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Truth has a face: it ís the work of man and earns his
bread. Thus in the work of knowledge we intend only
to open paths that others can follow. Messengers, of
course, carry news that they do not know will be well
received in the community. But at first they are made
welcome, brought in from the cold and rain, given
food and drink and a place to rest from their journey.
And it is the same when we get our news from the
morning paper over a cup of coffee. We think of the
truth as part of the well-being of our community; we
receive it as sustenance, or as a friend or guest. That
is why the truth is painful when it reveals that things
are not well in the land, in our lives, or in our
community. John O'Neill, 1974.
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ABSTRACT

The following thesis is the result of a year-long research into the problems

effecting health-care delivery in a rural, Southwestern community of Manitoba.

Specifically it addresses the relationship between Native patients and their

Western health-care providers. At issue is the quality of health care received by

Dakota Sioux patients within Hospital District #10.

The purpose of the research was to investigate the types of interactions

that take place between Dakota Sioux patients and their Western health-care

practitioners. The central focus was on clinical interactions as reported to me

through a series of interviews with both Natíve patients and Western

practitioners. Understanding the levels and types of relations between the two

pafties illustrates that the practice of medicine is both a social and a cultural

activity ín that it always involves interaction between two or more socially

conditioned human beings within a cultural context.

The results of this research indicate that the health-care services to

Dakota Sioux patients are being seriously compromised. A contributing factor to

this situation is that the health-care providers require sufficient cultural

background information about the individual Dakota Sioux patient, his

environment and belief systems in order to insure that the medical orders given

are realistic and appropriate for that particular patient's situation. There is a

requirement to view health as a multidimensional process involving the well-being

of the whole person in the context of his cultural environment.
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CHAPTER l: INTRODUCTION

PRIMARY RESEARCH PROBLEM

This thesis is based on field work carried out duríng tñe period March 1gB4

through June 1985 at the Oak Lake Dakota Sioux lndian Reserve (#59) and

within Hospital District #10 located in Southwestern Manitoba. The emphasis of

the research is on the nature oì ¡nr.r".tions that occur between Dakota Sioux

patients and their local health-care providers, which includes both the Western

physician and the traditional medicine man.

For the purposes of this study, the focus is on identifying the actual as well

as the "perceived" experiences expressed in the reporting of informants. Special

attention is given to the relationship between illness behavior, issues of

discrimination, and the sociocultural environment. The key to establishing a

degree of integration between these categories requires a study of not only

Dakota Sioux belief systems surrounding illness, but more specifically, the

cultural and cognitive representation of illness episodes.

A definitional note is required before proceeding. The term "biomedicine"

is used within this study "...to refer to the preeminent professional ethnomedicine

of Western cultures" (Gaines & Hahn, 1985:18). Biomedicine is the dominant

model adopted by modern medical practitioners. Consequently, biomedical,

Western, modern and scientific will be used interchangeably within the context of

this thesis. Classification of medical systems is a problem that is clearly

addressed by Press (1980:45-57) who concisely points out the necessity for
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precision in utilizing definitions, terms and classifications of medical systems.

What is needed, however, is a biopsychosocial model in order to adequately

deliver health care to Native patients. This is a theme running throughout the

body of this study.

THE PROCESS OF TOPIC SELECTION

The anthropological literature is richly endowed with a complex variety of

ethnographies and other writings which range over the totality of the human

experience from the exotic to the mundane. What the authors' seldom mention,

however, is an elucidation of the process that results in the selection of a

particular anthropological research topic. ln a few cases a research area is

simply assigned to a student by an advisor. ln others, probably the majority, the

individual anthropologist pursues a speciality area that holds a particular interest.

The "process" itself is of vital importance for students of anthropology, for it is

reflective of the diversity of the discipline as a whole. lt is a major deficiency of

the teaching of anthropology, in my opinion, that this process of selection is

omitted. Topics do not simply magically appear, presenting themselves for

evaluation. lnstead, they are ferreted out of the everyday occurrences that take

place in society.

Topics Embedded in Daily Living Experience

The origins of an individual's "particular interest" may be as varied as the

vicissitudes of fate. For instance, a childhood vacation in the Yucatan may be

the imprinting mechanism for a life-long love of Mayan archaeology. The

evolution of my own research, however, linking Native Americans and traditional

and modern health care, is based less in serendipity and more in my own life

experiences.



3

It is the following biographical events that have made me a "cultural

relativist," a position that insists that since cultures are diverse and unique and

embody different conceptions of the desirable, they can only be understood and

evaluated in terms of their own standards and values (Keesing, 1981 :S09).

Being the child of a peripatetic military family, and a granddaughter of a

full-blooded Cherokee, presented a very interesting socíalization process.

"Normal" behavior was, for me, whatever the local peoples practiced, whether

they were residents of Guam, North Africa, Cuba or elsèwhere. My primary

language exposure was English in the home, in addition to the common language

of the country in which we found ourselves stationed. Tolerance and respect for

differences was accepted as a given, for "we" were the strangers--the outsiders.

It was "out'' customs that aroused curiosity, such as celebrating Thanksgiving, or

strange personal behaviors such as taking baths every day, or sleeping under

mosquito netting.

Being reared in an ever-changing cultural environment facilitated an easy

adaptation to almost any social situation. tt also initiated my life-long interest ín

cultural behaviors and belief systems from around the world. The stage was thus

set early in life to pursue anthropological research during adulthood.

Entry ínto the Field Setting

With my own interests in psychological and medical anthropology and my

husband's professional assocíation with hospital administration, dinner

conversatíons often center around medical problems and issues. ln the course of

one of these exchanges, we were considering why it was so difficult to recruit

residents from the local Reserue to serve on the district's Hospital Board. This

led to a general discussion of health-care delivery to Native patients in Manitoba,

and specifically to problems involved in the provision of cross-cultural health

services.
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Here is where I felt that my anthropological training and ethnic background

could bring a lateral view to bear on the problem of applying the Western

biomedical model to health services for Native peoples. As both outsider and

ínsider I would be able to examine critically the interface between biomedical

and traditional medicine in a rural region's hospitals. Now, two years after the

original field work, this report is being presented in an attempt to elucidate what

my informants perceive to be the major areas of concern.

By dealing with "perceptions," this thesis goes beyónd the confines of a

simple ethnography. By extension, it takes into account the whole issue of

hermeneutics, or interpretive anthropology, by incorporating behavior within a

conceptual framework based on informant repor-ting.

MEDICINE IN A SOCIAL AND CULTURAL CONTEXT

The Human Experience of lllness

Blumer has written that "the task of scientific study is to lift the veils that

cover the area of group life that one proposes to study" (1g69:39). A basic

assumption made by anthropologists is that a cultural group perceives and orders

its universe in a patterned, orderly and identifiable way. However, since any two

distinct cultures differ in the very way that they classify experience itself, the

anthropologist has to look for a potential range of different categories, or sets of

categories, relating to a particular phenomenon, which in this case is the practice

of medicine in a cross-cultural setting.

As Kleínman has pointed out (1980:xii), illness is a reality of individual

human experience, and as such, ít deserves the attention of anthropological

study. Kleinman continues by claiming that there are "universals" in the

construction and experience of illness, as well as the organization of treatment

(1e80:8).



Good and Delvecchio Good carry this concept a step furlher by including

an interpretive accounting of the meaning of symptoms (1981 :165). symptoms

for these two researchers are the expression of complex cultural norms which

differ from society to society. These researchers continue by arguing that the

biomedical approach to symptoms is at once simplistic and does not do justice to

the semantic realities of illness. This is the specific result of different ethnic

groups varying "...in the specificity of theír medical complaining ín various medical

contexts."

The practice of medicine is both a social and a cultural activity in that it

always involves interaction between two or more socially conditioned human

beings within a cultural context. Furthermore, medicine consists of a vast

complex of knowledge, beliefs, techniques, roles, norms, values, ideologies,

attitudes, customs, rituals and symbols that interlock to form a mutually

reinforcing and supporting system.

Medical Pluralities

From an anthropological perspective, culture is the blueprint for thought

and action and is a dominant force in determining attitudes to health and illness,

caring patterns and illness behaviors. The range of cultural behaviors varies with

each culture and among cultures. Leininger points out that (1g76:g):

The essential goal for health personnel in beginning to
work with a cultural group is to first deteñnine ïhe
dominant culture values, priorities, and characteristics
of the cultural group, and then determine how best to
assist the people.

However, this cross-cultural perspective on the part of Leininger is

medically oriented in the sense of being utilitarian for the health-care practitioner;

that is, information on a given patient is treated as being separate from the illness

experience of a given individual. This is in direct opposition to Kleinman's later
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work on client-centered approaches to the delivery of health care cross-culturally.

This aspect of Kleinman's model is an off-shoot of Carl Roger's emphasis on the

highly personal and subjective experiences of indivíduals (Rogers, 1951).

All cultures provide their members with techniques for healing which

include both medicines and practices designed to maintain or restore health. ln

other words, the practice of medicine, according to whatever tradition in whatever

society, is an art which makes use of a body of specialized knowledge for the

maintenance of health and the treatment of disease. ln the case of the Dakota

Sioux, this position is usually reserved for Shamans and other traditional healers.

Given the Canadian cultural mosaic, it is a natural supposition to assume

that there are varying indigenous health care systems at work within the social

structure of the country. This medical pluralism within the Canadian multi-ethnic

framework has been a "difficult reality" for health personnel reared within the

western medical model to comprehend, let alone overcome (New, 1977). As

Spicer states (1 979:3) :

ln complex societies like our own, there is never a
single ìomogeneous traditíon guiding the medical
arts. At least as many healing traditlons exists as
there are peoples with different ethnic backgrounds.

lllness and the lndividual

Kleinman recently has argued that "culture affects the way we perceive,

label, and cope with somatic symptoms as well as psychological ones"

(1980:178). By this he means that illness experiences are socially learned and

sanctioned through the implementation of cultural norms which give illness

behavior its configuration. An individual's cultural values, beliefs and practices

are thus manifested in his perceptions of health and illness.

Medical anthropologists and sociologists maintain that an individual's

health and illness status designation can only be fully understood when
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examined within a cultural context over a significant period of time (Twaddle,

1974:29). Fabrega (1979:25) summarizes the essential nature of culture by its

reference to the symbolic systems of a people.

Such symbols are observed and reflected in the stvle
of their social and cognitive behavior. Culture, then, is
something one infers or abstracts from the distinctive
mode of life of a group.

A cultural analysis, that is the study of meanings and reasons for the

social action contained in symbols, is an alternative to the more widely employed

study of accumulated social facts. By utilizing a cultural analysis, we can better

understand persons and their behavior through a knowledge of the contexts of

individual actions. Spradley, in supporl of this position, has written that (1979:6):

Any explanation of behavior which excludes what the
actors themselves know, how they define their
actions, remains a partial explanation ihat distorts the
human situation.

