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Fröhliche Wissenscha3 Medizinanthropologie
Editorial

!)(!& V%,,

 „Es geht nicht nur um Heilung, es geht um alles“, 
sagte mir Grete Häusler, die mittlerweile verstor-
bene Gründerin und langjährige Leiterin des 
Bruno- Gröning-Freundeskreises während mei-
ner ethnologischen Feldforschung zu Medialem 
Heilen in Deutschland. Gemeint war, dass es im 
Zusammenhang ihrer Praktiken um eine umfas-
sende Erkenntnis geht, die mit den in diesem 
Kreis erfahrenen Heilungen bewiesen wird: die 
Existenz eines göttlichen Heilstroms, vermittelt 
auch noch nach seinem Tod in den :;G=er Jahren 
durch den um Hilfe und Heilung angerufenen 
Bruno Gröning und mit ihm die Existenz eines 
christlichen Gottes mit allen moralischen Impli-
kationen, die diese Erkenntnis für das eigene Han-
deln mit sich bringt. 

Mit der Aussage, es gehe nicht nur um Heilung, 
sondern ums Ganze (um „alles“), hat Grete Häus-
ler eine Grundeinsicht der Medizinethnologie 
formuliert: Heilungspraktiken sind immer ver-
bunden mit dem, was oH als Weltbild bezeichnet 
wird: mit Ideologien, Kosmologien, Mythologien, 
Orthodoxien, das heißt mit spezi@schen Konzep-
tionen von Krankheit und Heilung und ihren mo-
ralischen Ursachen, von der Verfasstheit der Men-
schen und ihrer Stellung im Kosmos. Und es ist 
ein altes Thema der Medizinethnologie, den Zu-
sammenhang von Religion und Medizin bzw. die 
Kontingenz ihrer Unterscheidungen herauszustel-
len (vgl. O*R(&), D(LGER & BR-.!!A-&E, D==4). 
Doch während diese Einsicht in die Zusammen-
hänge von Religion und Medizin Grete Häusler in 
die Eindeutigkeit führt, in der sie die Handlungs-
initiativen einzelner Akteure trennen, zentrie-
ren, zuordnen und dadurch zwischen Gut und 
Böse unterscheiden kann, führt diese Erkennt-
nis die Medizinethnologie in die Uneindeutigkeit. 
Abgesehen davon, dass Religionen wie Medizi-
nen selten kohärent und widerspruchsfrei sind, 
spielen im Kontext von Heilungspraktiken auch 
ökonomische, politische, juristische und wis-
senschaHliche (Macht-)Interessen bzw.  Akteure 

eine Rolle, die sich weder kategorial noch lokal 
eingrenzen lassen (vgl. D(LGER & HAD%L) D=:=, 
S.!EPER-H-G!E& & L%.K :;EC) und die in ihrem 
Zusammenspiel zumeist sehr ambivalente EIekte 
erzeugen und es auf diese Weise häu@g erschwe-
ren, eindeutig zwischen Gut und Böse zu unter- 
scheiden. 

Eine solche Ausweitung der Betrachtung von 
Krankheit und Heilung wird häu@g unter der For-
mel der sozialen oder kulturellen Dimensionen 
der Medizin verhandelt, und auch das „Ganze“ 
spielt dabei eine große und scheinbar vertraute 
Rolle, sei es als das fait social total der sozialan-
thropologischen oder als die Berufung auf einen 
Holismus der Kultur in der kulturanthropologi-
schen Analyse. Doch auch die Kategorie des So-
zialen und Kulturellen gerät in der Medizineth-
nologie zunehmend in Bewegung, und dies nicht 
nur durch die Herausstellung eines kulturellen 
oder sozialen Holismus als illusionäre Konstruk-
tion der Forschenden, für die die – allerdings auch 
schon damals als „gesunkenes Kulturgut“ inter-
pretierbare – Writing-Culture-Debatte der :;E=er 
Jahre symbolisch geworden ist (CL(FF%RD & MAR-
.-& :;EB, S.!?))PELZ D=:C). Viele der insgesamt 
sehr heterogenen Forschungen, die ebenfalls seit 
den :;E=er Jahren unter dem weiten Label Science 
and Technology Studies (STS) versammelt werden 
und häu@g medizinbezogene Themen aufgreifen, 
zeigen, wie sich Fremd- und Selbstwahrnehmung 
gegenseitig erhellen können, scheinen die STS 
doch das Potential einer ethnologischen Perspek-
tive viel deutlicher als viele Ethnolog*innen selbst 
erkannt zu haben, sodass die von der Ethnologie 
inspirierte konsequente Ausarbeitung einer sym-
metrischen Anthropologie in den STS der Ethno-
logie heute nicht selten selbst als Vorbild und In-
spirationsquelle dient. Ein entscheidender Punkt 
hierbei ist nicht nur die konsequente Aufhebung 
der Trennung von angeblich fortschrittlichem 
Modernem und rückständigem Primitivem, son-
dern auch die von objektiver Natur und subjekti-
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ver Kultur sowie von aktiven Menschen und pas-
siven Dingen und damit die Verabschiedung einer 
separat untersuchbaren Sphäre des Sozialen bzw. 
Kulturellen. 

Wie ändern diese Einsichten die Praktiken der 
Medizinethnologie? Alle Implikationen des oben 
Genannten ernst genommen, kann eine STS-ins-
pirierte Medizinethnologie sich nur als Medizin-
anthropologie verstehen und zwar in dem weiten 
Sinne, der sowohl Ethnographie als auch Ethno-
logie umschließt (vgl. LJF(-S)RA-&& :;CE [:;GE]), 
sich dabei aber nicht auf das Soziale oder Kul-
turelle beschränkt, sondern „Naturen/Kulturen“ 
 (LA)%-R :;;E [:;;:]) oder „Naturecultures“ (HA-
RAWAY D==K) bzw. – um durch die Verwendung 
neuer BegriIe nicht in alte Denkmuster zu ver-
fallen – „Kollektive“ (LA)%-R :;;E [:;;:]) oder  
 „Assemblagen“ (DELE-ZE & G-A))AR( :;;D [:;E=], 
O,G & C%LL(ER D==G) aus menschlichen und 
nichtmenschlichen Akteuren in den Blick nimmt. 
Nicht zuletzt vor dem Hintergrund der jüngsten 
Wahl des Fachverbands deutscher Ethnolog*in-
nen, in einer kontrovers diskutierten Anlehnung 
an einen internationalen Sprachgebrauch den in-
terdisziplinär verwendeten BegriI der Anthropo-
logie in Form einer Sozial- und Kulturanthro-
pologie zur Selbstbeschreibung zu wählen (vgl. 
A,)WE(LER, K,E.!), V%&& & Z(LL(,GER D=:E), 
wird es schwierig sein, alternativ hierzu den Be-
griI der Ethnologie in dem genannten Sinne in-
terdisziplinär neu zu begründen. Zwar ging vor 
Kurzem die Arbeitsgemeinscha! Ethnomedizin mit 
ihrer Umbenennung in Arbeitsgemeinscha! Ethno-
logie und Medizin in diese Richtung, jedoch @el die 
Entscheidung für den BegriI der Ethnologie an-
stelle der Anthropologie hauptsächlich vor dem 
Hintergrund des Wunschs, das alte Akronym 
AGEM zu behalten. Da viele in der heutigen Ver-
wendung des BegriIs Ethnomedizin die Intentio-
nen der Gründungsgeneration nicht mehr reprä-
sentiert sahen, bringt die ArbeitsgemeinschaH 
ihren interdisziplinären und anthropologischen 
Anspruch nun durch die Kombination der Eth-
nologie mit dem weiten BegriI der Medizin zum 
Ausdruck.

Einer auf diese Weise interdisziplinär verstan-
denen Medizinanthropologie muss es darum ge-
hen, „den ganzen Laden“ zu untersuchen, wie es 
BR-,% LA)%-R (:;;E [:;;:]: :KG) ausdrückt, das 
heißt, nicht nur Heilung, sondern „alles“ damit 

Zusammenhängende zu untersuchen. Aber an-
ders als in der klassischen Sozial- und Kulturan-
thropologie ist das Ganze, um das es in den STS 
und einer hier skizzierten Medizinanthropologie 
geht, vor allem der ganze Faden, dem man mit 
seinen Verknüpfungen folgen muss, um in einem 
unvermeidlich kreativen Akt einen kontroversen 
Ausschnitt in allen seinen Dimensionen zu ver-
stehen, und nicht ein Territorium, dessen Muster 
sich als Ganzes aus der Vogelschau enthüllt. Dabei 
werden alle relevant werdenden Kategorien in ih-
ren ständigen Entstehungen und Stabilisierungs-
versuchen in den Blick genommen sowie durch 
eine Symmetrisierung von Kulturen und Naturen, 
Menschen und Dingen, Geschichten und Gegen-
warten, Fremdem und Eigenem, Globalem und 
Lokalem und somit auch von sogenannten Biome-
dizinen und anderen Medizinen, die herkömm-
lichen modernen Dichotomien in die Schwebe 
gebracht. Es geht dabei um das Herausarbeiten 
und Aushalten der Ambivalenz und damit ver-
bundener Umschlagpunkte – sei es in der Gen-
forschung, die neue Biosozialitäten schaIt, wel-
che gleichzeitig emanzipieren und ausschließen 
(G-ELL D=::) und deren Anspruch auf Vorherseh-
bar- und Beherrschbarkeit sich in eine moderne 
Divinationspraktik verwandelt (L%.K D==G), sei 
es bei dem Einsatz technischer Geräte in der Kli-
nik, mit dem eine präzisere Diagnostik und Be-
handlung angestrebt wird, der aber gleichzeitig 
dazu führt, die Ketten zirkulierender Referenzen 
zwischen Körper und Technik zu verlängern und 
die damit verbundenen Unsicherheiten teilweise 
zu erhöhen (S.!-*ER) D==B), sei es bei Dingen 
wie einer Krankenakte, die Diagnosen nicht ein-
fach aufzeichnet, sondern koproduziert und das 
 damit verbundene ‚Vergessen‘ entscheidender Da-
ten eine medizinische Behandlung gleichzeitig 
verändert wie überhaupt erst ermöglicht (BERG 
:;;B), sei es in der evidenzbasierten Medizin, de-
ren Anspruch auf undogmatische Beurteilungen 
rein nach Kriterien medizinischer Wirksamkeit 
in das Dogma einer zweifelhaHen empirischen 
Methode umschlägt (B%R.K D=:B), sei es bei der 
Emanzipation von HerrschaHswissen und asym-
metrischen Arzt-Patient-Beziehungen durch die 
Nutzung alternativer Kommunikationsplattfor-
men, die die Patient*innen gleichzeitig zum Spiel-
ball pro@torientierter Pharma@rmen werden lässt 
(D-M() D=:D), oder sei es bei einem Exorzismus, 
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der das, was er austreibt, gleichzeitig mit hervor-
bringt (LEW(& :;C:). 

Eine symmetrische Betrachtung vor dem Hin-
tergrund vervielfältigter, sich in und durch ein 
Netzwerk ergebender und nur in ihren lokalen 
Verknüpfungen ethnographisch untersuchbarer 
Handlungsinitiativen, bei denen keine die voll-
ständige Kontrolle über ablaufende Prozesse 
hat, hilH der Medizinanthropologie, sich von den 
 Illusionen traditioneller moderner Reinigungsar-
beiten zu befreien und schützt damit vor paterna-
listischer Überheblichkeit, die von einer Überle-
genheit moderner Institutionen ausgeht, bei der 
sich „gut gemeint“ oH als das Gegenteil von gut he-
rausstellt. In einer symmetrischen Anthropologie 
entpuppt sich der Relativismus – in Form eines 
relativistischen Relativismus bzw. eines Relationis-
mus (LA)%-R :;;E [:;;:]) – als Aufklärung. Und wie 
in den Entzauberungspraktiken, an denen Jeanne 
Favret-Saada in den :;C=er Jahren im ländlichen 
Westfrankreich teilnahm, bleibt mit dem damit 
verbundenen Schwebezustand der Ambivalenz 
in vielen Fällen das Versprechen oder zumindest 
die HoInung einer Wendung zum Guten verbun-
den (FAFRE)-SAADA :;C; [:;CC], vgl. S.!?))PELZ 
& V%&& D=:C). 

Für all diese Ambivalenzen und Symmetri-
sierungen steht der BegriI Curare, der im Latei-
nischen unter anderem behandeln, heilen und 
p9egen bedeutet, aber auch aus verschiedenen 
P9anzen des Amazonasgebiets gewonnene Subs-
tanzen bezeichnet, welche auf der einen Seite in 
Südamerika als tödliches PfeilgiH Anwendung 
@nden und auf der anderen Seite im Europa des 
D=. Jahrhunderts durch ihre Verwendung in der 
Anästhesie zur Heilung beitragen und damit nicht 
nur – wie auch die seit Jahren durch diese Zeit-
schriH geisternden Alraunen – auf die dosisab-
hängige tödliche-heilende Ambivalenz von GiHen 
verweist, sondern mit dieser Art des Medizin-
transfers auch für eine Symmetrisierung der gän-
gigen hierarchischen Unterscheidung von überle-
gener und einheitlich gedachter Biomedizin und 
unterlegenen uneinheitlich gedachten anderen 
Medizinen steht. 

Auch das vorliegende Curare-HeH handelt von 
Symmetrisierungen. Das Thema Heilungskoopera-
tionen geht auf eine gleichnamige Konferenz im 
letzten Jahr zurück, die die Arbeitsgemeinscha! 
Ethnologie und Medizin in Kooperation mit dem 

Sonderforschungsbereich Medien der Kooperation an 
der Universität Siegen durchgeführt hat und die 
den AuHakt einer Trilogie darstellt, welche sich 
einem symmetrisierenden und erweiterten Blick 
auf die Heiler-Klient-Beziehung widmet. Aufbau-
end auf der frühen medizinanthropologischen Er-
kenntnis, dass die Erforschung der Heiler- Klient-
Beziehung keine Aussagen über den tatsächlichen 
Umgang mit Krankheit der Klienten zulässt, weil 
dieser sowohl auf der Seite der Klienten als auch 
der der Heilenden oH geprägt ist von der mehr 
oder weniger verborgenen experimentellen An-
wendung unterschiedlichster und sich zum Teil 
widersprechender Verfahren, sollten mit der ers-
ten Tagung darüber hinaus vor allem auch die 
nicht-menschlichen Dinge, Substanzen, Götter, 
Geister, Konzepte, Infrastrukturen usw. mit ihren 
kalkulierbaren wie unkalkulierbaren Handlungs-
initiativen einbezogen werden, um so zu einer 
umfassenden Betrachtung von Heilungsprakti-
ken als immer schon kooperatives Unternehmen 
zu kommen, das nicht unbedingt eines Konsen-
ses bedarf und welches nur vor dem Hintergrund 
verschiedener Infrastrukturen und Öffentlich-
keiten verstanden werden kann. Der BegriI der 
Heilungskooperationen kann somit als BegriI 
verstanden werden, mit dem sich nach einer Ver-
abschiedung getrennter Sphären des Sozialen auf 
der einen und des Biologischen auf der anderen, 
alle sich bei bestimmten Heilungspraktiken ver-
sammelnden menschlichen und nicht-menschli-
chen Akteure in ihrem kontroversen kollektiven 
Zusammenspiel untersuchen lassen (also „alles“).

Die zweite Tagung zum Thema Heilungsko-
operationen fand in diesem Jahr (D=:E) unter dem 
 Titel Preparing for Patients. Learning the skills and 
values of healing encounters ebenfalls in Siegen statt 
und widmete sich der Seite der Heilungstätigen 
mit der Frage, wie sich Angehörige von Heilberu-
fen auf die Kooperation mit Patient*innen koope-
rativ vorbereiten und wie dabei explizit und nicht 
explizit gemachtes Wissen und Werte vermittelt 
werden. Eine dritte Tagung zum Thema wird D=:; 
unter dem Titel Preparing for Physicians. The am-
bivalences of empowerment am gleichen Ort statt-
@nden und die Seite der Patient*innen und ihre 
Vorbereitungen auf den Arztbesuch in den Blick 
nehmen, welche sich, wie schon erwähnt, häu-
@g zwischen der Emanzipation von HerrschaHs-
strukturen und der manipulierenden Beein9us-
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sung durch zum Teil stark von Pro@tinteressen 
geleitete Akteure bewegen. Wir sind gespannt, 
wie weit sich diese Tagungen am Ende zu einem 
Gesamtbild fügen lassen.

Die hier umrissene medizinanthropologische 
Perspektive war in der Ethnomedizin seit ihren 
radikalen Anfängen in den :;C=er Jahren bereits 
angelegt, und auch der BegriI der Medizinanthro-
pologie fand damals teilweise schon Verwendung 
(vgl. HA-&.!(LD D=:=, K-)ALEK, M?,ZE,ME(ER 
& PR(,Z D=:D, S.!RADER D==E, D=:D). Ekkehard 
Schröder hat als erstes studentisches Mitglied im 
Gründungsjahr :;C= und später treibende KraH 
der Arbeitsgemeinscha! Ethnomedizin sowie als 
Mitbegründer und langjähriger Herausgeber der 
vorliegenden ZeitschriH dieses Feld zusammen-
gehalten und mitgeprägt. Ich danke ihm herzlich 
für sein Vertrauen und seine Unterstützung bei 
der Übergabe an eine nächste Generation und 
freue mich, ab diesem HeH im AuHrag der von 
nun an Arbeitsgemeinscha! Ethnologie und Medi-
zin genannten AGEM als Herausgeber an der Ge-
staltung der Curare mitwirken zu können – eine 
ZeitschriH, die mit ihrem Namen auf ein noch 
längst nicht ausgereiztes, die eigene Involviert-
heit, Perspektivität und Kreativität anerkennen-
des, oszillierend in der Mitte verankertes, durch 
seine Paradoxien jenseits von Gut und Böse nur 
lachend ertragbares und, weil es um alle KräHe 
geht, die uns Menschen bewegen, an Heilung zu 
glauben, letztlich doch optimistisches Programm 
verweist: Die Fröhliche Wissenschaft Medizin-
anthropologie.
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Beyond Dyadic Interactions
An Introduction to the Thematic Issue on Healing Cooperations

+%&N!(I-, ,+)-/!&T S !)(!& V%,,

This thematic issue of Curare presents papers from 
the conference Healing Cooperations. Coopera tion 
with and without Consensus in the Context of Illness 
and Healing, which was held in Siegen, Germany 
in June D=:B.

Researchers in the @elds of anthropology and 
medicine are familiar with the observation that 
people have diIerent and shiHing explanations 
for health and illness and know of diIerent ap-
proaches to maintain the former and treat the lat-
ter. Medical anthropology has long since shown 
that researching the dyadic relations between 
those providing and those seeking health ser-
vices does not necessarily result in a more thor-
ough understanding of the situated, practical, 
diverse, and sometimes con9icting ways of han-
dling disease and illness. The focus on dyadic re-
lationships within healing encounters oHen falls 
short, since many people seeking health services* 
are involved in a complex network of friends, ac-
quaintances, and family members; they get ad-
vice from various professional and lay sources, 
and thus try diIerent and oHen contradictory 
therapies—alternately, simultaneously, or in a 
synthesizing way. Likewise, there is plurality on 
the healer’s side. Rarely is one supplier of a health 
service competent to cure all existing aLictions 
and conditions; they are usually specialized in a 
speci@c set of disorders and discomforts, as well 
as the treatments thereof. We see this as a funda-
mental characteristic of all healing encounters, 
no matter whether the healers are medical doc-
tors, non-medical professionals, alternative prac-
titioners, or any other medicine man or woman 
or if the patients are considered to be clients, cus-
tomers or consumers. To deal with this situation, 

* In the following, we use the term healer to comprise 
all those providing health services, irrespective of the 
individual cosmology, ideology, and treatment. Simi-
larly, we use the term patient to denote everyone seek-
ing health services.

healers also oHen use diIerent kinds of treatment 
and oHen pass patients on to other healers. This 
is not only the case in the highly specialized area 
of modern biomedicine, which is fragmented into 
diIering approaches and faced with the division 
of the body and corresponding medical experts 
for speci@c body parts, but also among non-bio-
medical therapies. Healers and patients are thus 
confronted with a multitude of complementary 
and partially contradicting therapies, which then 
lead to open and experimental practices on both 
sides (cf. FE(ERMA, :;EG; G%%D & DEL VE..!(% 
G%%D :;;4; Hsu D=:C; JA,ZE, :;CE; :;EC; KRA-&E, 
PARK(, & ALEM D=:4; L%.K & G%RD%, :;EE; L%.K 
& NG-YE, D=:=; L-(G D==C; MA(, D=:B; N(.!)ER 
:;E=; W!Y)E :;;C).

What is more, these heterogeneous and ex-
perimental practices are typically performed in 
a social sphere where the individual actions are 
evaluated, judged, and maybe even sanctioned 
by others. Thus, patients as well as healers some-
times have to hide the plurality of their practices 
if they are concerned about their reputation—for 
example, physicians who are afraid of losing their 
authority because they sometimes advise patients 
to see a shaman or even themselves act as a sha-
man outside their professional consulting hours; 
or patients who are afraid of impairing their re-
lation to a special healer if the healer @nds out 
that the patient did not follow the healer’s advice 
and uses treatments that the healer judges to be 
superstitious and ridiculous (V%&& D=::). More 
oHen than not, healing practices beyond the pri-
vate healer-patient interactions are a public af-
fair, ranging from the inclusion of friends, fam-
ilies, or colleagues to recovery processes shared 
on social media. In line with Z(LL(,GER (D=:C), 
we conceive the publics of healing cooperations 
not in a dichotomy of pre@gured public and pri-
vate spheres, but as continuously negotiated do-
mains of attendance, for instance in the poten-
tially problematic visibility of doctors’ orders in 
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patients’ @les (GARF(,KEL :;BC: :EB–D=C; FRE(D-
&%, :;CG: :BC–:EG).

In medical anthropology, the coexistence, in-
teraction, and fusion of diIerent healing  methods 
have been discussed for a long time using con-
cepts such as “medical pluralism” (LE&L(E :;CG, 
:;CB, :;E=), “multiple medical realities” (J%!A,-
,E&&E, & L/Z/R D==B), “medical diver sity” (PAR-
K(, D=:K), “super-diversity” (VER)%FE. D==C, 
GREE,, DAF(&%,, BRAD*Y, KRA-&E, MEN(A& & 
ALEM D=:4), “hyperdiversity” (HA,,A! D=::),  
 “medical landscapes” (H&- D==E), or “medico-
scapes” (HAR*&) & W%LF D=:4). Broadening our 
perspective to include the diverse healing practic-
es beyond the dyadic healer-patient interaction, 
we may use these concepts—even if they are partly 
perceived as oppositions. But this is just one step 
in the direction of a much deeper understanding 
of complex healing practices that involve a wide 
range of human actors, but also a possible even 
broader range of non-human agents such as vi-
ruses, spirits, drugs, forces, bacteria, machines, 
plants, genes, memes, and other media, means, or 
infrastructures. Pushing beyond dyadic concep-
tions of healer-patient relationships and past the 
multiplicities of synchronous and asynchronous 
bilateral interactions, we thus see the need to fun-
damentally de-center our analysis of healing co-
operations. This entails looking past prominent 
issues such as empowerment or emancipation in 
professional healing encounters. It takes into ac-
count that healing practices are always ingrained 
with popular knowledge that adds to, contributes 
to, or con9icts with the esoteric or specialized 
knowledge of healers. And it acknowledges that 
the plurality of involved entities is a constitutive 
feature of all healing encounters.

We take our cue from the discussions sparked 
around the involvement of non-humans in social 
arrangements in Science and Technology Stud-
ies (STS) and Actor-Network Theory (ANT, cf. LA-
)%-R D==G), that have been fruitfully extended to 
biomedical practices in many cases (BERG & M%L 
:;;E). With the term healing cooperation, we aim 
to focus on the issues of how the heterogeneous 
entities must work together if they are to create 
successful healing encounters. Our understand-
ing of cooperation does not presuppose any kind 
of harmony or shared goals between the parties 
involved. Cooperation does not require consen-

sus; it may entail con9ict or some form of dis-
parate interests that become interrelated during 
the healing encounter (PR%-) :;;B). In addition 
to the insights of medical anthropology men-
tioned above, this understanding of cooperation 
draws on sources from medical sociology and STS, 
which we aim to combine. Medical sociology has 
studied doctor-patient relationships, mainly in 
biomedicine, for many decades. This line of re-
search has questioned the patriarchic-profession-
al model of medical dominance and control for 
a long time. Shared decision-making, evidence- 
based medicine, and new medical technologies 
have profoundly changed communicative pat-
terns of the medical encounter (cf. P(L,(.K et 
al. D=:=).  Especially the convergence of medical 
and media technologies poses new questions of 
how healthcare will be organized beyond dyad-
ic healer- patient relationships in the future (cf. 
L-P)%, D=:C). We thus consider healing cooper-
ations to be hybrid and distributed arrangements 
that include a vast array of diagnostic and thera-
peutic technologies (M%L D==D) and information 
technologies (M%R) et al. D==;) within organized 
settings of healthcare. However, we also see the 
need to extend the focus beyond the prominent 
study of biomedical technologies to a plura lity 
of healing encounters. Healing cooperations can 
thus be understood as cooperative and situated 
practices with or without consensus within an as-
semblage of human and non-human entities. The 
cooperative tasks bring and hold together the bod-
ies, ideologies, tools, institutions, and all the other 
agencies directly or indirectly involved. Because 
healing encounters are not isolated instances, but 
connected with personal histories, diverse publics, 
overarching institutions, and con9icting ideolo-
gies, we would expect manifold negotiations and 
articulations to take place (cf. S)RA-&& et al. :;EG). 
With this concept of healing cooperations in mind, 
we asked for contributions to the conference that 
examine the details of historical and current heal-
ing cooperations around the world. While many of 
the contributions still use healer-patient interac-
tions as starting points for their analysis, we can 
also see them as exploring diverse healing cooper-
ations and employing diIerent theoretical fram-
ings.

In his contribution on Bionetworking in the 
Context of Autoimmunity in Brazil, M/R.(%  V(LAR 
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takes us into the quite new and broad @eld of auto-
immune diseases and focusses on a controversy 
about their treatment in Brazil. The convention-
al biomedical way of treating autoimmunity is 
based mainly on suppressing the immune sys-
tem, since it is assumed that such diseases can 
be traced back to immune reactions that aIect 
parts of the patient’s own body and result in in-
9ammatory processes. Even if the exact cause re-
mains unknown, the majority of medical author-
ities sees the body at war against itself. This kind 
of treatment has been challenged by other phy-
sicians who experiment with immune-stimulat-
ing drugs and claim to get good results. Against 
the background of his own positive experiences 
with immune-stimulant therapy, V(LAR describes 
how the physicians supporting a way of therapy 
that contradicts the conventional wisdom coop-
erate, in a legal grey zone and more or less secret-
ly and oHen informally through the Internet, with 
thousands of patients to use and to support this 
kind of marginalized medicine. V(LAR presents 
a dynamic and fascinating assemblage in which 
lawyers, politicians, pharmacists, physicians, pa-
tients, the media, drugs, and bodies intersect in 
a controversy about cosmology, authority, em-
powerment, and innovation. And it remains to be 
seen how well the common suppression of stim-
ulation will work and how far bio-networking in 
Brazil will change local and global treatments of 
autoimmunity.

HELMAR K-RZ’s contribution on Healing Coop-
erations of Spiritism, Biomedicine, and Psychiatry in 
Brazil and Germany is based on anthropological 
@eldwork in the two countries between  D=:G–D=:C, 
where he focusses on the transfer of Kardecist 
healing practices from Brazil to Germany by Bra-
zilian immigrants supported by Germans. He 
presents four ethnographic examples from Bra-
zil and Germany and shows in detail how healers 
and patients of spiritistic, biomedical, and psy-
chiatric institutions cooperate with each other in 
Brazil. Even if the cooperation between spiritists 
and psychiatrists is oHen attacked, e. g. by psychi-
atry reformers and Evangelical Churches, spirit-
ist practices are nevertheless integrated in public 
mental healthcare, and in addition some psychia-
trists and physicians refer their patients to spirit-
istic institutions when their own therapies are not 
successful. In Germany, the situation is diIerent 

and the cooperations between spiritism, biomed-
icine, and psychiatry are not established. K-RZ 
does not discuss the attempts to establish such a 
cooperation in Germany, but the con9icts that ap-
peared within a group of Brazilian and German 
spiritists about culture and identity @nally result-
ed in the dissolution of the group.

In her article on Curses and Systems of Healing 
Cooperation in Post-Soviet Tuva, Siberia, based on 
:D months of anthropological @eldwork in  Kyzyl, 
Siberia in D=:G and D=:B, MAŁG%RZA)A S)EL-
MA&ZYK introduces us to a cosmos that is inhabit-
ed by invisible spirits, multi-layered personhoods, 
and the omnipresent peril of being cursed. She 
describes the local healing practices of shamans, 
lamas, and physicians against the background of 
the post- Soviet situation and elaborates in detail 
how diIerent healers are supposed to be compe-
tent for diIerent illnesses, as well as how cooper-
ation between shamans, lamas, physicians, and 
patients works, how they explicitly and more or 
less discretely refer their patients to each other, 
and how, even in cases where healers are opposed 
to each other and do not recommend trying other 
healing practices, a cooperation between them is 
oHen initiated by the clients who, due to the hid-
den and secret realm of curses, usually visit all 
three kinds of healers simultaneously to cover all 
possible sources of their discomforts.

The background of KA)RE K%PPEL’s contri-
bution on Why Chinese Medicine is Making its Way 
into Estonian Healthcare is the demarcation line be-
tween biomedicine and alternative medicines that 
is traditionally drawn very clearly in Estonia and 
that led to a general practice—quite contrary to 
the post-Soviet practices S)ELMA&ZYK describes—
of keeping quiet about visiting alternative heal-
ers, since biomedicine is regarded as being evi-
dence-based and scienti@c and everything else 
that is labeled alternative medicine is regarded 
as being not evidence-based and thus not scien-
ti@c. Expressing sympathy for anything related 
to the broad category of alternative healing may 
therefore cast one’s reputation into question. K%P-
PEL did anthropological @eldwork for almost two 
years, and in her article, she focuses on the bound-
aries between biomedicine and the fuzzy catego-
ry of Chinese medicine, which marked an excep-
tion within non-biomedical therapies in Estonia. 
Medical techniques from China were practiced by 
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physicians already in the Soviet Union and acu-
puncture held a kind of privileged position among 
more or less secretly practiced alternative thera-
pies all over the Soviet Union. AHer the end of the 
Soviet Union, acupuncture @rst declined institu-
tionally, but in the course of time became more 
and more accepted and @nally escaped being cat-
egorized as alternative medicine. K%PPEL follows 
the ups and downs of acupuncture in Estonia that 
can be understood only by analyzing the complex 
interplay of the traditional handling of Chinese 
medicine in the area, single charismatic brokers 
who advertise Chinese medicine, and the gener-
al ideological, economic, and political develop-
ments in the Estonian health care system in rela-
tion to global tendencies.

DA,-)A PE,KALA-GAWĘ.KA’s contribution on 
Complementary Medicine and Biomedicine in Health-
care Systems of Post-Soviet Kazakhstan and Kyrgyz-
stan is based on several years of @eldwork between 
:;;G and D=== as well as from D=:: to D=:K. She 
also focusses on the constructed great divide be-
tween biomedical and non-biomedical therapies 
and the various ways of collaboration between ac-
tors from both sides. Like S)ELMA&ZYK and K%P-
PEL have shown, PE,KALA-GAWĘ.KA elaborates 
that, even if non-biomedical treatment was pres-
ent during Soviet times, the range of alternative 
treatment options has increased since then, espe-
cially in urban areas. She analyzes the categories 
in the making, emphasizing the categories’ 9exi-
bility, fuzziness, and strategic applications. She 
shows how the process of professionalization of 
healing methods that are labeled traditional led 
to the establishment of various institutions, cer-
ti@cations, and oOcial licenses and to a situation 
in which alternative healers were able to work in 
public and private healthcare institutions and in 
which many physicians combine their practices 
with alternative medical practices and oHen do 
not refer solely to science, but also to tradition in 
order to advertise their expertise. But against the 
background of changing economic, political, and 
religious circumstances, the situation for alterna-
tive healers became worse and the boundaries be-
tween biomedical and non-biomedical therapies 
were rei@ed, especially in Kyrgyzstan—mainly 
through boundary work by those physicians who 
themselves integrate alternative healing prac tices 
in their work.

Cooperation and con9ict are at the center of 
the contribution by P(ERRE PF?)&.!, who ana-
lyzes the institutional developments of Paramed-
ics in West Germany from :;4; to :;;=. Their pro-
fessional formation is closely linked to a con9ict 
over authority with physicians. On the one hand, 
early modes of cooperation between paramedics 
and emergency doctors also sparked con9ict be-
tween the two parties involved. On the other hand, 
this initial con9ict led in the late :;E=s to the refor-
mulation of the respective tasks and obligations. 
PF?)&.! reconstructs the historical narrative of 
the con9ict using letters to the editor in the Ger-
man specialist periodical “Rettungsdienst”, where 
both paramedics and physicians voice their con-
cerns about the diOcult issues of cooperation. 
Yet, as PF?)&.! shows, this con9ict resonates far 
beyond the concrete working relations between 
paramedics and physicians, because it includes 
the charity organizations that provide the rescue 
services in addition to the German Medical Asso-
ciation and political agencies from the institution-
al side. Only the careful maneuvering of the diver-
gent interests and the codi@cation in written law 
over time led to a settlement of this professional 
healing cooperation.

S)EFA, RE(,&.!, JARG N(EWA!,ER, and D%-
R(& S)AA* oIer an inside perspective on becom-
ing a specialized cystic @brosis physician in their 
paper on The Ecology of Care in Cystic Fibrosis. They 
employ a practice-theoretical perspective on the 
dynamics of learning as distributed activity.  Using 
participant observations from a cystic @brosis 
ward in a German university hospital, the paper 
traces how novice physicians learn to manage 
chronic diseases within the complex ecology of 
the ward. Their professional knowledge and their 
professional identity evolve in parallel, as they be-
come members of a speci@c community of prac-
tice that is composed not only of doctors, but also 
of nurses and patients. Such a community essen-
tially de@nes the situated healing cooperations of 
cystic @brosis as it also negotiates the identities of 
physicians, nurses, and patients. It also formats 
the mobilization and coordination of numerous 
heterogeneous entities, from diverse human ac-
tors and their knowledge of managing cystic @bro-
sis to the social organization of a medical ward, 
the usefulness of speci@c drugs in the course of 
treatment, and the legal consequences of possible 
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life-threatening conditions. Thus, managing a se-
rious chronic disease cuts across the established 
responsibilities of the involved groups and actors, 
creating the need for constantly negotiating the 
situated healing cooperations of routine medical 
treatment.

In the last contribution, the psychologist C!R(&-
)(A, ER*A.!ER adopts Wittgenstein’s method of 
looking for analogues and explains his philosophi-
cal work using the concepts of philosophy, therapy, 
and mythology that Wittgenstein himself already 
used. Just as reading philosophical texts is a co-
operative practice between author, text, and read-
er, philosophy becomes a cooperative practice of 
healing mental cramps through clari@cation and 
@nally replacing one mythology by another in a 
kind of endless therapy. Even if there is similar-
ity between philosophy and psychotherapy, they 
are not the same. ER*A.!ER thereby shows how 
healing cooperation turns out to be a  situational 
and open-ended cooperative practice that does 
not give up hope for relief, and he is optimistic 
that further delving into the therapeutic aspects 
of Wittgenstein’s work could be fruitful for healers 
and thus for their patients.

The conference as well as the publication was 
organized and funded by the CRC 1187 Media of 
Coopera tion at the University of Siegen and the As-
sociation for Anthropology and Medicine (Arbeits-
gemeinschaH Ethnologie und Medi zin—AGEM). 
We thank both institutions for their support, as 
well as all participants in the conference for their 
insightful contributions and vivid discussions. 
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Moving between “Chronic Diseases” and “Secret Cures”
Bionetworking in the Context of Autoimmunity in Brazil*

*U&+I% VI(A&

Abstract In this article, I explore from an anthropological Global South perspective the following question: how 
does the engagement of patients and physicians for unauthorized immunostimulant therapies for autoimmunity 
in Brazil impact the globally established biomedicine based on the use of palliative immunosuppressive drugs? My 
aim is to understand changing perceptions related to immunity, autoimmunity, immunological therapies, biotech-
nological innovation and regulation as constitutive of contemporary biomedical culture and of life sciences in Bra-
zil. By addressing some forms of collaboration and deviance between patients with autoimmunity and physicians, I 
describe how they adopt and promote immunostimulant drugs as scientific innovations that meet diTiculties to be-
come legalized and that tend to be disqualified by established biomedical authorities. For it, I present a case study of 
regulatory experience and make a comparative digression involving respectively two immunostimulant therapies: 
the “anti-brucellic vaccine” (VAB—vacina anti-brucélica), and; the “autohemotherapy” (AHT—autohemoterapia). Like 
other immunostimulant therapies, both VAB and AHT are strongly associable with regenerative medicine and may 
be accessed through the informal sector. My argument is that established biomedicine has become increasingly cir-
cumnavigated in contemporary Brazil, while regenerative medicine is simultaneously emerging as a transnational 
paradigm shiR through assemblages of life and respective moralities.

Keywords autoimmunityO– biotechnological innovationO– regenerative medicineO– life assemblagesO– Brazil

Introduction: The problem

Over the last few decades in Brazil, thousands of 
people with autoimmune diseases and some phy-
sicians have begun adopting unconventional im-
munostimulant therapies. This implies that a high 
number of them, if not almost all, have simulta-
neously stopped or signi@cantly reduced their 
use of conventional immunosuppressive phar-
maceuticals such as Methotrexate/MTX, Interfe-
ron, glucocorticoids, and cytostatics. The reason 
being that immunostimulant and immunosup-
pressive drugs for autoimmunity are, as many of 
their stakeholders argue, incommensurable: they 
are based on contrary principles and should ex-
clude each other to show eOciency. Although both 
these therapeutic models have been developed 
by biomedical actors, their status within biomed-
icine are far from equal and a struggle for legiti-
macy between them has taken place while both 
patients and health professionals come across 
new knowledge and practices, not always know-
ing whom to trust. In this article, I present and 

seek to understand, under this scenario, chang-
ing perceptions related to immunity, autoimmu-
nity, immunological therapies, biotechnological 
innovation and regulation as constitutive of con-
temporary biomedical culture and, more speci@-
cally, of life sciences in Brazil. By addressing some 
forms of collaboration and deviance between pa-
tients with autoimmunity and physicians, which 
also take place through the informal sector and 
modern communication means, I describe how 
they adopt and promote immunostimulant drugs 
as scien ti@c innovations associable with regener-
ative medicine that face diOculties in obtaining 
legal status and tend to be disquali@ed by estab-
lished biomedical authorities.P

Immunosuppressive drugs, also called “im-
munosuppressants” (MAR&%, & PA&ER% D=:D), 
are regularly prescribed by biomedical authori-

* All translations from Portuguese and German into 
English were made by the author.
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ties worldwide. These drugs arti@cially impair the 
immune system of people with autoimmunity to 
prevent or reduce the “immune reactions” that 
characterize their diseases’ symptoms. As part of 
the so-called Global South, Brazil does not @gure 
as one of the centres for biomedical knowledge 
production unlike e. g. the UK, Germany and the 
USA. Consequently, established biomedicine in 
Brazil normally reproduces the global therapeu-
tic model for autoimmunity. Nevertheless, de-
spite oOcial recommendation, several patients 
and experienced physicians in Brazil are dissat-
is@ed with the side eIects and long-term ineO-
ciency of immunosuppressants and have decided 
to use and promote what they see as scienti@c in-
novative treatments. Numerous reports available 
on the internet express their fears and desires. 
Among these unconventional treatments, one can 
@nd those based on the opposite principle of im-
munostimulation such as synthetic phosphoetha-
nolamine, vitamin-D therapy, stem cell therapies, 
cashew-membrane, urintherapy, collagen therapy, 
bee’s poison (apitherapy), and frog’s vaccine (kam-
bô), etc. (see also L%R(MER D=:C).

“Immunostimulant-users”—as I call both pa-
tients and physicians who refuse conventional 
treatments and use immunostimulants to treat 
autoimmunity—have oHen dodged oOcial thera-
peutic administration and adopted and promot-
ed immunostimulants in collaboration with other 
actors. As people who exercise citizenship as en-
twined with biotechnology (R%&E & N%FA& D==G), 
they have been working together in con@dence 
and changed their therapeutic orientation and 
practices. Notwithstanding, many immunostim-
ulants for autoimmunity usually meet legal dif-
@culties to become authorized pharmaceuticals, 
are unapproved or in some cases even expressly 
prohibited and, thus, considered illegal in Brazil. 
In so doing, immunostimulant-users become, just 
like the immunostimulants themselves, margin-
alized before Brazilian private and public health 
care systems, regulatory agencies, and the es-
tablished medical communities (e. g. the region-
al, and federal Medical Councils). However, their 
collaborative work continues to proliferate, and 
more people who are likewise disappointed with 
conventional therapies and have expectations 
concerning scientific innovations have joined 
them.

In diIerent ways, the multiple frictions which 
have emerged in the context of the legal disputes 
and informal spread involving immunostimu-
lants as biopolitical artefacts appear not only to 
re-evoke the evaluation criteria adopted by estab-
lished governmental, and scienti@c agencies (for-
mally seen as universal and therefore neutral), but 
also to expose the use of immunosuppressants for 
autoimmunity as the current dominant paradigm 
(e. g. X(ME,G D=:4, CRC/IMPATH, T!%MME, et al. 
D=:E). While immunosuppressants tend to easily 
pass through legal channels as biotechnological 
innovations and, thus, are good examples of ac-
cepted drugs, immunostimulants tend to meet re-
sistance and appear risky when they are proposed 
to become authorized pharmaceuticals for auto-
immunity. In this sense, the regulatory experienc-
es of immunostimulants for autoimmunity in Bra-
zil shed light on further regulatory actors (like e. g. 
the patients demands and local pharmaceutical 
laboratories), and respective knowledge claims, 
who are also interested in aIecting how people’s 
bodies should be understood and administered.

In what follows, I explore two main questions 
from an anthropological perspective: how do these 
dissident patients and physicians (i. e. immuno-
stimulant-users) experience and evaluate conven-
tional immunosuppressive and contested immu-
nostimulating drugs? To what extent and how do 
their attitudes in Brazil aIect the authorized bio-
medicine for autoimmunity as global order?

To propose answers for these questions, I pres-
ent and re9ect on a case study of regulatory expe-
rience and make a comparative digression involv-
ing respectively two immunostimulant therapies: 
the “anti-brucellic vaccine” (VAB—vacina anti- 
brucélica), and; the “autohemotherapy” (AHT—
auto hemoterapia). Like other immunostimulant 
therapies, both VAB and AHT are strongly asso-
ciable with regenerative medicine and may be 
 accessed through the informal sector.

Theoretical background

At least since the immune system was institu-
tionalized as the object of immunology as a spe-
ci@c life science, it has convincingly expressed 
all the characteristics of a total social fact (M%--
L(, :;;B). Accordingly, it has been expressing the 
cultural settings under which its uses and inter-
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pretations emerge (NAP(ER D=:D). Immunity as a 
“system,” for instance, appears as a post-war bio-
medical conceptualization (A,DER&%, & MA. KAY 
D=:4). Likewise, as constituted and constitutive of 
socio cultural settings, immunity has been seen 
as something to be regulated through sanctioned 
practices, e. g. by medical technologies (BR%DW(, 
D===).

As LAK%FF (D==E) points out, pharmaceuticals 
operate at the intersections between biomed-
icine, commerce and government. To become 
authorized pharmaceuticals, proposed biotech-
nologies have to be absorbed into an established 
medico-legal system that is engaged in the techni-
cal administration of life. Thus, as biopolitical ar-
tefacts biotechnological innovations pose new po-
litical and ethical questions about how life should 
be understood and treated (ibid.: C4D). Like the es-
tablished immunosuppressants, the immunostim-
ulants are also drugs that directly aIect a person’s 
life. Nevertheless, they do so in clear contrast to 
how most authorized pharmaceuticals are sup-
posed to act when used to in9uence a multiplicity 
of immune reactions. Hence, the uses of immu-
nostimulants to treat autoimmunity in Brazil do 
not reproduce the established global biomedicine 
for this medical area as expected (HARAWAY :;;:: 
D=4–G). As I will show, mainly when considered 
as two among several other immunostimulating 
therapies for autoimmunity in Brazil, and mainly 
looked internationally, VAB and AHT appear as 
colliding threats for immunosuppressants.

That is the case even when immunostimu-
lant-users and promoters seek to avoid critics 
of conventional therapy like, e. g., the attempts 
of the scientists who developed the synthetic 
phosphoethanolamine not to criticize chemother-
apy for cancer during a public hearing at the Bra-
zilian Federal Senate (SE,AD% FEDERAL D=:G). Or, 
when physicians who work with immunostimu-
lant treatments state that they do not want to sub-
stitute conventional therapies and, thus, that im-
munostimulant therapies are not an alternative 
for them. Following this, to neutralize the poten-
tial disquali@cation and stigmatization process-
es, which are organized and triggered by actors 
engaged in global immunosuppressants, some 
stakeholders for immunostimulants in Brazil re-
fuse the term “alternative medicine.” VAB users, 
for instance, emphasize that VAB was developed 

according to scienti@c standards, and is oHen con-
ducted under supervision of recognized medical 
professionals with expertise. They characterize 
and support the adoption of VAB and other im-
munostimulants into the Brazilian publicly fund-
ed Uni@ed Health Care System (SUS—Sistema Úni-
co de Saúde) as “complementary medicine” (for a 
disambiguation see NCCIH D=:B).

Nevertheless, practically all immunostimu-
lants require from their users the avoidance or a 
signi@cant controlled diminishing of immunosup-
pressants to function properly (GARD,ER D=:C: 
C=). Besides that, while immunostimulant-users 
verbalize the previously unquestioned premises 
of established biomedicine for autoimmunity, ex-
posing them and their potential therapeutic uses 
as objects of thought—thus, forcing a re-opening 
of immunosuppressants as objects of scienti@c 
controversies (LA)%-R :;EC, V(LAR D=:E)—, the 
immunostimulants spread as much in discursive 
coherence as medico-legal practices. Together 
with immunosuppressants, the very idea of auto-
immunity as a disease itself, which needed several 
decades to be accepted in biomedicine, is put in 
question by immunostimulant-users who tend to 
denaturalize it as fatality.

The motivations, means and techniques which 
immunostimulant-users articulate among them-
selves, and in association with multiple institu-
tions and professionals, e. g. to provide the legal 
apparatus for the defence of a physician, to orga-
nize and sign petitions for the approval of a spe-
ci@c immunostimulating therapy, to enable circu-
lation of immunostimulants informally, and/or to 
share therapeutic narratives that may be taken as 
acceptable medical evidence, among other activ-
ities, can be seen as expressions of one or more 
9exible assemblages that “[…] share questions re-
lated to the de@nition of what is ‘a life worth liv-
ing’” (SLEE*%%M-FA-LK,ER D=:4: D). According 
to SLEE*%%M-FA-LK,ER (ibid.), “[…] In life as-
semblages, members share mindsets that assume 
moral change towards life as inevitable and expe-
rience the transgression of ethical boundaries as 
a normal result of developments in science and 
technology.”

In the context of cooperation between mem-
bers of life assemblages in Brazil, the internet ap-
pears as a privileged platform for the exchange of 
unauthorized knowledge and practices. R%&E & 
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N%FA& (D==G) and W%%LGAR (D==D) argue that, as 
a new technology for the circulation of informa-
tion, the internet can radically transform society 
and serve as means to engage biological citizens. 
One of the challenges that W%%LGAR (ibid.) iden-
ti@es consists in knowing how people organize 
themselves. In the context of my research, on the 
internet, dynamic and interactional matrices—as 
each homepage may be seen—to promote immu-
nostimulant therapies can be organized and kept 
outside the established medico-legal paths of sci-
enti@c innovation through cooperation between 
members of life assemblages. Likewise, it is also 
possible for them to produce their own media 
content, and inventories, and to disseminate it 
through the internet. The internet, therefore, be-
came an ideal platform through which people who 
do not know each other personally but who share 
common therapeutic dramas come together, and 
cooperate with each other, as it is oHen the case 
in life assemblages for immunostimulant thera-
pies in Brazil.

Methodological strategies

In this article, I use research material mainly pro-
duced and collected by myself through partici-
pant observation conducted between D==; and 
D=:C, in intercalated periods, in several cities in 
Brazil including: Vitória da Conquista and Porto 
Seguro (in Bahia); Brasília (Distrito Federal); João 
Pessoa (Paraíba); Natal (Rio Grande do Norte); 
Guarapari and Vitória (Espírito Santo); and Belo 
Horizonte (Minas Gerais). Although my physical 
permanence in these locations amounts to ap-
proximately C months, I complementarily carried 
out a considerable amount of research on immu-
nostimulants and their users by systematically fol-
lowing them on the internet; this I combine with 
autoethnography.

As I describe in more details elsewhere (V(LAR 
D=:E), I myself was diagnosed with psoriasis ar-
thritis at the beginning of D==;. I followed the con-
ventional treatment based on immunosuppres-
sion for B months, before experimenting with the 
anti-brucellic vaccine (VAB, vacina anti-brucélica) 
over three years, having obtained amazing sat-
isfactory results. Both experiences enabled me 
privileged access to two diIerent worlds within 
biomedicine and to learn from their respective 

actors—mainly physicians, patients, and their 
relatives, webmasters, and immunological drugs 
themselves—and, through it, to know about their 
interactions with Brazilian regulatory institutions. 
In my present attempt to apprehend changing 
perceptions in contemporary biomedical culture, 
I here mainly posit myself as an immunostimu-
lants-user and stakeholder.

As explained above, along with my  presentation 
of some ethnographic @ndings, I analytically con-
ceive patients with autoimmunity and their fam-
ilies, physicians, and other actors, who use and 
support the use and liberalization of immunostim-
ulants for autoimmunity in Brazil as compound-
ing life assemblages (SLEE*%%M-FA-LK,ER 
D=:4: D). I. e. provisional sets of entwined net-
works and/or communities of people who see the 
processes of developing, promoting, and adopt-
ing scienti@c innovation as eventually requiring 
the transgression of established institutional, and 
moral boundaries (see also DELVE..!(% G%%D 
D==K). In consonance with it, I heuristically appre-
hend the collaborative work between these life as-
semblages for immunostimulants as comprising  
 “bionetworking activities.” SLEE*%%M-FA-LK,ER 
de@nes bionetworking activities as those non-sci-
enti@c collaborative works that are conducted 
by and among a plurality of actors (stakeholders, 
market agents, patient groups, universities, clini-
cal oOces, media etc.) which “underpin the scien-
ti@c ones” (D=:4: :B=).

All in all, when I follow unauthorized immuno-
stimulants through participant observation, digi-
tal methods and archive research, they guide me 
through unoOcial paths of scienti@c innovation 
in the Global South that connect new communi-
cation technologies, informal economies, local 
moralities, health care demands, and emerging 
regimes of truth.

Article’s structure

This article is divided into four sections. First, I de-
scribe how global biomedical authorities see and 
oOcially re-present autoimmunity as  “chronic,” 
including how, according to them, it should be 
treated. In the second section, I describe two 
contrasting therapies based on immunostimula-
tion, which according to immunostimulant-users 
have been successfully employed in Brazil for the 
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treatment of autoimmunity, though most infor-
mally and experimentally. I concentrate on one of 
them and use the second as a comparative digres-
sion. In so doing, I take them as examples of dis-
continuity in relation to the hegemonic therapeu-
tic model for autoimmunity described in section 
one and focus on key moments of their regulato-
ry experiences. In the third section, I thematize 
how unauthorized and/or tabooed knowledge 
and therapeutic practices circumnavigate among 
immunostimulant-users outside oOcial pharma-
ceutical circuits. For it, I focus on the cooperation 
among members of life assemblages for immu-
nostimulants by using four categories (patients, 
physicians, mediators, and immunostimulants), 
and identify implications of their bio networking 
exchanges. Finally, I brie9y resume aspects of 
mutual aIections between the conventional im-
munosuppressive and the contested immunostim-
ulation therapeutic models on the context of local- 
global tension.

My hypothesis is that when one focuses on the 
negotiation dynamics of medico-legal regimes 
in Brazil under the impact of immunostimulat-
ing therapies for autoimmunity as a contested in-
novative biotechnology, in which patients, physi-
cians, socioeconomic and governmental actors 
are involved, it becomes possible to highlight sig-
ni@cant aspects of how law, science and society 
shape their boundaries and co-constitute the le-
gal and the illegal (JA&A,%FF :;;=, D==4; FA-LK-
,ER et al. D=:D). Moreover, I suggest that recent 
changes of perceptions and attitudes related to 
autoimmunity in Brazil, when considered inter-
nationally, can be seen as local expressions and 
part of the emergence of the regenerative medi-
cine as a transnational shiHing paradigm (K-!, 
D=:D, WE*&)ER D=:K).

 “Chronic diseases” as biomedical definition

Considered by the W%RLD HEAL)! ORGA,(ZA-
)(%, as one of the greatest causes of disability in 
the world, reaching from G % to := % of the world 
population across all ages, and increasing mainly 
in urban centres, autoimmunity comprises over 
four hundred conditions, as diverse as psoriasis, 
lupus, Sjörgen syndrome or arthritis (WHO D=:C, 
P%L(.Y DEPAR)ME,) %F E-R%PEA, PARL(AME,) 
D=:C, LA,GER D=:G, C%%PER et al. D==;). Accord-

ing to A. D. A. M. Medical Encyclopedia, “an auto-
immune disorder occurs when the body’s im-
mune system attacks and destroys healthy body 
tissue by mistake” (MEDL(,E PL-& D=:G). In oth-
er words, “when you have an autoimmune disor-
der, your immune system does not distinguish be-
tween healthy tissue and antigens. As a result, the 
body sets oI a reaction that destroys normal tis-
sue” (ibid.).

The exact cause of autoimmune reactions re-
mains officially unknown. However, indepen-
dent of the cause, one knows that the immune 
reactions are in9ammatory processes that can 
potentially occur in each part of the human body 
(MEL.!ER& D==B: :E). Although the autoimmune 
diseases may unexpectedly come and go, alter-
nating states of control and of exacerbation, and 
are therefore unpredictable, they are de@ned by 
world biomedical authorities as “chronic;” i. e. 
as diseases that remain for a lifetime. OOcially, 
there is no known guaranteed prevention for most 
autoimmune disorders, and there is no scientif-
ically recognized treatment which helps to cure 
autoimmunity. There is only treatment to relieve 
its symptoms. Given that, physicians normally ad-
vise patients with autoimmunity that they “have 
to learn to live with it” (A,DREW& D=::, A,DER&%, 
& MA. KAY D=:4: ;D–::G).

By transforming people with autoimmune 
symptoms into chronic patients through diagnos-
tics, physicians relocate them from common life-
time to a distinct spatiotemporality that is char-
acterized by imminent risk of self-damaging and, 
therefore, must be biomedically monitored and 
modulated (GREE,!ALG! D==:). For decades, bio-
medicine has largely employed immunosuppres-
sive palliative drugs to control in9ammations and 
to relieve the symptoms of autoimmune reactions. 
The treatment of rheumatoid arthritis, a classical 
autoimmunity, can illustrate the modus operandi. 
In their medical guide, which can still be found in 
German medical oOces, LA.K(,GER and WE(&& 
explain that:

The treatment is carried out during acute in9am-
matory crisis [also called exacerbations and/or 
immunological overreactivity] through anti-in-
9ammatories and pain-relieving medications (an-
algesics, nonsteroidal or steroidal anti-in9amma-
tory drugs, e. g. corticosteroids). As a long-term 
treatment of autoimmune rheumatic disease, one 
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starts nowadays already at an early stage with a 
base therapy to prevent so much as possible long-
term consequences such as joint damage. […] 
(LA.K(,GER & WE(&& :;;D: EG)

Published two decades ago, these basic thera-
peutic proceedings are the same today. The BR()-
(&! S%.(E)Y F%R IMM-,%L%GY (D=:D), for in-
stance, states that the treatment for rheumatoid 
arthritis “is largely symptomatic and provides 
pain relief, reduces in9ammation and slows down 
further damage to the joints. For those patients 
with more severe damage, surgery is oHen per-
formed.” Furthermore, even the newest pharma-
ceuticals oIered in rheumatologic oOces (like the 
so-called “biologics” such as Adalimumab/Humi-
ra, Etanercept/Enbrel, Rituximab/Rituxan, etc.) 
are marketed as “scienti@c innovation,” although 
they operate through the logic of reaching symp-
tomatic relief through immunosuppression.

The statement published on the consulting 
homepage of PAPAA—“[…] a joint venture be-
tween the Psoriatic Arthropathy Alliance (PAA) 
[…], and the Psoriasis Support Trust (PST) […] to 
establish the principal resource of information 
and help for people with psoriasis and psoriatic 
arthritis in the UK” (PAPAA D=:G)— reproduces 
the logical similarity:

The “Biologics” are relatively new entrants into the 
@eld of psoriasis management and are made from 
biological (human or animal based) proteins rath-
er than arti@cial chemicals, much in the way that 
insulin was made from animal sources in the past.

Biologics are diIerent from other medications 
for psoriasis and psoriatic arthritis as they are de-
signed to block both diseases in the immune sys-
tem rather than waiting to treat the symptoms of 
the disease.

It is thought that overactive cells in the im-
mune system set oI a series of events in the body, 
eventually causing psoriasis to develop on the 
skin and arthritis symptoms to develop in the 
joints. Biologics work by blocking the action of 
speci@c immune cells that cause these cells to 
misbehave by either reducing the number of 
these cells in the skin and blood or by blocking 
the activation of the immune cells or the release 
of chemicals from them. […] (ibid.).

In Brazil, biologics were enthusiastically re-
ceived as promising innovations. Despite their 

very high costs, they were immediately adopted 
and spread quickly. At least until the D=:B coup 
d’état, the Brazilian Federal Government pro-
vided the inclusion of mainly three kinds of bio-
logics to be made available to poorer patients for 
free through the SUS (BRATS D=:D). How ever, as  
 “blockers” of “speci@c immune cells,” they dif-
fer from older immunosuppressants primarily 
through their composition as containing animal 
or vegetal elements. In the end, biologics are still 
in charge of preventively punishing immune cells 
that may bring themselves and other cells to mis-
behave. Thus, in principle, they are diIerent and 
newer biotechnologies scienti@cally conceived for 
the same immunopolitical purpose and function; 
the hegemonic biomedical understanding of au-
toimmunity and of what should be done to tackle 
it remain unaltered.

Likewise, even the aim of using nanomedicine 
to treat autoimmunity in a near future seems to 
be previously limited by the long-term biomed-
ical search of the best instruments to treat it by 
suppressing speci@c metabolic activities of one’s 
body. As G!ARAG%ZL%% et al. (D=:G: :==K) wrote 
in an article in which they focus on “nanomed-
icine-based delivery strategies of biological im-
munomodulatory agents for the treatment of au-
toimmune disorders,” these agents are taken as 
potential “novel nanomedicine approaches for 
inducing immunosuppression and immunolog-
ical tolerance in autoimmune diseases in order 
to modulate aberrant and pathologic immune 
responses” (ibid.). The modulatory action of the 
nanomedicine-based agents, which the authors 
mean, are clearly of immunosuppressive order. 
Like the biologics, they present a potential tech-
nological re@nement of the same: a new genera-
tion of immunosuppressants (ibid.).

In all these therapeutic biomedical approaches, 
the tasks and ordinary practices of physicians ba-
sically consist of: @rst, recognizing and identify-
ing the symptoms which a patient presents among 
hundreds of classi@ed autoimmune diseases; sec-
ond, treating these particular symptoms with the 
appropriate immunosuppressants to bring them 
under control, and; third, monitoring, managing 
and trying to reduce as far as possible the multiple 
side eIects of the employed immunosuppressants, 
which tend to occur frequently and continuously 
in the course of conventional treatment as a kind 
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of chain reaction. “Cure” remains outside the lan-
guage and therapeutic horizon of possibilities of 
most established physicians.

It is commonly accepted among most physi-
cians and medical scientists—to the point that it 
is normally not even an object of discussion—that 
strengthening the immune system, in contrast 
to conventional therapies based on immunosup-
pression, could only lead to an aggravation of 
the symptoms, given that the in9ammations are 
seen as “overreactivity.” Therefore, immunostim-
ulating treatments are for established biomed-
icine out of the question. Despite its variations, 
this standardized knowledge on autoimmunity is 
found everywhere where biomedicine plays a pre-
dominant regulatory role, and it is considered as 
having universal validity.

Nevertheless, for at least the last C= years, medi-
cal scientists have also been trying to develop  other 
ways to treat autoimmunity and to rehabilitate 
one’s immunity (VER%,E&( D==E [:;CB], M-LLE, 
:;CC, MEL.!ER& D==B: :E). Among these eIorts 
are attempts to treat patients with immunostim-
ulation. However, rheumatologists, dermatolo-
gists and other physicians, who are systematically 
trained to employ and promote immunosuppres-
sants, rarely say something about these other 
possible medical futures to their uninitiated pa-
tients, while they repeatedly emphasize the inevi-
table risks of autoimmunity when these are not 
treated with immunosuppressants (C%!, D===:  
D=C–E).

Also, in Brazil, medical scientists have been de-
veloping another understanding about how im-
munological disorders occur and how they should 
be treated. Countering the established biomedical 
notions of chronicity and causality related to au-
toimmunity, patients, stakeholders and unautho-
rized substances have been helping these medical 
scientists to co-materialize a political economy of 
hope (N%FA& D==B) founded on the expectation of 
cure by immunostimulation as therapeutic possi-
bility. Through their bionetworks, which expand 
rhizomatically, immunostimulants-users and 
stakeholders generate a concurrent biomedical 
future regarding autoimmunity.

To illustrate this, I shall now consider aspects 
of the regulatory experiences, medical trajecto-
ry and informal circulation of an immunostimu-
lating therapy for autoimmunity in Brazil called 

the “anti-brucellic vaccine” (VAB, vacina anti-
brucél ica). To better understand the VAB case, I 
will also brie9y report on another immunostim-
ulating therapy known as the “autohemotherapy” 
(AHT, autohemoterapia) as to provide a compara-
tive digression.

 “Secret cures” as biomedical deviance

On D: October D==G, the Brazilian federal govern-
ment’s OOcial Gazette (Diário da União) published 
the resolution nº D.BD; of the National Health Sur-
veillance Agency (ANVISA, Agência Na cio nal de 
Vigilância Sanitária). The head of the Collegiate 
Board of Directors of ANVISA called for “the 
seizure, nationwide, of the product ‘vacina anti- 
brucélica,’ manufactured by the professional Dr 
Genésio Pachecho DA VE(GA” (ANVISA D==Ga: CB). 
Its enunciated reason was that “the product does 
not have registration/noti@cation and the profes-
sional is not in possession of an Operating Busi-
ness Permit to manufacture it, not having there-
fore corresponded to the ANVISA’s regulatory 
requirements” (ibid.) While, at the @rst sight, the 
ANVISA’s prohibition of VAB appears to be a stan-
dard judicial-administrative procedure, it proves 
to be a more complex issue when one observes 
what happens next.

The ban of VAB immediately sparked strong 
reactions. The oOce of ANVISA began to receive 
complaints from every corner of Brazil, most of 
them from patients with autoimmunity and users 
of VAB. The production and commercialization of 
VAB was stopped. Supporters of VAB reacted on 
the internet: an account was created on a social 
network called Orkut (later, another one was cre-
ated on Facebook and is presently active). At least 
one discussion forum was created (e. g. on the 
homepage InForum), and a VAB group was found-
ed on Yahoo!. On personal blogs and forums re-
lated to autoimmunity, patients and ex-patients 
posted about their personal experiences with VAB. 
Many of them claimed that their autoimmunity—
diagnosed as “chronic” by physicians—were cured 
or signi@cantly ameliorated thanks to the VAB 
therapy. Although the ANVISA interdicted VAB to 
protect the “population’s health” from the poten-
tial danger of an unregistered drug, VAB  users saw 
this act as an interruption of a successful and nec-
essary therapy.
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One month aHer the prohibition, Dr VE(GA, the 
most publicly known VAB’s manufacturer, an im-
munologist and one of the few Brazilian special-
ists on the treatment of brucellosis in humans, 
published an article on the homepage of the Bra-
zilian Association of Biomolecular and Nutrige-
nomic Medicine (ABMB, Associação Brasileira de 
Medicina Biomolecular e Nutrigenômica). Another 
physician, Dr FEL(PPE, a physiologist who works 
with regenerative medicine and coordinates the 
ABMB, co-authored the work (FEL(PPE & VE(GA 
D==G). In their article, they detailed the clinical tri-
al they conducted in :;EE on the eIects of VAB on 
people with rheumatoid arthritis in São Paulo. KCC 
people who presented the symptoms of rheuma-
toid arthritis according to the American Associ-
ation of Rheumatology, participated in the study. 
As they reported:

In the course of [VAB] immunotherapy, E= % of 
the patients presented a great improvement or 
complete regression of joint pain, in9ammatory 
signals, functional impotence and general symp-
toms. It was noted the disappearance of subcuta-
neous nodules in half of the treated patients […]. 
The congestive deformities, i. e. those reversible 
also disappeared in 4= % of cases.

The patients’ self-assessment of clinical im-
provement, without the interference of the physi-
cian, showed a good performance of immunother-
apy: C;.G % indicated excellent and good results, 
:B % regular, and 4.G % bad or very bad […].

Note that aHer the immunological approach, it 
was possible to suspend corticosteroids and anti- 
in9ammatory in 4= % of patients. G4.G % was pos-
sible to reduce such medicaments and by 4.G % of 
the patients, the need for such drugs remained 
unchanged. […] (FEL(PPE & VE(GA D==G: n. p.)

VAB aims to strengthen the defence-system 
of its users through stimulation using a speci@c 
vaccine which contains dead “Brucella”—a type of 
bacteria found in many animals, and which caus-
es brucellosis. Here I would like to make a histor-
ical digression concerning the development of 
VAB and its transformation into a biotechnolog-
ical innovation to treat autoimmunity. How did 
VAB come to be what it was in D=:G?

From BRUVAC to VAB

VAB was @rst presented by Dr VE(GA’s homony-
mous uncle and renowned researcher of Institute 
Oswaldo Cruz, Dr GE,J&(% PA.!E.%, in two ar-
ticles, which were co-authored by Dario Simoni 
DA S(LFA and by José Gonçalves DA S(LFA, origi-
nally for the treatment of brucellosis in humans 
(PA.!E.% et al. :;B;, PA.!E.% :;C=). It was regis-
tered and commercialized with the name “BRU-
VAC” as one among many diIerent types of vac-
cines against brucellosis that use either living 
Brucella or dead ones, or a mix of both (e. g. MEL-
L% :;CE). For at least the next D= years, both un-
cle and nephew co-authored a minimum of :D sci-
enti@c works on brucellosis in humans, mainly 
between :;4K and :;4C, e. g. in Revista Brasileira 
de Medicina, Brasil-Médico and Medicina, Cirurg-
ia, Farmácia. As one of the very few—maybe the 
only—physician specialized in treating humans 
with brucellosis in Brazil at that time, Dr VE(GA 
systematically used the BRUVAC attending peo-
ple of the whole country at his own medical oOce 
in Rio de Janeiro.

For most of that time, he was frequently con-
fronted with other physicians who did not believe 
that brucellosis was a serious disease of epidemi-
ologic level in Brazil. As Dr VE(GA oHen explained 
to me, and Dr MELL% later con@rmed (personal 
communication in June D=:C), this contro versy 
happened mainly because the symptomatology of 
brucellosis taught at the medical schools in Brazil, 
in the last century, was based on its most common 
European variant which is caused by the Brucel-
la melitensis, present in goats. The problem was 
that, in Brazil, brucellosis was and still is mostly 
provoked by the types abortus, of ox, and suis, of 
swine, which present quite diIerent symptoms. 
In addition, brucellosis is a highly contagious dis-
ease, it spreads very quickly and is very diOcult 
to diagnose, which contribute to making brucel-
losis oHen invisible as a public health problem. It 
was only in D==: that the Brazilian Federal Gov-
ernment implanted the “National Program of 
Control and Eradication of Brucellosis and Ani-
mal Tuberculosis” (PNCEBT, Programa Nacional 
de Controle e Erradicação da Brucelose e Tuberculose 
Animal) (MAPA D==B: :G).

In :;EG, a few years aHer his retirement, while 
revising the literature on brucellosis Dr VE(GA 
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came across the text of ME(&ELA& et al. (:;B:) 
where the authors described an experiment in-
volving patients with arthritis and vaccination 
with Brucella. AHer the authors have injected 
diIerent types of “gram-negative bacteria” in the 
patients, they noted that only through the inoc-
ulation of “Brucella antigen,” occurred a very par-
ticular immunological modi@cation: At the same 
time as the production of a certain type of anti-
bodies (:;-S) was stimulated by the arthritis pa-
tients, their symptoms became weaker or disap-
peared. The results are resumed as the following:

:. Forty-one patients with various rheumatic dis-
eases and DC control patients were inoculated 
with Brucella vaccine. As a group the patients ex-
hibited a signi@cantly greater rise in antibrucel-
la agglutinins compared with the controls. Some 
overlap in both groups was present. D. Alte rations 
were noted in other antibody systems- anti-red 
cell (Coombs), anti-thyroglobulin, and possibly 
in the in9uenza antibody and rheumatoid fac-
tor-aHer this primary stimulation in some of the 
patients with rheumatic diseases, but no titers 
for these antibodies were noted in the control pa-
tients. K. The eIect of brucella antigen in these 
patients may be related to the damage that this 
organism can produce on mesenchymal tissue. 
(ME(&ELA& et al. :;B:: :EE=)

Earlier, as Dr VE(GA was treating his patients 
with BRUVAC, he perceived that those who also 
suIered from some rheumatic disease had their 
symptoms relieved. Hence, Meiselas’ experiment 
showed to him that the relieving of rheumatic 
symptoms by his own patients was not just a co-
incidence: The increasing of certain antibodies 
stimulated by the inoculation of Brucella antigen 
explained the reason. Encouraged by this possi-
bility, he started an adaption of the BRUVAC, con-
ducted the clinical trial and began employing it to 
treat autoimmunity.

Dr VE(GA presented VAB once at a Brazilian 
Rheumatology Conference in :;;B. The present 
rheumatologists could not accept using a vaccine 
due to its immunostimulant eIects to treat auto-
immunity: this was as inconceivable at that time 
as it is today. Nevertheless, VAB was, in fact, not 
a “vaccine” anymore if one de@nes vaccine also 
through its use and not only through its compo-
sition. I. e. as “biological products containing one 
or more antigenic substances which, when inocu-

lated, are capable of inducing active speci@c im-
munity and protecting against the disease caused 
by the infectious agent which gave rise to the anti-
gen” (ANVISA D==Gb: G;). Despite that, Dr VE(GA 
kept calling it the “anti-brucellic vaccine,” as it 
was already known among his patients. This per-
sistence apparently reinforced the tendency of 
other physicians to refuse VAB as a potential in-
novative treatment for autoimmunity. As Dr MEL-
L% explained to me, VAB is rather a “lysate of Bru-
cella” (lisado de Brucelas).

VAB as regenerative medicine

From physicians who use VAB to treat patients 
with autoimmunity I heard two basic explana-
tions, which they sometimes combine. Some of 
them emphasize the eIect of the vaccine as a 
means of puri@cation. That is, the vaccine helps 
the body to detoxify itself from elements that dis-
turb its immune system (B%-.(,!A& D=:D). Oth-
ers—like Dr VE(GA and Dr FEL(PPE—prefer to 
speak of the rehabilitation process that is pro-
voked by the regular infusion of dead Brucella 
due to their special immunological properties. A 
third explanation that I found elsewhere as relat-
ed to immunostimulants in general is that these 
distract the immune system of damaging itself. 
All such supporting doctors argue that the cause 
of the immunological disturbance lies precisely 
in the weak state of the immune system, which 
can sometimes be made visible by monitoring 
the quantity of blood white cells (VER%,E&( D==C 
[:;CB]). The “immunological tolerance”—what 
prevents an organism from “attacking itself”—
can be broken when one’s immunity is within a 
deep state of debilitation and, therefore, no lon-
ger able to produce enough antibodies. The over-
reactivity of immunological cells becomes rather 
part of a chain reaction within a broader deterio-
ration process.

According to Dr VE(GA, when the number of 
antibodies (particularly, of macrophages) grows 
through stimulation by using VAB, the body be-
gins to recover its skill to distinguish between its 
own and strange cells again, and therefore the im-
mune system stops attacking its own body. The 
pain is then gone because the in9ammation is 
gone. In this sense, through applications of this 
vaccine that begin with small doses, which are 
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gradually increased over a long period of time, 
one’s immunity relearns to act in a healthy way, 
protecting itself again. Similar to “allergy shots” 
(K(R.!!E(MER D=:B, AMER(.A, C%LLEGE %F 
ALLERGY, A&)!MA A,D IMM-,%L%GY D=:B), the 
whole VAB treatment usually takes two or three 
years and, until recently, it was divided into two 
phases: @rst, it was injected subcutaneously and, 
then, carried out further through intramuscular 
applications.

Following Dr VE(GA and Dr FEL(PPE (D==G), 
many VAB users compare VAB with convention-
al therapies. They are clearly aware that immu-
nosuppressants only control symptoms by im-
pairing the immune system, slowing down the 
patients’ metabolism and corporeal functions, 
to retard further developments of autoimmunity. 
They aOrm that these treatments, on which mod-
ern biomedicine is based, mostly worsen the pa-
tients’ state of health, rather than improve it. Fur-
thermore, some VAB users argue that the ANVISA 
did not allow the registration of VAB because no 
rheumatologist had participated in the clinical 
trial.

In any case, the characterization of established 
biomedical therapy for autoimmunity presented 
by Dr VE(GA and Dr FEL(PPE, and by other VAB 
users, is not controversial. Indeed, the authorized 
treatments oIered and administered by rheuma-
tologists share the same discourse: conventional 
therapies aim to slow down the inevitable prog-
ress of the autoimmunity by controlling the symp-
toms through immunosuppression. But when 
established physicians state that immunostimu-
lating treatments for autoimmunity are danger-
ous and should be excluded, the therapeutic use 
of VAB consequently becomes highly controver-
sial. Here, the ANVISA prohibition of VAB echoes 
this among other established biomedical premis-
es as being universally valid.

Catching wind of a potentially legitimate con-
troversy, some journalists—mainly from “alter-
native vehicles”—interviewed and wrote articles 
about Dr VE(GA and his vaccine, as VAB became 
known. According to most of these journalists, 
the ANVISA’s prohibition of VAB is an injustice 
against autoimmunity suIerers made to favour 
the interests of pharmaceutical industry (e. g. RA-
*EL% D==Ca, D==Cb, personal communication 
in April D=:C). In contrast, most physicians and 

mainstream media ignored the reactions of VAB- 
enthusiasts. They let the law speak for itself, thus 
dismissing possibilities of discussion and halting 
the emergence of VAB to a broader level.

