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ABSTRACT

The purpose of this thesis is twofold: the first, to present a preliminary
ethnography exploring medical pluralism in Bhutan, a topic previously
unexamined in the country, and the second is to produce an ethnography of
everyday life in one of the least known nations in the world. This study
contributes to an understanding of concepts of health and available health care
options in this Buddhist country. Pluralism characterizes many aspects of
Bhutanese society and culture, including the health care system, which offers
equal access to biomedicine and Tibetan medicine free of charge. Taking a
highly contextual approach to the study of health care in contemporary Bhutan,
this thesis examines medical pluralism within a larger socio-cultural and political
framework, including Tibetan Buddhism, rapid culture change, a new and
emerging class system, and a development policy referred to as Gross National

Happiness.
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Chapter 1
INTRODUCTION

My journey to Bhutan began a year before I actually arrived in the
country. People have often asked me at home and in Bhutan how I learned about
the country and what brought me to it as a place to conduct ethnographic
research. The first time I heard about Bhutan was in 2002 while teaching
English in Japan. I had been watching the news and saw a story about Bhutan’s
recent acquisition of television (the first television broadcast took place in 1999).
More than anything, I was intrigued by the images coming from a place high in
the Himalayan Mountains, a place I had never heard of before.

In 2005 I entered my Master’s program and decided I wanted to do my
dissertation on health care in Bhutan. I applied for funding and for permission to
enter the country that same year, but it was almost a full year before I received
confirmation that my visa application was successful. It was another two months
before I would touch down at the airport in Paro, Bhutan. In the meantime I was
fortunate to volunteer at a conference in Antigonish, Nova Scotia entitled,
“Rethinking Development: Local Pathways to Global Wellbeing”, which was
also the Second International Conference On Gross National Happiness. The
first conference took place in Thimphu, Bhutan in February of 2004. Following
on the first conference, the second highlighted Bhutan’s development strategy
Gross National Happiness (GNH). This dissertation is about the healing
traditions of contemporary Bhutan and the unique context in which health care

takes place in this ancient Buddhist kingdom.



In the context of the current shift toward a more decentralized form of
government in Bhutan, Karma Ura describes the country’s historical
background, and highlights pluralism as an attribute inherent to society and
culture in that country (Ura 2004). Ura writes, “[in] the past Bhutan existed
through a diversity of forms of life found in all kinds of communal variations,
and that decentralization today can sustain and revive that heterogeneity” (2004,
2). The fourth King has declared a commitment to decentralization and to
democracy through the devolution of his own powers and a return to community
centered, local development initiatives. Ura suggests that decentralization is an
effort to return to a time “when the country stood-united in the midst of
pluralism and when there was far less common history, common language and
common culture than today” (2004, 2). Pluralism is a characteristic of Bhutan’s
past, but it is also part of an historical continuity that bis present on many levels in
Bhutanese society today. As a concept pluralism may be used loosely to define
a variety of social, religious and linguistic elements. In the past, Ura asserts,
pluralism was present in many areas of life, including law, civil service,
economic production, associational life, language, and religion (Ura 2004, 2).
According to Ura, social and structural pluralism in Bhutan is a product of the
localized and highly autonomous nature of Bhutanese communities, and an
historical tendency toward decentralized rather than centralized authority (Ura
2004). As Ura demonstrates, the current shift toward decentralization is part of a
larger historical reality (Ura 2004). Traditionally, the act of governing took

place at the community and village level, resulting in a plurality of legal,



economic, and associational rights and obligations. For instance, a 1995 revision
of the rules and procedures, or chathrim, for the election of National Assembly
members continued to allow a variety of procedures unique to different localities
(Hutt 2003, 131). Language is another area where pluralism may be used as a
descriptive framework. Although Dzongkha was declared the national language
in 1961, Bhutan is, in fact, linguistically heterogeneous. An exhaustive account
of the country’s history by Michael Aris (1979) reveals a plurality of dialects,
many of which are mutually unintelligible. But the most “vivid form of
pluralism”, according to Ura (2004, 8), is the diversification of Buddhist
religious sects. Like Tibet, which prior to the Chinese takeover was
characterized as a non-centralized state (Samuel 1993), and with which it shares
a common history and culture, Buddhism in Bhutan is defined by its pluralism
and flexibility. Bhutan’s varied and diverse religion and culture encompasses
the influences of Buddhist masters of a number of different schools, including
but not limited to Sakya, Bon, Dzogchen, Peling, Dorling, Neynyingpa, Lhapa,
Drigung, Shingtawa, Katerpa, Kardrupa, Gaylugpa, and Chagzampa (Ura 2004,
8). Broadly speaking then, pluralism characterizes many aspects of Bhutanese
social, political, cultural, and as I will demonstrate, medical and health-related
spheres of experience.  Scholars, both Western and Bhutanese have written
about the country’s language, political system, and religion, but none have
documented the country’s health care system; thus there is a significant gap in

the ethnography of health and healing in Bhutan, which this paper will begin to



fill. This thesis will also show the high degree of interconnection between
social, religious, and medical acts in Bhutan’s Buddhist culture.

Pluralism within the medical system can be seen at the institutional level,
in the diverse origins of illness experiences within the Tibetan medical
framework, and in the multiplicity of health care options available to health
seekers in times of illness. Health seekers in Bhutan access multiple health care
options, which are often used in a complementary way. As one individual told
me, “we do everything side-by-side”. In Bhutan, Tibetan medicine is one half of
a free government supported medical system, which includes biomedicine; both
are under the direction of the Ministry of Health.

Along with pluralism, health care in Bhutan has another important
feature, which makes the study of health in that country challenging for a
Western-trained anthropologist. From a Western perspective, health and health
care decisions are generally thought of as highly individual experiences.
Western religion, philosophy, and psychology have reified the individual and
emphasized our separateness from one another. Existentially individuals are
grounded in their own autonomous experience of life. Examining health care in
a Buddhist culture, as I have done in Bhutan, requires the anthropologist to
understand and enter into a philosophical, religious, and psychological reality
that values interconnectedness. Buddhism emphasizes interdependence,
interrelatedness, and the individual as a “relational entity” (Ura 2004, 29).
Individual identities are formed in relation to the community, within a religious

framework that emphasizes compassion and empathy for all beings. Like



pluralism, interconnectedness is present on every level of Buddhist society in
Bhutan. It is the ground on which individuals live out their lives. In Bhutan, the
medical sphere of life is deeply connected to other spheres of experience, an
aspect of health care in that country which I emphasize throughout this thesis.
Buddhism in Bhutan is a colourful and complex form of Mahayana
Buddhism that originated in Tibet, and can be referred to as Tibetan or Tantric
Buddhism. It is a religious cémplex where spiritual practice and concepts of
health are deeply connected. Returning to the theme of pluralism in Bhutan,
Tantric Buddhism incorporates a rich variety of Buddhist and pre-Buddhist
elements, including spirits, deities, demons, and the Buddhist doctrine of karma
and rebirth. Out of Tibetan Buddhism, emerged a scientific tradition that
envisions mind and body as a “genuine unity” (Samuel 1989, 202). Tibetan
Buddhism and Tibetan medical theory are the foundation of what Craig Janes
has called a “complex subjectivity” that “integrates the mind-body with the
social and natural universes in a host of ways” (1999, 394). Health seekers can
access a plurality of Tantric clerics and Tibetan medical practitioners with
abilities that range from strictly ceremonial to what we in the West might call
magical, all of whom are involved in the work of healing. After living in Bhutan
for almost ten years Jamie Zeppa describes Buddhism in Bhutan as “curiously
elastic” because it seems to incorporate and embrace everything, from the
esoteric to the pragmatic (2006, 20). Buddhism in Bhutan is an intriguing
mixture of elements that are colourful, opulent, and other-worldly but, as Zeppa

describes, incredibly practical and completely of-this-world (2006, 20). For



those who have never spent time in a Tibetan Buddhist culture it is difficult to
describe how Buddhism permeates every aspect of life. Even for an outsider, it
is a complete sensory experience. As a visitor you begin to see, hear, smell and
embody Buddhism and its practices. For example, it is difficult to walk
anywhere in Thimphu, the capital city, without using the yellow rooftop of a
nearby temple or Lhakhang as a reference point. The cacophony of sound made
by trumpets, cymbals, and drums accompanying Buddhist ritual can be heard
day and night. Incense and burning juniper become familiar smells, and
according to custom you learn to walk around chortens (shrines) in a circle from
left to right, a rule that even cars obey. When visiting temples, you see
indescribable paintings, statues, and ornaments that through their sheer size,
colour, and grandeur communicate to you a sense of immediacy, a sense of
‘now-ness’ that is so much a part of Buddhist philosophy in general. These
things are the material and sensory expressions of a particular social milieu, but
one that is immediately engaging to those not familiar with Tibetan Buddhist
culture.

Buddhism is a palpable and highly visible component of culture and
health care in Bhutan. But there are other, often conflicting, forces at work in
the country today that are equally as influential. Evidence of modernization is
everywhere, and for the first time, Bhutan is grappling with many of the
problems that accompany rapid change and development. Gangs, drug use,
youth unemployment, and a free marked economy are relatively new additions to

life in this Buddhist kingdom. The country is an intricate and complex mixture



of new and old social forms, and what has emerged is characteristic, as Arthur

Kleinman points out, of societies in the throes of change:

in such modernizing societies, one finds social realities that are a
strange amalgam of modern and traditional beliefs, values, and
institutions, held together in varying patterns of assimilation,
complementarity, conflict, and contradiction. (1980, 37)

As with other developing societies, changes that are affecting other
cultural systems in Bhutan have profound implications for the health care system
as well (Kleinman 1980, 37). As Kleinman suggests, considering that modern
medical ideas and practices represent “the tip of the wedge” of new ideas and
technology introduced in the modernization process, it is not surprising that
health care systems provide some of the “sharpest reflections” of the tension and
problems that arise as a result of large-scale social development and change
(1980, 37). Thus, health care in Bhutan is reflective of changes occurring in the
country on a much larger scale. There are indications that many of the tensions
Kleinman refers to may emerge, not only as a result of new technologies and
health philosophies, but also as a result of shifting social-structural variables,
like class, a new and emerging national consciousness, and divisions along
ethnic lines. Members of the old elite have generally had access to higher
education outside the country, and to positions of power within the government.
I believe a pattern is emerging whereby upper-middle class individuals pay for
health care services outside the country, and as user fees are introduced they will

be able to buy ‘better’ health care inside Bhutan as well. The Bhutanese

government has created a national culture, including a national dress code and



language, based on the traditions of the dominant Drukpa Buddhist sect, this
despite a culturally and linguistically diverse population. It has also created a
unique development policy it calls Gross National Happiness (GNH). GNH is a
concept that was articulated by the fourth King, Jigme Singye Wangchuck in
1971 when he made the now famous statement, “Gross National Happiness is
more important than Gross National Product”. GNH has become part of a
carefully crafted development plan for the country. It is a multidimensional
concept that encompasses a number of different factors or ‘pillars’. The
government has outlined four pillars or development goals, which it hopes will
help to create the conditions under which people can pursue happiness. They
are: sustainable and equitable economic development, conservation of the
environment, the preservation and promotion of culture, and good governance.
While outwardly promoting a national identity based on the well-being and
happiness of its population, Bhutan struggles with many of the social problems
that are present in countries around the world. The country reportedly expelled
some 80,000 people of Nepali origin in the early 1990s for allegedly refusing to
comply with the policy promoting national traditional culture. This situation has
yet to be resolved.

The modernization process has altered local realities and identities, a
process that will continue to bring change to villages and communities
throughout the country. While in rural Bhutan, I spoke to a ninety-four year old
woman who gave birth to thirteen children at home. In those days, she told me,

there were no hospitals and no roads in or out of her village. Today, there is a



health unit in the village, a facility that provides traditional medicine and
biomedicine, as well as roads that allow for transportation to a district hospital.
Where once the household and the community were the locus of one’s identity
and sense of place (Ura 2004, 8), Bhutan is now part of a larger global
community. These changes have dramatically altered people’s experience of
health and the type of health care people can access.