The Sick Role: A Sociological Construct

There exists in every societal grouping a set of cultural expectations of

patterns of action appropriate for the sick role. From the available cultural

repertoire, the individual will select the behavior which he wishes to enact,

although perhaps not consciously. This selection will obviously be influenced by

the manifest cues already available to the patient, such as the clinical setting and

the health-care provider's attitude. All of this relates directly to a universal need

for cultural systems to deal with the wider context of illness behavior.

This is in direct contrast to the earlier sociological formulation as set forth

by Parsons (1953, 1958) whose arguments are culture and class-bound, focused

upon middle-class Western society and an idealized, normative view of the North

American physician. More recently, medical sociologists have thoroughly

criticized the sick role model offered by Parsons as being too narrow, and which
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has now been described as both "medícocentric" and "sociocentric" (Gallagher,

1976:207-18; Segall, 1976:162-169). The North American lndian is excluded in

the sociological paradigm of Parsons, and taken into account by current medical

sociologists. Foster summarizes the difference between medical anthropology

and the Parsonian sociology of illness model when he succinctly notes (1g7a:3):

...there are significant differences between the two, in
origin, in identification with the actors in health
dramas, in research methodologies, in research
topics, and in basic conceptual approaches to
problems.

Relationship and Meaning in the Clinical Setting

The skills inherent in establishing and maintaining mutually satisfying

clinical relationships, as well as social ones, are based upon a knowledge of the

psychological and social factors underlying the behavior of individuals, including

oneself. "As clinicians, whether Western or traditional, healers must deal with the

individual" (Singer, 1977:18). The decision-making process lying behind an

individual's choice of practitioner, however, is never single-faceted in design.

lnstead, it is a penumbra which persists around a central core of health choices

intermixed with the positive or negative results of previous health decisions. The

Dakota Sioux are today presented with two such circles of choice: traditional and

Western medical treatment.

Both medical systems include the semantic categories of "illness" and

"health," and each carry meanings that are culturally relevant (Ahmed & Coelho,

1979:7). King places emphasis on meaning systems by stating that (1962:91):

The beliefs and attitudes about illness that are held by
a particular group...become ímporlant variables in
understanding how the members of that group will
perceive injury or illness and how they will act toward
ir.

lllness, then, consists of behavioral and psychosocial components as well

as the purely biological ones. Since the way in which a cultural group
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categorizes s¡ckness varies widely, effective health care cannot be provided

unless awareness of these variations and sensitivity to the perceptions of health

and illness in each culture is taken into account. As Kleínman has reminded us

(1980:78):

...the major mechanism by which culture affects the
patient and his disorder is via the cultural construction
of illness categories and experiences.

THE ANTHROPOLOGIST AS ADVOCATE

A Person-Centered Approach

The scope of anthropological inquiry ranges from the complex social

systems of whole populations down to "simple" systems of interaction between

individuals. Both pose problems relating to the problem of how to deal with

people as "persons," for every human being is unique and has characteristics

different from all others. ln studying even a small society, we are ever conscious

of this individual variation, with its private idiosyncrasies and seemingly

capricious behaviors. Culture becomes the repository of all possible patterns of

illness behavior.

Keeping this in mind, the following chapters will argue that it is the cultural

and social structural mechanisms that may interfere with the rights of the

individual to receive a high quality of health care. This is true even though some

barriers to health care will be self-erected by personal predilections, biases,

cultural patterns and life styles.

Differing Taxonomies of Health Care

Within anthropology, health beliefs have been traditionally subsumed

under the broader categories of religion, magic or witchcraft (Morley, 1980:2). lt

is time to change this taxonomy by recognizing that as recent colonizers of North

America we have imposed our medical science on Native groups just as we
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imposed our alien systems of economics and forms of government. Of

undeniable importance is our need to fírst interpret and then come to terms with

the Zeítgasf of our discipline through the process of active involvement in finding

solutions to the problems we have created for Native groups over the past

several hundred years.

Anthropologists' are cognizant of the fact that human group life is the

essential condition for the emergence of individual consciousness as well as

being a process of formative transaction. What we also need to remember ís that

the acting units of any socíety, people, do not act toward the intangibles of

culture, social structure or. the like; "...they act toward situations" (BIumer,

1969:88). lt is in the actual patient-practitíoner relationship that cultures meet.

CONCLUSION

When communication breaks down, as it often does, between Dakota

Sioux patients and their Western health-care providers in illness sítuations, the

result is often that the actors on both sides of the equation insulate themselves,

regardless of their societal positions, through "...blindnesses, half-truths, illusions,

and rationalizations" (Goffman, 1 967:43).

ln these sad, human scenarios there is a direct connection between

scientism and d'ehumanization, for both destroy personality and community in

their quest for "Truth." The sciences of man, when they claim to tell us the whole

truth about ourselves, are substituting impersonal concepts for a firsthand

awareness of responsible existence. Too often, science views the individual as

the resultant of biological forces, and deals with him as a statistical unit in the

operation of mass movements, both social and cultural. This process allows for

the "dehumanization" of indíviduals, leaving aside the psychological and cultural

import of selfhood.
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For example, health services research has traditionally been biomedically

oriented. I will argue, to the contrary, that it is the role of interpersonal influence

and communication in health care that should be the focus of our attention. Of

equal importance are the values and cultural contexts of health-seeking behavior.

Consequently, this research attempts to elucidate and render intelligible the

interactional relationship as it exists between Dakota Sioux patients and Western

health-care practitioners. Though no attempt is made to assess the total

configuration of reserve life in this whole equation, cenain aspects of the Native

experience will be touched upon.

While the isolated, rural communities of Southwestern Manitoba may not

be as exotic, or romantíc, to the anthropologist as the Híghland people of New

Guinea, the same delicate inten¡voven processes of human interact¡on are as

strong here as anywhere. For this alone, they deserve the attention of a

concentrated anthropological research. ln additíon, given that these Native

communities are undergoing radical social change, it is time for the social

scientists' to offer their assistance when requested in making the inevitable

transition easier for Native peoples.

This can be accomplished by the anthropologist adopting the role of

"cultural broke/'. This term, as utilized by Weidman (1975:312) and van Willigen

(1986:127-140) implies a speciâl mediation role for the anthropologist in

establish¡ng linkages between cultures. "This perspective places the

anthropologist at the margins of the cultures of both the health care providers and

the community" (Weidman,1982:203, 1979:86). The purpose of this process is

the provision of a culturally appropriate delivery of health-care services.



CHAPTER II: THE RESEARCH PROBLEM IN TERMS oF APPLIOABLE
THEORETICAL MODELS

Models come into use at various levels
of analysis and abstractíon. All of us,
consciously or unconsciously, create
models (hypothetical estimates or
projections) in our daily encounters, in
and out of research.
Pelto & Pelto. 1983.

INTRODUCTION

The practice of medicine is both a social and a cultural activity in that it

always involves interaction between two or more socially condítioned human

beings within a cultural context. From this, researchers in the area of cross-

cultural health-care delivery can reasonably argue, without fear of criticism, that

increased attention needs to be given to assessing the impact of culture on

disease and health (Kleinman, 1980, 19BS; Fabrega, 1979; Eisenberg, 1g77;

and, Young, 1982). What is often neglected is the fact that medicine is primarily

a process of social interaction, especially in the treatment of disease and injury,

except, of course, in those cases when the patient is unconscious (King,

1962:207). ln order to better understand the social interaction as it occurs

between Western physician and Native patient, three theoretical perspectives will

be applied in this study.

Synthesis of Three Models

The cultural context of medicine and the biohuman paradigm can be

examined from a variety of theoretical perspectives. The particular focus for this

study derives from three distinct fields of social science: that of medical
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anthropology; medical sociology; and, symbolic interactionism. Cultural patterns

of illness, systems of meaning in respect to the sick role, alternative medical

systems, symbols and language are all concerns common to these three

disciplines.

Medical Anthropology

A major thrust within medical anthropology that is of special significance to

this thesis is the cross-cultural comparative dimension of heafth systems. This

orientation is found within the writings of Kleinman, Good and Delvecchio Good,

Weidman and Suchman, among others. The leading investigator in this field is

Dr. Arthur Kleinman, a psychiatrist and anthropologist, whose writings advocate a

culturally-oriented approach to the application of medicine.

A pivotal facet of Kleinman's theory is his development of "Explanatory

Models," or EMs, a mneumonic for the patient's perception of illness and a device

which serves as a system of explanation that allows the patient to interpret the

illness experience. Explanatory models are reflections of individual belief maps,

both consciously and unconsciously formulated. They function to govern one's

attitude towards illness episodes. The essence of Kleinman's work is that we

need to be more sensitive to the impact of social, cultural and psychological

factors upon that matrix of complex variables that constitute each uníque person.

Though elaborated primarily in the nexus of a non-Western culture, Kleinman's

EMs have application for any individual finding himself in a clinical setting. This

is because each one of us has been raised within that collectivity called culture,

which has endowed us with a common origin and a shared belief system so that

when issues concerning our health are raised, we are able to orient ourselves

within culturally determined parameters (Spiers and Sherley-Spiers, 1986:36).
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Medical Sociology

The second contributing social science is that of medical sociology from

which is drawn insíghts into the structure of the relationship between physician

and patient; the meaning assigned to the sick role; health-seeking behaviors;

issues of compliance behavior; social systems; and, the hospital as an institution

(Bloom and Zambrana, 1983:73-122;8. Freidson, 1g70; E. Mumford, 1gg3; and,

D. Mechanic, 1978).

This is by no means a complete listing of areas of study within medical

sociology, rather it is a focused selection of topics which directly relate to the

research problems addressed in this thesis. For example, in gaining insight into

health-seekíng behavior, Mechanic (1978:9) states that from a sociological

perspective:

It is clear.that the process of help seeking results from
a relatively complex sorling proiess thatis dependent
on a variety of factors other than the amount or
severity of illness.

ln other words, medical sociologists maintain the utilization of health-care

services ís never simple; rather, it is a complex multifaceted activity wíth each

individual patient developing a unique line of response to a perceived illness

epísode.

The third contributing social science is that of symbolic interactionism,

which constitutes a theoretical perspective developed within social psychology.

One of symbolic interactionisms' goals is to study the cognitive and affective

elements of human conduct. Both the individual and society are significant

factors in understanding social behavior. Of importance within this discipline is

the use and misuse of language; the concepts of symbols, objects and meanings;

defining power relationshíps; stigmatization; and, the study of social interaction.

ln this research, symbolic interactionism is employed in an attempt to more fully
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comprehend the clinical setting as it exists between physician and Native patient,

as well as to penetrate and elucidate perceptual differences between clinician

and client.