Autohemotherapy

The silence strategy of immunosuppressants de-
fen ders in the context of the VAB case can be 
par tially understood when one looks at the auto-
hemotherapy (AHT). AHT is another medical 
therapy for autoimmunity that is also based on 
immunostimulation. Rather than using a vaccine, 
AHT uses the patient’s own blood to strengthen 
his own immunity. Like VAB, AHT falls under the 
regenerative medicine category that covers “[…] 
the set of sciences and technologies involved in 
the collective project meant to coax the body to 
repair itself and potentially to extend the lifespan” 
(H%GLE D==C: EG;).

When a low-budget video promoting AHT, 
which had been informally sold on DVD on the 
streets of Brazil and which was later released on 
the internet (MAR)(,EZ & SARME,)% D==4), was 
called to the attention of medical and governmen-
tal authorities, they opposed it and the ANVISA 
prohibited the practice (CFM D==C, ANVISA D=:C, 
S(LFA DA C%&)A D=:C). The DVD shows an inter-
view with Dr Moura, who has been working with 
AHT for several decades in both public and med-
ical service. In his interview, he reports several 
cases of cure or amelioration of diIerent diseases 
through the employment of AHT. Dr Moura learnt 
it from his father, who was also a physician, and 
who had adopted the AHT earlier as a means to 
help patients recover faster post-surgery. Dr Mou-
ra was then heavily criticized in public mainly by 
pharma-lobbyists and accused of “ideological fal-
sity” at a national level. He was also threatened 
with the loss of his medical licence and being sent 
to jail. However, despite the intimidations against 
Dr Moura, the mainstream media’s portrayal of 
the AHT as polemical and risky has only helped 
to popularize it, and the AHT has been systemati-
cally adopted outside medico-legal circuits.

In D==C, on the state and municipal stage of 
the “XIII National Conference for Health” (XIII 
Conferência Nacional da Saúde) in Espírito Santo, 
where Dr VE(GA lived, both VAB and AHT were 
presented by a religious delegate as two thera-
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pies that should be included into the SUS due to 
their low cost, high eIectiveness and absence of 
side-eIects. The delegate’s proposal was unani-
mously accepted in the @rst ballot, in which the or-
ganizers—i. e. the agents of the “Municipal Health 
OOce” (Secretaria Municipal da Saúde)—did not 
participate. However, when the organizers did 
vote in the @nal round of the conference, the pro-
posal was rejected (C%(M*RA D==C, also GE%FA-
,(,( D==;).

Since ANVISA’s prohibitions, VAB and AHT 
therapies were relegated to invisibility, where 
the therapies have been carried out by both med-
ical professionals and patients illegally, and in 
precarious and risky conditions. In the following 
years, Dr VE(GA has been @ned by ANVISA twice 
(D==B: KD, D==C: BK) and received more intimida-
tions.

From VAB to CAE

However, the tide began to turn for VAB in the last 
years. In D=:D, aHer more mobilization for VAB, 
and to protect Dr VE(GA before the law, Cheila Pi-
menta, one of his ex-patients, initiated a petition 
at AVAAZ—a civic organization that supports ac-
tivism on a global level—for the regularization of 
VAB that achieved :G,BGB signatures. Her brother, 
who is a lawyer, informally assisted Dr VE(GA in 
judicial matters. Dr VE(GA was sued again by AN-
VISA and a new trial was scheduled for Novem-
ber D=:G but postponed until D=:C. Later, the court 
case has been closed. During this time, VAB was 
temporarily available to the public again, though 
with a new composition and form.

Negotiations between Dr VE(GA and private 
laboratories, which are mainly involved with 
the veterinary industry, took place mediated by 
Cláudia Ludolf, his daughter and animal breeder. 
The two @rst attempts failed aHer the interested 
laboratories, which were at the beginning very im-
pressed with the results of using VAB to treat ani-
mal diseases (e. g. “canine distemper”), realized that 
VAB contained dead Brucella as its main raw ma-
terial—i. e. a substance that should be eradicated 
from the country per the PNCEBT, and for whose 
maintenance and use they needed to obtain a spe-
cial permit. Finally, a new deal with another pri-
vate laboratory, localized close to Belo Horizonte, 
in Minas Gerais, and directed by the medical sci-

entist and nuclear physicist Dr Rosa, was moved 
forward.

As Ludolf told me, she and her father were 
convinced that ANVISA would never approve of 
any pharmaceutical containing Brucella to treat 
people due to the PNCEBT. Moreover, notwith-
standing the ful@lment of all further ANVISA’s re-
quirements for the approval of VAB, it would take 
between := and :K years to achieve regularization 
in Brazil. Two main strategies were then adopted 
to create a gateway for VAB in the formal market: 
to reformulate its compound and form; to register 
it and patent it @rst in the USA. The @rst measure 
would overcome the barrier rose by the PNCEBT. 
The second would paradoxically accelerate the 
process of authorization in Brazil given that the 
Brazilian regulatory sanitary authorities tend to 
regularize pharmaceutical products coming from 
USA much faster than to approving its own nation-
al medical innovations.

Dr Rosa and Dr VE(GA developed another drug 
out of VAB while excluding the Brucella endo pro-
tein from it. AHer he isolated the components of 
the VAB’s formula, he was able to identify those 
amino acids that are speci@cally responsible for 
the stimulation and strengthening of the immune 
system, preserving the organizational principle 
that assemblage the amino acids in a particular 
manner that boosts the production of antibodies. 
In collaboration with Dr Rosa, Dr VE(GA replaced 
VAB as an injectable solution by drops of what 
they renamed as the “Complex of Essential Ami-
no Acids” (CAE, Complexo de Aminoácidos Essen-
ciais) to be administered under the tongue. Until 
now, however, many users refer to it as “the vac-
cine” (a vacina).

Ludolf de@nes CAE as an “evolution” of VAB 
(from now on VAB/CAE). In its clinical trial, as 
coordinated by Dr Rosa and conducted at a clin-
ic in São Paulo, VAB/CAE was recently used by 
more than K.=== patients in one year. With help 
of VAB/CAE users and stakeholders, his daughter, 
and other actors engaged with the judicial rehabil-
itation of the VAB/CAE, and with informal assis-
tance of some ANVISA’s oOcers, Dr Rosa and Dr 
VE(GA recently reached the liberalization of VAB/
CAE oOcially as “manipulated product.” Crucial 
for this achievement, however, seems to be the 
forging of a new promissory identity for VAB/CAE 
(GARD,ER D=:C: C:).
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On :K October D=:B, both father and daughter 
inaugurated the “Instituto Dr Genésio Pacheco da 
Veiga,” as @nancially supported by their broader 
family, at which other physicians are now oOcial-
ly working with CAE as substitute of VAB that is 
now produced by Dr Rosa and his laboratory team 
in Minas Gerais. Furthermore, two further associ-
ated clinic oOces, which are going to be opened by 
Brazilian physicians living abroad and who posi-
tively experienced and promote VAB/CAE, will 
soon act as branches of the Institute Genésio Pa-
checo da Veiga oIering, prescribing and admin-
istering VAB/CAE, respectively, in London and in 
Lisbon. Dr VE(GA, who had taken VAB for decades, 
could still witness the acceptance of VAB/CAE be-
fore he died, a few months aHer having completed 
:=D years old, at the beginning of D=:E.

Yet, the regulatory experiences of VAB/CAE 
and AHT provoke a series of questions. How do 
these not-disciplined patients and not-recommend-
ed physicians seek to overcome isolation, tabooi-
sation and invisibility? While seeking to improve 
their health and professional status, how do they 
exchange unauthorized knowledge, personal ex-
periences and innovative biotechnologies when 
there is a lack of institutional support? In what 
follows, I will explore key aspects of collabora-
tion and exchanges of VAB/CAE users to highlight 
how they impact upon and re-organize biomedi-
cal knowledge.

Circumnavigations of knowledge, materials 
and practices

In the context of marginality, those physicians 
and patients who use immunostimulants found 
on the internet an ideal platform for continuous 
exchange of unauthorized medical knowledge, 
materials and practices. Within the forums that 
they created for the discussion of diIerent immu-
nostimulating therapies, one @nds reports of per-
sonal experiences with immunostimulants and 
questions of people looking for further informa-
tion. Likewise, personal blogs act as vehicles for 
information, and have a high number of visitors. 
Mainly, ex-patients with positive therapeutic ex-
periences with immunostimulants act as media-
tors between interested patients and physicians. 
The latter produce, co-distribute and administer 
immunostimulating pharmaceuticals from their 

laboratories. In addition, several amateur tutorial 
videos have been posted on “YouTube,” which pres-
ent and give support to a myriad of physicians and 
immunostimulants— e. g. by entering the names  
 “fosfoetanolamina sintética,” “vacina anti-brucé-
lica,” “autohemoterapia,” “vitamina D.” Through 
these informal means, contact details of immu-
nostimulants providers are informed, words of 
encouragement are exchanged, and critiques of 
established institutions are shared.

For instance, Patrícia Britto posted in :E/=B/D=:G 
on her Facebook pro@le about her experience 
with VAB/CAE:

[Dear] Friends, I couldn’t stand the excitement. I 
need to share it with you. I have been using the 
vaccine for one year and eight months. I visited 
again the rheumatologist just to make routine ex-
ams and had a big surprise when opening the re-
sults … Neither Lupus nor rheumatoid arthritis 
appear in my diagnosis … […] I’m perplexed [and] 
I don’t know what to say, I can only thank God for 
having placed Doctor Genesio Pacheco [DA VE(-
GA] in my life … and the support of all my family 
[…] mainly my husband […] It was his faith that 
found the vaccine […] and saved me … […] trust 
in the vaccine. It works.

Five days aHer posting this message, Patrícia 
uploaded the results of her examinations from 
one month earlier. She wrote from Brás Cubas, in 
São Paulo, but most VAB/CAE and other immu-
nostimulant-users are spread all over the country, 
and even outside it, without knowing each other 
personally. She also provided the phone number 
of Dr Veiga, just as many other VAB/CAE users did.

In the case of VAB/CAE, due to the eventu-
al geographical distance between the physician 
and the user, the treatment can be conducted by 
phone, aHer which the VAB/CAE producer and/or 
distributor will mail VAB/CAE-ampoules through 
regular postal service as travelling biotechnolo-
gies. At that time as it should be injected, the user 
had to learn how to apply it or be helped by a local 
medical professional with the applications, given 
that it is not easy for uninitiated people who do 
not have the appropriate medical skills.

In addition, during its clandestine period, as 
with other immunostimulating therapies, VAB/
CAE could also be directly administered in spe-
ci@c medical clinics by engaged professionals, 
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as I learned during my @eldwork in two cities in 
north-eastern Brazil. The application of VAB/CAE 
was, then, carried out in secret in fear and hope. 
Hence, a fundamental condition to this collabo-
rative work between patients and medical pro-
fessionals is to assure mutual security. Medical 
professionals run the risk of losing their medi-
cal licences, paying @nes, becoming isolated and 
stigmatized within medical community, or in the 
worst case, of being imprisoned. How can they de-
velop mutual trust?

Protection can sometimes be achieved through 
prestige and respect among local sanitary author-
ities, who sometimes close their eyes to the illic-
it medical practices involving immunostimulants 
for autoimmunity.

Physicians as biomedical dissidents

The following ethnographic notes, taken out of my 
@eld diary, oIer a picture of these collaboration 
networks at local clinics:

D:/=B/D=:4
I learned about the AHT and of other immuno-
stimulating treatments as current practices within 
(and as constitutive part of the) medical informal 
sector in the city of A. There is an old established 
pharmacist (a known and respected person also 
in neighbouring cities). He is not only engaged 
with AHT, but also involved with VAB. There are 
several people making use of VAB under his su-
pervision within the ambulatory department of 
his pharmacy/drugstore, and outside it. He was 
afraid to talk about that with me and did it only in 
a reserved and careful way at the beginning.

I came to him through my mother’s physio-
therapist, who knew him and who told me that 
many people used to get pharmaceuticals there, 
which otherwise they could not @nd elsewhere 
and could not access without a doctor’s prescrip-
tion. However, he only really began to talk with 
me about the applications of VAB and AHT aHer I 
mentioned a nurse friend of mine who worked at 
his ambulatory, whom he trusts […].

:;/=C/D=:4
[Beyond the pharmacist in A.] A physician in the 
city of B. (D== km from A.) who was a professor of 
a local university for many decades published, in 
D=:D, a short article about and in favour of VAB 
in a local newspaper. Nowadays, he is retired but 
still works at his own private clinic, at which he 

makes use of AHT, and VAB. Because the former 
is also not recognized and, thus, an illegal therapy, 
he explained to me a tactic to dodge the law and 
sanitary vigilance: instead of speaking about “au-
tohemotherapy” he refers to it as “ozone-therapy” 
(ozônioterapia), which is the same but “covered” 
with other proceedings, which do not change the 
results at all. Normally, the blood is just taken 
from the vessel’s patients to be immediately re- 
injected into his muscles. With the ozone-therapy 
however, the blood goes through a @ltering pro-
cess with ozone before it is re-injected into the 
person’s muscles. This clinician and retired pro-
fessor explained to me that it changes nothing, 
but it makes the whole therapeutic proceedings 
seem like treatment “in experimental character” 
and, therefore, oOcially tolerable.

He further explained to me that he has been 
applying VAB for a long time. When I asked about 
pressures on the practice, he answered that there 
were very few. They were limited to discussions 
within internal committee reunions with col-
leagues, but nothing in the public sphere or any 
threat of ANVISA [This contrasts with the experi-
ence of Dr VE(GA and of the pharmacist in city A, 
who was sought by the sanitary police two or 
three times at his drugstore, despite his name in 
the city]. But, as he told me, given the fact that 
he is a renowned physician, one of the founders 
of that health department at the university, and 
someone who was always well @nancially sup-
ported, no one wanted to “buy a @ght” with him 
due to VAB. Not least because they conduct VAB 
therapy in secret and without disturbing other au-
thorities. In his words, […] “no one wants to preju-
dice someone, who brings @nancial resources and 
prestige into the university.” […]

In general, information and access regarding 
unauthorized immunostimulants for autoimmu-
nity is diOcult for people to obtain at the local 
clinics where immunostimulation is practiced, 
unless a potential patient knows “a trustworthy 
person” who may mediate the contact between 
them as potential users and medical profession-
als who administer immunostimulants clini-
cally. If a person does not expect professional 
help for properly using immunostimulants, and 
must learn by themselves, it is always possible 
to appeal to ex-patients or current users on the 
inter net. One way or another, by now, most po-
tential immunostimulant-users have already be-
gun to change their perceptions concerning the 
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 established networks of healthcare for autoim-
munity. 

The adoption of immunostimulants becomes 
subversive when patients begin to switch from im-
munosuppressive treatments to unauthorized im-
munostimulant ones, and medical scientists be-
gin to adhere to it, though with great precaution. 
In this context, both are changing their scope of 
medico-legal risks in the context of the multiple 
normative struggles around unauthorized drugs. 
Instead of exposing themselves to those risks nor-
mally linked to the use of immunosuppressants, 
e. g. to their side-eIects and the return of the dis-
ease in a more aggressive form, immunostimu-
lants-users prefer to face diIerent forms of risks; 
such as the risk of being denounced for using il-
licit pharmaceuticals, or of being cheated.

Users and potential users of immuno stimulants

On a layman level, the dialogue below appears 
emblematic of how interested people may learn 
from each other, change and express their percep-
tions about their diseases or those of their rela-
tives, and close persons. It is from a website for 
people with multiple sclerosis—an autoimmu nity 
normally treated with a drug called “Interferon,” 
an immunosuppressant—who consider them-
selves cured thanks to the “Vitamin-D therapy,” an 
immunostimulating treatment. Contrasting with 
VAB/CAE and AHT, Vitamin-D therapy—a new im-
munostimulating therapy that consists in admin-
istering high doses of vitamin DK to patients—met 
as imported biotechnology no problem to become 
authorized. However, it is object of controversies 
in Brazil between some rheumatologists, who ar-
gue against it, and some neurologists, who act in 
favour of its broad adoption. The queries on the 
website are not limited to multiple sclerosis but 
include other types of autoimmunity. My ratio-
nale for including it here is to show how people 
begin to oppose the current oOcial medical dis-
course on autoimmunity as chronic.

[:QR movement: searching for information] The-
resa Ferreira sent the following question in 
:G/=4/D=:D:

Good aHernoon,
I would like to know how I could treat my mother, 
for she has chronic rheumatoid arthritis and feels 
much pain since she was E years old. Today she is 
CK, and she has a great diOculty to go to São Pau-
lo to carry the treatment. […] I would like to know 
how you could make a medical evaluation of her 
and treat her. […]

[DST movement: response] Ten minutes later, “vi-
tamindforanothertherapy” (vitaminadporumao-
utraterapia) answered:

Theresa, this website is kept by enthusiast pa-
tients of the [vitamin D] treatment, and not by 
the physicians themselves. For the medical eval-
uation which you need, I suggest you call one of 
the physicians listed above; [However] I can an-
ticipate [to you] that, yes, very probably they [the 
listed physicians] are going to be able to help your 
mother with the arthritis, for that is an autoim-
mune disease, just like multiple sclerosis.

[KUT movement: further comment] More than one 
year later, Andréa Cigerza added:

Congratulations for whom gave an answer for 
Theresa regarding her mother’s problem. I en-
tered in this website because of the multiple scle-
rosis’ problem of my neighbour […] and, to my 
surprise, I was informed that this same treat-
ment with the Vitamin [D] is also good for arthritis 
(which is my case, actually). […] [I hope you] con-
tinue helping other people even without knowing 
them personally.

The participants of the dialogue above, as oth-
er immunostimulants-users, break the Cartesian 
boundaries raised by medical scientists to keep 
the myriad of autoimmune diseases independent 
and distinct from each other, classi@ed only ac-
cording to the speci@city of their symptoms, and 
as diIerent problems to be treated separately. 
Likewise, on a broader level, several immuno-
stimulant-users who participated in similar ex-
changes are simultaneously producing, collect-
ing and comparing therapeutic and institutional 
evaluations. With it, immunostimulants-users po-
litically participate in the co-production and orga-
nization of medical evidence and contra-evidence 
(AKR(.! et al. D=:K: :C–E); e. g., as a particular vid-
eo produced by an ex-patient with multiple scle-
rosis posted on the internet shows (C-,!A D=:D).
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These exchanges demonstrate two mutual im-
plications. First, when switching from an estab-
lished therapy to a tabooed one, people with au-
toimmunity and physicians seem to dodge the 
established medico-legal regime in Brazil. Second, 
by this same movement, they also change and par-
tially assume the ways they understand and con-
ceptualize their autoimmunity and possibilities 
of treatment, and their medical institutional en-
vironment and forms of engagement (GREE,!AL-
G! D==:, LAW & M%L D==4).

Mediators

Some observations relayed to me by an activist in-
formant and webmaster help to show how the sce-
narios described above are intertwined. Escobar 
(own pseudonym) administers a frequently vis-
ited webpage in Brazil which oIers information 
about immunostimulating therapies (VAB/CAE, 
AHT and others), and serves as a space for people 
to report their therapeutic experiences. “Secret 
Cures” (Curas Secretas), as his blog is called, was 
created by him aHer he saw his:

dying wife become completely cured within two 
years of treatment through a simple restrictive 
diet—eliminating all pro-in9ammatory and indus-
trial food –, suspending any drugs and doing phys-
ical exercises @ve times per week, associated with 
autohemotherapy; thus, a complete change in her 
life habits! [=K/=D/D=:4, personal communication]

Catarina, his wife, had been diagnosed with Lu-
pus, rheumatoid arthritis and Sjögren’s syndrome. 
Following her recovery, he realized that several 
physicians who had said to them that there was no 
possibility of cure, “either do not have that knowl-
edge [of healing] or were too ambitious to share it.” 
Regarding his motivation to create and manage 
his website, he con@rms that:

the blog is indeed a very good reference. I do not 
sell anything, I do not recommend anything, I do 
not allow propaganda. I only tell my story of strug-
gle and success. It [the homepage] was created [by 
me] to welcome my debt to God for having totally 
healed my wife through this treatment.

As I asked him about the collaboration, ex-
change and relationships in general not only be-
tween patients, but also between patients and phy-

sicians (DELVE..!(% G%%D & G%%D D===), he 
explained that:

For some ambitious physicians, or even for some 
modest physicians, who are limited and impris-
oned in their own dogmas and paradigms, we are 
oHen seen as liars, charlatans or just “mad”—even 
if the medical professional in question has never 
read a unique line about us [our therapeutic expe-
riences]; that is what is funny … They believe [in 
it] only when they themselves, their sons or dear 
relatives become ill; then they come to us asking 
for information … I have known two physicians 
who were terminal patients and [who] are com-
pletely cured! Arthritis and lupus. There are other 
stories … of relatives, sons, etc. Completely cured. 
But when the one, who is sick, is the patient, then 
it is very easy to say that nothing can be done, and 
that the person has to learn to live with the pain!

Although I am citing Escobar and his activities 
to inform and promote immunostimulant thera-
pies for the treatment of autoimmunity through 
his own homepage on the internet, it is important 
to keep in mind that each satis@ed immunostim-
ulant-user, or engaged medical professionals, is 
a potential mediator between immunostimulant 
drugs and patients seeking recovery.

The ethnographic observations on bionet-
working activities that I reported here seem to 
support this argument. A person diagnosed with 
one or more autoimmune diseases, and who can 
potentially become a user of unauthorized im-
munostimulant, will probably not @nd informa-
tion about related therapies at their town’s clinics, 
even if these therapies are practiced there. Due to 
fear, these practices take place in secret. Access 
to them can be reached through the internet, or 
through personal relationships that involve trust, 
and that likewise do not rarely take place outside 
clinical and ambulatory environments. Therefore, 
informal and formal paths of biotechnological in-
novation may appear here as unfolding from and 
framing each other. By this movement, it is pos-
sible to observe that informal personal relations, 
based on trust, and impersonal exchanges of ex-
periences on the internet, based on commonality, 
substitute medical oOces as mediators between 
patients and the authorized immunological ther-
apies, dodging the immediate adoption of immu-
nosuppressants to which patients are normally di-
rected when they go to conventional physicians.
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One observes that, on the one hand, members 
of life assemblages for immunostimulants also 
contribute through their bionetworking activities 
to re-insert the perspective of cure through other 
therapeutic means into public debates on “chron-
ic” diseases and, thus, to directly confront the es-
tablished biomedical narrative on autoimmunity 
as inevitable destiny. On the other, the very per-
spective of cure, as part of another immunopo-
litical agenda, becomes possible through the ex-
istence and performance of immunostimulants 
themselves.

Immunostimulants

Along their multiple trajectories, immunostimu-
lant drugs become travelling biotechnologies that 
provide terrain and language through which ne-
gotiations of immunological politics take place 
(S.!,()Z LER D=:K), such as the possibility of 
talking about a cure.

As mentioned in section D, physicians who em-
ploy VAB/CAE, e. g., argue that the cause of the 
immunological disturbance lies in the weak state 
of the patients’ immunity, and not in its overre-
activity, which should rather be seen as a conse-
quence of a broader immunological deterioration 
process. When they argue that the immunity of 
patients can be rehabilitated through controlled 
contact with Brucella, because Brucella help their 
bodies to regenerate themselves, they directly chal-
lenge the established biomedical conception of 
immunity as being only a defence system which 
looks to protect the self from the non-self through 
distinction, avoidance and elimination (A,DER-
&%, & MA.KAY D=:4). VAB/CAE users, therefore, 
are learning from immunostimulants that the 
self-regen eration of a body’s person is reached 
through its adequate interaction with one or more 
others. That corroborates what Napier has been ar-
guing for decades (e. g. :;;D: :K;–CG, D==K). Taking 
the use of stem cell therapy to treat “Fanconi anae-
mia,” he explains that:

A cure becomes possible because, rather than 
suppressing immune responses, we reshape them 
by encouraging and feeding novel viral informa-
tion—information of a new type that one day may 
well lead to therapies for what were once incur-
able genetic disorders. (NAP(ER D=:D: K)

In the case of VAB/CAE, the other, with its nov-
el information, used to resiliently re-teach or re-
commit the immunological cells of patients with 
autoimmunity are dead Brucella. For instance, 
MELL% argues (:;C;: BC;) that the eOciency of 
the diIerent vaccines used to prevent brucellosis, 
independent of their type, lie on their gradual ap-
plication and desensitization procedures. Dr Rosa 
explained to me, for his turn, that VAB/CAE helps 
to “remind the immune system how it used to be 
at the time of its intrauterine life” (personal com-
munication, May D=:C).

The plurality of immunostimulants used to 
treat autoimmunity show that this other, to which 
NAP(ER refers, can be made out of multiple 
 sources ranging from poisonous and allergen 
substances (type-II collagen, apitoxin, kambô, 
mygalin etc.) or minerals (vitamin DK, magnesium 
chloride, etc.) to a person’s own tissue (stem cells, 
blood, etc.). This multiplicity of agents engaged 
in the co-regulation of the patients’ bodies con-
@rms that immunity, “[…] appears to be exploring 
other ness as much as defending itself […],” as A,-
DER&%, & MA.KAY (D=:4: :4E) state in support of 
NAP(ER’s theory of immunity as a “search engine” 
of diIerence that helps one’s body to adjust to its 
environment (D==K, D=:D).

While immunostimulants disseminate  another 
immunopolitical agenda (DAF(& et al. D=:B), they 
also co-articulate their own adoption spaces 
(GARD,ER et al. D=:C) by re-organizing established 
institutions. Bionetworking, as cooperation be-
tween diverse actors, including physicians, pa-
tients, mediators and unauthorized materials to 
promote contested scienti@c innovation, seems 
to imply transformation processes that take place 
by re-coding and co-opting already existing infra-
structures (e. g. juridical, communicational, and 
scienti@c ones). So much so, that the making of 
biomedical worlds appears as being propitiated 
through exclusion as much as through common-
ality (CALK(,& & R%))E,*-RG D=:C).

In particular, immunostimulant-users for auto-
immunity seem to address their health problems 
as interpersonal experiences of social suIering 
and hope (KLE(,MA, :;;G: ;G–:CD). Instead of be-
ing considered as isolated or detached from soci-
ety, unauthorized immunostimulants for autoim-
munity around which life assemblages are formed 
rather arrange, through their multiple exchanges 
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with diverse sectors of Brazilian society, rhizom-
atic channels of circulation outside established 
healthcare networks, and simultaneously inside 
and through these same healthcare networks, be-
ing legally constrained by multiple pharmaceuti-
cal circuits in turn. Hence, the struggles for thera-
peutic legitimacy for immunostimulants extend 
themselves over and through informal markets 
without necessarily becoming parallel to estab-
lished pharmaceutical circuits.

To resume, if one observes how unauthorized 
immunostimulants become systematically em-
ployed by unsatisfied patients and physicians, 
and how stakeholders build their own pharma-
ceuticals circuits, some ways through which es-
tablished biomedical institutions are being in-
creasingly circumnavigated become clear. At the 
same time, the set of medico-legal frictions which 
emerge from these reciprocal contestations seem 
to reveal the conventional uses of immunosup-
pressants to treat autoimmunity in contemporary 
Brazil, normally taken as self-evident, as a con-
tested totality, in decline.

Conclusion: Biotechnological innovation in 
Brazil, global medical order and regenerative 
medicine

As I have demonstrated, each time when immu-
nostimulant pharmaceuticals interact with peo-
ple’s bodies to treat autoimmunity, they subvert 
and challenge an established medico-legal  order, 
its actors and structures. VAB/CAE and AHT, 
and other immunostimulants for autoimmunity 
in Brazil, like synthetic phosphoethanolamine 
against cancer (V(LAR n. d.), aIect and are aIect-
ed by a whole set of interconnected global institu-
tions built to support immunosuppressants, and 
which in turn is supported by them. Furthermore, 
those immunostimulant therapies developed in 
Brazil as biotechnological innovations seek to 
@nd their way towards the “Global North,” chal-
lenging the established global economy of tech-
nological innovation (MED(,A et al. D=:4, R%)-
)E,*-RG D=:K). Through their bionetworking 
activities, members of life assemblages for un-
authorized immunostimulant therapies, in Brazil, 
contribute to introject local discontinuities into 
the established global order for autoimmunity. 
In so doing, their cooperation work turn perceiv-

able how questions concerning drug approval and 
regulatory science also points to the involvement 
of a plurality of local actors (physicians, patients 
and their relatives; governmental actors; market 
agents, stakeholders, etc.), their own worldviews, 
criteria and means of regulation, which are not 
taken into account by objective, transparent and 
universal scientific criteria usually associated 
with biomedicine (HARD(,G :;;E).

A crucial point here is that while established 
medical authorities fundamentally see a body at 
war against itself that must be forcefully paci@-
cated when they look at autoimmunity—an idea 
strongly associable with the predominant “West-
ern illusion of human nature” as described by 
SA!L(,& (D==E), according to which humans are 
inherently evil—, they overlook the increasing 
tendency to understand one’s own body as con-
stantly engaged in interaction with and assimila-
tion of others, of non-selves that co-constitute its 
immediate environment as much as the very self. 
This tendency becomes more visible when one 
considers the use of immunostimulants to treat 
autoimmunity in Brazil as part of changing per-
ceptions in biomedical culture related to the glob-
al advent of regenerative medicine.

Concerning the possibility of regenerative 
medicine being itself a new paradigm, WE*&)ER 
observes that it

[…] is breaking new clinical boundaries in terms 
of its biological/material goals and processes but 
it is socially located in a regulatory and commer-
cial context that means that changes will be in-
cremental and move at diIerent paces on various 
fronts […] and that early adoption is most likely to 
be within hospitals as part of the existing “hidden 
innovation system.” At the same time, [… regener-
ative medicine] has posed some signi@cant prob-
lems for the regulatory domain, and is […] a “nov-
el experimental site of contemporary bio-politics.” 
[…] (WE*&)ER D=:K: DD=)

In Brazil, as I have experienced so far, the term  
 “regenerative medicine” does not circulate, in 
general, among members of life assemblages for 
immunostimulants. Instead, cure is broadly used, 
circulated, exchanged, re-written, reinforced and 
newly uttered among immunostimulants- users 
who, in cooperation with each other, cross the 
borders oOcially administered by established bio-
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medicine to, paradoxically, re-make biomedicine. 
Following this, it is possible to see “cure” as a con-
cept that, along with immunostimulants and asso-
ciated marginal biomedical knowledge, materials 
and practices in Brazil, delineates the boundar-
ies of immunostimulants-assemblages as opposed 
to the idea of “chronic” (or forever-ill), which lays 
the biomedical ground on which “immunocom-
promised persons” are produced.

When apprehended as co-constituting immuno-
stimulant-assemblages, the medico-legal constraints 
related to VAB/CAE and to AHT, and other immu-
nostimulants to treat autoimmunity in Brazil, ap-
pear as interlinked and encompassing numerous 
complex changes and con9icts that have occurred 
in the last decades in diIerent places, such as 
courts of law, scienti@c environments, and for-
mal and informal economies (C!E, et al. D=:K). 
Thus, the regulatory experiences of and bionet-
working activities for VAB/CAE, AHT and other 
immunostimulants, considered internationally, 
can provide crucial insights: @rst, into changing 
perceptions and practices towards immunity, au-
toimmunity and immunological therapies, which 
have taken place within biomedical culture and 
life sciences in Brazil; second, into the develop-
ment of informal pharmaceutical economies; and, 
@nally, into a relation between these both and the 
emergence of regenerative medicine as a trans-
national process.

Acknowledgements

I am deeply grateful to Deborah Bronz, Alex Faulk-
ner, Margaret Sleeboom-Faulkner, David Napier, 
Klasien Horstman, Evgeniya Popova, Olga Zvo na-
reva, Gregg Mervine, Lesley Branagan and Harri-
et Gardner for their help and comments on ear-
lier versions of this paper. Likewise, I am also in 
debt to all anonymous reviewers and the editors 
of Curare!

References
AK&I+) M., M%&!I&A T. & RA/!)A&I,%A V. BCDF. “Evidence- 

Based Activism: Patients’ Organisations, Users’ and Ac-
tivists’ Groups in Knowledge Society.” Paris, France: Cen-
tre de Sociologie de l’Innovation (CSI). Working Papers 
Series n. CFF.

A*!&I+AN C%((!=! %? A((!&=P, A,T)*A AND I**-N%(%=P. 
BCDI. “Allergy Shots (Subcutaneous Immunotherapy);” 

http://acaai.org/allergies/treatment/allergy-shots-immu 
notherapy.

AND!&,%N W. & MA+KAP I. BCDJ. Intolerant Bodies: A Short His-
tory of Autoimmunity. Baltimore, MD: John Hopkins Uni-
versity Press.

AND&!W, A. BCDD. “Autoimmunity: Deconstructing Fictions 
of Illness and the Terrible Future to Come”. PhD Thesis, 
Department of Visual Cultures, Goldsmiths, University of 
London.

ANVISA (Agência Nacional de Vigilância Sanitária). BCCKa. 
“Resolução n. B.IBH”. Diário Oficial da União BCF(BD/DC); 
http://www.jusbrasil.com.br/diarios/EFIKKD/pg-GI-secao-
D-diario-oficial-da-uniao-dou-de-BD–DC–BCCK.

———– BCCKb. “Anexo: Regulamento Técnico dos Procedimen-
tos de Registro, de Alteração Pós-Registro e Revalidação 
de Registro dos Produtos Biológicos Terminados”. Diário 
Oficial da União BCH (FD/DC): KE–IB. Accessed from: https://
www.jusbrasil.com.br/diarios/ICCHIKE/pg-KH-suplemento-
secao-D-diario-oficial-da-uniao-dou-de-FD–DC–BCCK [CB/DB/DG].

———– BCCI. “Decisão”. Diário Oficial da União BCD (DH/DC); 
http://www.jusbrasil.com.br/diarios/GFKGJJ/pg-FB-secao-
D-diario-oficial-da-uniao-dou-de-DH–DC–BCCI.

———– BCCG. “Decisão”. Diário Oficial da União DBK (CB/CG); 
http://www.jusbrasil.com.br/diarios/IBGEGD/pg-IF-secao-
D-diario-oficial-da-uniao-dou-de-CB–CG–BCCG.

———– BCDG. “Nota Técnica Nº I/BCDG/SEI/GSTCO/DIARE/AN-
VISA. Processo nº BKFKD.HCGJCF/BCDG–EH”; http://portal.
anvisa.gov.br/documents/FFEJC/FFCGCH/ Nota+T%CF%A
Hcnica+n%CB%BA+CD+de+BCCG/CddJdKJH-bfDH–JHEE–
HHJI–DFFbKEBKdDCc.

B%-+IN)A, J. BCDB (CJ/CD). “Uma Promessa de Alívio para 
os Artríticos”. Tribuna do Norte; http://tribunadonorte. 
com.br/noticia/uma-promessa-de-alivio-para-os- artri 
ticos/BDIKCF.

BRATS (B%(!TI* B&A,I(!I&A D! AVA(IAXY% D! T!+N%(%=IA, 
!* SAZD!). BCDB. “Medicamentos Biológicos para o Trat-
amento da Artrite Reumatóide”. Ano VI(DH); http://portal. 
anvisa.gov.br/documents/FFEEJ/JDBBEK/Boletim+Brasi 
leiro+de+Avalia%CF%AG%CF%AFo+de+Tecnologias+em
+Sa%CF%BAde+%BEBRATS%BH+n%CB%BA+DH/FfbDfK 
be-JBDa-JfaK-beGH–GDfcfacBdFaC?version=D.D.

B&ITI,) S%+I!TP ?%& I**-N%(%=P BCDB. Autoimmune Dis-
eases; https://www.immunology.org/page.aspx?pid=DBGB.

B&%DWIN P. (ed) BCCC. Biotechnology and Culture: Bodies, 
Anxieties, and Ethics. Bloomington, IN: Indiana Univer-
sity Press.

CA(KIN, S. & R%TT!N/-&= R. BCDG. Evidence, Infrastructure 
and Worth. In HA&V!P P., J!N,!N C. B. & M%&ITA A. (eds). 
Infrastructures and Social Complexity: A Companion (eds), 
BKF–IK. London: Routledge.

CFM (C%N,!()% F!D!&A( D! M!DI+INA). BCCG. “Processo-Con-
sulta CFM N. J.BGK/CGO– Parecer CFM N. DB/CG”. Rapporteur: 
Munir Massud.

C)!N H., HADDAD C. & G%TTW!I, H. BCDF. Unruly Objects: Nov-
el Innovation Paths, and their Regulatory Challenge. In 
Webster, Andrew (ed). The Global Dynamics of Regenera-
tive Medicine: A Social Science Critique. London and New 
York: Palgrave Macmillan: EE–DDG.



CURARE 41 (201+) 1+2

32  *U&+I% VI(A&

C%)N S. BCCC. Risk, Ambiguity and the Loss of Control: How 
People with a Chronic Illness Experience Complex Bio-
medical Causal Models. In CA.(AN P. (ed). Risk Revisited. 
London and Sterling: Pluto: BCJ–BK.

C%I*/&A U. BCCG (BF/CG). “Auto-Hemoterapia: Manobra Im-
pede Aprovação no SUS. Século Diário; http://www. 
seculodiario.com.br/arquivo/julho/BF/noticiario/meio_
ambiente/BF_CG_CKsau.asp.

C%%.!& G. S. BPN-* M. L. & S%*!&, E. C. BCCH. Recent Insights 
in the Epidemiology of Autoimmune Diseases: Improved 
Prevalence Estimates and Understanding of Clustering of 
Diseases. Journal Autoimmun FF, F–J: DHG–BCG; https://
www.ncbi.nlm.nih.gov/pmc/articles/PMCBGEFJBB/pdf/
nihms-DKDEEG.pdf

CRC/IMPATH (C%((A/%&ATIV! R!,!A&+) C!NT!& DDIC I*-
*-N!-*!DIAT!D .AT)%(%=P A, A +%N,![-!N+! %? I*-
.AI&!D I**-N! &!A+TI%N,—IMPATH). “Welcome”; http://
www.sfbDDIC.uni-freiburg.de/.

C-N)A D. BCDB. Vitamina D Por uma Outra Terapia Vitamin 
D For an Alternative Therapy. YouTube; https://www. 
youtube.com/watch?v=yuVZuMDorHw.

DAVI, M., F(%W!&, P. L%)* D., WA((!& E. & ST!.)!N,%N N. 
BCDI. Immunity, Biopolitics and Pandemics: Public and 
Individual Responses to the Threat to Life. Body & Soci-
ety BB, J: DFC–KJ; http://journals.sagepub.com/doi/pdf/ 
DC.DDGG/DFKGCFJXDJKKIDKK

D!(V!++)I% G%%D M. BCCF. The Medical Imaginary and the 
Biotechnical Embrace: Subjective Experiences of Clinical 
Scientists and Patients. Harvard, US: Russel Sage Working 
Papers n. BDC; https://www.russellsage.org/sites/all/files/
uJ/Good_Medical%BCImaginary%BCand%BCthe%BC
Biotechnical%BCEmbrace%BCSubjective%BCExperien 
ces%BCof%BCClinical%BCScientists%BC%BI%BCPati 
ents.pdf.

———– & G%%D B. BCCC. Clinical Narratives and the Study of 
Contemporary Doctor-Patient Relationships. In GA&P A., 
FIT@.AT&I+K R. & S+&I*,)AW S. (eds). The handbook of so-
cial studies in health and medicine. London: Sage: BJF–KE.

FA-(KN!&, A., LAN=! B. & LAW(!,, C. BCDB. Material Worlds: 
Intersections of Law, Science, Technology, and Society. 
The Journal of Law and Society FH, D: D–DH.

F!(I..! J&. J. & PA+)!+% DA V!I=A G. BCCK (November). Em-
prego da Vacina Anti-Brucélica contra a Artrite Reuma-
tóide. Associação Brasileira de Medicina Biomolecular e 
Nutrigenômica; http://www.medicinabiomolecular.com.
br/pop_artigo.html?pagina=do-CGKC.

GA&DN!& J., HI=)A* R., FA-(KN!& A. & W!/,T!& A. BCDG. Prom-
issory Identities: Sociotechnical Representations & Inno-
vation in Regenerative Medicine. Social Sciences & Med-
icine DGJ: GC–E; https://ac.els-cdn.com/SCBGGHKFIDIFC 
IHEC/D-sB.C-SCBGGHKFIDIFCIHEC-main.pdf?_tid=eJJbe 
DBF–IcHH–JJeC-bBHK–KIbCeeGfDIfe&acdnat=DKBJKGGC 
IG_IfbFIBeCdfGIIcFcBKaFabFHbefbEGbb.

G!%VANINI T. BCCH. Em Defesa da Liberação da Autohemoter-
apia no Brasil; http://www.stf.jus.br/arquivo/cms/proces 
soAudienciaPublicaSaude/anexo/EM_DEFESA_DA_LI 
BERACAO_DA_AUTOHEMOTERAPIA_NO_BRASIL.pdf.

G)A&A=%@(%% M. MAL!W,KI S & F%(DVA&I M. BCDK. Therapeu-
tic Applications of Nanomedicine in Autoimmune Dis-

eases: From Immunosuppression to Tolerance Induc-
tion. Nanomedicine DD, J: FBH–FH; https://ac.els-cdn.com/
SDKJHHIFJDKCCCCEE/D-sB.C-SDKJHHIFJDKCCCCEE-main.
pdf?_tid=fdfGBcIE–JKJG–JJBb-aaKc-FCCdEJDDcdFI&acdn 
at=DKBJKGGDEE_GeBJDeDFFEbIKcdefBaGIJdICfFFedDJ.

G&!!N)A(=) S. BCCD. Under the Medical Gaze: Facts and Fic-
tions of Chronic Pain. Berkeley: University of California 
Press.

HA&AWAP D. DHHD. Simians, Cyborgs, and Women: The Reinven-
tion of Nature. New York: Routledge; https://monoskop.
org/images/f/fF/Haraway_Donna_J_Simians_Cyborgs_
and_Women_The_Reinvention_of_Nature.pdf.

HA&DIN= S. DHHE. Is Science Multi-Cultural? Postcolonialisms, 
Feminisms, and Epistemologies. Bloomington: Indiana 
University Press.

H%=(! L. BCCG. Emerging Medical Technologies. In HA+K!TT 
E., A*,T!&DA*,KA O., LPN+) M. E. & WAL+*AN J. (eds). The 
Handbook of Science and Technology Studies. Massachu-
setts: MIT: EJD–GJ.

JA,AN%?? S. DHHC. The Fi!h Branch: Science Advisers as Pol-
icymakers. Cambridge and London: Harvard University 
Press.

———– (ed) BCCJ. States of Knowledge: The Co-Production of 
Science and Social Order. London: Routledge.

KI&+))!I*!& S. BCDI. Allergy Shots: Underused treatment?. 
Women’s HealthO – WebMD; http://www.webmd.com/ 
women/fea tures/allergy-shots-underused-treatment.

K(!IN*AN A. DHHK. Writing at the Margin: Discourse between 
 Anthropology and Medicine. Berkeley, Los Angeles and 
London: University of California Press.

K-)N T. BCDB [DHIB]. The Structure of Scientific Revolutions. 
Chicago and London: The University of Chicago Press.

LA+KIN=!& I. & W!I,, H. DHHB. Rheuma, Arthrose, Gicht. StiRung 
Warentest: Stuttgart.

LAK%?? A. BCCE. The Right Patients for the Drug: Pharmaceu-
tical Circuits and the Codification of Illness. In HA+K!TT 
E., A*,T!&DA*,KA O., LPN+) M. E. & WAL+*AN J. (eds). The 
Handbook of Science and Technology Studies. Cambridge, 
MA: MIT: GJD–KH.

LAN=!& H. BCDK. Was ist Rheuma. Rheuma-Online; https://
www.rheuma-online.de/krankheitsbilder/was-ist-rheuma/.

LAT%-& B. DHEG. Science in Action: How to Follow Scientists and 
Engineers through Society. Cambridge, MA: Harvard Uni-
versity Press.

LAW J. & M%( A. BCCJ. Embodied Action, Enacted  Bodies: 
The Example of Hypoglycaemia. Body and SocietyO DC, 
B–F: JF–IB; http://journals.sagepub.com/doi/pdf/DC.DDGG/ 
DFKGCFJX CJCJBHFB.

L%&I*!& J. BCDG. “Probiotic Environmentalities: Rewilding 
with Wolves and Worms.” Theory, Culture & Society FJ (J): 
BG–JE. https://doi.org/DC.DDGG/CBIFBGIJDGIHKEII.

MAPA (MINI,TM&I% DA A=&I+-(T-&A, P!+-U&IA ! A/A,T!+I*!N-
T%). BCCI. Programa Nacional de Controle e Erradicação da 
Brucelose e Tuberculose Animal (PNCEBT): Manual Técnico. 
Brasília; http://www.adapar.pr.gov.br/arquivos/File/GSA/
PECEBT/MANUAL_PNCEBT.pdf.

MA&,%N P. & PA,!&% G. BCDB. A short History of Anti-Rheu-
matic Therapy: VIII. The Immunosuppressants. Reuma- 



  33

CURARE 41 (201+) 1+2

*%VIN= /!TW!!N V+)&%NI+ DI,!A,!,W AND V,!+&!T +-&!,W

tismo IJ, D: JJ–KJ; https://pdfs.semanticscholar.org/HdJE/ 
eEJEGfGIeecKb IDIdeFfCJfacHbKbKdaGdFe.pdf.

MA&TIN E. DHHC. Toward an Anthropology of Immunology: The 
Body as Nation State. Medical Anthropology Quarterly J, 
J: JDC–BI; https://www.jstor.org/stable/pdf/IJHBBJ.pdf? 
refreqid=excelsior:aGBJGIHFbJJGbBaJdJFFafeaBcFIeFKd.

———– DHHJ. Flexible Bodies: Tracking Immunity on American 
Culture from the Days of Polio to the Age of AIDS. Boston: 
Beacon.

MA&TIN!@ A. & SA&*!NT% L. F. BCCJ. Autohemoterapia: Con-
tribuição para a Saúde. Conversa com Doutor Luiz Moura. 
DVD; https://www.youtube.com/watch?v=N-dmpGfkKNC.

M!DINA E. DA C%,TA MA&[-!, I. & H%(*!, C. (eds). BCDJ. Be-
yond Imported Magic: Essays on Science, Technology, and 
Society in Latin America. Cambridge, MA & London: The 
MIT Press.

M!D(IN!P(-,. BCDK. Autoimmune disorders. A. D. A. M. Medical 
Encyclopedia. Bethesda (MD): National Library of Medicine 
(US). https://medlineplus.gov/ency/article/CCCEDI.htm.

M!I,!(A, L. E., ZIN=A(! S. B., L!! S. L., RI+)*AN S. & SI!=!( 
M. DHID. Antibody Production in Rheumatic Diseases: 
The ETect of Brucella Antigen. The Journal of Clinical In-
vestigation. JC: DEGB–EC; https://www.jci.org/articles/
view/DCJJDD/pdf.

M!(+)!&, F. BCCI. Immunological Research in Germany. In 
D!-T,+)! G!,!((,+)A?T ?Q& I**-N%(%=I! (ed). Immunol-
ogy in Germany 2&&6, DE–BE; https://www.dgfi.org/sites/
default/files/images/CD–CI_Gremien/Immunology_in_
Germany_BCCI.pdf

M!((% M. T. D! DHGH. Vacunas Muertas y de Extractos Celulares 
contra la Brucelosis. Ciência e Cultura FD(I).

M%-(IN A. M. DHHI. Un Object Scientifique a la Charnière des 
Sciences Biologiques et Sociales: Le Système Immuni-
taire. História, Ciências, Saúde – Manguinhos F, B: FCC–DE; 
http://www.scielo.br/pdf/hcsm/vFnB/vFnBaCI.pdf.

M-((!N P. W. DHGG. Cancer Immunotherapy and Drug Dispo-
sition. British Journal of Clinical Pharmacology J: IHK–G; 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMCDJBHDGD/
pdf/brjclinpharmCCFCD–CCFH.pdf.

NA.I!& A. D. DHHB. Foreign Bodies: Performance, Art, and Sym-
bolic Anthropology. Berkeley: University of California 
Press.

———– BCCF. The Age of Immunology: Conceiving a Future in 
an Alienating World. Chicago: University of Chicago Press.

———– BCDB. Nonself Help: How Immunology Might Reframe 
the Enlightenment. Cultural Anthropology BG, D: DBB–FG; 
https://anthrosource.onlinelibrary.wiley.com/doi/epdf/ 
DC. DDDD/j.DKJE–DFIC.BCDB.CDDFC.x.

NCCIH (National Center for Complementary and Alternative 
Health). BCDI. Complementary, Alternative, or Integrative 
Health: What is a name? https://nccih.nih.gov/health/ 
integrative-health.

N%VA, C. BCCI. The Political Economy of Hope: Patients’ Orga-
nizations, Science and Biovalue. BioSocieties D: BEH–FCK; 
https://link.springer.com/article/DC.DCDG%BFSDGJKEKKBC 
ICCFCBJ.

PA+)!+% G., DA SI(VA D. S. & DA SI(VA J. G. DHIH. Nova Vacina 
Curativa contra a Brucelose. Hospital GI, B: GJG–KF.

———– DHGC. Sobre o Emprêgo da “Nova Vacina Curativa da 
Brucelose”. Hospital GG, J: FBH–FG.

———– & de Mello M. T. DHKC. Brucelose Humana no Brasil: Con-
tribuição para o Estudo Nacional da Casuística. Memórias 
do Instituto Oswaldo Cruz JE, Rio de Janeiro.

PAPAA (The Psoriasis and Psoriatic Arthritis Alliance). BCDK. 
Immunosuppressants and Biologics; http://www.papaa.
org/psoriasis-treatments/immunosuppressants-and- 
biologics.

P%(I+P D!.A&T*!NT %? E-&%.!AN PA&(IA*!NT BCDG. Autoim-
mune Diseases—Modern Diseases. Directorate General for 
Internal Policies. Policy Department A: Economic and Sci-
entific Policy. Study for the European Parliament’s Com-
mittee on Environment, Public Health, and Food Safety. 
Brussels: European Union; http://www.europarl.europa. 
eu/cmsdata/DFFCIC/ENVI%BCBCDG–CH%BCWS%BCAu 
toimmune%BCdiseases%BC%BCPE%BCIDJ.DGJ%BC 
(Publication).pdf.

RA/!(% J. BCCGa (CG/CG). A Cura Indesejável. Século Diário; 
http://seculodiario.com.br/BKFFC/DK/a-cura-indesejavel.

———– BCCGb (CH/CG). Aprovada pelos Pacientes, Vacina é Bar-
rada por Interesses Econômicos. Século Diário; http://
www.seculodiario.com.br/arquivo/BCCG/julho/CH/noti 
ciario/meio_ambiente/CH_CG_CKsau.asp.

R%,! N. & N%VA, C. BCCK. Biological Citizenship. In ON= A. & 
C%((I!& S. Global assemblages: technology, politics, and 
ethics as anthropological problems. Malden, MA: Black-
well: JFH–IF.

R%TT!N/-&= R. BCDF (CK/CJ). On Authorizing Knowledge in 
Development Arenas. Keynote lecture at the Symposium 
“Is There a New Development?” at the Berkeley Univer-
sity; https://www.youtube.com/watch?v=bFCDO_o_Mfc.

SA)(IN, M. BCCE. The Western Illusion of Human Nature: With 
Reflections on the Long History of Hierarchy, Equality, and 
the Sublimation of Anarchy in the West, and Comparative 
Notes on Other Conceptions of the Human Condition. Chi-
cago: Prickly Paradigm Press.

S!NAD% F!D!&A( (BCDK, BH October). Ata da DHª Reunião Con-
junta das Comissões Permanentes, Realizada pela Co-
missão de Ciência, Tecnologia, Inovação, Comunica ção 
e Informática (JFª Reunião) com a Comissão de As sun tos 
Sociais (FBª Reunião) da Dª Sessão Legislativa Ordinária 
da KKª Legislatura, Realizada em BH de Outubro de BCDK. 
Brasília; https://www.google.com/url?sa=t&rct=j&q=& 
esrc=s&source=web&cd=B&cad=rja&uact=E&ved=Cah 
UKEwipHN-jitPaAhUKqaQKHaqdCCQQFgguMAE&url= 
http%FA%BF%BFwwwDH.senado.gov.br%BFsdleg- 
getter%BFpublic%BFgetDocument%FFdocverid%FDI 
faFBdCd-IFJB–JeHD-aeac-EIGfFBJfJEaC%FBD.D&usg=AOv 
VawFKQRGdcOCbMkHItNtpCgIH.

SI(VA DA C%,TA T. L. BCDG. Discursos sobre a Interdição à Auto- 
Hemoterapia: Genealogia de um Fato Médico-Científico. 
PhD thesis, Universidade Federal do Ceará; http://www.
repositorio.ufc.br/bitstream/riufc/BBIIC/D/BCDG_tese_ 
tlscosta.pdf.

S(!!/%%*-FA-(KN!& M. BCDJ. Global Moralities and Life Sci-
ence Practices in Asia: Assemblages of Life. London and 
New York: Palgrave Macmillan.



34  *U&+I% VI(A&

MÁRCIO VILAR Dr. phil., is currently visiting research fellow at the School of Global Stud-
ies at the University of Sussex. He obtained his bachelor and master degrees in sociology 
and anthropology in Brazil and finished his doctoral study in ethnology in Germany. Par-
ticularly, he investigates the co-production of medico-legal orders in contemporary Bra-
zil as related to global shiRing paradigms by focusing on unauthorized immunostimulant 
therapies. His research interests comprise relations between biomedicine, immunopoli-
tics, co-regulation, public health, personhood, emotion and informal economies mainly.

Centre for Bionetworking
Arts C building
University of Sussex
Falmer, BND HSN, United Kingdom
e-mail: mdKJB@sussex.ac.uk

T)%**!N D. S., K%!(@!& V. H., H!&@I= P., R%((!& A., T&!?NP 
M., DI*!(%! S., KIIA(AIN!N A., HAN)A&T J., S+)I(( C., H!,, 
C., P&IN+! S. S., WI!,! M., LA&DIN%I, D., PIN=-C)I) H% P.-
C., K(!IN C., KA&ANIKA, V., M!&T@ K. D., S+)-*A+)!& T. S., 
& ZI..!(I-, A. BCDE. A transcriptionally and functionally 
distinct PD-D+ CDE+ T cell pool with predictive potential 
in non-small-cell lung cancer treated with PD-D blockade. 
Nature Medicine, doi: DC.DCFE/sJDKHD–CDE–CCKG-z. https://
www.nature.com/articles/sJDKHD–CDE–CCKG-z.

V!&%N!,I R. BCCE [DHGI]. Imunoterapia: O Impacto do  Século. 
Medicina de Hoje n. n.: DHJ–BCC; http://www.medicinabio 
molecular.com.br/biblioteca/pdfs/Biomolecular/mb-
CBDB.pdf.

VI(A& M. BCDE. “To Uninstall Oneself:” Ethnographizing Im-
munostimulants for Autoimmunity in Brazil. In GA&N!TT 
E., R!PN%(D, J, & MI(T%N S. (eds) Ethnographies and 
health: reflections on empirical and methodological en-
tanglements. London: Palgrave Macmillan: BDF–FB. Quelle: 
https://www.palgrave.com/la/book/HGEFFDHEHFHKB.

———– n. d. (Forthcoming/under review). Following “Fosfo:” 
The synthetic phosphoethanolamine and the transfigu-
ration of immunopolitics in Brazil. Medicine Anthropolo-
gy Theory. O/&I,T B., MATT!, D. & HAD%(T B. (eds), Special 

issue “Rethinking sociality and health: transfigurations 
of bodies, practices, and policies in an interconnected 
world.”

V%N S+)NIT@(!& A. BCDF. Travelling Technologies: Infra-
structure, Ethical Regimes and the Materiality of Poli-
tics in South Africa. Cultural Anthropology BE, J: IGC–IH; 
https://culanth.org/articles/GDE-traveling-technologies- 
infrastructure-ethical.

W!/,T!& A. (ed). BCDF. The Global Dynamics of Regenerative 
Medicine: A Social Science Critique. London and New York: 
Palgrave Macmillan.

WHO (W%&(D H!A(T) O&=ANI@ATI%N) BCDG. Noncommuni-
cable Diseases Progress Monitor 2&(). Geneva: World 
Health  Organization; http://apps.who.int/iris/bitstream/ 
handle/DCIIK/BKEHJC/HGEHBJDKDFCBH-eng.pdf;jsession 
id=KHFBCHFGADKDDIFECJBJFDKJFFKDHFGA?sequence=D.

W%%(=A& S. (ed) (BCCB). Virtual Society? Technology, Cyber-
bole, Reality. Oxford: Oxford University Press.

XI*!N= C. BCDJ (BB/CJ). Bee Healthy. Global Times; http://
www.globaltimes.cn/content/EKIDCI.shtml.

Manuscript received: BK.CF.BCDE
Manuscript accepted: CG.CK.BCDE



+-&A&! 41 (2018) 1+2: :5;4] | VW/ | © A&/!IT,=!*!IN,+)A?T !T)N%(%=I! -ND *!DI@IN (A=!*)

Transcultural and Transnational Transfer of Therapeutic Practice
Healing Cooperation of Spiritism, Biomedicine, and Psychiatry in Brazil and Germany

)!(*A& K-&@

Abstract This article investigates transformation processes of local practices of healing cooperation when trans-
ferred from one context into another by means of migration and transnational networks. Healing practices within 
Brazilian Spiritism and practices of healing cooperation with psychiatric and biomedical health professionals will 
serve as an example. An introductory anthropological discussion of distinct theoretical approaches to healing co-
operation will serve as a starting point, before exploring explanatory models of health, illness, and healing within 
Brazilian Spiritism. Case studies from Marília/São Paulo and Itabuna/Bahia in Brazil will facilitate the understanding 
of healing cooperation of Spiritism, biomedicine, and psychiatry. In a further step, the implementation of Spiritist 
healing practices by Brazilian immigrants and local supporters in Germany will be of central interest. Case studies 
from Munich/Germany will show that transference of healing cooperation from one context to the other is possible, 
but that due to diTerent contexts a diversification of discourses and practices will take place. However, the discus-
sion of the presented data will show, that the outcome of transnational transfers of healing practices and models of 
healing cooperation does not so much relate to social, cultural, or religious frameworks, but to individual resources, 
personal expectations, and political processes.

Keywords cultural psychiatryO– complementary and alternative medicineO– CAMO– spiritismO– migrationO–  
BrazilO– Germany

Transcultural and Transnational Transfer of 
Healing Cooperation

Due to globally increasing numbers of psychiat-
ric diagnoses and insuOcient therapy resources 
especially in the Global South, the World Health 
Organization demands eIorts towards coopera-
tion of so-called traditional/religious and scien-
ti@c/secular health professionals in local contexts 
(WHO D=:4). At the same time, processes of migra-
tion and globalization facilitate the transnational 
and transcultural transfer of religious ideas and 
related healing practices around the world (K(R-
MAYER D==B, C&%RDA& D==;, BA&- et al. D=:C). This 
correlation raises the question, how not only dis-
tinct culturally and religiously informed therapy 
approaches, but even models of healing cooper-
ation might be globally transferred from one lo-
cal context to the other. It implies the need for a 
 closer look at actual practices of healing cooper-
ation and their transformations within transna-
tional networks of healing. 

According to KLE(,MA, (:;EEa,b), explana-
tory models shaping disease categories, illness 

experiences, and related social implications are 
not  static but dynamic and 9exible within a giv-
en cultural context and social situation. K(RMAY-
ER (D=:4) assumes that there has always been a 
constant exchange, circulation, mutual transfor-
mation, and proliferation of distinct medical sys-
tems. He observes an increasing demand within 
Western societies for so-called complementary 
and alternative medicines (CAM) as a hybrid inte-
gration of various and sometimes antithetic ther-
apeutic practices and discourses (ibid. KK). BAER 
et al. (D=:K: KBE) criticize relations between CAM 
and biomedicine as asymmetrical but acknowl-
edge the subversive powers of local healing tradi-
tions, challenging biomedical hegemony and po-
litical implications. Both, K(RMAYER (D=:4) and 
BAER et al. (D=:K) draw a picture of opposing med-
ical systems that challenge and compete with each 
other. EE-W(NK (D=:=) criticizes this approach and 
postulates to focus on practices and dynamics of 
diversity, where diIerence does not necessarily 
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imply opposition but enables complement (ibid. 
:4=). Transnational networks of healing coopera-
tion would contribute to new complex and heter-
ogenic practices, integrating aspects of the local 
and the global (ibid. :GC f.). Accordingly, KRA-&E 
et al. (D=:D) stress the importance of investigating 
related processes of therapeutic diversi@cation re-
garding interaction, entanglement, and fusion of 
diIerent therapeutic actors (ibid. :G I.).

C&%RDA& (D=:C) describes a case of healing co-
operation between academically trained mental 
health professionals and native spiritual healers 
within a Navajo reservation in the USA. Accord-
ing to him, the establishment of a local psychiat-
ric unit which integrates indigenous spiritual con-
cepts and practices would enhance the success of 
therapy. In addition to pharmaceutical and psy-
chological treatment, he stresses the importance 
of a sweat lodge where patients would encoun-
ter and deal with disturbing spirits which are in-
terpreted as at least one cause of aLiction (ibid. 
:KD I.). Inferentially, local religious and psychiat-
ric explanatory models can complement, inspire 
each other, and fuse into new practices of coop-
eration. B!A*!A (:;;4) would describe such in-
tersections as “third spaces” where controversial 
approaches and interpretations develop towards 
alternative and innovative resources. Accordingly, 
religious and psychiatric explanatory models do 
not necessarily exclude each other, but can pro-
duce complementary spaces of healing coopera-
tion (K-RZ D=:G: :CC).

Medical diversity in Brazil may serve as an ex-
ample for the coexistence of multiple psychiatric 
institutions and their intersection with diverse re-
ligious movements specializing in the treatment 
of emotional, spiritual and mental distress. HE&& 
(:;;:: :BD) refers to a spiritual continuum which 
comprises of Afro-Brazilian religions and Spirit-
ist institutions in their attempt to restore mental 
health in terms of spiritual transformation. Me-
diumistic practices are central to the healing pro-
cess, integrating individual, social and spiri tual 
aspects. Initiation into religious communities 
such as Candomblé (K-RZ D=:K, SEL(GMA, D=:4), 
Xangô (HALL%Y D=:D) or Vale do Amanhecer (P(ER-
(,( D=:B) provides an embodied learning process 
towards altered perceptions and experiences of 
self and social relations (see S.!M(D) D=:B). How-
ever, many patients who seek and @nd relief with-

in mediumistic and religious healing practices 
will not become mediums themselves, and this 
clientele is usually overlooked within academic 
studies on practices of spirit possession and me-
diumship (K-RZ D=:C: D=D f.).

This latter observation is especially import-
ant regarding Kardecism, another form of Spirit-
ist practice within the Brazilian spiritual contin-
uum. Due to the self-denomination of Kardecists 
as Spiritists (espírita), I will use the terms Karde-
cism and Spiritism as synonyms throughout this 
article. Kardecism originates in various :;RV-cen-
tury European Spiritist currents which were @nal-
ly uni@ed and codi@ed as a Spiritist doctrine by 
French scholar and Spiritist Hippolyte Léon De-
nizard Rivail (:E=4–:EB;), using the pseudonym 
of Allan Kardec. By the end of the :;RV century, 
Kardecist doctrine also reached Brazil and part-
ly fused with indigenous and Afro-Brazilian spir-
itual practices and concepts. Kardecism shares 
with these traditions and Anglo-Saxon Spiritual-
ism the idea of mediumship, that is communica-
tion with spirits through sensitive individuals. It 
diIers from the latter by its concepts of reincar-
nation and karma, which shiH the focus towards 
personal spiritual progress throughout many lives. 
In Brazil, Kardecists developed a focus on healing 
and well- being, partly due to the aforementioned 
intersection with other spiritual practices. How-
ever, they do not engage in practices of spirit pos-
session and pro vide spiritual healing in a more in-
stitutional and allegedly “scienti@c” way (E,GLER 
& I&A(A D=:C).

Kardecism became a resource for the Brazilian 
(mental) healthcare system and for healing coop-
eration between institutions of Spiritism, biomed-
icine, and psychiatry (see K-RZ D=:G). Healing 
cooperation here integrates many actors and 
actants: patients, healers, spirits, study groups, 
books, voices (see K-RZ D=:C). However, through-
out this article I will mainly refer to healing co-
operation between Kardecist and oOcial medi-
cal institutions and persons, a delimitation that 
sometimes is blurred by the fact that a psychiatrist 
might be Spiritist and academically trained medi-
cal doctor at the same time (ibid. :;E). Throughout 
the D=RV century, Kardecist-Spiritist associations 
have administrated many inpatient psychiatric 
hospitals and remain doing so, opposing current 
Brazilian health politics and its deinstitutionaliza-
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tion strategy of shiHing mental healthcare from  
in- to outpatient treatment (M(,(&)JR(% DA SAW-
DE D==C).

US-American medical anthropologist T!E(&-
&E, (D==;: X) sharply criticizes Spiritist psychi-
atry in a Foucauldian way, arguing that it seems 
to her as a national project of paternalistic so-
cial control by white elites. She interprets Karde-
cism as an institution where psychiatric diagnosis 
promotes a moral judgment instead of sustained 
treatment (ibid. XIII) and accuses psychiatrists of 
referring to moral transgressions and responsi-
bilities of their patients (ibid. :D; I.). Even though 
her argument provides some interesting aspects, 
she misinterprets her data due to severe method-
ological failures. To start with, she declares right 
in her very introduction her private rejection to-
wards the object of research. Further, her main 
informants belong to the Brazilian antipsychia-
try movement, and she does not describe any ob-
servation of healing practices, nor does she refer 
to interviews with patients and family members. 
Thus, she lacks insight into the therapy process 
and misses to recognize its potential for person-
al (spiritual) transformation and development of 
agency (see K-RZ D=:C: D=D I.). Moreover, her cri-
tique of a national project of social control devel-
oped by white elites does not bare any evidence. 
Taking into account the Brazilian national census 
of D=== (IBGE D===), the denomination to Spirit-
ism of persons of diIerent ethnicity re9ects the 
national average. It relates more to aspects of 
education, literacy and regional fashion than to 
race, gender, or socioeconomic position (ibid. KC, 
4K, G= f., ;K I.; see S.!M(D) D=:B: 4C I.). 

Brazilian psychiatry reform is progressing 
(M(,(&)JR(% DA SAWDE D==C, G%-LAR) & D-RXE& 
D=:=), but resources for outpatient and commu-
nity care are hardly and insuOciently developing 
(WHO-AIMS D==C, MA)E-& et al. D==E, BER,AR-
D% & GAR*(, D=::). With their partial autonomy 
from public health policy and the devotion of vol-
unteers, Spiritist psychiatric hospitals increasing-
ly become the only remaining spaces of inpatient 
mental healthcare, providing medical and spir-
itual support at the same time (see K-RZ D=:C: 
:;C I.). While both refer to the same institution 
(Hospital Espírita André Luiz/HEAL in Belo Hori-
zonte, Minas Gerais), US-American psychologist 
BRAGD%, (D=:D) in contrast to T!E(&&E, (D==;) 

praises the eOcacy of healing practices within 
Spiritist psychiatry in terms of spiritual trans-
formation and development of personal agency 
and new perspectives in life. She even argues for 
their universal importance and their implementa-
tion into regular North-American psychotherapy 
(BRAGD%, D==4).

From the perspective of medical anthropology, 
discussing the transnational expansion of Spirit-
ist healing practices does not mean to postulate 
their universal validity but to assume that they 
are universally transformable, integratable, and 
contestable according to patients’ needs and ex-
periences. In the case of Spiritism, this might be 
obvious, since it combines diIerent global con-
cepts, such as German philosophical currents 
of the early :;RV century, Mesmerism, Christian 
ethics, Anglo-Saxon Spiritualism, and Asian con-
cepts of reincarnation and karma (SAW(.K( D=:B). 
However, throughout the D=RV century, it has been 
strongly in9uenced by Brazilian religious culture 
and sociopolitical developments (S.!M(D) D=:B, 
 E,G LER & I&A(A D=:C).

By introducing some case studies regarding 
Brazilian Kardecism and related practices of heal-
ing cooperation, I will argue that illness explan-
atory models and healing practices—in contrast 
to paradigms in cross-cultural/transcultural psy-
chiatry (see KLE(,MA, :;EEa; MA.!LE(D) D=:K)—
are not reducible and exclusively linked to social 
and cultural frames or contexts, but also refer to 
personal expectations and individual resources. 
They should not be reduced to local idioms of dis-
tress (N(.!)ER :;E:), cultural metaphors (K(RMAY-
ER :;;K), or culture-bound syndromes (L())LEW%%D 
D===), but referred to as people’s individual expe-
riences in certain life situations. Thus, in revising 
the concept of idioms of distress, N(.!)ER (D=:=) 
suggests that personal resources and emotional 
aspects should be integrated into the understand-
ing of diIerent explanatory models and therapy 
systems. For the context of Brazil, S.!M(D) (D=:B) 
has proven that denomination to certain religions 
and related healing practices is not reducible to 
ethnicity, social status, cultural background or 
gender, but to aspects of individual (embodied) 
experience. From the perspective of critical med-
ical anthropology (see S.!EPER-H-G!E& :;;4, 
FARMER D==K), I also consider temporary politi-
cal frameworks independent from larger sociocul-
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tural contexts central to the experience of illness 
and treatment.

I will introduce and discuss diIerent sites of 
 (attempted) healing cooperation between Spirit-
ism, biomedicine, and psychiatry regarding per-
sonal experience and I will outline dynamics of 
transformation of these healing practices due to 
contextual political processes. The data presented 
is based on qualitative research (participant obser-
vation, narrative and semi-structured interviews, 
media research) in Brazil and Germany conduct-
ed between D=:G and D=:C. From October D=:G to 
April D=:B, I participated in Kardecist healing prac-
tices within the Spiritist psychiatry Hospital Espí-
rita de Marília (HEM) and the associated Spiritist 
study center Centro Espírita Luz e Verdade (CELV) in 
Marília/São Paulo and conducted thirty interviews 
with Spiritists, health professionals, patients, and 
family members. From October D=:B to April D=:C, 
I participated in Spiritist healing practices within 
the Spiritist study and healing center Centro Espí-
rita Claudionor de Carvalho (CECC) in Itabuna/Ba-
hia and conducted @Heen interviews with Spirit-
ists, health professionals, and patients. Marília 
and Itabuna resemble in their local importance 
as political and economical urban centers in an 
agricultural environment, with approximately 
D==.=== inhabitants. They diIer in their regional 
socioeconomic contexts: while Marília is located 
in the relatively wealthy Southeastern state of São 
Paulo, Itabuna belongs to the economically lesser 
developed Northeastern state of Bahia.

In Europe, the request for spiritually informed 
therapies is on the rise (see V%&& D=::, S(,GER & 
BAER D=:D: :4K I.) and this increasingly accounts 
for Kardecism, too. For example in Germany, Bra-
zilian communities established Spiritist centers 
in various major cities, most of them associated 
with the Deutsche Spiritistische Vereinigung (DSV,  
 “German Spiritist Association”). Already for a few 
years, some of their members are discussing the 
possibility of not only providing spiritual support 
for Brazilian immigrants and open-heartened 
Germans but also to develop further therapeu-
tic supplies according to the healing cooperation 
models in Brazil to be implemented into German 
healthcare. From July to September in D=:B and 
D=:C, I conducted participant observation and 
@Heen narrative interviews within the Spiritist 
study center Grupo Espírita de Estudos Allan Kardec 

 (GEEAK, “Spiritist Study Group of Allan Kardec”) 
in Munich, where I was able to observe contested 
approaches and positions regarding the integra-
tion of Spiritism into German religious and health 
related approaches, which would eventually initi-
ate the separation of the group.

Re@ning the initial question regarding the de-
velopment of healing cooperation, their transfor-
mation, and the prospect of integration in Ger-
many, several new questions arise: How do the 
diIerent actors practically establish and experi-
ence healing cooperation? How do these prac tices 
relate to secular, religious and/or spiritual explan-
atory models? How do Spiritist explanatory mod-
els contribute to the cooperation and interaction 
with psychiatric categories, and who contests 
them? How are they implemented in diIerent 
cultural contexts like Brazil and Germany? What 
impact do political developments and processes 
of migration have on the (transnational) transfor-
mation of these practices and discourses related 
to health, health-seeking behavior and healing co-
operation?

I will @rst introduce Spiritist explanatory mod-
els and healing practices within their local histor-
ical contexts before presenting four vignettes of 
case studies (one each in Marília and Itabuna, two 
in Munich). I altered the names of my research 
participants, and the fact that they are all female 
does not indicate any tendency towards a more 
prominent gender pro@le within Kardecism. On 
the contrary, as aforementioned, aOliation to 
sex, gender, ethnicity or social class does not play 
any major role in the decision to become a Spirit-
ist (see S.!M(D) D=:B: 4C I.). I will thus conclude 
with the discussion of my argument that it is—in-
dependent from social or cultural belonging—the 
quest for explanations, coping strategies, and 
solutions for human conditions and experiences, 
along with some (health) political aspects, which 
inform processes of transnational and transcul-
tural transfer and transformation of models of 
healing cooperation from Brazil to Germany.

Spiritist Explanatory Models and Healing 
 Practices in Brazil

It is especially within institutions of Kardecism 
where healing cooperation of Spiritism, biomed-
icine, and psychiatry are established. Kardecists 
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do not perceive themselves as members of a re-
ligious community but of a philanthropic move-
ment approaching spiritual aspects with scien-
ti@c standards (PRA,D( D=:K: G;). The term relates 
to Allan Kardec, who fuses concepts of Mesmer-
ism, Christian ethics, parapsychology and ori-
ental religious concepts into an ontology of the 
human spirit. Reincarnation and the urge of per-
sonal progress throughout many lived existences 
are central to Kardec’s doctrine, translated from 
original French into various languages, and re-
produced within a vast record of Brazilian Spir-
itist literature throughout the D=RV and early D:QR 
centuries. Allegedly, it bases on messages from 
deceased individuals, or in emic terms, “discar-
nate” spirits. Kardec, but also Brazilian authors 
like  Adolfo Bezerra de Menezes, Francisco Cân-
dido “Chico” Xavier, and Divaldo Pereira Franco 
reveal the proposed purpose of life: to correct 
past (life) mistakes and to develop towards an in-
dividual who practices  (self-)love and charity (see 
M%RE(RA D=:K).