Health care is an area where Bhutan wants to build self-reliance and
sustainability. Like other developing countries Bhutan is concerned with the
health of its people and its primary objective has been to prevent and reduce
morbidity and mortality rates among the population. Maternal health, infant
mortality, malaria, dysentery, leprosy, and the recent arrival of HIV/AIDS into
the country are just some of the concemns before the Ministry of Health that are
being targeted by proactive health care strategies. Other health care initiatives
include a complete ban on tobacco and cigarettes in December 2004,

An examination of Bhutan’s medical system is important for several
reasons. First, there is a scarcity of ethnography on Bhutan in general and none
on the health care system in particular, although as Susan Neill asserts this may
not be for lack of interest (1997, 46). Neill (1997) has written an article about
Bhutan’s careful construction of its national identity, which suggests that
although many researchers are interested in Bhutan, they are often denied access
to fieldwork because of the government’s discomfort with criticism. Historically
speaking, Bhutan has always taken a cautious approach to the dissemination of

information about the country. They have also taken great care in shaping the



country’s public persona. For this reason, I was very fortunate to be granted a
visa, which allowed me to conduct four months of anthropological fieldwork.

Secondly, although there is a growing interest in Tibetan medicine, both
for its medicinal and spiritual aspects, it is not well represented in the
anthropological literature. Tibetan medicine is a significant and largely
unaltered aspect of medicine and culture in Bhutan, and as such, I have
concentrated a large portion of this research to an examination of the philosophy
and methodology of this ancient medical tradition. A survey of anthropological
literature on traditional health care systems reveals a wide array of articles on
Ayurveda and Traditional Chinese medicine, and an unfortunate dearth of data
on Tibetan medicine. Recent ethnographic articles on Tibetan medicine include
those by Craig Janes (1999) and Vincanne Adams (2001). They have made
significant contributions to the study of Tibetan medicine, a small but growing
body of work.

The research conducted for this paper represents an initial exploration, a
reconnaissance mission if you will, to document and describe the various
components of Bhutan’s health care system. This will involve describiﬂg the
Tibetan medical system, including treatment options and the pharmaceutical unit
where medicinal compounds are processed and manufactured. I will also
describe how the Tibetan medical system and the biomedical system interact.
Using examples, I will describe when and for what types of ailments pedple use
these two systems. Conducting research in Bhutan revealed some surprising

data on the use of religious healers like lamas and their relationship to the
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biomedical system. I describe the biomedical sector and demonstrate that
biomedicine has been absorbed into, and altered by the cultural context itself, a
process that Arthur Kleinman refers to as “indigenization” (Kleinman 1980, 55).
My initial findings hint at some interesting modifications to the biomedical
setting and practice. The data led to many questions and provided an intriguing
first glimpse into how the biomedical approach to health has been integrated into
a country with a strong medical tradition of its own. I will describe points of
interest as I observed them at the largest hospital in Bhutan, Jigme Dorji
Wangchuck National Referral Hospital, and illustrate how and under what
circumstances biomedicine is practiced in Bhutan at the busiest hospital in the
country. This research will show the complexities, pluralities, and ambiguities
of this unique and rapidly changing country. The material in this thesis ranges
widely and covers a number of areas of inquiry, each of which could constitute a
separate research paper. I have chosen a more holistic format to present life and

health in Bhutan as I experienced it, a rich and integrated whole.

Method

Given the preliminary nature of this fieldwork and some restrictions
placed on the scope of my research by the Ministry of Health, I kept my
methodology simple. 1 relied on participant observation in combination with
informal interviews and a very small number of formal interviews. Formal
interviews were often difficult because of language, especially with the elderly

and with rural Bhutanese, many of whom did not speak English. Many of my
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meetings and encounters with health system users and with health care
professionals were informal and loosely structured, and there were some cases
where I judged that using a tape recorder while conducting an interview was not
appropriate. 1 found that exposure to and participation in daily life in Bhutan
was an invaluable way of gaining insight into the lives of Bhutanese people.
There were many instances in rural Bhutan where I participated in activities
without the benefit of understanding the language; these were often the most
enlightening.

Although I was working with a ‘counterpart’ who acted as my translator,
much of my data has been filtered, once through my counterpart and a second
time through my interpretation of his translation. I have done my best to impart
what was translated and described to me by my counterpart as clearly and
precisely as possible. I carried a notebook at all times and took copious notes
during and after interviews and encounters. In addition to my field notes, I kept
a journal in which I recorded thoughts and observations.

Conducting research in Bhutan required that I become knowledgeable in
a number of areas, most importantly Tibetan Buddhism and Tibetan medicine.
These are extremely complex and nuanced traditions and practices. Therefore, 1
have drawn from the work of researchers in the field of Tibetan Buddhism to
help describe some of the more complex philosophical aspects of Buddhist
culture and religion. Sources on Tibetan medicine have also been invaluable.
Moreover, I have used publications from the Ministry of Health in Bhutan to

supplement my own findings on the health care system.
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Fieldwork

Fieldwork was conducted in Bhutan over a four-month period. I spent
most of my time in the capital city, Thimphu, and one week living with a family
in a village called Ura, in Central Bhutan. Thimphu is located in Western
Bhutan and is the largest city in the country with a population of around 50,000.
In terms of size, it is not really accurate to say that Thimphu is a city; it is more
like a small town. It is sprawled out over a large area in a valley surrounded by
pine-covered mountains. Thimphu is a mixture of traditional Bhutanese culture
and Western cultural elements. Amidst traditional Bhutanese architecture there
are a growing number of Internet cafés. There is also a small assortment of
Western-style coffee shops, which I found have the strange effect of removing
you from the reality of being in Bhutan; at times I felt as though I could have
been anywhere in the world. For its small size, Thimphu also has a wide array
of restaurant choices, including really good pizza, pasta, Chinese, Thai, and
Indian food. There are also large packs of semi-wild dogs. For Buddhists,
animals can be reborn into the human realm and vice versa; any suggestion that
they be gathered up and euthanized has been soundly quashed.

The city is growing quickly as more people move from rural areas to
urban centers where there is better access to employment and social services. As
the capital city, Thimphu is the hub of political and monastic activity. It is also
the center of the tourism industry and is where most tourist groups stay before

departing for Eastern Bhutan. As the capital city, it is symbolically and
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geographically the centre of Drukpa Buddhist culture, which is located primarily
in the western part of the country. Although there are several Tibetan Buddhist
sects in Bhutan, the Drukpa sect is the dominant school; moreover, this form of
Buddhism is also the state religion in Bhutan.

My second field site was Ura, located just right of center in a dzongkhag
(district) of Bhutan known as Bumthang. Although I spent a relatively short
time in Ura, my experiences and observations were of a caliber and richness that
necessitated inclusion. It is believed that Ura was settled by people from Tibet
and therefore, has strong historical, cultural and mythological ties to that
country. I have chosen to present data collected in Ura, as a separate section
because I believe the information is more valuable when examined within the
context in which it was collected. The choice to present the data from Ura and
Thimphu separately is meant to be the beginning of what could be a much larger
comparative study covering health care in urban and rural areas. As Bhutan
continues to change and develop, it will be interesting to see how health care
changes to meet the needs of urban and rural populations. The government is
already concerned about the depopulation of rural villages, a trend that may
impact the type and concentration of health care available in places like Ura. 1
have also chosen to present a small amount of data from Shingkar, a village
about an hour from Ura, because it also documents rural life and health care. I
have presented the experiences of one individual in particular whose narrative

yields some surprising insights into how individuals negotiate the health care

14



system in times of sickness. The data on Shingkar and Ura are both presented at

the end of the paper.

The Center for Bhutan Studies and My Counterpart

My time in Bhutan was facilitated by the Center for Bhutan Studies
(CBS), an autonomous research institute whose mandate is to promote and
facilitate research on Bhutan. It hosts seminars and conferences within the
country and produces its own journal. The CBS has an in-house group of full-
time Bhutanese researchers working on a number of projects including the first
set of surveys designed to measure GNH. 1 applied to the CBS as a research
intern, a program whereby academics can travel to Bhutan to conduct research
relevant to the center’s research goals.

Once I arrived in Bhutan in May of 2006, 1 was assigned a counterpart to
assist me with my research. Generally speaking, a counterpart facilitates
between the intern and the personnel at the CBS, makes travel arrangements
within the country, obtains travel documentation, which are required for all areas
of the country, with the exception of the route between Paro and Thimphu. My
counterpart also acted as my linguistic and cultural interpreter.  The
collaboration between my counterpart and me became part of a rich, often
frustrating, and ultimately insightful dialogue. In my naiveté I went to Bhutan
with a view of myself as ‘the researcher’, the authority figure in the
anthropologist-informant relationship. As I discovered, my counterpart had

expectations of his own about the kind of research he wanted me to undertake.

15



In particular, he wanted me to teach him something about Bhutan, an expectation
that at the time was perplexing because from my position, he was the expert on
all things Bhutanese. He often told me that he wanted me to “do a good job”.
Negotiating my way through this collaboration was one of the most difficult
aspects of doing research in Bhutan. There are many challenges when working
with another person, which are compounded when you are working with
someone from a different culture, where as a stranger to the country you must
rely on your research collaborators to guide you through the unknown.
Language, gender, individual expectations, as well as cultural norms and mores
become part of the negotiation process between two individuals working
together. Ultimately, you learn a lot about yourself and your abilities as a
communicator and as a researcher. Despite the challenges, my counterpart made
a significant contribution to this research. He generously brought me into a large
social network composed of his friends, family, and acquaintances. As a result,
this thesis is partially reflective of his social reality. Of particular importance
was my visit to central Bhutan where I stayed with several members of my
counterpart’s extended family who welcomed me into their homes. I would like
to thank them for their help, for making me feel welcome, and for their many

cups of butter tea and ara.

The Limitations of Language
At the most basic level of analysis, culture and health care in Bhutan can
be described as a combination of ‘traditional’ and ‘modern’ elements. But the

long-established traditional-modern dichotomization does not adequately
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describe the range and diversity, the plurality, of practitioners who do the work
of healing; nor does it describe the interrelated nature of different modes of
healing and their connection to other social, cultural, and political spheres of
experience. Rather than separate and self-contained health care sectors, Bhutan
has a complex configuration of health care options whose boundaries are
exceptionally permeable. This is due in great part to a unique socio-cultural
make-up in which concepts of health and spirituality are inseparable. To quote
the Director of the National Institute of Traditional Medicine, “the art of healing
is a dimension of the sacred” (RGB 2005). But it is this very permeability that
makes it challenging to describe health care in this country. I have discovered in
the process of experiencing and then writing about health care in Bhutan, that
traditional linguistic categories are inadequate when attempting to describe and
discuss the interconnected nature of many elements in this rich and complex
culture. Anthropology has traditionally relied on language that
compartmentalizes and isolates spheres of experience like health and religion
rather than illuminating interconnections and complexities. In the Bhutanese
context, concepts of health, and the practitioners who provide health care, do not
conform to the limited and often dualistic categories that we rely on to describe
socio-cultural realities. ‘Traditional’, ‘modern’, ‘religion’, ‘health’, ‘sacred’,
and ‘secular’ are categories that have been used to describe culture and health
care in many societies that exhibit medical pluralism. These are conceptual and
linguistic containers that imply a dichotomous and disconnected relationship

between aspects of culture in Bhutan that are connected and interrelated on many
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levels. In speaking about the interconnected nature of religious and political
structures in Bhutan, Michael Aris observes that “so fuzzy are the boundaries
between the sacred and the profane that the two become confused, the one
merging again and again into the other” (1987, 140-141). I too would suggest
that the boundaries are fuzzy, and that conceptual categories like ‘sacred’ and
‘profane’ do not accurately represent the permeable and interrelated nature of
religious and medical acts in Bhutan, or the nature and quality of Bhutanese
realities.

Aris highlights a problem that is of special significance when working in
a Buddhist context, a philosophical tradition that teaches a view of reality that is
unfamiliar to Western-trained anthropologists. At its heart, Buddhism teaches
philosophical doctrines that emphasize the interdependent and relational nature
of all phenomena. For example, Buddhist monks and practitioners train the
mind to cease dualistic conceptual thinking. Thus the language of culture in
Bhutan cannot be fully represented by categories that we habitually use, like
‘traditional’ and ‘modern’, ‘secular’ and ‘sacred’. But as Stacy Pigg points out,
it is “curiously” difficult to eliminate such terminology from our vocabulary
(1995, 50). Ideally, this research would include a language study to help elicit
and better understand indigenous concepts of health, but because of the
limitations on the duration of my stay, this was not possible. Thus, for the
purposes of this paper, I must rely on language, which although not entirely
representative, most closely relates to what I am discussing. I have chosen to

use ‘traditional’ and ‘indigenous’ to describe Tibetan medicine in Bhutan
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because Bhutanese themselves refer to Tibetan medicine as both indigenous and
traditional. I have also chosen use the term ‘biomedicine’ instead of ‘Western’
or ‘allopathic’ or ‘cosmopolitan’ because ‘biomedicine’ best expresses the

“scientific” (Lock 1984, 121) disease-based tradition from which it comes.