The diagrammatic illustration depicted in Figure 1 shows the

circumscribed regions of medical anthropology, medical sociology and symbolic

interactionism. The shaded area is the intersect of all three, and is called the

"idioverse" (Schwartz, 1980:419-441). ln Schwartz'terms, the idioverse is not

only the individual's personal section of his culture, but also that region which is

shared by all others in the society. The idioverse is a reflection of common areas

of concern to the theoretical models of the three disciplines utilized in this

research, in other words, the common ground shared by all three approaches. lt

is the examination of this region of synthesis that is the core of this research. lt is

here that an emphasis is placed upon the individual as a factor withín an

interactive whole, which includes the totality of the medical experience.

A Working Hypothesis

The thematic argument that runs throughout the body of this exposition

rests on the following fundamental hypothesis: Health beliefs and perceptions

may be more important to an individual's selection and utilization of available

medical systems than the biomedically determined health needs of that

individual. This hypothesis finds general suppod in the literature from both
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medical anthropology, medical sociology and symbolic interactionism. A classic

example is the following quote taken from Suchman (1 g72:262),who states that:

...patients and physicians may differ not onry in their
p.erceptions. and interpreiatións of symptõms and
illness but also in the relative reliance tliev'olace uoon
the scientific or formal approach to mecíiial care as
compared with. the_. more personal, popular or folk
means of treating illness. These varyinþ definitions,
objectives, and methods may generate cionflict, or ai
least a [qck o!.congruence, beiween professioáals in
the health field and their patients. ïhese potential
sou.rces of disagreement underlie many', of the
problems in medical care today.

Parallel to this is the reality that there often exists cultural differences

between a physician and his patient, which operate as barriers to effective health

care. Gaines'and Hahn's (1985:5) interpretation of physicians as constituting a

specific "sociocultural system" reflects a view of medicine as a cultural artifact,

which may operate in isolation from the individual patient. This polarity may be

expressed in terms of a differential orientation towards such fundamental issues

as etiology of disease, functional ability, hierarchical importance of body systems,

symptomatology, expectations of care and the selection of curative agents.

All of these factors may profoundly influence the diagnostic process and

the course of an illness event. This is, in part, because a patient's belief system

is intimately bound, in varying degrees, to therapeutic outcomes. These belief

systems are in turn founded on semantic illness networks of health and disease

which are themselves grounded in the total configuratíon of local and hístorical

knowfedge. They are specificalty modified by such factors as an indívidual's

exposure to and experience with Western medical models of health care. These

are factors that directly impact upon the efficacy of a health-care delivery system.

Power Relationships

Many of us have experienced feelings of intimidation while in the presence

of medical personnel in a clinical setting, regardless of our cultural background.
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We have a natural tendency to defer to the "experts" to interpret a medical

problem. Yet, it is important to keep in mind that many behaviors are deemed

socially inappropriate to act on, or verbalize, in the clinical situation. These

taboos are strictly determined by our perception of our relative status within the

social relationship.

At issue here is the use and abuse of power within the clinical setting.

Power, that ability to coerce someone to do something against their will, derives

from two major sources in this study: The power of the "exþert," in this case the

physicians' and nurses' biomedical training and use of technícal language; and

the power that accrues to an individual because of his status withín the hospital

hierarchy and the local community. The effect of the subordinate power-

relationship is exacerbated in the case of Native patients who perceive

themselves as somehow fundamentally separate, apart from the Whíte world

around them. To illustrate this process, McCall and Simmons (1978:28) state

that "position in the social structure also influences the amount, kinds, and variety

of interactions a person has."

As individuals, we identify with the "other," socialty and personally, through

the process of cognitive recognition (Goffman, 1963:113). This is the same

process by which we categorize people as being apart from ourselves, and at the

same time create our own position in the social world. This socíal world is itself

an amalgam of a "...set of moral norms that regulates the way in which persons

pursue objectives" (Goffman, 1963:B). Consequently, socíal episodes are not

only culturally determined, but cognitive objects as well, units of knowledge and

expectations that an individual has about a specified sequence of interaction. ln

discussing the issue of social episodes, we are here indebted to the symbolic

interactionist tradition.
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THE RESEARCH PROBLEM

Epístemological Questions

The central epistemological questions in this thesis are directed towards

an understanding of two distinct sets of phenomena. First, what bodies of

knowledge, beliefs and perceptions on the part of Dakota Sioux patients mediate

the consultation process, cure-seeking behavior or the decision not to utilize

biomedical services. Directly linked to this is the Native health experience with

the Western biomedical system once contact is made with a professional health-

care worker. Secondly, it is important to elicit the degree of acquaintance with

and understanding of Dakota Sioux culture and models of illness held by Western

medical providers.

The lssue of Non-compliance

Perceptions of illness, internalized by physician and Native patient alike,

are only revealed and understood in an interactional context. This can become a

double-edged sword within the doctor-patient relationship due to perceptual

dissonance. Cognitive dissonance in the clinical encounter occurs when clinician

and client operate from different perspectives in regards to the nature and

organization of knowledge. lt is, in fact, the differences in knowledge that defines

the clinical situation. Physicians, in particular, tend to seek confirmatory

evidence to support their diagnoses and treatment regimens rather than confront

the possibility that they may in fact be wrong. This leads to Festinge/s

(1958:156) concept of cognitive dissonance, which is expressed in this case in

the lack of authentic dialogue between physician and Native patient, and in the

inability to bridge the gulf of misunderstanding between the two actors.

Misunderstanding is a reflectíon of a dichotomy between two differing

medical concepts: disease and illness. This aspect will be further examined in a

later chapter. Suffice it to say at this point that the physician's perception of
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disease and the patient's perception of illness often lead to conflict expressed as

"poor patient compliance." The medical literature ís replete with statistical

accounts of non-compliance behavior (Becker et al., 1975; Davis, 1g66; Gordis,

1979; Dunbar, 1979; Haynes, 1976; and Larson et al., 1g7g).

Zola notes (1981 :241) that physicians are distorting the issue of

compliance in two ways:

We do not sufficiently app¡eciale what following a
medical. regime, means to an individual, nor do we tully
acknowledge the role that health personnel have iñ
contributing to the very non-compliance we seek to
reverse.

Stoeckle and Barsky (1981 :234) have observed that "illness attribution" is

"...what patients think has caused their illness...." By ignoring this reality

physicians encounter the issue of non-compliance head-on. The cross-cultural

constructs found within illness/disease perceptions are crucial to a fuller

understanding of the mechanisms underlying non-compliance behavior. lt is

clear that, for whatever reason, non-compliance represents a serious problem

that denigrates the quality of health care received by Native patients. This,

however, betrays a medical bias which is based on the underlying assumption

that people who experience illness are oblígated to seek professional medical

care, Non-compliance in this context may indeed be compliance to an

"alternative" system of beliefs and healing practices.

A crucial point to reflect upon is that the perceptions we have of others,

which form the bases for our orientation in our interactions, are always

incomplete and less than valid. This is especially true in the case of cross-

cultural health-care delivery. For example, the anthropological literature
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emphasizes the important role that perception plays during medical interventions.

As King informs us (1962:219):

Whatever it be in the way of discomfort, the altered
physiological state (of a patient) is undoubtedly a
determinant of perception, narrowing the range of
attention to stimuli, lowering thresholds for emotional
reactivity, . changing customary personality
manifestations.

APPLICAB LE THEORETICAL MOD ELS

Any problem requires an appropriate method of analysis to decipher the

hidden messages embedded within the context. One method used in this study

is the implementation of various theoretical models taken from medical

anthropology, medical sociology and symbolic interactionism. The previous

discussion of non-compliance behavior is indebted to the work of medical

sociologists. Now we turn to a more detailed discussíon of explanatory models

and to the meaning and power that symbols have on identity formation and belief

systems for the participants in this research.

Explanatory Models

The medical anthropological model, as formulated by Kleinman, argues

that the practice of medicine, if it is to be fully effective, will encompass both the

cultural and biological dimensions of human experience. ln collaboration with

Katon (1981:253), Kleinman claims that a "biopyschosocial" approach needs to

be utilized by health-care providers. This holistic strategy is offered to counteract

what is often seen as the failure of the biomedical model within the clinical

setting.

ln an early formulation of ethnomedical explanatory models, Kleinman

(1978:429) points out the impact and influence that these models can have in the

patients' evaluations of treatment programs. When these evaluations, or
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perceptions, differ from the clinical assessment, situations of conflíct may result.

ln attempting to understand and explain conflict situations in interethnic medical

practices, Kleinman writes (1 980:xii):

Clinicians tend to be simplistic about clinical practice.
Their tendency toward. positivistic scientism and
atheoretical pragmatism'discouraqes attemots to
understand illness and care as embedded 'in the
social and cultural world.

Leininger (1976:16) supports Kleinman's position, noting that "health care

norms are largely determined by the culture, with the quaiity of care contingent

upon the perceptions and cognitions of the people." Unfortunately, as this thesis

will demonstrate, the cultural aspects of health care norms held by the Dakota

Sioux are not taken into consideration in the delivery of health care in Hospital

District #10.

Docto r-Patient Relatio nship

Medical socíologists have increased our knowledge of the relationship

between clinician and client. More recently, they have challenged the Parsonian

functional approach to analyzing the social system of medicine. Freidson's work

(1970) on the doctor-patíent relationship concludes that "...the professional

expects patients to accept what he recommends on his terms; patients seek

services on their own terms. ln that each seeks to gaín his own terms, there is

conflict." Freidson's assertion here is that the power to actually create illness as

an official socíal role is in the hands of the medicine profession. This is in direct

contrast to Parsons who argues that the physician maintains control over illness

and the expectant sick-role behavior. lt is through this discussion that we learn

how physicians create and maintain autonomy through institutionalizing authority.

This concept of medicine as an institution accompanied by the concepts of power



22

and authority are central to the propositions set forth in this study. To understand

how the medical profession acquires this power we must turn to a discussion of

symbols.

