
whereupon their souls “return” to “This World,” as the sun is setting. On the
following day, the pajés chant prayers or orations, often in a barely audible
voice, for several hours, over a remedy (herbal mixture, bottle of rubbing
alcohol). These chants complement the phase of extraction by utilizing the
power of verbal actions and breath to cool the fever, “sweeten the body,” and
protect the patient from any further spirit attack in the immediate future,
preventing the sickness from returning after it has been expelled, blowing
protective smoke over critical points (crown of the head, hands held together,
feet joined together) on the patient’s body, and renewing the heart-soul’s
strength. Finally, (4) the pajés give plant medicines or other materia medica
that have been “ blessed” with water to the patient with recommendations for
post-cure health care. All of these procedures together form a total process, a
thorough elimination of extraneous objects from the patient’s body,
reinforcing protection of the same, giving strength to the heart-soul,
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and offering a convincing performance of the pajé’s knowledge and powers
to heal.

In 2000, I underwent a treatment by three pajés for a fractured right femur.
The head pajé informed me before the treatment began that he had dreamt
and discovered that spirits of the waters were provoking my pain because,
shortly after my birth, my parents had not had the correct postbirth orations
performed by an elder to “turn away the gaze” of these spirits. This left
me vulnerable when I was given my first bath. As a bearer of a so-called
birth defect in my joints, I could relate my condition to his diagnosis; the
fractured femur was a consequence of not observing a necessary
prophylaxis. The concept of “hereditary disease” does not exist in Baniwa
medicinal theory. Thus the explanation interrelated a cognitive
understanding with my personal situation and with the social unit
responsible for the failed prophylactic practice.

The rite of extraction took place in the early afternoon of the designated
day. Three pajés worked together for more than two hours, taking turns
at sucking out the material form of the sickness (pieces of wood characteristic
of the water spirits), vomiting them out at a short distance from where I
sat, examining them, and throwing them far away. One comment that the
pajé made as he continued the extraction was that there was too much
metal (prosthesis) in my leg, making it difficult to extract the material form
of the sickness and pain.

The treatment continued the following day inside the infirmary of the
Salesian mission center in the city of Sao Gabriel. The three pajés
performed healing orations both on the ailing leg and on a bottle of rubbing
alcohol. The words of their orations were blown with tobacco smoke on
both. At the conclusion of this operation, I was given the plastic bottle of
rubbing alcohol and instructed that it could be refilled any number of times
afterwards, for the power of their orations had been absorbed into it.

I had received a “complete treatment,” the three pajés said, demonstrating
their satisfaction with a job well done. The payment for their services was quite
high, commensurate with their certainty that the whole process had been
done “completely,” not halfway. I was both impressed
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and honored by the treatment. Each moment of the process involved the
construction of arelation between the pajés, myself, and the Other World: first,
the localization in time and space of the source of the problem, involving a
distant moment of time/space in which a proper relation with the spirit world
had not been respected. The result of that failure was vulnerability to the
penetrating “gaze” of sickness-giving spirits. From that distant time on, I
had suffered from the painful pieces of the spirits’ palmwood stuck in my
joints. The pajés reassured me I would not *“ die” from that sickness, but
it was fortunate that they could treat it.

The extraction itself involved the pajés’ parika-induced mixing of the
Other World with This World in which they transformed into jaguar shaman
spirits and sucked out the pieces of wood. Once relieved of the visible forms
of pain-giving elements, and with my soul strengthened by the tobacco smoke
blown over my entire body, the next step was to ensure that those spirits or
any others that typically invade the bones would be prevented from further
penetrating my legs. The orations named, one by one, all of the potential
sickness-giving spirits and annulled their harm, cut their gaze, and threw them
away to the Underworld, where all the remains of sicknesses are cast. More
than that, the cure would last indefinitely; as long as the plastic bottle of
rubbing alcohol remained in my possession, I should apply the empowered
liquid that creates a shield against any further harmful intrusions by the spirits
of the waters.

The Other World is the “ Before-world” which is of the ancient past but
eternally alive, separate from This World but which the pajés enter once they
find and open the door “in the sky”. In this living drama of the religious
imagination that takes place before the community’s eyes during a healing rite,
pajés say that the parika “raises a stairway” to the Other World, permitting
their souls to enter and move about. Though their bodies are visibly moving
about in the healing circle on the earth, they are constantly looking upward,
examining signs in the sky, and singing with their heart- souls, as they seek
the spirits and deities of the Other World who can help them in their search.
The cures are performed only at noon, facilitating the pajé s passage from This
World to the Other World.
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“Calling” and Instruction

How does a pajé’s apprenticeship prepare him or her for dealing
with contemporary problems such as sorcery? Why would a person wish to
make a commitment to becoming a full-fledged pajé? What are some
experiences that would impel a person to follow this path?