The Study of Health Care Systems: A Contextual Approach

How to approach the study of health care systems has been at the center
of a discussion by anthropologists researching medical systems. Peter Worsley
suggests that anthropologists have tended to over-systematize (1982, 315) their
field data, finding and imposing categories on the data that do not reflect the
emic perspective; in essence mistaking the map for the territory. It is an issue
that directly speaks to the anthropologist’s role in constructing realities from
field data that members of that society do not experience. I have taken an
approach, following other anthropologists (Worsley 1982; Leslie 1980; Stoner
1986; Waxler 1984), which emphasizes health seeking behaviour as a very
practical search for things that will make them feel well again, rather than an
exercise in choosing between different theoretical models. My exploration of
the health care system in Bhutan indicates that health seekers in that country are
very pragmatic, flexible, and open to trying an assortment of treatment options in
a complementary way. In addition, this approach tends to de-emphasize the
particular ‘system’ from which health care treatment options may derive, instead
identifying health care alternatives and describing the context in which they

operate. As Bradley Stoner suggests, using this approach, medical pluralism can
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be “examined as a multiplicity of healing techniques, rather than of medical
systems” (1986, 47). In line with other ethnographies of health care (Kleinman
1981; Lock 1980) I have emphasized the historical, religious, and cultural
context of health care in Bhutan. Moreover, I describe available health care
options and elucidate when and why individuals choose to use these options.
Whether we use the word “system”, “configuration” (Press 1980, 47), or
“sector” (Kleinman 1980) to define health care systems and their various parts,
we are still left with the inadequacies of these categories, and the difficulties
associated with labeling aspects of health related behaviour. This is particularly
true when attempting to delineate and define health care systems in a cultural
context like that in Bhutan where there is no distinction made between medical
and religious spheres of experience. In thinking about health care systems,
however, it has been helpful to have a model from which to interpret the
relationship between components of a health care system. In this respect I have
used Kleinman (1980) as a guide. Kleinman proposes that the health care
system is a cultural system like other cultural systems, “which integrates the
health-related components of society” (1980, 24). For Buddhist health seekers
in Bhutan this includes all the norms, values, cultural symbols, institutions,
power relationships, and social structural variables that are part of Bhutanese
realities. Kleinman uses words like “holistic”’, “interrelated” and
“interconnected” (1980, 24) when referring to how one should view components
of a health care system in relation to the cultural context in which it exists.

Without doubt an exploration of health care in Bhutan lends itself to this holistic
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approach. It is impossible to look at health care in Bhutan without first
understanding something about the cultural context in which it exists. It is a
country where religion and medicine are inseparable, where, from an emic
perspective, sacred and secular are deeply interconnected, and where healing is
the domain of a variety of practitioners. In essence I have taken the first steps in
the process of creating a conceptual model of the health care system in Bhutan.
Kleinman suggests that in order to construct a model of a health care system, the
researcher needs to engage in the process of medical ethnography, so that local
health care systems may be reconstructed (1980, 26). The data presented in this
paper are the beginnings of just such a medical ethnography, and one that will

continue to grow as more researchers explore health care in Bhutan,
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Chapter 2
CONTEXT
In a recent publication examining cultural identity and nationhood
in Bhutan, Michael Hutt observes that “it remains among the least-known of all
the world’s nation-states™ (2003, 2), and that every writer who wishes to address
a non-specialist audience must begin by introducing the country (Hutt 2003, 2).
Indeed, there are very few instances when I have seen a look of recognition upon
telling someone that I have been to a country called Bhutan. And so, my
exploration of health and healing in Bhutan must also begin with an introduction
to the history, culture, and politics of this tiny Buddhist kingdom. Much of what
is known about Bhutan comes from travelers and journalists who invariably
liken it to the mythical land Shangri-La, a place that was imagined by James
Hilton in his ﬁ;;tional account of travelers who come upon a hidden valley deep
in the Himalayan mountains. Hilton’s novel Lost Horizon describes a place
where the characters discover a land of everlasting peace, harmony, and
happiness. But the idea of Shangri-La comes from Tibetan Buddhist mythology.
Tibetan Buddhism teaches of secret valleys or beyul, which are said to be sealed
from the outside world and only accessible to those who have reached a certain
level of spiritual Enlightenment (Zeppa 2006, 20). Shambhala is the most
venerated and famous of these valleys and it was Shambhala that was probably
the model for the utopia that Hilton describes in his book (Hutt 2003, 280).
Bhutan is often referred to as the last Shangri-La, and is represented as a

sanctuary that is unspoiled and untouched by the worst elements of development
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and modernization. “Bhutan as Paradise” (Zeppa 2006, 20) is a powerful
representation that has been perpetuated and promulgated by visitors, journalists,
development agencies, and the Bhutanese government. It seems that each of
these groups has a stake in maintaining an exoticized version of the country. In
one sense, Bhutan is the repository for many of the hopes and fears that people
have about change and modernizatioﬁ around the globe. There are many who
see it as a country where development has gone right, and certainly the
Bhutanese government has embraced this version of itself and promoted it to the
outside world, especially to the West (Hutt 2003, 271), an important source of
tourism revenue and development partner. The reality is that Bhutan has gone
through a rapid transformation in a few short decades, from Buddhist kingdom
to nation state, and has been subject to pressures of a geopolitical nature
throughout its history, primarily from China and India. To defend against threats
to its sovereignty and to cope with rapid change, the country has had to redefine
itself, creating a new national identity and development discourse focusing on
the country as a happy, pristine place; the birthplace of Gross National
Happiness. But as I, and others have observed (Hutt 2003, 271), Bhutanese
realities as they are actually lived and experienced are quite different from the
representation. For example, when I spoke to people about GNH, many of them
could not understand how it would really impact their lives in a practical way;
some even described it as government propaganda. Historically, Bhutan has
always proceeded cautiously, demonstrating a preference for isolation, perhaps

one reason for its distinct identity as the ‘Last Shangri-La’.
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After two expeditions to Bhutan, Michael Ward, a surgeon and
mountaineer expressed his feelings about Bhutan this way: “The most poignant
aspect of this beautiful and ageless land lies in the contrast between the serenity
of life within the country and the turbulent forces that surround it” (1966, 504).
Ward’s comment reflects both the romanticized version of Bhutan and the reality
of the country’s precarious geopolitical situation. Bhutan is a small country
located in the folds of the southern slopes of the Eastern Himalayan range. It is
bordered by Tibet in the North and India to the East, West, and South. By most
standards it is a small country: larger than Belgium or Holland, smaller than
Austria or Portugal, and barely one-third the size of Nepal (Hutt 2003, 3). The
country is largely mountainous; the only ‘lowlands’ are located in the South on
the border Bhutan shares with India. Due to the varied topography the climate
and vegetation are incredibly diverse. In most northerly regions it is high, cold,
and barren, while regions to the south are populated by thick stands of pine
forest and rhododendron. Further south and east there are subtropical areas
containing some of the richest and most diverse flora and fauna in the world.
Bhutanese people have always been resilient, negotiating the country’s
challenging topography on foot. The country is sparsely populated, and
estimates of the total population ranges widely, from 552, 996 (Kuensel 2006a)
to 930,614 (Rose 1977, 41), depending on the source. At present, the exact
proportion of the population who can be labeled Bhutanese remains contested
(Hutt 2003, 5), a fact that may account for the discrepancy in the population

census numbers. As Michael Hutt points out, politics in the country are
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increasingly ethnicized (2003, 4), a trend that revealed itself most dramatically in
the early 1990s with the apparent expulsion of so called ‘ethnic Nepalis’ (Hutt
2003, 5). The origins of the government’s protectionist attitude toward
Bhutanese identity and selfhood, however, can be found in the country’s

centuries-old history.

Bhutan’s Historical Background

History in Bhutan is generally divided into two segments, Buddhist and
pre-Buddhist. The country’s early pre-Buddhist history is largely obscure and
historical records essentially begin with the introduction of Buddhism. It is
believed that sometime in the eighth century, the Tantric sage Padmasambhava
visited Bhutan. In Bhutan, Padmasambhava is better known as Guru Rinpoche,
meaning ‘precious master’. Padmasambhava is considered the patron saint of
Bhutan and is also referred to as the second Buddha; second only in importance
to Gautama Buddha because it was Guru Rinpoche who introduced Mahayana
Buddhism to the country (Dorji 1995). Guru Rinpoche is associated with many
historical sites in Bhutan and also with a number of religious treasures, which he
hid in various locations around the country to be found and interpreted by special
treasure-hunters or tertons at some future date. Guru Rinpoche is best known for
flying to Taksang or ‘Tiger’s Nest’, an impressive monastery perched on a cliff
above Paro valley. According to legend, he flew to Taksang from Tibet on the
back of a tigress and then traveled to Eastern Bhutan where he slew a powerful

deity. This story is at the heart of Bhutan’s mythical-religious history.
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From the tenth century until the early seventeenth century Bhutan’s
history is marked by conflict between various Buddhist sects and the powerful
families who supported them. Religious and political power came to be
concentrated in the hands of reincarnating monk-rulers. As a Leo Rose (1977)
asserts, Bhutanese political history has always been closely linked to its religious
history. Eventually the various principalities were united, after much conflict,
under the guidance of Ngawang Namgyal, a member of the Drukpa Buddhist
sect, which came to dominate the country. Today, the Buddhist peoples of
Bhutan are generally referred to as Drukpas. Giving himself the title of
‘Shabdrung’, Namgyal became the spiritual and temporal head of a united
Bhutan (Rahul 1997, 2). The country then became known as Drug Yul, meaning
‘Dragon Country’. At his death in 1652 the Shabdrung controlled all of Western
Bhutan and much of Eastern Bhutan as well. An important aspect of the
Shabdrung’s rule was that he established the authority of the Drukpa Buddhist
sect throughout the country and governed as a Buddhist ruler, overseeing both
religious and secular affairs. Following Namgyal’s death, succession to this
theocratic system was determined through the reincarnation process, a
predominant feature of Buddhism in Bhutan and Tibet. The country was ruled
by a series of religious and secular heads of state, also referred to as Shabdrung,
until 1907 when Ugyen Wangchuck, a powerful local ruler, established his
authority over the country. Wangchuck was enthroned in as the first hereditary
King of Bhutan in 1907, placing Bhutan under the control of a single family, an

event that has dramatically shaped the country’s social and political makeup.
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Despite its many romanticized representations, Bhutan is a unique
country with a distinct history. Michael Aris has described Bhutan as distinct,
especially with regard to its survival as an independent state in a region where
other Buddhist states have disappeared (1987, 133). It is one of the world’s last
remaining Buddhist kingdoms, and as Aris suggests, has survived not by
accident, but as a result of its own internal development (1987, 133). For many
centuries the country nurtured what Syed Aziz-al Ahsan and Bhumitra Chakma
have called a policy of withdrawal from international politics “to preserve its
independence and distinct identity” (1993, 1045). Despite the country’s
historical preference for isolation, Bhutan has very quickly embraced and
encouraged the process of change and modernization. Out of necessity, these
changes have occurred in a matter of a few short decades. Bhutan sits in a
strategically sensitive area between two powerful Asian nations, China and
India. As these two giants have grappled for dominance in the region, Bhutan’s
sovereignty and independence have been challenged. In 1958 for example, a
Chinese magazine printed a map showing a part of Bhutan within China’s
borders (Ahsan and Chakma 1993, 1043). Poorly drawn maps have contributed
to a situation in which negotiations with China over boundary lines between the
two countries are still ongoing,.