The Power of Symbols

Underlying this research is a model commonly referred to in the literature

as "symbolic interactionism." For those social scientists holding to this theoretical

viewpoint, meaning is anchored in the behavior that an individual expresses

during the course of his social interaction with others. That is, "human beings act

toward things on the basis of the meaníngs that the things have for them"

(Blumer, 1969:2). lt must be kept in mind, however, that 'Ihe meaning of an act

ís neither fixed nor unchanging" (Hewitt, 1979:53). lnstead, meaning is found

withín the symbolic world created through individual conduct, and it is sociafly

constructed.

lnterpretation of this meaning is central to social interaction, for it is only

through an understanding of the acts of another person that the self can

appropriately respond to a given situation (Hewitt, 1979:55). Hewitt, expanding

on this concept, explains that (1979:26):

lnteraction takes place within 'containers' we call
situations, and as these situations are defined by theír
particípants, so the course of interactions is shaþed.

ln the medical context, patients respond to the clinical environment by

utilizing symbols--in the form of language, explanatory models, and cultural

norms--thus creating what is, for them, a clinical reality. When the environment

of symbols experienced by clinician and patient differs, the behaviors on both

sides may prove problematic, as will be demonstrated in later chapters. Both

parties need clarification as to what the situation consists of (Kleinman,

1978:429), as well as in the final interpretation of the symbols themselves.



23

We cannot speak of the essence of "symbols" before having answered the

general question: What are symbols, and how are they created? A conventional

definition, which is only parlial in the full analysis, is given by plog and Bates,

who write (1980:16):

The words that make up language are not signs, but
gymbols. What distinguishes symbols from signs is
that a symbol is arbitrâry. lt stânds for a thin! only
because the people who-use the symbol agree-ihat ít
does. Because ôt tnis arbitrary qúality, sy-mbols are
infinitely flexible. 

. They can change their- meanings;
they can be combined and modifìed to create néw
meanings; perhaps most important of all, they can be
used to represent things thai are not actually þresent--
events of the past and future, abstract eritiiies, and
strictly mental phenomena.

What these researchers fail to mention is that symbols are also used to

explain the concrete by reference to the abstract. ln this case, symbols can be

considered not only as a means of communication (language), but also as

instruments of expressíon (art, poetry), knowledge (perceptíon) and control (in

the form of values and conduct). ln addition, symbols are cultural constructs; that

is, they are learned, invented and adapted for social and individual purposes.

Symbolic attribution is a matter of cuftural determination. Most importantly,

symbols mediate the values and cultural norms of human interaction through the

primary process of interpretation.

These dynamic attributes of symbol systems are well-documented in

anthropology (Maquet, 1982; sperber, 1979; Finh, 197s; Douglas, 1gB2; Turner,

1967; and Wagner, 1986). Symbols are often discussed in the literature as if

they were only figures of speech. Symbols are that, of course, but more

importantly they can be material objects which represent metaphors for

nonmaterial constructs. A core example of this concept is that symbols contain
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the power to manipulate appropriate responses from individuals. For instance, a

country's national flag is an emblem of solidarity, emotionality and, in certain

cases, a powedul symbol employed for purposes of propaganda.

A final function of symbols, which is of particular imporlance to the

discussion of health care, is that they serve as identification markers allowing

individuals and/or groups to tell themselves and the other segments of soçiety

who are their members and from whom they are separated.

Stereotypes and Stigmatization

The following discussion is important to the research problem at hand in

that Goffman's model of stereotyping and stigma gíves us a convenient analytic

framework in understanding the behavior of the Dakota'Sioux patient in the

clinical setting. Goffman's emphasis on the flow of information between self and

other is particularly pertinent, for in the process both parties become inextricably

linked--even if they perceive themselves to be poles apart on an

"inside /7'outside r'' conti nuu m.

A stereotype is a complex set of personal characteristics and behaviors

attributed to the person who occupies a given social position. ln this research

these primary social positions are those of clinician and Native patient. This

process of naming or labeling of persons--that is, a taxonomÍc approach as

applied to people--is a tactic full of hidden pitfalls and ramifications.

Classification is in itself a social act, and as such in this study entails the

participation of at least three different types of persons: the classifíer (health-

care practitioner); a person or group to be so classified (Dakota Sioux patient);

and a public called upon to accept or reject that particular classifícation (the non-

Native community). Whenever people propose to exclude others from their midst
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to create the objective 'they," there is a requirement to attach stigmatizing labefs.

Mccaf I and simmons (1978:11 1 , 1 13), on the other hand, see stereotyping as an

inevitable sequelto alt human encounters:

stere.otyping involves not merely the attitudes of rígid
people discriminating againsf racial and ethñic
outgroups. ¡t is an inherent and inevitable aspect ofevery human appraisal of every þerson
encountered....From the visible clues to soôial identitv.
we connect strangers with stereotypes, so that \rúd
may predict their behavior and characteristics.

Stereotype building is not a unidirectional process, nor does it occur in

isolation. lnstead, it is a well-established mechanism central to any psychosocial

study of prejudice, racism, ethnocentrism and stigmatization. For example,

Gardner and Taylor (1967:1-10) have proposed that stereotypes influence a

person's perception of others primarily because of the underlying belief system

supporting the stereotype in question. That this is the case is well-documented in

the reportings of the Dakota Sioux in a later chapter. The abounding stereotypes

surrounding lndians seem to operate as "cognitive filters" which carefully control,

modify, or reject, in varying degrees, incoming information. This mechanism

results in the concretization of perception of others that does not allow for any

modification. Stereotyping is perhaps the best example of that peculiar ability of

the human mind to believe fiercely and emphatically in whatever it wants to

believe, even when one can demonstrate empirically that the belief is inaccurate.

Stereotyping is integral to that dark side of human nature known as

prejudice. Schermerhorn (1970:6-7) indícates that prejudice is a product of

historical, economic and political situations. He stresses that "it is not a little
demon that emerges in people simply because they are depraved.' Rather,

prejudice is a dependent or interveníng variable that can aríse in any episode of
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human intercourse. The Dakota Sioux constantly live with the reatities of

prejudice, for they are daily confronted by incidents of stereotyping and

stigmatization.

ln the process of assuming the attributes of another, a person whom we

perceive as "different," we reduce that person "...from a whole and usual person

to a tainted, discounted one" (Goffman, 1963:3). Such an attribute is a stigma,

which constitutes a special discrepancy between virtual and actual social identíty.

Thus, the stigmatized member of society finds himself ín a difficult

situation. Society tells him he is a member of the wider group, i.e. a Canadian

citizen, which means he is, in some respects, "r'ìormal." Yet, at the same time, he

ís well aware through the way he is treated that he is somehow "different." This

is a classic double-bind situation for many Native peoples, leaving very little room

for individual maneuvering.

The impact of stereotypÍng and stígmatizatíon is serious when found wíthin

the realm of health care, for it not only leads to overt acts of díscrímination, but ít

also exacerbates the social distance between Native patient and health

p rofessio nal, the reby reduci ng co m m u n icatio n and patie nt satisfactio n.

Symbols and Native ldentity

For the purposes of this discussion, the transmission of Sioux identity is

tíghtly encased in symbolic form. lt is not custom itself which promotes identity

transmission, but rather the meaning that attaches to it, and the way it is

demonstrated. For a symbol to be effective in this manner, it must be given a

framework in which meaning is imparted. This holds true for both the people who

display it and for the people to whom it is displayed. Thus, in order to retain a

separate identity, Native groups such as the Dakota Sioux must regularly perform
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a systematic set of activities íncorporating such attributes as language, aft and

ideology. Only by undertaking these behaviors are the Sioux able to persist

under the rubric of "lndian."

The individuals who operate within the category of "tndian" must have

some way of communicating this role to themselves and to others. This is

accomplished through the employment of symbols: modes of dress; ways of

speaking and comporting oneself; and demonstrations of respect towards rituaf

objects, or as Firth maintains (1975:167):

What ritual performances do is to recall and present in
symbol form the underlying order that is suþposed to
guide the members of the community in their social
activities.

What we call a symbol, then, is a term, a name, or even a picture that may

be familiar in daily life, yet that possesses specific connotations in addition to its

conventional and obvious meaning. lt also implies something vague, unknown,

or hidden from us. Jung states (1964:4) that "...we constantly use symbolic terms

to represent concepts that we cannot define or fully comprehend."

ln the case of the Dakota Sioux, a classic example can be found in their

concept of "bad medicine." This is illness made manifest in one individual

through the evil conjuring of another, usually a powerful medicine man, or

shaman. The "cause" of the illness is commonly due to envy or jealousy, made

real through the employment of a symbol. For the Sioux, this symbol is usually

an eagle feather lodged strategically within the human body, resulting in loss of

appetite, nightmares, vomiting, headaches, weight loss and even death for the

unfortunate victim.

The purpose of such a detailed discussion of symbols, and the

development of stereotyping and stigmatization is central to understanding the

many facets of symbolic interactionism and how this theory of social interaction

colors the clinical setting with Native patients. For example, Native patients
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complain that they have difficulties understanding the language employed by

physicians, and that they themselves'have great difficulty in communicating their

illness episode to the satisfaction of the doctor. Native patients also lament

about the manner in which the health-care practitioners treat them. These issues

are discussed in detail in Chapter V, but first we need to turn our attention to the

actual situations of interaction between Western practitioner and Native patient.

SYMBOLS IN THE CLINICAL SETTING

Regardless of ethnic background, all patients come to a hospítal setting

with a "presenting culture." This is the Weltanschauung to which the individual

has been socialized and which he recognizes and holds as reality. It is a world

view that is "taken for granted until the point of admission to the institution"

(Goffman, 1962:12). An individual's knowledge about the world is constructed of

concrete impressions and facts, as well as nonmaterial mental representations.

These include belief systems, values, folk concepts, perceptions and emotions,

which are all culturally embedded in a historical context. All influence a patient's

understanding of an illness episode.

For example, how do the professional and paraprofessíonal health

workers wíthin this research interpret behavioral patterns among Native patients

that are puzzling and contradictory to the Wgstern mind? What could be the

"meaning" underlying the following examples of actual behavior?

A Native patíent arrives at the local hospital in the dead of night to remove

a seriously ill relative against all medical advice. Elderly Native patients

steadfastly refuse to be hospitalized even though they have become critically ill.

Native mothers refuse to leave their infants alone in the hospital. A hospitalized

Native patient receives a steady stream of family and friends regardless of

posted visiting hours. A Dakota Sioux grandmother arrives at the hospital

emergency room with a small grandchild--neither of them can communicate in
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English. A severe diabetic simultaneously seeks advíce and treatment from both

a local western physician and a traditional healer. Native patients utilize the

hospital emergency room services rather than consulting a doctor during clinic

hours. Many Native patients refuse to comply with the prescribed medical

regimen, and more often than not, fail to make theír clinic appointments.

All of these behaviors are difficult, if not impossible, for the health-care

professional to comprehend without some knowledge of the Dakota Sioux

patient's perception of illness, whích will be addressed in deiail ín a later chapter.

For the moment, it is necessary to turn to a discussion of illness, for this

concept has proven to be problematic in the encounters between Western

physician and Dakota Síoux patient. The terms illness and disease do not stand

in any linked semantic relationship, one to the other. As Eisenberg informs us

(1977:11), "...patíents suffer'illnesses'; physicians diagnose and treat 'diseases."'