Despite the fact that Kardec is more interested 
in the etiology of the spirit world and its relation-
ship with the world of the living (see KARDE. :;EB, 
:;;B), in his “Journal of Psychological Studies” 
(:EGE–:EB;) he also discusses cases of behavioral 
disorders, suicide attempts and changes of senso-
ry perception (see M%RE(RA-ALME(DA & LE)-F% 
NE)% D==G: GCD). Without rejecting the biologi-
cal, psychological, and social causes of mental 
disorders, he adds the spiritual sphere regarding 
negative in9uences of discarnate spirits (“obses-
sion”) (ibid. GC=). Bezerra de Menezes (:EK:–:;==) 
integrates these ideas into early Brazilian men-
tal healthcare discourses (BEZERRA DE ME,EZE& 
:;D=). His main argument relates to the question if 
there might be an explanation for mental distress 
without any organic brain defect (ibid. K). Deduct-
ing from Kardec’s teachings and his personal stud-
ies of philosophical writings on the human exis-
tence, he postulates that humans consist of a spirit 
(soul), a material body, and, as a connection be-
tween both, the human brain (mind) (ibid. B4). In 
a further step, he re9ects on experiences of medi-
umistic sessions and argues that the spirit survives 
death and might in9uence other living beings, for 
example as obsession, which would 9uidly inter-
rupt or in9uence the spirit-brain-connection of 
the aLicted person (ibid. BG I.). He thus states 

that “madness” can be either of organic reasons 
or due to spirit obsession (ibid. :D= I.). Himself not 
being a psychiatric practitioner, Bezerra de Men-
ezes suggests that once there is a twofold cause of 
insanity, treatment modalities also should be dif-
ferentiated in terms of biomedical and spiritual 
approaches (ibid. GED). The @rst psychiatrist who 
turns this theory into practice is Inácio Ferreira 
de Oliveira (:;=4–:;EE), director of a Spiritist psy-
chiatric hospital in Uberaba/Minas Gerais from 
:;K4 to :;EE. He implements combined treatment, 
including mediumship training and participation 
of patients within mediumistic sessions (see HE&& 
:;;:: :EC f.). In this way he creates a model for a 
new orientation within Brazilian psychiatry, as 
between :;K= and :;C= around @Hy Kardecist psy-
chiatric hospitals evolve in Brazil, mainly in the 
state of São Paulo (M%RE(RA-ALME(DA & LE)-F% 
NE)% D==G: GCD). With some modi@cations, this 
approach is still valid in the beginning D:QR centu-
ry, and Bezerra de Menezes is honored as the spir-
itual mentor of many Spiritist mental healthcare 
institutions in Brazil. His tripartite model of a per-
son has been further developed to the spirit (soul/
mind), the material body, and the “perispirit,” a 
semi-material energy @eld which connects spirit 
and body and is central to contemporary Spiritist 
healing practices (see K-RZ D=:C).

Complementary to this, Divaldo Pereira Franco 
(*:;DC) develops another approach. The famous 
Brazilian medium and long-time @gurehead of 
the Federação Espírita do Brasil (FEB, “Brazilian 
Spiritist Federation”) claims that the spirit of the 
post-medieval nun Joanna de Ângelis produces 
through him her “Psychological Series” (FRA,-
.% :;;C, :;;;, D==D), linking Kardecist approach-
es to transpersonal and Jungian psychology (see 
M%RE(RA-ALME(DA & LE)-F% NE)% D==G: GE4). 
Patient’s current and past life experiences are cen-
tral to this approach, as they would unconscious-
ly in9uence thoughts, acts, and behavior. Ethi-
cal behavior and re9exive introspection become 
more distinct health practices than dealing with 
external spiritual in9uences (ibid. GEG). Suggest-
ed therapy models are mental hygiene and spiri-
tual development through the lecture of the “Gos-
pel According to Spiritism” (KARDE. D==E) and 
Christian discipline as a resource for self control 
(FRA,.% D==;: D= f.), including moral education, 
training and reformation, charity, and prayer. 



CURARE 41 (201+) 1+2

40  )!(*A& K-&@

 Additionally, “disobsession” (as a form of “gen-
tle exorcism”) could enhance the personal mor-
al development by indoctrinating disturbing spir-
its and helping them to @nd their way back to the 
spiritual realm (ibid. ;E, ::G). Fluidal treatments, 
like energetic laying-on hands treatment (“passe”) 
and drinking spiritually energized water for the 
sake of vitalization of the energy @elds, would sus-
tain complementary support. They should not be 
perceived as a miracle or magical healing, but as a 
guide towards gradual personal progress (ibid. DB). 
Another important Brazilian medium is Francis-
co Cândido “Chico” Xavier (:;:=–D==D), who pub-
lished several hundred psychographic books with 
over D= million copies only sold in Brazil. Espe-
cially his works with the “ghostwriters” Emman-
uel and André Luiz have been in9uential in the 
development of Brazilian Spiritist healing prac-
tices. The latter is the main character of “Nosso 
Lar” (XAF(ER :;44), one of his most famous works, 
which as a movie (A&&(& D=:=) became a block-
buster in Brazil. The main topic is the life and 
death of medical doctor André Luiz, who devel-
ops from a suIering towards a helping spirit and 
becomes an inhabitant of a colony in the spiritual 
plane with a hospital where aLicted and aLicting 
spirits are treated—an idea that is essential for the 
disobsession process.

The importance of Spiritist explanatory mod-
els and healing practices for the Brazilian health-
care system is undeniable, as Kardecist perspec-
tives on mental disorders exert considerable 
in9uence in Brazil and promote explanatory mod-
els for related experiences (M%RE(RA-ALME(DA 
& LE)-F% NE)% D==G: GC=). Already over thirty 
years ago, S)-**E (:;EC: :CB) argued that the Bra-
zilian healthcare system does not provide suO-
cient therapy resources, especially regarding psy-
chological and psychiatric aLictions. The more 
recent WHO-AIMS (D==C) report on the mental 
health system in Brazil shows little improvement: 
the psychiatry reform since the early D===s leads 
to the closure of inpatient psychiatric hospitals 
without providing suOcient outpatient resources. 
Additionally, patients do not agree with biomedi-
cal psychiatric treatment approaches, once that 
bodily, cultural and psychosocial aspects are ig-
nored, and therapy oHen is reduced to expensive 
medicalization (LE(*(,G :;;G, RA*EL% & S%-ZA 
D==K). These are some reasons why Spiritist heal-
ing practices provided free of charge are of such 
high signi@cance in complementing the oOcial 
health sector (see S)%LL D==K, GREE,F(ELD D==E, 
K-RZ D=:C), even though until today not being of-
@cially accepted as complementary therapies (see 
M(,(&)RY %F HEAL)! %F BRAZ(L D==E).

Fig. 4: Hospital Espírita de Marília, Photo: Helmar Kurz.
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Healing Cooperation between Spiritism and 
Psychiatry

Marília in the state of São Paulo is a historic cen-
ter of Brazilian Spiritism and accordingly consists 
of a high density of Spiritist institutions. An elect-
ed council of actors within the network of about 
a dozen Spiritist centers of Marília has adminis-
trated the psychiatric Hospital Espírita de Marília 
(HEM) since :;GB. It oIers treatment for up to DG= 
psychiatric patients within various emergency, 
long-term, and short-term units which are divid-
ed into sub-units according to gender, age, health 
insurance aOliation, diagnosis and personal re-
sources. HEM is aOliated with the public Brazil-
ian unitary health care system Sistema Única de 
Saúde (SUS), but also oIers special accommoda-
tion and treatment facilities to patients with a pri-
vate health plan. Additionally, a day clinic for pa-
tients with resources at home, and an asylum for 
mentally disabled individuals without any social 
resources are maintained, the latter being a char-
itable act of the hospital as no oOcial funding ex-
ists. The asylum and SUS units are in a margin-
al state, because of lack of oOcial funding, and 
HEM is only able to maintain its services with 
donations and the income of the private health 
plan section. Employed psychiatrists spend a few 
hours a day here, since they also aOliate with the 
public hospital of Marília or their private clinics. 
Treatment mainly reduces to pharmaceutical and 
occupational therapy, complemented by eIorts 
to maintain basic psychological and physiothera-
peutic supply, at least for patients who can aIord 
a private health plan. Volunteers of the close-by 
Centro Espírita Luz e Verdade (CELV, “Spiritist Cen-
ter of Light and Truth”) and other Spiritist cen-
ters of Marília contribute their leisure time, ener-
gy, and empathy to ful@ll HEM’s promise to “treat 
people with love.” They read and discuss Spirit-
ist literature with patients, provide passe to them 
(laying-on hands as energetic treatment), and 
perform disobsession without the patients being 
present (for more details see K-RZ D=:C).

Case Study I: Ana Paula

In D=:K, Ana-Paula is in her late forties and works 
as a clerk within the city administration of Marília, 
taking care of public healthcare issues. She is of 

Catholic background, married, has two children, 
and lives with her family in their own house.

“Then out of the blue and without any reason, I suf-
fered a heavy depression. I got lost in time and space, 
did not know where I was, and forgot about anything. 
I could not take care of myself, and my family did not 
know what to do.” (Interview D=:G–::–:G)

She stays about a year in the private health 
plan unit of HEM. In addition to medical treat-
ment and occupation therapy, she starts to attend 
lectures on the “Gospels According to Spiritism” 
(KARDE. D==E) by the Spiritist volunteers. Those 
come here every morning and sometimes in the 
aHernoon to read out and discuss spiritual issues 
and aspects of (self-)love, (self-)responsibility 
and the need for moral change to facilitate per-
sonal progress. Ana-Paula listens for the @rst time 
about the survival of the soul, karmic issues and 
the possibility of obsession by revengeful spir-
its of past-life enemies. Medical treatment hard-
ly shows any progress, but Ana-Paula enjoys the 
daily lectures and discussions and experi ences 
relief during the passe. Even though they hardly 
had any contact with Spiritism before, the family 
starts to think that her aLiction might be due to 
an obsessing spirit. AHer a few months with only 
gradual therapy success, she may leave HEM once 
a week to attend fraternal care and an eight-week-
treatment in CELV. On the @rst meeting, a Spirit-
ist volunteer without any psychological education 
discusses her case with her in spiritual terms and 
passes on a message from the spirit world, which 
seems to con@rm the in9uence of an obsessing 
spirit. Ana-Paula learns that it is her responsibi lity 
to change her situation but that she will receive 
spiritual support. For the following two months, 
she attends a weekly one-hour lecture on Spirit-
ist doctrine, receives the lay-on-hands energetic 
treatment, and drinks 9uidized water. She starts 
to read Spiritist literature and gradually gets bet-
ter, while still taking her medication. Finally, she 
is even released from HEM and returns home, 
but aHer a few weeks, she experiences a relapse. 
Ana-Paula repeats the eight-week-treatment twice, 
but only when she starts to attend study groups at 
CELV and to participate in various charity activi-
ties towards less fortunate people, she enjoys sus-
tained relief. By D=:G, she feels “new-born,” and 
the attending psychiatrist who is a Spiritist herself 
further reduces her medication. Ana-Paula starts 
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working again, continues participating in the ac-
tivities of the Spiritist center and wants to contrib-
ute to the therapy of psychiatric patients as a vol-
unteer herself.

HEM and CELV constitute an example of sym-
metrical and almost symbiotic healing coopera-
tion between Spiritists and psychiatrists. The ad-
ministration of HEM organizes the cooperation 
between biomedically educated psychiatrists, oth-
er health professionals, and voluntary, religiously 
oriented individuals who are associated with the 
various Spiritist centers of Marília and act as spir-
itual therapeutics. In the case of Ana-Paula, we 
are able to observe a complementary therapy of 

“medicalization and evangelization,” resulting in 
her full recovery aHer engaging in Spiritist prac-
tices and becoming a volunteer herself.

It should be mentioned, that during my @eld-
work HEM developed from a sole psychiatric hos-
pital towards a general clinic. According to the 
administration of HEM, the psychiatry reform of 
Brazilian health policy does not @nancially cover 
psychiatric hospitals anymore, in contrast to psy-
chiatric units in general hospitals. Thus, with the 
support of donations and volunteer workers from 
the Spiritist community of Marília, in D=:B a surgi-
cal unit has been established, warranting the sta-
tus as a general clinic with a psychiatric unit and 
thus @nancial funding by SUS.

Healing Cooperation between Spiritism, 
Psycho social Assistance, and Biomedicine

The Centro Espírita Claudionor de Carvalho (CECC) 
in Itabuna/Bahia is located in a rather poor neigh-
borhood which might be referred to as a favela 
(“slum”). It is one of about half a dozen local Kar-
decist centers in Itabuna, but the only one oIer-
ing elaborated healing practices. The spirit of de-
ceased medical doctor Claudionor de Carvalho 
incorporates in chief medium Marcos and spiri-
tually treats patients, especially those who suIer 
from symptoms related to diagnoses of depres-
sion or cardiovascular problems. On Mondays, he 
receives patients and decides if they need spiritual 
treatment at all. This way, he oIers complemen-
tary therapy to biomedical approaches without 
demanding the discontinuation of conventional 
therapy. He requires that patients participate at 
least once a week in the lecture of Spiritist doc-

trine before their treatment, and follow certain di-
etary, sexual and behavioral restrictions accord-
ing to their energetic state. Treatment continues 
for at least eight weeks, but can even continue for 
years. People diagnosed with spiritual problems 
will receive energetic treatment in terms of an 
elaborated form of passe focusing the chakras of 
the patient by about twenty assistants.

The center resembles a private clinic with a 
waiting area where people read or listen to Spirit-
ist doctrine, examination rooms and oOces, and 
a therapy room with six beds where patients lay 
down to receive spiritual treatment in a quiet at-
mosphere with darkened, greenish light and mel-
low music in the background. Information of any 
patient is logged in a personalized @le, and they 
are supposed to write a diary where they report 
their daily practice and spiritual progress. Accord-
ing to this, Dr. Claudionor will give instructions for 
the future treatment. On Tuesdays, he receives pa-
tients with cardiovascular and related problems 
and actively participates in the treatment, going 
from bed to bed, checking the state of the patients 
and, according to him, performing spiritual sur-
geries by applying diIerent wadding with liquids 
and band-aids (for hospital mimicry in Spiritism 
see K-RZ D=:G). AHer that, his assistants will per-
form chakra treatment as on Mondays, accord-
ing to a detailed application manual. If Dr. Clau-
dionor diagnoses in9uences of obsessing spirits, 
these are dealt within disobsession meetings on 
Thursdays. A group of mediums and assistants 
will meet for several hours, and the procedure is 
always the same: three people will sit together, a 
medium, an instructor, and a secretary. The sec-
retary will read out the case from the personal pa-
tient’s @le, and immediately the medium will re-
ceive the obsessing spirit and reveal its motives. 
The instructor will then get into a conversation 
with the spirit, trying to get more information 
and to convince the spirit of its wrong behavior, 
in best case having it passing on to the spiritual 
plane, where it will get further help by support-
ing spirits. The secretary notes every detail in the 
patients’ @les so that Dr. Claudionor aHerward will 
be able to decide about future steps. His medium 
Marcos stresses the fact, that this is a clinic, not 
a religious site, and that many medical doctors 
would send their patients here when not know-
ing anymore how to treat them, especially when 
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dealing with chronic diseases. Treatment is free of 
charge, but donations are readily accepted. Oth-
er acts of charity are performed on Wednesdays, 
when the people of the relatively poor neighbor-
hood come to listen to spiritual lectures, have a 
free soup, and have their children being attend-
ed by social workers and other volunteers to dis-
cuss life issues, school problems, or just spend the 
aHernoon in a friendly and relaxing atmosphere. 
Families, whose members come every week, re-
ceive donated staple foods once a month.

Case Study II: Renata

Renata is KG years old, unmarried, and mother of 
a @ve-year-old daughter. She works as a nurse at 
the public hospital of Itabuna and has a Master 
degree in public health studies. She criticizes the 
conditions of the Brazilian health system and “her” 
hospital in speci@c:

“It used to be a great hospital, where everyone was 
attended but due to recent health policy it is on the lev-
el of cavemen.” (Interview D=:C–=D–:C)

Renata relates to herself as a medium, and she 
has attended sessions in various Spiritist centers 
since she grew up with a Spiritist mother. How ever 
a few years ago, she stopped working as a medium 
due to exhaustion from work and the education of 
her daughter. This is when, in her terms, she start-
ed to feel that she was becoming “crazy.” She men-
tions diagnoses of depression and anxiety, which 
she initially has had treated by a psychiatrist, but 
then she decides to visit the CECC. Dr. Claudionor 
diagnoses that her aLiction has been due to her 
undeveloped mediumship, which allows spirit 
obsessors to 9uidically and energetically harm 
her perispirit (subtle, energetic body), and thus 
her body and mind. For many months, he and his 
helping team which includes psychologists, phys-
iotherapists, teachers, and former patients take 
care of her. She attends study groups and lectures 
and slowly starts to work as a medium again, even 
within the disobsession meetings. More than that, 
Renata helps to establish the project “Francis of 
Assisi,” a family health pro ject taking care of prob-
lematic children of the favela environment. She 
and other Spiritist volunteers visit families’ homes 
and provide psychosocial support. With her nurs-
ery skills, she also provides @rst aid and amnesic 
for people in need and maintains a network of 

medical doctors who treat people for free, aside 
from the public health system which would mean 
long ways, extended waiting, and marginal treat-
ment (see K-RZ D=:C: :;C I.). One of these doctors, 
a Spiritist herself, even visits CECC once a week to 
provide free diagnosis and medication. Relating 
to this, Dr. Claudionor’s medium Marcos assures 
that he only treats the spiritual part of the prob-
lem and that he leaves the somatic aspects to his  
 “earthly colleagues.”

Contrary to Marília, Itabuna offers margin-
al living standards to the majority of its inhabi-
tants, including a high rate of unemployment and 
restricted access to oOcial healthcare. CECC ad-
dresses people of the favela environment not in 
terms of complementary treatment but as a sub-
stitute for the marginal oOcial healthcare. Howev-
er, we can observe healing cooperation in a sense 
that spiritual and academically trained health 
professionals support each other in this context 
of failed national health policy. For the patients 
to seek assistance in CECC it is not the cultural as-
pect of belief in spirits, but the economic and in-
frastructural factors which drag them there. On 
the side of the volunteers, we meet healed former 
clients and some wealthy contributors who wish 
to establish a place of care within an uncaring en-
vironment.

Transnational Encounters and Transforma-
tions: Spiritism in Germany

Spiritist biomedical doctors and psychiatrists or-
ganize within the Associação Medico-Espírita (AME,  
 “Association of Spiritist Medicals”). AME mem-
bers travel around the world and participate in in-
ternational medical congresses to discuss Spiritist 
approaches to health and healing. In Germany, the 
organizers of the annual Psycho-Medizin-Kongress 
(“Congress for Psycho-Medicine”) in Bad Honnef 
attune to Spiritism and regularly invite Brazilian 
speakers to discuss Spiritist explanatory models 
and healing practices with the objective to inte-
grate them into German health care. For example, 
in D=:B, around :G= German and Brazilian descen-
dant listeners followed lectures on reincarnation, 
obsession, mediumship, and energetic aspects of 
therapy. Some members of diIerent German-Bra-
zilian Spiritist groups continually engage in the 
discussion of these concepts, as those of the  Grupo 
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Espírita de Estudos Allan Kardec  (GEEAK, “Spiritist 
Study Group Allan Kardec”) in Munich. GEEAK, 
existing for about twenty years, recently gained 
the status of a legal association, and intends the 
practice of “Christian-Spiritist belief by fraterni-
ty, prayer and the joint study of spiritist philoso-
phy according to Allan Kardec.” About @Hy to six-
ty members regularly participate in lectures and 
study groups of Kardecist doctrine, mediumship 
training, and energetic treatment (passe).  Twenty 
percent are Germans, while the other eighty per-
cent are Brazilian immigrants with legal residen-
tial status. Brazilians without legal status cannot 
become members because the chairpersons do 
not want to risk the status of a registered asso-
ciation. However, any person in distress is wel-
come to experience spiritual and psychosocial 
support, and it is mainly young female Brazilian 
immigrants seeking relief of a subjectively expe-
rienced distressing cultural environment (regard-
ing the female gender of the majority of Brazilian 
migrants see MARG%L(& D=:K: :=K I.). GEEAK is 
one of about @Heen Spiritist groups in Germany 
organized within the Deutsche Spiritistische Vereini-
gung (DSV, “German Spiritist Association”) which 
is part of the Conselho Espírita Internacional (CEI,  
 “International Spiritist Council”) which again 
is dominated by the Federação Espírita do Brasil 
(FEB, “Brazilian Spiritist Federation”). DSV aims 
to provide solidarity and fraternal unity, support, 
and coordination of Spiritist practices in Germa-
ny. Members engage in various “pro-life projects,” 
confronting abortion, suicide, or euthanasia. In 
D=:B, they hold their annual meeting in Frankfurt/
Main alike a scienti@c event with keynotes, lec-
tures, presentations, workshops, and book tables. 
The meeting mainly serves the communication of 
Brazilian Spiritist communities in Germany, and 
a much-contested topic is the importance of Ger-
man language within these communities. While 
some participants argue that the Spiritist centers 
should be a refuge for Brazilians to maintain their 
cultural identity, others declare them as spaces of 
integration and distribution of Spiritist doctrine 
within the German context. Further, the aspect of 
spiritual support and possibilities of healing co-
operation in line with Spiritist doctrine and in ac-
cordance with German healthcare restrictions are 
becoming the focus of continued and controver-
sial discussions between diIerent protagonists of 

GEEAK. In D=:C, some Brazilian and all German 
members leave the group to create a new project 
aiming at the “debrazilianization” of Spiritist prac-
tices and the establishment of healing coopera-
tion in terms of a “holistic bio-psycho-social-spir-
itual approach.” The basic idea is that Spiritism is 
not regarded as a Brazilian cultural practice, but 
a universally valid and scienti@cally rooted way of 
life which has only been “preserved” in Brazil (see 
XAF(ER :;KE) and now would have to be distribut-
ed to the world again. Thus, it would have to be pu-
ri@ed from any cultural speci@cities (like a strong 
Christian connotation in Brazil) to make it accessi-
ble to everyone. But once again, the personal level 
of individual experience has to be taken into con-
sideration to understand the meaning of Spiritist 
(healing) practices for diIerent people involved.

Case Study III: Fernanda

Fernanda is from the city of São Paulo, KD years 
old, and studied industrial design in Brazil. Born 
into a Catholic family, since adolescence she has 
developed an atheist and antireligious worldview. 
In D==;, at the age of DG, she enters Germany with 
a student’s visa to study German language and cul-
ture. However, she never attends university class-
es but starts trying to work within her profession. 
But as her Brazilian academic graduation is not 
accepted in Germany, she ends up feeling exploit-
ed in low-wage internships, which humiliates and 
frustrates her a lot and leaves her depressed. Ac-
cording to her, she restarts to believe in God in 
Germany, since she has been suIering so much 
and needs something to hold on and to support 
her. In D=:K, she meets her future German hus-
band Peter, who emotionally supports her and 
warrants her legal status in Germany. From D=:4 
on, she starts to frequent GEEAK. She actively 
participates in the Brazilian and German lectures 
and study groups, convincing her husband to ac-
company her in the latter. To Fer nanda, partici-
pation within GEEAK has been crucial to get back 
to tracks, as she did not know anymore how to 
deal with her situation as a skillful and ambitious 
young woman who with her immigrant status be-
came marginalized in German society. Nowadays, 
it is important to her to support others who are 
having comparable experiences, and she believes 
that GEEAK provides some possibilities to do so:
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“Since I have been there, I did an inner reform. I 
have been working on my inner self … a lot by read-
ing and lectures … I learned a lot … and I think, that 
helped me a lot … it made a major change. Back in the 
day, I have been lo!y and full of mistakes, which I have 
been able to work them out … now I am more humble … 
and I learned that with Spiritism. […] It was a relief to 
work on myself, because I saw, that the world will not 
change that easy … so I have to change my perspective 
on the world.” (Interview D=:B–=;–DE)

Fernanda believes that the Spiritist practice 
and community helped her to overcome her 
problems in terms of @nding ways to deal with 
them. She is now an independent, self-employed 
graphic designer and has been enjoying interact-
ing with Brazilians and Germans within GEEAK. 
She is shocked and sad when she learns that the 
group will split in D=:C, and @nally renounces her-
self from any activity within GEEAK due to this 
disappointment.

Fernanda’s example supports my argument 
that cultural aspects in terms of a peer group are 
of certain importance, but personal expectations, 
individual resources, and political contexts are 
central to the transnational distribution of mod-
els of healing cooperation. Various researchers in-
vestigating the context of migration and (mental) 
health argue that cultural resources of religious 
and therapeutic practices support the integration 
process of immigrants into a new cultural system, 
especially within a hostile political context regard-
ing immigration (see E(.!LER D==E, H-&.KE D=:K, 
T!(E&*%,E,KAMP-MAAG D=:4). This is partly also 
true for Kardecism in Germany, but here we also 
observe a process which aims at the integration 
of spiritual aspects into a national healthcare sys-
tem devoid of cultural connotations, re9ecting an 
ongoing debate of the political restrictions with-
in the German healthcare system, and the wish 
for a symmetrical relationship between biomed-
icine, psychiatry, and alternative or complemen-
tary medicines (CAM).

Case Study IV: Heike

Heike is a German, GG years old, unmarried wom-
an and works in the service unit of a public trans-
portation company. She perceives herself as a 
medium and describes her mediumship as an in-
ner voice, which since the age of six, warns her of 

dangerous situations and also helps her with daily 
decisions. She believes that she has the ability to 
travel to the spiritual world in her dreams and is 
able to communicate with the spirits of deceased 
persons. She has been reading literature on me-
diumship and new age spirituality all her life and 
came to GEEAK more by accident, researching for 
additional information on the internet. It would 
help her to talk to people who share, understand 
and appreciate her experience, and that she is 
able to develop her knowledge about it through 
the lectures and study groups. She has partici-
pated in GEEAK since D=:D, a time that she de-
scribes as very sorrowful. Within a few years, she 
lost her parents, a friend, and a colleague, which 
has made her suIer a lot. Other unlucky events 
and diOcult experiences have added up and leH 
her desperate. When she becomes a member of 
 GEEAK, she enjoys the attention and empathy of 
the new peer group. Especially the passe is sooth-
ing and helpful to her. Heike believes that it was 
her misfortune that brought her here, and that 
God gave her all these issues to resolve and spiri-
tually develop. She perceives the studies and dis-
cussions as a regeneration of her inner self, which 
also helps her to deal with diOcult life situations 
and to avoid stress. She participates in a medium-
ship training and disobsession group and claims 
that this is what she always wanted—having the 
possibility to help aLicted spirits, but also to re-
lease negative energies and in9uences, which she 
would accumulate in her daily life. To her, it is her 
vocation, and she is happy that she is able to real-
ize it within this community:

“I am here to carry out my obligations and this me-
diumship has not been given to me for nothing. It feels 
right, and there have to be people to increase the vi-
bration of this planet. For this, we have to deal with 
the spiritual beings, and there are not enough people 
doing so. I feel that this is right.” (Interview D=:C–
=B–:K)

Heike is one of the members of GEEAK who 
will split and participate in the new group, some-
thing that leaves her very sad, but to her is due 
to contrary expectations and objectives of mem-
bers and participants. In her opinion, many Bra-
zilians would rather create “their little nest to hide 
in,” while other members are more ambitious re-
garding the implementation of Kardecist doctrine 
into German (health) discourse and practice. She 
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considers it to be a cultural problem and criti cizes 
the approach of Brazilian Spiritists who only talk 
about God, Jesus, and Kardec. There would be 
many possible paths, and she wants to do what 
feels good and right to her. Asked about the in-
terrelation of Spiritist practice and health, Heike 
declares that she does not perceive it as therapy, 
but that it de@nitely helps to be more attentive to 
oneself and to re9ect on causes and eIects of per-
sonal problems.

Both, Fernanda and Heike, refer to GEEAK as a 
place of well-being in a diOcult life situation, but 
their narratives diIer regarding their personal ex-
periences. Fernanda suIers from a hostile polit-
ical context regarding integration of immigrants 
and develops a clinical depression from which she 
is only able to recover through a support group 
with a reference to Brazilian solidarity practices, 
even though Spiritism has not been her life ori-
entation before. At the same time, participation 
in the German study group helps her to integrate 
into the new cultural context, and she is very dis-
appointed about it’s loss by separation. Contrary 
to her, Heike has spiritual experiences which she 
cannot communicate to others without the danger 
of being labeled as mentally ill, and she is seek-
ing a place where she can express her experienc-
es. These diIerent narratives re9ect a general pat-
tern of diverse pathways to Spiritism in Brazil and 
Germany. However, like many other long-time 
Brazilian and German members, she is annoyed 
by the impact of Brazilian (religious) cultural as-
pects and wants to adjust Spiritist practice to the 
German context and its healthcare requirements. 

Healing Cooperation of Spiritism, Biomedicine, 
and Psychiatry in Brazil and Germany

The vignettes of Brazilian case studies reveal a 
variety of healing cooperation models, which in-
tegrate Spiritist explanatory models into general 
(mental) healthcare. HEM is a psychiatric hospital, 
which aOliates with the public healthcare system, 
but is administrated by a Spiritist council and sup-
ported by volunteers from various Spiritist cen-
ters. Not all of the staI members are Spiritists and 
psychiatric treatment focuses medicalization and 
occupation therapy. However, its administration 
and many of the part-time working psychiatrists 
pursue a complementary Spiritist approach. The 

case of Ana-Paula draws a picture of the symbi-
otic healing cooperation of Spiritism and psychi-
atry, according to the needs and expectations of 
the patients. Still, this model is highly contested. 
First, psychiatry reformers condemn extended in-
patient care, and the public healthcare adminis-
tration does not tolerate sole psychiatric hospitals 
anymore. Second, members of charismatic evan-
gelic churches speci@cally reject Spiritist practic-
es and work against them whenever possible, in-
cluding many staI members of HEM who identify 
as Evangelicals. But Spiritist explanatory models 
and related practices like lectures, study groups, 
fraternal assistance, energy treatment and disob-
session play an important role in Marília, and var-
ious actors like medical doctors, psychiatrists, and 
Spiritist volunteers engage in maintaining them 
as a form of complementary therapy.

The CECC in Itabuna pursues a diIerent ap-
proach. Medium and chairperson Marcos per-
ceives it as a clinic for spiritual aLiction which 
may or may not correspond to psychiatric and/or 
somatic illness. Thus, he only treats people with 
spiritual issues and passes other patients on to Re-
nata, who organizes free conventional treatment. 
On the other hand, some psychiatrists and med-
ical doctors pass their patients on to CECC when 
lacking therapy progress. Those health profes-
sionals in Itabuna who cooperate with the Spiritist 
center do so for diIerent reasons: either they are 
Spiritists and believe in the necessity of comple-
mentary treatment, or they believe in the neces-
sity of charity as a religious obligation. In Spiritist 
terms, this would also contribute to their personal 
spiritual evolution. Others are simply aware of the 
desolate state of the Brazilian healthcare system 
and try to act according to their Hippocratic Oath, 
putting the patients’ well-being @rst. 

The Brazilian psychiatry deinstitutionalization 
reform of early D:QR century, the insuOcient eIorts 
of various Brazilian governments to improve the 
public healthcare system, and the recent political 
and economic crises are resulting in a marginal 
medical supply, especially for the disadvantaged 
members of Brazilian society. Spiritist and oth-
er religious institutions and healing practices @ll 
this gap in cooperation with the aforementioned 
dedicated health professionals. Healing cooper-
ation of Spiritism, biomedicine, and psychiatry 
thus seem to be a local phenomenon, according 
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to the special cultural, social, and political context 
of Brazil. How does this correspond to the situa-
tion in Germany?

In general, many Brazilian immigrants appear 
to perceive Spiritist centers in Germany as “ places 
of well-being” (see FERRAR% & BARLE))( D=:B) 
where they are able to re9ect on daily experienc-
es and @nd social support within a “Brazilian en-
vironment” as a community of people with sim-
ilar experiences. Practices of Spiritist centers in 
Brazil and the  GEEAK in Munich resemble each 
other except in the integration of the German lan-
guage. Many participants like Fernanda are aware 
of the psychosocial health aspect which address-
es an inner transformation and dedication to new 
spiritual practices in way of self-healing (see K-RZ 
D=:C: D=K f.). Fernanda experiences relief from a 
disturbing condition that could have easily result-
ed in severe mental health problems due to the 
speci@c form of structural violence immigrants 
are suIering from in Germany. She also experi-
ences integration by participation in both a pro-
tective Brazilian and a more challenging mixed 
peer group.

The German and “progressive” Brazilian mem-
bers are devoted to ongoing and continuous dis-
semination of Spiritist doctrine and healing prac-
tice within German culture. The case of Heike 
provides several insights which are important 
for the analysis of Spiritism as an example of the 
transnational and transcultural transfer of heal-
ing cooperation from one context to the other. 
First, in both cultural frames experiences of dis-
tress play a certain role in the decision to engage 
in Spiritism and a life-long dedication to it. Sec-
ond, Spiritist explanatory models may be very 
prominent in Brazil, but they are not limited to 
it’s national borders. Concepts of spirit obsession, 
energy treatment and personal transformation 
through spiritual devotion are global phenomena, 
which might diIer in their local form but are simi-
lar in their content (see L())LEW%%D D===). Spirit-
ist ideas regarding (mental) healthcare have been 
developed in Brazil throughout the D=RV century 
but they are rooted in Central European practices 
and discourses of the :;RV century. They have been 
mainly ignored for a century but never completely 
disappeared in Europe (SAW(.K( D=:B). But due to 
Brazilian immigration and transnational Spiritist 
networks, they are revitalizing again. Interestingly, 

in Germany, and especially within  GEEAK, a ten-
dency of “debrazilianization” of Spiritist practice 
is observable in terms of reapplying it to the Ger-
man context. This dynamic leads to permanent 
con9icts within the group and @nally to it’s sepa-
ration. Even more interestingly, it is the German 
group that is seeking ways to implement Spiritist 
practices into German healthcare according to the 
Brazilian model and is checking legal ways to do 
so. They are in line with other actors such as the 
organizers of the Psycho-Medizin Kongress who en-
gage in the development of healing cooperation of 
Spiritism, biomedicine, and psychiatry in Germa-
ny. Thus, besides the correlation of diIerent ex-
periences related to political aspects of migration 
and health policy in Germany, these processes 
 reveal a dynamic of contested identity politics re-
garding the “Brazilness” of Kardecism in Germa-
ny. Only the future will show how far they will suc-
ceed in their implementation of Brazilian models 
of healing cooperation into German healthcare.

Various researchers have investigated the glob-
al circulation of local healing practices (see ZA-
,(,( et al. D=:K, BEA-DEF(, & P%RD(J D=:B) and 
distinct models of healing cooperation in certain 
(sociocultural) contexts (see KRA-&E et al. D=:4, 
PE,KALA-GAWĘ.KA & RAN)AR D=:B, contributors 
of this issue). However, to my knowledge, no re-
search so far has focused the implementation of 
models of healing cooperation from one context 
to another. Regarding a general theoretical ap-
proach towards transnational and transcultural 
transfers and transformations of healing cooper-
ation, I recommend comparison with related phe-
nomena as an interesting and enriching challenge 
to contemporary medical anthropology and relat-
ed interdisciplinary research projects.
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Turbulent beings
Curses and systems of healing cooperation in post-Soviet Tuva, Siberia

*Ac=%&@ATA ,T!(*A,@PK

Abstract In this article, I engage with the notions of illness and healing in Kyzyl, the capital of the Autonomous Re-
public of Tuva in Siberia. In so doing, I show how a variety of medical conditions, such as strokes, comas, and tuber-
culosis, are oRen conceptualized through a prism of curses. In these instances, illnesses are considered as a symp-
tom and a consequence of wider sociocosmic politics which involve spirits and humans alike. Consequently, while 
suTering from curse inflictions, the victims oRen find themselves in a state of overall physical and emotional dis-
turbance, described as being ‘in turbulence .̓ Given this, in the presence of a medical condition, diagnosis, cure, and 
recovery are oRen concurrently sought from medical doctors, lamas, and shamans, and the clients undergo simul-
taneous treatments from all three practitioners. In this article, therefore, I show how illnesses triggered by curses 
bring together diTerent actors, such as medical doctors, lamas, and shamans, and how in the context of post-Soviet 
Tuva, these actors, with their distinct epistemologies and engagements with the world, produce a platform of coop-
eration rather than that of antagonistic possibilities.

Keywords illnessO– healingO– occult practiceO– curse– personhoodO– Tuva

Introduction

 “You know, the beauty of our city lies in the fact 
that you walk around and everything seems nor-
mal to you. And yet, you are unaware that it is be-
hind these walls, in whispers, in curses and nego-
tiations with spirits that our lives unfold”. When 
I @rst heard this sentence, mentioned by one of 
my informants and friends, I was unaware to what 
extent it would shape my further research. I @rst 
arrived in Kyzyl in early November D=:G and, at 
the time, was mainly interested in conducting 
@eldwork on the proliferation of shamanic soci-
eties and schools for shamans in post-Soviet Tuva. 
As my work progressed though, I began to real-
ize that, indeed, there was an element of secrecy 
surrounding the lives of Kyzylians. Unfortunately, 
Kyzyl and its people, like the massive layers of ice 
and snow on the Yenisei river, remained silent and 
unmoved by my persistent attempts to get behind 
the sociocultural scenography carefully craHed 
for outsiders. It was not until a few months later, 
in early spring, that I was accidentally introduced 
to the very subject of this article.

I had just @nished a meeting with the students 
of English philology at the state university. We 

talked mostly about the Scottish referendum and 
Harry Potter. The students expressed their partic-
ular interests in the tensions between the Scots 
and the English, somehow comparing the polit-
ical dynamics in the United Kingdom to the hid-
den frictions between Tuvans and Russians. Sa-
jana, who had invited me to the event, was an 
enthusiastic headmistress of the English lan-
guage department at the University of Kyzyl. Af-
ter the meeting, she gave me a ride home and we 
spoke about my research interests. I mentioned 
shamanic practice and brie9y recalled my friend’s 
comment from the beginning of the @eldwork. We 
continued to drive in silence until we reached the 
city center. Then, Sajana pulled the car over to 
the side of the road and told me a story about her 
sudden onset of illnesses every summer. This sto-
ry marked the starting point of my foray into the 
complex and mysterious realm of cursing. It also 
brought my attention to ways in which diverse af-
9ictions are dealt with; in particular, the ones that 
are suspected to be triggered by curses. This arti-
cle is concerned with forms of cooperation with 
and without consensus amongst diIerent practi-
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tioners, including shamans, lamas, and medical 
doctors, who are confronted with diOcult medical 
conditions in post-Soviet Kyzyl.

Materials for the article were gathered during 
a twelve-month @eldwork conducted in the capi-
tal of Tuva and constitute part of a PhD thesis ded-
icated to the notion of curse. While investigating 
the mechanics of cursing in post-colonial milieu, I 
have also looked at diIerent ways of conceptualiz-
ing illness through certain practitioners and their 
clients. In particular, I focused on the shamanic 
perception of aLiction and observed how, despite 
signi@cant epistemological diIerences, shamans 
cooperate with lamas and medical doctors in the 
process of removing illness. While gathering data, 
I worked primarily with one shaman and became 
closely acquainted with her network of clients. 
Such an approach might raise issues of generaliz-
ability and breadth of my @ndings. Nevertheless, 
without gaining the trust of the shaman (which is 
a diOcult process) who had an established reputa-
tion within the community, I would have no access 
to the experiences and stories with which this arti-
cle is concerned. My friendship with the shaman 
constituted a form of a con@rmation and guaran-
tee to the people I interviewed that I was some-
one that could be permitted into their 9ats and 
into their stories without causing any undue harm. 
Thus, it was only through a close contact with a 
particular shaman that I could unveil and grasp 
the characteristics of illness triggered by cursing 
and follow the ways in which it was confronted. 

AHer the Soviet disintegration, like in many 
other parts of Siberia (see, for example, GRA,) 
:;;G, PEDER&E, D=::, S&%R(,-C!A(K%F D==K), 
abrupt shiHs in the economic and political land-
scapes had dramatic implications for the every-
day lives of Tuvans. As stressed by my informants, 
people in Kyzyl struggled with rapidly increasing 
unemployment and poverty, triggering violence 
and crime. These challenges were also accompa-
nied by the sudden proliferation of occult phe-
nomena. In short, perpetual suIering and mis-
fortune, including diverse ‘physical’ and ‘mental’ 
aLictions, became associated with widespread 
instances of cursing.

The proliferation of occult practices in post- 
colonial milieu occupies a critical position in an-
thropological discussions that concentrate on an-
alyzing “modern” political, economic, and social 

forms in post-colonial realms while emphasizing 
the notions of global capitalism and wealth (C%-
MAR%FF & C%MAR%FF :;;;, WE&) D==:, S.!RAM 
D=:=), politics and power (GE&!(ERE :;;C, A&!-
F%R)! D==G), doubt and uncertainty (B-YA,DEL-
GER(Y, D==C, B-*A,D) D=:4), ontological tran-
sition (PEDER&E, D=::), inventiveness (Swancutt 
D=:D), urban sociality (DELAPLA.E D=:4, HANER 
D==4), and cultural revivalism (BALZER D==D, D==G, 
D==E, GRA,) :;;G). In the context of Tuva, the on-
set of occult phenomena and illnesses increased 
by the Soviet disintegration has been approached 
through focusing on the intertwining between 
state institutions (Z%R*A& D=:K) and shamanic so-
cieties (L(,DY-(&) D==G, P(M(E,%FA D=:K, S)E-
PA,%FF D=:4). In this article, I contribute to these 
studies by showing how illnesses, conceptualized 
through curses, generate a particular network of 
cooperation amongst diIerent practitioners.

The readings of illness through the prism of 
curses have particular implications for the pro-
cesses of diagnosis, treatment, and cure. In Kyzyl, 
suIering clients tend to concurrently visit medi-
cal doctors, lamas, and shamans in order to secure 
the most eOcacious outcomes. Consequently, in 
this article I engage with the eOcacy as well as 
constraints of diIerent epistemologies and prac-
tices employed in the presence of sudden illness 
associated with curse, and discuss their patterns 
of (co)existence and co-dependency. In short, I 
show how experiential knowledge of shamans 
 silenced by the Soviets merges with philosophi-
cal trainings of the mind and thought exercised by 
lamas and biomedical and scienti@c knowledge 
oIered in hospitals. In doing so, I also show how 
this merging constructs a platform of cooperation 
rather than that of fractures and con9icts. More 
than that, I demonstrate how curses constitute 
social actions which allow us to grasp wider so-
ciocosmic dynamics involving humans and spir-
its alike, and which remain intimately interlinked 
with the experiences of illness described as being 
in “turbulence” (Rus. turbulentnostb), metapho-
rized in Tuvan as “swirls” (ezinneldir) and “whirls” 
(duvulendir). In this way, I seek to show how an 
examination of the phenomenon of curse in Tuva 
allows for a rethinking of treatments of illness 
which 9atten its understandings to bounded and 
isolated units of “the body” and “the mind.” Con-
versely, I argue, that within the context of  curses, 
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sick bodies constitute “a dynamic trajectory by 
which we learn to register and become sensitive 
to what the world is made of” (LA)%-R D==4: D=B).

In order to substantiate my discussion, I @rst 
provide a brief description of the ethnographic 
context of Kyzyl while exploring three case stud-
ies which illustrate the process of dealing with 
diIerent, particularly challenging medical con-
ditions by both patients and practitioners. There-
aHer, using a short vignette, I discuss the mechan-
ics of cursing in Tuva and show how curses bring 
together notions of illness and personhood in an 
explicit fashion. In this way, they challenge read-
ings of disease as contingent on an essential dif-
ferentiation between the body and the self. Final-
ly, while engaging with diIerent healing practices, 
including medical doctors, lamas, and shamans, 
I demonstrate how within the ethnographic con-
text of post-Soviet Kyzyl, these practices come to-
gether with and without consensus while produc-
ing a platform of complementarity rather than 
exclusivity.

Kyzyl

In order to get to Kyzyl, one @rst needs to  travel 
through the Sajan mountains. The @rst view of 
Tuva is from the top of a mountain, when an enor-
mous space of scattered hills suddenly opens up 
to reveal a long straight road leading to the capital. 
Kyzyl emerges abruptly from behind a hill when 
a taxi or a bus takes a sharp turn to the west at the 
end of this road. Each time I saw Kyzyl, I always 
thought it looked like a space station, an un@n-
ished architectural project leH on a distant desert-
ed planet. In winter, the city, like any urban area in 
Tuva, is covered in dark and black clouds of soot. 
In summer, the streets are tormented by constant 
sandstorms and winds. The suburbs of the city 
consist mainly of small wooden houses, whereas 
the city center is distinguished by grey blocks of 
9ats, oHen accompanied by @elds of metal garag-
es and massive electric power lines hovering over 
the city. The heart of Kyzyl includes a neat mod-
ern shopping mall with a sign in English reading  
 “I love Tuva.” A university building, a cultural cen-
ter, and numerous government establishments are 
also found in the vicinity of the main square. Near-
by is a park boasting the Centre of Asia monument, 
a few hotels, and a coIee shop catering mainly to 

tourists from Russia. Most buildings and roads are 
marked with endless cracks and deep holes giving 
the impression as if the city is being slowly con-
sumed by the underlying steppe. Younger gener-
ations tend to leave Kyzyl and seek education and 
employment in other Russian cities, such as Kras-
noyarsk, Novosibirsk, or Irkutsk. Those who de-
cide to stay oHen stress the importance of family 
ties, as it is mainly through kin that one obtains 
some @nancial stability and general support in 
Tuva. Life in Kyzyl, as a majority of my informants 
stressed, is challenging in many respects and oHen 
remains hard to understand for outsiders. 

Before the arrival of the Soviets, the Tuvans 
were a nomadic group consisting mainly of rein-
deer herders and hunters, as well as horse herders 
and pastoral nomads. The process of Sovietization 
initiated a variety of transformations in econom-
ic and social structures, including collectivization, 
sedentarism, eradication of clan systems and re-
ligious beliefs, codi@cation of language, and uni-
versal education (see, among others, GRA,) :;;G, 
F%R&Y)! :;;D). Given its remote location behind 
steep mountains, Tuva, unlike other indigenous 
territories in Siberia, managed to exist in a state of 
perpetual isolation during the Soviet period. Thus, 
the Tuvans have retained some of their traditions, 
such as shamanic practice, throat singing, and 
the Tuvan language (ibid.). Nevertheless, urban-
ization decreased the mobility patterns among 
Tuvans, and currently most live and work in the 
cities, such as Chadaan, Tura, and the capital, Kyz-
yl (P(M(E,%FA D=:K). Changes in living patterns, 
from migrating in small aals—an essential produc-
tive group referring to both a single yurt with a 
family and their animals or to a group of house-
holds moving together (VA(,&!)E(, :;E=: D4K)—
to existence in crowded blocks of 9ats concentrat-
ed in one place, has had a variety of implications 
for the social interactions among Tuvans, includ-
ing the proliferation of cursing practices and dis-
eases, such as alcoholism, depression, tuberculo-
sis, and HIV, among others.

Healing cooperation: Sajana, Arzaana 
and: Alexandr

Tuvans do not talk about curses. Cursing pheno-
mena constitute a murky element of everyday 
happenings, the existence of which is ambiguous 
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and about which anyone rarely talks to strangers. 
Indeed, at the beginning of @eldwork, my infor-
mants pretended they did not hear my questions 
or angrily waved their hands towards the moun-
tains stressing that a curse was a “dirty thing” 
( hirlig chZZl) coming from “there” (mynaar), most 
oHen implying the Russians. Despite my inter-
viewees’ assertions, magical business, as it was re-
ferred to by one of my friends, seemed to be blos-
soming in Kyzyl. The local markets, which sold 
everything from meat, cheese, @sh, and clothes 
to jewelry and mobile phones, 9ourished with 
women called “gypsies” by Kyzylians. Every day, 
dressed in long dark skirts, their heads covered 
with colorful scarves, these women, the majority 
of them immigrants from Uzbekistan and Tajik-
istan, eagerly stopped people and oIered diIer-
ent practices, including curse detection and in9ic-
tion. A variety of posters displayed on the fences 
and walls of the buildings around the city encour-
aged future clients to call if they had queries about 
their love life, health, business, or curses. Tele-
vision programs were interwoven with colorful 
adverts featuring fortune tellers boasting their 
magical services. My informants’ resilience and 
apparent obliviousness to these practices was fair-
ly astonishing. Any questions about curses were 
consistently met with laughter and assertions that 
it was the doings of the Uzbeks, the Tajiks, or the 
Russians. The @rst person who decided to openly 
speak with me about cursing was the aforemen-
tioned Sajana. As we sat in the privacy of her car, 
she slowly started to unveil her story. Sajana de-
scribed how, a few years earlier, she was compet-
ing for the position of headmistress at the English 
language department of the University of Kyzyl. 
The choice had narrowed down to her and anoth-
er female teacher. Sajana won the appointment, 
which seemed to trigger her opponent’s anger. 
When Sajana returned from holiday, she sudden-
ly became sick. The doctors struggled to @nd the 
cause of her condition; however, aHer a week she 
recovered and felt @ne. A year later, around the 
same time, Sajana suddenly fell into a coma. Sim-
ilar to her illness the year before, she recovered 
within a few days and woke up feeling perfectly 
well. Another year passed, and this time my in-
formant was told she was suIering from leukemia 
only to ‘miraculously’ improve within the week. 
Encouraged by her husband, Sajana met with the 

family lama, who gave her a string with sutras to 
wear as protection. She always wore it while trav-
eling and always remembered to share it with her 
children and husband. Despite the lama’s help, 
however, Sajana still felt weak at times and wor-
ried about her family. Eventually, she decided to 
contact a local shaman. The shaman came to Sa-
jana’s oOce in the early morning before anyone 
else arrived and instantly informed Sajana that 
she was suIering from a powerful curse in9icted 
by her rival from three years before. The shaman 
conducted a “cleansing ritual” (aryglaashkyn) and 
provided Sajana with a personal “token” (eeren) 
that she was supposed to always carry with her 
for protection. Sajana claimed she never had any 
health related problems again.

Sajana’s story is but one example of a form of 
cursing battles constantly taking place “behind 
the walls” of the city. While continually following 
the shamans and gathering stories from my inter-
locutors, I have discovered how people in Kyzyl 
are incessantly engaging in occult practices, seek-
ing revenge, trying to secure job positions, or en-
sure protection on a regular basis. These practices, 
as explained by my friends and informants, result 
in diIerent illnesses, such as strokes, alcoholism, 
chronic bodily deformations, infertility, or tuber-
culosis.

After the collapse of the Soviet Union and 
throughout the ;=s, Tuvans lived through a peri-
od of turbulent and unforeseen transformations 
(Z%R*A& D=:K). According to my interlocutors, 
neither the police nor any other state institution 
seemed organized enough to control pervasive 
chaos and fear. In fact, it was the police and doc-
tors themselves who encouraged people to seek 
help from shamans. This, in turn, led to the insti-
tutionalization of shamanic practice and the con-
centration of shamans in the capital (P(M(E,%FA 
D=:K, S)EPA,%FF D=:4). In turn, hopeless state 
institutions were oHen replaced by shamanic so-
cieties run by the shamans, who seemed to have 
more power in dealing with diIerent aLictions 
and providing justice (Z%R*A& D=:K: ;C). Neverthe-
less, with time, these shamans have become, as 
stressed by my informants, greedy businessmen. 
As a result, a network of individual shamans has 
been established. Today, even though shamanism 
triggers diIerent responses among Kyzylians, sha-
manic practice is considered to be the last resort 
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in treating diverse fatal conditions. This, however, 
does not imply that shamans agree to treat every 
medical problem. In fact, medical doctors, lamas, 
and trusted shamans communicate with each oth-
er and, depending on the symptoms and causes 
of aLiction, exchange and recommend patients 
with one another. This process also happens with-
out consensus from diIerent practitioners, when 
desperate sick people and their families seek help 
from anyone who is willing to oIer it. Interest-
ingly, shamans provide a very clear diIerentiation 
between illnesses triggered by curses and medi-
cal conditions resulting from other causes; for in-
stance, when given aLictions constitute a part of 
the patient’s “fate” (chol). In these cases, they of-
ten send their clients to doctors or, occasionally, 
lamas (in cases associated with behavioral issues) 
and stress that the condition does not require help 
from a shaman, but rather a diIerent practitioner. 
Moreover, if the patient’s condition is severe and 
cannot be improved, because, for instance, the 
person is suIering as a result of deeds committed 
in previous lives, then the shamans may refuse to 
treat the person. These forms of cooperation, in-
stigated by the shamans, are illustrated in the fol-
lowing two case studies.

Working with the shaman Ajny and partici-
pating in her daily meetings with clients, I be-
came familiar with the case of Alexandr, his wife, 
and daughter. Alexandr was brought to Ajny by 
his family while suffering from an inexplica-
ble stomach ache. The family, driven by the sha-
man’s impeccable reputation, was convinced that 
the problem was caused by cursing and could be 
successfully managed through a curse de9ection 
ritual. Nevertheless, upon the man’s arrival the 
shaman instantly recognized some sort of a dark 
substance in his stomach. AHer conducting div-
ination, she revealed that Alexandr was not suf-
fering from a curse in9iction. Instead, his condi-
tion was a part of his fate and constituted a case 
for a medical doctor. The family leH deeply dis-
turbed, and accused the shaman of malpractice. 
A few months later, we found out that Alexandr 
died from stomach cancer. His wife and daugh-
ter visited Ajny again and, while profusely apolo-
gizing, asked her to conduct a cleansing ritual for 
the whole clan. 

Another story concerned Arzaana, a  newly 
married retail assistant. Arzaana was deeply trou-

bled by her husband’s unpleasant behavior. As she 
explained to Ajny, the man suIered from sudden 
outbursts of anger and violence followed by a 
9air for drinking and a lack of interest in any ac-
tivities. The shaman associated these symptoms 
with depression. AHer conducting divination, she 
decided that her services would not be very eO-
cient. She explained that the condition was a con-
sequence of a curse in9icted due to the victim’s 
deeds performed in previous lives. She suggest-
ed that Arzaana and her husband should visit a 
lama, Bajchak, instead. As Ajny explained it to a 
surprised woman, lama Bajchak was a specialist 
in teaching people why they behave in a certain 
way and how their actions might harm others (a 
practice which can be easily compared to a form 
of psychological treatment). It was, according to 
the shaman, the most promising way of confront-
ing this form of a curse which extended into pre-
vious lives, rather than being caused by a current 
con9ict with another person. Arzaana leH disap-
pointed; nevertheless, she promised to follow the 
shaman’s advice. Unfortunately, we never heard 
back from Arzaana, and I was therefore not able 
to @nd out whether she ful@lled her promise and 
whether her husband got any better.

These short case studies illuminate how, in the 
presence of diverse aLictions, victims may seek 
help from diIerent practitioners while hoping to 
quickly alleviate their suIering. More than that, 
these aLictions are oHen associated with instanc-
es of cursing (see also Z%R*A& D=:K). Before dis-
cussing further how this processes develops a net-
work of cooperation with and without consensus 
amongst diIerent practitioners, it is essential to 
understand what it means to suIer from aLiction 
triggered by curses and what kind of implication 
this has for conceptualizations of illness and its 
treatment. Thus, in the next section I provide a 
short summary of how my informants have de-
scribed to me their experience of being cursed 
and, consequently, being sick.

What curses are

Curses in Tuva are described as 9oating energies 
(kyshter) which bring disturbance upon the victim. 
The Tuvans recognize two main types of curses; 
chatka (“curse”) and kargysh (“gossip”), actualized 
through muttering bad words (ass-dyldy-bile) and 
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thinking bad thoughts (bodal-sagyzzy-bile). None-
theless, both chatka and kargysh are used inter-
changeably with reference to curses in gener-
al, and oHen, especially in shamanic hymns and 
chants, as one expression chatka-kargysh. DiIer-
ences between the two are subtle and in fact, it 
is only the shamans who could easily provide a 
clear diIerentiation between them. Chatka oc-
curs when a person intends to harm another per-
son; however, in order to do so, one must turn to a 
strong shaman for help (shydaldyg ham). In9icting 
chatka is mainly intended to result in a broken leg, 
a stroke, a prolonged disease, and, in the worst 
cases, death. Kargysh can be invoked without sha-
manic help and is oHen followed by spitting (duk-
puzu) or throwing (dovuraa) sand or soil. Kargysh 
may result in sudden misfortune and a decline 
in wellbeing. Among other types of curses recog-
nized by the Tuvans, the most diOcult to de9ect is 
the clan curse (doora nugul), which can aIect de-
scendants in both female and male lines. It holds 
for at least seven generations and is inherited by 
blood. Clan curses are usually associated with a 
variety of perpetual problems, ranging from ob-
stacles in relationships to poverty or general con-
stant turmoil in life, and commonly ascribed to all 
forms of disabilities that children are born with, 
such as autism, bodily deformations, or deafness.

 Curses, when inflicted, gain their potency 
immediately. Moreover, they are said to operate 
within a time frame that reaches far into the past. 
In short, the possibility of suIering from curses is 
contingent on the previous lives of the victim. In 
this way, curses are intimately intertwined with 
the Buddhist karmic system which determines 
one’s susceptibility to curses by the deeds one 
had executed in previous lives. Given this, peo-
ple who suddenly fall ill and subsequently die are 
described as those who in their previous life had 
intended to kill by lying, gossiping, or wishing 
death upon another person. In a similar manner, 
the aforementioned disabilities, if not accounted 
for as a clan curse, are oHen considered to be a re-
sult of an attempt to curse or harm someone in a 
previous life.

The agency of in9icting misfortune and curse 
in Siberian cosmologies is oHen attributed to ag-
grieved ancestors (H-MP!REY :;;B), neglected 
spirits (PEDER&E, D=::), or to human-human in-
teractions (SWA,.-)) D=:D). In Tuva, the machin-

ery of curse is a complex matrix of relationships 
which involve people and spirits alike. Curses ac-
quire their initial potency explicitly from the bad 
intentions of the humans. However, the mechan-
ics of curse require at least three actors for the 
curse to be successfully in9icted. This triadic re-
lationship involves the victim, the curse caster, 
and the spirit which in9icts curse on behalf of the 
cursing person. In short, people have no agency 
in casting curses, as they have to be carried out by 
one of the spirits. In most cases, this procedure re-
quires the simultaneous presence of the shaman 
as clients turn to them to summon the spirits, as 
well as ensure particular results of curse i.e. death, 
broken limbs, addictions.

The spirits responsible for in9icting curses 
come from the group of aza (“evil”) spirits associ-
ated with dark forces. They are referred to as Chet-
ker and Buk, and are seen to work for the shaman 
or along with him or her in the process of curse 
in9iction. Chetker spirits are meant to come from 
the “country” (oran) where the yellow river 9ows, 
where aza spirits sit in circles in front of their 
yurts and smoke pipes. Buk spirits live among 
people, linger in the streets or wander around the 
steppe. Both spirits are attributed with particu-
lar physique. Chetker is described as having only 
a half of the face as well as decomposing or rot-
ten body whilst Buk wanders in dirty, shredded 
clothes. Once the spirits hear ill words spoken or 
notice a nasty look cast by a person or @nd them-
selves directly summoned by the shaman, they 
begin to in9ict harm upon the victim by placing 
them in a state of turbulence, oHen equated with 
being sick.

The experience of illness

In Tuva, when someone is under the in9uence 
of a curse, people say that they “run down the 
roads like a tornado” (oruk ezinneldir mangnaar). 
The spirits in9icting curses enter the body of the 
victim through the head (besh) and nest in the 
stomach, intestines, or chest. As my informants 
explained, they particularly like to “stick” (hyr-
balanyr) to the physical body. Sometimes, rather 
than entering the body, the spirits begin to live 
with the victims, observe them, and follow them 
in their everyday routines. Whilst doing so, they 
are said to take on diIerent forms—becoming an-



CURARE 41 (201+) 1+2

56  *Ac=%&@ATA ,T!(*A,@PK

imals such as dogs, serpents or mice, or on other 
occasions, transforming into a beautiful woman 
or taking on the physique of deceased relatives.

Once inside the victim’s physical body, the 
spirits begin to interfere and “disturb” (üreer) the 
client’s emotions, their interactions with other 
people, and their health while causing “whirls” 
(ezinneldir) and “swirls” (duvulendir), described 
also as turbulence. People suIering from curses 
may become unpredictable in their decisions and 
reactions, doing and saying things uncharacteris-
tic of their usual behavior. Their behavior is meant 
to resemble the erratic waves of the wind. Victims 
can do things without remembering their actions. 
They oHen feel paranoid and convinced others are 
staring at and talking about them. Sometimes peo-
ple feel deeply disturbed and become unwilling to 
engage in their usual activities.

Simultaneously, the physical body begins to 
become polluted and curses are expected to sed-
iment in the form of mud (hir). The physical di-
mensions of curse are diverse; however, the most 
common symptoms are having a diIerent smell, 
changes in skin color (the skin may become yel-
low), and bags under the eyes. Some people may 
have red, silver, or gold breath (especially near 
death). The inner organs might be crushed or 
moved and sometimes may turn black. Along with 
the sudden onset of diIerent medical conditions, 
such as heart attacks or strokes, it is very common 
to additionally suIer from drinking problems, 
clumsiness, violence, and aggression, as well as 
vivid dreams in which spirits might try to kill the 
victim. These symptoms, especially with strong 
death curses, may result in death. 

Sociocosmic drama

The crucial reason why the spirits are eager to 
help in in9icting curses is that, similarly to peo-
ple, they struggle with their own being. Their 
own countries are economically tormented and 
destroyed and they feel poor and lonely. Casting 
curses allows the spirits to become closer to the 
spaces where humans live. As the shaman ex-
plained it to me, the human country is very appeal-
ing as it seems rich and economically stable. Con-
sequently, living in, on, or around human physical 
bodies is “like being in a @ve-star hotel with all 
the associated luxury.” The process of curse de-

9ection, which relies heavily on sending the spirit 
back to where they came from, is, therefore, very 
dramatic. The spirits cry and howl, they oHen beg 
the shaman to stop and ask why the shamans are 
being so cruel, or why they do not let them stay. It 
is common for the spirits to use physique of a de-
ceased relative and, in this disguise, accuse the 
shaman of keeping the deceased away from his 
family. In the shamans’ descriptions, these emo-
tionally dense negotiations can be grueling and 
tormenting for both the shaman and the spirit.

Moreover, there are also particular ways 
through which people try to protect themselves 
from aza spirits, oHen based on the combination 
of trickery and amulets. AHer each curse de9ec-
tion ritual, the shaman provides the client with a 
special token which is sometimes inhabited by a 
protective spirit. These tokens, however, have to 
be blessed annually with juniper otherwise they 
may lose their protective energy. There are fur-
ther methods by which aza spirits can be tricked. 
For instance, wearing a hat the other way around 
or wearing clothes inside out while traveling is 
the best way of fooling Chetker and Buk. There 
are, concurrently, particular methods of protect-
ing children which also apply to the foreigners 
who decide to closely interact with the shamans. 
These tricks include placing soot on one’s nose 
while walking at night or caring a protective to-
ken, such as the palm of a bear. Very oHen chil-
dren are called öjze cögleer (“horrible names”), for 
example “you shit boy” (myjak ool), “glutton boy” 
(hymtak ool), or “blue stomach boy” (kok hyryn). 
These names are supposed to disinterest spirits 
willing to in9ict any harm upon the children.

Indeed, the phenomenon of curse in Tuva 
constitutes a sociocomsic drama which is predi-
cated not only on con9icts between the humans, 
but also on the tensions which directly concern 
the spirits. On the one hand, people in Kyzyl are 
dependent on Chetker-Buk spirits to in9ict curses, 
while also constantly engaging in diIerent ways to 
trick them to avoid becoming victims themselves. 
On the other hand, spirits strive to live around 
people and interfere with their lives while protest-
ing and lamenting when deprived of this possibili-
ty by the shamans. In this way, illness, rather than 
being perceived as a particular kind of physical 
or mental disturbance, is associated with the un-
folding of wider sociocosmic dramaturgy which 
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involves spirits and humans alike and constitutes 
an imminent aspect of Tuvan sociality. In order 
to fully grasp this process, it is essential to dis-
cuss the Tuvan conceptualization of personhood, 
which represents neither a holistic image nor is 
pervaded by the concepts of mind, body, and soul 
understood as discrete and isolated parts.

Su;ering bodies, cursed person(hood)

When I asked one of the shamans what it means 
to be a person, she told me that people are like 
growth rings in the trunk of the tree. Indeed, ac-
cording to my informants, every person is meant 
to be constructed from numerous interdependent 
layers gathered around one central point, sünezin 
(“soul”), producing thus a concentric model of a 
person, a point to which I will return to later in this 
article. While sünezin is considered static (shimche-
nir chok), the following layers can be high (bedik, 
uzun), meaning robust, or low, ( kyska, chavys), that 
is, weak, depending on a variety of factors, includ-
ing the presence of illnesses and curses. Before I 
engage with the implications of this structure for 
the further analysis of illness and healing in the 
ethnographic context of  Kyzyl, I @rst provide a 
brief description of the layers that come together 
in order to produce a person in Tuva.

Every sünezin remains strictly connected with 
sülde (“emblem”), the following layer. Sülde is al-
ways meant to be high, that is, strong, and indi-
cates whether a person @nds themselves in a state 
of overall balance or disturbance. OHen, if sülde is 
lowering, people become particularly clumsy and 
lose the ability to work with their hands. Subse-
quently, if sülde is low, it indicates that a person is 
vulnerable and easy to manipulate, can quickly be-
come sick, commit crimes, or turn into an alcohol-
ic. Another layer, sülde-sunezini (“the state of the 
body”), indicates whether the person is healthy or 
suIering from a physical illness. The next layer, 
kudu-sunezini (“consciousness”), reveals illnesses 
that in biomedicine would be associated with the 
mind, such as depression. Finally, the tura-coruu 
(“physical appearance”) layer refers to peoples’ 
general conduct in everyday life. If it is low, the 
person stops taking care of themselves, becomes  
 “dirty” (hirlig) and wears shredded clothes. Low 
tura-coruu leads to further problems with educa-
tion, work, and communication with other people. 

When the Tuvans describe what constitutes a per-
son, they concurrently mention sagysh or sagysh 
satpa (“thoughts”, “plans, dreams”), a layer which 
indicates the person’s ideas, and goals, as well as 
unful@lled plans or promises. Apart from sagysh/
satpa, the Tuvans recognize setkil (“mind”), which 
refers exclusively to thoughts, as well as setkil en-
deves (“emotions”). All of these aforementioned 
layers are held together by breath (thyn). Col-
ored breath usually indicates the person is near-
ing death. The shamans recognize silver breath 
(serch thyn), which indicates that sünezin is about 
to leave the body as well as gold (ak) and red  (kyzyl) 
breath, which imply imminent death or the pres-
ence of curses. People can still breathe without 
sünezin, nonetheless, death is highly expected. 
Once breath is cut oI, each layer of the person 
begins to separate. Sünezin and sagysh satpa lin-
ger between the spaces of humans and spirits 
whilst the rest of the layers vanish and the physi-
cal body is disposed of and forgotten. AHer sünezin 
leaves the body, it takes seven days for it to realize 
it has been separated. It then embarks on a jour-
ney, usually guided by a shaman, to seek a place 
where it can be reborn. AHer forty-nine days a rit-
ual is conducted during which the gates to the pre-
vious life are closed by a shaman, and a sünezin is 
reborn as either a spirit, a human being, or an an-
imal, and the person who passed away is not to be 
mentioned again aHerwards.

In Tuva, similarly to other animistic cosmol-
ogies (see, among others, PEDER&E, D=::, TAY-
L%R :;;B, W(LLER&LEF D==C), body and soul are 
not grasped in terms of essence and appearance 
where the latter becomes a vessel for the former. 
Instead, a prototype of a person is de@ned by “a 
variable outer physical covering and a constant 
inner being” (AR!EM D=:B: :4). Being reborn as 
a person (kizzi), rather than spirit (referred to by 
their proper names, for instance, chetker) or ani-
mal (amytan), is considered as the highest possi-
ble privilege. Every being has sünezin, which re-
mains eternal (mönge). Humans diIer from spirits 
by having breath and blood (han). Subsequently, 
humans are diIerentiated from animals by hu-
mans’ aforementioned concentric structure in 
which corporeality, emotions, and cognitive pro-
cesses remain imbricated in one another through 
sünezin. Once sünezin is reborn as a person, it 
becomes an immobile center, an essential grain 
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around which the following layers may grow and 
develop. In other words, in order for the life to 
happen, a person has to be centered, that is, root-
ed, and in this way it requires a “point of origin” 
(T&(,)N(L%,(& :;;;: B4=). Given this, personhood 
constitutes a concentric structure with people 
separated from each other not because they are 
bounded by, for instance, skin and thus possess 
a clearly diIerentiated inside and outside. Con-
versely, rather than being closed to the outside 
and thus essentially diIerent, people “are turned 
in on their own center” (P%-LA,)ZA& :;E=: :=:). 
As a result, they remain perpetually open and thus 
susceptible to the feelings, wishes, and actions of 
others. Consequently, social interactions become 
a key contributor to the individual’s health and 
sickness rather than remain discontinuous with it.

Subsequently, the concentric structure of Tu-
van personhood illuminates how mind, soul, and 
body, even though recognized among Tuvans, are 
not perceived as discrete, independent or isolated 
from each other. This perception of a human be-
ing challenges the readings of illness as associat-
ed with the mind or body alone prevailing in the 
Cartesian concepts of the autonomous “self”, “in-
dividual” etc. (S.!EPER-H-G!E& & L%.K :;EC: ;). 
Unquestionably, illnesses triggered by curses gen-
erate concrete physical images and aIect con-
crete bodily organs, such as the heart or limbs. 
Nevertheless, these sick bodies are not abstract-
ed from the social situation in which bodily acts 
are involved. For instance, malfunctioning livers 
or kidneys are not considered as a cause of illness, 
but rather as a symptom of tensions entailing hu-
mans and spirits alike. In this way, sick bodies are 
a part of the overall evidence of the presence of 
a cursed personhood and, crucially, the embodi-
ment of wider sociocosmic politics.

This speci@c conceptualization of illness and 
personhood has particular implications for the 
forms of diagnosis, treatment, and recovery. As in 
the case of Sajana, Arzaana, and Alexandr, many 
Tuvans in the presence of sudden or chronic ill-
ness oHen seek help from diIerent practitioners, 
including medical doctors, lamas, and shamans. 
In the @nal section of this article, I discuss how 
these practitioners, with or without consensus 
and despite diIerent understandings of disease, 
produce a platform of cooperation rather than 
that of exclusion.

Cooperation with and without consensus

During my stay in Kyzyl, I came across four hos-
pitals, three of which were dedicated primarily 
to children’s care. The most modern one, with a 
new building and working website, was exclusive-
ly dedicated to birth and prenatal care. Children 
are considered by Tuvans to be the highest form 
of wealth, and are treated with great care and re-
spect. The hospital which took in adults was situ-
ated in an old Soviet building, and incited dread 
amongst my informants. It was oHen overcrowd-
ed and understaIed, as the majority of the trained 
doctors prefer to leave Tuva and @nd a better job 
somewhere else. Indeed, being admitted to a hos-
pital was something my informants preferred to 
leave until the very last minute. Moreover, getting 
proper treatment oHen required additional pay-
ments. As a result, when suIering from a medical 
condition, my friends and informants preferred 
to visit not only doctors, but also lamas and sha-
mans in order to secure the most eOcient treat-
ments and results.

It is common for the doctors to invite recog-
nized shamans to the hospital, where they help 
in the most challenging or fatal cases (Z%R*A& 
D=:K: ;K). It is not unheard of, as I was told by Ajny, 
for doctors to visit shamans themselves, albeit al-
ways in deep secrecy. Sometimes, doctors who 
are feeling hopeless about further treatments or 
overloaded with cases would discreetly encourage 
their patients to visit trusted shamans. This was 
the case of one of my informants, Sulchuk. Sul-
chuk was a young German language teacher who 
already had two daughters, but was hoping to have 
more children. A few months before arriving at 
the shaman’s oOce, she had been told she suIered 
from a complex injury to her ovary, resulting in 
infertility. While her doctor gave her no chance 
of ever getting pregnant again, she also discreet-
ly suggested trying another option, like visiting a 
trusted shaman. Taking her doctor’s advice, Sul-
chuk arrived at Ajny’s door. AHer a lengthy divi-
nation procedure, the shaman revealed that Sul-
chuk suIered from a curse in9icted by her friend. 
The woman responsible for cursing turned out to 
be jealous of Sulchuk’s stable and healthy family. 
The shaman performed a short cleansing ritual 
while brushing oI invisible “dirt” (hir) from Sul-
chuk’s stomach and head. They agreed to conduct 
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an outdoor ritual during which the shaman would 
ask for the spirit’s help in removing the curse. Two 
weeks later, the ritual was conducted in the pres-
ence of Sulchuk’s family members. A few months 
aHer, I accidently ran into one of Sulchuk’s rela-
tives who happily announced that Sulchuk was in-
deed pregnant. The story of Sulchuk did not con-
stitute an isolated case. While working with Ajny, 
I learned about her brother, also a shaman, who 
had incredibly strong powers in dealing with criti-
cal medical cases. Given his well-established repu-
tation, Ajny and her brother would receive in their 
yard, from time to time, ambulances with fatal-
ly sick people, sent to them by desperate doctors. 
While working with Ajny’s family, I became aware 
of her heart problems. Interestingly, she insisted 
on visiting doctors in diIerent hospitals, mostly 
outside of Kyzyl, emphasizing that it was a med-
ical condition stemming from her fate and, thus, 
had to be dealt with by a doctor.

The system of cooperation entails not only doc-
tors and shamans, but also lamas. Introduced in 
the eighteen century during the Manchu empire 
(P(M(E,%FA D=:K: :D:), Buddhism led to a quick 
development of Buddhist clergy in Tuva. As I no-
ticed during my @eldwork, most of my friends 
and informants were declared Buddhists, which 
did not prevent them from visiting shamans. Sha-
mans are considered to oIer practical, immedi-
ate solutions whereas lamas are expected to pro-
vide teachings and temporary protections. Even 
though lamas have a very skeptical approach to-
wards curses, in some cases, they do encourage 
their clients to see a trusted shaman with whom 
they are usually good friends. This happens, in 
cases like Sajana’s, when a person suIers from 
an onset of regular recurring medical conditions 
that cannot be explained. In a similar manner, if 
a shaman’s client suIers from an aLiction which 
makes them, for instance, suddenly aggressive, 
like in the case of Arzaana’s husband, then the 
shaman might direct the person to a chosen lama. 
According to shamans, it is the lamas that work 
best with peoples’ personalities and troubling be-
havior. Moreover, shamans and lamas oHen meet 
together to discuss the diIerent ills of society and 
cooperatively seek solutions to the variety of prob-
lems tormenting their clients. Interestingly, as 
emphasized to me by Ajny, amongst doctors, la-
mas, and shamans it is the latter that are consid-

ered as the ones with the most thorough under-
standing of peoples’ suIerings, as they regularly 
visit Kyzylians in their homes and families.