Similarly, Bhutan has historically been a part of an Indian “sphere of
influence” (Ahsan and Chakma 1993, 1044), serving as a buffer between India
and China, both during the British colonial period and after. During the colonial

period in India, Bhutan agreed to be guided by the British in matters relating to
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external affairs. Susan Neill describes the relationship between Britain and
Bhutan as “colonial only insofar as Britain sought authority over Bhutanese
territory” (1997, 48), indicating that the British had no influence over Bhutan’s
internal affairs. When the British finally left India in 1947, Bhutan remained
under the protection of the Indian government. The 1949 Indo-Bhutanese Treaty
obligates “Bhutan to seek Indian advice on its foreign relations but does not
obligate it to accept it” (Ahsan and Bhumitra 1993, 1043). The relationship
between India and Bhutan remains “warm and cordial” (Chhetri 2005). India is
the single largest donor in economic aid to Bhutan as well the most significant
contributor to the development of the country’s infrastructure and military.
Early in the country’s history, Bhutan’s close relationship with India allowed the
country to remain quietly aloof from the rest of the world until the 1950s and the
Chinese occupation of Tibet. Bhutan’s policy of isolation was shaken, and as
Ahsan and Bhumitra suggest, “The Tibetan episode made Bhutan realize that its
detachment from the world might cost it its independence™ (1993, 1045). Out of
concern for its own survival, the country began what has been called a “radical
period of modernization” (Neill 1997, 50). Under the direction of the third King,
Jigme Dorji Wangchuck (1952-1972), Bhutan changed very quickly with the
introduction of major social and political reforms. Jigme Dorji Wangchuck
created a National Assembly, abolished serfdom, and introduced land reform.
He also created a mass education system and added health care to a list of
national priorities. Jigme Dorji Wangchuck has been called the architect of

modern Bhutan (Mathou 1999, 614). And it was King Jigme Singye
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Wangchuck, who first articulated a new approach to development in Bhutan,
stating, “Gross National Happiness is more important than Gross National
Product”. Many consider GNH a revolutionary and more humane approach to
development, one that focuses on “genuine sustainable humane development,
rather than just income growth” (Mathou 1999, 615). Gross National Happiness
(GNH) can be defined as a development strategy which uses happiness as the
ultimate measure of the successfulness of Bhutan’s development plan (Thinley
1999). In a policy document outlining Bhutan’s vision of development for the
country, GNH is defined as a “unifying concept”; a statement about Bhutan’s
commitment to spiritual growth and the importance of maintaining a balance
between material wealth and spiritual fulfillment (RGB 1999, 10-11). The
concept is bound up with Bhutan’s Buddhist ideology, which promotes balance
as one of its main tenets and emphasizes other principles like conciliation,
pragmatism, and compassion (Mathou 1999, 617). Through GNH, the
government is attempting to create the right environment for Bhutanese citizens
to seek happiness. As part of this promise, King Jigme Singye Wangchuck
initiated reforms setting Bhutan on the path to democratization, which he has
said is the way to good governance, one of the pillars of GNH (Kuensel 2007).
Thus for Bhutan, democracy is not the goal, but rather a means to Bhutan’s own
development objective, GNH (Kuensel 2007). In 2005 King Jigme Singye
Wangchuck unveiled a draft constitution, which introduced democratic reforms
to the country. But for a populace whose political consciousness has been

described as low (Mathou 1999, 616), and who hold the monarchy in a reverent
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regard, the shift to democracy will require a transitional period (Mathou 1999,
623). There is no doubt that the country will build its own brand of democracy,
and that it will be intertwined with its unique social and political heritage.
Bhutan’s first general election is to be held in the spring of 2008 on specific
dates that have been carefully selected by the country’s royal astrologers.
National elections will mark a new chapter in an ancient history, where the
country’s traditional religious and cultural values of pluralism, diversity, and

flexibility will be tested once again.

Tibetan Buddhism: The Philosophical Context of Health Care

Tibetan Buddhists in Bhutan are part of a larger Tibetan community. In
addition to Bhutan, Tibetan Buddhist societies can be found in the Tibet
Autonomous Region, India, and Nepal. These communities share a common
religious, cultural, and political heritage. Tibetan Buddhism is a distinct form of
Mahayana Buddhism that is shamanic in nature, meaning that practitioners
communicate with deities via altered states of consciousness induced through
Tantric yoga practices (Samuel 1993, 8). There are two groups of Tantric
practitioners, those who observe monastic vows and those who do not. As
Michael Aris points out, however, it is the inclusion of many types of
professional, non-celibate religious practitioners, in a religious system that was
previously dominated by fully ordained monks, which makes Tibetan Buddhism,

like that practiced in Bhutan and Tibet, so unique (1987, 138). Thus pluralism is
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present in the number and variety of Tibetan Buddhist sects and also at the level
of the practitioner.

With respect to Buddhism in Bhutan, Mark Mancall has noted that
Buddhism and Bhutanese culture are almost “isomorphic” (2004, 26). The
Tibetan Buddhist world in Bhutan is filled with spirits, deities, demons,
enlightened beings, and sacred sites. Geoffrey Samuel refers to this world as the
“sacred geography” or “ritual cosmos”, and it is the ground on which people
position themselves in relation to the universe (1993, 157). It is a complex
spiritual life-world that goes beyond the scope of this paper, but which I will
present in brief because in many respects it is virtually inseparable from other
aspects life, including health. Tibetan Buddhists in Bhutan, like those in Tibet
have inherited a complex model of the universe from Indian forms of Buddhism.
The Buddhist universe includes both heaven and hell realms with a universal
axis at its center. heaven and hell are further divided into many different realms,
hell for example is divided into realms of hot and cold and graded in terms of
intensity of punishment and the duration of stay (Samuel 1993,158). Another
important aspect of Buddhism is the Tibetan Buddhist ‘Wheel of Life’, which
depicts in detailed pictorial form the different modes of rebirth into the various
realms that make up the universe. Gods, demigods, human beings, animals,
hungry ghosts, and hell-beings are part of the ongoing cycle of birth, death, and
rebirth. Each group inhabits a sector of the wheel where all of these beings
revolve continuously, and possibly for an eternity, until they are able to exit the

cycle of rebirth by pursuing and eventually attaining the goal of Enlightenment.
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Depictions of the ‘Wheel of Life’ can be found all over Bhutan. They are on
chortens (reliquary monuments), which often contain relics from great lamas, as
well as temples whose centuries-old walls are covered in colourful
representations of these realms and their inhabitants.

Contemporary Tibetan Buddhism is the result of a melding of Buddhism
and various folk beliefs (Tucci 1970, 29). With the introduction of Buddhism to
Bhutan, many local and regional deities were incorporated into the Buddhist
pantheon. Tibetan Buddhists distinguish the local deities from two other groups
of deities: the Tantric gods associated with Buddhist meditation, and the gods of
the Buddhist heaven realm (Samuel 1993,163). Tantric deities are accessed and
evoked using Tantric practices performed by lamas and experienced
practitioners. The simplest way to distinguish between local and Tantric deities,
as my counterpart explained to me, is that local deities are generally called upon
to help with health and good fortune in this life. Tantric deities, on the other
hand, are the purest expressions of universal human potentialities. For example,
the Tantric god, Avalokiteshvara is the embodiment of compassion. Many
Tantric deities can only be accessed by lamas or other experienced Tantric
practitioners because they are considered too dangerous for novice meditators.
But Avalokiteshvara and deity figures like Guru Rinpoche are also popular
devotional deities for the lay population. Many temples in Bhutan contain large
statues of Guru Rinpoche where people go to pray and make small offerings of
food and money. Tantric or local, these deities are part of the Tibetan Buddhist

religious complex. As I shall explain in the chapter on lamas, Tantric and local
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deities are within the lamas’ sphere of influence and control. Lamas are often
called upon to intercede for an individual who has been attacked or made ill by a

malevolent spirit.

Your Karma is Your Health
Speaking with a high lama at an important monastery and meditation
center, he told me that to be born human is an extremely lucky event. As a
human, there is the opportunity to be aware, to be spiritual, and to demonstrate
compassion to others. For these reasons, a human birth is not to be taken lightly,
because with awareness comes the possibility of accumulating merit, and by
generating enough merit or good karma an individual may create a favourable
set of conditions for his or her next life. Living this life and preparing for the
next is part of the circle of karma (Choden 2005), a premise that is the basis of
the Tibetan Buddhist life-world. It is a concept that is also very much bound up
with Buddhist concepts of health and wellness. Geoffrey Samuel explains the
concept of karma this way:
‘Merit’ and demerit, good or bad karma. form the foundation of the
Buddhist ethical code, which is justified by reference to the
immutable laws of cause and effect. According to this law of
karma one’s actions in this life, or more precisely one’s intentional
states, have effects in future lives, just as one’s fortune in this life
results from the karma of one’s past actions. (1993, 25)
Simply put, karma is the law of cause and affect. Tibetan Buddhists in Bhutan

are keenly aware of their moral and ethical behaviour, because actions and

thoughts have consequences for this life and the next. In an absolute sense,
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karma dictates the health we experience and is also the source of all sickness.
Good karma can result in an auspicious rebirth and a life of fortune and good
health. Any illness or injury experienced in a current incarnation may have been
caused by non-virtuous actions or thoughts in a past life, or perhaps many
lifetimes ago. Good karma leads to good health, whereas negative karma, given
the right set of circumstances can manifest as poor health. As Dr. Chencho
Dorji, the sole psychiatrist in Bhutan reported to me, it is believed that most
illnesses are the consequences of bad virtue or wrong attitudes; in other words
negative karma.

Thus, the purification of negative karma is the path to health, long life,
and ultimately, to Enlightenment. The longer an individual is able to practice the
Buddha’s teachings, free from illness, the better the chance that he or she will
collect merit over a lifetime and receive a favourable rebirth. The Buddha is
often referred to as ‘The Great Physician’ because for practitioners, it is only
through his teachings, through the Dharma, that one may ultimately free one’s
self from suffering. One way that Tibetan physicians help patients is by
removing ‘obstacles’, in the form of illness, which prevent individuals from
practicing the Dharma.

The Buddhist concept of impermanence provides a sense of urgency to
practice and is the driving force behind the emphasis on practicing now rather
than later. Only your accumulated merit and an understanding of the Dharma
will help you once the moment of death comes. Practice is a part of life for

Buddhists in Bhutan and can be observed on a daily basis. Virtuous behaviours
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that garner good karma can include giving money to a monastery and repairing
or building religious structures like chortens or mani-walls (prayer walls); merit
may also be accrued by becoming a monk or observing the precepts as a lay
practitioner on a temporary or permanent basis; reading scripture and sponsoring
the printing of religious texts also generate good karma. Another extremely
meritorious action includes pilgrimage, which is often undertaken by older
Bhutanese. It is common for older women, usually widows, to devote
themselves to Buddhist practice by either becoming a nun or observing lay
precepts. They are often in their seventies or eighties whey they go on
pilgrimage, walking great distances to sacred sites in Bhutan and Tibet. Going
to the local temple to make offerings and pray is a daily activity for many
Bhutanese. Prayers and offerings are also made to household shrines.

The National Memorial Chorten in Thimphu is a site where people of all
ages practice fervently. Circumambulating the National Memorial Chorten,
located in the center of Thimphu, Bhutanese of all ages count prayer beads and
recite mantras as they walk around. Individuals may also perform full body
prostrations on a long wooden board. Depending on the seriousness of the
perceived fault or action, an individual may perform 100 prostrations or as many
as 600. Good behaviour toward one’s fellow human beings and to all living
things is important and considered a ‘karmically positive’ action. For devout
Buddhists eating meat generates negative karma. A butcher who slaughters
animals will be affected by this non-virtuous act in his next life, but those who

eat the meat may also suffer the consequences. English speaking Bhutanese
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often describe committing such non-virtuous acts as ‘sinful’ behaviour. In
speaking with people about their health and inquiring about the cause of an
illness, many related falling ill to the accumulation of negative karma in a past
life. For many Tibetan Buddhists, accruing merit and achieving a balance
between positive actions and their non-virtuous deeds is of primary concern; that
and the hope of a rebirth that is relatively free of illness, hardship, and suffering.
These beliefs about health and karma are the backdrop for much of the health

seeking behaviour in Bhutan.

Spirits and Deities: In Sickness and in Health

Encounters with spirits, demons, and deities are part of a shared
experience as a Buddhist in Bhutan, and most Bhutanese can tell you about these
encounters. Despite the historical ‘taming’ of these beings by the Buddhist saint
Guru Rinpoche, they continue to impact the lives and health of Buddhists in
Bhutan. Evidence of spirits and deities are often reflected in the natural world.
For instance, one young man told me about a tree in his village, which became
the focus of a struggle between a demon and a deity. The young man recalled
that according to eyewitness accounts, a deity appeared in the form of a large
bolt of lightening, chasing a demon into a large tree in the center of the village.
Frightened, the demon hid inside the tree, but the deity was too powerful and
collided with the tree, defeating the demon within. To this day, the tree has a
large scar, a reminder of the battle between the demon and the deity. The Naga

or snake deity is another type of spiritual being commonly encountered. Naga
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are known as moody and mischievous spirits; they often reside near houses and
are associated with large stones that have unusual characteristics. They can be
harmful but are generally appeased by regular ritual offerings. Stories abound of
children playing around or climbing on these stones without realizing their
importance and getting sick as a result. I interviewed two individuals who
encountered a Naga spirit. One woman reported that as a child, she disturbed a
Naga living near her home and developed a serious rash on her face as a result;
unexplained rashes are an indication that you may have upset a Naga. The
woman’s mother appeased the Naga by performing prayers and a ritual, which
included washing the rock where the spirit lived with milk. After a day or two,
the woman’s rash disappeared.