Kleinman et al. (1978) support this assessment. lllness, for these authors,

represents the patient's subjective experience of pain and distress. Disease, on

the other hand, represents the physician's view of what troubles the patient.

lllness, however, may occur even in the absence of disease, as when a visit to

the physician reveals no physiological basis for pain or discomfort.

Another area of conflict described by Native patients is reflected in the

"non-communication" that so often occurs in the clinical settíng involving

physician and Native patient. By discounting the statements of the patients in

regards to symptom reporting, the physician is denying the patient an active role

as participant in the relationship. lnstead, the patient becomes an "object" upon

which the doctor locates a malfunctioning "part" and offers a treatment program

ín an attempt to mechanically 'Tix" whatever is wrong (Goffman, 1g62:368). All of
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this becomes highly objective and clinical and totally removed from the social

referents as understood by the patient. lt becomes instead a dehumanizing

process, whereby the patient assumes the characteristics of a ,.thing.',

CONCLUSION

ln an attempt to explain why Dakota Sioux patients are often reluctant, or

uncomfortable, in seeking out the services of Western physicians, the theories of

symbolic interactionism, actual patterns of health-seeking behaviors and patient

explanatory models will be implemented in an analysis of the data in Chapters V

and Vl.

The ínteruiew schedules are desígned ín an attempt to elicít answers to the

following primary questions: 1) Under what circumstances are professional

medical practitioners sought and utilized by members of the Dakota Sioux

communítyl' and, 2) What are the levels of interaction and understandíng within

the clinical setting between physician and Native patient?

Finally, it must be remembered that the research process is itself only a

means of interpretation. lt uses narrative form to find meaning in the social and

cultural realities as they impact on the health-care delivery to Dakota Sioux

patients.



CHAPTER lll: METHODS OF APPROACH

Each method, g?ch way of knowing,
giygs us a kínd of knowledge.
D.W. Fiske. 1986.

INTRODUCTION

One problem of basíc research in medical anthropofogy is to determine

what factors, or combínation of factors, ín the envÍronment--both cultural and

physical--produce, encourage or perpetuate what kinds of illness behavior that

occur within a given community. This is where the potential usefulness of

anthropological concepts in health care settings comes into play. By

implementing the disciplines'broad, comprehensive approach to human life, the

anthropologist is well-equipped to ferret out the meanings of what are often, on

the surface at least, incomprehensible social encounters and episodes. The

benefit of this approach ís recognized by Forgas (1979:87) when he writes that

the:

definition of social episodes as cultural units has the
great advantage that it allows the operationalization
and .study of .stereotypical, commonly occurring
situations, avoiding the problems involved in studyin!
unique and non-recurring actual interactions.

Since any two cultures tend to differ in the way they classify experience,

the anthropologist has to look for a potential range of categories and sets of

categories relating to any parlicular phenomenon. Consequently, methodology in

anthropology has to be able to incorporate the principles that underlie and guide

the full process of studying the often confusing character of
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the given empirical world. lt is the aim of exploratory research to develop and fill

out as comprehensíve and accurate a picture of the area of study as conditions

allow.

Use of the Ethnographic Encounter

The data were collected in this study by incorporating the methodologícal

approach known as the "ethnographic encounter." Ethnography, literally writing

about peoples, is based upon firsthand studies of contemporary cultures through

field research. Encounter, as defined in this research, is a process derived from

psychotherapy. lt seeks to encourage improvement in the dialogue between the

anthropologist and informants by encouraging openness, honesty and sensitivity

to the feelings of others.

By adopting this methodology, the anthropologist is engaging in a search

for generalized, shared patterns of interactional behavior that can be shown to

impact directly, or indirectly, on belief systems and perceptions surroundíng

disease and illness episodes held by both physician and Natíve patient. The

"ethnographic encountei' is a complex and dynamic negotiation in which the

pañies acquiesce, however tentatively, to a certain shared reality for the duration

of the interaction. By acknowledging this subjective perspective, Bruner

(1986:18) can justifíably argue that "...ethnography is not the privileged

authoritative voice about native peoples; it is, rather, one mode of

representation."

Ethnographic encounter ís based upon a specific methodology which

allows the anthropologist to move from theory to a shared reality within the

encounter situation. That is, actual, concrete examples of reported behavior

become the units of observation. This is in contrast to expected and idealized

behavior inherent in all societies. ln this manner, obseruation and data collectíon

are pad of the qualitative methods by which the anthropologist is able to describe
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and interpret the activities and reportings of informants. A central feature of

collecting data ís defining how values will be assigned and how they wíll be

measured in order to test the hypothesis put forward. These operational tools of

the social scientist are defined by Pelto and Pelto (1983:40-41) in the following

manner:

Operationalism is a research strategy in which
primary elements. . (terms) of desciiptions and
theoretical propositions are structured, wherever
possible, in forms that prescribe, or otherwise make
intersubjectivity available, the speciftc acts of
observation that provide the primary transformations
from raw,experience to the languáge of theoretical
systems. (ltatics Oetong to t .

Rather than limíting theory to a deductive .systematízation of empirical

facts, social scíentists are moving towards an acceptance of theory as being a

picture, or a model, of impelling generative processes; that is, a diachronic view

of events and/or phenomena. The emphasis has shifted from rigid formulae to

the construction of models that will descriptively analyze complex

interrelationships among observed variables (McOall & Simmons, lgZB:258,

255). The selection of a methodological approach is, of course, conditioned by

both the subject and content of the research problem as well as the investigator's

interests. Of necessity, this results in the anthropologist operating in the field with

one foot placed squarely in the everyday world of his informants, and the other in

the world of his own anthropological research training and intellectual orientation.

Data Recording and Analysis

The techniques employed in data collection included the use of

stenographic note-taking and tape recordings. All of the material was transcribed

into a typed format and then analyzed for content relevant to the research.

Selected abstracts from both Native and medical informants are to be found in

Chapters V and Vl. ln all cases formal written consent was obtained from
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ínformants prior to interviewing. An example of the consent form is found in

Appendíx A.

ACCESS TO THE FIELD

Acceptance by the Dakota Sioux

Entry into Native communities by anthropologísts is often highly

problematic, given the suspicion and distrust that has been generated by social

science researchers in the field over the last hundred years. Vine Deloria's

introduction to his book, Custer Died for your Sins, contains a scathing indictment

of anthropologists (1 970:Preface) :

lnto each life, it is said, some rain must fall. Some
people have bad horoscopes, others take tips on the
stock market. McNamara created the TFX and the
Edsel. But lndians have been cursed above all
people. lndians have anthropologists.

This general antagonism felt by Native peoples towards anthropologists

was neutralized, in my case, by a serendipitous event. My formal introduction to

the Chief and Band Council was facilitated by a chance meeting with a Dakota

Sioux member of the Oak Lake Band. This meeting took place at the United

States Customs at the lnternational border early one morning in June of 1984.

The individual involved expressed interest in the research and graciously offered

to provide a letter of introductíon to the Band. This act initiated a long process of

negotiation culminating in final acceptance of my admission into the Native

community.

Formal Approval for the Research

Data were gathered for this research within the period June 1984 through

June 1985. The information was collected during unstructured, informal

interviewing sessions with medical and nursing staff, administrative personnel

and Dakota Sioux patients. lnterviews were conducted in the local physicians'
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clinics, in the Reston and Virden hospitals, the Band Council office and within the

private homes of Native informants.

The interview schedule directed towards the medical and nursing staff was

designed to elicit information on levels of contact and types of experÍences with

Native patients. Questions were formulated in such a way as to allow the

respondent to freely discuss his or her feelings and impressions about the

behaviors and understandings of Native patients. Questions were also desígned

to determine the awareness of traditional healers within the district, and the

impact theír presence has on health care for the Dakota Sioux. Fínally, the

degree of knowledge about Dakota Sioux culture was elicited. All of these issues

impact directly upon the quality of care given to Native patients. The reader is

referred to Appendix B:(ll) for a list of questions used in interviews with

physicians, nurses and administrators. The results of these ínterviews are

located in Chapter Vl.

An ethnomedical interview schedule was designed for use in sessions

with Dakota Sioux patients (Appendix B:l). Specifically, questions were directed

towards discovering the experiences of Native patients within the Hospital District

in order to find areas of potential conflict and misunderstanding. lnterviews were

restricted to individuals who had actually experienced contact wíth the Western

medical system, such as visits to the clinics or one of the local hospitals. The

purpose of this questionnaire was to elicit and gauge the perceptions, beliefs,

values and explanatory models held by Dakota Sioux patients. The full

documentation of findings can be found in Chapter V.

Formal permission for this study was granted by the Governing Board of

Hospital District #10, the Chief and Band Council of the Oak Lake Sioux Reserve

#59, and the Faculty of Arts Ethics Committee, University of Manitoba (Appendix

c.)
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After receiving final permission from all of the agencies involved, a

process which began within the Hospital District in February 1g84, arrangements

were made with the Chief and Band Council to commence the field work. A

Community Health Representative (CHR) was assigned by the Chief to work as

my primary liaison with the Band during the course of the study.

The Community Health Representative

An elaboration of the role of the Community Health Representative is

necessary, as this individual proved to be invaluable to me personally and to the

smooth progress of the study. She did not fill the role of principal informant.

lnstead, as occurs so frequently in anthropological field work, one person in a

culture takes on the role of primary contact, acting as both teacher and friend,

guiding one through the difficulties of learning how to behave and to find one's

way around in the culture. Such was the role of the CHR, Jean Eagle.

From an administrative perspective the position of the CHR on Reserves

is part of a general move by the Federal Medical Seruices to begin the

involvement of Native community members in the provision of health-care

services. The Community Health Representative Program is designed to provide

community health information instruction, to educate Native peoples in safe

health practices and to assist communities to identify their needs for effective

health services. Other functions include explaining local culture, community

health needs and problems to the local, non-Native health-care delivery team. ln

order to attain these impressive objectives, the CHR undergoes six weeks of

'Training". This normally takes place under a Public Health nurse on other

Reserves. The CHR assigned to the study at Oak Lake did not receive any

'ïraining" until she had been in the position for over a year. Her function, from my

observation, appeared to be solely that of handmaiden to the the demands of the

local Public Health nurse.
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The value of the CHR to this study, however, was crucial in that she

possessed knowledge of those indíviduals who were currently under the care of

local hospitals and physicians, as well as those persons who had previous

experiences with the health-care delivery system. An additional benefit provided

by the CHR, due to her fluency in English and Dakota Sioux, was her influential

role as translator and ¡nterpreter. Her kindness, hard work and commitment to

the goals of this research project enabled the field work to proceed with a

minimum of difficulties.