In Mandu’s case, the experience of suffering was indeed what most
propelled him to initiate his career as a pajé or, as is sometimes said, to
become an “owner of shaman’s knowledge and power”. When he was
twelve years old, Mandu suffered a very grave sickness. He said that he had
been poisoned by sorcery, and he was practically making the final journey
to the houses of the dead. In his dream, when he got there, the souls of the
dead told him to go back home because “ his time had not yet come.” On
his way back, Mandu recalls, the soul of the pajé Kudui suddenly appeared
and said, “I have been looking for you.” When he told his parents of his
dream, it was a sure sign to them that their son should start training. More
than anything else, he and his parents interpreted this as a sign that he had
to learn how to protect himself from the attacks of sorcerers if he wanted to
live long. Hence his decision to initiate studies with the jaguar shaman
Kudui.

Both Mandu’s “calling” to “walk in the knowledge of the pajé” and
the completion of his training were marked by dream experiences. At the
end of the period of advanced training, as Mandu states, his master
shaman, Alexandre Jawinaapi, who was reputed to be “even more
powerful than Kudui,” appeared to Mandu in a dream ““in a beautiful house,
a splendid place of beauty in the Other World.”

The First Stage

There is a specific time of the annual cycle that is propitious for the
master shamans to transmit their knowledge. After the rains in June and
July, when the trees and shrubs are in full bloom, the forest seems to change
its aspect. This is the time when, long ago, it is said, the very first people, the
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“universe people”, asked the stones, trees, and all beings how they wanted
to remain in the world. Each replied, and when it came time for the
universe people to respond, they said they would remain as cicadas. Thus
the jaguar shamans today transform into cicadas, and drink the knowledge
of the parika flowers. So the teaching of an apprentice begins in the early
dry season, when the cicadas regenerate their bodies, shedding the old ones
and returning renewed.

The initial period of learning lasts for thirty days with a short restinterval
between the first and second halves. During the thirty days, the apprentices
will take parika, as the master-shaman teaches them general knowledge of
the pajés, giving them some of the lightest powers and knowledge. The
apprentices remain in the house of the master, whose wife prepares their food.
They are otherwise isolated from any outside contact.

The parika first has to be “ blessed” through protective chants by the
master shaman, for without that blessing, the apprentices could go mad, as
the story of the first pajés recounts. As elsewhere in South American
shamanism, the Baniwa tell stories of humans who used “ unblessed”
parika and transformed into killer jaguars who roamed the forest at night,
attacking and devouring people. They were eventually trapped, killed, and
thrown into the river, but at each village where their bodies passed, the
Baniwa took part of their pelts and brains and became jaguar shamans.

When parika was first obtained in the first world, the tapir stole it from
its rightful owner, Nhidperikuli, the creator deity. The tapir began passing
around parika before it had been “blessed.” Its potential to transform a
person into a dangerous predator had not yet been neutralized, and so the
tapir became a voracious jaguar. He was quickly subdued, however, and
ownership of the powerful substance was restored to Nhidperikuli. There
is thus a deep link between parika and jaguar transformation which
demands further explanation. On the one hand, unblessed parikd can
transform an animal or human into a violent killer; “blessed” parika,
however, under proper ownership of true jaguar shamans, transforms the
destructive power into soul hunters.

Parika 1s considered by the shamans to be the “ blood of Kuwai,” the great
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spirit “owner of sickness.” Parikad is made from the inner bark of distinct types
of Virola trees that the Hohodene know. The inner bark of the tree is cut into
fine strips and soaked in water, producing a reddish liquid which is then boiled
and dried until all the liquid has turned into a hard mass of reddish-brown resin.
This resin is chipped away and broken into a fine powder that does indeed
evoke an image of ancient blood, the blood of the Sickness Owner.

Inhaling this “blood”) has the effect of producing a drunken state as the
pajé manifests a trance, seen as the “death” of the pajé in This World,
releasing the pajé’s soul to begin traveling in the Other World.! Pajés
complement this internalization of the great spirit’s “blood” by streaking
their faces, arms, and chests with bright red kerawidzu (Bixa orellana), the
vegetal dye that gives them the quality of being * live jaguars.”