In a similar case, a woman described experiencing a serious allergic
reaction, which sent her to the hospital. I asked her why she believed this
happened and she recalled that she had been neglecting her ritual duties. She
said her father gave her the duty of taking care of the Naga, which required her
to leave offerings for it on the eighth day of every month. This particular Naga
lived in a large rock on which a small chorten had been built. The woman
reported that once she began making regular offerings again, the allergy
disappeared. The ritual maintenance of spirits and deities like Naga is an
important aspect of ensuring physical, mental, and social well-being for
Buddhists in Bhutan. Spirits like Naga can also bring good luck, wealth, and

health if shown care and respect.
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Malevolent spirits can be the cause of serious illness when they attach
themselves to objects, individuals, or to an entire household. It was reported tq
me that if a lama does not remove a spirit, its presénce could cause death. Spirits
often inhabit lakes, which are marked by small stone cairns. Many people report
experiences with spirits around lakes. They seek revenge on hapless individuals
who attempt to fish from them. Above Thimphu, there are a series of lakes that
are well known for the spirits who live in them; the lakes can be seen on a well-
traveled trail known as the Druk Path, a hike that takes you high above Thimphu
and passes through what used to be one of the richest and most powerful
monastic centers in the area. Unfortunately, the monastery is now crumbling
with neglect. Before the road system was built in Bhutan the Druk Path was one
of the most direct routes between Paro and Thimphu. It is a six-day walk that
ascends and descends over mountain passes, through yak pasture, and
rhododendron-covered ridges. Like trails throughout Bhutan, the Druk Path is
periodically marked with stone cairns and chortens, which guide the traveler
safely through this “sacred geography” (Samuel 1993, 157). As Geoffrey
Samuel asserts, for Tibetan Buddhists, these structures are symbolic of the
sacred landscape, “recreating the structure of Tibetan religious meanings” (1993,
159). Tibetan Buddhism is grounded in associations with symbolic devices like
cairns, chortens, prayer-walls and flags, temples, and monasteries (Samuel 1993,
159). Human beings are active participants in this universe, one filled with
potentially harmful beings. Each time an individual places a small stone or

flower on or next to a cairn, they are participating in and “reactivating” (Samuel
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1993, 158) their place in the universe, The offering acknowledges the presence
of a powerful spirit or deity residing nearby and ensures a safe journey.

Deities can be male or female and are visited for various reasons
including health, the maintenance of good fortune and protection from harmful
spirits. Local gods are often consulted through the practice of divination to
determine whether circumstances are favourable for activities like building a
new house or chorten, or going on a trip. As Samuel states, “One needs to know
whether one’s proposed action is harmonious with the total situation™ (1993,
192). Burning Juniper branches, incense, and making offerings to local deities
encourages the auspicious outcome of an undertaking. To discover the source of
a problem or predict the outcome of an activity or journey, an individual can
visit a temple where a deity resides and ask the services of a monk or lama. One
of these services includes dice; a set of die are presented on a tray and rolled by
the person seeking help. The dice indicate whether the deity is well inclined to
the proposed activity or project. Local deities, some of whom predate the arrival
of Buddhism, are often associated with Buddhist temples or Lhakhang. Lamas
and monks at these temples provide a wide range of services in the community,
for this life and the next; they communicate with local and Tantric deities and
perform services, which can include divination, astrology, and Tantric ritual. 1
asked my counterpart in what circumstance a person would make offerings to a
local deity versus a Tantric deity. He explained that people pray to local deities
for help in their current life, whereas people pray to the Buddha for good karma

in their future lives. Thus people seek out local deities for very pragmatic
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reasons. For instance, I visited a temple or Lhakhang above Thimphu where
families bring their newborn children. Newborns are brought to be blessed by
the lama and to receive a name. One man I spoke to brought his newborn
because the baby would not stop crying at night. The man reported that he was
hopeful that by bringing the child to the deity, she would begin to sleep
peacefully.

There are some deities that women cannot access directly. I visited a
particularly powerful male deity whose residence was inside a cave-like opening
in the mountainside. I was not allowed to enter the deity’s sanctuary because his
power was not compatible, so to speak, with feminine energy. My counterpart
warned me that if I were to enter the deity’s sanctuary, I would become ill and
experience sleep disturbances. However, 1 observed many women leaving
offerings, which were placed near the statue of the deity by a monk. It is
common practice to bow to the deity, pray, and offer mantras. Several people
also reported to me that certain deities are well known for curing diseases like
cancer, Parkinson’s, and leprosy.

Interestingly, after spending some time in Bhutah, the prevalence of signs
and omens indicating fortune and misfortune started to affect how I thought
about my own good fortune, or lack thereof, as I dealt with the challenges
associated with my fieldwork. The week I spent in Ura, for example, was
particularly challenging because of a series of events I perceived as signs of bad
luck. 1 began to believe that I was traveling at a particularly inauspicious time.

In that moment, I grasped new insight into my supposed objectivity as a
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researcher, into the scientific nature of anthropology, and a methodology that
imposes distance between ethnographer and subject; I was able to explore my
own beliefs (Favret-Saada 1980) about many elements of Buddhist culture and
think about how to present my field data without sounding credulous. As Jeanne
Favret-Saada suggests in her ethnography on witchcraft in the Bocage, “to say
that one is studying beliefs...is automatically to deny them any truth” (1980, 4).
Spirits, deities, and demons are part of a broader Tibetan Buddhist
religious complex, which can be found in other Tibetan cultural communities
like those in the Tibet Autonomous Region, India, and Nepal. Encounters with
these beings are part of a shared experience as a Buddhist in Bhutan and is one
aspect of a shared reality between members of these different communities. The
ritual maintenance of spirits and deities is deeply connected to health and well-
being on an immediate level; should an individual neglect her ritual duties with
respect to a spirit, the consequences are almost instantly experienced. However,
within this sacred universe human beings are not helpless. Through individual
agency, Tibetan Buddhists can appease potentially harmful beings by observing
ritual protocol. This may be as simple as placing a small rock or flower on a
cairn to ensure a safe journey. Buddhists may also turn to Tantric practitioners
and lamas who are skilled in communicating with these beings through a variety
of techniques. These practitioners are the conduit between the world of
everyday experience and alternative mode of reality. From a contextual
perspective, an understanding of the role of spirits and deities in the lives of

Buddhists is essential when examining concepts of health, as well as
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explanations for health seeking behaviour; they are part of the socio-cultural

framework in which health care takes place in Bhutan.
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Chapter 3

MEDICAL PLURALISM

The Government of Bhutan has endeavored to provide universal health
care to a country where there are serious challenges to the provision of adequate
medical services. In a country that has been described as “unremittingly
mountainous” (Hutt 2003, 3), the equitable distribution of health care remains of
primary concern to the government and to development organizations working in
the country. Although Bhutan has a small population, many people live in small
rural villages that are a significant distance from medical services; the 2005
population and housing census reports that 69.1% of the population lives in rural
areas while 30.9% live in urban centers, and that roughly 15% of the population
lives within 1-4 hours walking distance from a road while an equal percent live
four or more hours from a road. The road system has improved immeasurably in
the last few decades, but many still have to walk from their village to the road, a
journey that may take several days. Although tourism advertising suggests that
the country is a place of boundless beauty, prosperity, and happiness, Bhutan has
many of the same problems faced by other countries with a shortage of basic
medical services. Children succumb to malnutrition, dysentery, and diarrhea
everyday, and for many, grinding poverty is an impediment to lasting good
health. Nevertheless, the government is determined to, in essence, make GNH
relevant to the entire nation by providing free and equitable access to health care,
thereby creating the conditions under which well-being may be achieved and

happiness pursued.
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The Ministry of Health stipulates that the Bhutanese health sector
endeavors to bring good health to the population, and to do so within the broader
framework of social justice. The Ministry of Health outlines the vision for

health care in the country, which is to

Build a health and happy nation through a dynamic professional

health system, attainment of the highest standard of health by the

people within the broader framework of overall national

development in the spirit of social justice and equity. (MoH 2007)
In a few short decades this has become Bhutan’s philosophical and practical
approach to health care. The above statement from the Ministry of Health is
reminiscent of GNH and the balanced approach the government has adopted
toward development in Bhutan in general. Like GNH, this philosophy of health
care reflects aspects of Buddhism: balance, social and emotional well-being, and
compassion. These are aspects of Tibetan Buddhism, which permeate all levels
of Bhutanese society. The introduction of biomedicine to a developing country
is often associated with the perceived death of any pre-existing system of
traditional medicine; but rather than marginalize Tibetan medicine, which has
been practiced in Bhutan since the seventh century, the government is continuing
to look for ways to further partner Tibetan medicine and biomedicine, thus
cultivating and fostering pluralism in the medical system.

Health care is a crucial component of a national development strategy

that encourages the protection of traditional culture while embracing, what the

government perceives, as the most useful medical technology and methodology
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the West has to offer. In a mere 30 years, the biomedical health care sector has
matured and is offered to health care seekers on a large scale. Biomedicine is
now an accepted and highly utilized component of the country’s health care
system. The Ministry of Health is also actively promoting the use and growth of
traditional medicine as a viable self-sustaining health care option, one with the
potential to generate income through the sale of Tibetan pharmaceuticals to
international markets.

It is difficult to determine when biomedicine was first introduced to
Bhutan. According to the Ministry of Health there are a few very early reports
of Indian physicians and paramedics practicing Western medicine in the country
in the early part of the twentieth century (MoH 2007). The Indo-Bhutan
Friendship Hospital in Thimphu, built in 1970, is a testament to the close
relationship that India has with Bhutan. Moreover, India continues to be a
development partner in Bhutan’s health care system. A new hospital facility is
currently being built with considerable assistance from the Indian government.
It is clear that by at least the middle of the twentieth century, Bhutan had been
introduced to biomedicine (RGB 1997). In 1964 and 1965 Michael Ward, a
consultant surgeon, mountaineer, and explorer conducted a survey of north and
northwestern sections of the country. In his report, he states that the few
hospitals that Bhutan possessed at that time were being enlarged, evidence of a
country in the initial stages of development (Ward 1966, 492).

Health care infrastructure began to expand significantly in the 1970°s

when Basic Health Units (BHUs) were established (RGB 2002, 76). Structurally
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speaking, primary health care is delivered to the country via a four-tiered health
care system, which consists of The National Referral Hospital, Regional Referral
Hospitals, District Hospitals, Basic Health Units, and Out Reach Clinics. At the
grassroots level the government is developing a system of Village Health
Workers (VHWSs), community members trained as health educators. They
provide information on topics like hygiene, sanitation, family planning,
nutrition, and STD/AIDS prevention. VHWs are also equipped to treat simple
ailments and injuries including worms, scabies, headaches, gastritis and chronic
pain.  VHWs mobilize community support for health activities like
immunization schedules for children and pregnant women. Based on the
severity of the ailment VHWs may refer cases to a BHU or to a hospital for
additional treatment. VHWs are an important human resource for the provision
of basic health care.

Basic Health Units are a primary level institution and provide health care
at the village and community level. They service populations of 1,500-5,000 and
deliver basic health care services including, general advice on health and
hygiene, vaccinations, basic laboratory services, and health care for newbomns
and mothers; individuals with serious medical conditions are referred to a district
hospital and then to Jigme Dorji Wangchuck National Referral Hospital,
depending on the severity of the ailment. BHUs are staffed by a Health
Assistant, a Nurse Midwife, and a Basic Health Care Worker. Many BHUs
house biomedical services and traditional health care services in the same

facility. Each BHU also has an average of 3-6 Out Reach Clinics (ORCs), which
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deliver health services to the most isolated villages. Following the WHO-
UNICEF Alma Ata Declaration in 1978, in which “health for all” was proposed
as the guiding principle for health care delivery, the Primary health care (PHC)
approach was formally adopted in Bhutan in 1979 (RGB 2002, 76). According
to the Alma Ata Declaration, “primary health care is essential health care based
on practical, scientifically sound and socially acceptable methods and
technology made universally accessible to individuals and families in the
community through their full participation and at a cost that the community and
country can afford to maintain at every stage of their development in the spirit of
self-reliance and self-determination” (WHO 1978).