Within the ethnographic context of Kyzyl there 
are certain overlaps between shamans, lamas and 
medical doctors in terms of not only patients’ ex-
change and referral, but also methodologies and 
patterns of practice. For instance, in the ;=s, it was 
common among the shamans to receive a certi@-
cate at the end of their training (P(M(E,%FA D=:K: 
:DE). These certi@cates, resembling a medical doc-
tor’s diploma, stated the shaman’s specialization, 
such as eye problems, fertility, and so on (ibid.). 
Currently, given gradual disinterest among peo-
ple towards formally organized shamanism, these 
trainings and thus certi@cations are no longer oc-
curring. Nonetheless, as I have witnessed myself, 
on some occasions, shamans continue to codify 
diIerent ritual proceedings in a form of personal 
notebooks which they use when interacting with 
young adepts of shamanic practice, most of them 
coming from Europe or North America. In these 
notebooks, each ceremony description is followed 
by clear indications of which aspect of the client’s 
life it may in9uence and how one should prepare 
for it. This methodological cooperation extends 
concurrently to shamans and lamas. For instance, 
shamans base their divination practice as well as 
future predictions solely on the astrological cal-
endars that are annually prepared by lamas. Con-
sequently, shamans and lamas oHen jointly par-
ticipate in a variety of ceremonies, for example 
de9ection of clan curse, in order to strengthen 
or multiple the eOcacy of their practice (L(,D-
Y-(&) D==G). During these rituals, my informants 
described lamas as the quiet practitioners who of-
fer prayers and protection whereas the shamans 
were seen as expressive and creative negotiators 
who directly engage with the spirits and whose be-
havior is unpredictable.

The forms of cooperation between shamans, 
lamas and doctors may also occur without con-
sensus. For instance, one of my informants, aHer 
a very complicated surgery, was adamant to visit 
a shaman in order to ensure recovery and the safe 
prolongment of his life. He suIered from some 
kind of liver failure which, according to a sha-
man, was triggered by curse. His doctor, on the 
other hand, insisted that the man’s condition was 
caused by excessive drinking and poor diet rath-
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er than cursing. This, however, did not stop the 
patient from seeking additional help. In a similar 
way, many of my informants, while dealing with 
diIerent illnesses, despite being given a clean bill 
of health or receiving a full explanation regard-
ing the causes of their predicament from doctors, 
would still seek shamans’ support in establish-
ing the cause of their suIering and making sure 
it does not return. Interestingly, apart from doc-
tors it is also lamas who criticize and discourage 
continuous visits to shamans. As one of the lamas 
summarized it, it is easier to rely on cursing rath-
er than facing the actual issues causing the prob-
lems.

Despite these tensions, as indicated above, 
people in Kyzyl usually seek help from all three 
practitioners in order to cover every possible an-
gle of their predicament, from medical to socio-
cosmic. Like in cases of Sajana and Arzaana as 
well as my other informants looking for addition-
al protection aHer their surgeries, this constitutes 
the most eOcient way of confronting diverse af-
9ictions. These aLictions may originate from the 
deeds performed in previous lives, be associated 
with current instances of cursing as well as re-
9ect one’s fate. More than that, as one of my in-
formants explained it to me, people in Kyzyl oHen 
believe that medical treatments have limitations. 
As a result, it is common to assume that it is only 
the shaman who can truly and fully heal a patient, 
as they are the practitioners who understand what 
it means to be a human being. Consequently, rath-
er than focusing exclusively on a sick organ, like 
medical doctors, the shamans concentrate on the 
wider network of interactions which bind the vic-
tim, the spirit, the family, the place they live in a 
sociocosmic knot, the knot which when carefully 
navigated may allow for a successful cure. More-
over, interactions with spirits and people and thus, 
possible exposure to curses, are constituent of ev-
eryday sociality in Tuva rather than incompatible 
with it. In short, the instances of being cursed are 
not associated with a system of beliefs, but rather 
are approached as the aspect of everyday social in-
teractions. Given this, any medical issue triggered 
as a result of curse in9iction has to be confronted 
not only by a doctor, but also by a shaman in order 
to ensure full and successful recovery.

Conclusion

In conclusion, within the ethnographic context of 
Tuva conceptualizations of illness are tied to the 
mechanics of curses, which are in turn embed-
ded in sociocosmic politics. This challenges read-
ings of disease as con@ned to the workings of the 
body or the self alone. The concentric structure 
of a person becomes disturbed and thus turbulent 
as a result of illness triggered by curse, which, in 
turn, has wider implications on the treatment op-
tions that patients look for. In the challenging con-
text of post-Soviet Kyzyl, diIerent practitioners—
shamans, lamas, and medical doctors—seek one 
another out in mutual support and cooperation 
while struggling to alleviate their patients’ suIer-
ing. More than that, given diverse causes of med-
ical problems, patients prefer to simultaneously 
visit diIerent practitioners in order to secure the 
best possible results. Consequently, Tuvan society 
weaves together diIerent forms of practices and 
engagements with the world—spirit and human 
alike. In the presence of sudden and fatal illnesses 
or chronic aLictions associated with curses, bio-
medical approaches overlap with the experien-
tial knowledge of the shamans, and philosophical 
understandings of suIering oIered by the lamas 
to produce a unique healing landscape of compli-
mentary opposites rather than antagonistic pos-
sibilities. 
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“My Dream is to Bring Together Chinese and Western Medicine”
Why Chinese Medicine is Making its Way into Estonian Healthcare

KAT&! K%..!(

Abstract In recent years, Chinese medicine has become a popular therapeutical practice in Estonia. This is not 
surprising from the perspective of users as diTerent health-related, lifestyle and well-being teachings have found 
many adherents aRer the collapse of the Soviet Union. However, what is intriguing is the fact that Chinese medicine 
is gaining increasing attention by healthcare professionals too. In the Estonian context, Chinese medicine is regard-
ed as an alternative medicine from the point of view of biomedicine and the state. Due to historical reasons and the 
post Soviet context, alternative medicines are usually stigmatised by biomedical practitioners. Regardless of the 
ex plicit tensions between biomedicine and alternative medicines, Chinese medicine seems to enjoy higher accep-
tance than some other alternative medicines. Hence, the current situation, which can be described as a change of 
position regarding Chinese medicine in the Estonian health landscape, is relatively extraordinary. In this paper, I 
argue for three reasons why the position of Chinese medicine is currently changing. Firstly, the positive reception 
of Chinese medicine can be regarded as a favour from the state that has implemented regulations on acupuncture. 
Secondly, the reasons can be found in the current health policy and in the challenges that the Estonian healthcare 
system is facing. Thirdly, it is the mainstreaming process of New Age spirituality in Estonia and the way it changes 
the perception of the body that helps Chinese medicine to find its way into Estonian healthcare. The article is based 
on almost two years of ethnographic fieldwork in Estonia.

Keywords Chinese medicineO– healthcareO– medical diversityO– former USSRO– health policyO– new age 
spiritualityO– Estonia

Introduction

Estonia has been considered to be fertile ground 
for studying religious and spiritual developments 
(REMMEL & U(*- D=:G, see also HEELA& D=:K). In-
deed, the strong position of spiritual and folk be-
liefs combined with a low level of Christian prac-
tice, results of both a Soviet and pre-Soviet history, 
have made Estonia a complex and multilayered 
@eld of study. But similarly to religious and spiri-
tual developments, observing the changes in the 
Estonian health landscape evokes intriguing ques-
tions.

In Estonia, the signi@cance of institutional-
ized religion is low (R(,GFEE D=:4). But interest-
ingly, aHer the collapse of the Soviet Union, dif-
ferent health-related teachings have turned out 
to be more eIective than traditional religions in 
introducing religious and spiritual meanings and 
frames (U(*- D=:Ba: DB;). These health- related 
teachings and therapeutical practices, encom-

passing either trends from New Age  spirituality 
(S-).L(FFE & G(L!-& D=:K) or folk beliefs or both, 
help to @ll the gap that exists in the religious and 
spiritual domain in post-Soviet Estonia. In the 
Estonian context, spiritual, health-related and 
lifestyle or well-being teachings are all  blending 
into one, and it is diOcult to make a clear distinc-
tion between them. Furthermore, regardless of 
the Soviet atheist campaigns that successfully 
fought against the Christian church, folk beliefs 
and especially folk medicine survived the Sovi-
et period relatively intact (REMMEL & U(*- D=:G: 
:K). For example, the tradition of self-medication 
and especially the usage of herbal medicine con-
tinued during the Soviet era and aHer (S[-KA,D 
& KALLE D=:=, K[(F-P-- D=:4, RAAL, RELFE & 
K[(F-P-- D=:E).

Also another aspect that makes research on 
health-related beliefs and practices fascinating 
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in the Estonian context is rooted in the heritage 
of Soviet scienti@c-materialistic philosophy. The 
Soviet materialistic ideology emphasised the de-
marcation of science and non-science by drawing 
clear boundaries, at least in public discourse, be-
tween biomedicine and medical alternatives, or 
alternative medicines. Any kind of medical di-
versity was oOcially rejected by state institutions 
and by biomedicine: an example of the triumph 
of science enjoying a prerogative status (S(,GER 
& BAER D=:D: :KK). It would, however, be wrong to 
claim that no other healing modalities than bio-
medical were used. As research in former Soviet 
countries has shown, in practice medical diver-
sity existed in the Soviet Union (L(,DY-(&) D==B, 
H%,EY D=:D, PE,KALA-GAWĘ.KA D=:B), and Sovi-
et Estonia was no exception. In addition to  herbal 
medicine, practices like visiting a folk healer oc-
curred throughout the Soviet era despite state 
prosecutions (K[(FA D=:4). Also, in the :;E=s a 
growing interest in Oriental medicines and medi-
tation emerged (K[(FA :;;B).

Although in practice medical diversity exist-
ed, the rhetoric of scienti@c materialism and un-
doubtedly the privileged position of biomedicine 
during the Soviet period have remarkably ten-
sioned the relationship between biomedicine and 
medical alternatives in Estonia. For example, in 
contemporary Estonia the label “alternative med-
icine” carries a relatively negative connotation, re-
ferring to a wide spectrum of diIerent therapeutic 
and healing practices that have not been able to 
establish a privileged relationship with the state 
as biomedicine. From the perspective of sceptics 
and critically-minded healthcare professionals,  
 “alternative” refers particularly to the lack of evi-
dence-based proof on the eOcacy of a treatment 
method, and oHen methods located outside the 
oOcial state healthcare receive the label very eas-
ily (T(KK D==G, ER,()& D=:C). My own research on 
media representations of alternative medicines 
as well as other research (U(*-, forthcoming) has 
shown that the practitioners and users of alterna-
tive medicines try to contest, avoid or reject the la-
bel and oHen prefer to use a variety of other con-
cepts.

The tension between biomedicine and medi-
cal alternatives has also been pointed out by oth-
er recent studies. Many patients in Estonia who 
use therapies that could be de@ned as alternative 

do not discuss them with their physicians, since 
these patients realise that alternative medicines 
are excluded from the @eld of expertise and in-
terests of biomedicine (L-*(, V(!ALEMM & TA*A 
D=:B). My own interviews with patients who suIer 
from chronic diseases con@rm similar attitudes, 
as do healthcare professionals who are interest-
ed in alternative medicines: they have repeated-
ly told me that patients are usually surprised if a 
healthcare professional approves alternative ther-
apies. Moreover, these same healthcare profes-
sionals, who work for the state-funded healthcare 
system but are interested in or practise alterna-
tive medicines, know that they have to be careful 
when recommending alternative health therapies 
to patients, since the allowance and expectation 
is to recommend evidence-based treatments only 
(see also U(*- D=:Ba: DC=).

If there is explicit tension between biomedi-
cine and medical alternatives, cases of “deviant in-
siders” (DEW D===), “heretics” of medicine (MAR-
)(, D==4) or “from doctor to healer” (DAF(&-FL%YD 
& S). J%!, :;;E) become extremely thought-pro-
voking topics to study. Healthcare professionals 
who practise some alternative methods represent 
medical diversity particularly well as they borrow, 
mix and work with diIerent ideas, practices and 
styles from diIerent treatment modalities. In Es-
tonia, there have been and there are such phy-
sicians who are simultaneously “insiders” and  
 “outsiders” of biomedicine. One of the most sig-
ni@cant examples is Dr Luule Viilma (:;G=–D==D) 
who was a gynaecologist, and a very charismat-
ic and popular spiritual teacher and healer in the 
:;;=s. Till this day she is the best-selling author 
of spiritual self-help books in Estonia. However, 
back in the :;;=s she was highly controversial. 
She gained massive popularity among patients in 
Estonia, as well as having followers in neighbour-
ing countries such as Finland, Latvia and Russia, 
but at the same time she also encountered enor-
mous hostility, especially from the Estonian bio-
medical community, resulting in her losing her 
doctor’s license (U(*- D=:Ba, U(*- forthcoming; 
see also K[(FA :;;B).

Approximately D= years later, another very 
charismatic and popular physician emerged: 
Dr Rene Bürkland (born in :;C4), a practitioner 
of Chinese medicine and the bestselling author 
in D=:B in Estonia. Having a medical degree from 
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the University of Tartu, Estonia (D==B), and a de-
gree in Chinese medicine from Beijing Universi-
ty, China (D==;), he is the founder of the centre 
for Chinese medicine, which has become one 
of the biggest centres providing Chinese-medi-
cine-related health services in Estonia. Besides 
providing treatment, he has also become a rec-
ognised teacher of Chinese medicine. However, 
interestingly enough, he has never faced similar 
contempt as Dr Viilma faced D= years ago. On the 
contrary, if the Estonian media published stories 
of Viilma titled “Psychic is an irresponsible heal-
er” (LAA,EPERE :;;B) or “Watch out, PSYCHIC!” 
(AR-NÄRF :;;;), then in Bürkland’s case there are 
headlines such as “Our own Oriental wise man” 
(EL&)R%K D=:G) or “Two-year-long queues, best-
selling books: What is the phenomenon of the 
healer Rene Bürkland about?” (P-*L(K.EE D=:B). 
Remarkably, under Bürkland’s supervision Chi-
nese medicine, which is perceived as an alterna-
tive medicine by the state and most of the health-
care professionals, is slowly but @rmly making its 
way into the Estonian state healthcare. Compared 
to other alternative medicines, Chinese medicine 
seems to enjoy higher oOcial acceptance. Besides 
conducting courses for healthcare professionals 
at his centre, Bürkland has also held training days 
at state hospitals in the capital of Estonia, Tallinn, 
since D=:B. This is a rare undertaking in the Esto-
nian context to this date.

It could be argued that one of the reasons why 
the reception of Viilma and Bürkland diIers so 
drastically can be found in the strategies they 
apply to introduce their teachings. While Viilma 
presented herself as a spiritual teacher and heal-
er who was preaching her own teachings (U(*- 
D=:Ba), Bürkland has quite neutrally de@ned him-
self as a doctor or specialist in Chinese medicine. 
Regardless of his own interpretations, he oHen 
claims that what he is teaching is not his own but  
 “classical Chinese medicine”. When Viilma was at 
@rst sceptical and later explicitly negatively mind-
ed towards biomedicine and therefore opposing 
her teachings to biomedicine, Bürkland has be-
come a spokesperson for integrative medicine and 
emphasises that his “dream is to bring together 
Chinese and Western medicine” (F(L(PP%F D=:B). 
It also could be argued that Viilma’s teachings en-
compassing ideas from Christianity to New Age 
spirituality and from parapsychology to Eastern 

philosophy (U(*- D=:Ba: DC4) were explicitly “too 
spiritual” for biomedically minded healthcare 
professionals. In his lectures to healthcare pro-
fessionals, Bürkland has introduced clinical evi-
dence-based approaches to Chinese medicine 
alongside with Taoist philosophy. Furthermore, 
only subtle references to New Age spirituality can 
be detected, giving the impression that Chinese 
medicine is secular and scienti@c only.

In this paper, however, I would like to argue 
that Bürkland’s positive reception by healthcare 
professionals is not only based on his charisma 
or the strategies he has chosen for representing 
and framing Chinese medicine. Instead, I argue 
that the reasons why the position of Chinese med-
icine is currently changing are rooted in the rela-
tionship Chinese medicine has with the state, in 
the current health policy and in a particular spiri-
tual context. In the paper, I will @rstly delve deep-
er into the case study and point out some of the 
most crucial aspects regarding the relationship 
between the state and Chinese medicine. Sec-
ondly, I will focus on the interviews I have made 
with Estonian healthcare professionals and ana-
lyse their critiques of biomedicine. I explore how 
boundaries are made, shiHed, crossed and recon-
@gured between biomedicine and Chinese medi-
cine by diIerent actors, such as healthcare pro-
fessionals, practitioners of Chinese medicine and 
the state. By doing this, I aim to demonstrate how 
the position of Chinese medicine has changed in 
the health landscape as well as how the position 
of Chinese medicine is perceived by healthcare 
professionals.

I am aware that the concept ‘Chinese medicine’ 
is fuzzy. Within this article, Chinese medicine is 
understood as a contemporary perception of his-
toric Chinese medicine, which is shaped by a par-
ticular cultural and social context as well as in-
dividual interpretations of every practitioner and 
user. In the Estonian context, Chinese medicine 
is regularly known by diIerent treatment practic-
es like acupuncture, herbal medicine, massages, 
qigong, cupping, moxa-therapy and food therapy. 
From a philosophical point of view, practitioners 
introduce Chinese medicine in the framework of a 
Taoist philosophy; however, teachings of New Age 
spirituality are also present. A somewhat newer 
and rising trend in public discourse, mostly due to 
Bürkland’s activity, is to introduce Chinese medi-
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cine as a particular way of life aiming to improve 
an individual’s wellness.

The paper is based on almost two years of eth-
nographic @eldwork in Estonia. In the spring of 
D=:B I started my @eldwork on Chinese medicine 
as a continuation to my earlier research on spiritu-
al health-related practices. By D=:B Rene Bürkland 
had become unquestionably the most famous  
 “healer” and practitioner of Chinese medicine in 
Estonia. Since then I have been conducting (par-
ticipant) observation at public events like book 
presentations, radio broadcasts, training events, 
and lectures held by Bürkland. These events have 
been targeted at either healthcare professionals 
or a wider audience, both aiming at popularising 
and introducing Chinese medicine. Attending the 
events has helped me to understand the speci@cs 
of the choices that Bürkland constantly makes, 
for example which language and expressions to 
use, which topics to cover while speaking to dif-
ferent audiences, and how to represent the mate-
rial on Chinese medicine. Since D=:B, I have also 
conducted media and to some extent social media 
ethnography. I have collected news stories writ-
ten by and about Rene Bürkland which have been 
published in the Estonian media from D==; un-
til D=:C as well as selectively news stories on Chi-
nese medicine and acupuncture from the period 
of approximately D= years. I have regularly read 
newsletters and watched video messages issued 
by Bürkland’s health centre, and observed the cen-
tre’s Facebook page. All this data has assisted me 
in bringing out the most crucial aspects of the cur-
rent research topic. Furthermore, it has also pro-
vided the general context for this article.

The data that I analyse in the second part of the 
article was collected in D=:C. I made nine in-depth, 
semi-structured interviews with healthcare pro-
fessionals who had either attended Bürkland’s 
training courses on Chinese medicine for health-
care professionals or had attended some other 
(public) lectures given by Bürkland. I conduct-
ed the interviews in Estonian, recorded and tran-
scribed them and later translated the chosen ex-
tracts used in the article into English. The names 
of the participants are pseudonyms. At the begin-
ning of every interview, I asked the participants 
to de@ne eight concepts—conventional medicine, 
traditional medicine, alternative medicine, com-
plementary medicine, integrative medicine, folk 

medicine, belief medicine, natural therapies—to 
make them re9ect on the relationships between 
biomedicine and other forms of medicine. Hence, 
overall, the discussions revolved much around the 
positions and roles of alternative medicines, in-
cluding Chinese medicine in particular.

From the theoretical point of view the paper 
relies on the concepts developed in the @elds of 
medical anthropology and folkloristics. One of 
the points of departure revolves around the con-
cepts of medical pluralism and medical diversity. 
Coined by anthropologist C!ARLE& LE&L(E (see 
:;CB, :;E=), medical pluralism has, within the last 
thirty to forty years, shaped research in medical 
anthropology and sociology remarkably. How-
ever, already since its very introduction, the con-
cept has also been widely criticised (PE,KALA- 
GAWĘ.KA & RAN)AR D=:B: :D;), and more recent 
academic discussions have favoured the concept 
of medical diversity instead. While medical plu-
ralism is mainly understood to consist of sepa-
rate systems of medical practices and forms of 
knowledge that coexist together and interact 
with each other, medical diversity draws atten-
tion to the mixture and intersections of diIerent 
therapeutical practices (KRA-&E, ALEM & PARK(, 
D=:D: E). As anthropologist DAF(D PARK(, (D=:K: 
:DG) writes, the concept of medical diversity re-
fers to the mutual borrowing of ideas, practices 
and styles between them. So instead of studying 
medical systems the focus has shiHed to studying 
practice—what people actually do, by highlight-
ing the roles of invention, innovation, and disor-
der (P%%L & GE(&&LER D==G: 4G). Considering the 
two research traditions of medical pluralism and 
medical diversity, scholars have become contin-
ually interested in how boundaries are recon@g-
ured through intersecting markers of diIerence 
(KRA-&E, ALEM & PARK(, D=:D: E).

Similar trends have taken place in medical folk-
loristics too. The :;C=s signify the emergence of 
a relational perspective on health in folkloristics, 
meaning that diIerent modalities of healing are 
seen in relation to each other. From the earlier 
approach of health belief systems (O’C%,,%R & 
H-FF%RD D==:), the emphasis has moved to the 
exploration of the shiHing and relational bound-
aries that constitute multiple lay and oOcial epis-
temologies and practices (BR(GG& D=:D: KKE). In 
other words, the approach of health belief sys-
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tems views both biomedicine and nonconvention-
al medicines as equal, but still as diIerent health 
belief systems, and is interested in interconnec-
tions between these systems. The exploration of 
the shiHing and relational boundaries, however, 
has entailed questions such as how boundaries are 
made between biomedicine and other modalities 
of healing, who makes the boundaries and who 
crosses them, and which “boundary objects” (S)AR 
& GR(E&EMER :;E;) provide the means to both rec-
ognise boundaries and translate across the social 
worlds they de@ne (BR(GG& D=:D: KKC–KKE).

In addition to this, I am also motivated by folk-
lorists (PR(M(A,% D=:D, B%WMA, &VALK D=:D, K(-
FAR( D=:B) who have done research on and have 
theorised the concept of vernacular belief. I ap-
proach the intersections of diIerent therapeutical 
practices as a @eld where various actors and their 
voices, in the form of many, oHen con9icting, at-
titudes, opinions and statements, encounter each 
other. Some of these expressions are suppressed, 
marginalised and neglected, and look for legiti-
misation and acceptance in dynamic ways. Others 
demonstrate their hegemony. Within these pro-
cesses, boundaries are constantly being made, re-
con@gured, shaped, and shiHed by diIerent actors.

Chinese medicine in Estonia—practitioners and 
relationship with the state 

Chinese medical techniques were already prac-
tised in Soviet Estonia. These techniques were 
imported to Soviet Russia by Chinese ethnic 
communities (L(,DY-(&) D==B: K4). Similarly to 
trends in Western countries, acupuncture par-
ticularly gained attention by medical doctors. As 
far as is known, Vera Paklar is on record as being 
one of the @rst Estonian physicians who attend-
ed an acupuncture course in Moscow and  started 
to treat patients. Her acupuncture set from the 
:;B=s–:;C=s is currently possessed by the Esto-
nian Healthcare Museum. On the other hand, Ori-
ental philosophies became increasingly attrac-
tive. In addition to study programmes in Eastern 
languages at the Tartu State University (current-
ly University of Tartu), also study circles dedicat-
ed to Oriental philosophies were founded in the 
:;C=s (K-LMAR D==C). In the :;C=s–:;E=s, these 
circles attracted young students of whom sever-
al later became acupuncturist and practitioners 

of Chinese medicine. Among others, for example, 
there was Lembit Kuhlberg, who attended one of 
the aforementioned study circles in the :;C=s as 
a biology student. AHer being fascinated by tradi-
tional medicine and especially Chinese medicine, 
he graduated from the university for the second 
time as medical doctor and became an acupunc-
turist (A,&K% D=:K). 

In the :;E=s, interest in Oriental philosophies 
together with Oriental medicines and meditation 
increased generally in society (K[(FA :;;B). More-
over, the authorities of Soviet Estonia were in-
creasingly favouring acupuncture because “health 
oOcials in Moscow” perceived it eIective in treat-
ment and potentially cost-eOcient (D-DARE,K% 
D==C). In :;C;, the Methodical Centre for Re9exo-
therapy was founded in Tallinn by the Ministry of 
Healthcare of the Estonian SSR, coordinating the 
work of acupuncturists in the ESSR. In :;EK, the 
Association for Acupuncturists was formed unit-
ing the :B acupuncturists who were working in So-
viet Estonia (see EAA web). This is also the period 
of institutionalisation and professionalization of 
acupuncture. Only medical practitioners with at 
least three years experience in clinical work could 
learn acupuncture. Local practitioners attended 
courses mainly in Moscow and Leningrad, but 
also in other Republics of the Soviet Union, less 
in China however. Since :;C; acupuncture as a 
speciality was part of re9exotherapy, then inter-
nal diseases, and later of neurology.

Regardless of being alternative to biomedicine, 
acupuncture was de@nitely in a privileged posi-
tion all over the Soviet Union compared to some 
other healing therapies which were practiced 
semi-underground (see e. g. L(,DY-(&) D==B: 
K4–KG), and this was the case already before Per-
estroika. Medical acupuncturists were working 
at state clinics of ESSR (see EAA web). However, 
we should not forget that it was the Soviet period, 
meaning compliance with scienti@c materialism. 
Practicing acupuncture had to be done under the 
label of science and for this reason acupuncturists 
had to be medical doctors. Similarly, medical spe-
cialists worked in the Institute for the Preserva-
tion of Lenin’s Body to study and experiment with 
non-Western medicine (L(,DY-(&) D==B: KG); or 
the Baltic Dowsers’ Association was formed to 
study an imperceptible “force” (or “radiation”) 
coming out of the ground which was believed to 
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have an impact on human health and cognition 
(K(FAR( D=:G).

The collapse of the Soviet Union marked the 
beginning of a new period in Estonia. Former in-
stitutions required adaption to new settings and 
re-organisation. AHer some years of a pause in 
its activities, in :;;K the successor of the Associ-
ation for Acupuncturists—the Estonian Acupunc-
ture Association—was founded to unite medical 
professionals practising traditional Oriental med-
icines. Since :;;4 the society has been a member 
of the International Council of Medical Acupunc-
ture and Related Techniques. Nonetheless, acu-
puncture was declining institutionally. If in the 
:;E=s acupuncture as a speciality was part of neu-
rology, then in :;;K in the new healthcare sys-
tem it was grouped under rehabilitation meth-
ods where it has stayed to this day. Around the 
same time, fuelled by a philosophical, religious 
and spiritual liberation (AL),-RME D==B), sev-
eral new-comers entered the health landscape. 
In the same year, :;;K, one of these new-com-
ers, the Estonian branch of the international Nei-
jing School, opened its doors and started training 
people in Chinese medicine with and without a 
medical background. One of the graduates in the 
:;;=s was Rene Bürkland. The Neijing School not 
only brought Chinese medicine to its students but 
also introduced trends from New Age spirituality 
more broadly. Nowadays, for example, in addition 
to Chinese medicine, the Neijing School also of-
fers courses and seminars on astrology, neo-sha-
manic drum making and diIerent meditations 
and massages.

In :;;C acupuncture faced another institution-
al decline. Since the formation of state @nanced 
health insurance system in the beginning of :;;=s, 
acupuncture was listed as state-@nanced treat-
ment method, just as it used to be during the Sovi-
et period when healthcare was free for everyone. 
Until the exclusion from the list of the Estonian 
Health Insurance Fund, many Estonian acupunc-
turists were working at state clinics, as rehabili-
tation doctors though. AHer :;;C, when the state 
did not reimburse the costs for the service any-
more, many of these acupuncturists became pri-
vate doctors (EAA webpage). As one among other 
health practices located outside the state funded 
healthcare, acupuncture was oIered by private 
practitioners according to the principles of the 

free market economy. In D==4, the Estonian So-
ciety for Classical Chinese Medicine was founded, 
primarily to teach Chinese medicine. Although, 
according to the statute, the society accepts all 
people as members “who are deeply interested in 
Chinese medicine,” members mainly comprise of 
both Estonian and Russian speaking medical pro-
fessionals, including Rene Bürkland. It is crucial 
to mention the foundation of the society as it also 
re9ects the changed position of Chinese medicine 
and medical acupuncturists. In the :;;=s Estonia 
witnessed rapid pluralisation of diIerent heal-
ing practices (see also U(*-, forthcoming). It was 
a period of boom for spiritual healers and “witch 
doctors” (see also K[(FA :;;B). Due to the institu-
tional decline of acupuncture, in this new context 
of medical and spiritual diversity, medical acu-
puncturists were forced to draw a clear boundary 
between practitioners who had a medical back-
ground and the ones who did not. Hence, the Es-
tonian Society for Classical Chinese Medicine was 
founded by medical acupuncturists, to keep the 
professional level of Chinese medicine as well as 
acupuncture.

Another change that medical acupuncturists 
have undergone due to the institutional decline of 
acupuncture has been the adaption to the health 
market. During the Soviet times and in the :;;=s, 
and even in the beginning of D===s, medical prac-
titioners who practised Chinese medicine mainly 
called themselves acupuncturists. However, ap-
proximately in last ten years they have found it 
more suitable to use labels like “practitioner of 
Chinese medicine,” “doctor of Chinese medicine” 
or “specialist in Chinese medicine.” By being ex-
cluded from the state-funded healthcare, and, 
thus, being marginalised, it seems that medical 
acupuncturists have been forced to demonstrate 
more explicitly the diversity of techniques of Chi-
nese medicine to compete with a variety healing 
practices that are found on the Estonian health 
market. In D==; Rene Bürkland with his centre for 
Chinese medicine entered the market, at @rst rep-
resenting himself as acupuncturist and general 
practitioner, later as doctor of Chinese medicine.

However, comparing Chinese medicine to 
some other practices that are present on the Es-
tonian health market, for example Reiki healing, 
homeopathy, diIerent breathing techniques, or 
even osteopathy and chiropractic, there is one 



CURARE 41 (201+) 1+2

68  KAT&! K%..!(

more crucial diIerence. Since D==B legal regula-
tions have been enforced on acupuncture by the 
state. Out of all other Chinese medical techniques, 
the state regards acupuncture as specialised med-
ical care and a healthcare service requiring the 
implementation of the Health Service Organisa-
tion Act (D==:). The Health Service Organisation 
Act applies only to biomedical health services 
or services accepted as part of “real” medicine. 
Usually, non-biomedical health services that are 
provided by practitioners of any kind of alterna-
tive medicines are not included in the Estonian 
health regulations since these practices are not 
considered to be oOcial healthcare services, by 
neither practitioners or oOcials (see also T(KK 
D==G, LA( et al. D=:K). This is also one of the rea-
sons why practitioners of alternative medicines 
usually do not apply for oOcial activity licences 
issued by the Health Board, in order to oIer their 
services as healthcare services; however, theo-
retically it could be possible (see also MAAR()& 
D=:C). The :;;=s witnessed a drastic growth of 
diIerent health providers, and, unlike in the So-
viet period, practitioners without a medical edu-
cation began to use acupuncture to treat their cli-
ents. Before D==B, there were no particular legal 
statements, which is why it was ambiguous from 
a practitioner’s viewpoint whether acupuncture 
was considered a healthcare service or not and 
whether the activity licence was needed. Since 
D==B though, by the verdict of the Supreme Court 
of Estonia, acupuncture can be practised by li-
censed medical doctors only if it is done for the 
purpose of economic and professional activities 
(i. e. acupuncture is oIered as a service).

It is worth mentioning that the main debate re-
lated to the court case and the @nal verdict were 
based to a large extent on one question—whether 
acupuncture is a healthcare service or an alter-
native medicine. In the Soviet period, alternative 
medicines were the healing methods that were ex-
cluded from the state-funded healthcare as they 
were ideologically inappropriate, meaning not 
scienti@c. Since the :;;=s the same logic has been 
applied—alternative medicines are the methods 
that are not evidence-based and are located out-
side of the healthcare system. AHer the exclusion 
from the list of the Estonian Health Insurance 
Fund in :;;C, acupuncture lost its privilege en-
tirely and was basically downgraded to the family 

of other alternative medicines. So following this 
principle, in court the accused, a practitioner of 
Chinese medicine, claimed that acupuncture was 
an alternative medicine. The court analysis, on 
the contrary, made it clear that acupuncture is a  
 “procedure that involves penetration to the hu-
man body and if not carried out according to the 
rules (incl. ignoring hygiene requirements), it 
can pose a serious risk to human health” (The Su-
preme Court of Estonia, verdict, D==B), and, thus, 
should be considered a health service.

So it could be said that the state “saved” acu-
puncture from the status of an alternative medi-
cine. And indeed, even the Estonian Medical Asso-
ciation whose oOcial attitude towards alternative 
medicines is sceptical, if not hostile, regards the 
use of acupuncture “justi@ed to some extent and 
accepts it as part of medical activity” (T(KK D==G, 
see also V[&-ME)& D=:G). This, of course, does 
not mean that acupuncture would enjoy the privi-
leges of biomedical health services. Although be-
ing a health service, acupuncture is not listed as 
state-funded health service. Also, this does not 
mean that healthcare professionals would con-
sider the usage of acupuncture self-evident. Nu-
merous times during my @eldwork I witnessed 
Bürkland discussing the safety and eOciency of 
acupuncture as well as quali@cation and profes-
sional level of acupuncturists with healthcare pro-
fessionals.

Except acupuncture, licensing regarding al-
ternative medicines basically does not exist or is 
very vague in Estonia. As mentioned above, usu-
ally, alternative medicine health services are 
not considered to be oOcial and state regulated 
healthcare services, by either practitioners or of-
@cials. Recently some debates have been raised 
about licensing. Published in the Estonian Public 
Broadcasting news, according to a statement by 
a representative oOcial of the Health Board, the 
principle is that as long as there is no threat to life 
or health, alternative medicine services could be 
oIered by practitioners and consumed by users 
(MAAR()& D=:C). The Health Board and the Esto-
nian Consumer Protection Board interfere only in 
the case of any violation. For example, they would 
interfere if a practitioner claims that the alterna-
tive health practice is an oOcial legitimate health-
care service or the practice/product has medical 
features that it actually does not have. If someone 
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promises “to heal,” the Boards consider it as not 
de@nite enough and usually do not interfere (Ibid.). 
Regarding Chinese herbal medicine, massages, qi-
gong, moxa-therapy, and food therapy, then these 
practices are considered to be part of alternative 
medicines and no legal restrictions other than the 
Health Board’s statement mentioned above are en-
forced on practitioners.

Since D==E, however, the Estonian Quali@ca-
tions Authority has issued occupational quali@-
cation standards for Chinese natural therapists. 
From the perspective of the state, though, these 
quali@cation standards are nothing too solid be-
cause actually they “neither allow nor prohib-
it” anybody to become a Chinese natural thera-
pist (MAAR()& D=:C). In other words, one can be 
a Chinese natural therapist without reaching an 
occupational quali@cation standard as long as 
the “therapist” has enough clients or the clients 
accept the practitioner without particular qual-
i@cation. Also, it is relatively easy for organiza-
tions and individuals to apply for licenses to con-
duct in-service education, which is why there are 
many providers who oIer courses on diIerent 
health-related practices and teachings and give 
out certi@cates. OHen Chinese medicine with its 
techniques is incorporated in a wider spectrum of 
practices of New Age spirituality or of contempo-
rary folk medical practices. Moreover, one of the 
indicators that validates the quali@cation of the 
practitioner is simply the name of the teacher (or 
master) or belonging to professional associations 
of alternative medicines. In the context of free 
market economy, spiritual and medical diversity, 
the level of quali@cation and skills, approaches to 
and representations of Chinese medicine vary a 
lot among practitioners. 

If thinking about the current position of Chi-
nese medicine on the landscape of Estonian 
healthcare and the developments it has faced 
from the beginning of the :;;=s, a quite complex 
picture opens up. Nonetheless, I would like add 
one more aspect. At this moment, Chinese med-
icine seems to undergo another change. Under 
the supervision of Rene Bürkland, great interest 
in Chinese medicine has emerged, and not only 
by users but also by healthcare professionals. The 
medical portal MedD4, an important and reliable 
source of information for latest medical, health-
care and health policy news, has published sev-

en articles about Chinese medicine within the last 
two years. It rarely happens that medical portals 
or local medical journals publish something about 
alternative medicines, and, moreover, in a rela-
tively neutral manner. Just recently, in D=:E, the 
portal published its := most read articles in the 
last ten years, and the most read one is an inter-
view with Bürkland, one where he states that his  
 “dream is to bring together Chinese and Western 
medicine” (F(L(PP%F D=:B). However, when look-
ing back at D=-, :G- or :=-year-old statements by 
medical acupuncturists, Bürkland is actually say-
ing nothing new or revolutionary. These medical 
acupuncturists have craved aHer the bond with 
biomedicine and the state for the last D= years. 
They have also claimed that Chinese medicine, in 
their opinion, should be combined with biomed-
icine. But why, unlike others, has Bürkland been 
holding training days at hospitals in the capital 
of Estonia since D=:B? And why have statements 
of “bringing together Chinese and Western med-
icine” previously remained marginal or stand-
alone attempts without any signi@cant results? In 
the context where alternative medicines are usu-
ally stigmatised by biomedical practitioners, why 
are healthcare settings becoming more open to-
wards Chinese medicine?

Healthcare professionals’ encounters with 
Chinese medicine

In D=:C I made nine in-depth, semi-structured in-
terviews with healthcare professionals who at-
tended Bürkland’s training courses on Chinese 
medicine for healthcare professionals, except for 
one person who instead attended Bürkland’s pub-
lic lecture and participated on a training day of 
cupping under the supervision of another prac-
titioner of Chinese medicine. The participants I 
interviewed for the study are all trained as either 
as nurses or midwives, except one participant 
who is trained as a medical doctor but now, af-
ter her career as a MD, works as a health consul-
tant. The sample of this study is characteristic of 
the present situation. As typically shown by oth-
er research (CA,) & S!ARMA :;;;, FADL%, D==B), 
nurses and midwives are more interested in alter-
native medicines than medical doctors. Regard-
ing the Estonian case this is also very signi@cant. 
In D=:B when I attended Bürkland’s training day 
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for healthcare professionals at one state hospital 
in Tallinn, out of ;G registered participants only 
seven were medical doctors. For my research I 
managed to make contacts only with nurses and 
midwives. This clearly demonstrates that medical 
doctors are more cautious about and reluctant to 
alternative medicines.

It is also worth mentioning that for me as a re-
searcher it was not that easy to get a permission 
to attend the training day. When I contacted the 
representative of the hospital who was organising 
the training day and explained I was a doctoral 
student in folkloristics and would like to conduct a 
research, her reaction was: “We don’t want to give 
an impression that we’re dealing here with witch 
doctoring.” (Fieldnotes D=:B–D=:C) Instead, “not to 
give a wrong impression,” we agreed that on the 
training day I could present myself to the partici-
pants as a medical anthropologist. Also, when lat-
er interviewing the organiser, she emphasised for 
several times that when organising the training 
day they “followed all the protocols.” She admitted 
that organising such an event was a bold step but 
then immediately diminished the signi@cance of 
it by claiming “there was nothing dramatic or ex-
traordinary.” This all shows that alternative med-
icines are still strongly stigmatized in biomedical 
settings, and shiHing the boundaries between bio-
medicine and alternative medicines is done ten-
tatively and with caution. However, the organiser 
made another remarkable comment:

But of course when we were preparing this train-
ing day, for us, a starting point was our current 
health policy and then the needs that we have 
here, when working in the hospital environment.

By analysing the healthcare professionals’ cri-
tiques of biomedicine’s unmet needs and short-
comings, I explore how healthcare profession-
als themselves make and shiH the boundaries 
between biomedicine and Chinese medicine. In 
the @nal remarks, I discuss some of the aspects of 
the current health policy that the organiser of the 
training day hinted at.

Participants

Before presenting the analysis of the interviews 
I brie9y introduce the participants of the study. 
Drawing on participants’ contact with Chinese 

medicine and engagement with and interest in al-
ternative medicines, it is possible to distinguish 
diIerent levels of involvement. Similarly to re-
search (U(*- D=:Bb: KB–K;) conducted on New 
Age/spiritual milieu, I distinguish three levels—
regular practitioners, those strongly inclined to-
wards alternative medicines, and those with a 
weak inclination towards alternative medicines.

The participants who could be described as reg-
ular practitioners are Jane, Lydia and Mare. Jane is 
a DC-year-old nurse who is currently studying Chi-
nese medicine at a private school which focuses 
on alternative and nature therapies and massage. 
AHer graduating the school her aim is to join Rene 
Bürkland’s training courses as she considers them 
more professional. She sees Bürkland as one of 
her role models and would like to open up a centre 
of integrative medicine in the future. She has read 
books written by the most popular spiritual and al-
ternative healers of Estonia, including Luule Viil-
ma. Jane has practiced meditation and is open to 
diIerent alternative therapies. Lydia is a 44-year-
old midwife and consultant who studied Chinese 
medicine in the :;;=s at the Neijing School in Es-
tonia. She has experimented with diIerent alter-
native therapies, especially homeopathy.

Mare is a GC-year-old midwife who also stud-
ied Chinese medicine in the :;;=s at the Neijing 
School, like Lydia. She has passed special training 
in herbal medicine for midwives and as a head of 
department encourages her colleagues to use dif-
ferent herbs too. Although she seems convinced 
that all alternative therapies have their own func-
tion and bene@t, she makes a clear distinction be-
tween those therapies that can be appropriate-
ly applied in the @elds of oOcial healthcare and 
those that cannot.

Pille, Leelo and Jaanika are strongly inclined to-
wards alternative medicines. Pille, a 4G-year-old 
midwife and consultant, has been interested in 
different alternative spiritual and health prac-
tices since the :;;=s. She has also learnt some of 
the methods herself. Before attending Bürkland’s 
training course at the hospital, she had heard 
about Chinese medicine from her colleagues. Lee-
lo, a GK-year-old nurse, has previously been inter-
ested in alternative therapies like aromatherapy, 
chiropractic and acupuncture. Since attending 
a course on acupuncture last year, she has been 
more generally interested in Chinese medicine, 
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which is why she decided to participate in Bürk-
land’s training course at the hospital. Jaanika, a 
D;-year-old midwife and consultant, attends dif-
ferent courses and lectures on alternative thera-
pies, including Chinese medicine. She sees this as 
part of her continuing professional training. Jaan-
ika claims that her personal aim is to integrate the 
views of biomedicine and alternative approaches 
to mitigate the current con9ict that, in her opin-
ion, exists between them.

The last three participants, Reelika, Kadri and 
Anna, are depicted by at the level of a weak inclina-
tion towards alternative medicines. Before attend-
ing Rene Bürkland’s training course at the hospital, 
Reelika, a 4;-year-old nurse, did not know much 
about Chinese medicine. As she explained, she 
participated in the training at the hospital out of 
curiosity: “because the course was oIered along-
side scienti@c medical courses.” Kadri, a DK-year-
old nurse, had a former colleague who was study-
ing Chinese medicine, which is why she was eager 
to get to know more about it and decided to at-
tend the training course. Anna, a CC-year-old MD, 
is currently working as a health consultant. As she 
claimed, during the last couple of years she has 
changed her attitude and has become more open 
towards alternative medicines. She attended the 
training course to widen her scope of knowledge 
in case some of her patients would ask about Chi-
nese medicine.

Preventing diseases and maintaining health

In this study, regular practitioners oHen expressed 
disappointment with the biomedical approach to 
health and disease. These participants were gen-
erally dissatisfied with biomedical education, 
which they claim does not provide knowledge 
to assess the nuances of a patient’s health condi-
tion in early stages of sickness, or even ignores 
these minor health changes. Reckoning this, it is 
not surprising that all participants regardless to 
their inclination told, more or less explicitly, that 
they lack methods for preventive treatment. For 
the @rst two “groups” of participants one of the 
reasons why they became interested in alternative 
medicines, and some of them especially in Chi-
nese medicine, was the will to broaden the array 
of techniques and knowledge of preventive treat-
ments. They have been looking for tools and in-

structions that they could recommend to patients 
so that “the patients could help themselves more,” 
as they said. Guiding patients towards self-surveil-
lance, i. e. observing the signs and learning to ‘lis-
ten’ to the body as a whole, was one of the main 
instructions picked up from Chinese medicine. 
Participants with a weaker inclination even con-
sidered such self-monitoring in particular to be 
the core of Chinese medicine. It was also common 
for regular practitioners and both participants 
with stronger and weaker inclinations to assume 
that close self-surveillance of the body is some-
thing natural and that nowadays people have quite 
oHen lost the ability to observe the body.

Well, this is the thing, that the old Chinese have 
learned to listen to their bodies over the centu-
ries—an ability that I believe old local Estonians 
also had but we have just forgotten it. All kinds of 
information surround us and we gobble it up but 
we don’t listen to this particular something that 
could actually give us information. (Leelo, fam-
ily nurse)

While I analysed the interviews a crucial ques-
tion arose: who should be responsible for taking 
care of the preventive treatment of a patient and 
the maintenance of his/her health? Should a bio-
medical practitioner do it? Should it be the respon-
sibility of biomedicine at all? Nurse Kadri, for ex-
ample, regarded the topic of maintaining health 
and prevention important, but claimed that pa-
tients usually do not come to a doctor’s appoint-
ment for preventive treatment. Her work in prac-
tice is more about biomedical treatment, as she 
perceives it.

To be honest I actually liked the training. How-
ever, as a family nurse I can only use it when a 
patient comes for preventive consultation. But 
mostly they reach out to us when they already 
have some kind of troubles and they do not care 
whether, for example, they can drink milk or not. 
(Kadri, family nurse)

On the other hand, there were participants, 
especially with a strong inclination, and regular 
practitioners, who did not even necessarily regard 
preventing diseases and maintaining health as an 
area of responsibility for biomedicine. For exam-
ple, midwife Mare shared the opinion that bio-
medical intervention in health issues is only := % 



CURARE 41 (201+) 1+2

72  KAT&! K%..!(

out of :== of person’s health, whereas G= % of the 
health depends on patient’s lifestyle choices. She 
thinks healthcare professionals as well as patients 
make a mistake when assuming that biomedicine 
should have a bigger role to play in health main-
tenance. 

We shouldn’t forget the simple formula that only 
:= % of our health depends on medicine. Health 
is something completely diIerent to medicine. 
When we [usually] talk about health, then we 
dedicate too large a part of health to medicine—
actually it is only := %. Our health depends G= % 
on lifestyle, DG % on our genetics—and we can’t 
avoid that. A further :G % is the environment in 
which we live—again we can’t in9uence it much. 
Only := % is medicine. This formula works. We 
ourselves are making a mistake—by thinking dif-
ferently about these percentages, we change them. 
(Mare, midwife)

The last statements and the participants’ de-
mand for methods for preventative treatment 
demonstrate that the field of preventive treat-
ment is clearly on the margins of biomedicine. 
Biomedical education focuses mainly on curing 
diseases and maintaining health hovers on the 
border of what are the patient’s and what are the 
state’s healthcare responsibilities. Since preventa-
tive treatment and maintaining health is not fully 
perceived as biomedical matters, the boundaries 
between biomedicine and Chinese medicine be-
come loose and Chinese medical techniques are 
seen as useful tools for patients in terms of main-
taining health.

Diagnostics

When giving introductory lectures in Chinese 
medicine, Bürkland always tells stories of patients 
who end up at his clinic since they have not re-
ceived any biomedical treatment. He concludes 
that, inevitably, there are conditions that biomed-
icine cannot diagnose: “A patient has a complaint. 
You do all possible analyses and procedures but 
you @nd nothing. You cannot come up with any 
potential treatment; the only thing you can tell the 
patient is ‘let’s wait’.” (Fieldnotes D=:B–D=:C) This 
narrative, which aims to highlight the limitations 
of modern technology, the slowness of biomedi-
cal diagnostics, and the fact that patients are leH 

alone in the health system, is extremely powerful 
and spoke to almost every healthcare profession-
al that participated in the study. Those who are 
regular practitioners or more strongly inclined to-
wards alternative medicines took this viewpoint 
for granted. Some of them shared with me short 
stories, based on personal experience, of patients 
and friends who have not received suOcient help 
besides surveillance and/or endless referrals due 
to poor or unsatisfactory biomedical diagnostics. 

If blood tests are all @ne, but the patient still has 
complaints, then the patient will get a psychiatric 
diagnosis; but aHer some time it turns out that he 
had some other disease. These cases do not hap-
pen every day but we do encounter them. (Leelo, 
family nurse)

Participants with a weak inclination admitted 
having faced complicated cases where they have 
not been able to diagnose a patient’s problem. 
However, while Kadri and Anna shared the be-
lief that diagnostics used by practitioners of Chi-
nese medicine can provide valuable information, 
Reelika rather attempted to make a clear distinc-
tion between scienti@c and non-scienti@c medi-
cine. She was convinced that “real” diagnoses can 
only be done by biomedical specialists. Reelika, 
the only participant who emphasised the impor-
tance of an evidence-based approach to diagno-
sis and considered it the core of medicine, exclud-
ed diagnostic techniques applied by practitioners 
of Chinese medicine from the array of methods 
that a biomedical practitioner could use or take 
seriously. She marked the area of biomedical ex-
pertise (i. e. diagnosing and curing “real” diseas-
es), and the area of patient responsibility (i. e. pre-
vention or period before biomedical diagnoses). 
During the latter, the patient, as a consumer, can 
decide whether to use particular alternative ther-
apies or make some other lifestyle choices, such 
as introducing a healthy diet for example. In this 
sense the boundaries between biomedicine and 
Chinese medicine stay rigid and unchanged for 
this participant, whereas other participants were 
eager to reconsider, or were at least ready to ne-
gotiate, the boundaries. They were more open to 
making some space in the healthcare system for 
alternative diagnostic techniques.
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Treatment

Considering treatment, regular practitioners 
found, as practitioners of alternative medicines 
oHen do, that biomedicine is not able to cure the 
causes of diseases but only to suppress symptoms. 
These participants share the opinion that biomed-
icine is very good for emergency situations and 
acute health problems that need a quick response. 
However, in their opinion, treatment with drugs 
should never be the long-term solution, which is 
why biomedical practice should de@nitely seek 
out some other methods for the treatment of 
chronic diseases.

The aim is to resolve the problem so that he/she 
wouldn’t need these drugs all the time. If, addi-
tionally, you use the right diet and herbal medi-
cine and restore balance to the person, then you 
can treat blood circulation problems, you can 
cure type two diabetes. You can reverse all dis-
eases. (Lydia, midwife) 

Reluctance towards drug usage by regular prac-
titioners also revealed that regular practitioners 
were not satis@ed with the explanatory model of 
diseases provided by biomedicine, which in some 
cases @nds only physiological and in other cases 
psychosomatic explanations for the causes of dis-
eases. Regular practitioners shared the opinion 
that the causes of the same disease can be diIer-
ent for every patient which is why an individual 
approach is needed in treatment.

For example, asthma is caused by diIerent things 
in diIerent patients and that’s why it should be 
treated diIerently in every case. You have to ap-
proach every patient individually. Basically, every 
point on the body could work for a patient if you 
manipulate it correctly. (Mare, midwife)

Participants with strong and weak inclinations 
towards alternative medicines were also con-
vinced that drugs cannot help in every situation. 
While participants with a stronger inclination 
supported the idea that treatment should gener-
ally begin with “simpler” and more natural meth-
ods, and that biomedical drugs should be added 
to the treatment step-by-step as needed, partici-
pants with a weak inclination thought that some 
particular Chinese medical methods, ones that 
are proven as evidence-based therapies, could be 

useful. Acupuncture was considered to be a more 
or less accepted method as it was perceived to 
be eOcient for combating headaches and pains; 
 besides, it does not cause side eIects like drugs.

I also registered for the acupuncture course be-
cause it is actually scienti@cally proven, the ma-
nipulation of pressure points. It is quite interest-
ing and if it works or it should work, then this is 
something that I could learn. (Reelika, nurse)

While regular practitioners were especially 
critical to drug use for chronic diseases, partici-
pants with a weak inclination thought, on the con-
trary, that patients with chronic diseases should 
not abandon their drugs while using some alter-
native methods. However, considering critical at-
titudes towards drug usage in biomedical prac-
tice by regular practitioners, one might think that 
these participants were, with regard to therapies 
of Chinese medicine that help to reduce drug use, 
convinced apologists. Midwives Lydia and Mare, 
who have both studied Chinese medicine and both 
generally support the usage of herbal medicines, 
indicated in their interviews that the practice of 
using herbs in Chinese medicine should not be 
copied, as well as food therapy. They explained 
that instead of Chinese herbal medicine and food 
therapy, Estonians should use local herbs and eat 
foods that are known and grown in the local re-
gion, since people’s bodies are used to them. It is 
a common belief in Estonia that medicinal plants 
grown close to home have more bene@ts than the 
ones grown farther away (RAAL, RELFE & K[(F--
P-- D=:E: :=–::). With acupuncture such ques-
tions did not arise. Drawing on the understanding 
of the biomedical ‘universal body’, acupuncture 
was perceived to be an appropriate treatment for 
Estonians, because human bodies and the eIects 
of needles are considered to be the same all over 
the world.

If you manipulate meridians with needles, then it 
doesn’t matter where the person is living. If there 
is a blockage in the 9ow of energy, you either scat-
ter or increase the energy in spots where there is 
too much or too little respectively. Acupuncture 
will work anyway. But with herbs you should look 
for particular local herbs that have the same eIect 
as herbs in Chinese medicine. It is important to 
know the active substances and to use local herbs 
as much as possible. (Lydia, midwife)
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Similar standpoints to Lydia’s were also ex-
pressed by some other participants in the study 
regardless of their level of inclination. These at-
titudes exemplify the selectiveness of the accep-
tance of Chinese medicine. Moreover, when it 
comes to treatment, healthcare professionals who 
participated in this study not only make boundar-
ies between Chinese medicine and biomedicine 
but also between diIerent Chinese medical tech-
niques and some other alternative or folk medi-
cine practices.

Discussion and final remarks

Even if the health landscape in Estonia is depict-
ed by tensions between biomedicine and medi-
cal alternatives (L-*(, V(!ALEMM & TA*A D=:B; 
U(*- D=:Ba) and alternative medicines are usually 
stigmatised by biomedical practitioners, Chinese 
medicine is increasingly receiving positive atten-
tion by them. To understand why the position of 
Chinese medicine is currently changing we need 
to understand its particular social, cultural and 
historical context. In this paper, by exploring voic-
es of diIerent actors, I have aimed to demonstrate 
how boundaries between Chinese medicine and 
biomedicine are made, shiHed, crossed and recon-
@gured in the post-Soviet healthcare landscape.

When studying intersections of biomedicine 
and alternative medicines, the role of the state be-
comes unavoidable. Medical sociologists  SARA! 
CA,) & UR&-LA S!ARMA (:;;;) have shown in 
their study how the state and policy makers can 
change the status of alternative therapies on the 
health market as well as shape the relationship be-
tween biomedicine and medical alternatives. Due 
to its ambivalent position since the Soviet period, 
Chinese medicine in Estonia is an excellent exam-
ple to illustrate how changes in health policy and 
state regulations implemented on a therapeutical 
practice in9uence its position on the health land-
scape. State regulations mark important moments 
of recon@gurations of boundaries. AHer acupunc-
ture was excluded from the list of state-@nanced 
treatment methods in the end of :;;=s, the bound-
aries between biomedicine and Chinese medicine 
became sharpened, as well as the boundaries be-
tween medical acupuncturist and non-medical 
practitioners. Without the state’s @nancial support, 
acupuncture was turned into alternative health 

practice located on the margin of the healthcare 
system. Acupuncturists became competitors with 
other practitioners of alternative medicines and 
Chinese medicine blended more deeply into the 
New Age spiritual milieu.

The @nal verdict of the Supreme Court in D==B 
entailed restrictions in practising acupuncture 
and shifted the boundaries between biomedi-
cine and Chinese medicine again. According to 
the verdict, acupuncture was de@ned as a health 
service that can oOcially be practiced by medi-
cal doctors only. It could be said that the state  
 “saved” acupuncture from the status of an alter-
native medicine, and that this can be seen as one 
of the reasons why the position of Chinese medi-
cine is changing on the current health landscape. 
In the context where alternative medicines are 
loosely or not at all regulated by the state, restric-
tions implemented on acupuncture have helped 
to maintain the level of professionalism in acu-
puncture. This gives an opportunity for medical 
doctors like Rene Bürkland to argue for the profes-
sionalism of acupuncture more broadly and also 
include Chinese medicine. Contrary to non-med-
ical practitioners of Chinese medicine, a medical 
doctor who practices acupuncture can introduce 
Chinese medicine to healthcare professionals as 
something liminal—not biomedicine but not en-
tirely an alternative medicine either thanks to 
the position of acupuncture. It is signi@cant that 
one participant of this study, Reelika, who was 
most sceptical of all the participants, decided to 
learn acupuncture and registered for Bürkland’s 
next course. In other words, the fact that Chinese 
medicine in Estonia enjoys higher oOcial accep-
tance than some other alternative medicines can 
be regarded as a favour from the state, elevating 
acupuncture to the status of a healthcare service.

Also, the role of current health policy cannot 
be underestimated. AHer the collapse of the Sovi-
et Union Estonia has become a capitalist consum-
er society. According to the logic of the neoliberal 
approach more individuals are expected to take 
responsibility for their health, conduct self-sur-
veillance and are encouraged to take the role of 
consumers (NE))LE)%, D=:K: :KE, FR(E& D==;). 
These trends are present in Estonian health poli-
cy too (U(*- & V(!ALEMM D=:C). Public health is 
increasingly emphasising the role of disease pre-
vention and health promotion (LA( et al. D=:K). For 
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around := years, implementation of patient-cen-
tred (or client-centred) healthcare has been one 
of the priorities for Estonian health policy (Ibid., 
Population Health Strategy Plan D==;–D=D=). Al-
though vaguely de@ned in diIerent documents, 
patient-centred healthcare among other things 
should mean the increase of preventative treat-
ment, counselling, patient’s inclusion in deci-
sion-making, and the following of the principles 
of the integration of care. The implementation of 
patient-centred healthcare, however, has not been 
fully successful (AR% & O%L% D=:G). Regarding the 
participants’ attitudes of and reactions to Chinese 
medicine in this study, it becomes apparent that 
healthcare professionals lack methods for preven-
tative treatment as well as instructions to promote 
health maintenance. They also encounter patients 
who do not receive help and due to endless refer-
rals “get stuck” in the system or are being declined 
from any treatment. Hence, the shortcomings the 
healthcare system is facing can explain why the 
boundaries between Chinese medicine and bio-
medicine are shiHing. Healthcare settings see the 
potential in the way Chinese medicine emphasis-
es the role of preventing diseases and prolonging 
healthy life years. Chinese medicine is perceived 
as focusing on the individual and, thus, helps to 
fulfil the gap in the patient-centred approach. 
Also, as analysis of diagnostic techniques showed, 
the majority of the participants of the study could 
potentially perceive Chinese medicine as an alter-
native choice for those patients who do not receive 
any other help.

But the role of the state and its health policy can-
not be seen as the only reasons why the position 
of Chinese medicine is changing. As I mentioned 
in the introduction, health-related teachings have 
become extremely popular in post-Soviet Estonia. 
Characteristically to New Age spirituality diIerent 
spiritual, health-related and lifestyle or well-being 
teachings are all blending into one and it is dif-
@cult to make a clear distinction between them. 
It is quite remarkable that the main instruction 
the participants picked up from Chinese medi-
cine is guiding patients towards self-surveillance 
by sensing the body and “listening” to it. More-
over, observing the signs of the body as a whole 
was considered something natural. This “listen-
ing to the body,” nevertheless, does not seem to 
be “the art of listening and smelling” which the 

Japanese historian in medicine S!(GE!(&A K-R(-
YAMA (:;;;) has described as one of the ways to 
know the body in Chinese medicine. Instead, the 
ideas related to body are rather the ones that can 
be found in the teachings of New Age spirituali-
ty where personal (bodily) experiences and signs 
of the body are perceived as the most valuable 
source of information that help individuals to ori-
entate in the contemporary world (K%PPEL D=:K, 
U(*- D=:G, see also BAR.A, D=::). In his research 
on spirituality in Estonia, MARK% U(*- (D=:Bc: 
DC:) has suggested that the mainstreaming pro-
cess of New Age spirituality is taking place in Esto-
nia: “/…/the visibility of alternative-spiritual ideas 
and the arguments that spiritual practitioners use 
to legitimize their choices has increased. This, in 
turn, makes it easier for potentially interested 
people to cross the perceived barrier of negative 
connotations and become involved in spiritual mi-
lieu, thereby fuelling the mainstreaming process.” 
Indeed, ideas about “listening” to the body and 
observing its signs are not only part of the rheto-
ric used by spiritual practitioners, as these ideas 
are also visibly present in the Estonian public dis-
course. The fact that such ideas are widely talked 
about can elucidate why the Chinese medical ap-
proaches to the body presented by Bürkland are 
considered natural, understandable and accept-
able by healthcare professionals. Hence, among 
other factors, the particular spiritual context of 
Estonia is advocating Chinese medicine @nding its 
way into Estonian healthcare.
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Enduring or Fragile Cooperations
Complementary Medicine and Biomedicine in Healthcare Systems of Post-Soviet 
Kazakhstan and Kyrgyzstan

DAN-TA .!NKA(Ad=AWa+KA

Abstract This paper focuses on relations between biomedicine and various segments of complementary and alter-
native medicine (CAM) in socio-economic and political contexts of post-Soviet Kazakhstan and Kyrgyzstan. While 
medical diversity was already present in Central Asia during Soviet times, the collapse of the Soviet Union has con-
tributed to the further diversification of therapeutic options in this region. The author discusses changes in the of-
ficial attitudes towards various non-biomedical forms of treatment, which reflect changing economic and political 
conditions. Initially, in the DHHCs, the oTicial support for traditional/folk medicine resulted mainly from the eTorts of 
the newly independent states to gain legitimacy on the grounds of the cultural heritage of their titular nations. Such 
legitimisation is not needed anymore and, in eTect, those CAM branches which are practised by healers, not biomed-
ical doctors, have lost government backing. In this light, it seems that first attempts at cooperation between bio-
medical and complementary practitioners which had started in the DHHCs turned out to be rather fragile. The bound-
ary work, as the author’s research revealed, is directed towards delimitation of what is perceived as scientific from 
methods and practices unconfirmed by “science.” However, it should be stressed that despite such tensions various 
complementary therapies, including spiritual healing, enjoy great popularity among patients, which is partly due to 
the weakness of healthcare systems in Kazakhstan and Kyrgyzstan. The last part of the article addresses examples of 
cooperation between psychiatrists and healers in Kyrgyzstan, which proved to be fruitful in special circumstances.

Keywords medical diversityO– complementary and alternative medicineO– CAMO– biomedicineO– healing 
cooperationO– boundary workO– Central AsiaO– KazakhstanO– Kyrgyzstan

Introduction

In this article I focus on relations between bio-
medicine and various types of complementary 
and alternative medicine (CAM) in Kazakhstan 
and Kyrgyzstan, and pay particular attention to 
the attempts at cooperation between biomedi-
cal professionals and CAM practitioners, includ-
ing “traditional”P healers. I show the dynamics of 
these processes, marked by changes in the oOcial 
attitude to non-biomedical treatments and their 
practitioners. Using the concepts of medical diver-
sity, legitimacy and authority, and boundary work 
in the analysis, I also discuss political, economic 
and social factors which strongly in9uence these 
interrelations.

The text is based on the longitudinal ethnogra-
phic research which I conducted in Kazakhstan 
during my @ve-year stay in Almaty between :;;G 

and D===, and in Kyrgyzstan in the course of 
three @eldwork seasons in Bishkek between D=:: 
and D=:K.] My study generally focused on urban 
medical diversity and the changing relationship 
between biomedicine and CAM in the context of 
particular healthcare systems. However, in Ka-
zakhstan I was mainly interested in the role and 
position of CAM practitioners, while in Kyrgyz-
stan I concentrated on people’s perceptions of 
health and illness, their health-seeking strategies 
and practices. During my @eldwork I employed 
typical ethnographic methods such as semi-struc-
tured interviews and numerous talks with “ordi-
nary people,” healers and other non-biomedical 
practitioners, doctors, pharmacists and oOcials 
working in healthcare management. An import-
ant part of my research was participant observa-



  79

CURARE 41 (201+) 1+2

!ND-&IN= %& ?&A=I(! +%%.!&ATI%N, IN )!A(T)+A&! ,P,T!*,

tion—I was able to watch therapeutic encounters 
between medical practitioners and patients, and 
try some CAM therapies. In addition, I used schol-
arly literature, which is rather scarce on this top-
ic, and materials from local newspapers, maga-
zines and TV programmes. The studies in Almaty 
and Bishkek were conducted in diIerent times—
in Kazakhstan during the @rst decade of the state 
sovereignty and in Kyrgyzstan at the beginning of 
the third decade of independence. However, pro-
cesses described here reveal considerable similar-
ities in these two countries, which can be attribut-
ed, at least partly, to their common Soviet past 
(cf. H%!MA,, & LEFÈFRE D=:4—on post- Soviet 
health systems in the South Caucasus). Materials 
gathered in both @eldwork sites show such simi-
larities and, at the same time, the impact of chang-
ing socio-political and economic conditions in Ka-
zakhstan and Kyrgyzstan in the last decades on 
their healthcare systems, government attitudes 
to CAM, professionalisation of its practitioners 
and cooperation between biomedicine and some 
CAM branches.

I draw on the concept of boundary work, in-
troduced by T!%MA& G(ERY, (:;EK, :;;G) in refer-
ence to the attempts to demarcate “science” from  
 “non-science”. In G(ERY,’s words, boundary work 
can be characterised as “rhetorical games of inclu-
sion and exclusion” (:;;G: 4=B); he points out the 
dynamics of these attempts, connected with “his-
torically changing allocations of power, authority, 
control, credibility, expertise, prestige, and ma-
terial resources among groups and occupations.” 
This approach has been deployed to study rela-
tions between CAM and biomedicine in diIerent 
contexts (e. g. S!-FAL & M(ZRA.!( D==4). What is 
important, researchers stress the need to examine 
not only the boundary work undertaken by bio-
medical professionals, but also CAM practitioners 
and patients, “in order to understand better the 
reasons why people are committed to boundary 
work” (BR%&,A, et al. D=:E: ::). It should be not-
ed that social construction of these boundaries 
is closely connected with political and econom-
ic changes and power struggles, re9ected in at-
tempts to professionalise and regulate CAM. In 
addition, the concept of boundary work can be 
used to study not only con9ict situations, but also 
inclusion and cooperation, as Gieryn’s approach 
suggests.

In the analysis, I have also found useful the con-
cept of legitimacy, grounded in the well-known 
Max Weber’s typology of political power and devel-
oped in reference to the @eld of medical practice 
by GAL(,A L(,DY-(&) (D==:, D==B). She discussed 
traditional, rational-legal (or bureaucratic) and 
charismatic legitimacy and showed how they may 
in9uence a healer’s authority.3 I understand au-
thority as a dynamic relation based on respect and 
credibility, so it can be gained and lost, depend-
ing on many factors. Changing oOcial attitudes 
to CAM have an eIect on the ways of seeking le-
gitimisation and building practitioners’ authority 
and, in turn, their authority—sometimes ground-
ed in great charisma—may help develop coopera-
tion between them and medical professionals. In 
addition, the kind of achieved practitioner’s legit-
imacy is important for drawing boundaries be-
tween diIerent types of medical practice.

In this paper, @rst, I brie9y describe the atti-
tude of the Soviet regime to local traditional med-
icines and some new CAM forms arriving in Cen-
tral Asia during the last decades of the USSR. The 
next section outlines an increasing medical diver-
sity in Kazakhstan and Kyrgyzstan aHer the col-
lapse of the Soviet Union and proclamation of in-
dependent republics. In the following chapters 
I present and analyse the changing position of 
CAM in Kazakhstan and Kyrgyzstan, describe dif-
ferences in the oOcial stance towards its various 
segments, and processes of professionalisation of 
its practitioners. The last section shows compli-
cated relations between biomedical practitioners 
and healers and some attempts at cooperation be-
tween them in both countries, in diIerent peri-
ods of their development. I focus on the case of 
psychiatric treatment in Kyrgyzstan, where eIorts 
to collaborate with traditional healers can be ob-
served. In conclusion, I discuss the speci@city of 
boundary work in the presented contexts, the rea-
sons for changes in the oOcial policies and pos-
sibilities of further development of the relation-
ship between biomedicine and particular CAM 
modalities.

Traditional healing and CAM in the Soviet era

It should be noted that in the Soviet Union folk 
healers and shamans, together with religious 
practitioners, for a long time were subject to per-
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secution. Soviet regime banned traditional medi-
cal practices already in :;DK (S)(.KLEY et al. D=:K) 
and the :;K=s saw the beginning of a systematic 
anti-religious campaign accompanied by an inten-
sive agitation against any forms of “backwardness” 
and “superstitions,” including traditional healing. 
PA-LA M(.!AEL& (D==K: 4E) writes that in Kazakh-
stan, “For the most part, agitation against healers 
meant trying to persuade the population to dis-
trust them, but occasionally the state resorted to 
coercive methods, such as their arrest and impris-
onment.” Condemnation of healers’ and mullahs’ 
practices together with other habits of the local 
peoples deemed wild and backward, gave grounds 
for the Russian “civilising mission” (M(.!AEL& 
D==K, AFA,A&’EFA D==E).

However, there were 9uctuations in an oOcial 
attitude towards folk medicine and other CAM 
practices during the seven decades of the Soviet 
Union, depending on many factors, such as de@-
ciencies of the healthcare system, including in-
suOcient medical personnel and infrastructure. 
More generally, the political changes induced 
waves of intensi@cation or weakening of atheisa-
tion and “anti-superstition” programmes. There 
was a gradual relaxation observed aHer Stalin’s 
rule, and then during “the late socialism” and 
perestroika some CAM disciplines, especially 
acupuncture and treatment with the use of “bio- 
energy” practised by ekstrasensy, were allowed on 
to the margins of the healthcare and gained pop-
ularity in the USSR. As A,DREW S)(.KLEY et al. 
(D=:K: D) put it: “OOcial attitudes to non-biomedi-
cal forms of treatment soHened somewhat in the 
later Soviet period with the recognition of some 
forms of CAM as a speciality in :;CC which stimu-
lated a resurgence in alternative treatments in the 
:;E=s.” In light of this, it can be argued that there 
was de facto medical pluralism in those times, al-
though some kinds of alternative medicine were 
practised underground or semi-underground 
(L(,DY-(&) D==B: K=). Despite a long-standing, 
strong anti-religious propaganda and eIorts to 
eradicate traditional healing in Central Asia, heal-
ers, including shamans and mullahs, continued 
their practices, albeit usually in secret (M(.!AEL& 
D==K: BC, D-Y&!EM*(YEFA D==G: 4K, PELKMA,& 
D=:C: :GK). My interlocutors in Almaty and Bish-
kek oHen assured me that it had been possible 
during Soviet times to @nd a good, strong sha-

man through informal connections. Importantly, 
various traditional remedies and therapies were 
widely used in self-treatment and illness preven-
tion, and it was mainly women who practised such 
methods in the households.

Medical diversity in Kazakhstan and Kyrgyz-
stan since the 1990s

The collapse of the Soviet Union near the end of 
:;;: led to the further medical diversi@cation in 
the newly independent Central Asian states. Al-
though the concept of medical pluralism, intro-
duced by Charles Leslie in the :;C=s (LE&L(E :;CB) 
remains popular in medical anthropology, it has 
been criticised for many reasons (e. g. BAER D==4, 
H&- D==E) and several other terms were proposed. 
I prefer using here the notion of “medical diversi-
ty” instead of “medical pluralism,” following DA-
F(D PARK(, (D=:K: :DG) who argues that the former 
term refers to more than the latter, as it implies 
not only coexistence, but also “mutual borrow-
ings of ideas, practices and styles” between diIer-
ent medical traditions “and by implication more 
diIerentiated strategies adopted by patients in 
search of cure” (see also KRA-&E et al. D=:D).4 As 
EL(&A*E)! H&- (D==E: KD=) points out, “Gone are 
the times where one could speak of a mosaic of 
clearly bounded, diIerent medical cultures.” Such 
a situation, leading to the considerable hybridi-
sation of various kinds of medical practice, is ob-
served in Kazakhstan and Kyrgyzstan. An increas-
ing diversi@cation of therapeutic options, enabled 
by the political and socio-economic transforma-
tion, is marked, on the one hand, by the revival of 
the local forms of traditional healing, and on the 
 other—by opening up of Central Asian countries 
to the 9ows of various CAM ideas and products 
both from the West and the East.

Biomedicine undoubtedly occupies a domi-
nant position in healthcare systems of Kazakh-
stan and Kyrgyzstan, but besides state healthcare 
and, increasingly, private biomedical institutionsa, 
a wide array of CAM therapies are available to the 
people. Based on free market conditions, various 
non- biomedical methods and techniques have 
been proliferating, especially in big cities such as 
Almaty and Bishkek. In rural areas the range of 
treatment options is not so wide and local, tradi-
tional healers play a stronger role, however, it is 
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not rare that people come from distant regions to 
visit the particular CAM centres or famous heal-
ers in the cities.

Among many CAM modalities in Kazakhstan 
and Kyrgyzstan, there are medical traditions of tit-
ular nations—Kazakhs and Kyrgyz, as well as other 
ethnic groups living in these multi-ethnic coun-
tries. Spiritual and religious healing are at the 
core of these traditions. Kazakh and Kyrgyz spir-
itual healers, in addition to healing, oHen prac-
tise fortune-telling with the use of 4: small stones 
or beans—such practitioners are known as qum-
alaqshï (Kaz.), kumalakchï (Kyrg.). Healers-clair-
voyants, those who “can see,” are called in Kyr-
gyzstan köz achïk, közü achïk (“with open eyes”) 
(B(ARD D=:K, L%-W D=:C). There are also special-
ists (Kaz. täwip, emshi, Kyrg. tavïp, tabïp, emchi) 
who use pulse diagnostics and herbs in the course 
of treatment, but similarly to the others they re-
late their abilities to the invisible world of spirits. 
The most respected albeit very rare are shamans 
(Kaz. baqsï, Kyrg. bakhsï, bübü).b Prayers from 
Qur’an and Muslim prayer beads (Kaz. täspi, Kyrg. 
tespe) are usually applied in spiritual healers’ ther-
apeutic sessions. It is important that such prac-
tices are commonly treated as part of the local, 
everyday Islam (PR(FRA)&KY D==:, L%-W D==C), 
closely connected with culturally shaped identi-
ties of the Kazakhs and the Kyrgyz (qazakhshïlïq 
or kïrgïzchïlïk, respectively).c Religious practi-
tioners—mullahs (molda, moldo) oHen help peo-
ple who suIer from illness or other kinds of mis-
fortune. They use Quranic verses for healing, but 
sometimes also utensils typical of traditional heal-
ers’ practice, such as the knife (cf. B(ARD D=:K). 
However, the nomenclature used by healers (and 
patients) is not stable. MA)!(N& PELKMA,& (D=:C: 
:GD–:GK), referring to Kyrgyz healers, rightly states 
that “many practitioners use more than one term 
to describe themselves, and in fact, their @elds of 
practice overlap.” Hybridisation of practitioners’ 
practices is a common phenomenon, for instance 
methods and notions (e. g. bio-energy, bio-cur-
rents) which were applied by ekstrasensy during 
Soviet times, belong to the popular therapeutic 
repertoire nowadays. As I learned during my re-
search, healers oHen avoided naming themselves 
and tended to describe their @elds of competence 
in terms of aLictions which they could heal, and 
appropriate therapeutic practices. Besides spiri-

tual healers there are various other practitioners 
of traditional kind, mainly bone-setters and herb-
alists—Kazakhs, Kyrgyz, Russians, Ukrainians, Ta-
tars, etc.