At the end of the first two weeks, the inhaling of parikad is suspended for a
few days while the master shaman observes how the apprentice is reacting
to constant use. If the apprentice says he wishes to continue, then they go for
another two weeks of inhaling parika every day, learning more about the
forms of sickness and medicines. Having completed the initial thirty-day
period, the master “blesses” (i.e., intones the sacred chants over) pepper-pot
and salt, making safe the apprentices’ first food, which consists of fish that the
apprentices have been told to catch. Then the restrictions on food-- but not
against celibacy--are lifted.

This diet, along with the consumption of the psychoactive parikd every day,
alters their perceptions of the world, which are then shaped by the master
shaman who, in a word, transmits a specialist’s worldview to the apprentices:
teaching them the names and places in the Other World, the significance of
the sacred stories, the meanings of their instruments, kinds of sicknesses, and
the powers associated with the stories in such a way that apprentices
internalize the general knowledge and power of healing.
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Fasting and Abstinence

Until the end of their learning, the apprentices cannot eat any ““ hot” foods
(everything must be uncooked), or meat or fish, and cannot have any contact
with menstruating women or eat food prepared by them. All of these
restrictions are for the purpose of dissociating the apprentice from normal
social and sexual relations and purifying the apprentice from any potentially
harmful elements. Mandu emphasized that “there is a very important reason
why the apprentices consume only ‘cold’ foods” (manioc cereal, or mashed
forest fruits mixed with cold water), and I believe that this has to do with their
association with the “owner of sickness,” Kuwai, who imposes on all initiates
and pajé apprentices a diet of forest fruits and uncooked food.

Kuwai is a great spirit who is averse to all fire; he is of the waters, the forest,
and the sky. The sacred flutes and instruments are his re-created body, and
when not being played, they are wrapped and hidden at the bottom of certain
creeks. The Virola trees from which the pajés extract the parika grow in
flooded lands, at the headwaters of small streams.

There is another rule imposed at this point to determine who can continue
with the instruction. The master instructs the apprentices to catch fish forthe
meal consumed at the end of the first phase of instruction. If an apprentice
fails to catch a fish, he has failed to demonstrate his “competence”
to become a pajé and is advised that he must leave the school. He is not ready
to receive the power to cure sicknesses, though he may try again at a later
point. Itis said that the primal shaman, Dzuliferi, makes this determination.

The type of fish the apprentice catches is directly associated with the type
of sickness he will be good at curing later on; for example, the needle-nosed
swordfish is linked to the sickness-giving spirit darts. When I asked about the
association between catching fish and continuing an apprenticeship, I was told
that catching fish demonstrated the apprentice’s competence. But we find
some helpful leads to understanding why this is so in the sacred narratives, in
which the fish are the “enemies” of humanity. In one of these stories, the
creator introduces pepper as the “fiery arrow that burns,” taking the life out of
the fish that are caught so that people can eat them without harm. Thus, by
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catching fish, the pajé apprentice shows his competence to outwit the principal
enemies of humanity from the aquatic world. This hunter’s image is completed
by the priestly chanter’s knowledge that employs the pepper as a fiery arrow
that takes away the life of the fish, preventing harm to anyone who has
undergone food restrictions and is now ready to be reintegrated back to social
life. The association between fire and sociality is a very strong theme in the
stories.

The pajé acquires a great deal of knowledge during the first period of
his training, at the same time that his body becomes a repository of powers to
cure, or “ medicines”, treatments to extract various kinds of sickness. His
body is filled in several stages, accompanying the pajé’s demonstration of
competence, inner strength, and discipline.

The first hurdle, after receiving the parika and becoming accustomed to it,
is to swallow four main kinds of sickness remedies--a small stone, a piece of
wood, and two kinds of darts. The master shaman grabs these medicines from
the sky and puts them, in their material forms, in the apprentice’s mouth to eat.
These will become lodged in the apprentice’s soul and be fed by the parika,
the blood of Kuwai, multiplying in the pajé’s body. This act of ingesting the
four principal medicines and sicknesses can only be completed if the
apprentice has the courage to swallow their material forms; not all apprentices
succeed in doing this the first time, and it may take time before that happens.