And further, the goal of PHC is to bring health care “as close as possible
to where people live and work” (WHO 1978). The model proposed by the Alma
Ata Declaration suggests that health care delivery should be equitable and
universal, geographically accessible, and most importantly have substantial
community involvement. The primary health care model also promotes the
development of the education system, food security, clean drinking water,
sanitation, family planning, vaccination, and the provision of drugs and health
services for all. Primary health care is part of a whole development package that
encompasses and encourages economic and social development alongside the
health care system.

The PHC model also promotes the participation of traditional
practitioners. The country actively promotes traditional medical services and

maintains a formal commitment to its growth and development. Policy
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documents like Bhutan Vision 2020 call for more effective integration of
traditional medicine into the health care system, to provide a health care
alternative for those who seek one (RGB 1999, 23). In addition, the Eighth and
Ninth Five-Year Plans strongly suggest the need for further development and
integration of traditional medicine into the medical system as a whole, so that
individuals receive some form of health care should they choose not to access
biomedical services as a primary health care option; ideally, the two systems
operate in tandem through a system of cross-referral. Following this policy of
pluralism, the government has placed traditional medicine units in all 20-districts
and is planning to establish similar units in all BHUs in the country (RGB
2005,13). Thus the government has very consciously placed traditional
medicine alongside biomedicine as part of its development effort.

According to the Ninth Plan Health Sector document there are
approximately 1.7 Doctors per 10,000 people. The shortage of trained personnel
within the health care sector is one of the obstacles to the PHC model in Bhutan
today. Because of this shortage, Bhutan still relies heavily on the expertise of
foreign volunteers and consultants. One of the goals outlined for the health
sector in Bhutan’s Vision 2020 document is to reduce the dependence on the
assistance of expatriates living and working in the country by training more
Bhutanese health personnel. Financing the health system is of primary concern
because of the country’s small economy. Bhutan relies on donor countries to
help finance the health sector. Partnerships with The Government of India,

DANIDA, WHO, UNICEF, UNFPA and JICA are expected to continue as
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Bhutan continues to grow the health care sector. In addition to ongoing external
assistance, Bhutan plans to gradually introduce user fees that will support the
high cost of health care. It is still unclear as to what areas of the health care
system will be subject to user fees, although some have already been applied to
selected dental services. Policy documents suggest that user fees will be
introduced for those who are able to meet some of the costs of health care,
starting in urban areas (RGB 1999). Fees will be linked to people’s ability to
pay while at the same time preserving the principle of free health care for all.
The government has also suggested the introduction of privatized health care so
that those who are able to pay for the full costs of health care no longer receive it
free of charge (RGB 1999, 23). This is a concept that may take years to
introduce considering that most of the population is still living in poverty. There
is however, a growing upper-middle class in Bhutan who may, in the coming
years, be willing to pay for private health care. Although there is, as of yet, no
socio-demographic data that examines class structure in Bhutan, in speaking
with people, I observed that many in this socio-economic bracket already travel
outside the country, especially to India and sometimes as far as Bangkok to
receive surgical care and other specialized medical services for which they pay.
Nevertheless, as it stands in Bhutan today, about 90% of the population is within
three hours walking distance from medical services (RGB 2002).

As a result of a carefully planned and monitored health care system, and
improved infrastructure like roads and highways, life expectancy at birth has

improved dramatically, from an average of 47.5 years in 1990 to 61.1 years in
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2000. In addition the under five mortality rate has decreased from 123 per 1000
live births (1990) to 84 out of 1000 live births in 2000. As the ninth five-year
plan suggests, however, these numbers are expected to be lower by the end of
2007. Clean water is also a major concern for the country. Many areas are quite
difficult to access because the entire country is extremely mountainous.
However, 84% of the population now has access to clean drinking water, a great
improvement from 1990 when only 45% had access to clean water sources.

Bhutan is also one of 191 nations who adopted the United Nations’
Millennium Declaration, a broad set of development goals targeting, among
other things, improved mortality rates and disease control. These targets
correspond with indicators that came to be known as the Millennium
Development Goals (MDGs). Bhutan has a commitment to meeting Millennium
Development Goals it has set for itself. The government hopes to reach these
goals by 2015, the date set by the Millennium Declaration as the end date for the
current challenge.

Primary health care in Bhutan today is an integrated and pluralistic
approach whereby all available resources are brought to bear on the provision of
health care in the country. This includes traditional and biomedical practitioners
as well as professionals and community advocates. Bhutan has demonstrated a
commitment to continuity, through the growth and development of a traditional
medical system that was present in the country before the arrival of biomedicine.
As a whole, the country’s health care system is firmly rooted in a philosophy of

health care that is Buddhist in nature, reflecting Bhutan’s adherence to Buddhist
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values like compassion, equanimity, and indeed happiness.

Through partnerships with various key development agencies like United
Nations and the World Health Organization, the government seeks to continue
its capacity building efforts in the health care sector, and to do so on multiple
levels. Given the difficulties associated with Bhutan’s challenging geographical
make-up and a shortage of health care personnel, Village Health Workers,
traditional practitioners, and physicians trained in biomedicine are of equal
importance to the health of the country’s population and to the continued success
of the primary health care model.

In this chapter, [ explore three health care options available in Bhutan:
Tibetan medicine, Tantric healing, and biomedicine. I found that health care
options are highly interconnected. In particular, Tibetan medicine and Tantric
healing practices performed by lamas may represent versions of a single
philosophy and methodology of health care, rather than separate medical
systems. Indeed, this research suggests that the differences between them may
be one of emphasis. I spoke with health care users who defined Tantric healing
as the “religious side” of healing, and Tibetan medicine as a less religious and
more medicinal option. There may also be class-based differences in how
Bhutanese define and use the two types of practitioners. In any case, both
emerged out of the Buddhist philosophy and therefore, are in many respects
quite similar. But an important question remains as to how to label these two
related health care practices. There is no doubt that with the rapid changes

occurring in Bhutan, these traditional practices will also change and require
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redefinition in the years to come. I also show that biomedicine, as a medical
system, is alsé highly permeable, demonstrating some intriguing connections
between it and Tibetan medicine and Tantric healing. In Bhutan there are clear
and observable exchanges taking place between such differing medical cultures
as Tibetan medicine and biomedicine. These observations offer an intriguing
preliminary glimpse into the nature of medicine and medical systems in a culture
where there is little distinction made between religious and medical spheres of
experience. I suggest that this research may call for a reexamination and
redefinition of medical systems in general. Far from static self-contained
entities, this research demonstrates that medical systems are permeable and in
fact interrelated in ways that are only beginning to be explored.

The section that follows will look closely at Tibetan medicine, a significant
part of government-supported health care in Bhutan. This exploration will begin
with a general overview of how Tibetan medicine is practiced in the larger
context of Tibetan Buddhist communities, followed by its history and use in

Bhutan.

A General History of Tibetan Medicine

Exploring Tibetan medicine in Bhutan first requires us to look at the history
and practice of Tibetan medicine in general. The sections that follow will also
outline the philosophical roots of Tibetan medicine, as well as Tibetan medical
diagnostic theory and methodology. Tibetan medicine is a tradition Bhutan

shares with other Tibetan cultural communities, the history of which can be
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traced back to the Buddha. The history of medicine in Tibet and subsequently in
Bhutan is closely connected with the history of Buddhism. Scholars of Tibetan
medicine (Rechung 1973; Meyer 1995) suggest that the historical Buddha
Shakyamuni gave specific teachings on medicine, which were recorded in
Sanskrit and became part of early Buddhist sacred texts. As the Buddha’s
teachings spread through India, Tibet, and Bhutan, so too did the medical texts,
which were subsequently translated into Tibetan by Padmasambhava when he
traveled to Tibet. It is said that certain ‘enlightened’ rulers in Tibet began
promoting the development of this healing knowledge, as it had been passed
down from the Buddha (Rechung 1973). To this end, a meeting was organized
to which great healers were invited, not only from Tibet and surrounding
Himalayan countries, but also from India, China, and the Muslim world (RGB
2005, 5). The first International Seminar on Tibetan medicine took place in 700
AD in Tibet. It is recorded that during this meeting each of the different
medical traditions were presented and examined by all who attended, and the
best practices were adopted and incorporated from each tradition by the Tibetans
(Rechung 1973, 17). In particular, Tibetan medicine embraced practices from
Indian medicine and from Chinese medicine, and in fact, Elisabeth Finckh, a
scholar of Tibetan medicine, suggests that in order to fully understand Tibetan
medicine it is necessary to study Chinese and Indian medicine (1988, 9). What
emerged from this historic meeting was called gSo-ba Rig-pa meaning “the
knowledge of healing”. The Venerable Rechung Rinpoche asserts that there is

no distinction between the earliest recorded forms of Tibetan medicine and the
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form practiced today. Tibetan medicine practiced in Bhutan, therefore has an
historical and philosophical continuity that can be traced back to the Buddha
Gautama Siddhartha; knowledge of medicine and healing that has been passed in

an unbroken line from physicians to students and so on through time.

Tibetan Medical Theory
“In the Tibetan system we believe that whether we are physically healthy or not,

basically all of us are sick” (Donden 1986, 15).

Tibetan medicine is a complex system of healing and an area of study that
goes beyond the scope of this paper, but in what follows I will briefly describe
Tibetan medical theory. For Tibetan Buddhists, ignorance is the primary cause
of suffering and illness. As Dr. Yeshi Donden, a Tibetan physician explains, in
the Buddhist sense of the word, ignorance “refers to a state of mind that not only
is not aware of how things actually exist, but also misconceives the nature of
phenomena” (1986, 16). Tibetan medicine divides the causes of disease into two
categories, long-term causes and immediate causes. Ignorance is a long-term
cause of disease, one that requires Buddhist practice, perhaps over many
thousands of lifetimes. Dr. Donden describes the relationship between ignorance
and illness further, explaining that, “even if we think that there is no reason to be
ill, even if we think that we are in very good health, actually we have had the
basic cause of illness since beginningless time” (1986, 26). In turn, ignorance

causes “afflictive emotions” (Donden 1986, 16) like anger, greed, and desire.
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But ultimately it is not the emotions themselves that are harmful but how we
relate to those emotions. The emotions themselves are neither bad nor good
unless we invest energy in them, in which case we are investing in the ego, a
concept of self, which is completely illusory. The investment of energy in
negative emotions in turn causes us to act on those emotions in harmful ways;
this is the law of cause and affect, the law of karma. Ultimately', fueling
negative emotion can lead to an accumulation of negative karma, which given
the right conditions will manifest as specific diseases in this life or the next
(Donden 1986,16). Tibetan Buddhists in Bhutan, and in other Tibetan
communities, are embedded in a culture where ignorance and karma are central
to concepts of health and causality with regard to illness.

In Tibetan medicine, three states of mind in particular are referred to as ‘the
three poisons’. They are: desire, hatred, and delusion. These cause imbalances
within the humors or energies in the body. The three energies are Air (rLung),
Bile (Tripa), and, Phlegm (Badken). In a more immediate sense, health is a
balance between these three humors. The Tibetan humoral system is complex,
affecting an individual not only on the physical level, but also on a psychological
and spiritual level. Each humor is independent within the body but also
interconnected. Each one of the three poisons corresponds to a humor. For
example, Air overdevelops in the body in direct relation to an increase in desire.
Bile overdevelops when anger cannot be pacified, and there is an imbalance in
Phlegm when an individual becomes particularly close-minded (Dorjee

2005,148). The relationship between states of mind and the humoral/energetic
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system in the body is indicative of the mind-body connection in the Tibetan
medical model. In a discussion on the role of the body in Tantric practice,
Samuel points out that the connection between body and mind is explicit within
the Tibetan Buddhist tradition (1989, 202). The Tibetan conceptualization of
body and mind is completely non-dualistic. Prana or energy currents within the
body are directed through meditation and Tantric practices. As Samuel states,
“The mind rides on the currents of prana; where the mind goes, prana goes”
(1989, 202).

While maintaining emotional stability is crucial to one’s physical health,
humoral imbalance can also be caused by more immediate factors like seasonal
changes, diet, behavioural habits, and psychological traits (Dorjee 2005,130).
Less mundane factors may also lead to an imbalance, including, as we have seen,
karma, astrological changes, and spirits. Treatment can involve several
approaches. So-called “superficial disorders” (Donden 1986,16) can be helped
by changing one’s diet and behaviour, or by taking medicine. Other disorders,
like those with karmic origins, or those caused by spirits, may require the
assistance of an experienced Tantric practitioner. The Tibetan system of healing
is comprehensive and covers all areas of health and well-being.