Other popular therapies are derived from East-
ern “great medical traditions” such as Chinese, Ko-
rean, Tibetan, Ayurveda and Unani. Perhaps the 
most popular among them are Chinese and Ko-
rean acupuncture, in several variants (PE,KALA- 
GAWĘ.KA D==D). And last not least, there are nu-
merous new or relatively new treatments (e. g. 
homeopathy, known in imperial Russia, but then 
suppressed) which arrive from the former USSR, 
mainly Russia and Ukraine, from the West and 
East, or are locally invented (e. g. a particular ver-
sion of ozone therapy developed in Kyrgyzstan). 
It is worth noting that various transnational CAM 
technologies have recently reached Kazakhstan 
and Kyrgyzstan thanks to the opening up of the 
country to the in9uences of globally operating 
corporations.

Generally, this non-biomedical sector brie9y 
described above may be called “complementa-
ry medicine” in the discussed contexts, because 
of a positive and, from time to time, supportive 
governmental attitude to these therapies and a 
common pattern of patients’ help-seeking strat-
egies. It is striking that they oHen resort to both 
biomedical doctors and healers and do not treat 
their practices as contradictory.d Initially, in the 
:;;=s, the newly independent Central Asian re-
publics sought their legitimacy drawing on their 
history and cultural heritage. Since folk medi-
cines of the titular ethnic groups were recognised 
as important part of this heritage, they received 
a strong support of the governments in Kazakh-
stan and Kyrgyzstan, as well as, for instance, in Uz-
bekistan (H%!MA,, D==C, D=:=; KE!L-B%DR%G( 
D==E).e Together with other CAM therapies, folk 
medicine was regarded as complementary to bio-
medicine. It should be noted, however, that the of-
@cial attitudes towards these therapies have been 
changing depending on changes in political and 
socio-economic conditions. In addition, partic-
ular therapeutic methods were treated diIerent-
ly, which I discuss later as an example of bound-
ary work, leading to worsening the position of 
folk healers. Such 9uctuations can be generally 
considered a result of the attempts at modernisa-
tion, standing in opposition to traditional healing 
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which is viewed, from this perspective, as quack-
ery and evidence of backwardness.

The changing status of complementary medi-
cine and its practitioners in Kazakhstan 

Nationalist tendencies which had already emerged 
before the proclamation of the independent Re-
public of Kazakhstan, favoured revalidation of Ka-
zakh traditions, including folk medicine. In fact, it 
was treated then as one of the signs of the Kazakh 
cultural identity.Pf Subsequently, the Republican 
Centre of Folk Medicine was established as early 
as :;;= in Alma-Ata (then Almaty) under the aus-
pices of the Ministry of Health, and later renamed 
the Republican Centre of Eastern and Contempo-
rary Medicine. Two subsequent Acts of Parliament 
on healthcare in the Republic of Kazakhstan, is-
sued in :;;D and :;;C, approved and con@rmed 
the position of “folk and traditional medicine” 
and pointed out the importance of their further 
development. The Centre established its branch-
es in other big cities and many smaller, private 
CAM centres were opened, sometimes located in 
large state polyclinics or hospitals. In the second 
half of the :;;=s some non-biomedical therapies 
and methods of self-treatment were included in 
the government programme promoting a “healthy 
lifestyle.” Not only ideological, but also pragmat-
ic reasons contributed to the oOcial approval of 
complementary medicine. Because of a dramat-
ic collapse of the previously socialist state health-
care system in the course of the country’s politi-
cal and economic transformation, marked by the 
introduction of free market economy, tradition-
al therapies got support as inexpensive, eIective 
and easily available. In the face of a severe crisis 
of healthcare, such methods were recommended 
as a valuable means to address the challenges of 
that time.

However, such initiatives were accompanied by 
the attempts to regulate and control the activities 
of non-biomedical practitioners. An oOcial no-
menclature classi@ed a wide array of unconven-
tional therapies into two categories: “folk medi-
cine” and “traditional medicine.” According to this 
division, folk medicine included, among others, 
spiritual healing together with shamanistic prac-
tices, herbal treatment, bone-setting, “folk mas-
sage” and “extrasensoric” treatment. The second 

category, traditional medicine, comprised such 
methods and techniques as Chinese and Korean 
acupuncturePP, homeopathy, manual therapies, 
hirudotherapy (treatment with leeches), apither-
apy, iridology and magnetotherapy. Whereas “folk 
medicine” was understood, @rst of all, in terms 
of various forms of spiritual healing, “tradition-
al medicine” referred primarily to the globalising 
Eastern “great medical traditions” and some oth-
er CAM branches which were acceptable, at least 
partly, from the biomedical perspective. Even if 
sometimes they might be more or less connect-
ed with local medical traditions (e. g. hirudother-
apy or manual therapies) and the practitioners—
mostly medical doctors—oHen combined them 
with some “folk” methods, they usually referred 
to the scienti@c authority as the most in9uential. 
Similarly, various CAM practitioners in the West 
oHen base their knowledge and practices on sci-
ence “as a tool for claiming legitimacy” (H(R&.!-
K%R, D==B: G4E).

The measures described above served to con-
struct or enhance boundaries between diIerent 
CAM modalities, mainly on the grounds of their 
practitioners’ sources of legitimacy and knowl-
edge bases. Traditional medicine, in this under-
standing, lay—at least theoretically—within the 
competence of medical doctors having profes-
sional quali@cations. It was in their interest to 
draw strict boundaries between their practices 
and “folk medicine,” and protect them. Such de-
mand was openly expressed, for instance, during 
the @rst Republican Conference on Traditional 
and Folk Medicine held in Almaty in :;;C, which I 
was able to attend.

 Traditional medicine received strong sup-
port from the government as a valuable comple-
ment to the oOcial medicine. Some disciplines 
of this CAM segment were introduced to special 
post-graduate courses for doctors at the Depart-
ment of Traditional Medicine of the Institute for 
the Advancement of Physicians, aOliated to the 
Medical University in Almaty.P] In Turkestan, at 
the International Kazakh-Turkish University 
named aHer Ahmad Yasawi, the College of East-
ern Medicine was opened in :;;G, oIering cours-
es of Chinese, Tibetan and Arabic-Persian (Unani) 
medicine compiled with some basic knowledge of 
biomedicine. AHer six-year-studies a graduate re-
ceived a title of the doctor of Eastern Medicine. In 
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addition, since D==4 a six-year course of tradition-
al medicine (Chinese, Korean and some therapeu-
tic methods of the Kazakh traditional medicine) 
had been taught at the Department of East Asian 
Medicine of the Kazakh Medical University in Al-
maty, but for various reasons it was changed into 
a shorter postgraduate course in D=:= (GRZYWA.Z 
D=:=: K;–4=). Doctors practising particular CAM 
modalities, for example soo-jok (a version of Kore-
an acupuncture), founded their own associations, 
however during the above-mentioned conference 
in :;;C they called for establishing an association 
for all traditional medicine practitioners, similar 
to such an organisation that gathered folk healers.

Thus, the process of professionalisation of “tra-
ditional medicine” practitioners, which had al-
ready started in the late :;E=s, was well advanced 
near the turn of the centuries. Doctors who prac-
tised those therapies achieved legitimacy in a for-
mal, bureaucratic way. However, with the aim to 
appeal to a wider circle of patients, they built their 
authority not only on such “scienti@c” credentials, 
but also on “tradition”, albeit they seemed to refer 
more oHen to the “ancient medical wisdom of the 
East” than to the local medical traditions (cf. L(,D-
Y-(&) D==B, PE,KALA-GAWĘ.KA D=:C).

The Acts of Parliament mentioned earlier and 
further regulations introduced by the Ministry of 
Health gave grounds for institutionalisation of lo-
cal medical practices and professionalisation of 
folk healers that I observed in Kazakhstan in the 
second half of the :;;=s (PE,KALA-GAWĘ.KA D==D, 
D=:K). A set of speci@c rules and instructions de-
termined procedures of traditional practitioners’ 
legitimisation at the Centre of Eastern and Con-
temporary Medicine in Almaty. As it was oOcially 
stated, the main goal of the Centre was to get rid 
of “charlatans” and to license activities of healers 
who would win the approbation. AHer a prelimi-
nary selection of candidates, they were obliged to 
attend special courses and practise under super-
vision of medical doctors working at the Centre. 
A special commission appointed by the Ministry 
was responsible for examination and certi@cation 
of healers. AHer passing the @nal exams they re-
ceived two certi@cates, @rst attesting their right 
to conduct healing, and second giving them a ti-
tle of a “professional folk healer of the Republic 
of Kazakhstan.” In addition, this document deter-
mined a healer’s domain of competence—one of 

four available specialties: “bio-energy therapist,” 
phytotherapist, bone-setter and “theopsychother-
apist” (a specialist in spiritual healing). Although 
such an attestation was expensive and approved 
persons had also to pay for a licence to practise, 
many healers applied for approbation and be-
tween :;;: and D=== about one thousand got cer-
ti@cates. However, numerous others continued to 
work without licences or did not ful@l the obliga-
tion to renew their attestation. Near the end of the 
:;;=s, in view of a diminishing number of candi-
dates, the fees were reduced and the rules of cer-
ti@cation changed in order to make the procedure 
easier. At the same time bureaucratic control over 
healers’ activities increased and a special inspec-
tion unit created at the Centre was charged with 
the task to trace unlicensed practitionersP3 and 
check if the licensed ones did not exceed their 
quali@cations.

The process of healers’ professionalisation was 
also visible in such endeavours as organisation 
of conferences and congresses, and many other 
activities of the Association of Professional Folk 
Healers of the Republic of Kazakhstan, found-
ed as early as :;;:. In D==E there were already KD 
branches of the Association, with @ve thousand 
members. It organised courses and schools for 
healers and published a journal (GRZYWA.Z D=:=: 
KC–K;).

Despite the practical advantages of getting a 
certi@cate and a license, which allowed healers 
to work at biomedical institutions, such a bureau-
cratic legitimacy was not of primary importance 
for them. Although they eagerly displayed their 
credentials—certi@cates and diplomas or addi-
tional documents proving their membership of 
various “international academies of tradition-
al medicine,” it was not essential for enhancing 
their authority. As I learned, what remained cru-
cial both for them and their patients was the tradi-
tional process of gaining legitimacy. Basic compo-
nents of the “traditional way” of a spiritual healer 
were: receiving and approving the call of spirits 
(@rst of all—ancestor spirits, ärwaq), assisting an 
experienced healer during therapeutic sessions 
and pilgrimages to sacred sites, and, @nally, get-
ting a blessing (bata) from that practitioner and 
protecting spirits. A common feature was a kind 
of “initiation sickness” (similar to the shamanic 
one) experienced by a “chosen” person before ac-
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cepting the healing giH oIered by spirits. Healers’ 
powers, their abilities to contact with the world of 
spirits, were additionally legitimised if they could 
demonstrate having strong healers or religious 
persons among their linear ancestors (PE,KALA- 
GAWĘ.KA D=:K). Actually, some spiritual healers 
whom I met in Almaty maintained that while striv-
ing for certi@cates, they lost part of their inherited 
abilities. For example, an  Uighur female shaman, 
popular not only among Uighurs and Kazakhs, but 
also patients of other ethnic backgrounds, told 
me that she had decided to apply for attestation 
against the will of her spirits and was punished 
by them—her spiritual development was slowed 
down.

Attempts to institutionally regulate and con-
trol the activities of healers expressed the gov-
ernment policy supporting folk medicine, but at 
the same time aspiring to comply with the stan-
dards of the modern country. The second direc-
tion became more important when the state got 
stronger and there was no need to seek its his-
torical and cultural legitimacy any more. In Ka-
zakhstan constraints on folk medicine increased 
at the beginning of this century, in line with the 
growing “anti- charlatan” discourse emanating 
from medical establishment and more and more 
oHen present in the media. According to the Act 
of Parliament from D==K the use of folk and tradi-
tional methods of treatment should be, general-
ly, restricted to medical doctors, and licences for 
treatment could be granted to persons without a 
professional training only in exceptional cases. 
These steps unveiled the boundary work direct-
ed towards further separation of the “tradition-
al” segment of CAM from “folk” medicine. More-
over, in D==G the procedures of healers’ attestation 
were passed on to the Ministry of Health. The ac-
tivities of the Centre were constricted and the As-
sociation of Professional Folk Healers took some 
of its obligations. However, the popularity of “folk” 
practitioners has not decreased during the last de-
cades, which contributed to the development of 
courses for healers oIered by the Association, as 
well as the emergence of new “healing specialties” 
(GRZYWA.Z D=:=: 4B–4C). 

In fact, formally imposed restrictions on prac-
tising any types of CAM without biomedical train-
ing were not put into eIect. Recent research con-
ducted by A&KAR J-MAGELD(,%F (D=:C) reveals 

the continuing popularity of spiritual healers in 
Kazakhstan and further government eIorts to reg-
ulate their practices. According to J-MAGELD(-
,%F’s report (D=:C: :;K–:;4), the regulations issued 
in D=:: oblige every healer to obtain a certi@cate 
and a licence delivered by the Ministry of Health 
aHer the procedure of attestation, which takes six 
months of practice at a state medical institution 
under supervision of medical doctors. It is strik-
ing that while trying to separate “charlatans” from 
those who “have a giH” and regulate the activities 
of the latter, the authorities leH the door open for 
further development of a variety of non-biomedi-
cal practices, including traditional forms of heal-
ing. One of the reasons for this is, presumably, the 
situation of healthcare system in Kazakhstan, still 
facing a serious crisis and calling for eIective re-
forms, despite general improvement in the coun-
try’s economic conditions. State retrenchment in 
the public healthcare sector, as D(,A S!AR(P%FA 
(D=:G) argues, has had dramatic consequences for 
the provision of medical services and their quality, 
and has led to the increase in informal payments 
and reciprocal exchanges.P4 The author points 
out such grave problems of healthcare in Kazakh-
stan as the shortage of medical personnel in vil-
lages and the poor level of quali@cations among 
doctors and other medical staI (S!AR(P%FA D=:G: 
K:;–KD=). It may be assumed that the deterioration 
of healthcare delivery acts as a strong incentive 
for people to use the services of healers and other 
CAM practitioners.

The position of complementary medicine and 
its practitioners in Kyrgyzstan

The process of revalidation of the Kyrgyz folk 
medicine started as early as the late Soviet period. 
Similar to the Almaty Centre, a big, state-run in-
stitution called the Republican Scienti@c and Pro-
duction Centre of Folk Medicine “Beyish” (which 
means “paradise”) was established in Frunze, 
then renamed Bishkek, already in :;;=. It was or-
ganised on the base of the Institute of Balneology 
and Physiotherapy which had been active since 
the middle of the :;E=s. Both medical doctors and 
healers worked at the Centre, and among avail-
able services there were such treatment methods 
as phytotherapy, balneotherapy and mud baths, 
as well as “extrasensoric” and spiritual healing. 
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An important part of the Centre’s activity was the 
production of medicines based on raw plant, min-
eral and animal materials. Its main aim was, ac-
cording to Doctor OM%R*AY NAR*EK%F, the di-
rector, “to combine contemporary medicine with 
the experience of folk and Eastern medicine” 
and “to discover forgotten recipes of folk medi-
cine.”Pa During the :;;=s the Centre invited prac-
titioners of Chinese traditional medicine from 
Xinjiang who continued to work there for sever-
al years and oIered treatment with acupuncture, 
Chinese massage and herbal medicines. In NAR-
*EK%F’s words, they managed to treat the “whole 
Kyrgyzstan” and to train about C= local physicians 
in acupuncture and other traditional methods. 
In addition to Chinese specialists, also Ayurveda 
practitioners visited the Centre.

 “Beyish” provided courses for healers and 
carried out their licensing. The process of heal-
ers’ professionalisation was similar to what I ob-
served in Almaty. As NAR*EK%F claimed, over the 
course of @ve years about three thousand healers 
came to the Centre and a special commission in-
volving, among others, a psychiatrist, a neuropa-
thologist and representatives of the Ministry of 
Health, was created in order to check the abilities 
of the candidates. As a result, about D==–DG= per-
sons with some “giH” were selected. Among them 
were mainly ekstrasensy, clairvoyants, herbalists 
and bone-setters. Around a hundred healers from 
that group @nished a two-year course of anatomy 
and physiology, which gave them the right to legal-
ly practise healing, for some preliminary period 
under supervision of medical doctors. A number 
of licensed healers began to work independent-
ly and the “most giHed” (“having the strongest 
giH”) G=–B= persons continued to practise at the 
 Centre.Pb

Various CAM branches, such as traditional 
Chinese medicine, Korean soo-jok acupuncture 
(known here since the :;E=s), manual therapies 
and hirudotherapy gained an oOcial acceptance 
and were introduced in the programme of post-
graduate courses at the Kyrgyz State Medical In-
stitute (later renamed: Academy) in Bishkek. 
Presently, physicians who choose the specialty of 
acupuncturist, hirudotherapist or manual thera-
pist, receive professional training during four and 
half-month courses at the Department of Physio-
therapy and Traditional Medicine of the Kyrgyz 

State Medical Academy. The position of those 
medical doctors who practise CAM and the oth-
ers does not diIer, at least such was the opinion 
of several physicians whom I asked about it. They 
maintained that there was no gap between “West-
ern” and “Eastern” medicines; according to one 
of my interlocutors, “there is a kind of coales-
cence between them in Kyrgyzstan.” This doctor, 
trained as a gynaecologist, aHer the basic course 
of acupuncture decided to continue education in 
this branch of CAM, which was possible at the 
Academy. Such specialists achieve bureaucratic 
legitimacy, based on the authority of science, but 
appeal to patients also by referring to the antiq-
uity and richness of Eastern medicine or—as in 
the case of hirudotherapy—to the local folk tra-
ditions. Some of these doctors got certi@cates in 
Moscow, as a homeopath whom I met at a private 
CAM centre, yet others were educated in China or 
took an opportunity to receive training in Bishkek 
from, among others, osteopaths or acupuncturists 
coming from South Korea.

Whereas the position of CAM disciplines prac-
tised by medical professionals seems more or less 
secure, the status of “folk” healing is volatile. It 
has undergone changes that re9ect revisions in 
the health policies connected with wider socio- 
political and economic transformations. Accord-
ing to a doctor who herself practised some CAM 
therapies, healers’ attestation had been proceed-
ed until :;;B, then it was continued only on a 
small scale and recently abandoned. As a result—
in her words—“contemporary healers are mostly 
charlatans, who can cheat and deprive patients of 
money,” because there is no control instance su-
pervising their activities. Two my interlocutors—
doctors working in healthcare management who 
had been actively engaged in healthcare reforms 
in Kyrgyzstan, maintained that the eIorts to reg-
ulate the healers’ practices had been given up due 
to enormous challenges posed by implementing 
consecutive reform programmes.Pc In their opin-
ion, the authorities are aware of the problem, but 
because of many other, more urgent tasks, this 
has to be leH for the future.

Apparently, an official “anti-charlatan” dis-
course in Kyrgyzstan developed somewhat later 
than in Kazakhstan, but it also increased over the 
last decades. This change resulted in the closure of 
the “Beyish” Centre, whose activities had already 
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been constricted earlier, and founding the Inter-
national Academy of Traditional and Experimen-
tal Medicine in D=::. As the acting Deputy Minister 
of Health, SARY*EK J-MA*EK%F, put it:

Such an Academy is necessary in the country. […] 
The Centre of Folk Medicine “Beyish” had not ful-
@lled its mission […]. Quacks, ekstrasensy and of-
ten common charlatans, i. e. people distant from 
medicine had worked here before. Therefore it 
was necessary to change the Centre’s status, to 
channel its work into a scienti@c direction (N(.!(-
P%R%FA D=::).

The Head of the newly founded institution, 
OM%R*AY NAR*EK%F, said that they would exper-
iment with the traditional pharmacology of Kyr-
gyz folk medicine, as well as Chinese and Tibet-
an medicines. It was also stated that the Academy 
would work in close cooperation with the Minis-
try of Health, Kyrgyz State Medical Academy, Na-
tional Academy of Sciences and some universities 
in Bishkek.

In the following years the Academy, oOcially 
aOliated with the Ministry of Health, has contin-
ued testing various plant, animal and mineral sub-
stances, and production of “natural” medicines.Pd 
It has also engaged in healthcare programmes di-
rected at prevention and eradication of several 
serious diseases. In addition, it provides diagnos-
tics and services of physicians representing sev-
eral biomedical specialties as well as some CAM 
branches, including acupuncture, re9exology and 
manual therapy. I do not know if any practitioners 
without medical education belong to the Academy 
staI, although when I talked with OM%R*AY NAR-
*EK%F in spring D=:D, he claimed that some partic-
ularly giHed healers would be employed at his cen-
tre aHer careful selection and additional training.

This institution, as its websitePe suggests, has 
de veloped successfully and even opened its branch 
in Almaty. However, by the decision of the Prime 
Minister, in November D=:C the Academy was ex-
pelled from its premises. It was oIered anoth-
er venue, which—in NAR*EK%F’s words—did not 
meet their needs. He said: “This can destroy tradi-
tional medicine in Kyrgyzstan, since it is impossi-
ble to create such favourable conditions for treat-
ment [anywhere—D. P.-G.] as here” (N(.!(P%R%FA 
D=:C). The Director openly accused the govern-
ment oOcials of an attempt to take over the part of 

the building occupied by the Academy]f, because 
of their particular interests. Actually, these steps 
can be seen as the eIorts to install several gov-
ernment institutions in this huge and represen-
tative building, located just opposite the so called 
White House (home to the President, his oOces 
and the Parliament), which had already served for 
oOces of some ministries earlier. But it may be 
also assumed that recent developments are con-
nected with changing attitudes not only towards 
traditional healing, but also other non-biomedi-
cal methods of treatment which did not fully suc-
ceeded in achieving scienti@c legitimation. Time 
will tell whether it is a reasonable supposition; 
throughout recent decades the position of CAM 
disciplines practised by medical doctors seemed 
quite stable in Kyrgyzstan.

As regards the healers, their position has sig-
ni@cantly changed since the beginning of the last 
decade in consequence of the “anti-charlatan” dis-
courses and actions described above. Their pro-
fessionalisation was interrupted. In D=:: I did not 
meet any “folk” healers in “Beyish,” however some 
who used to work there before, moved to anoth-
er part of the same building. The healers told me 
that they had been “thrown out” from the Cen-
tre, but as I learned then, they had to leave be-
cause rent payments had signi@cantly increased. 
Anyway, my interlocutors were annoyed and dis-
appointed that soon aHer completing six-month 
courses and receiving nursing certi@cations de-
manded from them at “Beyish,” they lost the insti-
tutional support and had to start oI on their own. 
In fact, it was not bureaucratic but traditional le-
gitimacy, based on the assumed close contacts 
with the world of spirits, which remained essen-
tial for a healer’s authority and successful practice 
(PE,KALA-GAWĘ.KA D:=C). In the new situation, 
marked by deprofessionalisation of healers, their 
certi@cates and diplomas lay hidden in a drawer, 
since they had been needed before only for bu-
reaucratic reasons. While such certi@cates might 
have been sometimes useful in the cities, in vil-
lages and small towns healers were unconcerned 
about gaining that kind of legitimation (PELK-
MA,& D=:C: :BD).

The apparent changes in the oOcial policy to-
wards folk healing did not diminish the popularity 
of healers among the people. This is also true of 
urban centres. Many people in Bishkek resorted 
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to healers’ services and in common opinion there 
had been an enormous increase in their populari-
ty since the :;;=s. This concerns mainly spiritual 
healers of traditional background, who attract not 
only the Kyrgyz, but also patients from other eth-
nic groups. Although not abundant, ethnographic 
evidence con@rms great popularity of healers in 
Kyrgyzstan (HEYA) D==4, D-Y&!EM*(YEFA D==G, 
PELKMA,& D=:C: :4E–:B;, S)RA-.! D=:C).]P In ad-
dition, there is some statistics available—a study 
of the use of folk medicine in eight post-Soviet 
countries, conducted in D==:, revealed the high-
est level of healers’ popularity in Kyrgyzstan: DG % 
of the respondents asked healers for help (the tar-
get sample was D===), while in Kazakhstan :: % 
(S)(.KLEY et al. D=:K).

Obviously, such a high level of healers’ popu-
larity is largely connected with common dissatis-
faction with the healthcare system and deep dis-
trust of doctors, usually expressed by the people 
(PE,KALA-GAWĘ.KA D=:B). Worth mentioning, in 
the opinions of international and local experts the 
reforms of healthcare system conducted in Kyr-
gyzstan, although not entirely successful, brought 
about positive changes and its situation is better 
than, for example, in neighbouring Kazakhstan 
(see I*RA(M%FA et al. D=::). Despite this, people 
are mostly pessimistic about the reforms and do 
not trust doctors, discrediting their professional 
and moral quali@cations. It should be admitted 
that such attitudes, based on my interlocutors’ and 
their relatives’ or friends’ experience, but also on 
circulating rumours and terrible stories about doc-
tors’ misconduct, have quite reasonable grounds. 
Even these specialists who are generally enthu-
siastic about the progress in reforms, recognise 
several serious problems in the healthcare sys-
tem. They refer to, among others, the underfund-
ing of healthcare, an uneven regional distribution 
of medical facilities and doctors, poor quality of 
medical training and provided care. In addition, 
the mass economic migration of physicians and 
other medical staI to Kazakhstan and Russia, as 
well as widespread corruption (both in healthcare 
and educational institutions) belong to the most 
urgent problems. The persistence of informal pay-
ments for medical services is oHen mentioned as 
a great burden both by the oOcials and “ordinary” 
people. A gradual decrease in such payments has 
been noted, however, large sums are still being 

paid, especially to surgeons, anaesthetists and ob-
stetricians (see FALK(,G!AM et al. D=:=).

Doctors and healers—previous encounters, 
current experience and possibilities of  
further cooperation

In the literature, explanations of increasing healers’ 
popularity in Central Asia refer mainly to the dra-
matic situation of healthcare systems in the region, 
brie9y described in the previous sections, and to 
the overall socioeconomic crisis inducing “uncer-
tainties of existence” (e. g. HEYA) D==4, PELKMA,& 
D=:C). For example, PELKMA,& (D=:C: :BC) points 
out that in his research site in the southern Kyr-
gyzstan, Kokjangak, “the hospital was in disarray 
and, realistically speaking, hardly oIered better 
medical care than some of the spiritual healers.”

It should be noted, however, that these are not 
the only causes of the resort to healers’ expertise 
and help. So, why do healers attract people, in ad-
dition to the aforementioned factors? As my stud-
ies revealed, the most important are, presumably, 
local perceptions of health and illness embedded 
in a wider worldview and inducing beliefs about 
healers’ eOcacy. Traditional ideas about health 
and illness, and especially the causes of illness, 
are widespread in Central Asia. They connect 
many aLictions with the in9uence of malevo-
lent spirits and “evil eye” as well as black magic, 
whose particularly harmful kind is called, in Rus-
sian, porcha. Recognition of such etiological fac-
tors leads people to seek the help of healers, since 
in common opinion only they can eIectively treat 
illness caused by this sort of agents. PELKMA,& 
(D=:C: :B=–:B:) also notices that determining the 
cause of a health problem has important conse-
quences for seeking treatment, e. g. when the cast-
ing of a spell (Russ. koldovstvo) is suspected, a spir-
itual healer should be visited. Additionally, illness 
is treated as one of many kinds of misfortune and 
people oHen resort to healers in family problems 
or business failure. Notably, Kazakh and Kyrgyz 
ideas about health and illness are deeply rooted 
in their traditional beliefs about the world of spir-
its, ancestor spirits (Kaz. ärwaq, Kyrg. arbak) in 
particular, and their relations with the humans. A 
commonly shared belief that spirits actively inter-
fere with people’s lives in9uences health-seeking 
strategies and enhances the trust in the powers of 
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spiritual healers as mediators between diIerent 
worlds. Traditional healing is strongly connected 
with religion, because—as it was mentioned earli-
er—in the popular view it is part of the “real,” lived 
Islam, despite the negative attitude of orthodox 
Muslim leaders to such practices. This contributes, 
undoubtedly, to spiritual healers’ authority. In ad-
dition, economic conditions play a great role in 
treatment choices. Healing and many other CAM 
therapies are generally perceived as less expen-
sive than biomedical treatment, since patients 
oHen have to pay even for formally free public 
healthcare services.

In light of this evidence, attesting to the strong 
position of traditional healers in the society, it 
may be argued that since the :;;=s they have be-
come serious rivals to biomedical professionals 
on the market of medical services in Kazakhstan 
and Kyrgyzstan.]] As a result of governmental at-
tempts to professionalise and control healers’ ac-
tivities, discussed above, medical doctors got clos-
er to their market competitors as their teachers 
and supervisors at the state-run centres in Almaty 
(then also in other cities in Kazakhstan) and Bish-
kek. Licensed healers were allowed to work at bio-
medical institutions, and I met such practitioners 
both at several private medical centres and big 
state clinics in Almaty. However, these encounters, 
initiated during the process of healers’ profession-
alisation, did not lead to stronger, enduring coop-
erative endeavours, partly due to changes in the 
policy towards folk medicine described earlier.

In this section I focus on relations between 
biomedical professionals and traditional heal-
ers, leaving aside contacts between the former 
and practitioners of other CAM branches. In 
fact, the latter are usually medical doctors them-
selves and their practices are mostly regarded as 
a part of medicine or at least as “almost medicine.” 
Thus, the boundary work or “closure strategies” 
(H(R&.! K%R, D==B) did not concern “tradition-
al medicine” practised by doctors, as it was oO-
cially called in Kazakhstan. Generally, in the case 
of such CAM disciplines as acupuncture, re9exo-
logy, homeopathy or hirudotherapy, therapeu-
tic boundaries with biomedicine have become 
blurred (cf. NARA(,DA& et al. D=:4).

Of course, inclusion of CAM practitioners into 
biomedical institutions “does not imply equal 
status compared to other health care providers” 

and may result in their marginalisation, as J--
D()! S!-FAL & N(&&(M M(ZRA.!( (D==4: BEG) 
noticed in the Israeli context. The healers who 
worked together with medical doctors, obvious-
ly hold a subordinate position. Relations between 
the two parties were de@nitely asymmetrical. At 
the Republican Centre of Eastern and Contempo-
rary Medicine in Almaty, where I observed inter-
actions between doctors and healers, the former 
tended to show their superior status and stress the 
necessity to control the healers. They were very 
concerned about preserving the “proper” hierar-
chy. One of the doctors expressed her opinion in 
this way: “We are head and shoulders above heal-
ers.” She added that doctors should “put them in 
their place” if they felt too strong. Physicians con-
ducted courses for non-biomedical practitioners, 
supervised their practice, checked the results and 
participated in examination. They oHen point-
ed out the limits of healers’ capabilities. Actual-
ly, some practices were excluded from their area 
of competence. In Kazakhstan healers could not 
deal, at least formally, with oncological, conta-
gious and mental diseases, perform surgical pro-
cedures and apply pharmaceuticals. In addition, 
using “wild methods” in the course of treatment, 
such as butchering black hen or beating patients 
with a horse whip, was forbidden.]3 Which meth-
ods were considered wild, depended on the doc-
tors’ decision, and especially on the opinion of the 
head of the ward. Healers were allowed to indicate 
an aLicted organ, but making a diagnosis was for-
bidden. Generally, they were discouraged from 
gaining more biomedical knowledge than was of-
fered to them during the courses. These are exam-
ples of the boundary work directed at designating 
limits for the practices of non-professionals. Such 
attempts were observable both in delimitation of 
knowledge claims and on the organisational and 
symbolic levels (cf. S!-FAL D==:, S!-FAL & M(Z-
RA.!( D==4). For example, whereas the doctors 
employed at the Centre wore white coats, the heal-
ers were prompted to dress in traditional Kazakh 
clothes, so as to separate them from medical pro-
fessionals and at the same time demonstrate their 
commitment to the national, ancestral values.

Although the eIorts to separate healers, who 
cannot ground their knowledge on the scien ti@c 
base, from doctors were clearly visible at the Cen-
tre in Almaty, there were also some attempts at 
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cooperation between them. Their permanent 
contacts contributed to the hybridisation of prac-
tices, mentioned earlier. Presumably, the physi-
cians borrowed some treatment methods from 
the healers, while the latter where not allowed to 
use biomedical techniques or pharmaceuticals in 
their practices. Several doctors from the Centre 
who combined various therapeutic methods with 
biomedical treatment, including folk healing or 
the use of bio-energy, expressed positive opinions 
about the abilities of certi@cated healers. The fact 
that those physicians practised some CAM ther-
apies themselves certainly in9uenced their ap-
proach to traditional healers. Such was the case 
of a gynaecologist, an older woman, who used—
besides biomedical methods—pulse diagnostics, 
bio-energy, puri@cation with water, Tibetan mas-
sage, prayers and herbal treatment. These “open” 
doctors were eager to accept, for example, the  
 “call of spirits,” viewing it as a part of the Kazakh 
tradition. Moreover, some of them had experi-
enced such revelations themselves, as the  deputy 
director of the Centre who herself was a physi-
cian and a healer.]4 Several external members of 
the examination commission also praised healers’ 
special abilities. A psychiatrist delegated by the 
Ministry of Health to the certi@cation commission 
at the Centre admitted that aHer several years of 
contacts with healers her viewpoint had changed. 
This Kazakh woman, a professor of psychiatry, 
maintained that there were, albeit rarely, people 
with a special giH, such as clairvoyant powers. She 
claimed that mental health assessments might be 
mistaken and someone diagnosed, for instance, 
with schizophrenia, might be an “entirely normal” 
person whose behaviour should be taken as a sign 
of extraordinary abilities. She added, though, that 
her opinion was not shared by the majority of her 
colleagues from the psychiatric clinic.

Obviously, relations between medical person-
nel and local healers can get better or worse in 
particular settings. Interesting data about such in-
teraction may be found in a report on one of the 
health programmes, implemented in Jambyl Re-
gion in the :;;=s (KE()! :;;C: 4C–4E). In one dis-
trict of this region physicians had good contacts 
with healers and the latter oHen directed patients 
with serious health problems to medical institu-
tions. However, in the other district hostility be-
tween the two groups was clearly visible. Doctors 

accused healers of being greedy charlatans who 
unscrupulously preyed upon people’s credulity, 
while healers claimed that doctors were unedu-
cated and could not deal with many diseases. It 
seems that such a situation, marked by unwilling-
ness to cooperate or even hostility, especially on 
the part of medical personnel, is more common. 
As for Kyrgyzstan, a very negative attitude of doc-
tors towards healers was documented, for exam-
ple, by ELE,A M%L.!A,%FA et al. (D=:C: E) who 
wrote that medical professionals “oHen claim that 
all healers are charlatans” and PELKMA,& (D=:C: 
:BC) who commented on Kokjangak hospital phy-
sicians’ and head nurses’ harsh criticism of the lo-
cal spiritual healers.]a

It can be assumed that healers employed in  
 “Beyish” had been in a similar relationship to doc-
tors as at the Centre in Almaty. The steps taken 
in Kyrgyzstan to “expel charlatans” from “Beyish” 
and change the name and status of this institution 
were described in the previous section. This kind 
of boundary work, however, did not reach the ex-
pectations of those medical professionals who, as 
one of my interlocutors—a doctor practising com-
plementary methods—appealed for a rigorous 
control over healers who could work freely in the 
market, although deprived of the previous gov-
ernmental support. This doctor claimed that the 
state should equally treat biomedicine and com-
plementary medicine, but at the same time strictly 
monitor healers’ activities. Because of the lack of 
such control, it is impossible, in her words, “to dif-
ferentiate between a ‘real’ healer and a swindler.”

Importantly, mental disturbances commonly 
were and are regarded as the result of black mag-
ic or evil spirits, therefore in Central Asia patients 
with psychic disorders are oHen treated by heal-
ers. B%)AG%Z KA&&YM*EK%FA (D==K) discussed 
complex factors which discouraged people in Ka-
zakhstan and Kyrgyzstan from seeking profession-
al psychiatric help. She wrote that many people in 
Shymkent, the “fairly traditional” city in southern 
Kazakhstan, turned to local healers when they suf-
fered from mental health disorders. She added:

Doctors and nurses may not have much faith in re-
ligious psychology, but they oHen shunt “no-hope 
cases” oI to healers. They view taeyips as a cul-
tural tradition that people in Shymkent and other 
communities created, protect, and are comforted 
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by. Some even suggest that taeyips should consid-
er getting formal training, so they can oIer more 
professional help (KA&&YM*EK%FA D==K: 4).

Some statistics on psychiatric patients in Bish-
kek clinics is available. It was estimated that E= % 
of the people who came to the psychotherapeu-
tic clinic and nearly :== % of the patients of oth-
er mental health wards at the Kyrgyz Republican 
Centre for Mental Health had visited traditional 
healers before searching for a psychiatrist’s help 
(M%L.!A,%FA et al. D==E). In the opinion of psy-
chiatrists, there is evidence of increasing trust 
in folk practitioners who oIer their help to peo-
ple with mental disorders. Molchanova and col-
leagues argue that from the Kyrgyz point of view  
 “an initial psychotic episode is usually considered 
a ‘spiritual emergence’ and a patient generally has 
to visit […] a number of traditional healers before 
a psychiatrist takes care of him or her” (M%L.!A-
,%FA et al. D==E: BE). Faced with such a situation, a 
group of psychiatrists in Kyrgyzstan started to ap-
peal for cooperation with healers. They appreci-
ate healers’ social skills and cultural competence, 
and argue that their interventions have a real ther-
apeutic value. These psychiatrists see their own 
role as specialists who work towards removing the 
symptoms of illness while healers can focus on 
its causes. It is stressed (M%L.!A,%FA et al. D==E) 
that such traditional practitioners usually direct 
their patients to psychiatrists when they identify 
severe mental disturbances.

Noteworthy, the psychiatrists who try to devel-
op, despite many obstacles, “community-based 
culturally sensitive mental healthcare services” 
in Kyrgyzstan (M%L.!A,%FA D=:4), recognise 
the importance of a good sociocultural expertise 
for their practice. They take into account, among 
others, traditional Kyrgyz family and clan rela-
tions, gender diIerences and prevailing attitudes 
towards people with mental disorders. They no-
tice that “some patients with verbal hallucinations, 
might not only preserve their previous social sta-
tus, but also acquire speci@c prestige in a Kyrgyz 
community as future-tellers (kez-achyk), shamans 
(kuuchu), and healers” (M%L.!A,%FA D=:4: DG).

In fact, @rst steps towards cooperation between 
psychiatrists and spiritual healers have already 
been done, with the aim to eIectively help the 
victims of violence that occurred in D=:= during 

interethnic clashes in Osh. M%L.!A,%FA et al. 
(D=:C: E) claim: “We believe that psychiatry […] 
might greatly bene@t from cooperation with tra-
ditional healing, and patients with stress-related 
disorders can receive help from a wise tradition-
al healer.” Medical professionals—psychiatrists 
and psychologists from multidisciplinary mobile 
teams created aHer the con9ict, established co-
operation with the local healers, whose help, as 
it was admitted, turned out to be more eIective 
for patients than that of psychiatrists. The authors 
present and discuss several cases where bubu—a 
traditional female healer—helped young women 
suIering from various stress-related disorders 
that resulted from rape. From the psychiatrists’ 
perspective, bubu could eIectively help a victim 
of gender-based violence because such a healer  
 “can operate in the same cognitive schema as his/
her patient by mixing traditional rituals, prayer, 
and cognitive behavioural techniques, even while 
a healer is unaware of using them” (M%L.!A,%-
FA et al. D=:C: 4). Healers know well local cultur-
al values, hierarchies in the extended family and 
clan, norms of proper behaviour of the man and 
woman, etc. It seems important that psychiatrists 
working in these settings recognised the high po-
sition of experienced, esteemed healers in their 
communities and tried to gain a thorough knowl-
edge about the cultural background, local social 
conditions and the barriers to psychiatric services. 
Moreover, a good communication between psy-
chiatrists and healers could help the former win 
the trust of the people, usually distrustful of men-
tal health specialists.

It might be interesting to compare these de-
velopments with AL(&!ER LA)YP%F’s (D=:=) re-
marks on the possibility of partnership between 
psychiatrists and healers in Tajikistan, in the face 
of the deep crisis of Tajik psychiatry. He claims 
that the healers he talked with were eager to coop-
erate with psychiatrists, but in their words, most 
doctors did not appreciate such traditional meth-
ods. The statements of the psychiatrists, quoted by 
LA)YP%F (D=:=: 4K;), while revealing the popular-
ity of healers, at the same time clearly illustrate 
the hostility of the former towards the latter and 
eIorts to strengthen the borders.

As regards Kyrgyzstan, supposedly the activ-
ities of the Aigine Cultural Research Centre in 
Bishkek gave a stimulus towards building closer 
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connections between healers and medical practi-
tioners, psychiatrists in particular. Since its foun-
dation in D==4, The Aigine Centre has combined 
research with a cultural and educational mission, 
directed at preserving and reviving the Kyrgyz 
cultural heritage and “traditional wisdom.” With-
in the frames of several projects researchers and 
practitioners—both biomedical and complemen-
tary—collaborated in order to investigate and as-
sess the role of traditional healers as specialists 
dealing with health, family problems, social in-
adequacies of their patients, as well as providing 
them with spiritual assistance.]b Participation in 
such projects undoubtedly helped psychiatrists 
and other medical professionals understand the 
importance and the reasons for tenacity of tradi-
tional healing. Moreover, a strong support that 
healers, as carriers of kïrgïzchïlïk, have received 
from several smaller organisations and associa-
tions involved in the revaluation of Kyrgyz culture 
might play a role. 

Conclusion

Relations between biomedicine and different 
CAM disciplines in Kazakhstan and Kyrgyzstan 
may be analysed with the use of the concept of 
boundary work. This boundary work, under-
stood as a dynamic process, has been shaped by 
political, economic and social changes following 
the collapse of the Soviet Union and emergence 
of independent Central Asian republics. During 
the :;;=s both countries, similar to the other re-
publics of the region, referred to the local cultur-
al heritage in the need to legitimise the right to 
sovereignty. Together with a dramatic situation of 
post-Soviet healthcare systems, the revival of lo-
cal cultural traditions contributed to the oOcial 
acceptance and support for folk medicine, and 
CAM in  general. Through the process of profes-
sionalisation, tradi tional healers could improve 
their position and work in public and private 
healthcare institutions.

The position of CAM specialties practised by 
medical doctors seems stable in Kazakhstan and 
Kyrgyzstan. They enjoy institutional support and 
have been included into educational systems of 
these countries. Although their knowledge bases 
sometimes clearly contradict biomedical knowl-
edge, acquiring medical qualifications ensure 

those CAM practitioners acceptance. However, 
further studies could reveal if their position in bio-
medical institutions is equal to that of other doc-
tors, or the boundaries are maintained.

Healers, in contrast, do not get an oOcial back-
ing anymore and their cooperation with doctors, 
formerly possible in such institutions as state-run 
centres of folk/traditional medicine, does not have 
much opportunity to develop. Changes in the of-
@cial discourse and withdrawal of the support for 
folk medicine may be seen as boundary work, the 
eIorts directed at separating what is perceived 
as scienti@c from methods of doubtful eIective-
ness, uncon@rmed by scienti@c evidence. In this 
process not only epistemological, but also organ-
isational boundaries between biomedicine and 
folk medicine are being enhanced (cf. S!-FAL & 
M(ZRA.!( D==4). The boundary work has been 
strengthened by those medical professionals who 
themselves practise CAM therapies, but strive to 
expose their scienti@c legitimacy. However, where-
as the process of healers’ professionalisation in 
Kyrgyzstan has been interrupted, in Kazakhstan 
it still proceeds, although under stricter conditions.

Actually, contemporary Kazakhstan and Kyr-
gyzstan do not require justi@cation of their sov-
ereignty through appeals to “tradition” and “heri-
tage,” and their governments strive to present these 
countries as modern and “enlightened.” Therefore 
in the oOcial discourse healers are more and more 
oHen presented as charlatans. In addition, since 
purist trends in Islam have increased in Central 
Asia in recent decades, traditional spiritual heal-
ing may gradually loose its strength as condemned 
by Muslim religion. It ought to be remembered, 
though, that healing is commonly accepted as part 
of local, everyday forms of Islam.

Despite the changes in the oOcial approach 
and enhancing the boundaries, practical reasons 
for acceptance or at least tolerance for tradition-
al healing have not disappeared. Healthcare re-
forms in Kyrgyzstan, although well advanced, still 
have not led to fully satisfactory results, and in 
Kazakhstan the situation of state healthcare sys-
tem seems even worse. Healers’ great popularity 
among the wide public, which is in part due to 
these circumstances and in part to sociocultural 
factors, cannot remain unnoticed. Hence, such 
practitioners are allowed to work on the market of 
medical services. It should be noted that the dom-
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inant critical oOcial discourse on traditional heal-
ing is not entirely shared by biomedical profes-
sionals. A special case, which I described in more 
detail, is cooperation between psychiatrists and 
healers in Kyrgyzstan. However, the eOcacy of the 
latter is especially valued in critical circumstanc-
es. In general, it may be argued that in today’s Ka-
zakhstan and Kyrgyzstan diIerent modes of co-
existence between biomedicine and CAM prevail, 
rather than the established cooperation.
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Notes
1 I put the word “traditional” in quotes since I recognise 
that healers’ practices are highly hybridised, although 
they usually refer to local traditions. Having this in mind, 
for convenience I oHen omit quotation marks in the fol-
lowing text.
2 Part of this work involving research in Kyrgyzstan was 
supported by the Narodowe Centrum Nauki (National 
Science Centre, Poland), grant number N N :=; :EB44=.
3 Lindquist added another type of legitimacy: “based on 
alterity,” which appeals to “exotic” origins of CAM ther-
apeutic methods. However, in my opinion it is rather a 
means of enhancing a healer’s authority than a separate 
kind of legitimisation.
4 Another term proposed by medical anthropologists is  
 “medicoscapes.” It is mainly used in reference to the set-
tings where transnational 9ows and globalisation processes 
are particularly strong (HAR*&) & W%LF D=:4). For a more 
extensive discussion on medical pluralism and connected 
notions see H&- D==E, PE,KALA- GAWĘ.KA & RAN)AR D=:B.
5 Among private biomedical institutions there are small 
clinics for less aLuent people as well as big, modern 
medical centres which oIer, for example, cosmetic sur-
gery for well-oI patients.
A According to A&KAR J-MAGELD(,%F (D=:B: :;K) who 
studied Kazakh healers in Astana between D=:K and D=:G, 
the term baqsy is rarely used today; healers are usual-
ly called emshi, and those who apply Quranic prayers—
täwip. PELKMA,& (D=:C: :GD) notes that Kyrgyz healers 
avoid referring to themselves as bakshi mainly because 
they do not want to suggest that their powers “match 
those of the great bakshis of the past.”
B For similar observations on people’s attitudes to heal-
ing as part of the local, everyday Islam in Uzbekistan, see 
RA&A,AYAGAM D==B, KE!L-B%DR%G( D==E.
C However, for convenience, I use the acronym CAM 
throughout the text.
D Such a “medical revivalism,” closely associated with 

nationalism, was also observed in other countries, for ex-
ample in India and Indonesia (L%.K & N(.!)ER D==D: C–E).
1E As S%P!(E H%!MA,, (D=:=) observed, similar strat-
egies of “reconstruction of national identity” in Uzbeki-
stan included, among others, the revival of traditional 
medicine based on Avicenna’s (Ibn Sina) heritage.
11 Korean acupuncture was very popular in Almaty, espe-
cially its variant called soo-jok (cf. PE,KALA-GAWĘ.KA D==D).
12 Chinese acupuncture and manual therapy were in-
cluded in the curriculum as early as the late :;E=s.
13 They could be penalised, however inspectors usually 
tried to persuade them to apply for a license.
14 In S!AR(P%FA’s (D=:G: KDB) words, “the primary 
source of help in Kazakhstan is not impartial state insti-
tutions but friends and relatives who occupy various po-
sitions in the state apparatus and public organizations.”
15 These and other citations of NAR*EK%F’s statements 
are derived from the interview that I conducted with him 
in Bishkek in D=:D.
1A Healers did not form a large group in comparison 
with physicians. As NAR*EK%F claimed, the number of 
employed doctors, together with technical staI and ad-
ministration, had reached over a thousand. However, I 
am not sure if these numbers were not exaggerated.
1B When I was doing research in Bishkek in D=:D, the third 
reform programme Den Sooluk (“Health”) had just started.
1C A number of products, NAR*EK%F’s inventions bear-
ing such intriguing names as “Great Diplomat” or “Sham-
bala,” are available for patients of the Academy and oth-
er customers—some of them are quite expensive (http://
anon.kg/shop/, accessed: G.::.D=:C).
1D On the Academy website (http://anon.kg/, accessed: 
G.::.D=:C), named “Meditsinskiy tsentr Akademika Nar-
bekova O. N.” (“The Academician O. N. Narbekov’s Med-
ical Centre”), there are advertisements of the products, 
outline of the Academy activities, photos of certi@cates, 
awards and diplomas, and videos.
2E This institution had taken a part of the building on 
rent from the government, as the heir of “Beyish.” NAR-
*EK%F maintained that the Academy invested a good part 
of its pro@ts in restoration of the premises.
21 Nevertheless, I oHen heard, both in Kyrgyzstan and 
Kazakhstan, that “there are no authentic, strong healers 
anymore,” especially shamans. People tended to be scep-
tical about the abilities of contemporary healers, but de-
spite of this they oHen tried to @nd a reliable practitioner. 
PELKMA,& (D=:C: :G4) quotes similar statements about 
bakshis with “real power,” whose performances his inter-
locutors had witnessed in the :;G=s or :;B=s.
22 There is also a rivalry between healers themselves, 
which was discussed by ILD(Kg BELLJR-HA,, (D==:) in 
her account of Uyghur healers in Almaty.
23 However, applying a whip was not forbidden—it could 
be used for expelling evil spirits.
24 SERGEY A*A&!(, in his book Sovetskiy kishlak (D=:B: 
444–G:) thoroughly discusses an interesting case of cross-
ing knowledge and practice boundaries on the example 
of a medical doctor, ex-director of the hospital in Osho-
ba, Tajikistan, whom he met in D=:=. This doctor had had 
positive experiences as a patient of traditional healers 
and started practising non-biomedical treatment himself, 
mainly with the use of bio-energy.
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25 On the other hand, they did not entirely condemn 
healers’ practices and “admitted that among the charla-
tans and impostors were those with real powers” (PELK-
MA,& D=:C: :BC).
2A http://www.aigine.kg/?lang=en (:D.::.D=:C). The Aig-
ine Centre issued several publications presenting the 
results of cooperative work and views of numerous re-
searchers and practitioners.
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Paramedics in West Germany
Cooperations and Conflicts in a Contested Professional Field (DHJH–DHHC)

.I!&&! .?QT,+)

Abstract Cooperations are almost inconceivable without conflicts. For this reason, this contribution will analyse 
the mutual interweaving of cooperations and conflicts from a contemporary perspective. A concrete example is the 
situation of the rescue services in the Federal Republic of Germany. Considering the involvement of a variety of dif-
ferent players such as doctors, non-medical healthcare professions, charitable organisations and professional as-
sociations, conflicts are bound to occur. In addition, doctors and paramedics are in professions that are subject to 
diTerent hierarchical levels, which is why positions of power must be taken into consideration in relation to conflicts 
and cooperations, alongside the methods of treatment. This contribution will analyse two diTerent perspectives of 
cooperations and conflicts. On the one hand, the aim is to clarify that conflicts can occur within cooperative work-
ing methods. On the other hand, it will demonstrate that cooperations can result from conflicts and that they can 
be seen as a type of innovation motor. Both developments occur on the micro level, i. e. in the concrete conflict be-
tween doctors and paramedics. However, they can additionally influence the supply structures on the macro level 
as well. This will be exemplified by the conflicts regarding the professional law for paramedics. In concrete terms, 
the focus of previous discussions was usually centred on the question of which tasks should be taken over by the 
paramedics and which tasks should remain exclusive to the doctors. Due to the diTicult situation of sources, the 
analysis shall be based primarily on normative sources. Readers’ letters shall at least indirectly oTer the perspec-
tives of concrete participants.

Keywords paramedicsO– rescue systemO– emergency serviceO– professionalizationO– cooperationO– Germany

Introduction

In today’s society, cooperations seem to be increas-
ingly growing in importance, whether in the @eld 
of major international politics, in business or in 
the @eld of medical science. Cooperations primar-
ily expect that two or more people or parties work 
together, thus causing an improvement in the re-
sult of the work. The same rule applies to medical 
cooperations. The cooperations between diIer-
ent parties in the medical @eld are intended to im-
prove the treatment of the patient. At @rst glance, 
this seems sensible and not problematic. However, 
should one think in somewhat more detail about 
both past and present cooperations, it quickly be-
comes clear that a frictionless procedure only oc-
curs in rare cases. A majority of cooperations al-
ways seem to have been accompanied by con9icts 
of both greater and smaller magnitudes. For this 

reason, a concrete examination of cooperations 
must always include con9icts.

This means that cooperations have only rare-
ly been free from con9icts. This applies particu-
larly when diIerent medical schools are involved. 
For example, we can consider the “quack debate” 
(Kurpfuscherdebatte) from the end of the :;RV centu-
ry. In :;K;, this debate led to an end of the freedom 
to practice through the Non-Medical Practitioners 
Act (Heilpraktikergesetz). (HER%LD-S.!M(D) :;;C: 
4K–;G) However, all kinds of con9ict can occur 
within a “school” or “direction,” in which there 
is general consensus on the basic issues of heal-
ing. For instance, one could consider the diIerent 
viewpoints of surgeons and internists with regard 
to the question of whether conventional therapy 
or an operation should be performed. Disputes 
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such as these gain an additional dimension with 
players who are located on diIerent hierarchi-
cal levels. In addition to the diIerent methods of 
treatment, positions of power within a profession 
are given special treatment here.

Paramedics and emergency doctors will form 
the core of the following examination, since they 
@ttingly represent such a constellation based on 
a diIering hierarchy. In Germany, paramedics 
are oHen the @rst people involved in the medical 
system that patients see in a case of emergency. 
For this reason, their actions are decisive for the 
further health of the patient. Apart from the pro-
found relevance of their actions, the paramedics 
and their @ght for a regulated profession are also 
of interest from a contemporary point of view. In 
the Federal Republic of Germany, the discussions 
about the role of non-medical treatment staff 
started at the beginning of the :;B=s and lasted 
until :;E;, when the so-called “Rescue Assistant 
Profession Act” (Gesetz über den Beruf der Rettungs-
assistentin und des Rettungsassistenten – RettAssG) 
was passed. Thus, there were almost thirty years 
of internal quarrels on the activities of the para-
medic staI. At the heart of the negotiation pro-
cesses of the rescue service was frequently the 
question of how exactly the cooperation between 
paramedics and emergency doctors should be or-
ganised and, consequently, the question of who is 
to assume which tasks within the rescue process.

Research and source situation 

Whilst the history of doctors has been relative-
ly well researched, the same can not be said for 
the history of non-medical professions. A small 
exception is nursing, whose historical develop-
ment has been well researched in recent years, at 
least for the D=RV century. However, therapists, as-
sistants and other skilled healthcare professions 
have been dealt with a lot less frequently in his-
torical research. Therefore, even research into 
the modern emergency services in Germany still 
contains major gaps. Only a short overview essay 
exists for the situation in the GDR.P For West Ger-
many in the period aHer :;4G, there is only the 
regional study by Andrea Prauße-Stangel on the 
creation and development of emergency doctor 
services in North Rhine-Westphalia] and a few 
technical pieces on patient transport, such as that 

by Holger Frerichs3. In addition, the thorough 
study by Nils Kessel on the history of emergency 
services in Germany between :;4G to :;;= should 
be mentioned.4 In brief terms, Kessel records the 
general development of the rescue services in the 
Federal Republic and occasionally refers to the co-
operations and con9icts involved. However, para-
medics are not at the heart of his research. The 
rare preoccupation of historians with the emer-
gency services in the Federal Republic of Germa-
ny is surprising, considering the potential of this 
@eld of research. However, it can also be partially 
explained with the diOcult source situation. For 
example, there is scarcely any data on the emer-
gency services in the Federal Republic of Germany, 
as no documents were kept at all for a very long 
period. Commonly, normative sources such as 
laws must be used, as the paramedics themselves 
or their professional associations kept or archived 
barely any written sources.

In consequence of the problematic source situ-
ation, the analysis of the normative side will here-
aHer primarily resort to statutory law as well as 
released and unreleased statements of the parties 
involved. However, it is essential not to display the 
normative and legislative context exclusively, but 
rather factor in the level of speci@c practices of 
negotiation. In order to comprehend the inter-
connection between con9ict and cooperation on 
both the micro and macro level, ego-documents 
must be regarded as well. Finding letters, dia-
ries or auto biographies dealing with con9icts be-
tween doctors and paramedics is nearly impossi-
ble to begin with. On the one hand, this may be 
due to the fact that this category of sources is hard 
to access in general. On the other hand, it can be 
attributed to the lack of importance usually as-
cribed to these kinds of con9ict. Hence, they do 
not provide a suOcient reason to be written down. 
As a consequence, it is primarily readers’ letters to 
trade journals that will be considered as ego-docu-
ments here, since they have been composed as re-
actions to professional articles covering the sub-
ject discussed and, therefore, do provide a speci@c 
reason for writing.

They may belong to the @eld of ego-documents, 
but their ability to make statements is consider-
ably less than other testaments, such as diaries or 
private letters. Published readers’ letters are not 
unproblematic as a source material. Furthermore, 
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the editorial staI will always select an assortment 
of letters suited for publication out of all the corre-
spondence they receive. This way, they are able to 
control the depiction of the state of facts concern-
ing certain subjects. Therefore, even though there 
may be a great number of readers’ letters dealing 
with the same speci@c subject printed in one pe-
riodical, it doesn’t necessarily imply an extensive 
signi@cance of the subject in a public discourse. 
Initially, all it amounts to is the editorial staI 
choosing those speci@c letters for publication.

Consequently, it is necessary to be aware of 
these possible constructions and filters when 
dealing with letters to newspapers. Despite those 
limitations, readers’ letters can present a proli@c 
source for historic research, since they allow for 
direct insights into the emotional state of private 
individuals, which would otherwise elude histori-
ans. Thus, letters to newspapers can demonstrate 
which topics were popular at the time, which peo-
ple were involved as authors and how a periodical 
positioned itself to the feedback from its readers. 
The letters utilized here all emanate from the pe-
riodical Rettungsdienst. Fachzeitschri! für Rettungs-
sanitäter und Notärzte. It was the only specialist 
periodical for emergency services that printed 
letters from readers in the @rst place. Based on 
the set of problems described earlier, it does not 
seem reasonable to quantify the letters as empiri-
cal material because the results would not be able 
to clearly measure the relevance of the subject. In-
stead the letters in question should be understood 
as a qualitative source that allows to gain insight 
into the negotiation of situations of con9ict be-
tween paramedics and doctors on the micro level.

Conflicts and cooperations as analytical 
 categories

Con9icts constitute an omnipresent part of every-
day life and are thereby a pivotal element of our 
social coexistence. Ever since the :;B=s, the @eld 
of peace and con9ict studies evolved into an inter-
disciplinary line of research, which analyses con-
9icts on various levels. It is particularly frequently 
represented in political science, which prevalent-
ly examines international con9icts between coun-
tries that may even lead to war. Moreover, con9ict 
research has established itself as an important 
subdiscipline of sociology, which facilitated a 

more distinct theorization of the term con9ict as a 
concept. However, there will be no attempt to for-
mulate an expansive de@nition of the term con9ict 
at this point, since any such endeavour would be 
bound to fail due to its plethora of meaning and its 
vast variety of manifestations. It seems important, 
however, to at least agree upon one basic under-
standing. As a general rule, con9icts can be clas-
si@ed as social states of aIairs that involve at least 
two parties and can be ascribed to diIer ences in 
their social standing and/or a diIering set of inter-
ests of the con9icting parties. (B%,A.KER & IM-
*-&.! :;;;: CG) This concerns both the partici-
pants as well as the motives behind the con9icts. 
The cause of con9ict can usually be attributed to 
the distribution of scarce resources or is oHen a 
matter of prestige (PEL(,KA D=:B: :E). Regarding 
the con9icts about authority between paramed-
ics and doctors in the @eld of emergency services, 
it becomes apparent just how interwoven these 
two causes of con9ict sometimes turn out to be. 
Even though both paramedics and doctors aim to 
attain recognition and prestige in the @eld of med-
icine, this is inextricably linked with questions of 
how to distribute duties and work activities be-
tween the two parties. For instance, if duties ini-
tially assigned to doctors were to be transferred to 
the paramedics, these circumstances could conse-
quently lead to a decline of doctors actively work-
ing in the @eld of emergency medical services. 
Thus, certain resources such as work and @ nances 
would have to be distributed in another way. As 
this example distinctly illustrates, situations of 
con9ict are inevitably connected to questions of 
power. Power is a pivotal component of con9icts, 
since con9icts lead to power on the one hand, but 
beyond that power also implicates more con9ict 
(PEL(,KA D=:B: D=). Depending on one’s point of 
view, con9icts can be interpreted as either con-
ditions or processes (IDE D=:C: ;). In the case at 
hand, the con9icts between paramedics and doc-
tors are regarded as processes because it is most 
notably the development and the consequent re-
sult that is of interest. In order to diIerentiate the 
con9icts in question, it seems reasonable to cate-
gorize them. Thus, con9ict research distinguishes 
between consensual and dissensual con9icts, be-
tween constructive and destructive con9icts and, 
@nally, between symmetric and asymmetric con-
9icts (PEL(,KA D=:B: CC–C;). Particularly the lat-
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ter distinction appears signi@cant for the analysis 
of con9icts in the @eld of medicine. The diIeren-
tiation between symmetric and asymmetric con-
9icts is predicated upon strength or rather equal-
ity between the opposing parties and, therefore, 
includes the inherent balance of power between 
them. The power relations between doctors as 
prestigious professionals, that stand out due to 
their own professional association, professional 
standards, autonomy and academic training on 
the one hand, and other non-medical health pro-
fessions such as nurses, alternative practitioners, 
physiotherapists or midwifes on the other, were 
and still are strongly asymmetric. None of the oth-
er professional groups within the @eld of medi-
cine even remotely achieve the status attributed 
to doctors. Especially paramedics, whose occupa-
tion was mostly still a voluntary one in the :;B=s 
and who, therefore, were not able to accomplish 
any of the traits of a normal profession, were fac-
ing the doctors in a heavily asymmetric con9ict. 
In spite of this asymmetry, the paramedics with-
in this con9ict succeeded in getting some chang-
es for their own bene@t under way. The transition 
manifests itself not least because of a coopera-
tive collaboration between the parties in con9ict. 
As a consequence, Bonacker and Imbusch right-
ly point out that the elements of cooperation and 
con9ict within most con9icts appear to be inter-
related to a varying extent (B%,A.KER & IM *-&.! 
:;;;: CB). The amount of potential elements of co-
operation does not least derive from the nature of 
the con9ict. Whereas so-called zero-sum games 
highly restrict the possibilities of cooperation due 
to the fact that the losses of one party equate to 
the victory of the “opposing” party, the nature of 
cooperation games is inherently diIerent. The 
possibilities of cooperation are considerably larg-
er here, because a cooperation can amount to 
an overall pro@t for both con9icting parties (B%-
,A.KER & IM*-&.! :;;;: CB). While cooperation 
is not considered a part of the classic analytical 
approach within the @eld of con9ict research yet, 
it is steadily increasing its importance in recent 
years. The term cooperation is usually understood 
as the coordinated bargaining of at least two par-
ties. These bargains aim to realise common inter-
ests (IDE D=:C: ::). The interconnection between 
con9icts and cooperations results from the mutu-
al cause of con9ict that links the opposing parties 

to each other. In doing so, two possible types of 
interconnection emerge and can be found in the 
case study at hand. Con9icts can arise from a co-
operation on the one hand, and cooperations can 
originate from con9icts on the other and, there-
fore, can present a potential solution for situa-
tions of con9ict. However, the extent to which this 
possibility is applicable is inextricably connected 
to the cause of con9ict.

Epistemological interests and procedures

The following essay will look into the interweav-
ing of cooperations and con9icts in more detail. It 
aims to demonstrate how inseparable the term co-
operation can be from the term con9ict and that it 
can be highly productive to put a @ner point to the 
observation of the mutual interweaving.

In order to do so, two perspectives of cooper-
ations and con9icts should be presented and an-
alysed in greater depth. Firstly, it is important to 
clarify how cooperations can be marked by con-
9icts. Which con9icts resulted from cooperations 
and how were they handled? In many cases, the 
normal, known and comprehensible interplay of 
con9icts and cooperations is at the root of the is-
sue. However, just as interesting is a change in 
perspective, which is to be tackled in a second 
step. The aim is to show that not only can coop-
erations lead to con9icts, but con9icts can just as 
easily lead to cooperations. This scenario does 
not necessarily limit itself to the micro level. To a 
greater degree, such processes can also in9uence 
the supply structures on the macro level. Hence, 
this essay would argue that con9icts can repre-
sent a type of innovation motor for cooperations. 
However, before these two perspectives are indi-
cated using the example of the rescue service in 
the Federal Republic of Germany, there will be a 
brief introduction to the history of the emergen-
cy services in the Federal Republic of Germany, in 
order to explain the contemporary situation and 
problems.

Development of the rescue service  
in the Federal Republic of Germany

For a long period of time, the rescue service was 
solely charged with moving the patient or injured 
person to medical aid and not with providing med-
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ical aid to the patient. This was also connected to 
the self-image of the doctors at that time. For this 
reason, the focus of the rescue service was ini-
tially only on the rapid transportation of the pa-
tient. From the point of view of the experts, per-
sonnel with special medical training was not 
considered a necessity, although a basic knowl-
edge to ensure a patient’s capacity for transport 
was indeed required. This notion remained fun-
damental until the end of the :;G=s. This decade 
saw many changes which, as a consequence, also 
made an impact on the rescue service. On the one 
hand, the rapid motorisation of road traOc in and 
out of towns caused the number of accidents to 
expand sharply. Therefore, the signi@cance of 
the rescue service grew considerably during this 
period. On the other hand, the medical develop-
ments of this period marked by a “can-do” eupho-
ria, also registered further signi@cant progress: 
At the beginning of the :;G=s, the medical expe-
riences gained from the Second World War were 
used to develop shock therapy with infusions and 
blood transfusions. This meant that it was possi-
ble to @ght hypovolaemic shock, which occurred 
aHer a large loss of blood, at an early stage. The 
end of the :;G=s entailed new knowledge in the 
pathophysiology of sudden death. This knowledge 
went hand in hand with the rediscovery of old re-
animation techniques, whose use were now prov-
en by scienti@c investigations: Resuscitation and 
external heart massage thus prevailed as primary 
treatment methods in case of circulatory arrest 
(KE&&EL D==E: BK).a

These new forms of treatment made time an 
ever more important factor in the rescue process. 
This meant that it was possible to help even more 
people, provided that medical treatment was pro-
vided in good time. However, the German rescue 
service was facing some major problems. Even 
though it was possible to improve transport con-
tinuously, natural limits were reached quickly 
here. Due to the rising number of accidents, this 
issue also became increasingly present in the 
public consciousness. The media soon declared 
a state of emergency among German rescue ser-
vices.b The rescue service was considered in need 
of drastic improvement and thus reform. Ever 
since the turn of the century, the option of per-
forming medical treatment directly at the location 
of an accident had occasionally been discussed. 

This idea was taken up again in the :;B=s, since 
it was the best option for saving time during the 
rescue process. There may have been indivi dual 
pockets of resistance against this fundamental 
reorientation, but slowly the so-called “Stay and 
Play” principle managed to exceed the “Load and 
Go” principle (NA&&LER D=:D). The initiative of 
some experts meant that, in the mid-:;B=s, there 
was a slow reorganisation of the rescue service 
throughout the @eld of medicine. The medical 
historian Nils Kessel refers to this process a “Doc-
toring of the rescue service,” meaning “a rede@ni-
tion of the primitive, extra-clinical care by laymen 
with subsequent transport to a junior medical ac-
tivity organised under a medical premise” (KE&-
&EL D==E: C4).c Thus, according to Kessel, “the ac-
ceptance of a de@natory power and the formation 
of a hierarchy with regard to non-academic junior 
personnel” (KE&&EL D==E: CG) is included. As a re-
sult of this process, the rescue service was trans-
formed into an area of medical care.

Conflicts in cooperations

In :;B4, the initiative of Eberhard Gögler, the con-
sultant of the Chirurgische Universitätsklinik Hei-
del berg, created the so-called Rendezvous Sys-
tem, which slowly took hold of the rescue service 
throughout Germany (KE&&EL D==E: C=). This sys-
tem expected that doctors and para medics trav-
elled to the emergency location separately and 
would then collaborate as required. Three years 
prior to this, in :;B:, the doctor Friedrich Wil-
helm Ahnefeld developed the so-called emergen-
cy chain, which gave a basic structure to the tasks 
and measures to be performed in an emergency. 
Furthermore, it created a plan of task allocation 
whilst taking into account which medical profes-
sional would be expected to perform certain tasks 
under speci@c circumstances. Providing the opti-
mum manner of help to the patient was consid-
ered the utmost priority (KE&&EL D==E: C=).d The 
rescue service thus became a @eld of work in 
which medical and non-medical staI should or 
had to work together.

Within this cooperative working model a va-
riety of con9icts occurred, which can be traced 
back to a number of very diIerent reasons. How-
ever, the diIerent forms of training, knowledge 
and thus also the diIerent hierarchy levels of doc-
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tor and paramedic frequently played a central role. 
The issue of the diIering hierarchical levels was 
portrayed as becoming particularly problematic 
in the periodical Rettungsdienst. Fachzeitschri! für 
Rettungssanitäter und Notärzte, as shown from the 
perspective of the paramedics:

Or you, dear GP—do you feel embarrassed when 
the ambulance with the red stripes drives ahead 
and the “professionals” with their emergency cas-
es, ECG and other equipment race into a 9at? Are 
you ready to work together with “them” without 
emphasising your “Dr” in each sentence and de-
fending the “Alpha animal” in you and towards 
your clientele? (FER)(G & LA,D&LE(),ER :;EE: 
CD;)e

As seen in the preceding example, it was com-
mon that con9icts broke out due to the basic dif-
ference in perception of the other. For obvious 
reasons, the opposing perspective was not dis-
cussed here. Therefore, it was clear that para-
medics did not accept the superior position of the 
doctor, which inherently was bound to lead to dis-
agreements. Remarkably enough, the description 
of such behaviour does not originate from a doc-
tor but rather a paramedic as well. Based on his 
previous six years of work experience, paramedic 
Ulrich Beinke wrote a letter on the misconduct of 
several paramedics who make themselves out to 
be more important than they actually are, solely 
based on their uniform and despite their lack of 
a professional background. According to Beinke, 
this behaviour can be ascribed to pro@le neuroses 
that occur for many paramedics due to a lack of 
prestige attributed to emergency medical services 
(BE(,KE :;EE: KB).

In a letter dating to :;EB, The volunteer para-
medic Klaus Wachsmuth reported that doctors 
switched to medical jargon on purpose in order 
to show their superiority to the paramedics: “Un-
fairly, jargon was then written on the admission 
form, as had been the case in the :;D=s, so that 
the ‘stupid paramedic’ was unable to understand 
the situation […]” (WA.!&M-)! :;EB: 4EG).Pf This 
statement shows that in the eyes of the paramed-
ics, the communicative behaviour of the appro-
bated doctors was arrogant and made no contri-
bution to a cooperative work process.

Nevertheless, doctors also made use of the op-
portunity to send letters to the periodical Rettungs-

dienst in order to present their way of looking at 
things. The doctors oHen criticised inappropriate 
technical behaviour on the part of the paramedics 
and pointed out their unwillingness to accept said 
behaviour. As shown in the following excerpt, a 
doctor’s son oIered an example for the behaviour 
of a paramedic in his letter:

My father (a GP with over 4= years of professional 
experience) is called out to an elderly patient on 
a Sunday morning as part of the standby service, 
who is complaining about pain in the lower part 
of her body. AHer an introductory examination, 
the diagnosis “appendicitis” is given and a KTW 
(patient transport vehicle) is requested, which ar-
rives soon aHer. The paramedics and ambulance 
staI (maximum age D: or DG years) storm into the 
9at and the following discussion unfolds:

Doctor: Good morning gentlemen. This lady 
must immediately be transported to the surgery 
unit of XY hospital. I have spoken with the doctor 
on duty, a bed is free, here is the acceptance and 
the transport document.

Paramedic: (AHer a brief glance at the accep-
tance) So, appendix. So, we’ve got to carry the old 
hag. Can we put the alarm on?

Doctor: I do not see any need for that. I require 
careful but speedy transport of the patient.

Paramedic: Doctor, are you sure of your diag-
nosis? I mean if something bursts … (paramedic 
means a perforation of the appendix).

Doctor: (Annoyed) Young man, have I been the 
GP of this lady and have looked aHer her for more 
than D= years or have YOU?

This is where the argument ended. The lady 
is loaded into the ambulance in a grudging and 
disinterested manner and transported. (S.!M(D) 
:;EB: 4EG f.)PP

Even if this example has been constructed and 
exaggerated, it still manages to illustrate the prob-
lems. From the doctors’ point of view, the medi-
cal knowledge of the paramedics was insuOcient 
and this is why they were not regarded as medi-
cal colleagues of equal rank, which, in turn, led 
to con9icts within the required cooperation. A 
similar example has been described by the doc-
tor Rüdiger Katterwe. He explained a case of mis-
treatment regarding an E:-year-old female patient 
on account of a paramedic that nearly led to the 
death of said patient. According to Rüdiger Kat-
terwe, the situation would have been unproblem-
atic if the paramedic in charge had solely done 



  101

CURARE 41 (201+) 1+2

.A&A*!DI+, IN W!,T =!&*ANP: +%%.!&ATI%N, AND +%N?(I+T, (1]4];1]]0)

the procedures he was authorized to do. Katter-
we continues that any treatments extending be-
yond those authorized procedures, however, must 
be reserved for professionally trained individu-
als (KA))ERWE :;EE: ::E). It is not possible to de-
termine from the sources how oHen this type of 
con9ict occurred. However, the frequency of the 
printed letters on con9icts between paramedics 
and doctors allows one to draw the conclusion 
that it was not an individual case.