The new pajé has acquired the knowledge and power to heal certain
sicknesses: the four types of Yoopinai spirits (of the waters, of the forest, of
the animal souls, and of this world) and the four types of “jaguar peoples’
way”’ sicknesses. He can never use that power, of course, to deceive or trick
his clients.

The standard of truth imposed on the pajé is very high. Indeed, the
distinction between “true” and “false” is a core feature of many aspects in
Baniwa cosmology and knowledge: knowing what features distinguish a
“true” plant remedy from its “false” look-alike is crucial. In the pajé’s practice,
he must be able to distinguish between spirits who “deceive” and those who
are “true” manifestations. This is an important element that contributes to the
belief that community members have in them. It is an inbuilt means for denying
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any accusations of charlatanism. In their songs, pajés reiterate that there are
those people “who don’t want to know the truths” of Dzuliferi, but that they,
the pajés singing, are * speaking the real truth.” If a pajé diagnoses a sickness
based on “false” information, and the sickness turns out to be something else
entirely, his reputation is destroyed and he will be expelled from the community.
If a pajé abides by the rules of long and frequent fasts, successfully supports
long periods of altering his perceptions with parika, and is able to clearly
distinguish true and false manifestations of spirits, he is on his way to being
considered a jaguar shaman spirit,” whose principal duty is to protect his
community from harm by sorcerers or sickness-giving spirits.

The new pajé then receives “the mouth of Kuwai” (Kuwai inuma)--
bestowed by the master (presumably by the master pajé impressing the shape
of Kuwai’s jaguar mouth onto the mouth of the apprentice)--with which he
will be able to extract the sickness from patients’ bodies. It is, according to the
pajés, the same as the mouth of a jaguar spirit that can become huge in one
instant to engulf the sickness and instantly become small again when it has
taken the sickness out of the body.

The ““ mouth of the sky” is also known as the *“ mouth of Kuwai,” whichis
said to be “ opening and closing” all the time, with razor-sharp teeth that can
shred a pajé’s soul into pieces as ittries to enter. There is a clear enough parallel
between the cosmic portal and the shaman’s mouth, both of which are entitled
“ jaguar mouth” and *“ Kuwai’s mouth.” In short, the image of the devouring
predator jaguar mouth dramatically heightens the jaguar shaman’s extractive
force and its capacity to rip to shreds all that enters its mouth, including
whatever sickness the pajé is sucking out.
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In all cases of curing, there is a payment that the patient, prior to the cure,
gives to the pajé. Depending on the sickness, payments could include anything
from a matchbox to a sewing machine. The pajé will take it, in its immaterial
form, and present it to Kuwai. The pajé thus opens an exchange relation with
him; if Kuwai accepts (but itis never assumed that he will), then Kuwai plucks
out some fur from his body, saying, “I am Kuwai. This is the sickness he has,”
and gives the immaterial form of the sickness to the pajé. If Kuwai does not
accept the payment, it signifies that the sickness cannot be cured, and the pajé
returns the payment, perhaps suggesting that the sick person procure another
form of treatment.

If the exchange is accepted, the pajé then performs a cure on the
primal shaman in the Other World. The pajé could not perform a cure on
Kuwai himself, because Kuwai is the source of the sickness. If the pajé
succeeds, Dzuliferi authorizes him to do the same in This World.

Before reintegrating the soul to the body of the sick person, the pajé extracts
the sickness both from the “Other World” and from the patient’s body, visibly
vomiting out all traces of the material forms of the sickness and throwing them
away. Then the patient’s soul is joined together from all the endpoints ofthe
patient’s body blowing tobacco smoke from the tips of the fingers of both hands
held together, and blowing down over the crown of the patient to the body’s
center, the heart (the seat of the soul). The soul is completely reintegrated
within the body of the sick.

Sickness and healing are both processes that involve (1) the separation of
immaterial from material forms in This World (soul from body of sick;
immaterial form of payment from material; soul of pajé from his body); (2) in
the Other World, an exchange of “payment” for the sickness and soul of the
sick; (3) in the Other World, the transformation of the Sickness-Owner into
the primal healer; (4) back in This World, the reintegration of immaterial with
material (soul of the pajé back to his body, soul of the sick back into the body,
the immaterial form of the sickness into its material form, which is thrown
away).
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The master pajé continues to observe his apprentice for a period of five
months after the first phase is over, during which time the apprentice must
continue his restrictions. He must especially avoid the confusion brought on
by contacts with girls or crowds of children. The master then evaluates how
the apprentice has done, giving him counsel as to how he should safeguard
his newly acquired knowledge and powers. This concludes the first stage of
training.