INFORMANT PROFILES

. ln all, data were collected from thirty Dakota Sioux informants, ranging in

age from twenty to eíghty-one (See Table l). Within the medical setting, two

physicians, four nurses and various administrative personnel were interviewed.

From the outset, the women of the Oak Lake community interacted

warmly and openly, showing a genuine interest in the research project. The men,

however, remained aloof and reticent for some time to participate in the research.

They held themselves at a distance, quíetly obseruing my behavior and

interaction with the Chief and others in the community. ln time their hesitation

dissipated and they too expressed an interest in being interviewed, and became

just as actively involved in the study as the women.

INTERVIEWS AND OBSERVATIONS

Participant Obse rvatio n

The utilization of "participant observation" as a research method requires a

smaller sample of the population under study, as opposed to the macro

technique of survey (Agar, 1980; Pelto & Pelto, 1983; van Wílligen, 1986).

Parlicipant observation requires that an intimate knowledge of the informant's

perspective must be learned and treated with respect. As Agar (1980:1 14) states
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in defense of this emic stance, 'Ihe term suggests that you are directly involved in

community life, observing and talking with people as you learn from them their

view of reality." Parlicipant observation is also an indispensable part of any

research program that focuses on the meaning that individuals place on

situations and encounters.

By adopting this non-directive role, the anthropologist is in a better position

to acquire an understanding of the other's beliefs (explanatory models), as well

as an appreciation of the symbolic relationships between client and clinician.

Maintaining an "emic" position allows the anthropological researcher to

escape the fallacy of objectively viewing the social world under study. That is, the

substitution of an individual outsider's perspective for that of those being studied

is studiously avoided. Thus, in order to ascerlain the maximum knowledge of a

cultural group, the anthropologist utilizes the participant observation stance in

order to relate systems of belief, values and behavior within a cultural seüing.

Becker and Geer (1957:28-32) have outlined the basic assumptions and methods

of the pafticipant observation approach:

The most complete form of the socíological datum,
after all, is the form in which the partícipánt observer
gathers it: An observation of some social event, the
events which precede and follow it, the explanations
of its meaning by participants and spectatois, before,
during, and aÍtei ít's occurrence. Such a datrjm gived
us more information about the event under study than
data gathered by any other sociological method.'

lnterview Technique

A major research problem was the necessity of reson¡ng to an

interpretation of the clínical encounter through the use of reporting methods. This

process of being one step removed from the actual encounter required extensive

interviews with both Dakota Sioux patients and the Western health-care



39

providers. A detailed analysis of the final transcripts was undertaken to elicit

perceived areas of conflict between clinician and client.

Through intensive interviewing of Native patients and their Western health

care providers, an attempt was made to understand the patterns of behavior

associated with episodes of illness and expectations of care. Because of the

tendency of closed questions to constrain responses, the investigator interested

in understanding respondents' internalized, and often unconscious, feelings in

depth is advised to use an open-ended format. This is a personal predilection on

the part of this researcher, and is not a method shared by all anthropologists.

However, this technique made possible a retrospective construction of

past illness episodes and medical care experiences. This also allowed

informants to speculate on possible changes to the system that would perhaps

create a more effective health-care delivery program to the residents of the

reserve. Suggested improvements thus elicited included the provision of an

adequate transportation system, the development of a clinic on the reserve,

together with a contract physicían sensitive to the special probfems facing Natíve

populations, health education programs directed at target groups (e.g., pregnant

women, diabetics, etc.) and active local particípation in health-care delivery.

Three crucial interpersonal skills were drawn upon during the interviewing

sessions. First, and to this researcher, the most important skill is the ability to

engage in active listening. As Carl Rogers states (1961 :331), ,,real

communication occurs...when we listen with understanding." A good listener is

one who perceives the needs and feelings of the speaker without being in any

way judgmental.

Second, the interviewing process itself requires the researcher to have an

unconditional acceptance and deep respect for statements made by informants.

This allows for the possibility of an unfiltered flow of ideas.
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Third, the researcher needs to develop a sensitivity to the local realities of

the community under investigation, and not deal with events as objects to be

measured but as subjects carrying meaning. ln other words, a basic assumption

made by anthropologists is that a cultural group perceives and orders its universe

in a patterned, orderly and identifiable way.

The purpose of this qualitative research was stated very directly to all

concerned: I was a student interested in learning about Native experiences

within the Western medical system. Consequently, in writing about health-care

professionals and their Native clients, this study is not filled with massive

quantification for we are dealing here with individual subjective perceptions of

experie nces, not statistics.

During the interviewing phase of this study, information regardíng the

Native informant included age, gender, marital status, number of children,

primary language, occupation and education. This was followed by a series of

questions directed at health and illness behavior. Examples of questions include:

Have you had any contact with doctors or hospítals within the last two years?;

What happened that made you seek out a doctor's help?; When talking to the

doctor, did you understand what he had to say about your problem?; what do

you think caused your problem? For a full list of these questions, the reader is

referred to Appendix B (l).

Limitations of the lnterview Method

Much time and effo¡'t was devoted to looking for meanings that were

intended in my informant's disclosures, but were not immediately evident from

their answers. For example, random questions covering a wide range of topics

were required to establish a comfortable rapport with the respondent. This was

necessary before one could elicit any productive information, because the Dakota
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Síoux are made uncomfortable by the direct mode of questioning. For the Sioux

implicit responses are just as significant as those that are explicit.

The contextual understanding of information requires a close observation

of facial expressions, attention to long periods of silence and awareness of body

language. These became commonplace techniques employed during the

interview sessions to assist in interpreting the meanÍng attached to statements.

A lesson soon learned was that total dependence on purely verbal responses can

be very misleading for the enthnographer, in that it may divert the researcher

away from the primary objec{ive.

When informants' statements were incong ruous or obviously contradictory,

it was necessary for the interviewer to remain silent. This allowed time for

informants to reflect upon and clarify their statements. A case in point is when

health-care practitioners state that they have no special problems with Native

patients, and then continue to lament that these same patients failto comply with

a proposed treatment regimen. Another example is when nurses reply that

Native patients are just like everybody else, and then go on to discuss how the

Dakota Sioux are difficult patients. This incongruity runs throughout the

interuiews.

Throughout the research there was a concern and a search for patterns

in the responses from both sets of informants: health-care practitioners and

Native patients. These structures manifested themselves very early in the

interviewing process with both groups. The results will be explored in depth in

later chapters.

ESSENTIALS OF F¡ELD WORK

A minimal level of rapport and acceptance is essential to anthropological

field work, and one way of establishing this needed support is to guarantee

anonymity to all informants. Consequently, the reader will find no names
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attached to statements in this work. Thus, an operationalized trust model is an

essential ingredient of anthropological field work.

ln addition, the uniqueness of the anthropologist's training enables the use

of personal experience and resources to establish rapport with not only the

community at large, but particularly at the level of the individual. The cooperation

and support of the Dakota Sioux was secured, in part, because of the respect

given by the researcher to their traditional beliefs concerning disease and illness

states. Also, the Dakota Sioux, like any other group, aie quick to judge the

motíves and sincerity of the researcher.

Contact with individual health-care providers, on the other hand, was

simplified by the blanket approval received in advance from the Hospital Board,

as well as from the physician group. The interviewing procedure was easier in

that a "shared" culture was perceived to exist between the researcher and

individual informants. They too have a voice and hold equally important

perceptions on their side of the equation in this reporl.

An important discovery revealed in the interview sessions is that people

don't talk directly about their personal behaviors, instead they relate personal

experiences which are reflections, or surrogates, of actions and feelings. ln

essence, the communication of experience tends to be self-referential, or as

Bruner has written (1986:9-10):

Expressions are the peoples' articulations,
formulations, and representations of their own
experience.... Our anthropological productions are our
stories about their stories; we are interpreting the
people as they are interpreting themselves.

CONCLUSION

To repeat an earlier caveat, the analysis offered here is not intended to

serue as a full description of the phenomena observed. ln other words, this

research does not take into the final equation all the ramifications of what it
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means to be lndian. lt is rather a selective focusing on those elements within the

community that direcily impact on the health of the inhabitants.

The medical anthropologist, especially one trained in psychological

anthropology, is skilled at distinguishing between the psychological and

physiological needs of a people in relation to their cultural orientation and value

system. The value and import of medical anthropology in coming to grasps with

differences in approaching medicine is clearly expressed by Kleinman (1gg0:g0-

81):

Medìcal anthropologists have shown that the
ppplication of values to types of illness has an
impoñant influence upon the.decisions people makein responding to particular eþisodes of
sickness....varue structurès pray a crirciar rore in
evaluations of therapeutic effióacy, with frequent
conflicts between the evaluations of-practitioners and
patients.

This thesis places strong emphasis on the past training and experience of

the anthropologist, because both play a major role in how one perceives

situations and other people. The careful observation of events increases the

researcher's ability to recognize potentíal areas of conflict and misunderstanding.

Exploring the belief systems that underlie expressed behavior is one effective

route to understanding and interpretation.

lnterest, involvement, subjectivity and empathy become crucial means of

graspíng the cultural context behavior of Dakota Sioux patients. Consequently,

the results of this study indicate a strong need to be cognizant of cultural

differences in order to facilitate communication within the therapeutic relationship.

This approach strives to reduce the inherent ambiguity in the interactional setting

between Dakota síoux patient and western health-care providers.



CHAPTER IV: THE RESEARCH SETTING

Every part of this soil is sacred in the
estimation of my people. Every hillside,
gvery va!!ey, every plain and giove, has
been hallowed by some sad or happy
event in days long vanished. The veir!
dust upon whiõh you now stand
responds more lovingly to our footsteps
than to yours, because it is rich with the
blood of our ancestors and our bare feet
are conscious of the svmpathetic touch.
Seattle. a Dwanish Chíêf. '18S4.

INTRODUCTION

"The setting" is a taxonomic device employed by anthropologists ín their

descriptive analyses, and as such it is designed to set the scene of characters

and actions within a parlicular framework. ln this manner, the "who,' "what,"

"where," and "why" of the participants and events are conveniently placed into a

contextual field of understanding. This "setting" ideally incorporates not only

geographical parameters, but also includes social and cultural factors viewed

from a historical perspective as well as that of the current day.

This chapter describes the cultural and social systems in which the

Reserve and Hospital communities find themselves embedded. The prevailing

rules of conduct and accompanying stereotypes held by each group will also be

summarized. The basic definitions of social and cultural systems utilized in this

thesis are those taken from Leininger (1970:1 46-147):
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1). A.system is an assemblage of parts, persons, or
objects that are united by sõme form 

'oi 
order'(or

relationships) and that show siqns of beiho
interdependent in. their vital func[ioning as añ
organized unit or whole.