The con9icts depicted could lead to a disrup-
tion of the cooperation between doctors and 
non-medical professions and consequently cause 
a negative impact on the work result.

Cooperations as an option for solving conflicts

As previously mentioned above, con9icts could 
not only occur within cooperations. Moreover, 
con9icts could also form the starting point for co-
operations and thus be the motor for change. As 
indicated in the preceding letters, the con9icts 
between the doctors and non-medical staI in the 
emergency services frequently dealt with the level 
of expertise and thus the competence of the para-
medics. With the changed perception of the func-
tion of the rescue service and its transition into a 
medical @eld, the :;B=s saw an increase in public 
discussion about the technical training of the res-
cue service personnel. Said discussion soon took 
on concrete terms with regard to the creation of a 
law that regulated the paramedic profession. The 
@rst demands for this could be traced back to the 
late :;B=s. Before then, the “training” of the emer-
gency response staI was limited to a standard @rst 
aid course of eight double units, which was fol-
lowed by a further training course of twelve dou-
ble units. Thus, the medical knowledge of the 
responders was equal to the knowledge anyone 
could pick up within two weeks. As mentioned 
above, the discussions on this subject carried on 
until :;E;, the year in which the Rescue Assistant 
Profession Act was passed. Apart from @nancial 
matters, the focus of the lengthy discussions was 
the question of which activities could be carried 
out by the paramedics and which were to remain 
exclusive to the doctors. The parties involved had 
diIerent ideas, which led to myriad con9icts be-
tween them. However, it was not just doctors and 
paramedics that were involved in the discussions 

and, consequently, the con9icts. Additional par-
ties such as charitable organisations were fac-
tored into the discussion as well. The following 
section will present the positions of the central 
parties in more detail.

Paramedics

One of the most important parties within these 
disputes consisted of the paramedics, whose posi-
tions must be diIerentiated between full-time and 
part-time workers, as they were diametrically op-
posed in certain issues. Until the early :;B=s, the 
rescue service in Germany was primarily staIed 
by volunteer employees of the charitable organi-
sations. These employees were primarily respon-
sible for the rapid transport of the patients to hos-
pital. As sketched earlier on, the changes to the 
rescue service into a @eld of medical activity also 
caused the requirements placed on the non-med-
ical personnel to change. In particular, the full-
time paramedics wanted to improve their training, 
as that was also connected to the hope of expand-
ing their own competences and, in consequence, 
an increased social standing for this profession. 
At the beginning of this transformation process, 
the voices of the full-time paramedics were rare 
in the political discussion arena and could barely 
be heard. This changed in the late :;C=s, when a 
professionalisation of the full-time rescue service 
personnel occurred. In :;CE, Ludgar Kossendey 
and Ludwig Stumpf, two employees in the rescue 
service, created the periodical Der Rettungssani-
täter. This periodical was primarily intended for 
the full-time paramedics and provided informa-
tion on developments in their profession. Hence, 
the periodical can be regarded as a @rst “connect-
ing element” between the full-time paramedics. 
In the mid-:;E=s, the periodical was retitled Ret-
tungsdienst. Fachzeitschri! für Rettungssanitäter 
und Notärzte, in order to reach an even larger cir-
cle of readers. Moreover, the @rst teaching manual 
for paramedics was created in this period as well, 
which brought order and revision to the knowl-
edge required for the paramedic profession. Prob-
ably the most important step in the professional-
isation process was the establishment of the @rst 
professional association for full-time paramedics. 
The Berufsverband der Rettungssanitäter e. V. (BVRS) 
was founded in :;C;. Its primary objective was to 
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make progress with regard to the calls for occu-
pational pro@les for paramedics. In the same year, 
the @rst “Federal Congress for Paramedics” took 
place in Dormagen. The event was brought to life 
by the new professional association, whose aim 
was to bring together paramedics from all over 
Germany and to align them to a single line. In 
their totality, these professionalisation process-
es caused the full-time paramedics and their de-
mands for a standard occupational pro@le across 
the whole of Germany to be better perceived and 
also recognised amongst the public. In concrete 
terms, they demanded the oOcial recognition of 
paramedics as a legally-recognised profession 
based on training and examination regulations in 
order to eOciently control access to this profes-
sion. In the context of the disputes connected with 
these aims, the full-time paramedics also strove 
for an expansion of their tasks and competences. 
Some examples for the skills they included were 
intubations, injections and infusions.

By contrast, the voluntary rescue service per-
sonnel took an extremely critical stance against 
the demands of their full-time colleagues, be-
cause for them, each increase in the training re-
quirements meant an ever-higher hurdle in per-
forming their voluntary work. And there was 
scarcely any voluntary worker who had the op-
portunity to invest a lot of time in training or was 
prepared to do so for other reasons. There were 
certainly workers who embraced an opportuni-
ty for further training. However, these training 
units should be low-level and not particularly 
time- intensive. AHer the Rescue Assistant Profes-
sion Act was passed in :;E;, the volunteer Gerold 
Hoopman wrote in a letter:

Should volunteers now only be allowed to @ll out 
forms or operate the steering wheel? What about 
disaster protection, ambulance services and all 
the social services which we provide on a daily 
basis? What use are training courses and instruc-
tions to us if we now no longer are given the op-
portunity to gain practical experience and to use 
this knowledge? […] How oHen is it that we are the 
only people who make a bigger impact through 
our presence than some expensive drug. A law 
has been passed. We are forced to meet challeng-
ing requirements. Not that we do not want to pass 
the course. On the contrary!!! But when? Thirty 
days of holiday, maybe sabbatical leave. And what 

about the family? What about the voluntary ac-
tivities which must be tackled? In many charities, 
burn-out of the volunteers is inevitable and gets 
closer day by day. (H%%PMA,, :;E;: CGD f.)P]

Two developments linked to the law are crit-
icised in this excerpt. The first development 
outlines the devaluation of volunteer workers 
through restriction to tasks for which no further 
training is required and that are therefore degrad-
ed to supplementary tasks. And secondly, assum-
ing that volunteer workers tried to complete the 
training course, another consequence would be 
an inevitable burn-out in these people.

Charities

A further key player in these disputes are the char-
ities, including the German Red Cross (Deutsches 
Rotes Kreuz), St John’s Ambulance (Johanniter Un-
fallhilfe), the Maltese Cross (Malteser Hilfsdienst) 
and the Workers’ Samaritan Foundation (Arbeiter- 
Samariter-Bund). They were and still are responsi-
ble for a large proportion of the work ascribed to 
the rescue service in Germany and are thus the 
largest employers of paramedics. Even if the indi-
vidual organisations and their views on the claims 
of the full-time paramedics diIer in some areas, it 
can overall be seen that they were rather sceptical 
of the professionalisation attempts by paramedics. 
As a result, they prevented the passing of a rescue 
service act for a long time. The reasons for this 
were predominantly of a @nancial nature. The res-
cue services in Germany are primarily @nanced by 
the social insurance companies as well as funds 
from the federal states. Even into the :;C=s, the 
rescue service was primarily staIed by volunteer 
helpers and untrained, full-time paramedics, so 
the personnel costs for the charities were very low. 
The charities saw two dangers in the possible in-
troduction of a legally-controlled occupational 
pro@le: On the one hand, they feared a slow re-
duction of volunteer workers, who could no lon-
ger ful@l the new training directives. This depar-
ture would have to be compensated through the 
employment of new, more cost-intensive full-time 
personnel. Moreover, even in the early :;C=s vol-
unteers were still the central component of the 
personnel structure. In the Workers’ Samaritan 
Foundation in :;C: for instance, ;B percent of the 
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people employed in the rescue service were vol-
unteers, while in the German Red Cross it was 
still as many as E= percent (HA!, :;;4: 4G). On 
the other hand, the charities feared that the pos-
sible increase in the training level of the full-time 
paramedics would cause an eventual demand 
for higher wages. This is why the charities were 
always intent on keeping up voluntary work as 
a pivotal pillar of emergency medical services 
(MAL)E&ER H(LF&D(E,&) :;;=). Since they didn’t 
consider these developments to be @nancially via-
ble, they remained critical of the creation of an oc-
cupational pro@le at a federal level for a long time. 
For example, even in :;EB the St John’s Ambulance 
questioned the training period of two years, which 
they considerd too long. They expressed this opin-
ion in comments on a planned law for the para-
medic profession:

However, independently of this, the question 
must (again) be asked as to how far the medical 
necessity for intensive training over a period of 
two years is even given. The (apparent) inadequa-
cy of the currently practised GD=-hour minimum 
training has, in the opinion of the St John’s Ambu-
lance, never been reliably and seriously proven. 
(J%!A,,()ER U,FALL!(LFE :;EB)P3

This only changed successively from the mid-
:;E=s. Social developments and the fact that the 
rescue service was maintained D4 hours a day, sev-
en days a week, had led to an increasing neces-
sity for the employment of full-time personnel 
anyway. Additionally, volunteers slowly started to 
withdraw from the rescue service. This meant that 
the cost increases expected with an occupational 
pro@le were far less radical than a decade earlier. 
From then on, the charities worked to create a law 
for the profession of the paramedic. By doing so, 
they answered the contentual question concern-
ing the expansions in competence required of the 
paramedics.

Doctors

Doctors were also important players. On the 
macro level, the German Medical Association 
(Bundesärztekammer) represented the doctors 
both institutionally and organisationally in the 
discussions on the rescue service. Other repre-
sentatives were the Bundesvereinigung der Arbeits-

gemeinscha!en der Notärzte Deutschlands (BAND) 
and the Deutsche Interdisziplinäre Vereinigung für 
Intensivmedizin (DIVI). The latter was founded in 
:;CC as an umbrella association of anaesthetists, 
internists and paediatricians. Even as  early as 
:;E=, they founded a section which dealt especial-
ly with the rescue service (LAW(, & OPDER *E.KE 
:;;;: GB= I.). These organisations observed the at-
tempts of paramedics to expand the competence 
of non-medical rescue service personnel and 
were also critical of them. Although one would 
initially expect that doctors would position them-
selves against the professionalisation attempts of 
the paramedics, this was not the case. In the pub-
lic debate, both the German Medical Association 
and the other organisations argued for a legally- 
regulated occupational pro@le of the  paramedics, 
because they were of the opinion that it was the 
only way to guarantee a high quality rescue ser-
vice. In the discussions on the political level, it 
was the German Medical Association in partic-
ular that argued for a clear distinction between 
the tasks of doctors and those of paramedics. In 
a statement by the German Medical Association 
during the :;CG German Medical Assembly they 
said:

Although the occupational pro@le of the paramed-
ic belongs to the non-medical professions, it must 
be assumed that in order to be able to handle their 
later task to the fullest extent, the paramedic must, 
during their training, learn such life-saving imme-
diate measures that would commonly be ascribed to 
the scope of duties of the doctor. This includes injec-
tions, infusions and intubations, which they should 
have mastered fully. […] The quality standard for 
training to become a paramedic must therefore 
be so high that the paramedic is, at all times, able 
to perform life-saving immediate measures such 
as injections, infusions and intubations. However, 
the indication to do this must always remain in the 
sphere of responsibility of the doctor. [Emphasis in 
the original] (B-,DE&ÄRZ)EKAMMER :;CG)P4

The German Medical Association was not try-
ing to prevent the professionalisation of the full-
time rescue service staI but was saying that it 
should happen within clear limits and only up to a 
certain point. This can also be seen in the fact that, 
since the beginning of the :;C=s, the German Med-
ical Association was calling for the occupational 
term “Rettungsassistent” (rescue assistant). By using 



CURARE 41 (201+) 1+2

104  .I!&&! .?QT,+)

this title, the hierarchical position in comparison 
to the doctor could be derived semantically. With 
regard to the question of the competences of the 
paramedics, the German Medical Association de-
manded that the paramedics should master the 
execution of injections, intubations and infusions 
perfectly. However, they also were of the opinion 
that the indication for this and thus the responsi-
bility for the execution of such activities must re-
main with the doctor. For the @rst time, there was 
at least the suggestion of a cooperation to solve 
the problem and this was brought forward for 
discussion. Doctors were keen to develop a prag-
matic cooperation model, which should neverthe-
less still be subject to a certain amount of control. 
When discussing the draH of a paramedic law, a 
representative of the German Medical Associa-
tion stated:

Mr Jachertz emphasised that the German Medi-
cal Association saw a basic need for delimitation 
in the tasks of doctors and paramedics. However, 
this delimitation should be performed pragmat-
ically to avoid cementation. Therefore, he wel-
comed that the draH took the appropriate devel-
opment in the medical @eld into account. In this 
speci@c case, it was additionally necessary to keep 
an eye on the intended team work between the 
doctor and the paramedic. [Emphasis in the orig-
inal] (N(EDER&.!R(F) :;CD)Pa

Cooperations as a potential solution

With regard to the con9ict surrounding the ques-
tion of competencies required by full-time para-
medics, the opinions of the above parties were so 
diIerent in nature that it was not possible to agree 
on a joint course of action for a long time. It was 
not until :;E;, and thus almost K= years since the 
@rst discussions about the competencies of the 
non-medical rescue service personnel started, 
that a solution was created through the Rescue As-
sistant Profession Act. The law implemented the 
occupational pro@le demanded by the paramed-
ics for a long time, although it did not automati-
cally ful@l the desired demand for an expansion 
of competencies. The question as to which tasks 
the paramedics were permitted to undertake and 
which they were not was not included in the law. 
It was only this compromise that made it possible 
to create the law aHer almost K= years.

However, the fact that in the negotiations, the 
term “Rescue Assistant” prevailed over the title 
of “Paramedic,” clarified that the government 
wished for a continued and clear hierarchy be-
tween doctors and non-medical rescue service 
staI. In addition, the law indicated that the term 
rescue assistant merely referred to an “assistant 
to the doctor” (RE))-,G&A&&(&)E,)E,GE&E)Z 
:;E;), hereby clearly distinguishing the positions 
of doctor and rescue assistant. In the Non-Medical 
Practitioners Act, which de@nes the delimitation 
of medical and non-medical in Germany, it says:  
 “(:) Anyone wishing to practice medicine with-
out being a doctor shall require the permission to 
do so” (HE(LPRAK)(KERGE&E)Z :;K;). Medicine 
shall be understood as “any professionally or com-
mercially practised activity for the determination, 
healing or mitigation of illnesses, suIering or 
physical damage of people” (HE(LPRAK)(KERGE-
&E)Z :;K;). The paramedic should thus only per-
form tasks which support the doctor in these ac-
tivities. However, there is no speci@cation of how 
support diIers from the work of the doctor. It was 
particularly this ambiguity in the formulation of 
the law that was supposed to contribute to the co-
operation between the two parties. Thus, the para-
medic should follow the instructions of the emer-
gency doctor. In turn, the doctor should delegate 
tasks to the rescue assistant. This form of cooper-
ation usually proceeded without issues, providing 
that an emergency doctor was present. However, 
frequently this was not the case. Since the before 
mentioned Rendezvous System in the German res-
cue service expects that paramedics and the emer-
gency doctor travel to the scene of an accident sep-
arately and, in many cases, no emergency doctor 
is sent to the location to begin with, the paramed-
ic on site was oHen alone. In these cases, the mo-
dus vivendi took hold that the paramedic should 
exchange information with the medical head in 
the emergency HQ through close radio contact. If 
necessary, they should receive the permission to 
perform speci@c measures from them. However, 
this cooperation model may sound good in the-
ory but it actually contained a range of pitfalls. 
Consequently, it was possible that radio contact 
failed or could not even be set up, particularly in 
rural regions. Alternatively, the emergency situa-
tion required immediate action, leaving no time 
for agreements between the paramedics and the 
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doctor. In these cases, the rescue assistant could 
take speci@c measures in the context of so-called 
emergency competence, which were only per-
mitted to the emergency doctor but which could 
save the life of the patients. However, this action 
was highly problematic, because it frequently oc-
curred under unclear legal conditions. This is due 
to the fact that the emergency competence, from 
a legal point of view, represented an individual 
decision, so theoretically the legality of its appli-
cation had to be reviewed frequently. In order to 
prevent this problem to a certain extent, the Ger-
man Medical Association presented recommen-
dations for emergency competence in :;;D. These 
recommendations aimed to specify certain regu-
lations. In a @rst step, they described the status of 
the emergency situation and then named the ac-
tivities which the paramedic could perform in an 
emergency if no doctor was present. These proce-
dures included, for example, intubation without 
relaxants, venepuncture, the application of crys-
talloid infusions, the application of selected med-
ication and early de@brillation. (B-,DE&ÄRZ)E-
KAMMER :;;D) Acting in the sense of emergency 
competence was subject to the principle of rela-
tivity. That meant that the method with the least 
intervention but with the highest prospect of suc-
cess should be applied. For instance, if breathing 
with a ventilation bag is rendered eIective, then 
intubation with its greater risks is not permissible, 
because it is no longer relative (B-,DE&ÄRZ)E-
KAMMER :;;D). However, the recommendations 
of the German Medical Association have not been 
updated since D==K.

In the mid-:;;=s, the continuing technologi-
zation, specialisation and further development 
of medicine reopened questions in public debate 
as to whether the training of rescue assistants 
was suOcient for the requirements of a modern 
rescue service. This was followed again by long 
disputes, which ended in D=:4 with the passing 
of the “Law on the Profession of an Emergency 
Paramedic (Gesetz über den Beruf der Notfallsani-
täterin und des Notfallsanitäters – NotSanG)”. Not-
SanG may have been based on the Rescue Assis-
tant Profession Act, but it also brought some new 
items. Firstly, the length of the training period for 
the new profession of the emergency paramed-
ic was increased from two to three years, mean-
ing that the abilities and skills of the employees 

were bound to be improved. Furthermore, there 
were changes with regard to the question of the 
responsibilities and the cooperation required be-
tween the participating parties. The wording of 
the act removed the previous designation of the 
paramedic as an “assistant to the doctor,” adding 
a distinction of the tasks into “autonomous exe-
cution” and “team-orientated cooperation” (N%)-
FALL&A,()Ä)ERGE&E)Z D=:4). As a consequence, 
the authorisation for interdisciplinary coopera-
tion was particularly emphasised as an indepen-
dent training objective. On the one hand, this 
takes account of the developments in the profes-
sion, which were characterised by an increasing 
division of labour, diIerentiation of the activities 
and specialisation (D(ELMA,, & MAL%))KE D=:C: 
:KK). On the other hand, it also re9ects the high 
signi@cance of the cooperation concept in the 
present day, which is suggested by the use of the 
phrase “team”. In linguistic terms, this change ex-
presses that the title of ‘Assistent’ was given up in 
favour of ‘Sanitäterʼ. Therefore, it was no longer 
possible to discern a direct relationship between 
doctors and non-medical personnel. A glimpse 
into the periodicals reveals that these results are 
predicated on long-term developments and pre-
viously discussed ideas. One article in the journal 
Leben Retten, dating back to :;;=, already formu-
lated the concept of team work and cooperation 
as an ideal condition for collaboration. This idea 
is based on the Rescue Assistant Profession Act:

If the paramedic gives a diagnosis deviating from 
the assessment of the emergency doctor or thinks 
a diIering procedure to be more appropriate, it 
complies with good team spirit to collectively dis-
cuss the line of action in an a discrete and concise 
manner. The emergency doctor, however, holds 
the right to make the @nal decision. (UFER :;;=: 
CG)Pb

Summary

Starting with the increasing signi@cance of team-
work and cooperation over the last D= years, this 
essay prompted questions about the interweaving 
of cooperations and con9icts in the rescue service 
in Germany. Ever since the start of discussions on 
the rescue service in Germany in the mid-:;B=s, 
the distribution of tasks and cooperation between 
doctors and assistance personnel have  frequently 
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been at the centre of attention. The beginning pro-
fessionalisation of the full-time paramedics and 
the resulting demands made by them for an ex-
pansion of their competencies were a major fac-
tor in the formation of con9icts with the doctors, 
who saw their superiority in the @eld of emergen-
cy medicine as threatened. Moreover, con9icts 
within the cooperation were also created by the 
diIering perceptions of the other parties. In this 
@eld, which was full of con9ict and dealt with the 
question of the competencies of the paramedics, 
a form of cooperation was implemented as a solu-
tion. Cooperations can therefore not only lead to 
con9icts, they can also be solutions to con9icts. By 
implication, co-operations are inextricably con-
nected to con9icts. Additionally, con9icts are also 
suitable for investigating cooperations and their 
innovative strength in more detail.

Nevertheless, the above essay was merely able 
to present a small section of the wide- ranging 
spectrum of cooperations and con9icts in the 
German rescue service. Only a more detailed in-
vestigation of the paramedic group from a micro-
historical perspective would make sense for this 
question. Thus, the cooperation between full-
time and voluntary members of the rescue service 
could be considered as an example, or even the 
relationship between paramedics and patients set 
against migration processes, which tend make the 
interactions between the paramedic and the pa-
tient more diOcult. Research has not been carried 
out to a suOcient level in order to provide an ade-
quate answer to such questions. From a contem-
porary perspective, the complex source situation 
would suggest the application of a questionnaire 
for the diIerent groups with regard to a concrete 
cooperation in the sense of Oral History.

Notes
1 Cf. B-RGK!ARD) A., B-RGK!ARD) M, JA,)ZE, T. & 
KAMPMA,, J. D==E. Geschichte der Notfallmedizin im 
Os ten Deutschlands. Notfall + Rettungsmedizin E, ::: GC:–
GCE.
2 Cf. PRA-&&E-S)A,GL A. D==C. Entstehung und Entwick-
lung von Notarztdiensten in Nordrhein-Westfalen. (Studien 
zur Zeitgeschichte Bd. GE) Hamburg: Verlag Dr. Kovah. 
3 FRER(.!& H. D==G. Vom Krankenkorb zum Rettungs-
dienst Friesland. Dokumente zur Geschichte der Kranken-
beförderung und der Notfallrettung im Landkreis Friesland 
1884 bis 2((4. Jever: Verlag Hermann Lüers. 

4 KE&&EL N. D==E. Geschichte des Rettungsdienstes 1)45–
1))(. Vom „Volk von Lebensrettern“ zum Berufsbild „Ret-
tungsassistent/in“. (Medizingeschichte im Kontext Bd. :K). 
Frankfurt a. M.: Peter Lang. 
5 Original: „Aus den medizinischen Erfahrungen des 
Zweiten Weltkrieges war zu Anfang der fünfziger Jahre 
die Schocktherapie mit Infusionen und Bluttransfusion 
entwickelt worden. Damit war es möglich den Volumen-
mangelschock, der nach großem Blutverlust auHrat, im 
Frühstadium zu bekämpfen. […] Ende der fünfziger Jah-
re folgten neue Erkenntnisse über die Pathophysiologie 
beim plötzlichen Tod. Diese Erkenntnisse gingen ein-
her mit der Wiederentdeckung älterer Wiederbelebungs-
techniken, deren Nutzen jetzt durch wissenschaHliche 
Untersuchungen belegt wurde: Die Atemspende und die 
äußere Herzdruckmassage setzten sich damit als Erst-
maßnahmen beim Kreislaufstillstand durch“ (KE&&EL 
D==E: BK).
A e. g.: N. N. :;CD. Beim Unfall bestimmt der Zufall. Der 
Spiegel D:: GD–BB.
B Original: „die Übernahme der De@nitionsmacht und 
eine Hierarchisierung in Beziehung zu nichtakademi-
schen Assistenzpersonal“ (KE&&EL D==E: CG).
C Original: „Mit ihr wurde ein Schema geschaIen, das 
festschrieb, wer wann welche Aufgabe hatte, um den Pa-
tienten optimal zu versorgen“ (KE&&EL D==E: C=).
D Original: „Oder Du, lieber Hausarzt – fühlst Du Dich 
blamiert, wenn der rotgestreiHe Rettungswagen vorfährt 
und die ‚Pro@s‘ mit ihren NotfallkoIern, EKG und ande-
rem Equipment in die Wohnung stürmen? Bist Du bereit, 
mit ‚denen‘ zusammenzuarbeiten, ohne bei jedem Satz 
Deinen ‚Dr.‘ hervorzuheben und das ‚Alpha-Tier‘ in Dir 
und gegenüber Deinem Klientel zu verteidigen?“ (FER-
)(G & LA,D&LE(),ER :;EE: CD;).
1E Original: „Unfairerweise wird dann auf den Einwei-
sungsschein ein Fachchinesisch geschrieben, wie es in 
den D=er Jahren einmal gebräuchlich war, damit der  
 ‚dumme Rettungssanitäter‘ ja keine richtigen Schlüsse 
zieht […]“ (WA.!&M-)! :;EB: 4EG).
11 Original: „Mein Vater (Allgemeinmediziner mit über 
4=-jähriger Berufserfahrung) wird im Rahmen des ärzt-
lichen Notdienstes am Sonntagmorgen zu einer älteren 
Patientin gerufen, die über Schmerzen im Unterleib 
klagt. Nach eingehender Untersuchung wird die Diag-
nose ‚Appendizitis‘ gestellt und ein KTW [Krankentrans-
portwagen, P. P.] angefordert, welcher auch kurze Zeit 
später eintriIt. Die RS oder Rettungshelfer (Höchstalter 
D: bzw. DG Jahre) stürmen in die Wohnung, und nun be-
ginnt folgendes Gespräch:

Hausarzt: Guten Morgen, meine Herren. Diese Dame 
muß sofort auf die chirurgische Abteilung des XY-Kran-
kenhauses transportiert werden. Ich habe mit dem 
diensthabenden Arzt gesprochen, ein Bett ist frei, hier 
ist die Einweisung und der Transportschein.

RS [Rettungssanitäter, P. P.]: (Nach kurzem Blick auf 
die Einweisung) So ein Blinddarm, da müssen wir die 
Alte ja wohl tragen, können wir die mit Alarm fahren?

HA [Hausarzt]: Ich sehe darin keine Veranlassung, ich 
möchte nur einen schonenden und zügigen Transport 
für den Patienten.
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RS: Herr Doktor, sind Sie sich in der Diagnose auch 
 sicher, ich meine wenn so was durchhaut (RS meint wohl 
Perforation des Wurmfortsatzes).

HA: (Verärgert) Junger Mann, bin ich der Hausarzt 
dieser Dame und betreue sie schon über zwanzig Jah-
re oder SIE?

Hier endet die Kontroverse. Die Frau wird von den 
RS mürrisch und lustlos eingeladen und abtransportiert“ 
(S.!M(D) :;EB: 4EG f.).
12 Original: „Soll in ZukunH der Ehrenamtliche nur noch 
Formulare ausfüllen dürfen oder das Lenkrad bedienen? 
Was ist mit dem Katastrophenschutz, den Sanitätsdiens-
ten, allen sozialen Diensten, die wir täglich ausüben? 
Was nutzen uns Fortbildungen und praktischen [sic] An-
leitungen, wenn uns nun nicht mehr die Möglichkeit ge-
geben wird, praktische Erfahrungen zu sammeln und 
dieses Wissen auch umzusetzen? […] Wie oH kommt es 
vor, daß wir die einzigen sind, die nur durch die Anwe-
senheit mehr bewirken, als so manches teure Medika-
ment. Ein Gesetz ist geschaIen. Hohe Anforderungen 
werden an uns gestellt. Nicht, daß wir die Ausbildung 
nicht absolvieren wollen, im Gegenteil!!! Aber wann? 
Dreißig Tage Urlaub vielleicht, eventuell noch einmal 
Bildungsurlaub. Und war [sic] ist mit der Familie? Was ist 
mit den ehrenamtlichen Tätigkeiten, die bewältigt wer-
den müssen? Eine Überlastung der Ehrenamtlichen ist 
in vielen Hilfsorganisationen schon vorprogrammiert 
und rückt Tag für Tag näher“ (H%%PMA,, :;E;: CGD f.).
13 Original: „Davon unabhängig muß jedoch (erneut) die 
Frage aufgeworfen werden, inwieweit die medizinische 
Notwendigkeit einer intensiven fachlichen Ausbildung 
gerade über einen Zeitraum von zwei Jahren überhaupt 
gegeben ist. Die (angebliche) Unzulänglichkeit der z. Zt. 
praktizierten GD=-stündigen Mindestausbildung ist aus 
Sicht der JUH zu keiner Zeit zuverlässig und seriös nach-
gewiesen worden“ (J%!A,,()ER-U,FALL-H(LFE :;EB).
14 Original: „Obwohl das Berufsbild des Rettungssani-
täters zu den nichtärztlichen Heilberufen gehört, muß 
davon ausgegangen werden, daß der Rettungssanitäter, um 
ihn seiner späteren Aufgabe voll gerecht werden zu lassen, 
während der Ausbildung auch lebensrettende Sofortmaßnah-
men erlernen muß, die grundsätzlich in das Tätigkeitsfeld des 
Arztes fallen. Dazu gehören Injektionen, Infusionen, Intuba-
tionen u.a., die er perfekt beherrschen sollte. […] Der Quali-
tätsstandard der Ausbildung zum Rettungssanitäter muß 
somit so hoch angesetzt sein, daß der Rettungssanitäter 
notfalls jederzeit in der Lage ist, lebensrettend Sofort-
maßnahmen wie Injektionen, Infusionen und Intubati-
onen durchzuführen. Die Indikation dazu muß aber stets 
im Verantwortungsbereich des Arztes bleiben. [emphasis in 
original] (B-,DE&ÄRZ)EKAMMER :;CG).
15 Original: „Herr Jachertz betonte, daß die Bundesärzte-
kammer grundsätzlich Wert auf eine Abgrenzung in den 
Aufgabenbereichen von Ärzten und Rettungssanitätern 
lege. Diese Abgrenzung solle jedoch pragmatisch vor-
genommen und eine Zementierung vermieden werden. 
Er begrüße es deshalb, daß der Entwurf insoweit auf die 
jeweilige Entwicklung im medizinischen Bereich abstel-
le. Im übrigen müsse man gerade in diesem speziellen 
Fall die angestrebte Teamarbeit zwischen dem Arzt und 
dem Rettungssanitäter im Auge behalten.“ [emphasis in 
original] (N(EDER&.!R(F) :;CD).

1A Original: „Stellt der Rettungsassistent eine von den 
Feststellungen des Notarztes abweichende Diagnose 
oder hält er eine andere Behandlungsweise für angezeigt, 
entspricht es gutem Teamgeist die Vorgehensweise ge-
meinsam, diskret und kurz zu erörtern, wobei dem Not-
arzt das Letztentscheidungsrecht verbleibt.“
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The Ecology of Care in Cystic Fibrosis
Identification, Decision-Making and Learning in a Community Living and Working with a 
Rare Chronic Illness

,T!?AN &!IN,+), LA&= NI!WA)N!& S D%&I, ,TAA/

Abstract This paper sets out to describe how developing an identity as a member of a community organized around 
a rare chronic illness and becoming knowledgeably skilful in mastering the challenges of decision-making are part of 
the same process. We examine a community living with cystic fibrosis (CF) and their care-givers. CF is a rare inherit-
able disease with a chronic life-shortening course. Today, the growing complexity of care, with the resulting longev-
ity for people with CF, governs the practicalities of day-to-day decision-making, highlighting an increasing need for 
interdisciplinary collaboration. Building on long-term ethnography as anthropologists and physicians, we use a prac-
tice theoretical approach to explore in a highly specialized university medical centre how patients and care-givers 
make decisions and negotiate meaning, and their position, within such a community of practice (CoP). Drawing on 
ideas from distributed cognition and knowledge-practices, we show that the CF CoP is characterized by three inter-
related elements: First, by the development of a shared identity around the question how to manage and live with a 
rare chronic illness. Irony is used in establishing a position both outside the dominant mainstream of medicine and 
outside the dichotomies healthy/ill. Second, managing the condition requires collective learning in the domains of 
everyday life and clinical decision making, cutting across established status groups of patients and caregivers. Third, 
by taking experience and learning out of the individual’s head and making it a procedure to be enacted in similar 
moments, we argue that the embodied-knowledge of prior generations is not passed on but regenerated within the 
contexts of novices’ interactions within the social and material environment. Together, the three elements create a 
collectively embodied-memory culture allowing the CoP to regenerate itself and adapt within times of rapid change.

Keywords cystic fibrosisO– chronic illnessO– communities of practice (CoP)O– distributedO– decision 
makingO– knowledge-practicesO– Germany 

Introduction

Since its publication over G= years ago, “The 
Ecology of Medical Care” (W!()E, W(LL(AM& & 
GREE,*ERG :;B:) has provided a framework to 
think about health-care organization, medical 
education and research. Its conceptualization of 
medicine as a social institution was inspired by 
diary studies and careful reporting on the part 
played by general practitioners. Its ideas on the 
stages of decision-making, when patients and 
their health advisors, “whether physicians, phar-
macists or faith healers” (ibid.: :EE) seek help and 
consultation from other medical-care resources, 
these ideas have resonated widely in medical lit-
erature and have found their way into textbooks 
and articles (EDDY :;;=; HAY,E&, DEFEREA-M & 

G-YA)) D==D; BATTEGAY D==G; SA(,), DRAZE, 
& S%L%M%, D==B; MARK D==E). Yet, its focus on 
applications of medical expertise in complex in-
stitutional settings falls short of recent advances 
in the anthropology of knowledge and the chal-
lenges of those advances to medical anthropo-
logy (BE.K D=:G, C%!, & LY,.! D=:C). Addition-
ally, the ecology of care may look quite diIerent 
in the D:st century’s highly specialized medicine 
and may not capture the dynamics of care un-
der reformulated concepts of health and doctor- 
 patient interactions.

One of those dynamics, pointed out by CLARKE 
et al. (D==K) is the increasing focus on biomedi-
cine, technology and the relentless marketiza-
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tion of health for better or worse. With it came a 
growing interest in the concept of care in nursing 
theory and the social sciences (R%*(,&%, :;;E; 
M%L D==E; M%L, M%&ER & P%L& D=:=). Another 
development, discussed by D-M() (D=:D: B) is a 
paradigm-shiH in the understanding of health 
and illness. Since the :;;=s, the paradigm of “in-
herent health” and illness as a deviation from the 
norm was replaced by a notion of illness, in which 
bodies are inherently ill. A precarious-self arises 
which needs constant maintenance to keep symp-
toms at acceptable levels. These shiHs have been 
accompanied by the growing acceptance of new 
concepts in doctor-patient interactions, such as  
 “shared decision-making” and “empowerment” 
in medical practice. These models assume that 
patients are willing to and capable of making de-
cisions about their health with their health-care 
providers (RAPPAP%R) :;E:; C!ARLE&, GAF,( & 
W!EELA, :;;C). 

Social scientists have undermined the cogni-
tive framing of these health-related decisions in 
attempts to reframe decision-making as “distribut-
ed.” The temporality of decision-making has been 
stretched from discrete moments of cognition to 
being incrementally built over many instances 
of time, place, and contributors (H-).!(,& :;;G, 
RAPLEY D==E). Over the last decades, medical an-
thropology and sociology have bene@ted tremen-
dously from debates leading to the current un-
derstanding of the distributed agency of patients 
and healers. The discipline moved from the rec-
ognition of patients as individual and collective 
agents who have a voice in con9ict with the pro-
fessional or physician (DA!RE,D%RF :;GE, FRE(D-
&%, :;C=, ILL(.! :;CB), to the idea that this agen-
cy is not a given but comes into being, mainly, 
through non-compliance (L%.K & KA-FER) :;;E; 
GREE,E D==4), and how this develops over time 
in a “dance of agency” with health-care providers 
(P(.KER(,G :;;G; C!ARLE&, GAF,( & W!EELA, 
:;;C; GA WA, DE D==4). In recent years, the debate 
has widened its focus towards the question of how 
agency might be understood as an emergent ef-
fect created through alliances, connections and 
networks. These are now understood to involve 
humans and texts (GA**AY & LE MAY D==4), ma-
terial artefacts and technologies (PR%-) :;;B), 
other species, including domestic and research 
animals (HARRAWAY D==E), and relations of pow-

er and social positioning through which individu-
al and collective agents in the health-care system 
are enabled or hindered in exercising in9uence 
and change (CALL%, & RA*E!AR(&%A D==E).

We would like to extend the understanding 
of decision-making one step further by draw-
ing attention to the process of becoming part of 
this collective agency or community of prac-
tice (CoP, WE,GER :;;E). A broad de@nition of a 
community of practice is “a group of people who 
share a concern for something they do and learn 
how to do it better as they interact regu larly” 
(WE,GER :;;E). The shared learning becomes a 
bond among the members over time. Over the 
last decades, CoP has become an important con-
cept to understand social learning and knowl-
edge integration. Originally, it was developed to 
understand adult learning in apprenticeships e.g. 
midwifery (LAFE :;;:). Today, its use has been 
extended from learning within to learning across 
disciplinary communities in science, businesses, 
and medicine (REGEER & B-,DER& D==K; AM(, & 
R%*ER)& D==E; MA,(D(& & S.!EERE& D=:K; C-,-
D(LL, R%-M & PARKER D=:G; CR-E&&, CR-E&& & 
S)E(,ER) D=:E).

A key concept of CoP theory is that one be-
comes a member of a community by acquiring 
the skills and knowledge of that community; with 
this, one moves from legitimate peripheral par-
ticipation to a more central position, transform-
ing oneself as well as the group (LAFE & WE,GER 
:;;:). Sociologist MER)%, has been a pioneer to 
point out the dual nature of medical education, 
whose aims are to provide those wishing to be-
come physicians with the knowledge and skills 
necessary for the practice of medicine and a pro-
fessional identity so that they come to think, act, 
and feel like a physician (MER)%, :;GC). Medi-
cal educators (PAR*%%&(,G! D==D, CR-E&& et al. 
D=:4; CR-E&&, CR-E&& & S)E(,ER) D=:E) have re-
cently taken up this view of learning, practice and 
professional identity formation as inseparable.

Social scientists caution us that the growing 
disciplinary specialisation and division of work 
would “truncate both the movement from pe-
ripheral to full participation and the scope of 
knowledgeable skill” (LAFE :;;:: BG). In special-
ized medical settings like emergency rooms, it 
has been suggested that practice knowledge is 
tied to CoP member’s professional identities and 
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the  acceptable ends as de@ned by practical in-
telligibility. Learning then would largely be con-
@ned to “particular knowledges” and “particular 
relationships of learning” (MA,(D(& & S.!EERE& 
D=:K: :G; CRE&W(.K, WE&*%%K & BRA()!WA()E 
D==;: B), separating identity from intended forms 
of knowledgeable practice.

This paper sets out to describe how developing 
an identity as a member of a highly specialized 
community organized around a rare chronic ill-
ness and becoming knowledgeably skilful in mas-
tering the challenges of decision-making are part 
of the same process. We show that managing this 
illness requires mobilising and coordinating the 
CoP’s distributed elements and collective learning 
in the domains of everyday life and clinical de-
cision making, cutting across established status 
groups of patients and caregivers. The develop-
ment of a shared identity related to the condition 
and the care of patients are sustained by tempo-
ralizing collective learning. This is achieved by 
taking experience and learning out of the indi-
vidual’s head and making it a procedure to be en-
acted in similar moments. The embodied-knowl-
edge of prior generations of patients and staI is 
not passed on but regenerated within the contexts 
of novices’ interactions within the social and ma-
terial environment. Instead of creating unrelated, 
particular knowledges, the members of the CoP 
create a collectively embodied-memory culture, 
allowing the CoP to regenerate itself and to adapt 
within times of rapid change.

Field research in highly specialized  
clinical medicine

The theoretical framework outlined above has 
implications for research methodology. Although 
participant observation is central to anthropolo-
gy’s methodology, rendering its understanding 
and the kind of claims it makes about the social 
world (CL(FF%RD & MAR.-& :;EB, J%RGE,&E, 
:;E;), it has rarely been used as a means to ex-
pose the emergence of a knowledge-practice, like 
decision-making and identity formation in post-
graduate clinical practice in relation to the an-
thropologist as subject. A few notable attempts are 
H-,)ER’s (:;;:) detective-like exploration of the 
narrative structure of medical knowledge, KA)Z’s 
(:;;;) illustration of the culture of surgeons and 

the active stance in surgical decision-making, 
L-!RMA,,’s (D===) analysis of how psychiatrists 
learn to understand people as they do and R(&%R’s 
(D=:D) study on how internal medical-residents 
evolve to think like doctors.

While these studies, which describe medicine 
as a culture or subculture and frame their analy-
sis in terms of enriching and fascinating rituals to 
read about, they are limited or rather shaped by 
the authors’ interpretation of their own roles, as at 
least semi-detached participant-observers. Most 
of the above-named authors are excluded, for lack 
of professional skills and quali@cations, from a 
more active role.P Yet, we believe there is some-
thing to be gained by living up to anthropology’s 
aspiration and committing “body and soul” to the 
practices one longs to understand (WA.Y-A,) 
D==4, MYER!%FF :;CE). We interpret anthropol-
ogy as an entangled material-semiotic process of 
learning and knowing (S-.!MA, :;EC) that ben-
e@ts from participation in the practices one ob-
serves (M%L D==D, LAW D==4). We like to think of 
this research, both, as a process of becoming part 
of a community and of becoming with our research 
partners, or, as I,G%LD (D=:K) might phrase it, to 
learn not about our research partners but with 
and from them.

We use a practice theoretical approach, where 
practices are understood as a set of sayings, do-
ings and being organized by a pool of under-
standings, a set of rules and teleo-aIective struc-
tures (S.!A)ZK( D==:: B:). Identity (of a person or 
learner) and meaning (of a procedure or an arte-
fact) are conceptualized as functions of its rela-
tions and conversely, relations are functions of its 
meaning/identity (ibid: G:). This is important, as it 
allows to look beyond @xed social roles (physician, 
nurse, patient), and to foreground the relational 
nature of identity and practices: People perform 
acts of caring, healing, deciding, swallowing pills, 
inhaling, writing up cases, telling stories, and 
through these performances work on identifying 
as doctors, nurses or patients. Processes of iden-
ti@cation are shaped by the practices people per-
form and the relations with other people that arise 
within these practices.

The present work is part of a long-term ethno-
graphic study on the practices of everyday-life 
with chronic illness (RE(,&.! D=:K; RE(,&.! & 
RA&.!ER D=:G; RE(,&.!, N(EWA!,ER & S)AA* 
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D=:B). It draws on interviews and @eld-notes, col-
lected by the @rst author over two one-year peri-
ods in a German university medical centre spe-
cialized in CF care. The @rst period, D==B–D==C, 
was part of a MD-PhD research. The second peri-
od, D=:B–D=:C, took place during residency train-
ing in paediatrics while working on the CF ward. 
In between, several short-term research periods 
and follow-up interviews took place.

According to LA)%-R (D==4) and GARF(,KEL 
(:;BC), @eld research proceeds by following the ac-
tors to explore and map the distributed networks 
of encounters, people, technologies, practices and 
decisions. We followed the principles of Ground-
ed Theory that emphasizes the procedural and 
iter ative nature of research where data collection 
and analysis proceed simultaneously (C!ARMAZ 
:;EK, CLARKE D==G). 

Participant observations were recorded with 
@eld notes and later digitalized (J%RGE,&E, :;E;; 
EMER&%,, FRE)Z & S!AW :;;G). Informants were 
followed in their clinical and daily routines. Half 
of the research took place inside and the other 
half outside the hospital. The auto-ethnographic 
part of this research introduces accounts where 
the @rst author documents ways he changes as 
a result of working and doing @eldwork (ELL(& 
D==4). In using personal experience, auto-ethno-
graphers are thought to use supposedly biased 
data (A,DER&%, D==B). To address this critique, 
auto-ethnographic accounts were analysed along-
side data, abstract analysis, and relevant literature 
(ELL(&, ADAM& & B%.!,ER D=:=), as well as con-
ducting interactive interviews and focus-groups.

Narrative and interactive interviews as well as 
focus group sessions were used to probe in-depth 
into views on speci@c topics and contextualize 
cases or situations. They were held in the clinic 
or at home of informants, audio-taped and fully 
transcribed (SPRADLEY :;C;). Interactive inter-
views were collaborative endeavours between re-
searcher and participants, in which both re9ected 
and probed together about issues and problems 
(ADAM& D==E). Focus groups were started by pre-
senting the participants with visual and anecdot-
al material from the @eld research. Participants 
were asked to comment on the material, explore 
similarities and diIerences to their own experi-
ences, as well as discuss rationales, legitimating 
strategies and emerging concepts (M%RGA, :;;C). 

Conceptually, interactive interviews and focus- 
groups were attempts to collect new data, but also 
create experimental interruptions within the re-
search process, with the intent of staging re9ex-
ive encounters between research partners (B%YER 
D=:G). Within those re9exive encounters, emerg-
ing categories and mind-maps were discussed 
with medical and anthropological experts as well 
as patients. Additionally, triangulation and mem-
ber checking were used to validate @ndings. Re-
search continued until theoretical saturation was 
reached, i.e. no new concepts emerged aHer sub-
sequent data collection.

The study was approved by the internal review 
board of the university hospital. AHer receiving 
oral and written information about the research 
project informed consent was obtained from pa-
tients. To protect the identities of participants, 
pseudonyms have been used throughout the re-
search for all informants.

The ecology of care in cystic fibrosis

We describe a CoP organized around a chronic 
illness that is characterized by the development 
of a shared identity around the question how to 
manage and live with a rare chronic illness while 
undergoing a rapid demographic transition. This 
special status, a rare condition during a time of 
transition, requires collective learning in the do-
mains of everyday life and clinical decision mak-
ing, cutting across established status groups of pa-
tients and caregivers.

Two empirical examples are used to present 
the argument. The @rst examines the story of 
one of the oldest patients with CF and the histo-
ry of the CF centre where she is treated. We show 
some consequences of growing old within a CoP 
organized around a rare chronic disorder and 
the practice which reinstates the membership in 
this community, including how diIerence can be 
transformed with the use of irony to create a po-
sition outside the dichotomy ill/healthy, as well as 
the mainstream of clinical medicine.

The second example uses an auto-ethnograph-
ic account from the @rst author’s perspective as a 
physician, peripheral to the CoP, while learning 
to manage a critical situation in real-time, during 
a night shiH. Here, we’ve focused on the question 
of how the distributed-actors and elements of the 
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CoP are mobilized in order to manage such a situ-
ation as well as the role of experience and the tem-
poral component of the situated-learning process.

We will, thereaHer, discuss some implications 
for the ecologies of care in highly specialized med-
icine, and the anthropologic role in these commu-
nities.

The community of practice organized around 
cystic fibrosis

Mrs. Monk is one of a number of people with CF 
(PWCF) who are, regularly, admitted to the hospi-
tal for exacerbations of their chronic pulmonary 
infection. In PWCF, the defensive mechanism, 
the removal of bacteria through mucociliary 
clearance, is impaired. As a result, PWCF suIer 
from chronic infections. To compensate, the oth-
er defensive mechanisms, coughing and in9am-
mation, are up-regulated. Jointly, they lead to pro-
gressive destruction of functional lung tissue by 
chronic in9ammation which lead ultimately to 
lung failure, requiring long-term oxygen therapy 
and, later, a lung-transplantation in the majority 
of people (B%-.!ER D==E). In severe acute exac-
erbations, the number of bacteria in the airways 
is overwhelming, requiring treatment with a com-
bination of intravenous antibiotics.

On Monday morning, word has spread that Mrs. 
Monk was 9own in by helicopter from a vacation 
at the Baltic Sea. During handover in the emer-
gency room, those who do not know her already 
get to know her by anecdotes, told in amazement, 
about having a lung function of below D= % but 
still working; although, she needs continuous oxy-
gen supplementation, and, the voices turn to an 
exited whisper when they come to this part, that 
she is working several hours without using her 
oxy gen. She is a little celebrity among the group of 
young doctors assembled that morning in the hos-
pital. The reasons for this are not only her person-
al de@ance of age and decay, but also the chang-
ing demographics of people with CF in general, 
of which she is an exceptional example. (Field 
 notes)

Over the last few decades, there has been a steady 
increase in survival rates for those aIected by CF. 
Today, half of the population living with CF in the 
US and Germany is over :E and the predicted age 
of survival is still rising, enabling more and more 

of them to enter higher education, work and start 
their own families (CY&)(. F(*R%&(& F%-,DA-
)(%, PA)(E,) REG(&)RY D=:C, M-K%F(&Z(D%&E 
E.V. & M-K%F(&Z(D%&E I,&)()-) D=:C). No single 
new drug is responsible for this but a very com-
plex therapeutic regimen that the patient has to 
perform at home, daily, requiring some two hours, 
and including up to seven medications and a more 
comprehensive care-team in highly specialized 
CF centres (SAW(.K(, SELLER& & R%*(,&%, D==;, 
DAF(& D==B). 

The CF centre where Mrs. Monk has been treat-
ed in excess of a decade is an integrated children 
and adult service, caring for KG= PWCF. Called 
the “Christiane Herzog Centre,” in memory of a 
former German president’s wife, who’s founda-
tion helps raise funds for CF research and care, 
the center is one of Germany’s four largest centres 
of this kind. Administratively, it is part of the De-
partment of Paediatric Pneumology, Immunology 
and Intensive Care Medicine of a university hos-
pital. It grew out of a lung clinic at the outskirts 
of Berlin where, primarily, tuberculosis (TB) pa-
tients were treated (L%DDE,KEM*ER D==C). As TB 
became less common, funding for TB treatment 
was decreasing, and people with cystic @brosis be-
came older, the unit caring for CF became the clin-
ic’s central focus (MAGD%RF D==C, S)AA* D==C). 
This shiH was later accompanied by moving the 
CF centre to the university campus, located more 
centrally and part of a complex that includes the 
German Heart Centre, specialized in organ trans-
plantation.]

The centre’s staI caring for PWCF before and 
aHer transplantation is comprised of seven phy-
sicians and around 4= nurses, two psychologists 
working half-days plus one adjunct-psychosomat-
ic doctor who join the team once or twice, weekly. 
Three physiotherapists, two dieticians and a social 
worker also assist. The centre is led by two heads, 
a paediatrician and an internal-medicine special-
ist, both specializing in pulmonology. The two 
are consulted on every case and lead rounds be-
tween three-to-@ve times a-week, with alternating 
weekends. The other half of their time is spent in 
the out-patient clinic with routine check-ups, fol-
low-ups and research. One attending does the rou-
tine ward work with four residents-doctors, some 
of whom are in the middle of their sub-specializa-
tion in pulmonology. The remaining junior-resi-
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dents are in the middle of their general paediatric 
training. The residents rotate to diIerent wards 
every six-to-twelve months. They are sometimes 
called “six-months-doctors” by the patients, in 
contrast to the “real” CF physicians, like the cen-
tre’s heads or the nurses and psychologists who 
sometimes know the patients from diagnosis, of-
ten from the patient’s birth.

Participating in a CoP means partaking in its 
continuous reproduction

During morning rounds the day aHer Mrs. Monk’s 
admission, the following discussion between Mrs. 
Monk, the attending-physician, and one the CF 
centre heads, takes places:

Mrs. Monk: The emergency doctor in the heli-
copter asked me “How old are you? You can-
not have CF. People with CF are all dead by 
your age.”

Attending: You should have given him an auto-
graph.

M: Many doctors ask me “when did you get CF.”
A: Also, very popular: “how long are you going to 

have it?”
Mrs Monk laughs, her voice is hoarse, and she 

is short of breath, but eager to tell her story: 
When I was DG, my doctor told me “You are the 
living miracle in Methuselah’s age. You should 
be long dead, are you aware of this?” – “No,” I 
responded.

A: You should show more understanding for them; 
they were all listening carefully during the lec-
tures in medical school.

The clinic’s head, interrupts: It is a problem 
though, that it is assumed one wouldn’t get old 
with CF. Those with CF who are K= and have 
no plans for life are now becoming depressed.

M: That, I have never been told. My paediatri cian 
told my parents: “Treat her like a normal child; 
she will live to a normal age.” It did not hurt me.

C: The oldest patient here is CK.
M: Yes, I saw her walk down the ward, without 

oxy gen. That made me jealous.
C: She also has a mild version of CF.
M insists, looking around her: I would like to do 

that too, get loose from all these strings.
C: You want to dance without oxygen.
M: That I cannot do anymore even with oxygen.

Mrs. Monk is sitting in her bed, upright, breath-
ing hard, supported by oxygen through a high-

9ow nasal cannula. Resulting from her years of 
constant in9ammation, her airways have lost elas-
ticity and, now, with her chronic infection getting 
worse and her sputum building up, her airways 
would collapse without the positive-pressure of 
B=l of air, blown into her lungs to keep them in-
9ated and to allow her to breathe at all. She has 
two intravenous (i. v.) lines through which antibi-
otics and other medications are injected into her 
bloodstream, through a port catheter. The port is 
implanted under her skin, so she does not need 
to get i. v. catheters set every-other-day. Setting a 
new line has become diOcult over time, since fre-
quent i. v. antibiotics courses cause in9ammation 
in the veins while the super@cial-veins, which are 
easy to puncture, become thinner and then dis-
appear. The inhalation medications and pills on 
the table beside Mrs. Monk are an assembly that 
would be poly-pharmacy for anyone. Among them 
are inhalations of saline to make the mucus less 
thick, and bronchodilators and corticoids that she 
has to inhale several times, daily, to reduce the in-
9ammation. There are pancreatic enzymes in a 
pillbox to help digest food, vitamin replacements 
to compensate for malabsorption and stool-soH-
eners to prevent intestinal obstruction. 

Before the physicians and nurses enter her room, 
they have gone over the list of therapies and ad-
justed a few up or down. However, the therapeu-
tic adjustments are not what is at the centre of to-
day’s discussion. In the middle of her @Hies, Mrs. 
Monk is the second oldest of the centre’s KG= pa-
tients, a fact for which she is quite proud. Old age 
is uncommon for people with CF and people like 
Mrs. Monk do not @t the stereotypic imagery of 
someone with a rare progressive genetic illness, 
where, adolescence was the unsurpassed  median 
age until a few decades ago and which  usually lead 
to death, by lung failure, that is: suIocation.

Faced with the doom of an exacerbation that 
could have led to fatal lung failure, Mrs. Monk 
and the two physicians are attempting to create a 
meaningful narrative out of the apparent amaze-
ment over this new CF old age phenomenon, not 
yet anchored in mainstream clinical-medicine. 
Mrs. Monk and her physicians have collaborated 
for years to defy the odds, as they are reminded 
by the emergency-physician. He, like many phy-
sicians, did listen attentively during lectures but, 
nonetheless, is unfamiliar with the developments 
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in CF medicine aHer medical school graduation, 
as the attending doctor jokingly remarked.

On one level, the conversation does not have 
any medicinal relevance and could pass as unnec-
essary gossip. On another, however, the question 
arises, why are those three so eager to share this 
story on a Monday morning, in a crowded ward, 
with a clinic full of patients waiting to be seen? 
The functional aspect of this discussion can be 
located by being able to partake convincingly, in 
bashing other medical practitioners. Accordingly, 
the group assures itself that it is a valid member 
of a speci@c CoP, i.e. a community that is experi-
enced and competent to deal with CF. As WE,GER 
(:;;E: C4) reminds us, it is just as important to be 
a full participant in a CoP to understand the lat-
est gossip as it is to understand the latest medi-
cal paper or innovation. The gossip excludes the 
emergency physician and all the others who do 
not know that people with CF are asked, repeated-
ly, “When did you get it”? Conversely, the bond be-
tween doctors and patients is reinstated through 
shared gossip, based on their personal experienc-
es with the condition. It is noteworthy that mem-
bership to this CoP runs across established status 
groups, including experienced long term “chron-
ic” patients, while excluding physicians without 
specialized experience and competence in treat-
ing CF. While this has been discussed for other 
contexts of chronic disease, e.g. ADHS and Alzhei-
mer’s Disease (RA*E,AR(&%A, M%RE(RA & AKR(.! 
D=:4), it occurs in a particularly pronounced man-
ner in this context.

Herein, the CF community diIers from com-
munities with a shared identity that excludes 
them from the “normal ones,” like the hard of 
hearing and those professionally related to them, 
as analysed by G%FFMA, (:;BK: K=) and others. 
Their shared competence or expertise resulting 
from shared experience and learning, rather than 
their stigma distinguishes members of the CoP 
from outsiders. We will return, later in the paper, 
to the question how physicians peripheral to the 
CoP make the necessary experiences to move to 
full participation in the CoP.

Living-attached in a world of compulsory 
able-bodiedness

Only aHer the group of physicians has assured it-
self of its membership does it turn to the challeng-
ing aspects of living with CF: People who did not 
believe they would live to be K=, then, become de-
pressive by a lack of plans or they might live a life 
with work, family and vacations at the Baltic Sea, 
like Mrs. Monk; yet it is tiresome. It, simply, is liv-
ing attached to lifelines (lines that keep her alive 
and part of the social life), lines made of oxy gen, 
i. v. medication, delivery systems, physiothera-
pists who come to her place regularly, the very 
infrastructure of CF care. Living-attached may 
be without choice but the group knows how tire-
some it is to be reminded that, with all that con-
stant work to keep the CF symptoms at acceptable 
levels, “even with oxygen”, the most existential of 
all medications, “one cannot dance, lightly, any-
more” through life.

By alluding to the impossibility to “dance 
through life”, Mrs. Monk and the attending are 
speaking of a life that is diIerent from bare life or 
survival. Survival being what is assured through 
those very lines. What the two are talking about is 
life itself where life is con9ated with a social life –  
 “life as we know it” – that is threatened by the ex-
istence of the lines that attach her to the therapeu-
tic infrastructure.

While almost everyone is able to at least walk 
through life without oxygen—that is, exempt for 
extreme places as on top of the Everest or un-
der water—Mrs. Monk is not able to survive long 
enough in the social habitat of Homo sapiens. She 
is as a @sh out of water or rather a human under 
water, making it is impossible for her to live e+ort-
less and comfortably.

In one of our discussions, she relates how liv-
ing and working among people that look at her 
with less respect when she does wear an oxygen 
mask is exercising a repetitive eIect which made 
her take oI the mask: “People already look queer 
at me when I walk down the corridor to the court-
room with my mask on. They respect me less 
when I wear one, so I take it oI during the trials.”

The dilemma of disclosure at the workplace for 
people with potentially “invisible” chronic illness 
and the threats to emotional and physical wellbe-
ing has been discussed for many conditions (V(.K-
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ER& :;;C). What is striking in Mrs. Monk’s exam-
ple is that the place she takes the mask oI is one 
where she is in a position of power. A family judge, 
she is, nominally, exercising the authority of the 
state during court processions. Yet, these are the 
situations when she will work several hours with-
out supplementary oxygen.

The repetitive eIect of being looked at queer 
with a visible diIerence makes her feel uncom-
fortable. As A!MED (D==4: :4E) put it, to be com-
fortable is to be at ease with one’s environment 
that it is hard to distinguish where one’s body 
ends and where the world begins. Attracting queer 
views repeatedly when wearing an oxygen mask is 
leaving impressions that made her aware of her 
diIerence.

Mrs. Monk is made aware that she is living in 
a world were able-bodiedness, health and happi-
ness are presented as an ideal coupling. The ac-
cumulative eIect of the repetition of this presen-
tation of able-bodiedness, health, and happiness 
as an ideal coupling, and the questioning of her 
presentation shapes what is comfortable for peo-
ple like her to do.

In retrospect, Mrs. Monk subscribes to this 
tight woven narrative: “Every step, having to use 
intermittent oxygen, later continuous oxygen and, 
now, non-invasive ventilation overnight, were al-
ways steps in the wrong direction … You cannot 
get oI oxygen anymore; using it is a sign that it is 
going in the wrong direction, worse, not better.”

Like Mrs. Monk, many PWCF that have less of 
a position of power, struggle with this feeling of 
being uncomfortable in the world. One of the ad-
olescents we talked to told us he would never have 
imagined to take oxygen to school. He said he 
would not even let his friends carry his schoolbag 
upstairs when he was already huOng and puI-
ing on the 9at surfaces: “My body didn’t thank me 
though.” A young woman in her thirties re9ected, 
that she was going on vacations with friends to the 
Netherlands, and only there, where no one knew 
her, would she start feeling at ease with the oxy-
gen tank in public.

In the following section we will turn towards 
the question how this diIerence can be embraced 
and taken on via collective action where the un-
easiness is not negated but transformed, creating 
a space outside the uncomfortable dichotomies 
healthy/ill.

Identification and use of irony in the establish-
ment of a “position outside”

In the face of an existential crisis in medicine, 
narratives seek to temporally and meaningful-
ly sequence the experience. Within such narra-
tives, irony is one element that gives expression 
to the changing relationship between body, self 
and society, an experience which progressing ill-
ness invariably entails. B-RY (D==:: DCE) has list-
ed examples of irony in narratives which renders 
the expression of a positive view of the experience, 
by distancing the self through humour. We would 
like to highlight another dimension of irony, spe-
ci@cally, the element of the “insider-joke” observ-
able in a number of examples.

One may be surprised by the amount of irony, 
sarcasm and laughter on the CF ward. In the ex-
change between the two doctors and Mrs. Monk, 
it reveals that they belong to the same “commu-
nity of the initiated” or “the wise,” as  G%FFMA, 
(:;BK: DE) called them, by making fun of the emer-
gency doctor on the helicopter and, indirectly, by 
relating their stories of similar events. One in-
side joke that circulated among the community 
on the ward went: “PWCF are like snails: slimy 
and slow,” obviously relating to their lack of en-
ergy, shortness-of-breath and the sticky mucus 
they produce.

The quality of their sputum is something so 
central that patients have to learn to produce 
and judge it as an embodied knowledge practice 
or skill (HARR(& D==G, I,G%LD D=:K). It serves to 
evaluate the exacerbation severity by the cough-
ing frequency variation, and the amount and co-
lour of sputum. Sputum is visited like stool visits 
on gastroenterology wards. And similarly to stool 
visits, some physicians working on the CF ward, 
and peripheral to this community, were disgust-
ed by PWCF letting their sputum stand in unlid-
ded transparent plastic containers (yellow-green, 
with a purulent smell and sticky). In fact, so 
sticky, patients sometimes turned the containers 
upside-down to show how it clings to the bottom, 
holding it towards the audience to show how ex-
treme it was. 

In an ironic attempt to turn their situation into 
positive-value, some of the community of PWCF 
have developed a card-game, called the “CF Quar-
tet.” In an analogy to car or train quartets, PWCF 
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are shown with their image and markers of their  
 “performance”: pulmonary function, lowest oxy-
gen saturation, weight, height, and longest stay in 
the hospital.

In his book “Representation,” the cultural an-
thropologist HALL (:;;C) suggests three transcod-
ing strategies that people use to position the sub-
altern or colonial subject in the context of power 
and stigma: (:) “inversion of stereotypes” (D) “pos-
itive” respectively “revaluation” of images and 
(K) “representations-crossing by de-familiarizing 
and un-identifying.” While we are not claiming 
that medicine stereotypes patients in the same 
manner in which mainstream society stereotypes 
the “Other,” we believe these strategies are use-
ful when analysing the situation of people with 
chronic illness. PWCF, explicitly, used the “devi-
ance of the normal” as a quality. It can be seen as 
positive aOrmation. Whether the winner of the  
 “CF-Quartet” is the one with the best or the one 
with the worst performance is leH vague; repre-
sentations are not only representations of  but also 
always representations for, i.e. they are worked 
with, played with and negotiated in a situated 
manner. A close look at the images chosen by the 
players shows that ironic play with one’s sense of 
self and self-representation is the central element 
in undermining the dominant typologies of the ill 
as unattractive, invisible and unhappy.

This undermines the hegemonic imagery but 
not necessarily aims at modifying it. Neither do 
people with CF seem to aim for an approximation 
of their type, approaching the norm of the “healthy 
and beautiful.” They do not even constitute a kind 
of CF-chic. Rather, it seems to be a variation of 
what S)EP!E,&%, & PAPAD%P%-L%& (D==B), 
building on Foucault’s “aesthetics of existence,” 
call “outside politics.” Through ironic interac-
tions, patients multiply the possibilities of expe-
riencing chronic illness and the possibilities of 
being interpellated. The quartet circulates only 
inside the community of patients and care-givers. 
More importantly, it takes a “position outside” the 
hegemonic dichotomies of beautiful vs. ugly and 
healthy vs. ill. Through ironic de9ection, a pos-
sibility of death (the unspeakable) is positioned 
centrally. It is a move towards an aesthetic of ex-
istence, in relation to death, that creatively trans-
forms the meaning of CF. This move creates a 
space where the normalizing function of subjec-

ti@cation is undermined and where the possibility 
of freedom can exist.

Learning and decision-making in the community 
of practice 

The same way as Mrs. Monk was admiring the 
CK-year-old lady who walked down the ward with-
out oxygen, patients and physicians were talking 
about her: She inspires and sets an example. We 
want to turn, currently, to the question of how pa-
tients and care-givers within the CoP learn and 
make decisions in a way that helped Mrs. Monk 
become one of the oldest patients of the centre.

Mrs. Monk had started deviating from the beat-
en track, early. When the mainstay of therapy in 
the :;B=’s was letting children sleep in tents with 
moist oxygen-enriched air, her parents and pae-
diatrician dissented the recommendations of the 
university hospital and went for a big box of in-
halation in the back room of the doctor’s oOce. 
Mrs. Monk had to go there several times per week. 
Later she was assigned one of the @rst portable 
devices—then the size of a radio—and that she 
used three times daily. We mention this to high-
light that she was, then, already following a ther-
apeutic regimen close to the intensity commonly 
used today.

Mrs. Monk never saw herself as someone with 
CF. She only had contact to other PWCF, brie9y, in 
the :;E=s, because all the others died quickly, one 
aHer another, at a time when she was in her twen-
ties studying law and getting married.

There have recently been developments in CF 
care that correct the basic defect, the defective 
ion channel. Mrs. Monk had put great hope in this 
medication. The cautioning voices were  taken sto-
ically, that the eIect of the medication was not the 
marginal increase in lung functioning by : % but 
rather the decrease in acute exacerbations. Just 
when her symptoms were under control, she sac-
ri@ced this opportunity to try out a new strategy to 
improve her condition. Over two weeks, we tried 
to increase the dosage but the medication was 
making her even more short-of-breath; so, the 
medication was ultimately discontinued.

We would like again to point out that, just as 
discussed around the question of membership to 
this CoP above, decision making runs across es-
tablished status groups, including experienced 
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long term “chronic” patients, while excluding phy-
sicians without specialized experience and com-
petence in treating CF. In our numerous discus-
sions, many young physician colleagues re9ected 
how the process of decision making—central to 
the status of the physician—is “taken over” at least 
partly by experienced patients. A couple of weeks 
aHer starting to work on the CF ward, they began 
to talk about how they were being asked by a pa-
tient to rather take another vein to place an i. v. 
line, which they then found to be surprisingly at-
tainable. We mused about patients who told us 
they already knew in advance that her exacerba-
tion would not respond to a certain antibiotic, or 
patients pointing out an allergy to an antibiotic 
that was not listed in any of the charts, or those 
patients who preferred to speak about a certain 
topic with one of the attending physicians. This 
special relationship extends towards more expe-
rienced physicians as well. One of the most emi-
nent CF physicians from the US, Doctor Warwick, 
re9ects about the involvement of patients in ther-
apeutic tinkering: “The thing about patients with 
CF is that they’re good scientists. They always ex-
periment. We have to help them interpret what 
they experience as they experiment. So, they stop 
doing their treatments. And what happens? They 
don’t get sick. Therefore, they conclude, Doctor 
Warwick is nuts.” (Cited in GAWA,DE D==4)

We are not arguing that the fundamentally 
asymmetric relationship between patients and 
doctors is erased. Patients are not recognized as 
formal experts, no matter how much they know or 
experiment. Rather, patients within the CoP have 
acquired a situated knowledge—where to place 
an i. v., which physician to trust with a decision, 
or which antibiotic is helpful for them, and what 
might be a good situation to dispense with some 
therapies—drawing on prior experience. This 
speci@c knowledge makes them old-timers of the 
community.

While following the leads of such old-timers 
seems helpful to young colleagues that learn to 
trust them quickly, it also challenges the status of 
the physician within the CoP. One physician who 
had already @nished her sub-specialisation told 
us, rather exasperated, that it took her two years 
to accept that “patients know it all better”. Sev-
eral colleagues mused that while they would be 
able to make decision themselves, they preferred 

 care-ful ways of learning within the CoP, by which 
they understood being led through experiences 
by colleagues, nurses or patients that are more ex-
perienced.

As can be seen in Mrs. Monk’s story, just as in 
the interview with Doctor Warwick above, ad-
justing medication and therapy related decision- 
making is a joint eIort within the CoP. Likely nec-
essarily so, as a team of specialized physicians 
could plausibly manage a patient’s health with-
out that patient’s cooperation; this would certain-
ly not be “good care” in the sense of M%L (D==E), 
or Mrs. Monk, for that matter. The shared doctor-
ing and therapeutic tinkering (M%L, M%&ER & P%L& 
D=:=) links this CoP to professional knowledge 
and expertise.

To illustrate how shared distributed decision- 
making and shared doctoring extends into situ-
ations where knowledge is generated, or rather 
re-generated within the CoP, we propose delving 
into the @eld-notes describing a night shiH where 
the @rst author had to mobilize and coordinate the 
distributed elements of the CoP, in order to man-
age an unfamiliar situation.

The night shiR

In the middle of the night, around K:K=, a nurse 
awakened me. One of our patients had started 
coughing, badly, she said, and had already used 
all her codeine for that night, the medication 
that suppresses the cough. Drowsy from sleep, 
I walked to the nurses’ station, studying the pa-
tient’s chart. Two times/:G drops of codeine for the 
night, maximum, it stated, a dose just increased 
from the previous night and already used up, a 
dose at :::== pm the other at ::== am. I quickly cal-
culated that if the eIect of codeine got her through 
D hours, and the last dose was at ::==, she might 
have been coughing for K= min already, by the 
time I was awakened. This was some G minutes 
ago. I have to @nd a quick solution. I listened up. 
Down the corridor, I heard her coughing, mixed 
with the sound of the nurse’s footsteps. She would 
return in := seconds to ask me to look at the pa-
tient, noting that it was really bad, now. I had 
learned that on this ward, a nurse asking you to 
look at the patient whom you are already work-
ing on means she wants you to hurry, without say-
ing it explicitly. I felt the pressure building up to 
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act. Therefore, I dropped the @le and rushed down 
the dimly lit corridor, towards the open door from 
which the coughing came. As I approached, the 
sound became mixed with the oxygen bubbling 
and the CPAP machine hissing, a non-invasive 
mechanical ventilator. Not a good sign, I thought; 
in the evening, this patient was sitting without ox-
ygen when I made my rounds to see how everyone 
was (a preparation, in case I would have to inter-
vene suddenly in the night).

In the patient’s room, the nurse sat at the pa-
tient’s bedside, patting her back, talking her 
through every breath, gently. The patient held 
a mask over her mouth and nose (the CPAP’s 
mouthpiece that pressed air into her lungs,  aHer 
every breath, to keep her lungs open longer, and 
thusly, helping the patient ventilate, to exhale, to 
be speci@c). With nearly every inhalation, the 
patient, a young woman in her twenties, started 
coughing again, bending over, inhaling, gasping 
and coughing, again and again. “Can’t we get her 
some morphine or Dipi,” the nurse asked. I knew 
morphine or piritramid (the ingredients of Dipi-
dolor) would be the next medication, an escala-
tion from codeine. In addition, morphine would 
act quicker, since one @Hh of codeine has to be 
metabolised into morphine @rst. It then suppress-
es the urge to cough in the brainstem, along with 
the urge to breathe. This was a CF Patient, with 
a bad pulmonary situation and NOT a patient to 
make mistakes on. She was so deep into a cough-
ing spell and already on :=l/min oxygen, wash-
ing out her blood COD, while also taking away her 
drive to breath. Take away too much of her respi-
ratory drive and you will have to intubate her, a 
mistake to be avoided, one which I had been 
warned of, so many times over the past years. It 
was hammered into my brain.

I thought hard for an alternative medication 
but, standing there, I was so drawn by the urgen-
cy to help her breathe that I could not simultane-
ously concentrate on thinking about physiology. 
What she had been given the last times, I won-
dered. With haste, I returned to the nursing sta-
tion, siHed through the old logs and saw that she 
had been given morphine, last time, but that she 
had also nearly stopped breathing. “Doses only :/K 
of normal.” Possibly not enough? 

With the attending-physician on the line, I 
scribbled notes as he dictated: Give cortisone 

K= mg i. v. @rst. Then micro-dose =.G mg morphine, 
watch the result, give another =.G mg etc. As I 
turned, the nurse who had awakened me asked 
the second night-nurse to prepare the medication; 
she did not want to leave the patient alone any lon-
ger. The second nurse rushed for the medication 
cabinet, visibly in a hurrying, accidentally, drop-
ping the @rst morphine bottle. They want you to 
speed up, I thought.

When I got the medication tray to the patient, 
she was in visible distress. The nurse injected the 
cortisone, I, the morphine, and we waited for a re-
action. A few minutes later, the patient removed 
her CPAP mask, continuing with nasal oxygen, 
still coughing from time-to-time. She requested 
more medication and shortly thereaHer the sec-
ond dose; she relaxed and started to breathe reg-
ularly.

As told by my attending-doctor, I could then 
auscultate her lungs for possible pneumothorax, 
a lung collapse, which this patient had had before 
and which can cause a cough, too. While, a few 
minutes prior, it had been impossible to discern 
anything through the coughing and ventilator 
sound, respiratory sound was, alas, audible and 
equal on both sides.

My attending doctor then called, again, to in-
quire whether everything was ok, explaining at 
length that morphine was the most potent med-
ication and that cortisone was a potent medica-
tion to suppress coughing. He had learned to use 
these while working in the intensive-care unit. He 
said that I had had quite a rough night; something 
I could not fully judge, then.

The next morning, during a quick pre-morn-
ing round where I checked on the patients who 
had required assistance during the night, before 
my day-shiH hand-over, the patient with the bad 
coughing attack thanked me. I said I was thankful 
for having been able to help. Sitting down later to 
log my shiH, I wondered how this situation had 
come about and why she had thanked me when it 
had clearly been more than I supporting through 
the night.
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Mobilising and coordinating the distributed ele-
ments of the community of practice

Clearly, the events of that night did not represent 
medical decision-making as a singular cognitive 
event. Nor did it rely on a single individual’s de-
cisions. Instead, it required the mobilization and 
coordination of those present and elements of the 
CoP distributed over regions, time zones and sun-
dry individuals. 

Drawing on the nurse’s experience that the sit-
uation would possibly get out-of-hand, the physi-
cian had gotten up, adapted his work speed and 
followed her lead on plausible medication. Then, 
he contemplated chart entries about a prior ad-
verse medicinal reaction from that speci@c pa-
tient and adjusted the dose in keeping with the 
attending doctor’s experience from prior cases. 
The attending doctor suggested alternative medi-
cation, cortisone, which he had learned to use, in 
similar cases, in a diIerent intensive care unit. Af-
ter the patient had calmed down and the resi dent-
doctor had auscultated her lungs, he was able to 
discern crackles on both sides, relating what he 
had heard on the auscultation the evening before 
his night shiH started, not to mention those in the 
hundreds of lungs that he had auscultated on pa-
tients, prior. While that excluded a pneumothorax, 
it would have required an emergency x-ray to be 
certain of convincing others of the @ndings. Spe-
ci@cally, that last bit of knowledge is embodied in 
a way, which was only opaquely encapsulated by 
the logged words “hoarse crackles over both sides 
of the thorax.” 