The new pajé will work mainly in his community; however, he will only be
able to handle the more serious cases of assault sorcery after he has obtained
“the pajé’s body”, which involves a more advanced form of knowledge and
power including transfiguration of the entire body and acquiring the
perspective of a jaguar shaman.

Sicknesses are understood to be detachments of the “soul” from a person’s
body due to a spirit attack, the actions of sorcerers, or the appearance of omens
of death. The detached soul is taken away to any one of the Houses of the
Souls of the Dead, or to the layers where Kuwai resides, or to any of the layers
below This World. Sickness-giving spirits are found in the air, water, earth,
forest. Over many years of practice, pajés acquire the capacity to recognize
the signs of illness specific to each of the enormous variety of spirits. Acting
on that diagnosis, the pajés’ heart-souls undertake a perilous journey of
hunting throughout the cosmos in search of the lost souls. It is usually in the
parika-induced trance that the pajé makes a diagnosis of the patient’s
problem, advising the patient before the cure that he has seen in his dreams
where the soul was taken and by which of the spirits.

One of the most important services that the pajé performs is protecting
clients from spirit attacks. As part of their warrior selves, the apprentices
acquire a host of spirit armaments: an arsenal of spirit darts; at least four kinds
of “revolvers” that produce lightning bolts, which are supposed to mark the
presence of the pajé to others but which can also be used as weapons;
“swords” to decapitate the enemy; “boots” for long- distance travel; “clubs,”
and an array of hawk feathers, pieces of wood, and thorns attached to his body.
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Baniwa shaman intiating a cure.
Robin Wright, 1977.
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All of their perceptions are altered in training to support their system of
defense: they are trained to see the double of any being (its invisible
personhood, its shadow-soul; they see, forexample, a sorcerer as a furry animal
whose body walks in front of the sorcerer, but whose soul is inyaime (the spirit
of the dead). Their sight is enhanced immeasurably through the use of
crystals.

They learn the art of divining, how to interpret signs, omens, dreams, and
unusual body sensations. Itis said they are surrounded by “mirrors” that allow
them to see the world from all angles. As long as those mirrors accompany
him, the pajé’s fractal vision renders him invulnerable to attacks by sorcerers.
But once the light from their mirrors begins to fade, even the most powerful of
the jaguar shamans is unable to protect himself from attack. Such has been the
story of the jaguar shamans and prophets.

Maliri Dakipe: The Jaguar Shaman’s Body, Alterity, and Intentionalities

The process of the pajé’s ““ becoming other” is the result of (1) the continued
acquisition of knowledge and power and their icons, especially the rattle, the
bone for inhaling or blowing the parikd, sacred stones, and a series of outer
skin coverings, like shirts; (2) the experience of spiritual death, body
detachment, and rebirth and learning to move freely between the Other and
This World, through the mastery of song journeys; and (3) the highest degree
of jaguar shaman holds the power of the jaguar tooth necklace. The complete
alteration of the pajé’s body (remade and adorned) produces the desired
alteration in his perspective.

The pajé’s “becoming Other” can be understood in several senses
depending on the task at hand: in order to pass on knowledge, the pajés
transform into other-than-human beings of the natural world that periodically
change their skins and regenerate at certain times of the annual cycle. This 1s
the importance of the cicadas. In the pajés’ cycles of transformation, “the
months of June and July are said to be the times for taking parika daily, so
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that throughout the month of August, the pajé “transforms into the
cicada” (pers. comm., Alberto Lima da Silva, June 15, 2010); pajés
become one with the “universe people” as they transmit their knowledge
and power to their apprentices.

As the pajé’s body fills up with medicines from the eternal Other World,
he acquires a dimension that transcends human time and limitations. “He
doesn’t have anything more that is human,” Mandu said, meaning that he
“dies” (to his human existence), “exchanges his life” for that of the jaguar
shaman spirit other. The pajé is one who is constantly in the process of
“becoming other,” so we can hardly talk about his “being” in terms of fixed
forms. It makes more sense to speak of the shaman as “a multiplicity of
intentionalities,” like the spirits and deities, constantly transforming: * the
shaman i1s a multiple being, a micro-population of shamanic agencies
sheltering within a body: hence neither are his ‘intentions’ exclusively his,
nor can he ever be certain of his own intentions” (Fausto 2002: 121).
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