2) A social system refers to an assemblage of people
united by some form of regular interactión in'whìch
members show sets of behavior which are
independent in function and yet, these behavíors are
interrelated for the optimal functioning of the whole
unit.

3) A cultural system is concerned with the normative
beliefs, values, and action patterns of a designated
grogp of people who show signs of being interielated
and interdependent.

This theory of social systems should not be interpreted as implying that

every part of a society or group is rigidly interconnected in some fashion. On the

contrary, every social system contaíns internal discontinuities and contradictíons

among its parts. This, however, is not necessarily a negative aspect of social

systems, for these same contradictions are themselves the vital agencies of

social movement and change. Granting that this is so, how does this impact on

health care? As areas of dissension, discord, hostílity and misunderstanding are

uncovered and brought into the light of scrutiny for resolution, improvements ín

health-care delivery to Native patients may follow

One of these contradictory elements is the concept of culture itself.

Culture ís paradoxical in that the individuals within a given society are both the

bearers and transmitters of culture to the next generation. However, though

customs and traditions are strongly resistant to sudden and radical change, they

are at the same tíme constantly, if imperceptibly, changing. This is especially

true in regards to perceptions of health and illness.

A caveat is called for at this juncture, for there are a myriad of external

factors, other than culture, which help to shape the configuration of our health-

care system. These include political, economic, socio-structural, historical,
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perceptual and environmental determinants (Kleinman, 1gB0:4S). Each of these

elements directly impacts upon the quality of health care available to Native

patients.

PERCEPTUAL DETERMINANTS

Analysis of Rules of Conduct

All cultures provide their members with sets of rules that govern conduct

and behavior. As such, "most social behavior can be best understood as the

pedormance of acts which are governed by the rules and roles of the ímmediate

cultural milieu, and where such rules are cognitively represented by the actor"

(Forgas, 1979:8).

Where there is any interactíon, people will act in accordance wíth

predetermined rules which define "how to act" in líght of the expected reciprocal

acts of others. This "knowing," however, often fails to transfer effectively into

medical situations. Understanding becomes displaced in those situations where

the patient, for example, ís automatically assumed, by virtue of symptomatology,

to be "just another drunk lndian," rather than, in fact, the victim of a heart attack.

Even though Blumer may write that "it is the social process in group life that

creates and upholds the rules, not the rules that create and uphold group life"

(1969:19), I would argue that the attending emergency room physician, in the

situation depicted above, not only controls the immedíate environment, but also

establishes criteria for treatment in accordance with his perceptions. tn other

words, if the clinician perceives the patient as being under the influence of
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alcohol, he will treat him according to the equation Native individual plus slurred

speech plus unsteady gait equals "drunken" lndian, until evidence to the contrary

cannot be ignored.

lnteractive behavior in a given environment depends on how individuals

perceive that environment. Different situations or episodes determine which role

an individual selects as being appropriate in a given setting. A case in point is

when health-care providers lament that Native patients are reticent to engage in

dialogue, let alone discuss those "sensitive" topics regarding the functioning of

the body. For the Native patient, the clinical setting is not socially appropriate for

this type of discussion. Native patients become very uncomfortable in a situation

where they perceive themselves to be at a social disadvantage.

The patient always brings something with him from his cultural

background that wíll define the way he perceives his relationship with the

physician. This intangible will facilitate or impede the interaction and

communication between the two parties. Each actor is involved in a process of

social interaction, whether they be patient, family or hospital staff member.

Moreover, each brings into the relationship a set of perceptual expectations

which can become distorted anywhere along the line of communication between

staff and patient (King, 1962:308).

Distortions in perception are normal, however, "because the assumptions

about and modes of explaining illness vary across groups" (Fabrega, 1979:25).

Culture plays an important role in this process as it orientates the individual in

dealing with an illness crisis. "...lllness is a symbolic entity, the meaning of which

is given by the medical taxonomy of the group" in question (Fabrega, 1979:38).

ln addition, "...illness constitutes a behavioral alteration that is physiologically and

chemically grounded but socially and culturally condítioned" (Fabrega, 1979:47).
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Social Psychology of the Group

I agree with Blumer when he states that "the premise of social psychology

is that group life is the setting inside of which individual experience takes place..."

(1969:102). However, the life experience that the individual brings into a social

interactional setting cannot be negated. One does not simply discard, holus-

bolus, previously held values and beliefs as one adopts new ideas. ln other

words, cognitive mapping overlaps incoming information without obliterating that

data already held in long-term memory. A gradual modification takes place, for

after all, group life consists of a network of stimulus-response relatíons, and is

based on interaction between individuals. Or, as Blumer would say, human

association consists of two human beings interacting with each other (1969:104,

108).

This group life is based on a community's social organization, which is

revealed in the rules of conduct that govern people's behavior in public places, as

well as in private settings. Specifíc acts of conduct are judged as proper or

improper by the specific social groups involved (Goffman, 1963:3-5). The

concepts of approval that a community assigns carries with it (Goffman, 1963:6-

7):

1) The strength of approval for upholding a rule; and
2) the consequence of failing to uphold a rule. Both
refer to classes of acts. Freedom of choice within a
class of required conduct may blind the individual to
constraint regarding the class as a whole.

These rules become blurred within the clinical setting of the Western

physician and the Native patient, because of a "perceived" difference in power.

Whenever there is a power differential between two parties, real or imagined, the

more favored and dominant group, e.g. physicians, has more freedom to cross

barriers of conduct than has the less favored lndian. This sets in motion the

aftificial construction of social barriers, which social anthropologists have
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described as distancing mechanisms. What is missed is that in this process

physicians isolate themselves from the patient's interpretation of the illness

episode. McCall and Simmons clearly íllustrate this paradox when they say that

(1978:26):

An impoñant feature of social boundaries is that they
face in two directions: Not only do they prevent uó
and. those very much like us from moving'out of our
social spheres to interaction possibilities beyond, but
they also prevent many categories of ijissimilar
people from entering the sphere we inhabit.

All social boundaries exhibit Janus-like characteristics: They affect not

only WHO we are likely to interact with; they also constrain, in very real terms,

WHAT we can do. Over time, they also lead to the development of stereotypes.

The Marginal Position of Natives

The paramount feature which appears to separate Native individuals

within this study from their local health-care providers is that they occupy a

position that is marginal to the dominant non-Native group. That is, they inhabit

that no-man's-land of "not-belonging." They are regarded as being inherently

different; as being somehow apart; in short, as the outsiders.

But, different from what? Apart from whom? Outside where? These

críteria of differentiation are elusive because they are dependent upon a

deceptively simple, two-dimensional geography of social structure--upon the

assumption of fixed boundaries. There is an obvious logical slippage in all this,

for these boundaries are not real, in the sense of being measurable, especially

that junction between the "me" in here and the "you" out there. However, the

"we" feeling, that sense of group cohesion, is promoted by a homogeneity of

membership. The more afike members feel they are, the easier it is for the group

to acquire a sense of unity.



50

The socially and economically marginal situation of the Dakota Sioux is

inherently stressful and a source of much anxiety. People living under these

conditions are more prone to create self-directed symbolic threats, such as the

belief in "bad medicine." consequently, the dual problems of poverty and

discrimination faced by lndian peoples may contribute to the initial onset of

disease and its progression and severity by restricting access to medical

services. ln thís way, economic and social factors interact with cultural ones to

produce poorer health conditions among Native populations than in the

surrounding non-Native communities. This discussion of perceptual

determinants is necessary in undgrstanding not only the clinical encounter

between clinician and Native patient, but more imporlantly in penetrating the

existing social relations within Hospital District #10.

THE RESERVE: HISTORICAL PARAMETERS

The Dakota Sioux in Canada

The original presence of the Dakota Sioux in Canada predates the

establishment of the lnternational Border by several hundred years. As a
nomadic group following the migration patterns of the plains bison, the Dakota

Sioux travelled as far north as the lnterlake district of Manitoba, and as far west

as the foothills of Alberta. W¡th the demise of the large herds of bison and the

territorial expansion of White settlers westwards throughout the plains region,

these Native peoples were forced into a defensive positíon. This encroachment

onto their traditional hunting grounds inevitably brought them into direct conflict

with the military forces of the United States.

As a result of two major military campaigns during the 1860s and 1870s,

the Sioux fled to "Grandmotheis Land" (Canada) where they sought refuge and

protectíon from punitive retaliation at the hands of the United States Army. This
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relocation was intensified following the Battle of the Little Bíg Horn ín 1g76 when

the Sioux, under Sitting Bull, though half-starved and frozen, were able to escape

their pursuers.

There are currentfy eight Sioux Reserves in Canada, four located in

Saskatchewan and four in Manitoba. The composition of today's population of

Sioux is primarily Santees and Yanktonais, with a small group of Teton Sioux

(Hunkpapas) living in Saskatchewan. Even though the Canadian Sioux are not

Treaty lndians, they have much the same status.

The present location of the Oak Lake Dakota Sioux Reserve #Sg was

established in 1 877 after the community was relocated from the Turtle Mountain

region (Howard, 1984:31). This is the smallest of the eight Sioux Reserves in

Canada, being only four miles square. As of 1984 the population stood at 320

persons, a small poñion of which has relocated to other communíties. From

historians we hear a great deal about the demise of the lndian on the Northern

Plains. Spicer, however, has recently stated that "both the population and the

number of lndian ethnic groups are about the same as they have been for the

past 200 years" (1982:103).

Divisions within the Sioux Nation

There are three major divisions among the Dakota speaking peoples: the

Santees, the Wichiyelas (sometimes called Yankton), and the Tetons. During the

late 1600s, all three groups were living around the headwaters of the Mississippi

River in the Mille Lacs area of Minnesota (Spicer, 19S2:107). As a result of the

"Minnesota Uprising" of 1862-63, many of the Santee Sioux retreated into

Canada. These peoples were the ancestors of the Oak Lake Sioux community.

According to Howard (198 :2Q, the band composition of today is primarily

Wahpekutes; however, there are also Wahpetons, Yanktonais and Sissetons
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present. ln the course of my interviews, very few of my informants named their

band affiliation, which ís not surprising for the Dakota Sioux maintain that non-

Natives would not appreciate the historical significance of band affiliations.

Subsistence Patterns

The traditional mode of subsistence revolved around the hunting of bison,

accompanied by fishing, gathering and hunting small game. Today, however, the

economy of the Dakota Sioux is primarily based upol limited employment

through the Band Council Office and welfare checks from the Federal

Government. They can no longer hunt in the area, as most of the local farmers

have fenced off their fields and posted "no trespassing" signs. This act has

effectively prohibited hunting by anyone, including Natives. This is a recent

change, according to several of my informants, that has resulted in resentment

on the part of the Reserve community. lndians now fear being shot at by

farmers if they do attempt to hunt on controlled lands. Fishing is also a way of

the past, as the Sioux have no easy access to Oak Lake. Even if access were

made available, the lake is experiencing high algae and pollution levels together

with dam building, which has lowered the water table, resulting in a paucity of

edible marine life. There is a small creek running through the Reserue, but it is

not very productive, yielding only a few fish.