The written account lacked certainty and so-
cial, material and emotional relevance. An x-ray, 
though, can circulate, as it is founded on centuries 
of trust that the scienti@c community has invested 
into evolving trust in what we see (S.!L(.! :;;G, 
D-M() D==4).

Over the subsequent months, during night 
shiH handovers, whenever colleagues asked about 
emergencies and their management, I drew on 
this and similar situation. While talking them 
through the management of incessant coughing 
or coughing up blood, or dropping oxygen satura-
tions, it seemed like I was, again, standing next to 
the patient whom I had had to manage, remem-
bering the ventilators hissing and my swirling 
emotions. Though unable to transfer this embod-

ied and tacit knowledge, I was aided in prioritizing 
subsequent situations. My colleagues drew on the 
explicit knowledge, which I, typically, reduced to 
two or three sentences, sometimes consulting my 
night-log into which I had scribbled that night’s 
notes. Sometimes, they are explicitly referred to 
the guidelines of the standard operation proce-
dures, a formalised version of such notes but a 
similar knowledge protocol, nonetheless.

This @eld note excerpt emphasizes the tempo-
ral component of the situated learning process. 
The task of coordination is about spatial distribu-
tion over charts, guidelines and diIerent people, 
but it also shows a temporal distribution. Experi-
ence, which is what was gained, is mostly refer-
enced as a cognitive and personal “thing,” which 
one possesses. Here, the interactive and materi-
alized dimensions of having an experience (DEWEY 
:;K;),3 and what Medical Anthropologists GA**AY 
& LE MAY (D==4) call the collective construction of 
medical mind-lines, are foregrounded. This prag-
matist take on experience allows us to talk about 
learning and passing on experience, diIerently, 
as explicit knowledge. Rather than making notes 
of inadequate things, knowing there is “more to it” 
than can be verbalized or written down, the condi-
tions for re-enacting this distributed-agency and 
expertise in moments of crisis have been created.

This is the essence of our ecological argument: 
taking experience and learning out of the individ-
ual’s head and making it a procedure to be enact-
ed in similar moments of crisis. The embodied 
memories of myriads of similar crisis situations 
create a collectively embodied-memory culture 
on the ward. This culture spawns the atmosphere 
which patients, like Mrs. Monk, describe as “feel-
ing at home”. It also guides the novice while nav-
igating the decision-making on the ward; thusly, 
helping to make new experiences. The embodied- 
knowledge of prior generations, that of the attend-
ing-doctor, is not passed on but re-generated with-
in the contexts of novices’ interactions within the 
social and material environment. To borrow a 
phrase from anthropologist HARR(& (D==G: :;E), 
the collective experience of the CoP acted like “a 
wave which carries forward the history of past ac-
tions and embodies their potential”.
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Discussion

In this paper, we described a CoP evolving through 
a rapid demographic transition that led from a 
hospital, at the periphery of town, where CF care 
was secondary, to an existential disease which 
held a central position in the university expan-
sion and high-tech intervention, like organ trans-
plantations and intracellular protein modi@cation, 
mirroring a global trend towards an increasing 
focus on biomedicine and technology in health 
care. This transition happened at the same time 
as a shiH in health and illness perspectives with 
the re-conceptualization of patients, as active 
partners in health care, has taken place in gener-
al medicine and CF care.

In our @rst empirical example we presented 
the story of one of the oldest patients with CF. We 
described the speci@c CoP, the clinical setting in 
which CF is treated, the development of the CF 
Centre and the exemplary trajectory of the patient 
herself. We then turned to the speci@cities of liv-
ing and working with CF: How, during the acute 
treatment in the hospital, a specific knowing 
practice-collective is performed during morning 
rounds, the challenges that patients are confront-
ed with outside the hospital during life at work, 
and the experience of diIerence based on bodily 
restraints and visibility of the treatment; but also, 
how an ironic re-de@nition of the dominant nar-
ratives of CF becomes possible. 

In our second empirical example, we focused 
on the learning processes of the clinical actors. We 
showed how, in order to respond to emergencies, 
they have to draw on diverse actors and knowl-
edge formats, without marginalizing the position 
of the patients. Learning to manage CF was taken 
out of the head of individual actors and translat-
ed into distributed learning processes, including 
patient and physician, nurse and chart, mechani-
cal respirators and medications, phones and oth-
er doctors. We suggested that learning within the 
community of practice becomes temporalized 
and, concurrently, experience becomes situated 
and materialised.

The paper aims to show how developing an iden-
tity as a member of the CF CoP and becoming knowl-
edgeably skilful in mastering the challenges of life 
and work with CF are part of the same process. We 
have argued that three interrelated elements are 

crucial to this, each of which will be discuss in  
turn:

First, in the development of a shared identity 
around the question how to manage and live with 
a rare chronic illness, CoP members use irony to 
establish a position both outside the dominant 
mainstream of medicine and outside the dichot-
omies healthy/ill. 

As PWCF are getting older, they face new life 
and health-care challenges. The challenges in @ll-
ing expectations are more than therapeutic com-
plexity, which, single-handedly, poses a huge bur-
den (BADLA, D==B). The possibility for a normal 
life, created through therapeutic options, may 
turn into a mandate to live a normal life at the 
expense of health and life itself (MAY,ARD D==B). 
Freedom to choose may mean choosing contin-
ued existence over long-term survival. Embedded 
within this set of impossible choices is the prob-
lem of integrating oneself, an entirely medical-
ized life-form (R%&E D==C), in a world populated 
by people who do not thoroughly comprehend the 
implications of living life with a chronic condition 
(V(.KER& :;;C). Irony, we argue, is a form of deal-
ing with this. Its use reinstates membership with-
in the CF community and creates a position out-
side the hegemonic dichotomies of healthy vs. ill. 
The CF position “outside” motivates, shapes, and 
gives meaning to the development of the skills, 
which it subsumes.

Second, managing CF requires mobilising and 
coordinating the CoP’s distributed elements and 
collective learning in the domains of everyday life 
and clinical decision-making, cutting across es-
tablished status groups of patients and caregivers.

The development of the practical knowledge 
and skills required to care or, to borrow from 
DE CER)EA- (:;EE), the artful undertaking of in-
venting everyday life, with a chronic illness, plac-
es PWCF and their care-givers in a pioneering 
situation; few, if any, were in these situations be-
fore and have a big experience advantage (DA-
F(& D==B). To complicate matters, knowledge ex-
change among PWCF may be limited, by their 
vantage of not being among the sick, on the one 
hand, and the need to keep them isolated to avoid 
transmission of the strands of bacteria, which re-
side in their lungs (B%-.!ER D==E). On the side 
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of care-givers, the specialisation of modern med-
icine creates heterogeneous geographical and re-
lational spaces that diIer from apprenticeships, 
where identity arises as part of participating in 
a particular craH or social group. It has been ar-
gued recently that in CoP of acute medicine like 
in emergency departments, patients, nurses and 
doctors do not share with each other their prac-
tice knowledge due to the pedagogic arrange-
ments that are disciplinary based (MA,(D(& & 
S.!EERE& D=:K). As we have shown for the CF CoP, 
learning in a setting of chronic illness does cut 
across disciplines. Not in a formal sense, for we 
have witnessed no formal arrangements that fa-
cilitates doctors learning from nurses or patients, 
or vice versa. Rather learning occurs as an inter-
stitial practice (LAVE :;;:) embedded into activ-
ities of decision making as during the night shiH. 
One of the reasons for this diIerence may be that 
the pedagogic arrangements and attachments or, 
as S.!A)ZK( would name them, the teleo-a+ective 
structures (S.!A)ZK( D==B: :EB4) in chronic illness-
es are not primarily related to the discipline, as in 
acute medicine, but through the development of a 
shared identity, they are related to the condition 
and the care of patients.

Third, by taking experience and learning out of 
the individual’s head and making it a procedure 
to be enacted in similar moments, the embodied 
knowledge of prior generations of patients and 
staI is not passed on but regenerated within the 
contexts of novices’ interactions within the social 
and material environment.

WE*ER (:;=4) famously argued that situations of 
crisis call for charismatic leadership. His notion of 
charisma is not a property inherent in the charis-
matic @gure, but considers it an interactive eIect, 
with the group projecting its expectations, and the 
leader in turn responding to them. In a similar ar-
gument, LJF(-S)RA-&& (:;BK), in his classic “The 
Sorcerer and his Magic,”  described how healers 
evolve to manage situations, which they had not 
anticipated, through the expectations and actions 
of a group, which works as a constant @eld of grav-
itation in which healer and patients act. Accord-
ingly, the expectation of swiH and con@dent en-
gagement during the night shiH and to care was 
spawned by the nurse’s expectation, the attend-
ing-doctor and the patient. The caring is done be-

cause it is there to be done, as KLE(,MA, (D==;) de-
scribes this gravitational @eld in his “Odys sey of 
becoming more human by caregiving”.

A question arising from our research is what 
counts as evidence of good care (M%L D==E), or best 
practice, when the experience, required to care 
is elevated to a distributed knowledge practice. It 
has been argued that good care in practice is nev-
er a @xed, and cannot be judged from the outside. 
Rather, it is a creative process of attentive experi-
mentation, something to do in practice as care 
goes on (M%L, M%&ER & P%L& D=:=: :K). If we may 
not say what good care in general is, then, maybe 
we may say what the conditions for good care are. 
As a @rst tentative answer then, by foregrounding 
the process of becoming member of a CoP organized 
around care, we have illustrated that making ex-
periences that enable healers to be careful and 
response-able is a dual process that includes be-
ing responsive to the expectations of the CoP and 
care-ful guidance by those that have made similar 
experiences. Temporising experience points is a 
second answer of what good care is: A practice not 
contained in the present but also assuring the pos-
sibility of its regeneration in the future.

Together, the three elements—using irony to 
narratively create an identity “outside”, distribut-
ed decision-making and temporalizing learning to 
care across disciplinary boundaries—create a col-
lectively embodied memory culture allowing the 
CoP to regenerate itself and to adapt within times 
of rapid change. This underlines the strength of 
the concepts of situated learning and CoP in help-
ing to conceptualize the question how newcomers 
are socialized and learn “to be” (LAFE D==E), and 
thus allow the social reproduction of a highly spe-
cialized organization within medicine. 

Beyond anthropological interest in the repro-
duction of social order (S.!A)ZK( D==:, D==B), our 
approach also highlights a possible role for an-
thropological inquiry within the ecology of care. 
The enduring success of the ecological concept, 
its “variation” and “evolution” (LEE D==:, GREE, 
et al. D==:, FRYER et al. D==K) may partly be ex-
plained by the resonance of these metaphors, all 
borrowed from biology, with biomedical practi-
tioners’ thinking. Since its initial conception, the 
idea of ecology of medical care has been advocat-
ed for use in research and teaching directed at 
improved understanding of the ways of favorably 



  123

CURARE 41 (201+) 1+2

T)! !+%(%=P %? +A&! IN +P,TI+ ?I/&%,I,

modifying it, with the objective of “reducing the 
time lag between advances in the laboratory and 
measurable improvement in the health of a soci-
ety’s members”(:;B:: D=4). Here, we started from 
the question, widely ignored in the dominant 
research on medical care, how medical practi-
tioners’ and patients’ acting in the world builds up 
a re9ective experience (R%LFE :;;C) that is con-
secutively transformed into expertise (BE.K D=:G), 
and how this is continually reproduced within a 
highly specialised ecology of care in times of rapid 
change. By this, we aim to productively intervene 
in the dominant research agendas on medical 
care. Our attempt is positioned among a growing 
body of research on expert cultures, that have re-
cently moved from studying “the other” to inves-
tigating “mutually interested concerns and proj-
ects” where “the basic trope of @eldwork shiHs 
from apprenticeship to collaboration” (MARCUS 
D==E: C). While we are deeply sympathetic to such 
a collaborative research endeavour, we would like 
to revive the idea of “apprenticeship”, albeit in a 
re9exive perspective.

In an editorial on “Friendship and Fieldwork”, 
FA, DER GEE&) (D=:G) argues that one can learn 
far more interesting things, ethnographically, by 
delving more into a subject than if one con@nes 
oneself to an outsider position. We are, now, fol-
lowing this suggestion and including auto-ethno-
graphic elements in our analysis. While the role 
of auto-ethnography in anthropology is a  highly 
debated one, with critical voices concentrating 
on methodology, and proponents focusing on 
the intended eIect (ELL(&, ADAM& & B%.!,ER 
D=:=), the CoP implicitly suggested this approach 
on several occasions. One of the CF centre’s psy-
chologists, in order to help a patient understand 
her own situation better, gave a patient one of our 
(unpublished) papers in which, drawing on M%L 
(D==E) we described diIerent logics of exacerba-
tion and care under which CF is performed. An-
other psychologist explained how, during a semi-
nar for CF patient-trainers, she had used the idea 
of mukoviszidieren which translates as “doing cys-
tic ,brosis”, a term again 9oated by M%L & LAW’s 
(D==4) radical-practice theory which purports ill-
ness as not only something you are or have but 
something that is done. While it is unclear how 
much traction such anthropologic concepts may 
gain, both instances are hints that curating con-

cepts in close proximity with practitioner is pos-
sible. One condition of possibility is the intensive 
immersion that comes with long-term research. A 
second, and certainly lucky, condition is the gen-
erous oIer to epistemic partnership by the CoP’s 
practitioners. A third, and possibly temporal, con-
dition is the current state of transition and 9ux of 
the CF CoP.

The CoP perspective used in the paper, and the 
trope of apprenticeship, foreground the import-
ant role of experience as a form of knowledge that 
also needs to be managed and transferred and 
that must not be considered an individual cog-
nitive phenomenon respectively. While we have 
demonstrated how decision-making and experi-
ence are distributed across team and equipment, 
re9ection seems to be somewhat less subject of 
distribution at a @rst glance. Following B%YER’s 
(D=:G) inquiry how re9exivity is produced within 
modern epistemic, social and material architec-
tures, one might want to question further where, 
how, by whom and with what kind of consequenc-
es re9exivity is produced within such distributed 
knowledge practices. Re9exivity in the distribut-
ed knowledge practices of CF happened as mus-
ings during interactive interviews, informal dis-
cussions during coIee breaks and moments of 
generously available time outside busy daily work 
as during rounds on weekends. It was present as 
an interstitial practice, and its eIects become vis-
ible in the recirculation of anthropological con-
cepts within the CoP mentioned above. This ap-
pears very unlike the famously unsuccessful WTO 
para-site including a staged presentation and ex-
plicit re9ection (DEE* & MAR.-& D=::). Possibly, 
formally staged events outside the @eld are just 
as lousy places for anthropological reflexivity, 
as formal schooling settings are lousy places to 
learn anything in, to paraphrase BE.KER (:;CD). 
The analogy may be controversial, and we do not 
dismiss the value of the para-site experiments. Yet 
our intention is to foreground the already happen-
ing re9exivity-in-the-@eld and the possibility to 
connect and participate in re9exivity-in-practice, 
which we believe to be a widely distributed and 
ubiquitous feature of contemporary science and 
medicine (BE.K D==E).

We believe that these further inquiries would 
bene@t from not only writing about, but also be-
coming part of the practices at the intersection 
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between the theory and practice (I,G%LD D=:K). 
Anthropology as a discipline will have little to add 
to the practitioners’ point of view in modern med-
icine’s already highly re9exive communities, un-
less it engages in joint epistemic work with its re-
search partners by irritating established thought 
styles and collectives and curating concepts joint-
ly (N(EWA!,ER et al. D=:B). Within such a co-lab-
orative research agenda, auto-ethnography ap-
pears a useful methodological entry point because 
it allows us to study sideways (B%YER & HA,,ERZ 
D==B) when re9ecting on good care, the produc-
tion of a skilled identity and the reproduction of a 
community from the inside.
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Notes
1 While R(&%R, himself a physician studying younger col-
leagues, is the exception, he points out that he refrained 
to actively counsel his informants unless they @rst laid 
out their course of action if he wasn’t present. It would of 
course have been unethical had he withheld knowledge 
during emergencies.
2 Transplantation is one possible treatment for termi-
nal CF but it is risky because the lungs are highly immu-
nogenic organs, the consequence of its large surface to 
the outside world, accordingly exposing a high risk for 
rejection. Of the DG patients who were part of the ini-
tial study-sample, ten years ago, three were successfully 
transplanted while three others died shortly aHer trans-
plantation rejection or transplant failure. The question, 
whether to take transplant risk is not only a medical one 
but deeply embedded in the social norms of our ablest 
society (MAY,ARD D==B).
3 DEWEY distinguishes between experience and an expe-
rience. While experience occurs continuously in interac-
tions of living beings and environing conditions, having 
an experience by humans is characterized by the unity 
of emotional, practical and intellectual dimensions of 
the situations or events such perceived (DEWEY :;K4: K;). 
See also BE.K (D=:G) for a discussion of Dewey’s prag-
matist approach for a practice-oriented take on ecolo-
gies of expertise. 
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Philosophy—Therapy—Mythology
On a Triangulated Analogy in the Philosophy of Ludwig Wittgenstein

+)&I,TIAN !&/A+)!&

Abstract The article’s main aim is to invite healing practitioners to read and interpret the philosophical writings 
of Ludwig Wittgenstein as relevant for their practices. It outlines Wittgenstein’s philosophical orientation using 
his own triangulated analogy between the fields of philosophy, therapy and mythology. It is argued that Wittgen-
stein, throughout his philosophical life, considered philosophy as an activity for clarifying philosophical confusion. 
Philoso phizing is thus, like medicine, a treatment for making a troubling state disappear or dissolve. Wittgenstein 
pointed out that his methods of philosophical clarification might be compared to psychoanalysis. Based on this 
analogy, philosophical clarification renders a troubling mythology harmless by using a less troubling mythology. 
This view can in turn shed light on the philosophical confusion that may accompany a scientific worldview. Such 
confusion emerges when belief in the absoluteness of scientific truth hinders acknowledgement of the truths and 
insights from other cultures.

Keywords philosophyO– psychotherapyO– WittgensteinO– FreudO– Frazer

A frame for reading Wittgenstein

In this article I want to talk about the philoso-
pher Ludwig Wittgenstein and his analogical rep-
resentation of philosophy, therapy and mytholo-
gy. I will be concerned mainly with reading and 
understanding the philosophy of Wittgenstein, 
yet I hope to provide some useful and stimulat-
ing thoughts for the context of practical healing. 
This connection may be surprising, considering 
how Wittgenstein is oHen portrayed in the wid-
er academic community: he is regarded as a phi-
losopher of logic, sometimes even a logical posi-
tivist who, with the Tratctatus logico-philosophicus 
(:;DD), provided the foundations for a scienti@c 
worldview (“wissenschaHliche Welt aufassung”—
as the members of the Vienna Circle coined their 
program). In contrast to this “early and scientistic 
Wittgenstein,” it is sometimes said that a so-called  
 “later and unscienti@c” Wittgenstein abandoned 
and deconstructed the doctrines of the Tractatus 
and paved the way for postmodernity. While this 
is a nice plot for a short philosophical biography, 
such a highly condensed picture can be very mis-
leading. I therefore begin by stating four main as-
pects of Wittgenstein’s philosophizing which pro-

vide the frame for what I would like to explore in 
the following pages:

:) Wittgenstein never advocated for a scien-
ti@c worldview. He lived at a time of great 
optimism in science and technology. His 
philosophizing, from the very beginning, 
was aimed at explicating the limits of science 
and scienti@c reasoning. He wanted to re-
strict science to its appropriate realm.

D) Rather than the contrast of an “early vs. late” 
Wittgenstein, many continuities character-
ize his philosophical development. One of 
these continuities is the afore-mentioned 
anti-scientistic orientation; another is his 
conviction that the goal of philosophy is clar-
i,cation. What changed over time were his 
methods of clari@cation.

K) Wittgenstein always held that philosophical 
clari@cation is a practice. This is closely re-
lated to another continuity in his thinking, 
namely that philosophy should not be used 
to build theories, but to clarify our thinking.

4) Wittgenstein was an analogical thinker. One 
of his main methods of clari@cation was 
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to @nd similes and objects of comparison. 
When juxtaposed, the objects could, he 
thought, clarify our thinking by illuminat-
ing each other.

The three terms in the title of this paper phi-
losophy, therapy, mythology are also used as such 
objects of comparisons. My aim is to illuminate 
the relation between these three @elds as con-
ceived by Wittgenstein. If this can provide a start-
ing point for seeing Wittgenstein’s philosophy as 
relevant for thinking about healing and the coop-
eration that takes place in healing practices, then 
the purpose of the paper will have been ful@lled.

Philosophy, like medicine, seeks its own 
 abandonment

Throughout his philosophical life, Wittgenstein 
con sidered philosophy to be a practice of clari@-
cation, not a set of doctrines. Even as a young man, 
he stated this in the Tractatus Logico-philosophicus:

The object of philosophy is the logical clari@ca-
tion of thoughts.
Philosophy is not a theory but an activity.
(A philosophical work consists essentially of elu-
cidations).
The result of philosophy is not a number of “phil-
osophical propositions,” but to make propositions 
clear.
(Philosophy should make clear and delimit sharp-
ly the thoughts which otherwise are, as it were, 
opaque and blurred.) (W())GE,&)E(, :;DD: 4.::D)

The ability to make something clear is not mys-
tical, but an art (craH) that may be learned through 
training. Wittgenstein regarded his classes at the 
University of Cambridge as just such training, and 
he sometimes compared them to practicing play-
ing an instrument. For example, he compared his 
lectures to @nger exercises on the piano. This mu-
sical analogy came naturally to Wittgenstein be-
cause music played an important role in both his 
life and his philosophizing. Another realm he of-
ten chose to compare his work to was that of thera-
py. For instance, when Elizabeth Anscombe came 
to his classes with questions concerning a theo-
retical conception, Wittgenstein said: “Let me 
think what medicine you need” (A,&.%M*E :;E:: 
ix). Then he asked her a question that made her 
see how it was her theorizing that had given rise 

to the troubling questions. Once she saw this, her 
theoretical problem was not solved, but her need 
for a theoretical solution dissolved. A regular atten-
dant of Wittgenstein’s lectures remembers a sim-
ilar occasion:

The @rst lecture consisted largely of a disclaimer 
that he proposed to impart to his audience meta-
physical “truths,” or indeed that he would be con-
cerned to transmit knowledge at all, in the sense 
in which it could be said of a geographer or physi-
cist. If that was what any member of the audience 
was expecting he would be disappointed. What 
the lectures would be oIering was, according to 
Wittgenstein, more like the work of a masseur. If 
anyone happened to be suIering from a particu-
lar kind of mental cramp, Wittgenstein might be 
able to help him. (REDPA)! :;;=: :E)

This analogy of treating a particular mental 
cramp shows that the sessions with Wittgenstein 
were not merely agreeable aHernoons where stu-
dents got together with their teacher and played 
philosophy as if it were chamber music. The in-
vestigations he conducted were hard work for all 
participants—including Wittgenstein himself—
and a most serious matter (although sometimes 
[grammatical] jokes were indeed the right treat-
ment to relax a cramp). Moreover, Wittgenstein’s 
treatments were never idle academic play; he was 
concerned about how people authentically and 
outside the classroom thought, or rather: how au-
thentic thinking can be led astray as soon as peo-
ple enter the classroom. This treatment could 
be painful, as Georg Henrik von Wright remem-
bered:

Each conversation was like living through the day 
of judgement. It was terrible. Everything has con-
stantly to be dug up anew, questioned and sub-
jected to tests of truthfulness. This concerned not 
only philosophy but the whole life. (V%, WR(G!) 
:;E;: :4)

Here we get a hint how radical Wittgenstein’s 
way of philosophizing was. He exhibited a philos-
ophizing that had radically turned away from 
the academic search for “eternal truths and fun-
damental principles.” He substituted this search 
with trying to clarify speci@c people’s speci@c talk. 
We may say that one of his lasting contributions 
to philosophy was precisely the fundamental in-
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sight that philosophical problems are not prob-
lems of truth but of sense, an insight that he elab-
orated throughout his philosophical work. Both 
early and late in his career, Wittgenstein held that 
philosophical problems arise from a state of un-
clarity about the sense of philosophical questions. 
The result of clarifying the sense of a question is 
not to make the question meaningful, but to cause 
the unclarity to disappear—just like a cramp disap-
pears aHer a massage. I quote from the Tractatus:

The solution of the problem of life is seen in the 
vanishing of this problem. (W())GE,&)E(, :;DD: 
B.GD:)

This may be seen as a paradigm for Wittgen-
stein’s view of what the point of philosophizing 
is, namely, to make philosophical problems dis-
appear. Just as a medical doctor’s aim is to make 
himself super9uous, philosophizing seeks its own 
abandonment.

Methods of clarification

How is Wittgenstein’s therapeutic clari@cation to 
be achieved? According to Wittgenstein’s Tracta-
tus the method for clari@cation is “logical analy-
sis:” logical analysis of seemingly deep philosoph-
ical questions should show that these questions 
are actually nonsensical. Such analysis should re-
veal that we cannot even know what these ques-
tions mean. A familiar example of such a question 
is: “How can I know that the outer world exists?” 
Other perplexing questions from today’s academ-
ic philosophy are: “How can consciousness arise 
from non-conscious matter?” “How can there be 
free will if the universe is determined by caus-
al laws?” or “How can we de@ne vagueness?” In 
a Wittgensteinian spirit, we may say that these 
philosophical questions are not deep because 
they reach to some deep truth, but rather, that 
they arise because we are deeply confused about 
the sense of the sentences in which we formulate 
the questions. What is the meaning of “to know,”  
 “outer world” or “existence” in the @rst question? 
What is the meaning of “arise,” “consciousness” 
or “matter” in the second question? What is the 
meaning of “de@ning” or “vagueness” in the third 
question?—The promise of Wittgenstein’s philos-
ophy is that a clari@cation of these meanings will 
make us see that the questions are nonsensical. A 

consequence of this acknowledgement would be 
that the questions, rather than puzzling us, would 
simply disappear.

While Wittgenstein’s general philosophical ori-
entation remained the same throughout his philo-
sophical life, his methods of clari@cation changed. 
The so-called middle or later Wittgenstein invent-
ed a method of clari@cation that replaced logical 
analysis. According to this new method, a main 
source of our failure to understand something is 
that we lack an overview of the use of words. Words 
like “to know” or “knowledge,” “to want” or “the 
will,” phrases like “having meaning” or “having 
pain,” and so forth, become problematic in con-
texts of (philosophical) theorizing, because we 
tend to forget how we usually use these words and 
phrases. If, for example, we are reminded that we 
use words of vagueness precisely to allow for co-
operation where acute de@nitions are pointless, 
the philosophical question of how to exactly de-
@ne vagueness dissolves. The philosophical clari-
@cation has thus to make surveyable the everyday 
uses of philosophically problematic terms:

The concept of a surveyable representation is of 
fundamental signi@cance for us. It characterizes 
the way we represent things, how we look at mat-
ters. (Is it a “Weltanschauung?”) (W())GE,&)E(, 
D==;: § :DD)

Wittgenstein’s idea of a surveyable or “perspic-
uous” representation suggests that we can gain 
this overview by assembling non-problematic cas-
es of the use of these phrases as objects of com-
parisons, as well as intermediate cases that show 
how we are led from non-problematic usage to 
problematic questions. These objects of compar-
ison may be scenarios of meaningful word usage, 
and thus the famous method of language games 
enters the scene: 

Our clear and simple language-games are not pre-
paratory studies for a future regularization of lan-
guage—as it were @rst approximations, ignoring 
friction and air-resistance. The language-games 
are rather set up as objects of comparisons which 
are meant to throw light on the facts of our lan-
guage by way not only of similarities, but also of 
dissimilarities. (W())GE,&)E(, D==;: § :K=)

Here we have the promise of a method of clar-
i@cation that is not another theory. Once we sur-
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vey the use of the words that lead to perplexity 
when they are taken out of context and put into 
philosophical questions, we will recognize these 
questions as nonsensical. Wittgenstein describes 
the outcome:

The results of philosophy are the discovery of 
some piece of nonsense and the bumps that the 
understanding has got by running up against the 
limits of language. They—these bumps—make us 
see the value of that discovery. (W())GE,&)E(, 
D==;: § ::;)

This makes clear that for Wittgenstein the prac-
tice of philosophizing consisted in taking some-
thing away, like cleaning up a room. But here it is 
important not to understand Wittgenstein’s anti- 
theoretical dissolving of philosophical questions 
in a dogmatic sense, as if it would provide yet an-
other eternal theory. Wittgenstein was very care-
ful in all his formulations, and he was especially 
careful with generalizations, since hasty gener-
alization is one of the main means by which lan-
guage can mislead us into philosophical mud-
dles.P* Indeed, in contrast to imposing yet another 
dogma, Wittgenstein’s philosophy may be said 
to be wholly anti-dogmatic. The employment of 
concepts like “language game” or “family resem-
blance” was meant to block our craving for es-
sences and general truths, and to open our minds 
for recognizing the importance of diIerences be-
tween individual cases. It is therefore not surpris-
ing that Wittgenstein pinned the following note 
on the manuscript-page that discussed his philo-
sophical method: 

There is not one single philosophical method, 
though there are indeed methods, diIerent ther-
apies, as it were. (W())GE,&)E(, D==;: § :KK) 

This note is a helpful reminder that Wittgen-
stein’s writings—apart from the Tractatus, they 
were posthumously published from his manu-
scripts—may be read as examples of his attempt 
to create perspicuous representations meant to 
dissolve his troubling philosophical questions. In 

* One of Wittgenstein’s closest friends, the psychiatrist 
Maurice O’Connor Drury, identi@ed generalizations as 
belonging to the “Danger of Words” (:;CK), as he called 
his wonderful little book, which seeks to show how he 
as a psychiatrist has bene@tted from discussions with 
Wittgenstein.

this sense, Wittgenstein’s manuscripts are diaries 
of a therapeutic process.

Philosophy and psychotherapy

The remark quoted from § :KK brings us back to 
the analogy between philosophy and therapy, 
and it is this that I would like now to consider in 
greater detail. This analogy highlights that a phil-
osophical problem in Wittgenstein’s sense is some-
one’s problem, and that the philosophical work is 
work on oneself (cf. W())GE,&)E(, :;CC: D4; W())-
GE,&)E(, :;;4: GD). It was Wittgenstein’s trouble 
with philosophical questions that prompted him 
to invent his methods of clari@cation. But in or-
der for these methods to be eIective, it is neces-
sary that a person, in the @rst place, is troubled 
by a philosophical question. Only then can the 
clari@catory treatment bring peace to the person 
and resolve philosophical disquietude. It is most 
important that this peace from clari@cation can-
not be passively received; just as in psychothera-
py, improvement is not achieved through taking 
a pill prescribed by a doctor. Rather, it is a coop-
erative practice in which the understanding of 
the patient develops over time; this understand-
ing empowers the person to clarify his or her con-
fusion. When making this analogy between phi-
losophy and psychotherapy, however, we should 
keep in mind that Wittgenstein did not propose 
that his methods of clari@cation were treatments 
for psychological disorders in general or for all 
kinds of mental trouble. Instead he proposed a 
treatment for a particular kind of mental cramp, 
namely that trouble caused by questions rooted 
in our ways of representing the world when do-
ing philosophy. The analogy with therapy serves 
as an object of comparison in order to shed light 
on Wittgenstein’s way of philosophizing. He par-
ticularly thought of the analogy with psychoanal-
ysis as illuminating.

Wittgenstein never elaborated a  systematic ac-
count of psychoanalysis, and his relation to Freud 
is ambiguous. However, he repeatedly referred to 
Freud and returned to the topic of psychoanalysis. 
For instance, when he visited his student, friend 
and colleague (and later executor of his will) Rush 
Rhees in Swansea in the early :;4=s, he spoke of 
himself as a “disciple” and “follower of Freud.” 
Moreover, when Alfred Ayer, in a popular arti-
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cle, suggested that Wittgenstein conceived of phi-
losophy as a form of psychoanalysis, it angered 
Wittgenstein and he said: “they are diIerent tech-
niques” (MAL.%LM :;GE: GC). At one point, Witt-
genstein was especially interested in the practice 
of interpreting dreams, and he thought that the 
skills needed for practicing psychoanalysis and 
his way of philosophizing must be similar. He 
wrote the following in :;4E:

In a Freudian analysis the dream is, so to speak, 
decomposed. It completely loses its original 
meaning. One could imagine a large piece of pa-
per with a picture drawn on it: the picture is now 
pleated up in such a way that pieces which were 
quite unrelated in the original picture are now vi-
sually adjacent and a new picture (meaningful or 
meaningless) results: this new picture would be 
the dream as dreamed, while the original picture 
would correspond to the latent dream content.

Now, I could imagine someone who saw the 
unfolded picture exclaiming, “Yes, that is the solu-
tion, that is what I dreamt, but without the gaps 
and distortions.” In that case the solution would 
be constituted as such by the dreamer’s recogni-
tion of it and by nothing else. It is just as when 
you are writing something and looking for a word 
and suddenly say “That’s it, that’s what I wanted 
to say:” your recognition of the word stamps it as 
the word that you were looking for and have now 
found. […]

What is intriguing about a dream is not its 
causal connection with events in my life etc. but 
rather that it functions as part (indeed a very life-
like part) of a story the remainder of which is in 
the dark. […] To be sure, as the paper unfolds the 
original picture disintegrates—the man that I saw 
was taken from there, his words from here, the 
surroundings of the dream from a third place, 
but the dream-story has its peculiar charm, like a 
painting that attracts and inspires us.

Of course one might say that we view the 
dream in an inspired way, that it is we who are 
inspired. Because when we relate our dream to 
someone else, generally the imagery doesn’t in-
spire him. The dream aIects us like an idea preg-
nant with possible developments. (W())GE,-
&)E(, :;CC: BE–B;; W())GE,&)E(, :;;4: :KD–K; 
translation by M.G-(,,E&& D==D: DDB–C)

In dream interpretation, elements of the dream 
are assembled in a way that presents a convinc-
ing story. As Brian McGuinness stresses, a crucial 

point of this passage is its acknowledgement of 
the dreamer as the judge of the rightness of the 
interpretation: the interpretation must be accept-
ed by the person whose dream is interpreted. This 
acceptance, however, would not be evidence or 
proof of the correctness of the interpretation in a 
scienti@c sense. The dreamer’s acceptance of the 
interpretation shows instead that the representa-
tion of the dream elements in that speci@c way is 
attractive and convincing. According to Wittgen-
stein, psychoanalysis is far from providing scien-
ti@c explanations (he said that the propositions of 
psychoanalysis are even pre-hypothetical!)—rath-
er, it would provide a new mythology.

Wittgenstein’s statement that psychoanalysis 
is not a science was not meant to disregard the 
practice. In this respect he diIered from Karl Pop-
per, who criticized psychoanalysis for not being 
a science. Wittgenstein never considered it could 
be—he appreciated Freud’s achievement of show-
ing that it is possible to replace an older way of 
looking at things with a new story and to couple 
it with new rituals. According to Wittgenstein, it 
would be dangerous to think of a psychoanalytic 
interpretation as scienti@c truth, but if one could 
choose it as an alternative way of looking at one’s 
life, it could be fruitful and enlighten one’s think-
ing. The important thing is to be able to relinquish 
this frame of interpretation when one wants. In 
this sense, psychoanalysis provides an object of 
comparison for other ways of looking at things 
that may be mistaken for scienti@c truth. Such 
examples may themselves be descriptions in sci-
ence, such as the Darwinian description of evolu-
tion or the world-picture of physics. Even in his 
early career, Wittgenstein saw these as “modern 
mythologies:”

At the basis of the whole modern view of the 
world lies the illusion that the so-called laws of 
nature are the explanations of natural pheno mena. 
(W()) GE,&)E(, :;DD: B.KC:) 

So people stop short at natural laws as some-
thing unassailable, as did the ancients at God and 
Fate. (W())GE,&)E(, :;DD: B.KCD)

This passage from the Tractatus foreshadows 
Wittgenstein’s later remarks on the work of James 
Frazer, the Cambridge anthropologist who wrote 
The Golden Bough. This brings us to the third term of 
comparison in the title of this paper, “mythology.”
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Philosophy as uncovering the mythology of 
modern times

In the early :;K=s, Wittgenstein asked his friend 
Maurice O’Connor Drury to get a copy of Frazer’s 
The Golden Bough so that they could read it  together. 
Drury—who became a psychiatrist on Wittgenstein’s 
advice—later remembered Wittgenstein’s main crit-
icism on this work, and precisely with a view to 
the passage from the Tractatus just mentioned:

The whole modern view of the world resting on 
an illusion --------- the ancients were clearer. To be-
lieve this really, to let it sink in, then we are aliens 
to nearly every thing [sic] that is going on around 
us. You cannot accept this without hurting oneself. 
This is indeed to turn oneself right around.

Once Wittgenstein asked me to read to him 
part of “The Golden Bough.” Fraser [sic] always 
treated the myths and customs he had so assid-
uously collected with a certain condescention 
[sic]. He said we must not despise them for their 
errors because they represented the @rst rudi-
mentary thoughts from which later science was 
to spring. But, as Wittgenstein pointed out, these 
ancients had indeed already their science. Agri-
culture, irrigation, weapon making, etc: they were 
able to survive under conditions where we would 
now perish. No, these myths, these customs, had 
nothing to do with the beginning of science. They 
were the expression of a belief and a longing for 
something other than the bread and comforts of 
daily existence. And in so far as we have now lost 
these common myths and customs, so much are 
we the poorer. The belief that the further progress 
of scienti@c discovery and invention will bring us 
any nearer to the relief of our deepest needs, is a 
superstition worse than anything Fraser cast his 
pity on. (Letter, Drury to Rhees, Spring :;BB: :E–;)

For Wittgenstein, the modern optimism re-
garding science and technology was a myth that 
held us captive. He saw the myth as a worldview, 
and philosophizing, for him, had the task of free-
ing our thinking from habits of thought emanat-
ing from this worldview. According to Wittgen-
stein, a worldview was necessarily entrenched in 
a corresponding way of living and speaking. He 
thought the way of living in modern times gave 
rise to the confusions in language that undergird-
ed current philosophical problems. Wittgenstein’s 
work was partly aimed at freeing philosophy from 
the idea of it being a science; or, to put it another 

way, to make us see how the assumption of phi-
losophy as science and the use of scienti@c jargon 
constitute a powerful myth that hinders us from 
pursuing our philosophical needs, since it hinders 
us from being open to look at the world with fresh 
wonder. Thus, around the time when he was read-
ing Frazer with Drury, he wrote the following draH 
for a book preface: 

I now believe that it would be right to begin my 
book with remarks about metaphysics as a kind 
of magic. 

But in doing this I must not make a case for 
magic nor may I make fun of it.

The depth of magic should be preserved. – 
Indeed, here the elimination of magic has it-

self the character of magic. (W())GE,&)E(, :;BC) 

This passage shows us that Wittgenstein did 
not want to deprive science of its scienti@c mer-
it. This would be completely mistaken. The point 
was to assign scienti@c thinking to the places 
where it belongs and to remind ourselves that we 
are led into confusion when we confuse the mea-
suring rod of scienti@c language with the actual 
phenomenon, or when we imagine that such lan-
guage is the only correct way to measure or repre-
sent the phenomenon. 

Concluding remark

In this article, I have tried to sketch an orientation 
in Wittgenstein’s philosophizing by elucidating the 
relation he saw between the @elds of philosophy, 
therapy and mythology. It is certainly not more 
than a sketch: for each of the three @elds, you will 
@nd connections to Wittgenstein’s philosophy that 
go much deeper than what I have touched on here, 
and all the connections are explored in scholar-
ly literature. Nevertheless, this article may give 
an idea of how to approach the reading in order 
to render fruitful Wittgenstein’s thinking regard-
ing questions of healing and the cooperation that 
takes place in healing practices. It thereby situates 
Wittgenstein in a tradition of other philosophers 
who have worked out a therapeutic self-under-
standing. Given that few thinkers have delved into 
Wittgenstein’s manuscripts as pieces of great mod-
ern literature re9ecting a lifelong therapeutic di-
alogue, healing practitioners would @nd here an 
open @eld for further elaboration.
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Historische Perspektiven auf die Essentialisierung und Biologisierung von Geschlecht
Bericht zum Symposium des AKHFG, I.–G. Juli BCDG, Ruhr-Universität Bochum

*I&IA* ,A&A) *A&%T@KI

Der Arbeitskreis Historische Frauen- und Geschlech-
terforschung (AKHFG) widmete dem Thema der 
Essentialisierung und Biologisierung von Ge-
schlecht aus aktuellem Anlass eine interdiszipli-
näre Tagung. Auch wenn die zentralen BegriIe 
Essentialisierung und Biologisierung dem Wort-
schatz der :;;=er Jahre entlehnt zu sein scheinen, 
haben sie in den letzten Jahren eine zunehmen-
de Aktualisierung erfahren. Entgegen den An-
nahmen und Ergebnissen von gut 4= Jahren Ge-
schlechterforschung kann in den letzten Jahren 
eine Rückkehr der These von der geschlechtli-
chen Bipolarität beobachtet werden, wie sie sich 
etwa in den populärwissenschaHlichen Publikati-
onen von Evolutionsbiologen wie Ulrich Kutsche-
ra und Axel Meyer niederschlägt, die sich in ihrer 
Argumentation auf vermeintlich (natur-)wissen-
schaHliche Tatsachen berufen (vgl. MEYER D=:G, 
K-)&.!ERA D=:B).

Hier setzte die Tagung an, die von den Histori-
ker/innen MARE, L%RE,Z, gemeinsam mit M--
R(EL G%,Z/LEZ A)!E,A& (beide Ruhr-Universi-
tät Bochum) und FALK% S.!,(.KE (DHI London) 
ausgerichtet worden war. Einleitend führte Lo-
renz aus, dass die historische Perspektivierung 
exakt jener Topoi von Essenz und Biologie des Ge-
schlechts, derer sich Autoren wie Kutschera und 
Meyer bedienten, dazu beitragen könne, die Sicht-
barkeit der Gegenanalyse zu erhöhen und es den  
 „Vereinfachern der Welt so schwer wie möglich zu 
machen“. Diesem Anliegen kamen die Tagungs-
teilnehmer/innen in ihren überwiegend konst-
ruktivistisch und diskursanalytisch ausgerichte-
ten Beiträgen nach.

Finanziert wurde die Tagung durch den Mar-
gherita-von-Brentano-Preis D=:G, mit dem Gise-
la Bock und Karin Hausen als Gründerinnen und 
der AKHFG als Verein ausgezeichnet worden wa-
ren. In insgesamt sechs Sektionen stärkten Wis-

senschaHler/innen unterschiedlicher Disziplinen 
in internationaler Zusammensetzung die Einsicht 
in die Konstruiertheit der Topoi von Essentiali-
sierung und Biologisierung von Geschlecht. Die 
Veranstalter/innen wiesen auf die Aktualität des 
Themas hin, angesichts einer zunehmenden In-
fragestellung und DiIamierung von Geschlech-
terforschung aus verschiedenen politischen und 
gesellschaHlichen Bereichen, die häu@g mit po-
pulistischen Argumentationen und Werte- und 
Weltvorstellungen in Zusammenhang stünde. 
Der Wunsch nach von der Natur geregelten Ge-
schlechterverhältnissen scheint allgegenwärtig 
und Thesen, in denen die Gender Studies als ver-
schiedene gesellschaHliche Felder umfassende 
Verschwörungstheorien gekennzeichnet werden, 
@nden großes Entgegenkommen.

In der Keynote Lecture zeigte der Sozialwissen-
schaHler und Biologe HE(,Z J?RGE, V%&& (Hoch-
schule Merseburg) an Hand von antiken Lehren 
über Geschlechterverhältnisse auf, dass sie sich 
in ihrer AuIassung über Ein- und Zweigeschlecht-
lichkeit durchaus unterschieden. Er plädierte für 
eine präzise, interdisziplinäre,  quellenbasierte 
und nicht verallgemeinernde Analyse, die die 
Arbeit der Dekonstruktion nicht vereinheitlicht, 
sondern eine OIenheit gegenüber Gleichzeitig-
keiten zulässt.

Das Symposium widmete sich in seiner ersten 
Sektion der Zweigeschlechtlichkeit. Wie im Mit-
telalter eine Essentialisierung von Geschlechter-
diIerenz konstruiert bzw. begründet wurde, zeig-
te BR-,% W(EDERMA,, (Universität Tübingen) 
mittels einer historischen Analyse der Himmels-
körper in mittelalterlichen laienastrologischen 
Texten und Bildern.

In der zweiten Sektion Der Körper als Inves-
tition stellte LAR& BL-MA (Deutsches Bergbau- 
Museum Bochum) als WirtschaHs- und Technik-
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historiker die körpergeschichtlich ausgerichtete 
Frage nach der VergesellschaHung des arbeiten-
den (Männer-)Körpers im Steinkohlebergbau an 
der Ruhr von :E;= bis :;E=. Indem er die Knapp-
schaH in das Zentrum seiner Überlegungen stell-
te, untersuchte er, wie Männlichkeit und Körper-
lichkeit des Bergmanns im Versicherungswesen 
konstruiert werden. Dabei konnte er eine Ver-
datung und VergesellschaHung des arbeitenden 
Körpers beobachten und damit eine Praktik, die  
 „ontologisierende und anthropologisierende Kör-
per- und Geschlechterzuweisungen zumindest 
partiell dekonstruiert“. Dabei, so wurde in der ab-
schließenden Tagungsbetrachtung von GA*R(ELE 
D(E)ZE (HU Berlin) festgehalten, könne die Pra-
xis der VergesellschaHung durchaus als Alterna-
tive zu Biologisierung und Essentialisierung be-
trachtet werden. Der Zusammenhang von Recht, 
Naturforschung und Ökonomie prägte BE))(,A 
B%.K F%, W?LF(,GE,& (HU Berlin) kulturwis-
senschaHlich motivierte Überlegungen zur ge-
schlechtlichen Arbeitsteilung (insbesondere im 
Reproduktionsbereich) in der Kernfamilie Ende 
des :;. Jahrhunderts.

Im Zentrum der dritten Sektion stand die Rol-
le von Institutionen. Über Fallbeispiele aus dem 
D=. Jahrhundert exempli@zierte der Geschichts- 
und Rechtswissenschaftler J%!A,, K(R.!-
K,%PF (Universität Wien) die Konstruktion von 
Geschlecht in der österreichischen Gerichtspra-
xis. Dabei fragte er nach dem Zusammenhang 
zwischen medizinischer Wissensproduktion und 
Rechtsprechung. Obwohl durch die Rechtspre-
chung nicht eindeutig de@niert, legten die Gerich-
te eine binäre Geschlechterordnung unausgespro-
chen zu Grunde, begründeten die geschlechtliche 
Zuordnung aber auch über die gesellschaHliche 
Wahrnehmung und erwiesen sich damit, so Dietze, 
als „Orte sozialer Selbstvergewisserung“. CLA--
D(A KEMPER (Hamburger Institut für Sozialfor-
schung) interessierte sich als Historikerin dafür, 
inwiefern eine Organisation geschlechtlich aufge-
laden werde, resp. in wie weit sie geschlechtsor-
ganisierend wirke. Als „neutral ausgerichtete“ Or-
ganisationen böten sich nach Kemper NGOs für 
eine solche Untersuchung in besonderem Maße 
an. Mit ihrem Untersuchungsgegenstand brach-
te Kemper ein neues Motiv in die Diskussion ein: 
Auch progressiv ausgerichtete Verbände agieren 
nicht zwangsläu@g geschlechtergerecht.

KA)NA SA*(&.! (Gender-Studies, Ruhr-Univer-
sität Bochum) machte den AuHakt für die vier-
te, der Wissenscha! gewidmeten Sektion. Sie ging 
von Ludwik Flecks in seinem Buch Entstehung und 
Entwicklung einer wissenscha!lichen Tatsache (:;KG) 
entwickelten Vorstellungen von Denkstil und 
Denkkollektiv aus, um die wandelnden Konzep-
te der „wissenschaHlichen Tatsache Geschlecht“ 
seit dem :E. Jahrhundert zu untersuchen. C!R(&-
)(,A BRA,D) (Ruhr-Universität Bochum) stellte 
mit Donna Haraway eine Galions@gur feministi-
scher WissenschaHskritik in den Mittelpunkt ih-
rer Überlegungen. Neben einer Historisierung 
der frühen Arbeiten Haraways verwies Brandt auf 
die Wechselwirkungen zwischen jeweils aktuellen 
Forschungsentwicklungen und eventuellen kriti-
schen Gegendiskursen.

Von wissenschaHsgeschichtlich ausgerichte-
tem Erkenntnisinteresse wurde auch die Unter-
suchung der Historikerin EL&*E)! BA&L (Univer-
sität der Bundeswehr, München) geleitet, die die 
fünHe, den Biologien gewidmete Sektion eröInete. 
Sie veranschaulichte am Beispiel von Körpergrä-
bern, wie durch die Bestimmungsverfahren un-
terschiedlicher Disziplinen den gefundenen Toten 
jeweils diverse Geschlechter zugeordnet werden 
und dass Interdisziplinarität zu einer Revision der 
Ergebnisse führen müsse. Hieraus resultiere die 
Frage nach der Ansprachehoheit: Welcher Wis-
senschaH kommt diese zu und trägt nicht der ste-
tig anwachsende Anteil der lab sciences bei diesen 
Verfahren letztendlich zu einer Biologisierung 
von Geschlecht bei?

Der Historiker SAiA V-KAD(,%F(. (Universi-
tät Zürich) fokussierte Pariser SchriHen der :;C=er 
und frühen :;E=er Jahre: Die SchriHstellerin und 
Philosophin Monique Wittig zeigte über literari-
sche Strategien die Möglichkeit einer Entbiologi-
sierung des weiblichen Körpers auf, während die 
Soziologin Colette Guillaumin das wissenschaH-
liche Konzept von race dekonstruierte und somit 
einen frühen Beitrag zu intersektionalen Ansät-
zen leistete.

Die abschließende Sektion der Tagung setzte 
sich mit der Rolle des Populäre[n] Wissens ausei-
nander. Die Historikerin C!R(&)(,A BE,,(,G-
!A-& (Justus-Liebig-Universität Gießen) zeigte 
an Hand von populären Gesundheitsratgebern 
des :;./D=. Jahrhunderts auf, welche Rolle (wis-
senschaHlichen) Bildern in der Konstruktion der 
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Vorstellungen von Geschlecht zukommt. Das Sym-
posium schloss mit einem Vortrag der Historike-
rin KER&)(, W%LFF (Archiv der Deutschen Frau-
enbewegung, Kassel), die dafür plädierte, an jene 
literarischen Argumentationsstrategien, die Hed-
wig Dohm vor etwa :G= Jahren entwickelt hatte, 
wieder anzuknüpfen, um damit heute ähnlichen 
Argumenten für biologisch determinierte Ge-
schlechterrollen zu begegnen.

Damit wurde der Bogen zurückgeschlagen zu 
dem eingangs formulierten Anliegen durch die 
historische Betrachtung der Biologisierung und 
Essentialisierung von Geschlecht für aktuelle De-
batten und deren Argumentationsstrategien zu 
sensibilisieren. Das Symposion endete mit einer 
Tagungsbeobachtung der Amerikanistin GA*R(-
ELE D(E)ZE und der WissenschaHshistorikerin 
BE))(,A WA!R(G (TU Braunschweig) sowie einer 
Abschlussdiskussion. Erneut wurde die Deutungs-
hoheit über Geschlecht thematisiert: Geschlecht 
sei durch die life sciences vieldimensionaler ge-
worden (etwa die Wahrnehmung des biologi-
schen Geschlechts als durch verschiedene Fak-
toren z. B. chromosomal, hormonell oder genital 
bedingt). Wie aber kann ein Umgang mit einer 
hierdurch ausgelösten Verunsicherung aussehen 
und wie viel NaturwissenschaH verträgt die Ge-
schichtswissenschaH? In den Aushandlungspro-
zessen über die Deutungshoheit von Geschlecht, 
den Natur-, Geistes- und SozialwissenschaHen 
miteinander führen, sollte den Gender Studies ihr 
KerngeschäH zugesprochen werden. Kontrovers 
wurde darüber diskutiert, wie mit diesen Deu-

tungshoheitsabsprachen umgegangen werden 
kann. Kernpunkte der Debatte waren im Bewusst-
sein der eigenen Viktimisierung verstärkt mit und 
aus der eigenen Fachkompetenz heraus zu argu-
mentieren. Auch die Forderung, stärker intersekt-
ionalen Verknüpfungen nachzugehen – aktuell 
wie historisch – wurde laut. Nach Überlegungen 
darüber, ob sich die Beiträge der Tagung nicht 
vielmehr um die Essentialisierung und Biologi-
sierung von Zweigeschlechtlichkeit, denn – wie 
titelgebend – Geschlecht, bezogen hätten, schlug 
Bettina Wahrig in Reaktion auf die Diskussion vor, 
alternativ zum BegriI der Biologisierung, diesen 
weiter fassend, von einer Essentialisierung und 
Naturalisierung von Geschlecht zu sprechen. Die 
vielfältigen, diskutierten Aspekte machten deut-
lich, wie ertragreich neuere Forschungen auch 
ältere Fragestellungen diskutieren können – und 
machten Lust auf mehr.

Wiederabdruck mit freundlicher Genehmigung 
aus feministische studien HeH :/D=:E
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Lyrik und Medizin
Bericht zur Tagung des Instituts für Geschichte, Theorie und Ethik der Medizin der Universität Ulm, 
BC. – BB. März BCDE

?&ANK -&,IN S ?&ANK K&!,,IN=

Vom D=.–DD. März D=:E fand im Gewölbesaal des 
Ulmer Hauses der Stadtgeschichte die Tagung  
 „Lyrik und Medizin“ mit dreißig Teilnehmerinnen 
und Teilnehmern aus dem In- und Ausland statt. 
Im Zentrum der Tagung standen die unmittelba-
ren und sehr vielfältigen Bezüge zwischen Poesie 
und Heilkunde, speziell zum Feld der Medical Hu-
manities. Der Tagungsort war für sich schon ge-
neigt, dichterische Assoziationen zu erwecken: 
Das Haus der Stadtgeschichte be@ndet sich in 
dem seit :B=D errichteten „Schwörhaus“ der ehe-
maligen freien Reichsstadt Ulm, von dessen Bal-
kon aus der Oberbürgermeister einmal jährlich 
den Schwur auf die Verfassung des Jahres :K;C 
leisten muss. Dabei gelobt er, „allen Ulmern ein 
gemeiner Mann zu sein“. Das Gebäude be@ndet 
sich auf dem Gelände der ehemaligen kaiserli-
chen und königlichen Pfalz und beherbergt heute 
das Stadtarchiv. Dessen Leiter, Michael Wettengel, 
wies in seiner Begrüßungsansprache auf Mauer-
reste aus der Stauferzeit im Tagungsraum hin, die 
zur Pfalzkapelle des ;. Jahrhunderts gehörten.

Veranstalter der Tagung waren Florian Steger, 
Direktor des Instituts für Geschichte, Theorie und 
Ethik der Medizin der Universität Ulm, und Katha-
rina Fürholzer (wissenschaHliche Mitarbeiterin). 
Die Vortragenden stammten aus Mitteleuropa 
(Deutschland, Österreich, Schweiz, Luxemburg), 
dem Ostseeraum (Dänemark, Lettland) und Ost-
asien (China, Hongkong, Japan). Auch die The-
men der Tagung spannten einen weiten Bogen: 
Angefangen vom europäischen Mittelalter (Ame-
lie Bendheim, Luxemburg: Liebe, Krankheit und 
Wahn im Minnesang) über medizinische Spott-
verse auf Doktor Eisenbarth und den Sanitäts-
gefreiten Neumann (Peter Steinkamp, Ulm) bis 
hin zu Chinese illness poetry (Birgit Bunzel Linder, 
Hongkong).

Die ersten beiden Vorträge von R-D%LF DR-M 
(Köln) und G(%FA,,( R-*E(& (Ulm) zeichneten 
zwei Pole der Tagung vor, um die alle weiteren 
Beiträge kreisten. Rudolf Drux arbeitete unter 

anderem am Beispiel von Hans Magnus Enzens-
bergers Mausoleum (Balladen aus der Geschichte des 
Fortschritts) die seismographische Funktion von 
Lyrik heraus – dies sowohl für die GesellschaH im 
Allgemeinen, als auch für die Medizin im Spezi-
ellen. Enzensbergers :;CE veröIentlichte Balla-
de hat die frühen naturwissenschaHlichen Versu-
che des italienischen Abtes Lazzaro Spallanzani 
(:CD;–:C;;) zum Thema und stellt deutlich des-
sen Missachtung der Würde anderer Lebewesen 
in seinem wissenschaHlichen Tun heraus. Rudolf 
Drux machte bei dieser Gelegenheit auf die weit 
zurückreichende literarische BeschäHigung mit 
der künstlichen ErschaIung des Lebens aus un-
belebter Materie („Urzeugung“, Genesis automatos) 
aufmerksam, speziell des menschlichen Lebens 
im Sinne des „Retortenmenschen“: das Motiv des 
Homunculus (seit etwa :GK= nachzuweisen), der 
Inkubator des René-Antoine Réaumur (:BEK–:CGC,  
 „künstlicher Uterus“ :CG=) und Marry Shelleys 
(:C;C–:EG:) Roman Frankenstein (:E:E). Die zeitge-
nössische Autorin Ulrike Draesner (geboren :;BD) 
setzte sich in ihrem Gedicht Dolly und ich (D===) 
in pointierter Form mit der modernen Reproduk-
tionstechnologie (Geburt des Klon-Schafes Dolly 
:;;C) auseinander und assoziiert mit der „post-
Dolly“-Zeit den Verlust des Humanen – bis zu dem 
Zustand, dass „Menschen von geklonten Insekten 
nicht mehr zu unterscheiden sind“.P

Giovanni Rubeis wies darauf hin, dass auch 
Ulmer Stadtärzte neben ihrer medizinischen Tä-
tigkeit durchaus Literatur verfassten. Er werte-
te am Beispiel der so genannten Podagra-Briefe 
des Humanisten und Ulmer Stadtarztes Wolfgang 
Reichart (:4EB–um :G4C) ebenjene in Versform 
abgefassten Briefe als Quelle für die Medizin-
geschichte aus. Dieser Briefwechsel entsprach 
möglicherweise einem Behandlungsverhältnis. 
Rubeis leitete dabei die Frage, warum sich zwei 
Humanisten – Reichart als Arzt und sein Korre-
spondenzpartner Jakob Locher (:4C:–:GDE, ge-
nannt „Philomusus“) – ihre medizinischen Kon-
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sultationsbriefe in der Form elegischer Distichen 
auf Latein zusandten. Im modernen Sinne könn-
ten diese Briefgedichte als eine frühe Form der  
 „Telemedizin“ gedeutet werden, auch wenn sich 
solche Behauptungen – ebenso wie retrospekti-
ve Diagnosen – aus heutiger Sicht verbieten. Gio-
vanni Rubeis konnte neben der Ästhetisierung 
des Geschriebenen und der mnemotechnischen 
Funktion von Versmaßen überzeugend nachwei-
sen, dass die Briefe in der Tradition medizinischer 
Lehrgedichte zu beschreiben sind. Bei solchen 
Briefgedichten handelte es sich um eine durch-
aus übliche Kommunikationsform von Humanis-
ten – die Form des zweizeiligen Distichons war als 
Mnemotechnik schon in der Medizinschule von 
Salerno gebräuchlich.

A,E)) L?))EKE, aus Zürich verwies in ihrer 
Behandlung der Kurgedichte des :E. Jahrhunderts 
auf den Wellness-Tourismus der damaligen Zeit, 
wobei sie einen „weit gefassten Qualitäts- und Ly-
rikbegriI“ ansetzte. Als Folge von „Kurmode“ und 
Balneologie hatte sich in den damaligen deutsch-
sprachigen Gebieten eine „Brunnenobsession“ 
entwickelt, für die hagiographische Verlautba-
rungen, Frömmigkeitsbezeugungen und tradierte 
Topoi („Jungbrunnen“) charakteristisch sind. An-
dererseits galten besonders das westböhmische 
Karlsbad (heute Karlovy Vary) und auch andere 
Kurorte zwischen :BG= und :EG= als „Zentrum der 
Lüste“ – daran änderten auch christliche Perspek-
tiven (Gesangbücher zur Einstimmung auf den 
Kuraufenthalt) wenig.

PE)ER S)E(,KAMP (Ulm) legte die Aufmerk-
samkeit auf von der Forschung bisher wenig be-
achtete Spottverse bei Studenten („Doktor Ei-
senbarth“) und bei Soldaten („Sanitätsgefreiter 
Neumann“) mit jeweils überwiegend medizin-
kritischen Inhalten. Johann Andreas Eisenbarth 
(:BBK–:CDC) war ein aus der Oberpfalz stammen-
der Handwerkerchirurg, Starstecher, Bruch- und  
 „Sauschneider“ (Nutzvieh-Kastrierer), der über 
durchaus beachtliche medizinische Fähigkeiten 
verfügte und als Wanderarzt zum Beispiel eine 
sehr risikobehaHete Kopfoperation bei preußi-
schen OOzieren seiner Zeit durchführte, aller-
dings niemals einen Doktorgrad erlangte. Beim  
 „Sanitätsgefreiten Neumann“ handelt es sich um 
eine @ktive, ebenfalls ab dem späten :;. Jahrhun-
dert in soldatischem Liedgut nachweisbare Ge-
stalt, deren Wirken mit derb-zotigen Sprüchen 

(„Tripperspritze“, Ritterburgen für dermatologi-
sche Abteilungen) und zahlreichen Anspielun-
gen auf Wehrmachtsbordelle verbunden war. In 
der zweiten HälHe des D=. Jahrhundert war der Sa-
nitätsgefreite sogar Objekt einer gewissen „SoH-
pornovermarktung“.

Steinkamps Analyse zeigte die identitätsstiHen-
de Funktion der gesungenen Verse auf. Im Fall des 
Doktor Eisenbarth handelt es sich dabei um eine 
interne Medizinkritik, da sich ursprünglich Göt-
tinger Studenten den fahrenden Wundarzt Eisen-
barth als historische Vorlage für ihre Distinkti-
on vom Wundarzt-Handwerk auserkoren hatten. 
Die von den Studenten popularisierten Spottlieder 
drehten sich vornehmlich um Behandlungen des 
vermeintlichen „Doktors“ mit schwerwiegenden 
Beeinträchtigungen oder sogar Todesfolge für die 
Patienten. Die Figur des Sanitätsgefreiten Neu-
mann fungierte hingegen als eine Projektions9ä-
che für medizinische Er@ndungen und venerische 
Erkrankungen, die unter den deutschen Soldaten 
beider Weltkriege weit verbreitet waren. – Das ge-
meinsame Singen der entsprechenden Lieder hat-
te den Charakter von studentischen und soldati-
schen Initiationsritualen.

Die Beiträge von BAR*ARA W(EDEMA,, (Tü-
bingen) und DA,(EL KE))ELER (Berlin) beschäf-
tigten sich in durchaus unterschiedlicher Akzent-
setzung mit dem Leben und Wirken von Paul 
Celan (:;D=–:;C=). Celan wurde im damals ru-
mänischen Czernowitz (Bukowina) geboren und 
gilt als einer der wichtigsten Vertreter der „Dich-
tung im Angesicht der Shoah“.] Zentrale Bestand-
teile des lyrischen SchaIens Celans, der sich als  
 „Jude nach dem Gesetz des Herzens“ sah, waren 
die Betonung jüdischer WehrhaHigkeit angesichts 
vielfältiger Bedrohungen durch die christlich-  
 „arische“ Außenwelt und das Motiv des ziw (hebr.  
 „Lichtschein“) – durchaus zu verstehen auch als  
 „Gegenlicht“. Obwohl Celan seit :;4E nicht mehr 
im deutschsprachigen Bereich gelebt hatte, pub-
lizierte er ausschließlich in dieser Sprache. Sein 
Leben zeichnete sich durch mehrmalige Psychi-
atrieaufenthalte, unter anderem aufgrund eines 
Mordversuchs an seiner Ehefrau, Suizidversuche 
und schließlich seinen Freitod :;C= in der Seine 
aus. Daran anknüpfend zeigte DA,(EL KE))ELER 
(Berlin) den Widerstreit zwischen kreativem In-
zentiv und der Parese einer Psychose am Beispiel 
zweier Gedichte des Autors. Anstatt zu patholo-
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gisieren verortete der Psychiater Ketteler die Ge-
dichte historisch-biographisch, setzte zum Bei-
spiel die Betonung von Licht und „Gegenlicht“ im 
Werk Celans3 in Beziehung zu „Lichtkrämpfen“ 
nach Neuroleptika-Gaben. Kettler wies dabei dar-
aufhin, dass traumatisierte Patienten mit dem StiH 
sprichwörtlich ihr Schicksal in die Hand nehmen 
könnten – vergleichbar einer Schreibtherapie (im 
Sinne des therapeutischen EIekts des sozialen An-
satzes nach James Pennebaker, geboren :;G=).

Wichtige philologische Anregungen kamen in 
der Diskussion anschließend von der ausgewie-
senen Celan-Kennerin Barbara Wiedemann (Tü-
bingen). Hierbei zeigte sich die äußerst frucht-
bare Kombination verschiedener Fachbereiche 
innerhalb der Medical Humanities.

Neben den zwei genannten Polen „Lyrik als 
Seismograph“ der Medizin innerhalb der Gesell-
schaH und „Lyrik als Quelle“ für die Medizinge-
schichte lässt sich noch eine dritte thematische 
Schwerpunktsetzung der Tagung ausmachen. 
A,()A W%!LMA,, (Odense, Dänemark) gab ei-
nen lebendigen Einblick in US-amerikanische 
Medical Humanities-Kurse für Studierende der 
Humanmedizin. Sie diskutierte dabei die Mög-
lichkeiten und Grenzen dieser Kurse innerhalb 
der medizinischen Ausbildung. Im Ergebnis er-
scheinen die Kurse, in dessen Mittelpunkt etwa 
eine Gedichtinterpretation stehen kann, dazu ge-
eignet, angehenden Ärzten die Perspektive des Pa-
tienten näher zu bringen.

Mit der Patientenperspektive beschäHigte sich 
auch N(L& R())ER (Berlin). Es ging um die Frage, 
ob und – wenn ja – wie der von Gottfried Benn 
(:EEB–:;GB) geprägte BegriI der „klinischen Lyrik“ 
wiederzubeleben sei. Er untersuchte zu diesem 
Zweck drei Literaten in Fallstudien und fand bei 
Gottfried Benn (:EEB–:;GB) „nihilistische Wirk-
lichkeitszertrümmerung“, bei Alfred Lichten-
stein (:EE;–:;:4) „Grotesken des Verfalls“, und bei 
Georg Heym (:EEC–:;:D) „apokalyptische Fieber- 
Topo graphien“.

Auch interkulturelle und ethnomedizinische 
Aspekte kamen in der Tagung nicht zu kurz: SAY-
ED G%-DA von der Huaqiaon-Universität in der 
nordostchinesischen Provinz Jilin begann seine 
Würdigung des in Ägypten zunächst wegen seiner 
Poesie geschmähten Dichterarztes Ibrahim Nagi 
(:E;E–:;GK) mit dem doppelten Bedeutungsgehalt 
des arabischen Wortes el--ib, das einerseits Magie 

und andererseits WissenschaH bedeuten kann. Ib-
rahim Nagi verbrachte Zeiten seines Lebens im 
Pariser Exil. Seine Gedichte von unerfüllter Lie-
be wurden zum einen mit verschiedenen ägyp-
tischen Filmschauspielerinnen in Verbindung 
gebracht, können aber durchaus dem Motiv der 
mystischen, „trunkenen“ Gottesliebe im Su@smus 
zugeordnet werden. Sein bekanntestes Gedicht 
el-atlal (die Ruinen) wurde posthum von der wohl 
bekanntesten ägyptischen Sängerin Oum Kalt-
houm (:E;E/:;=4–:;CG) vertont. Anschauungen 
des Su@smus (heterodoxen Islam) zufolge kann 
mystische Liebe zugleich Ursache und Heilung ei-
ner Krankheit sein – ein Motiv, das bereits in der 
klassischen arabischen Liebesdichtung von Leila 
(„die Nacht“) und Madschnun aus dem C. Jahrhun-
dert zu @nden ist.

Die Sinologin BR(G())E B-,ZEL L(,DER (Hong-
kong City University) setzte sich in ihrem Über-
blick zu zeitgenössischen Entwicklungen auf 
dem Feld der critical medical humanities und ill-
ness practices mit sozialen und psychologischen 
Aspekte von Lyrik, insbesondere mit Psychiatrie- 
Erfahrungen chinesischer Lyrikerinnen und Ly-
riker auseinander. Im Mittelpunkt ihres Vortrags 
stand das tragische Schicksal des während der 
chinesischen Kulturrevolution verfolgten und de-
klassierten Dichters Guo Luosheng (geboren :;4E). 
Guo Luosheng ist heute als „vox populi“, als der  
 „der innere Dissident“ im chinesischen Sprach-
raum hochgeschätzt. Er litt unter anderem an ei-
ner Angstpsychose (Reisepsychose im Sinne  eines 
culture bound syndromes) und sieht Schmerz als 
Quelle der Poesie an (pain as o+spring of poetry). 
Guo verbrachte Jahre seines Lebens in psychiatri-
schen Anstalten der Volksrepublik, nachdem bei 
ihm :;CD Schizophrenie diagnostiziert wurde. Er 
identi@zierte sich selbst mit der Rolle des mad dog 
oder mad man und kann durchaus als Opfer po-
litisierter Medizin angesehen werden, wobei sei-
ne (angebliche) Geisteskrankheit sehr kontrovers 
diskutiert wird – vielleicht handelt es sich dabei 
in einer Verkörperung des „heiligen Narren“ um 
einen Schutzmantel gegenüber politischen Fähr-
nissen, vielleicht wurde er von der Politik in den 
Wahnsinn getrieben?4

T!%MA& A-GA(& enthüllte (auch in Vertretung 
von Julien Knebusch, beide Fribourg, Schweiz) 
Aspekte aus dem Leben des „Dichter-Chirurgen“ 
Lorand Gaspard. Gaspar wurde :;DG in eine un-
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garische Familie im rumänischen Siebenbürgen 
geboren. Er studierte Medizin in Paris, arbeitete 
als Chirurg in Jerusalem, Bethlehem und Tunis 
und begeisterte sich gleichermaßen für die Wüs-
ten des Orientsa wie für die griechische Inselwelt. 
Im literarischen SchaIen des vielfachen Grenz-
gängers @ndet sich die Forderung, dem Menschen  
 „als Ganzem zuzuhören“, das Motiv der „Einfüh-
lung“, verbunden mit der Frage „Kann das Leben 
seine eigene Negation einbeziehen?“ und dem 
Ausspruch: „Jeder Chirurg fühlt in sich einen klei-
nen Friedhof.“

Welche Bezüge zwischen Lyrik und Medizin 
lassen sich insgesamt aus den verschiedenen Ta-
gungsbeiträgen erschließen? Sicher das Schicksal 
vieler Dichterinnen und Dichter als Grenzgänger – 
als Grenzgänger zwischen verschiedenen geo-
graphischen Räumen (Gaspar, Celan), zwischen 
verschiedenen Kulturen, zwischen Medizin und 
Dichtung, zwischen Wahn und Wirklichkeit. Die 
dichterische Verarbeitung ihres eigenen Lebens 
wie des Leidens ihrer Patientinnen und Patienten 
eröInet wichtige Perspektiven auf einen mensch-
lichen Umgang mit Patienten wichtige Impulse 
für den Umgang mit Patientinnen und Patienten 
und berührt damit elementare Fragen der me-

dizinischen Ethik – dies auch im Spannungsfeld 
verschiedener Kulturen und Religionen, zwischen 
Christentum, Islam und Judentum, Ost und West, 
politischen und naturwissenschaHlichen Verwer-
tungsstrategien einerseits und patientenorientier-
ter Empathie andererseits – verstanden als trans-
kulturelle Humanitas in den Worten des Autors 
Giuseppe Bonaviri (:;D4–D==;).b
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BOOK REVIEWS

S)I LI)O+2 (204F): Choosing Daughters. Family Change in Rural China.
Stanford, CA: Stanford University Press, BCE pp.

When Amin Maalouf’s book entitled The First Cen-
tury a!er Beatrice (Le Premier siècle après Béatrice, 
:;;D) was @rst published in English (:;;4), a jour-
nal article predicted that the events described by 
Maalouf will “unlikely to metamorphose.”P The 
novel describes a dystopian future of a world in 
which births of male prevail over births of female 
children due to an unethically developed chemi-
cal. The planet becomes imbalanced because of 
the broken birth-ratio: once this chemical is tak-
en only boys are delivered. The world breaks on 
two unjust halves: the North and the South. Vio-
lent crime in North rises and the South drops in a 
dark abyss of civil unrest, riots and @nally, anar-
chy. Women become rare and in the North they 
face kidnappings and handling of women and 
girls; the maternity wards are guarded by the 
army and human traOcking skyrockets and the 
South descends into a nightmarish no-man’s-land 
from where only a few lucky refugees escape.

At the time when Maalouf wrote his novel the 
@rst publications on selective abortions and birth 
disproportions were already sounding the alarm.] 
Due to the development of the prenatal diagnos-
tic technology3 ultrasound scanning becomes a 
routine in prenatal care already starting from the 
:;E=s, hence the prenatal sex discernment of the 
fetus becomes possible and easily accessible. The 
development of the ultrasound was declared as 
one of the greatest advances of the D=RV century 
in Gynecology and Obstetrics4 but it turned out—
as usually—that there is no medical marvel which 
can’t be used and abused at the same time: soci-
eties in which for centuries a birth of a girl meant 
disgrace, abused this prenatal diagnostic to get rid 
of the unwanted births of girls. In India the ultra-
sound-technique gained widespread usage in the 

:;;=s and by :;;4 the @rst law prohibiting prena-
tal sex discernment was passed. China has issued 
a series of prohibition laws against the practices 
of selective abortion already from the mid :;E=s.a 
These two countries faced a staggering population 
growth during the past centuries. An uncontrolled 
population growth impedes a healthy economic 
growth of a country. Over-populated developing 
countries are facing the problem of the so-called 
population explosion. The population growth is 
swallowing up a large part of the earning in na-
tional income brought about by planned econom-
ic development and overpopulation directly im-
pacts soil erosion (M-RD%.! :;E=, BLAK(E D=:B, 
etc.b). China alleviated its population growth 
problem by introducing the one-child policy in 
:;C;; however, by :;EB when the @rst law against 
selective abortions was issued the damage was 
done: millions of girls were not born. Both China 
and India are notorious for widespread gender se-
lective abortions—the female infanticide in utero. 
Both countries have birth sex ratios that are well 
oI the worldwide average. In D=:G, China saw :.:G 
boys born per girl, India :.:D, as compared to :.=K 
worldwide. The same year, China has loosened its 
one-child policy, one of the main drivers of gen-
dercide or better put “femicide.” Today, on the 
planetary level, men outnumber women by more 
than BB million. And this is an unbroken trend.c 
The two most populous countries in the world 
are particularly highly imbalanced: India has 4E 
million more men than women, China nearly 4D 
million, accounting for CG % of the male surplus 
worldwide. The damage is done. The situation is 
maybe not as hopeless as described in Maalouf’s 
dystopia, however, we are far from reaching safe 
shores, a point to which I will come back later. 
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China has managed its overpopulation prob-
lem, however the byproduct was, is an imbalance 
in the sex ratio. In a society where boys were pre-
ferred over centuries and the birth of a girl went 
unnoticed in the best case, things have changed in 
the past K= years. In some regions, as for instance 
in Central China, boys are still more welcomed at 
birth. Boys who later when they grow up will nev-
er marry and never—or rarely—will have sexual 
intercourse with a woman. In other regions, cou-
ples embraced the idea of a single child and even 
more so if this child is a “singleton” daughter. 