Like other aspects of Buddhist culture in Bhutan, there is a vibrant visual
element to Tibetan medicine. The entire system of medicine is represented
symbolically as three trees with many branches and roots. The trees depict
different branches of the Tibetan system including physiology, causation,

diagnosis, and treatment. Bhutanese outline eight branches of traditional
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medicine: The body, pediatrics, gynecology, wounds and injury, toxicology,
disorders caused by evil spirits, rejuvenation, and aphrodisiacs. The diagnosis of
illness is a subtle and complex practice, which takes many years of training to
master. Students study and memorize the Four Tantras, the primary medical
texts. The Four Tantras are thought to have come from the Medicine Buddha in
the form of the historical Buddha Shakyamuni. The Medicine Buddha is a
powerful Buddhist symbol of healing and well-being and is always depicted
seated in a full-lotus position. His body is a deep lapis lazuli blue, the colour of
a stone that is believed to have special healing properties. In his right hand he
holds a plant called Terminalia Chebula, which is renowned for its healing
properties, while in his left hand there is a begging bowl full of medicinal nectar
and fruit, also referred to as ambrosia, the elixir of immortality (RGB 2005, 8).
The Blue Buddha is a stunning example of Tibetan Buddhist visual culture,
depicting an other-worldly universe removed from everyday experience,
conveying healing, well-being, and knowledge.

Tibetan diagnostic methods are an art form. The first and most important
method involves taking a patient’s pulse. This is done using the middle three
fingers. Pulse reading is a subtle and skilled form of diagnosis and involves
much more than simply feeling the beat of a patient’s heart. Different parts of
the physician’s fingers correspond to organs within the body and also to the three
humors. Dr. Yeshi Donden refers to pulse reading as “supreme among methods
of diagnosis” (1986, 75). Another important aspect of diagnosis is questioning

and observing the patient. This is an in depth process whereby the doctor allows
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the patient to first describe the illness or bodily sensation. The physician then
questions the patient about behviour, diet, changes in weather, or any other
factor that may affect the patient’s health. The two final modes of diagnosis
include urine analysis and tongue examination. Treatment is also multi-faceted
and may involve medicine, meditation, the recitation of mantras or prayers, as
well as other recommendations like a change of diet or increased exercise,
depending on the diagnosis. However, as Dr. Pema Dorjee highlights, the most
important aspect of healing is the relationship between the healer and the patient.
The physician can affect the prognosis of any disease through the nature of his or
her own being (Dorjee 2005,130). Thus the physician’s personal level of
spiritual realization is invaluable in the work of healing. The next section looks

specifically at the introduction and evolution of Tibetan medicine in Bhutan.

Tibetan Medicine in the Bhutanese Context

Although the origins and history of Buddhism and medicine in Bhutan
are similar to that of Tibet, Bhutan’s unique cultural and environmental context
has shaped religion and medicine as it is practiced in that country today, making
it distinctively Bhutanese (RGB 2005, 6). The country’s unique environment
has been particularly influential in shaping pharmacological aspects of Tibetan
medicine; the country has a rich and diverse flora and fauna, some of which is
found nowhere else in the world. Appropriately, Bhutan has been called

Menjong Gyalkhab, ‘land of medicinal plants’ for centuries. In addition, Tibetan
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medicine has been heavily influenced by locally held beliefs about deities,
demons, and spirits.

Although Tibetan medicine has been present in Bhutan since the seventh
century, it was not until sometime after 1616 that Shabdrung Ngawang Namgyal
permanently established it in the country. It was under the direction of Tenzing
Drukda, the Shabdrung’s Minister of Religion, who was also an esteemed
physician, that gSo-ba Rig-pa was established and spread throughout the
country. From that time on, very little is known about traditional doctors
practicing in Bhutan. The few that are known were trained in Tibet, a fact that
confirms the strong connection between the two societies. There were personal
physicians in the court of the first king and the successive rulers.

Traditionally, most practitioners of Tibetan medicine were monks,
however there were other doctors who learned their skills from family members
such that it became a hereditary profession, generally passed from father to son.
Many well-known Tibetan physicians are reincarnations of great doctors from
the past, their skills and knowledge reemerging in another individual after their
death. Today Tibetan medicine is a tradition that is practiced by those inside the
monastic community as well as those outside it. Physicians who practice outside
of the monastic community do so at the institutional level, under the direction of

the Ministry of Health, and also as independent doctors outside the purview of

the National Institute of Traditional Medicine.
The practice of gSo-ba-rig-pa was formally included in the national

health care system, and recognized as an official traditional medical system by
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the Royal Government of Bhutan in 1967. The Indigenous Dispensary opened
on June 28, 1968 in Thimphu. The government employed traditional physicians
to identify medicinal plants, locate collection sites, formulate medicines, and to
establish links with traditional doctors in India, so that essential ingredients not
available in Bhutan could be found. In 1971, formal training for physicians and
pharmacists was initiated, a move that formally professionalized the traditional
medical system by creating standards for the education and training of Tibetan
medical doctors. According to some sources (Dorji and Morisco, 1989), while
the use of other practitioners like exorcists, diviners, and practitioners of black
magic are decreasing, the officially funded traditional medical system is
increasing in popularity and use.

In 1979, the dispensary was placed within the new and much larger
National Traditional Medicine Hospital (NTMH). NTMH launched a
pharmaceutical production unit in 1982, and in 1998 the more formally
organized Pharmaceutical Unit was established with the assistance of the
European Commission. In 1998 the whole organization was renamed the
Institute of Traditional Medicine Services (ITMS). Today the Traditional
Medicine Hospital operates in a complementary, rather than competitive
capacity with the biomedical sector; both fall under the direction of the Ministry
of Health. The complementary relationship is aided by the fact that medical care

in Bhutan, including biomedicine and traditional medicine, is free of charge.

Whether this cooperative relationship will change as Bhutan shifts some of the
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costs associated with the health care system onto clients is a question for future
research.

Traditional Tibetan medicine in Bhutan has gone through many changes
over the years, not the least of which has been the introduction of a mechanized
manufacturing process for Tibetan pharmaceuticals. This has separated the
pharmacological component of Tibetan medicine from the practice as a whole,
and changed the skill set of Tibetan doctors working at the Traditional Medicine
Hospital. But as Dr. Yeshi Donden points out, “In Tibetan medicine, physicians
and pharmacologists are not separate persons. A doctor must know all aspects of
medicine” (1986, 22). Traditional physicians evaluated the quality and purity of
drugs by means of smell and taste. Taste was used as an indicator to determine
the composition, properties, actions, and ingredients of traditional medicines
(Dorji and Morisco 1989). Today, traditional methods of production have been
mechanized. A rigorous system of quality control is now in place at the
Traditional Hospital to test every batch of raw materials, as well as the finished
product. This is part of an ongoing quality control process designed to promote
the standardization of traditional Tibetan medicines. The hope is to supply
international markets with medicines grown and manufactured in Bhutan. Some
of these products are already available for purchase online through the National
Traditional Medicine Institute website.

Generally speaking, the policy of the National Traditional Medicine
Hospital is to provide alternative medical care. The continued development and

further integration of traditional medicine into the health care system has become
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a part of national policy; one that seeks not only to preserve Bhutan’s cultural
heritage, but also reduce the costs associated with a system that is free of charge.
The government’s approach is outlined in “Bhutan 2020: A Vision for Peace,
Prosperity and Happiness™:

We must continue to provide a place for traditional medicine in our

system of health care. Traditional medicine embodies knowledge

that has been accumulated over centuries and which draws upon the

nation’s rich bio-diversity and of plants with proven medical

qualities. As these qualities become substantiated by scientific

research, there is a growing need to integrate more effectively

traditional medicine with the modern system of health care. (RGB

1999)
When I interviewed Dorji Wangchuck, the Director of ITMS, he also spoke of
the need to further integrate the biomedical and traditional sectors, a plan that
would, in his view, improve patient care and cut back on health care spending in
general. Moreover he expressed that in his view, the biggest cost to the health
care system was patient referral outside the country; by improving patient
service in both traditional and biomedical spheres inside the country, fewer
patients would ask for outside referrals. The question of how to further integrate
the two traditions is ongoing, and will no doubt continue as Bhutan’s traditional
health care sector develops.

At present, the Institute of Traditional Medicine Services (ITMS) has
three departments: the National Traditional Medicine Hospital (NTMH), the
National Institute of Traditional Medicine (NITM), where traditional doctors,

pharmacists, and technicians receive their training, and the Pharmaceutical

Research Unit. The National Institute of Traditional Medicine became a part of
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the Royal University of Bhutan at the end of 2004. The training programs vary
from three years for a traditional pharmacist to five years for a physician. The
Institute of Traditional Medicine Services has established indigenous units in all
20 Dzongkhags (districts) where premises are shared either with a district
hospital or a Basic Health Unit.

The third department consisting of the Pharmaceutical and Research Unit
is further subdivided into the Production Section and the Research and Quality
Control Section. The Production section is where raw materials are put through
an extensive process of quarantine, processing, and packaging. This is the only
manufacturing plant in Bhutan, which makes it the sole supplier of traditional
medicines for the entire country. Research and Quality Control is responsible
for testing all medicinal compounds for safety and efficacy. This unit is growing
in importance as the Bhutanese government and the National Institute of
Traditional Medicine are increasingly interested in marketing medicines to
clients and patients inside the country, and internationally.

The existence of a strong Tibetan medical system in Bhutan is due to
many factors including the country’s freedom from colonial rule. Independence
has allowed the government to encourage and support Tibetan Buddhist culture
free from outside interference. The uniqueness of this country can only be fully
appreciated by noting the status of Tibetan medicine in other regions of the
world, where it was once practiced freely. Tibet and Siberia are two places
where Tibetan Buddhist culture and medicine have been marginalized. Siberia,

for example was once a stronghold of Tibetan Buddhism. During the communist
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revolution, monasteries were destroyed and monks sent to work camps. Today
there are virtually no training facilities for Tibetan medicine and very few
practicing physicians. China is another example where the government has gone
to considerable effort to divide Tibetan medicine into sacred and secular
components.  Although Tibetan medicine receives state support from the
Chinese government, political and social conditions have made the ‘scientific’
aspects of Tibetan medicine safe while the religious aspects have been made
politically unsafe (Adams 2001, 543). Vincanne Adams’ research in the Tibet
Autonomous Region has demonstrated that so called sacred or religious aspects
of Tibetan medicine have become secret because of the fear of persecution by
the Chinese government. But even in Bhutan where culture change has not
taken place under such extreme duress, I believe that conceptual categories like
religion and science, sacred and secular will be introduced as the country
implements Western scientific standards and measurements to the practice of
Tibetan medicine. In many instances, however, biomedical methods and
standards are not incompatible with Tibetan medical theory and practice.
Tibetan medicine is a rigorous medical tradition with its own unique philosophy
and methodology, but as with other countries, development and modernization

will change Bhutanese concepts of health and healing.

The Traditional Medicine Hospital

In Thimphu, getting from one place to another often requires that you

walk uphill. The Traditional Medicine Hospital, alternatively known as the
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Indigenous Hospital, is no exception. From where [ was staying in Thimphu, the
hospital was a short, yet at times strenuous walk uphill; the higher elevation in
Thimphu was always challenging. Unlike the Jigme Dorji Wangchuck National
Referral Hospital (JDWNRH), which is more centrally located in the centre of
Thimphu, the Indigenous Hospital is removed from the busyness of town in what
is a more secluded and quiet location. Although health care policy in Bhutan
indicates that Tibetan medicine and biomedicine cooperate in an integrated
system, the two facilities are located at opposite ends of town. In fact, the
Ministry of Health wanted to further integrate the two sectors by having the
Indigenous Hospital and JDWNRH occupy the same premises. The plan was to
house them both in a new facility currently being built with the assistance of the
Indian government, however JDWNRH had an overwhelming need for more
space and the plan has been shelved until some future date. Ideally, this would
allow the two sectors to cross-refer more efficiently.

The Indigenous hospital is the largest traditional treatment facility in
Bhutan. The hospital currently employs seventy-five staff members and eight
doctors trained in Tibetan medicine. The Traditional Hospital provides
traditional medical services, including herbal and steam baths, blood-letting,
moxabustion (a form of heat therapy using acupuncture points), acupressure with
gold and silver needles, massage, nasal irrigation, and medication. In addition to
these treatments, traditional doctors are trained to give advice concerning
Buddhist practice for illnesses that are karmic in origin. They also offer advice

with regard to diet and lifestyle. Treating an illness involves bringing balance to
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the entire person, including spiritual, physical, and psychological aspects. All
practitioners at the Indigenous Hospital are trained to give spiritual advice; and
as the Director of the Traditional Hospital told me, in this capacity they fulfill a
role comparable to a novice lama. According to the Director, all of the
physicians are themselves Buddhist practitioners, reflecting that in Tibetan
medicine, the doctor is an important conduit through which the patient may
achieve well-being. Conversely, for traditional Tibetan doctors, treating patients
can also be to their benefit because it can assist in their own spiritual
development by compassionately caring for others. Tibetan medical practice and
treatment is a two-way exchange highlighting the importance of the patient-
healer relationship, a phenomenon that also appears to impact how biomedical
physicians interact with their patients. For example, one physician I interviewed
at JDWNRH reported that patients have expectations concerning diagnostic
behaviour. Patients want to be touched, which includes having their pulse taken
using the three-fingered method, a method that is specific to Tibetan medicine.
They also expect a lengthy interview concerning their past and current health
history, a technique that is also part of Tibetan diagnostic method. The doctor
reported that when patients do not receive this kind of care they often express
disappointment. Thus, the patient-healer relationship in Tibetan medicine has
influenced biomedical practice in some intriguing ways.

The Indigenous Hospital in Thimphu is comprised of several buildings
that have been constructed in traditional Bhutanese style. Architecturally, they

are similar to traditional houses; they have ornately carved, and colorfully
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painted wooden-framed doors and windows; rooftops are also in traditional style
and are raised above the top floor of the building. The government has sought to
maintain the integrity of Tibetan Buddhist culture by legislating building styles
that are traditional. Diagnosis and treatment take place in two buildings, which
are placed in such a way, along with a third building, to form a sheltered inner
courtyard. The third building, houses the traditional medicine museum and
exhibits Tibetan medicinal herbs, and animal and mineral ingredients used in
medicinal compounds. The museum also exhibits traditional instruments, some
of which are no longer used at the hospital, as well as Tibetan diagnostic charts.
The museum is a tourist attraction and is often on the list of sights that tourists
can visit in Thimphu. Also located within this group of buildings is the
dispensary, where patients pick up their prescriptions. Placed just in front of the
dispensary are two large prayer wheels with benches placed on either side. The
location and surroundings of the Indigenous Hospital are quite peaceful, the
silence interrupted only by the bells that ring inside the turning prayer wheels.
Prayer wheels are inscribed with mantras, most often that of Avalokiteshvara,
the Buddhist embodiment of compassion. Turning the wheel sends the mantra
into the universe, accumulating merit for the benefit of the sender and for others.
The presence of the prayer wheel at the Indigenous Hospital is not unusual; they
are commonly found at locations in and around Thimphu, and throughout
Bhutan, especially places that have religious significance like temples and

chortens. There are many types of prayer wheels including those that are hand-
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held, large wheels, like those at the Traditional Hospital, and water wheels,
which are often located at water sources in the countryside.

The building where I conducted most of my observations contained
several small rooms for consultation, treatment, and testing. A small hallway
served as a waiting room where chairs had been placed against the wall for
patients to wait; the entire space in this particular building was about the size of
a large house. There was generally a mixture of patients, both young and old
who visited the hospital. However, according to the Ministry of Health, the
traditional sector is most popular with the elderly. The elderly account for 20-
30% of out patient department visits at traditional units in district hospitals each
day.

There are three rooms where steam treatments take place. Steam
treatments are taken for chronic ailments like arthritis, for healing, for example
following surgery or traumatic injury, or for general health purposes. I observed
patients receiving steam treatments on many different occasions. During my
time at the Traditional Hospital I was always accompanied by my counterpart,
and was \unexpectedly invited to move freely from room to room while
treatments were taking place. This was done with the same casualness with
which I was able to view most of the treatment facilities in the JDWNRH. There
appeared to be specific ideas about privacy and personal space, in the sense that
there did not seem to be a well-defined separation between public and private
spaces. This was the case in other areas of Bhutanese life as well. For instance,

in traditional Bhutanese homes, there is typically a large family room where
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many different activities take place, including food preparation, eating, sleeping,
bathing, especially for children, and socializing with family and friends. From
my perspective, I was uncomfortable with entering treatment rooms without
permission from patients, however my counterpart, along with staff at both
facilities, would often open treatment room doors and invite me to observe or
speak with patients. As I shall describe in a later chapter on biomedicine,
medical treatment at JDWNRH was a public, and even participatory experience
for patients and family members.

Most of the treatment rooms at the Traditional Hospital do not have doors
but are separated from the main room by a cloth partition. Steam treatment
rooms take up much of the space in this particular building. In two of the rooms,
steam is administered through a hose that is attached to a large container. Water
is mixed with herbal compounds, which are heated and administered manually,
usually by a patient or a family member. I observed that in many cases, at least
one family member, and sometimes more than one, accompanied a patient to the
Traditional Hospital. This was also true for JDWNR Hospital where I observed
patients waiting in OPD with one or more family members. During one
particular visit to the Indigenous Hospital, I observed a woman in her sixties
receiving a steam treatment for her back. @ Her daughter administered the
treatment, which also consisted of massage. Another treatment room contained a
bathtub where patients could take an herbal bath. A third type of steam room is

located in a small out-building. It is equipped with a bed, which is heated from
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beneath by steam mixed with an herbal compound. The patient lies on the bed
wrapped in a blanket.

In addition to the steam rooms, there is also a room where gold and silver
needle treatments are offered. This type of treatment is a form of acupressure
whereby needles are heated and applied to pressure points on the patient’s body.
Table 1 below outlines traditional therapies offered at the Indigenous Hospital

and the number of patients who used those therapies for three consecutive years.

Table 1. Number of patients for different therapies at the Traditional Hospital

(RGB 2005):

Therapies 2002 2003 2004
Acupressure  with | 3603 3644 3618
gold needle

Acupressure  with | 403 599 310
silver needle

Blood letting 105 107 102
Herbal bath 1796 1796 2326
Steam bath 2295 2185 3197
Steam application | 2851 2871 1296
Cupping 17 628 10
Nasal irrigation 183 22 202
Oil massage 411 418 314

There is also a consultation room where I was told “blood testing” takes
place, however when I asked to observe this procedure, I was told by a physician
that this would not be possible because observing the procedure could leave the
patient vulnerable to attack by demons or bad spirits. I believe that in this case
‘blood testing” meant blood-letting, a traditional medical practice. Due to

problems with translation, I was not able to get a better explanation of why this
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might occur. This was the only time I was told that I could not observe a patient
receiving treatment.

In terms of the types of conditions physicians at the Traditional Hospital
treat, the Director reported to me that they typically see patients with chronic
conditions, and that Tibetan medicines are taken on a long-term basis rather than
for quick curative purposes. The Traditional Hospital specializes in treating
conditions like sinusitis, arthritis, asthma, rheumatism, liver problems, and
diseases related to the digestive and nervous system. Many of the patients I
spoke with were seeking treatment for arthritis, which may explain why a large
percentage of those treated at the hospital are elderly. In my interview with
Dorji Wangchuck, the Director, I asked him whether the Traditional Hospital
ever treated patients with acute illnesses. He responded that should a patient
with an illness like cancer come to the hospital, they would be referred to a
biomedical facility, usually JDWNRH. Ideally, according to the Director, this
type of referral would also work in the reverse direction. There is no data as of
yet as to how many patients are referred from JDWNRH to the Traditional
Hospital or vice versa. After speaking with many in the biomedical sector
however, my sense was that many doctors trained in biomedicine view
traditional medicine with some suspicion. Although they may be willing to
recommend a patient to the Traditional Hospital for complementary treatment,
the general view from the biomedical perspective was that too many people use
traditional medicine when they should go to one of the biomedical facilities.

However, policy makers within the Ministry of Health appear to be quite
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committed to further integrating the traditional and biomedical health sectors so
that they work in tandem. From my observations and interviews, people use
traditional treatment without a referral from a biomedical doctor.

Typically, Tibetan treatments are used in conjunction with biomedical
medication, following a biomedical procedure, or in some cases if other
treatment options, including biomedical protocols have, in the patient’s view,
failed. In one case, I spoke with a woman who had sustained a large cut to the
underside of her right thumb some weeks before. The woman brought her two-
year old child with her and was also accompanied by her sister. The traditional
doctor, a woman, attended the patient wearing a white coat, much like that of a
biomedical physician or pharmacist. It is interesting to note that doctors at the
Traditional Hospital wear clothing typical of the biomedical health care system.
It is one indication of how the symbols of biomedical culture have been
introduced to the practice of traditional medicine in Bhutan; it is also reminiscent
of Margaret Lock’s description of kanpo (herbal medicine) clinics in Japan,
where she describes a young doctor wearing a white coat and a stethoscope
protruding from his pocket (1980, 113). The woman received a steam treatment
while the doctor sat behind her desk knitting; the whole scene was very informal.
I asked the woman to tell me about what kind of treatment she had sought when
she had initially cut herself, and why she was now receiving a traditional
treatment for a wound that, from my perspective, had completely healed. She
responded that when the injury occurred, she immediately went to the

emergency room at JDWNRH where it was treated. From intake, she was
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directed to the appropriate specialist who ordered an x-ray. When I met her at
the Traditional Hospital, the cut had healed, that is to the naked eye, but she said
she was still feeling nerve pain, and that although she had returned to JDWNRH
in the hopes that doctors there could offer her some further treatment for the
pain, she was told there was nothing more they could do for her. She told me
that this was when she decided to visit the Traditional Hospital. She was
prescribed an herbal compound specific for bone and nerve damage, which was
added to a steam treatment. I asked her about the treatment regimen; she
responded that the herbal steam treatment is administered for fifteen minutes at a
time, and that she could receive up to five treatments.

I also spoke with a Buddhist nun, Dechen, who expressed mixed feelings
about treatments at the Traditional Hospital. I began by asking her about her
health. She described an ongoing back problem that “bothers her persistently”.
Dechen had fallen going out to the toilet one night and experienced recurring
back pain ever since. After the fall, she went to JDWNRH where, she says, they
diagnosed her pain as a circulation problem. A physician gave her painkillers
and also an injection of some sort. She explained that the medication took the
pain away temporarily, but did not help the condition. She then decided to visit
the Traditional Hospital where they told her that the pain was caused by cooling
in her body and organs. She reported that she now receives physiotherapy at
JDWNRH, which she finds quite helpful, and she also receives regular massage

treatments at the Traditional Hospital.
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Both accounts by patients at the Traditional Hospital illustrate the larger
reality of Bhutan’s health care system; that like medical systems in other
countries, pluralism is the norm (Lock 1980; Leslie 1980; Stoner 1986).
Individuals in Bhutan are familiar with multiple modes of medical thought and
frequently seek out different types of treatments based on individual needs. In
addition, the above cases illustrate that the biomedical healing experience is not
always the most satisfying. Individuals may turn to traditional treatment when
they perceive their needs have not been completely met by the biomedical
option. I spoke with several individuals who expressed satisfaction with the
curative power of biomedicine but described dissatisfaction with the way
biomedical physicians treated them as a person. One individual went so far as to
suggest that Bhutan should set up the first school for doctor sensitivity training
because he such a negative experience while receiving treatment in the
biomedical system. Certainly this is one reason why some individuals choose to
seek treatment from the Traditional Hospital. As Margaret Lock points out,
individuals in Japan often seek out traditional treatments because of their
familiar symbolic content, because it contributes to ‘healing’ in a very powerful
and holistic sense (1984, 132); the same can also be said of health seekers in
Bhutan. Thus, the Traditional Hospital figures prominently into health care
decision making for many Buddhists in the country. In the next section, I will

describe the Pharmaceutical Unit.
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The Pharmaceutical Unit

I was fortunate to tour the Pharmaceutical Unit on two occasions, where [
observed the manufacturing of Tibetan medicinal compounds, a process that is
not open to observation by the general public except by special arrangement.
My interview with the Dorji Wangchuck, the Director of the ITMS provided
much of the information found within this chapter concerning the collection and
manufacturing of traditional medicines. In addition, I conducted a formal
interview with Mr. Sonam Dorjee, a Research Officer at ITMS, who not only
took time to explain the collection and manufacturing process but also permitted
me to tour the manufacturing section.

Small scale mechanized production of traditional medicines began in 1982
with support from the World Health Organization (WHO). Up to that time,
medicines had been produced by hand. The mechanization of traditional
medicine and the separation of the collection process from the practice of
medicine itself are two of the aspects that distinguish the institutional approach
to traditional Tibetan medicine from those who practice out