S!( L(!%,G’s book describes how this change 
happened. This book is a powerful study how at 
least a part of the Chinese society has changed its 
reproductive choices and preferences. The book 
analyses in which manner reproductive choices, 
actually reproductive preferences, shiHed and 
transformed in the past K= years since the imple-
mentation of the one-child policy. It is a rich eth-
nography, abundant in ethnographic detail and 
well documented by additional bibliographic re-
search. The book also has the merit of a rigorous 
theoretical grounding and contains a wide range 
of references around the globe.

The introduction starts with a description of 
the birth-policy campaign in China, a country 
which faced enormous population growth and 
took its consequences in the D=RV century. For the 
purpose of economic growth and in dealing with 
limited resources the Chinese government intro-
duced the one-child policy at the end of the :;C=s. 
This policy included rigorous measures across 
the country in order to achieve the one-child per 
woman goal. Education and control were the main 
measures which were massively undertaken. In 
some cases extreme measures were implement-
ed to control and to penalize couples who were re-
luctant to accept it. These actions included a close 
surveillance (that went down even to the check-
ing of hygienic pads on ‘suspicious’ women), an 
obligatory taxation (with enormous fees paid by 
the parents who ventured into having a second 
child), and forced sterilization and abortion. Ideo-
logical brain-washing, compensated sterilization, 
free abortion and contraceptives were among 
the “soHer” measures. Many gave up, some didn’t. 
Some reproduced clandestinely. 

However with all the eIorts invested by the 
Chinese authorities, this situation created a de-

mographic phenomenon today known as “the 
missing girls.” Prenatal diagnostics and the usual 
corruption practices enabled couples in a quest of 
having a son despite the legislation which prohib-
ited such practices to abort the unwanted female 
fetuses. A healthy sex ratio at birth is :=K.G of male 
children born on :== females. The ::K.G::== and 
going up to :D=::== clearly shows that human prac-
tices caused the imbalance between sexes at birth.

Besides creating a marriage squeeze with wom-
en having the upper hand, this situation produced 
an immense population of men who are unable to 
ever have regular sexual lives or to start a family. 
Not to mention that it encouraged sexual slavery 
and boosted the traOcking of women. As Maalouf 
did, some scientists warned more than a decade 
ago, that bachelors—not having to lose anything 
beside their lives—could potentially be a threat 
to the domestic and even international security 
(GLE,, D==4, HE,DR(M&%, D==4, R%&& D=:= etc.d).

Lihong Shi’s book is dealing with a fascinating 
topic in the midst of this situation: she is analyz-
ing a growing phenomenon, a sort of incongruity 
in the imbalanced birth ratio created by a strict 
demography-politics: she masterly describes and 
minutely analyzes an emerging reproductive pat-
tern in which parents willingly choose and accept  
 “singleton” daughters. The idea to explore not the 
problem per se—the problem of communities in 
which the one-child-policy wasn’t accepted and in 
which a de@cit of women was created—but instead 
to explore its success in regions where it actually 
worked. This is a valuable methodological lesson 
which should be retained and reproduced. One 
can potentially learn more about examining so-
cial anomalies than pondering how such anoma-
lies were come to exist. 

In her quest to discern the discourses of the 
emerging reproductive pattern Shi examines 
households with singleton daughters and ques-
tions their choices, decisions of reproduction. 
The consequences of choosing a singleton daugh-
ter are a response to changing familial responsi-
bilities, life styles and to transformed social, eco-
nomic and cultural environment. The author has 
chosen to center her research on a Lijia Village, 
Liaoning province in Northeast China. The prov-
ince is speci@c in the sense that, historically, the 
lineage-culture was less important in communi-
ties, than as for instance, in Central China. The 
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historical Chinese society is patrilocal, patrilineal 
where the lineage and the prolongation of the lin-
eage by the birth of sons were central. Due to mi-
gration in the :;RV century, this region was less im-
pacted by the practices of lineage-culture which 
the Cultural Revolution of the :;B=s and :;C=s 
decimated. Shi has conducted in-depth interviews 
with more than 4= families, from this village and 
some neighboring ones, with couples about child- 
rearing, consumption, old-age support, marital 
relations, ancestral worship and family continu-
ity and family economics. The reader has in his 
or her hands a book abundant in personal stories, 
descriptions of life-styles and personal portraits. 
The book is, in this sense, an ethnographic jewel.

Chapter One deals with the implementation 
of the birth-planning policy in Lijia village, it is a 
chapter, richly illustrated with personal accounts 
that deal with how this policy was executed and 
which measures were taken—from education to 
punishment—in order to crush the resistance of 
the locals and to achieve acceptance. Chapter Two 
describes how the preference of small family, the 
market economy, the emerging social life of vil-
lagers and the new ideal of life-happiness guided 
the couples in their reproductive choices. Chap-
ter Three examines the changing child rearing 
strategies, the beliefs and practices linked to this 
change and the gender neutral parental support. 
Chapter Four analyses the decline of preference of 
sons and with the impact of the acceptation of sin-
gleton daughters; it covers also the gender trans-
formation of @lial piety. Chapter Five discusses 
the burden, mainly the @nancial load, of having a 
son in China. This burden is greatly pecuniary but 
also emotional, and the emerging feeling of par-
ents being trapped in an unending @nancial debt 
in order to secure a future wedding for their son 
under the watchful eye of the community is mas-
terfully painted. Chapter Six describes the fading 
practices of ancestral worship and the eroding ef-
fects of the belief that only sons can provide the 
continuity of the lineage and family.

Shi’s rich ethnography is illustrated by photo-
graphs that the author took herself. The book ad-
ditionally contains tables with demographic data 
that the author accessed through the registration 
records in Lijia. Furthermore, each argument or 
main theme whether the choice of the respondent 
to choose a singleton daughter or to willingly ac-

cept the one-child policy is amply illustrated with 
collected narratives of the villagers. What is re-
markable in these interviews and what immerses 
the reader in the way of thinking of these people 
are the colorful proverbs. These Chinese proverbs 
illustrate in an excellent manner the feelings and 
the attitudes of the interviewed individuals. In 
that sense, Chapter Three, its title inspired by such 
a proverb, potentially expresses what this whole 
book is about. The chapter is called “choosing one 
tiger instead of ten mice.” This paraphrase comes 
from the proverb used in this region: “While a ti-
ger can block a road, ten mice are nothing but a 
meal for cats.” This saying not only arguments in 
the favor of having a single child but put the ac-
cent on the quality of the upbringing that can and 
will guarantee the raising of a “tiger”: One child, 
in which all the parental eIorts are invested and 
who makes all the eIort and the resources worth-
while. One cannot help but to think on how Chi-
nese women-students outstrip young men in uni-
versities in many areas.

The book is particularly attention-grabbing for 
those who are interested in contemporary China 
but it is actually thought-provoking for all those 
who are either working or who are interested in 
child rearing practices, the transformation of so-
cieties trough demography or who study demo-
graphical problems and particularly the impact 
of strict governmental demographic policies. The 
book has the potential to serve as a blueprint in 
understanding how a cultural shiH concerning 
reproductive choices can happen. Beside its op-
ulent ethnography, demographic data, and the 
well-researched leading themes, the book has oth-
er, more down-to-earth merits: it is simply an in-
teresting read, it’s a page-turner.

Indisputably the Chinese one-child policy 
marked forever the demography of our planet. 
It also raised many questions of the deontologye 
how this policy was implemented. Terrible meth-
ods were used such as forced abortion and forced 
sterilization which were put in action in order to 
persevere in its execution. Its side-eIects were—
and still are—also terrible: the traOcking of wom-
en, especially of female-defectors from North Ko-
rea and the ethnic minority women from Vietnam 
(just to mention couple of examples) – are a dread-
ful byproduct of the one-child policy. The author 
also mentions another problem which is the Chi-
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nese aging population who potentially face a lone-
ly and uncertain old age. This is all true and unde-
niable. There are other regions in Central China 
which face now shortages in women, and where 
the @nancing of the son’s wedding only adds to 
this problem. The amounts required by women 
and their families from husband-candidates oHen 
can reach as much as the unbelievable amount of 
G= ===j. Many men will never get married and 
many will never procreate. This is a fact, too. The 
sons of these regions are punished for the “sins,” 
the desires of their fathers by the cultural expec-
tations that date back to centuries and become 
obsolete in the process. But this byproduct of the 
one-child policy is a boomerang-penalization of 
the communities which are or were reluctant to 
embrace social change, a change which can be re-
sumed that baby-girls are also important as the 
baby-boys. Ironically, the societies in which boys 
were favored face disappearance in a very “Dar-
winian” manner …

There is not such a thing as a free lunch. These 
byproducts are the “price” – and a heavy one—that 
Chinese communities paid and which dragged 
China from poverty into the most important eco-
nomic and possibly a cultural super-power of the 
D:QR century. Uncontrolled population not only 
breaks the economic development of a country 
and presents enormous challenges in the inter-
nal well-being of the population in areas of infra-
structure, education and health-service; it actually 
con@nes the half of the population to stay home 
and reduces this half, its women to an unpaid pro-
ductive work. Ungrati@ed, unpaid procreational 
work can be a form of slavery, in which women 
are not free to enter the job-market, can’t provide 
for themselves autonomously, can’t get educated, 
can’t decide about their bodies, can’t … do many 
other things. AHer K= years of one-child policy in 
China that ended in D=:G, we can summarize that 
it liHed the quality of life of Chinese women. They 
have now access to contraception, abortion, edu-
cation, to work, to social mobility. They have now 
a choice. Something completely unimaginable 
in :;RV century and even in D=RV century China in 

which female babies were abandoned on the side-
roads or were killed by their own mothers in or-
der to avoid social stigma. We are an enormous 
distance from practices like foot-binding—com-
mon just three generations ago when sons were 
the only desirable oIspring. And this alone is 
priceless.

MA&IA VIV%D, Novi Sad and Strasbourg

Notes
1 J%!, TAG-E’s article from :;;4: http://www.indepen 
dent.co.uk/arts-entertainment/book-review-the-unlike 
ly-metamorphosis-of-the-future-the-@rst-century-aHer-
beatrice-amin-maalouf-:K;C4D;.html
2 SE, A. More than 1(( million women are missing, NY 
Rev Books, :;;=, vol. KC, pp. B:–BB.
3 The Diasonograph in :;GE by Ian Donald, then Rich-
ard Soldner’s machine from the mid :;B=s; the routine 
screening starting from the end of C=s (https://www.ncbi.
nlm.nih.gov/pmc/articles/PMCK;ECKBE/)
4 https://www.ncbi.nlm.nih.gov/pmc/articles/PMCK;EC 
KBE/
5 https://academic.oup.com/bmb/article/;E/:/C/4BE4DG
A M-RD%.! W. W. :;E=. The poverty of nations: the polit-
ical economy of hunger and population. Baltimore: Johns 
Hopkins University Press. BLAK(E, P(ER&.:;EG/D=:B]. The 
Political Economy of Soil Erosion in Developing Countries. 
Routlegde
B The data, provided by the World Bank, based on the 
United Nations Population Division’s World Population 
Prospects: https://data.worldbank.org/indicator/SP.POP.
TOTL.FE.ZS and https://esa.un.org/unpd/wpp/ 
C GLE,, D. D==4. A Dangerous Surplus of Sons? The 
Chronicle of Higher Education G=: K4. HE,DR(M&%, A. D==4. 
Angry Young Men, Veiled Young Women. Constructing a New 
Population Threat. (Corner House Brie@ng, K4). Dorset: 
The Corner House. http://www.thecornerhouse.org.uk/re 
source/angry-young-men-veiled-young-women. R%&& K. 
D=:=. An “army of bachelors”? China’s Male Population as 
a World Threat. Journal of Asia Paci,c Studies :, D: KKE–KBK
D A reviewer who was examining my review of this 
book raised the question of my choice to use this partic-
ular word deontology here. I feel that I have to underline, 
that this choice stems from the fact that oHen individ-
ual interests or desires collude with the interests of the 
community. The thing is that progress in a society oHen 
comes with a lot of con9ict in any given society, and that 
the suIering of one generation can greatly impact—im-
prove—the life of some of the future generation. Only 
time can tell which sacri@ces and suIerings have giv-
en birth to something new, something better. This idea 
leads my choice to use this particular word “deontology.”
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A(EGIA B(O.) (204F): Sex, Love and Migration. Postsocialism, Modernity, and Intimacy from 
Istanbul to the Arctic.
Ithaca, NY: Cornell Univ. Press, BGJ pp.

Zunächst mag es erstaunlich erscheinen, dass 
eine kanadische Ethnologin über Arbeitsmigran-
tinnen aus der früheren Sowjetunion (Russland, 
Moldawien, Ukraine, Kaukasus, kurz: Former So-
viet Union = FSU) in der Türkei schreibt und über 
die Veränderungen durch deren Mobilität. Ver-
ständlich wird es, wenn man weiss, dass die Auto-
rin frühere Russischstudentin war und ihre Pro-
motion in Ethnologie zu einem sibirischen Thema 
an einer kanadischen Universität vorlegte. Das 
Interesse der Rezensentin wiederum resultiert 
aus deren Tätigkeit als Beraterin in der Entwick-
lungszusammenarbeit, zu post-sowjetischen Zei-
ten schwerpunktmässig in Zentralasien und dem 
Kaukasus. 

Dieses Buch basiert auf einer zehn Jahre lan-
gen Feldforschung, die mit Unterbrechungen vor-
wiegend in der Türkei durchgeführt wurde und 
Einblicke in das Leben post-sowjetischer Frauen 
(vorwiegend aus Moldawien und Russland) geben 
will, mit denen die Autorin lange und intensive 
Gespräche in Istanbul und zum Teil in deren Hei-
mat führen konnte. Die Frauen arbeiteten in drei 
verschiedenen Sektoren in der Türkei, nämlich in 
der Prostitution, im Kleiderhandel oder als Haus-
angestellte.

Insgesamt DG= Millionen Menschen sind heu-
te nach Angaben von UNFPA Migranten. Etwa 
die HälHe derer, die heute ausserhalb ihres Her-
kunHslandes leben, sind weiblich. Früher war ihr 
Anteil niedriger, aber seitdem Frauen selbst auf 
der Suche nach Arbeit sind, hat sich ihre Zahl er-
höht. Das geschieht nicht immer ganz freiwillig, 
sondern leider auch infolge von Flucht und Ver-
treibung. Circa C: % aller Opfer von Menschen-
handel sind zudem weiblich und viele von ih-
nen sind Hauswirtschaftshelferinnen (UNFPA 
D=:E: https://www.unfpa.org/news/@ve-reasons-
migration- feminist-issue).

Bloch geht es gerade nicht um die Opfer von 
Menschenhandel, sondern um die bewusste Ent-
scheidung von Frauen, etwas in ihrem Leben zu 
verändern und selbst zu gestalten, nicht zuletzt 
aufgrund der dramatischen Ereignisse im Prozess 
der Au9ösung der Sowjetunion. Das Buch will da-

her die Frauen als Täterinnen oder Gestalterinnen, 
nicht als Opfer zu Worte kommen lassen und in ih-
ren Kontexten darstellen. Es geht hier auch nicht 
um @nanzielle Rücküberweisungen ins Heimat-
land oder um Grenzregelungen oder Schikanen, 
sondern um die Erfahrungen, die Frauen in ei-
ner für sie neuen transnationalen Welt sammeln, 
auch in den täglichen Beziehungen etwa zwischen 
moldawischen Frauen und türkischen Männern, 
und wie sich diese damit verändern. Viele Frau-
en verließen die Post-Sowjetunion in Richtung 
Türkei zum Arbeiten, nachdem die Planwirt-
schaH zusammengebrochen war und der globa-
le Kapitalismus Einzug halten konnte und damit 
viele, auch und gerade Frauen, arbeitslos gewor-
den waren. Allerdings mussten sie weiter für ihre 
Familien sorgen. Sie kehrten regelmäßig in ihre 
Heimat und in die Türkei zurück und veränder-
ten dadurch die Beziehungen der Geschlechter 
und die Gefühlswelt, die durch die Erfahrung des 
Reisens erweitert wurde. Oder, wie Bloch es aus-
drückt: „In portraying mobile post-Soviet women 
who are reweaving a social fabric frayed with the 
end of socialism, I aim to show in these pages how 
women are reworking intimacy in a time of wide-
ly atomized lives“ (S. G). Es geht im Buch um die 
einreisenden Frauen, die häu@g von Türken als 
hypersexuell wahrgenommen werden, sich oH il-
legal im Land aufhalten und damit weiteren Ge-
fahren ausgesetzt sind.

Drei Themen werden aufgerollt, die eng mit-
einander zusammenhängen: Post-Sozialismus, 
transnationale Mobilität und Intimität. Das Buch 
teilt sich entsprechend auf. Im ersten Teil geht es 
um „Mobilities and Intimacies“, im zweiten um  
 „Intimate Practices and Global Circuits“, im drit-
ten um „Sex, Love and Unpromising States“, der 
mit einer „Conclusion: On the Move“ endet. Al-
lerdings ist die Erwähnung der Arktis im Buchti-
tel etwas überzogen, weil sie hier nicht wirklich 
abgehandelt wird, allenfalls Zentralasien (Usbe-
kistan), das jedoch von der Arktis noch ein Stück 
entfernt liegt.

Der erste Teil umfasst eine ausführliche Ein-
leitung, die den Wissensstand diskutiert und die 
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Feldforschung näher beschreibt. Im ersten Kapi-
tel „Magni@cent Centuries and Economies of De-
sire“ werden die engen und jahrhundertealten 
Beziehungen zwischen Russland (bzw. der Ex- 
Sowjetunion) und der Türkei skizziert, unterbro-
chen von der Zeit hermetischer Abriegelung wäh-
rend der Sowjetunion. Auch früher schon wurden 
Vergnügungsetablissements von russischen oder 
armenischen Tänzerinnen und Prostituierten „be-
spielt“, eine Tradition, die sich mit dem Zerfall der 
Sowjetunion fortsetzt. Daneben stellen ex-sowje-
tische Frauen ihre ArbeitskraH in der Textilindus-
trie und anderen Bereichen zur Verfügung, als bil-
lige undokumentierte KräHe, derer man sich ohne 
Probleme entledigen kann.

Im zweiten Teil und zweiten Kapitel geht es 
um „Gender, Labor, and Emotion in a Global Eco-
nomy“. Sehr detailliert wird der Kleinhandel mit 
Kleidung beschrieben, der in der Hand von Frau-
en aus der FSU (Former Soviet Union) liegt. Die 
Frauen kommen in der Regel zweimal im Monat 
für wenige Tage, kaufen ein und verbringen alles 
zu ihren GeschäHen etwa auf Märkten in der FSU. 
Dabei treIen sie auf verschleierte Frauen, die ih-
nen ihre eigenen kulturellen Normen verdeutli-
chen, die auf mehr gleichwertigen Geschlechter-
beziehungen und Arbeitsformen basieren. Doch 
zeigt die Autorin auch, dass die Händlerinnen 
emotional vorsichtig sein mussten, um ihre Män-
ner in ihrer Heimat durch ihre neue BeschäHi-
gung nicht zu sehr beschämen, da sie ihnen so-
viel Spass machte.

Im dritten Kapitel „We are like Slaves – Who 
needs Capitalism;“ Intimate Economies and Margi-
nal, Mobile Households analysiert Alexia Bloch die 
Ausgangsbedingungen von Frauen in einer ab-
gelegenen Region Moldawiens, denen gar nichts 
anderes übrig bleibt, als ihre Familien und Kin-
der zurück zu lassen, um in der Türkei zu arbei-
ten: „Out-migration of men and women from the-
se communities radically reshapes intimate ties, 
from transforming how status is negotiated to re-
calibrating aspirations to reworking the very mea-
ning of intimacy and nurturing of children“ (S. EK). 
Neben einer allgemeinen Einordnung der histori-
schen und ökonomischen Umstände werden die 
Sichtweisen der Beforschten sehr ausführlich – 
und für die Rezensentin häu@g zu ausführlich bzw. 
zu langatmig – beschrieben. 

Im dritten Teil und seinem vierten Kapitel 
geht es um Strategic Intimacy, „Real Love“, and 
Marriage. Es zeigt, wie verschiedene Grade der 
Intimität mit Mobilität und „Liebe“ in Verbin-
dung stehen, und welchen Status Frauen aus der 
FSU gewinnen können, wenn sie mit einem tür-
kischen Mann eine Beziehung haben. Das reicht 
von  „fake“-Liebe, um Unterstützung für die Fa-
milien zuhause oder ein neues Visum zu bekom-
men, über „kept“ Frauen (also etwa „ausgehaltene“ 
Frauen), die in der Türkei Unterstützung in Form 
von Wohnung, Kleidung und monatlichen Zah-
lungen erhalten, und dafür dem Mann zur Ver-
fügung stehen müssen/wollen/können, bis hin 
zur „wahren“ Liebe. Anhand von Lebensberich-
ten verschiedener FSU-Frauen werden diese ver-
schiedenen Formen, mit ihren wirtschaHlichen 
Abhängigkeiten, durchdekliniert. Folgerichtig be-
schäHigt sich das G. Kapitel mit Intimate Currencies. 
Love, Romance, and Sex „without Hang-ups“. Auch 
hier, wie in den anderen Artikeln, werden immer 
wieder die Ausgangsbedingungen, kommend aus 
dem früheren Sozialismus, thematisiert, und wie 
diese Verhalten, Ansprüche an Arbeit und Män-
ner und intime Beziehungen durchdringen. Das 
geschieht auf der einen Seite mit soziologisch/po-
litischen Analysen der Ausgangspunkte, um im 
Anschluss anhand der bereits genannten Erzäh-
lungen von Frauen aus der FSU mit Leben erfüllt 
zu werden.

Das B. Kapitel zu „Other Mothers“, Grandmoth-
ers, and the State zeigt Bloch die „andere Seite“ de-
rer, die etwa in Moldawien zuhause bleiben und 
sich um den Nachwuchs der Arbeitsmigrantinnen 
kümmern. Hier geht es aber auch um die Ideolo-
gien zur „guten MutterschaH“, die von den Zeiten 
der Sowjetunion bis zur Post-Sowjetunion (FSU) 
ausgeleuchtet werden, und wie sich die „Mutter-
liebe“ (der biologischen Mutter natürlich) in Euro-
pa und Amerika präsentiert. Das Kapitel schliesst 
mit der interessanten Frage nach „Local Patterns 
of Nurturing or Universal Motherhood“ (S. :EG). 
Die befragten moldawischen Frauen, die ihre 
Kinder in der Heimat zurücklassen, lassen sie in 
der Regel in ihrer erweiterten Familie aufwach-
sen, aber auch in anderen Kontexten, und beto-
nen, dass sie für sie sorgen, indem sie genügend 
Geld für den Unterhalt der Familie und die Bil-
dung der Kinder verdienen. Anders gewendet: die 
ökonomischen Verhältnisse im Neoliberalismus 
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zwingen die Frauen, kreative Lösungen zu @nden  
 „... shaping mobile mothers’ nurturing practices 
in a world of growing precarity, shrinking govern-
ment assurances, and increase in women’s trans-
national mobility“ (S. :EC).

Im Schlusswort geht Alexia Bloch auf die star-
ken Veränderungen in diesem Teil der Welt ein, 
nicht zuletzt beein9usst durch den Krieg in Syri-
en und der Erstarkung des Regimes von Erdokan 
in der Türkei. Dennoch lässt sie nicht ganz ihre 
HoInung sausen, wie ihr Schlusssatz zeigt: „The 
potent combination of transnational circuits, shif-
ting ideals about gender and intimacy, and intima-
te bonds between Turkish men and Russian-spea-
king women is part of the unfolding story of how 
con@gurations of global capital shape personal li-
ves but also the story of how migrants make lives 
for themselves despite the injustices of this newly 
precarious world“ (S. :;D).

Das Buch endet mit einem umfangreichen Fuß-
notenteil (ca. K= Seiten) und einem verdienstvol-

len Appendix von ca. zwei Seiten, in dem die ano-
nymisierten Hauptpersonen bezüglich HerkunH 
und Lebenslauf kurz vorgestellt werden, also ih-
rem Woher und Wohin. Insgesamt ist das Buch 
natürlich für die von Interesse, die sich mit der 
Region befassen, aber auch für die, die sich mit 
der politischen Ökonomie des Körpers und von 
Körpern beschäHigen. Im konkreten Fall bedeutet 
das, wie Frauen die Folgen des Neoliberalismus zu 
spüren bekommen und wie ihre Antworten dar-
auf aussehen, die sich bis tief in ihre Familien ein-
schreiben. Letztlich werden im ersten Teil eines 
jeden Kapitels die historischen, politischen und 
ökonomischen Gegebenheiten skizziert und an-
hand der Fachliteratur diskutiert, um im zweiten 
Teil die Frauen selbst zu Wort kommen zu lassen. 
Auch für Genderforscher dürHe es damit interes-
sant sein.

KATA&INA G&!I?!(D, Frankfurt
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Heilungskooperationen. Heterogene Kooperationen jenseits dyadischer Interaktionen
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Fröhliche Wissenschaft Medizinanthropologie. Editorial von EHLER VO&& S. K–C, verfasst 
auf Deutsch

CORNEL()& S*H)BER, & EHLER VO&&: Jenseits dyadischer Interaktionen. Einführung in 
das Themenheft Heilungskooperationen S. E–:K, verfasst auf Englisch

M-R*(O V(L.R Zwischen „chronischen Erkrankungen“ und „geheimen Heilungen“. 
Bionetworking im Kontext von Autoimmunität in Brasilien S. :4–K4, verfasst auf Englisch
Basierend auf ethnologischer Feldforschung unter suche 
ich in diesem Artikel die Frage, wie sich das Engagement 
von Patienten und einzelnen Ärzten für in Brasilien uner-
laubte immunstimulierende Thera pien zur  Behandlung 
von Autoimmunität auf die weltweit etablierte Biomedi-
zin auswirkt, welche bisher auf dem gegenteiligen the-
rapeutischen Modell von Immunsuppression basiert. 
Meine Absicht ist es, wandelnde Wahrnehmungen von 
Immunität, Autoimmunität, Person, immunologischen 
Therapien, biotechnologischen Innovationen und Re-
gulierungen als konstitutiv für die zeitgenössische bio-
medizinische Kultur und die LebenswissenschaRen in 
Brasilien zu verstehen. Indem ich mich mit Formen der 
Zusammenarbeit von Patienten mit Autoimmunität und 
verschiedenen Ärzten beschäRige, beschreibe ich, wie 
diejenigen Akteure, die immunstimulierende Therapien 
als wissenschaRliche Innovationen unterstützen, lega-

len Schwierigkeiten begegnen und von etablierten bio-
medizinischen Autoritäten disqualifiziert werden. Im Zu-
sammenhang damit präsentiere ich eine Fallstudie zu 
regulatorischer Erfahrung von der „Anti-Brucella-Vakzin“  
(VAB, vacina anti-brucélica) als immunstimulierende The - 
rapie und führe einen abweichenden Vergleich anhand 
der „Eigenbluttherapie“ (AHT, autohemoterapia) durch.
Wie andere immunstimulierende Therapien sind VAB 
und AHT stark mit der regenerativen Medizin assoziier-
bar und werden über den informellen Sektor zugänglich 
gemacht. Mein Argument ist, dass die zunehmende Zir-
kulation und Annahme von Immunstimulanzien für Au-
toimmunerkrankungen durch den informellen Sektor 
und daraus resultierende Gerichtsverfahren die Position 
der Immunsuppressiva als hegemonisches Therapiemo-
dell paradigmatisch bedroht und mit dem globalen Auf-
kommen der regenerativen Medizin zusammenhängt.

Schlagwörter AutoimmunitätO– biotechnologische InnovationenO– regenerative MedizinO–  
LebensassemblagenO– Brasilien

HELM.R K)RZ Transkultureller und Transnationaler Transfer Therapeutischer 
Praktiken. Heilungskooperationen zwischen Spiritismus, Biomedizin und 
Psychiatrie in Brasilien und Deutschland S. KG–4;, verfasst auf Englisch
Der Artikel behandelt Transformationsprozesse von lo-
kalen Heilungskooperationen durch kulturellen Transfer 
im Kontext transnationaler Netzwerke und Migrations-
bewegungen. Heilpraktiken des brasilianischen Spiri-
tismus und entsprechende Heilunkskooperationen mit 
psychiatrischen und biomedizinischen Gesundheitspro-
fessionellen dienen dabei als Beispiel. Zunächst werden 
einführend medizinethnologische Ansätze zu Heilungs-
kooperationen diskutiert, bevor brasilianisch-spiritis-

tische Erklärungsmodelle bzgl. Gesundheit, Krankheit, 
und Heilung vorgestellt werden. Fallstudien in Marília/
São Paulo und Itabuna/Bahia in Brasilien zeigen Kon-
figurationen von Heilungskooperationen zwischen 
Spiritismus, Biomedizin und Psychiatrie auf. In einem 
weiteren Schritt wird die Übertragung spiritistischer 
Heilpraktiken in den deutschen Kontext durch brasilia-
nische Einwanderer und deutsche Unterstützer behan-
delt. Fallstudien in München belegen, wie der transna-
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tionale und transkulturelle Transfer zur Diversifizierung 
von spiritistischen Diskursen und Praktiken führt. Aller-
dings ergibt die Diskussion des Materials, dass diese Ent-
wicklung weniger sozialen, kulturellen, oder religiösen 

Rahmenbedingungen geschuldet ist, sondern vielmehr 
individuellen Ressourcen, persönlichen Erwartungshal-
tungen, und temporär eingrenzbaren politischen Pro-
zessen entspricht.

Schlagwörter Kulturelle PsychiatrieO– Transkulturelle PsychiatrieO– komplementäre und alternative 
MedizinO– CAMO– SpiritismusO– MigrationO– BrasilienO– Deutschland

M.ŁGORZ.,. S,ELM.&ZYK: Turbulente Wesen. Flüche und Heilungskooperationen 
im postsowjetischen Tuva S. G=–B:, verfasst auf Englisch
In diesem Artikel beschäRige ich mich mit den Vorstel-
lungen von Krankheit und Heilung in Kyzyl, der Haupt-
stadt der Autonomen Republik Tuva in Sibirien. Dabei 
zeige ich, wie verschiedene Krankheitsbilder wie Schlag-
anfälle, Komas und Tuberkulose oR durch ein Fluchpris-
ma konzeptualisiert werden. In diesen Fällen werden 
Krankheiten als Symptom und als Konsequenz einer 
breiteren soziokosmischen Politik betrachtet, die so-
wohl den Geist als auch den Menschen betrio. Infolge-
dessen befinden sich die Opfer, während sie unter dem 
Fluch leiden, oR in einem Zustand von allgemeiner phy-
sischer und emotionaler Störung, der eng mit den Cha-
rakteristika der tuwinischen Kosmologie verflochten ist, 
die von komplementären statt exklusiven Vorstellungen 

von Turbulenz und Gleichgewicht durchdrungen ist. In 
Anbetracht dessen, dass ein medizinischer Zustand 
vorliegt, werden Diagnose, Heilung und Genesung oR 
gleichzeitig von Ärzten, Lamas und Schamanen ange-
strebt und die Patienten werden von allen drei Prakti-
zierenden gleichzeitig behandelt. In diesem Artikel zeige 
ich, während ich mich auf eine spezielle Fallstudie kon-
zentriere, auf, wie Krankheiten, die durch Flüche ausge-
löst werden, verschiedene Akteure wie Ärzte, Lamas und 
Schamanen zusammenbringen und wie im Kontext des 
postsowjetischen Tuva diese Akteure mit ihren ausge-
prägten Erkenntnistheorien und Engagements mit der 
Welt, eine Plattform zur Zusammenarbeit statt antago-
nistischer Möglichkeiten produzieren.

Schlagwörter KrankheitO– HeilungO– okkulte PraktikenO– FluchO– PersönlichkeitO– Tuva

K.,RE KOPPEL: „Mein Traum ist, chinesische und westliche Medizin 
zusammenzubringen“. Warum chinesische Medizin sich im estnischen 
Gesundheitssystem etabliert S. BD–CC, verfasst auf Englisch
In den letzten Jahren wurde chinesische Medizin in Est-
land zu einer verbreiteten therapeutischen Praxis. Aus 
der Perspektive der Patienten ist dies nicht überra-
schend, da nach dem Zusammenbruch der Sowjetuni-
on viele verschiedene gesundheitliche, Lifestyle- und 
Wohlfühllehren viele Anhänger gefunden haben. Über-
raschend hingegen ist, dass auch viele medizinische 
FachkräRe zunehmend auf chinesische Medizin auf-
merksam werden. Im estnischen Kontext wird chinesi-
sche Medizin von der Biomedizin und dem Staat als eine 
Alternativmedizin betrachtet und aufgrund historischer 
Gründe und des post-sowjetischen Kontexts von bio-
medizinischen FachkräRen oR stigmatisiert. Unabhän-
gig von dem expliziten Spannungsverhältnis zwischen 
der Bio- und Alternativmedizin scheint chinesische Me-
dizin eine höhere Anerkennung zu genießen als andere 
Alternativmedizinen. Daher ist die heutige Situation, die 

als eine Positionsveränderung der chinesischen Medizin 
im estnischen Gesundheitssystem beschrieben werden 
kann, außergewöhnlich. In diesem Artikel werden drei 
Gründe genannt, die zu der gegenwärtigen Positions-
veränderung der chinesischen Medizin führen. Erstens 
kann die positive Wahrnehmung der chinesischen Medi-
zin als ein Zugeständnis des Staates betrachtet werden, 
der bereits Akupunktur ins Gesundheitssystem imple-
mentiert hat. Zweitens in der aktuellen Gesundheitspo-
litik und den Herausforderungen, vor denen das estni-
sche Gesundheitssystem steht. Und drittens ist es die 
zunehmende Etablierung und Akzeptanz verschiedener 
New Age-Praktiken und ihre Art und Weise, die Wahrneh-
mung des Körpers zu ändern, die der chinesischen Me-
dizin den Weg in das estnische Gesundheitssystem er-
leichtert. Dieser Artikel basiert auf knapp zwei Jahren 
ethnographischer Feldforschung in Estland.

Schlagwörter chinesische MedizinO– GesundheitssystemO– medizinische VielfaltO– ehemalige UdSSRO– 
GesundheitspolitikO– New Age SpiritualitätO– Estland
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D.N),. PENK.L.-G.WĘ*K.: Dauerhafte oder fragile Formen der Kooperation.  
Komplementäre Medizin und die Biomedizin im postsowjetischen Gesundheitswesen 
von Kasachstan und Kirgisistan S. CE–;4, verfasst auf Englisch
Diese Studie untersucht die Wechselbeziehungen zwi-
schen der Biomedizin und den unterschiedlichen Seg-
menten komplementärer und alternativer Medizinen 
(CAM) in ihren sozioökonomischen und politischen Kon-
texten in der postsowjetischen Ära von Kasachstan und 
Kirgisistan. Während es bereits zu Sowjetzeiten Medical 
Diversity in Zentralasien gab, hat der Kollaps der UdSSR 
zu einer weiteren Diversifizierung therapeutischer Mög-
lichkeiten in dieser Region beigetragen. Die Autorin dis-
kutiert den Wechsel im oTiziellen Umgang gegenüber 
verschiedenen nicht biomedizinischen Behandlungs-
weisen, in denen sich auch ökonomische und politische 
Bedingungen widerspiegeln. In den DHHCer Jahren der 
gerade gewonnenen Unabhängigkeit beruhte die oTi-
zielle Billigung der traditionellen Medizinen zumeist in 
dem Bestreben, die eigene Legitimierung auf dem Bo-
den des kulturellen Erbes der jeweiligen Nationen zu 
begründen. In dem Maße wie dies nicht mehr notwen-
dig erscheint, haben die nicht oTiziellen Medizinen, wie 
sie von verschiedensten „nichtärztlichen“ Heilkundi-

gen praktiziert werden, den Rückhalt von Regierungs-
seite verloren. Vor diesem Hintergrund ist die Koopera-
tion der DHHCer Jahre zwischen der Biomedizin und dem 
CAM-Fragment zunehmend brüchig geworden. Die ur-
sprüngliche Zusammenarbeit in diesem Grenzbereich 
hat sich, wie die Autorin darstellt, zunehmend zu einer 
Abgrenzungsfehde gegenüber dem entwickelt, was als 
wissenschaRlich gilt und was Praktiken sind, die nicht 
durch „NaturwissenschaRen“ bestätigt werden.  Indes 
zeigt sich, dass trotz dieser Spannungen die unter-
schiedlichsten Therapien aus dem CAM-Spektrum ein-
schließlich spiritueller Heilweisen sich großer Beliebt-
heit bei den Patientinnen und Patienten erfreuen und 
dies nur teilweise den Mängeln und Schwächen der 
staatlichen Gesundheitswesen geschuldet ist. Im letz-
ten Teil des Artikels werden Kooperations-Beispiele zwi-
schen Psychiatern und kirgisischen Heilkundigen darge-
stellt, die sich in speziellen Umständen als sinnvoll und 
nützlich erweisen.

Schlagwörter Medical DiversityO– komplementäre und alternative MedizinO– CAMO– BiomedizinO– 
HeilungskooperationO– Boundary WorkO– ZentralasienO– KasachstanO– Kirgisistan

P(ERRE PFÜ,&*H: Rettungssanitäter in der BRD. Kooperationen und  Konflikte 
in einem schwierigen Berufsfeld (:949–:990) S. ;G–:=E, verfasst auf Englisch
Kooperationen sind praktisch ohne Konflikte nicht 
denkbar. Daher wird in diesem Beitrag die gegenseitige 
Verschränkung von Kooperationen und Konflikten aus 
einer zeitgeschichtlichen Perspektive analysiert. Als 
konkretes Beispiel dient das Rettungswesen in der Bun-
desrepublik Deutschland, da hier mit Ärzten, nichtärzt-
lichen Gesundheitsberufen, Wohlfahrtsorganisationen 
und Berufsverbänden unterschiedlichste Akteure invol-
viert sind, unter denen Konflikte auRraten. Darüber hi-
naus sind Ärzte und Rettungssanitäter Berufe, die auf 
unterschiedlichen hierarchischen Stufen stehen, wes-
halb bei diesen innerhalb von Konflikten und Koope-
rationen neben Heilungsansichten zusätzlich Macht-
positionen verhandelt werden. Im Beitrag werden zwei 
unterschiedliche Perspektiven auf Kooperationen und 
Konflikte analysiert. Zum einen soll verdeutlicht werden, 
dass es innerhalb kooperativer Arbeitsformen zu Kon-

flikten kommen kann. Zum andern soll gezeigt werden, 
dass auch aus Konflikten Kooperationen hervorgehen 
können und diese daher als eine Art Innovationsmotor 
gelten können. Beide Entwicklungen treTen sowohl auf 
der Mikroebene, also in der konkreten Auseinanderset-
zung zwischen Ärzten und Rettungssanitätern zu. Aber 
sie können darüber hinaus durchaus auch auf der Ma-
kroebene die Versorgungsstrukturen beeinflussen, wie 
hier am Beispiel der Auseinandersetzungen um ein Be-
rufsgesetz für Rettungssanitäter gezeigt wird. Konkret 
stand immer wieder die Frage im Zentrum der Diskussi-
onen, welche Aufgaben die Rettungssanitäter überneh-
men und welche den Ärzten vorbehalten bleiben sollten. 
Aufgrund der schwierigen Quellenlage wird in der Ana-
lyse vorrangig auf normative Quellen zurückgegriTen. 
Über Leserbriefe wird zumindest indirekt die Perspek-
tive konkreter Akteure erschlossen.

Schlagwörter RettungssanitäterO– RettungsdienstO– ProfessionalisierungO– KooperationO– Deutschland (BRD)
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S,EF.N RE(N&*H, JÖRG N(EWÖHNER & DOR(& S,..B: Die Ökologie der Versorgung  
bei Mukoviszidose. Entscheidungsfindung, Lernen und Identitätsentwicklung in  
einer Gemeinschaft, die mit einer seltenen chronischen Erkrankung lebt und 
arbeitet S. :=;–:DC, verfasst auf Englisch
Der vorliegende Artikel betrachtet die Ökologie der Ver-
sorgung einer GemeinschaR von Mukoviszidose-be-
troTenen und ihren Behandlern. In dieser sind die Ent-
wicklung der Identität als Gruppenmitglied, sowie der 
Fertigkeiten der medizinischen Entscheidungsfindun-
gen, eng miteinander verwoben. Mukoviszidose ist eine 
seltene Erbkrankheit mit einem chronischen, lebens-
verkürzenden Verlauf. Aufgrund des zunehmend kom-
plexen Therapieregimes und der damit einhergehenden 
gestiegenen Lebenserwartung erfordern die täglichen 
Entscheidungsfindungen in wachsendem Maße eine in-
terdisziplinäre Zusammenarbeit. Auf der Grundlage ei-
ner ethnographischen Langzeitstudie als Ethnologen 
und Ärzte in einem hochspezialisierten Universitären 
Setting erkunden wir, wie Patienten und Ärzte Entschei-
dungen treTen und deren Bedeutungen sowie ihre eige-
ne Position innerhalb einer PraxisgemeinschaR verhan-
deln. Aufbauend auf Konzepten der Verteilten Kognition 
und Wissenspraxen zeigen wir, dass die Praxisgemein-
schaR durch drei mit einander verknüpRe Elemente cha-

rakterisiert ist: Erstens, durch die Entwicklung einer ge-
teilten Identität, welche sich um die Frage des Umganges 
und des Lebens mit einer seltenen chronischen Erkran-
kung entwickelt. Ironie wird hierbei genutzt, um eine Po-
sition ausserhalb der Hauptströmung der Medizin, sowie 
der Dichotomie gesund/krank zu etablieren. Zweitens, 
erfordert der Umgang mit der Erkrankung ein status-
gruppenübergreifendes, kollektives Lernen von Betrof-
fenen und Behandlern, sowohl im Bereich des Alltagsle-
bens als auch der klinischen Entscheidungsfindung. Wir 
argumentieren drittens, dass verkörpertes Wissen vor-
hergehender Generationen nicht weitergegeben wird, 
sondern im Kontext der Interaktion von Novizen mit der 
sozialen und materiellen Umwelt wiederhergestellt wird. 
Dies erfordert, Erfahrung und Lernen aus dem Kopf des 
einzelnen Individuums zu nehmen, und es zu einer wie-
derherstellbaren Prozedur zu machen. Gemeinsam er-
schaTen die drei Elemente eine kollektiv verkörperte Er-
fahrungskultur, die der PraxisgemeinschaR erlaubt, sich 
in Zeiten des raschen Wandels zu regenerieren.

Schlagwörter Mukoviszidose – chronische Krankheit – PraxisgemeinschaRen – Verteilte  EntscheidungsfindungO– 
Wissenspraxen – Deutschland

CHR(&,(.N ERB.*HER: Philosophie – Therapie – Mythologie. Eine dreiseitige 
Analogie in der Philosophie Ludwig Wittgensteins S. :DE–:K4, verfasst auf Englisch
Das Hauptanliegen dieses Beitrages besteht in einer 
Einladung an Heilungspraktiker, die philosophischen 
SchriRen Ludwig Wittgensteins als relevant für ihre 
Praxis zu lesen. Dafür wird Wittgensteins philosophi-
sche Orientierung entlang seiner eigenen Analogie zwi-
schen Philosophie, Therapie und Mythologie skizziert. 
Es wird argumentiert, dass Wittgenstein während sei-
nes gesamten philosophischen Lebens die Philosophie 
als Aktivität verstanden hat, die philosophische Verwir-
rungen klären sollte. Philosophieren ist nach diesem 
Verständnis, wie die Medizin, eine Behandlung, die pla-
gende Zustände verschwinden lassen oder auflösen soll. 
Wittgenstein selbst betonte, dass seine Methoden des 

philosophischen Klärens mit der Psychoanalyse vergli-
chen werden könnten. Nach dieser Analogie macht die 
philosophische Klärung eine plagende Mythologie mit 
einer weniger plagenden Mythologie unschädlich. Diese 
Sichtweise wiederum kann nach Wittgenstein ein Licht 
auf die philosophischen Verwirrungen werfen, die mit 
einer wissenschaRlichen WeltauTassung einhergehen 
können. Diese ist mit einer philosophischen Verwirrung 
verwoben, wenn ein Glaube an die Absolutheit (natur)
wissenschaR licher Wahrheiten verhindert, dass man 
die Wahrheiten und Einsichten aus anderen Kulturen 
anerkennt.

Schlagwörter PhilosophieO– PsychotherapieO– WittgensteinO– FreudO– Frazer
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Healing Cooperations. Heterogenous Collaborations Beyond Dyadic  Interactions

!DIT!D /P +%&N!(I-, ,+)-/!&T S !)(!& V%,,

Medical Anthropology as Joyful Wisdom. Editorial by  
EHLER VO&& p. K–C, written in German

CORNEL()& S*H)BER, & EHLER VO&&: Beyond Dyadic Interactions. An Introduction to the 
Thematic Issue on Healing Cooperations p. E–:K, written in Englisch

M-R*(O V(L.R: Moving between “Chronic Diseases” and “Secret Cures”. Bionetworking 
in the Context of Autoimmunity in Brazil p. :4–K4, written in English
In this article, I explore from an anthropological Global 
South perspective the following question: how does the 
engagement of patients and physicians for unauthorized 
immunostimulant therapies for autoimmunity in Brazil 
impact the globally established biomedicine based on 
the use of palliative immunosuppressive drugs? My aim 
is to understand changing perceptions related to im-
munity, autoimmunity, immunological therapies, bio-
technological innovation and regulation as constitutive 
of contemporary biomedical culture and of life scienc-
es in Brazil. By addressing some forms of collaboration 
and deviance between patients with autoimmunity and 
physicians, I describe how they adopt and promote im-
munostimulant drugs as scientific innovations that meet 
diTiculties to become legalized and that tend to be dis-

qualified by established biomedical authorities. For 
it, I present a case study of regulatory experience and 
make a comparative digression involving respective-
ly two immunostimulant therapies: the “anti-brucellic 
vaccine” (VAB—vacina anti-brucélica), and; the “autohe-
motherapy” (AHT—autohemoterapia). Like other immu-
nostimulant therapies, both VAB and AHT are strongly 
associable with regenerative medicine and may be ac-
cessed through the informal sector. My argument is that 
established biomedicine has become increasingly cir-
cumnavigated in contemporary Brazil, while regenera-
tive medicine is simultaneously emerging as a transna-
tional paradigm shiR through assemblages of life and 
respective moralities.

Keywords autoimmunityO– biotechnological innovationO– regenerative medicineO– life assemblagesO– Brazil

HELM.R K)RZ: Transcultural and Transnational Transfer of Therapeutic 
Practice. Healing Cooperation of Spiritism, Biomedicine, and 
Psychiatry in Brazil and Germany p. KG–4;, written in English
This article investigates transformation processes of lo-
cal practices of healing cooperation when transferred 
from one context into another by means of migration 
and transnational networks. Healing practices within 
Brazilian Spiritism and practices of healing coopera-
tion with psychiatric and biomedical health profession-
als will serve as an example. An introductory anthropo-
logical discussion of distinct theoretical approaches to 
healing cooperation will serve as a starting point, be-
fore exploring explanatory models of health, illness, and 
healing within Brazilian Spiritism. Case studies from 

Marília/São Paulo and Itabuna/Bahia in Brazil will facili-
tate the understanding of healing cooperation of Spirit-
ism, biomedicine, and psychiatry. In a further step, the 
implementation of Spiritist healing practices by Brazil-
ian immigrants and local supporters in Germany will be 
of central interest. Case studies from Munich/Germany 
will show that transference of healing cooperation from 
one context to the other is possible, but that due to dif-
ferent contexts a diversification of discourses and prac-
tices will take place. However, the discussion of the pre-
sented data will show, that the outcome of transnational 
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transfers of healing practices and models of healing co-
operation does not so much relate to social, cultural, or 

religious frameworks, but to individual resources, per-
sonal expectations, and political processes.

Keywords cultural psychiatryO– complementary and alternative medicineO– CAMO– spiritismO– migrationO–  
BrazilO– Germany

M.ŁGORZ.,. S,ELM.&ZYK: Turbulent beings. Curses and systems of healing 
cooperation in post-Soviet Tuva, Siberia p. G=–B:, written in English
In this article, I engage with the notions of illness and 
healing in Kyzyl, the capital of the Autonomous Repub-
lic of Tuva in Siberia. In so doing, I show how a variety 
of medical conditions, such as strokes, comas, and tu-
berculosis, are oRen conceptualized through a prism of 
curses. In these instances, illnesses are considered as 
a symptom and a consequence of wider sociocosmic 
politics which involve spirits and humans alike. Conse-
quently, while suTering from curse inflictions, the vic-
tims oRen find themselves in a state of overall physical 
and emotional disturbance, described as being ‘in turbu-

lence .̓ Given this, in the presence of a medical condition, 
diagnosis, cure, and recovery are oRen concurrently 
sought from medical doctors, lamas, and shamans, and 
the clients undergo simultaneous treatments from all 
three practitioners. In this article, therefore, I show how 
illnesses triggered by curses bring together diTerent ac-
tors, such as medical doctors, lamas, and shamans, and 
how in the context of post-Soviet Tuva, these actors, 
with their distinct epistemologies and engagements 
with the world, produce a platform of cooperation rath-
er than that of antagonistic possibilities.

Keywords illnessO– healingO– occult practiceO– curse– personhoodO– Tuva

K.,RE KOPPEL: “My Dream is to Bring Together Chinese and Western Medicine”. Why 
Chinese Medicine is Making its Way into Estonian Healthcare p. BD–CC, written in English
In recent years, Chinese medicine has become a popular 
therapeutical practice in Estonia. This is not surprising 
from the perspective of users as diTerent health-relat-
ed, lifestyle and well-being teachings have found many 
adherents aRer the collapse of the Soviet Union. Howev-
er, what is intriguing is the fact that Chinese medicine is 
gaining increasing attention by healthcare profession-
als too. In the Estonian context, Chinese medicine is re-
garded as an alternative medicine from the point of view 
of biomedicine and the state. Due to historical reasons 
and the post Soviet context, alternative medicines are 
usually stigmatised by biomedical practitioners. Re-
gardless of the explicit tensions between biomedicine 
and alternative medicines, Chinese medicine seems to 
enjoy higher acceptance than some other alternative 

medicines. Hence, the current situation, which can be 
described as a change of position regarding Chinese 
medicine in the Estonian health landscape, is relative-
ly extraordinary. In this paper, I argue for three reasons 
why the position of Chinese medicine is currently chang-
ing. Firstly, the positive reception of Chinese medicine 
can be regarded as a favour from the state that has im-
plemented regulations on acupuncture. Secondly, the 
reasons can be found in the current health policy and in 
the challenges that the Estonian healthcare system is 
facing. Thirdly, it is the mainstreaming process of New 
Age spirituality in Estonia and the way it changes the per-
ception of the body that helps Chinese medicine to find 
its way into Estonian healthcare. The article is based on 
almost two years of ethnographic fieldwork in Estonia.

Keywords Chinese medicineO– healthcareO– medical diversityO– former USSRO– health policyO– new age 
spiritualityO– Estonia

D.N),. PENK.L.-G.WĘ*K.: Enduring or Fragile Cooperations. 
Complementary Medicine and Biomedicine in Healthcare Systems of Post-
Soviet Kazakhstan and Kyrgyzstan p. CE–;4, written in English
This paper focuses on relations between biomedicine 
and various segments of complementary and alterna-
tive medicine (CAM) in socio-economic and political con-
texts of post-Soviet Kazakhstan and Kyrgyzstan. While 

medical diversity was already present in Central Asia 
during Soviet times, the collapse of the Soviet Union has 
contributed to the further diversification of therapeu-
tic options in this region. The author discusses changes 
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in the oTicial attitudes towards various non-biomedi-
cal forms of treatment, which reflect changing econom-
ic and political conditions. Initially, in the DHHCs, the 
oTicial support for traditional/folk medicine resulted 
mainly from the eTorts of the newly independent states 
to gain legitimacy on the grounds of the cultural heritage 
of their titular nations. Such legitimisation is not need-
ed anymore and, in eTect, those CAM branches which 
are practised by healers, not biomedical doctors, have 
lost government backing. In this light, it seems that first 
attempts at cooperation between biomedical and com-
plementary practitioners which had started in the DHHCs 

turned out to be rather fragile. The boundary work, as 
the author’s research revealed, is directed towards de-
limitation of what is perceived as scientific from meth-
ods and practices unconfirmed by “science.” However, 
it should be stressed that despite such tensions various 
complementary therapies, including spiritual healing, 
enjoy great popularity among patients, which is partly 
due to the weakness of healthcare systems in Kazakh-
stan and Kyrgyzstan. The last part of the article address-
es examples of cooperation between psychiatrists and 
healers in Kyrgyzstan, which proved to be fruitful in spe-
cial circumstances.

Keywords medical diversityO– complementary and alternative medicineO– CAMO– biomedicineO– healing 
cooperationO– boundary workO– Central AsiaO– KazakhstanO– Kyrgyzstan

P(ERRE PFÜ,&*H: Paramedics in West Germany. Cooperations and Conflicts 
in a Contested Professional Field (:949–:990) p. ;G–:=E, written in English
Cooperations are almost inconceivable without con-
flicts. For this reason, this contribution will analyse the 
mutual interweaving of cooperations and conflicts from 
a contemporary perspective. A concrete example is the 
situation of the rescue services in the Federal Republic 
of Germany. Considering the involvement of a variety of 
diTerent players such as doctors, non-medical health-
care professions, charitable organisations and profes-
sional associations, conflicts are bound to occur. In ad-
dition, doctors and paramedics are in professions that 
are subject to diTerent hierarchical levels, which is why 
positions of power must be taken into consideration in 
relation to conflicts and cooperations, alongside the 
methods of treatment. This contribution will analyse 
two diTerent perspectives of cooperations and conflicts. 
On the one hand, the aim is to clarify that conflicts can 

occur within cooperative working methods. On the oth-
er hand, it will demonstrate that cooperations can result 
from conflicts and that they can be seen as a type of in-
novation motor. Both developments occur on the micro 
level, i. e. in the concrete conflict between doctors and 
paramedics. However, they can additionally influence 
the supply structures on the macro level as well. This 
will be exemplified by the conflicts regarding the profes-
sional law for paramedics. In concrete terms, the focus 
of previous discussions was usually centred on the ques-
tion of which tasks should be taken over by the paramed-
ics and which tasks should remain exclusive to the doc-
tors. Due to the diTicult situation of sources, the analysis 
shall be based primarily on normative sources. Readers’ 
letters shall at least indirectly oTer the perspectives of 
concrete participants.

Keywords paramedicsO– rescue systemO– emergency serviceO– professionalizationO– cooperationO– Germany

S,EF.N RE(N&*H, JÖRG N(EWÖHNER & DOR(& S,..B: The Ecology of Care in 
Cystic Fibrosis. Identification, Decision-Making and Learning in a Community 
Living and Working with a Rare Chronic Illness p. :=;–:DC, written in English
This paper sets out to describe how developing an identi-
ty as a member of a community organized around a rare 
chronic illness and becoming knowledgeably skilful in 
mastering the challenges of decision-making are part of 
the same process. We examine a community living with 
cystic fibrosis (CF) and their care-givers. CF is a rare in-
heritable disease with a chronic life-shortening course. 
Today, the growing complexity of care, with the resulting 
longevity for people with CF, governs the practicalities 
of day-to-day decision-making, highlighting an increas-

ing need for interdisciplinary collaboration. Building on 
long-term ethnography as anthropologists and physi-
cians, we use a practice theoretical approach to explore 
in a highly specialized university medical centre how 
patients and care-givers make decisions and negotiate 
meaning, and their position, within such a community of 
practice (CoP). Drawing on ideas from distributed cogni-
tion and knowledge-practices, we show that the CF CoP 
is characterized by three interrelated elements: First, by 
the development of a shared identity around the ques-
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tion how to manage and live with a rare chronic illness. 
Irony is used in establishing a position both outside the 
dominant mainstream of medicine and outside the di-
chotomies healthy/ill. Second, managing the condition 
requires collective learning in the domains of everyday 
life and clinical decision making, cutting across estab-
lished status groups of patients and caregivers. Third, 
by taking experience and learning out of the individu-

al’s head and making it a procedure to be enacted in sim-
ilar moments, we argue that the embodied-knowledge 
of prior generations is not passed on but regenerated 
within the contexts of novices’ interactions within the 
social and material environment. Together, the three el-
ements create a collectively embodied-memory culture 
allowing the CoP to regenerate itself and adapt within 
times of rapid change.

Keywords cystic fibrosisO– chronic illnessO– communities of practice (CoP)O– distributedO– decision 
makingO– knowledge-practicesO– Germany 

CHR(&,(.N ERB.*HER: Philosophy—Therapy—Mythology. On a Triangulated 
Analogy in the Philosophy of Ludwig Wittgenstein p. :DE–:K4, written in English
The article’s main aim is to invite healing practitioners to 
read and interpret the philosophical writings of Ludwig 
Wittgenstein as relevant for their practices. It outlines 
Wittgenstein’s philosophical orientation using his own 
triangulated analogy between the fields of philosophy, 
therapy and mythology. It is argued that Wittgenstein, 
throughout his philosophical life, considered philos-
ophy as an activity for clarifying philosophical confu-
sion. Philosophizing is thus, like medicine, a treatment 
for making a troubling state disappear or dissolve. Witt-

genstein pointed out that his methods of philosophi-
cal clarification might be compared to psychoanalysis. 
Based on this analogy, philosophical clarification ren-
ders a troubling mythology harmless by using a less 
troubling mythology. This view can in turn shed light on 
the philosophical confusion that may accompany a sci-
entific worldview. Such confusion emerges when belief 
in the absoluteness of scientific truth hinders acknowl-
edgement of the truths and insights from other cultures.

Keywords philosophyO– psychotherapyO– WittgensteinO– FreudO– Frazer
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Coopérations de soins. Collaborations hétérogènes au-delà des interactions dyadiques
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L’Anthropologie médicale, le gai savoir. Éditorial par EHLER VO&& p. K–C, rédigé en allemand

CORNEL()& S*H)BER, & EHLER VO&&: Coopérations de soins au-delà des interactions 
dyadiques. Introduction dans le numéro thématique p. E–:K, rédigé en anglais

M-R*(O V(L.R: Se mouvoir entre « maladies chroniques » et « cures secrètes ». 
« Bionetworking » dans le contexte de l’auto-immunité au Brésil p. :4–K4, rédigé en anglais
À partir d’une perspective du Sud global, j’explore en 
tant qu’anthropologue dans cet article la question sui-
vante: quel est l’impact au Brésil de l’implication des 

patients et des médecins quant aux thérapies immu-
nostimulantes, qui ne sont pas autorisées pour l’auto-
immu nité par la biomédecine mondialisée? Cette 
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dernière étant plutôt orientée vers l’utilisation de mé-
dicaments immunosuppresseurs palliatifs. Mon but est 
de comprendre les perceptions évolutives qui sont asso-
ciées à l’immunité, à l’auto-immunité, à la personne, aux 
thérapies immunologiques, à l’innovation biotechnolo-
gique et à la régulation, comme éléments constitutifs de 
la « culture biomédicale » contemporaine et des sciences 
de la vie au Brésil. En abordant certaines formes de coo-
pération et de désaccord entre des patients atteints 
de maladies auto- immunes et les médecins, je décris 
comment ils adoptent et promeuvent les immunosti-
mulants comme des innovations scientifiques qui ren-
contrent des diTicultés à être légalisées et qui ont ten-
dance à être disqualifiées par les autorités biomédicales 

établies. Pour cela, je présente une étude de cas d’une 
expérience règlementaire et je fais une étude compara-
tive impliquant respectivement deux thérapies immu-
nostimulantes: le « vaccin antibrucellique » (VAB, vacina 
anti-brucélica) et « l’autohémothérapie » (AHT, autohe-
moterapia). Comme d’autres thérapies immunostimu-
lantes VAB et AHT sont fortement associables à la méde-
cine régénérative et peuvent être accessibles à travers 
des réseaux informels. Mon argument est que la biomé-
decine établie est de plus en plus contournée dans le ac-
tuellement au Brésil, tandis que la médecine régénéra-
tive est en train d’émerger et de modifier le paradigme 
international à travers la combinaison des concepts de 
la vie et de la morale.

Mots-clés auto-immunitéO– innovations biotechnologiquesO– médecine régénérative –autohémothérapieO– 
assemblages de vieO– Brésil 

HELM.R K)RZ: Transfert transculturel et transnational de pratiques 
thérapeutiques. Coopération dans les soins entre spiritisme, biomédecine 
et psychiatrie entre le Brésil et l’Allemagne p. KG–4;, rédigé en anglais
L’article traite des processus de transformation sur le 
plan local dans une coopération en matière de guérison, 
par un transfert culturel et ceci dans un contexte de ré-
seaux transnationaux et de mouvements migratoires. 
Les pratiques de guérison du spiritisme brésilien et la 
coopération dans les pratiques de soins entre profes-
sionnels de santé en médecine générale et en psychia-
trie serviront d’exemple. Une discussion anthropolo-
gique introductive des diTérentes approches théoriques 
de la coopération en matière de guérison servira de 
point de départ avant de détailler diTérents modèles 
explicatifs de la santé, de la pathologie et du soin selon 
le spiritisme brésilien. Ensuite, seront présentés des mo-
dèles explicatifs du spiritisme brésilien relatifs à la santé, 

à la maladie et à la guérison. Des études de cas à Marília/
São Paulo et à Itabuna/Bahia au Brésil présentent des 
configurations de coopérations de guérisons entre spi-
ritisme, biomédecine et psychiatrie. La description de 
la mise en œuvre de pratiques de soin du spiritisme par 
les migrants brésiliens et des soutiens locaux en Alle-
magne constitue ensuite le développement majeur de 
cet article. Cependant, la confrontation des données 
présentées montre que le bénéfice des échanges trans-
nationaux de pratiques médicinales et de modèles de 
coopération de soins ne dépend pas vraiment des sys-
tèmes sociaux, culturels et religieux, mais plutôt des 
ressources individuelles, des espérances personnelles 
et des décisions politiques. 

Mots clés psychiatrie transculturelleO– anthropologie médicaleO– migrationO– spiritismeO– médecines alternatives 
et complémentairesO– MACO– BrésilO– Allemagne

M.ŁGORZ.,. S,ELM.&ZYK: Perturbations signifiantes. Le phénomène de 
la malédiction dans la Touva postsoviétique p. G=–B:, rédigé en anglais
Dans cet article, je m’intéresse aux notions de maladie 
et de guérison à Kyzyl, capitale de la République auto-
nome de Touva en Sibérie. Ce faisant, je montre com-
ment les diverses pathologies, telles que les accidents 
vasculaires cérébraux, les comas et la tuberculose sont 
souvent conceptualisées à travers le prisme des malé-
dictions. Dans ces cas-là, les maladies sont considérées 
comme un symptôme et une conséquence d’un système 
socio-cosmique qui implique des esprits et des humains. 

Par conséquent, les victimes des malédictions se re-
trouvent souvent dans un état de perturbation physique 
et émotionnelle intimement lié aux caractéristiques de 
la cosmologie de Touva, elles-mêmes imprégnées des 
notions complémentaires de turbulence et d’équilibre. 
Compte tenu de cela, en présence d’un problème médi-
cal, le diagnostic, la guérison et le rétablissement sont 
souvent sollicités simultanément auprès des médecins, 
des lamas et des chamanes, et les patients subissent des 
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traitements simultanés par ces trois types de praticiens. 
En se concentrant sur une étude particulière de cas, je 
montre dans cet article comment les maladies déclen-
chées par les malédictions impliquent diTérents acteurs, 
tels que des médecins, des lamas et des chamanes; et 

comment dans le contexte de la Touva postsoviétique 
ces acteurs, avec leurs épistémologies respectives et 
leurs engagements avec le monde, construisent une 
plateforme de coopération plutôt que des possibilités 
antagonistes. 

Mots clés maladieO– guérisonO– pratiques occultesO– malédictionO– personnalitéO– Touva 

K.,RE KOPPEL: « Mon rêve est de rassembler les médecines chinoise 
et occidentale ». Pourquoi la médecine chinoise se développe au sein 
du système de santé estonien p. BD–CC, rédigé en anglais
Au cours des dernières années, la médecine chinoise est 
devenue une pratique thérapeutique populaire en Es-
tonie. Ce n’est pas surprenant du point de vue des uti-
lisateurs étant donné que divers enseignements liés à 
la santé, au mode de vie et au bien-être ont trouvé de 
nombreux adhérents après la chute de l’Union Sovié-
tique. Cependant, ce qui est surprenant est le fait que la 
médecine chinoise est prise en considération chez les 
professionnels de santé. Dans le contexte estonien, la 
médecine chinoise est considérée comme une méde-
cine alternative du point de vue de la biomédecine et de 
l’État. Pour des raisons historiques dans le contexte de 
l’ex-Union Soviétique, les médecines alternatives sont 
généralement stigmatisées par les praticiens de la bio-
médecine. Indépendamment des tensions manifestes 
entre la biomédecine et les médecines alternatives, la 
médecine chinoise semble bénéficier d’un meilleur ac-

cueil que d’autres médecines alternatives. Par consé-
quent, la situation actuelle, qui peut être considérée 
comme un changement de position concernant la mé-
decine chinoise dans le paysage de la santé estonienne, 
est relativement extraordinaire. Dans cet article, je pré-
sente trois raisons qui expliquent pourquoi la place de 
la médecine chinoise est actuellement en changement. 
Tout d’abord, la perception positive de la médecine 
chinoise peut être analysée comme une faveur de l’État 
qui a instauré des régulations sur l’acupuncture. Deuxiè-
mement, les raisons peuvent être trouvées dans la poli-
tique de santé actuelle et dans les défis auxquels le sys-
tème de santé estonien est confronté. Troisièmement, 
le contexte spirituel particulier de l’Estonie fait que la 
médecine chinoise trouve son chemin dans le système 
de santé estonien. L’article est basé sur environ deux ans 
d’études de terrain en Estonie.

Mots clés médecine chinoiseO– système de santé estonienO– diversité médicaleO– ancienne URSSO– politique de 
santéO– spiritualité du New Age

D.N),. PENK.L.-G.WĘ*K.: Formes de coopérations stables ou fragiles. 
Médecine complémentaire et biomédicine dans le cadre des systèmes de santé 
postsoviétiques au Kazakhstan et au Kirghizistan p. CE–;4, rédigé en anglais
Cette étude analyse les relations mutuelles entre la 
« biomédecine » et les diTérentes médecines alterna-
tives et complémentaires (MAC) dans le contexte so-
cioéconomique et politique de l’ère postsoviétique  au 
Kazakhstan et au Kirghizistan. Alors qu’il existait déjà 
une diversification des options thérapeutiques sous le 
régime soviétique en Asie centrale, la chute de l’URSS a 
permis une plus large diversification des possibilités thé-
rapeutiques. L’auteur examine le changement de l’ap-
proche oTicielle vers des méthodes thérapeutiques qui 
ne sont pas basées sur la biomédecine, dans lesquelles 
se reflètent aussi les conditions socioéconomiques et 
politiques récentes. Dans ces années HC, après avoir ga-
gné leur indépendance, les États respectifs fondent leur 

volonté de reconnaissance oTicielle des médecines tra-
ditionnelles sur une légitimation de leur héritage cultu-
rel. Dans la mesure où cela ne semblait plus nécessaire, 
les médecines « non-oTicielles », telles qu’elles étaient 
pratiquées par des praticiens « non médecins », perdirent 
le soutien gouvernemental. Dans ce cadre, la coopéra-
tion récente entre la « biomédecine » et les diTérentes 
fractions des MAC devient de plus en plus fragile. La coo-
pération, à l’origine champ d’intersections, évolua selon 
l’auteur de plus en plus sous la forme de querelles entre 
ce qui relève du scientifique et des pratiques qui ne sont 
pas fondées sur des critères de sciences naturelles. Il 
s’avère que néanmoins et malgré ces tensions, les théra-
pies les plus variées issues de l’éventail des MAC, y com-
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pris les méthodes spirituelles, jouissent d’une grande 
popularité. Cela tient partiellement aux faiblesses du 
système de santé publique. La dernière partie de l’ar-

ticle présente des exemples de coopérations, réussies 
dans des conditions particulières, entre psychiatres et 
guérisseurs kirghizes.

Mots clés diversité médicaleO– médecine alternatives et complémentairesO– MACO– biomédecineO– coopération 
guérisonO– boundary workO– Asie centraleO– KazakhstanO– Kirghizistan   

P(ERRE PFÜ,&*H: Ambulanciers en Allemagne. Coopération et conflits dans 
un domaine professionnel difficile (:949–:990) p. ;G–:=E, rédigé en anglais
Les collaborations sont pratiquement impensables 
sans conflit. Par conséquent, cet article analyse l’im-
brication de la coopération et du conflit dans une pers-
pective d’histoire contemporaine. À titre d’exemple, les 
services d’urgence en République fédérale d’Allemagne 
impliquent une grande variété d’acteurs: les médecins, 
les professionnels non-médicaux de la santé, les asso-
ciations caritatives et les organisations professionnelles, 
entre lesquels se produisent de nombreux conflits. En 
outre, les médecins et les professions paramédicales 
se situent à diTérents niveaux hiérarchiques. En consé-
quence, dans ces conflits les positions de pouvoir se né-
gocientO– et ce en dehors de points de vue divergents 
sur les soins. L’article analyse deux perspectives diTé-
rentes sur les coopérations et les conflits. D’une part, 
il convient de préciser que des conflits peuvent surve-
nir dans le cadre de coopérations de travail. D’un autre 

côté, ces conflits peuvent également conduire à la coo-
pération et peuvent donc être considérés comme une 
sorte de moteur de l’innovation. Les deux situations se 
retrouvent à la fois au niveau micro, c’est-à-dire dans le 
conflit concret entre médecins et ambulanciers. Mais 
ils peuvent aussi influencer les structures de l’oTre au 
niveau macro, comme le montre l’exemple des conflits 
d’intérêts sur une loi professionnelle pour les ambulan-
ciers et le personnel paramédical. Concrètement, la 
question au centre des discussions a toujours été de sa-
voir quelles tâches les ambulanciers devraient prendre 
en charge et lesquelles devraient être réservées aux mé-
decins. En raison de l’insuTisance de sources, l’analyse 
s’appuie principalement sur des textes normatifs. À tra-
vers des tribunes libres, le point de vue des acteurs est 
au moins indirectement développé.

Mots clés paramédicauxO– urgences médicalesO– service d’urgenceO– professionnalisationO– conflits 
d’intérêtsO– coopérationO– Allemagne  

S,EF.N RE(N&*H, JÖRG N(EWÖHNER & DOR(& S,..B: L’écologie des soins en fibrose 
cystique. Identification, ménagement des décisions et apprendre dans une communauté 
qui vit et travaille avec une maladie chronique rare p. :=;–:DC, rédigé en anglais
L’objet de cet article est d’analyser l’écologie des soins 
et des pratiques de savoir-faire dans une communauté 
vivant et travaillant avec la mucoviscidose. La mucovis-
cidose est une maladie génétique rare, chronique, et 
mortel. En raison d’un régime thérapeutique complexe 
et de l’augmentation résultant de la durée de vie des 
personnes atteintes de la mucoviscidose, les décisions 
journalières demandent de plus en plus une collabora-
tion entre les générations et les disciplines. Cet article 
est basé sur une étude ethnographique de longue durée 
que nous avons menée en tant que socio-anthropolo-
gues et médecins dans un environnement universitaire 
hautement spécialisée. Notre investigation porte sur les 

décisions de la part des patients et des médecins ain-
si que sur la discussion autour de leurs positions et sur 
leurs significations au sein d’une communauté de pra-
tique. Utilisant des concepts de la cognition distribuée et 
des pratiques de savoir-faire, nous pensons que des hori-
zons temporels divergents et des niveaux de personnifi-
cation sont compensés par une transmission intercalée 
du savoir. Cela signifie que la transmission intersubjec-
tive et intergénérationnelle de certains savoirs ne néces-
site pas seulement un apprentissage cognitif, mais re-
quiert un travail de traduction et de médiation pratique 
de la part des personnes qui peuvent agir entre généra-
tions et disciplines.

Mots clés mucoviscidoseO– communauté de pratiqueO– écologie de soinsO– pratiques de savoir-faireO– cognition 
distribuéeO– Allemagne 
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CHR(&,(.N ERB.*HER: Philosophie – thérapie – mythologie. D’une analogie 
triangulaire dans la philosophie de Ludwig Wittgenstein p. :DE–:K4, rédigé en anglais
L’objectif de cet article est d’inviter les praticiens de la 
guérison à lire les écrits philosophiques de Ludwig Wit-
tgenstein comme étant pertinent pour leur pratique. 
Pour cela, l’article entreprend de présenter l’orienta-
tion philosophique de Wittgenstein à l’aide de l’analogie 
triangulaire qu’il fait entre philosophie, thérapie et my-
thologie. La thèse de l’article est que tout au long de sa 
carrière philosophique, Wittgenstein a considéré la phi-
losophie comme une activité visant à clarifier les confu-
sions. D’après cette conception, la philosophie est donc, 
comme la médecine, un traitement qui consiste à faire 
disparaitre ou à calmer un état inquiétant. Witt genstein 

lui-même aTirmait que ses méthodes de clarification 
philosophique pouvaient être comparées à la psycha-
nalyse. D’après cette analogie, la clarification philoso-
phique inoTensive rend une mythologie inquiétante, et 
ce à l’aide d’une mythologie moins inquiétante. Cette ap-
proche, d’après Wittgenstein, peut donc mettre en lu-
mière la confusion philosophique qu’une vision scienti-
fique du monde peut accompagner. Une telle confusion 
philosophique survient lorsque la croyance dans la por-
tée absolue de la vérité scientifique empêche la recon-
naissance des vérités et des conceptions venant d’autres 
cultures.

Mots clés philosophieO– psychothérapieO– WittgensteinO– FreudO– Frazer
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