The Band Council attempted to raise cattle for a few years as a means of

securing a stable income for the community; however, the soÍl on the Reserve

was found to be so poor that intensive grazing became impossible. The project

was terminated, and the cattle were sold at auction. The condition of the land is

not suitable for raising crops either, as it is very sandy and rocky. Paradoxically,

other soils in close proximity to the Fleserve yield excellent crops. The question

must be raised as to why the Sioux were originally placed on lands known to be
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non-productive. During the past several years, even the meager kitchen gardens

which were planted by individual families were soon decimated by a combination

of drought and grasshopper infestations.

These conditions result in the residents being dependent on outside

sources for basic subsistence. The Reserve is located approximately 20 miles

south of the Town of Virden, and I míles north-east of the Village of Reston,

making the acquisition of food goods and staples both time-consuming and

difficult, parlicularly during the winter months. There is a small store located on

the eastern edge of the communíty where many residents procure their essential

supplies. This, however, is a very expensive alternative for the Reserve

community tor the goods here are grossly overpriced and inferior in quality to

those available in the stores of Reston or Virden. The questionable "benefít" for

the residents of the Reserve lies in the availability of 'credit" from the store

owner. Unfortunately, this credit soon becomes a heavy burden as the Sioux

inevitably find themselves getting deeper and deeper into debt. Turning over the

majority of their government checks every two weeks to the store owner, they are

left with very little to spend on other necessities of life. This vicious circfe of

debUdependence has direct implications for the Natives' sense of self-worth and

self-image.

Environmental lssues

While the importance of sociopolitical and environmental issues are

recognized as crucial variables in health-care delivery services, they are not

specifically addressed in this study. This does not mean, however, that these

items were intentionally neglected during this research, only that the focus of

research was not dírected towards these topics. For example, one crucial

environmental factor is the supply of safe and clean water to the residents of the

Oak Lake Dakota Sioux.
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Between 40 and 50% of the homes on the Reserue are without running

water. Consequently, water has to be stored in tanks, these being refilled twice a

week by a local water truck. Many homes are without indoor washroom facilities,

necessitating the use of "outhouses" during all seasons of the year. Homes that

are approxímately one year old have sinks, toilets and piping installed for water

hookup; however, the main services have never been installed to utilize these

facilities. The useless conveniences sit in mute testimony to the indifference and

insensitivity of the Federal health authorities.

As of 1985 the community was served once a week by a Medical Services

nurse from Brandon. She currently takes water samples from local wells and

tanks three to four times annually. This is done to test for levels of bacteria that

would indicate fecal contamination. I was unable to procure the test results from

the Medical Services office in Brandon, and I am unaware of this informatíon

being relayed back to the Chief and Band Council.

A cursory review of the Hospital Claims Data Sheets for residents of the

Oak Lake Band for 1984-85 reveals a high incidence of acute bronchitis, víral

upper-respiratory tract disease, pneumonias, and gastroenteritis (see Appendix

D.) This information, freely available to the public through the Manitoba Health

Services Commission, clearly indicates that many of these disease states are

linked to inadequate water supplies. The group most at risk are children between

the ages of 6 months and 10 years of age.

It is well established in epidemiology that conditíons favoring the spread of

infectious dísease will vary depending on the causative organism involved.

However, there are some common criteria. The spread of almost all infectious

agents is favored by overcrowding, inadequate sanitation, and poor personal

hygiene, all three of which are "normal" living experiences for the residents of the

Reserve.
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It is, for instance, common to find three generations of a family living under

one roof. This is not a situation of choice; rather, it ís a reflection of the

inadequate housing supply available to members of the Oak Lake Band. lt is not

unusual to find ten to thirteen members of an extended family living together. lf,

as commonly is the case, the group has to rely on the water truck for twice

weekly fillings, then it is apparent that there will, at times, be insufficient water for

the entire family. The occupants have no choice but to practice water rationing in

order to accomplish the bare minímum of daily tasks.

These tasks include cooking, laundry, bathing and general cleaning of the

living quarlers. Cooking is an activity that will take precedence over the others.

What happens, however, when there is insufficient water to cleanse, and

hopefully disinfect, the utensils? lf a salad is prepared in an uncleaned pot that

was previously used to wash a freshly killed fowl, the end result may well be an

outbreak of Salmonellosis ín the community.

Medical scíence's most outstanding achievement in human ecology has

been its victory over the infectious diseases. The poor living conditions on

Reserves contribute to current-day health problems, and this issue has not been

adequately addressed in health-care programs for Natives. Poor nutrition,

substandard housing, etc. all result in a reduced immunity and tolerance-to

pathogenic bacteria and viruses. These 'ïhird world" living conditions are a

normal part of Reserve life, which unfortunately impacts upon the group least

able to resist the effect of disease--the children of the community.

This emphasis on water conditions is not to suggest that it is the only

variable involved in the disease states of Native patients. However, it is an

example of a crucial element in maintaining good health in any given population.
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Cultural Adaptation

Each Reserve community represents different cultural adaptations, based

on its own historical circumstances. As such, "each represents a unique

expression of contemporary lndian life" (Grobsmith, 1gB1:37). One element of

impoftance that is demonstrated by the Dakota Sioux involves kinship. Family

ties are important, and are the mechanism through which each individual ís

connected to another. This allows for a certain degree of interdependence and

emotional security. To iflustrate the importance of familial ties, Devereux writes

in his classic text (1951 :50):

Among Plains lndians, and among many other lndian
tribes. as well, children were habitually râised by their
grandparents. . Tl.'ip fact presumabiy strengthened
emotional bonds with the tribal past.

This practice continues today. lndeed, many informants stated that a

major reason for their dropping out of school was to be able to stay at home with

ailing, elderly grandparents. They report that "after all, my grandparents took

care of me when I was small, now it is my turn to look after theír needs."

Members of the Oak Lake Dakota Sioux Reserue maintain a proud

tradition of having been an independent people, in origin at least. Today the

Reserve community serves as a reference to the idealized past. lt is a symbol

invoked by a people who share a common historical style, based on overt

features and values. Through the process of interaction, each member of the

community internalizes that common ídentity. This requires continual avenues of

valídation in order to maintain their role-identification. This is a central function of

the pow-wow celebrations held every summer, as well as other more sporadic

ritual events.

One feature that separates the Dakota Sioux from the surrounding White

communities is the extent of social change to which they have been exposed. ln

this sense, social change refers to any alteration in the social arrangements of a
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group or society. As a response to a wide variety of social conditions, and in

reaction to an externally imposed culture, the Dakota Sioux have developed theír

own unique "ethos"--their own sense of "self" and identity.

MEDICAL SERVICES: HTSTORTCAL PARAMETERS

Structure and Administration

The major funding agency for Natíve health lies within the jurisdictíon of

the Federal Government, which in itself presents a major: contributory problem

that ís only briefly covered in this paper. However, the day-to-day delivery of

health-care services to Native patients rests with the Governing Boards of local

health facilities which are in turn funded by the Province of Manitoba through the

Manitoba Health Services Commission.

Though it is important to remember that this research examines the

contextual nature of the perceived, as well as the actual, cultural disparities

between Dakota Sioux patients and their Western health-care providers, it is

equally important to recognize that it is descriptive of an ongoíng dynamic

process. Thus, there is a salient, self-evident need to develop more'appropriate"

health services and medical care for the local Native population, whose members

differ culturally from those who currently have the professional responsibility for

the provision of these services.

One possible political strategy would be the transfer of responsibility for

health-care to the Dakota Ojibwa Tribal Council, and eventually to the local

Bands. "Appropriate" care, however, remains a central issue of concern. This is

due to the fact that primary causes of poor health for those living on Reserves

today hasn't changed much over the past fifty years. Unemployment,

malnutrition, housing and sanitation problems are all issues of major concerns to

the Natíve residents, and impact directly on the state of their health. That the
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Dakota Sioux wish to assume self-government within the context of health is

clear, for they state (Dakota Ojibwa Tribal Council, Health Position paper, 1gB3):

It is time that the lndian people themselves arrive at
an alternative method of health and health care
delivery, for we must determine and control our own
health care system, in order for it to work effectivelv.
We, the lndian people of the Dakota Ojibwa Tribâl
Council, thus assert our aboriqinal. ireatv and
constitutional rights to health care,-and.will háve the
authority and responsibility to provide the health care
delivery. to our people. We, as lndian people, must
and will determine the course of action ahd future
policy of our health services.

Although the full, complex spectrum of issues that disadvantage the Native

population cannot be addressed in the thesis, the alleviation of health problems

will have positive benefits for all sectors of Native life.

The Culture of Medicine

For the present, hospitals are the core institutíonal providers of health care

in rural Manitoba, the management and effectiveness of which is dependent upon

that delicate and complex relationship between the hospital Administration, the

Board, the medical and non-medical staff and the patient popuration.

Typically the structure of staff composition and patient population of rural,

community hospitals differ in their socioeconomic levels and familiarity with each

other from that of urban facilities. To a large degree, socio-economic differences

are due to the rural hospital being one of the major employers of the community,

offeríng higher wages and status to staff members than can the farm or the shops

in the Town. Moreover in rural settings, hospital personnel tend to be more

homogeneous than those in urban hospitals. The majority of staff in rural

facilities are most likely to be long-time residents of the area, perhaps even born

in the local community.

The hospital setting, like any other, strives to achieve an internal

consistency among its members through the development of its own culture. The



59

"iulture of medicine" may not be reducible to a sinQle theme, but it is still more

than a catchall of diverse customs. Any culture, includíng that of medicine, is a

set of meanings, understandings, and perceptions that are related to each other

by an entire web of mutual expectations. ln other words, cultural forms take on

meaning and are produced within social systems. Thus, individuals encounter

the world around them in systems of social relationships.

This enables people to schedule their acts relative to each other, ensuring

that interaction takes place smoothly without interference or duplication. Taking

the social system of a hospital as an example, one finds a high level of conscious

and deliberate system planning, or "rationalization" in the terms of the German

sociologist Max Weber. The entire operation of a hospital is split up into a

number of discrete, often autonomous depañments. Within each of these there

is a further subdivision into a multitude of tasks, each of whích can be done by

one worker or a small team. ln these divisions every worker's actívities are

complementary to the others', and the sum total of everybody's efforts is the

completion of tasks. Any social system, though not perhaps consciously

designed, first splits the totality of social life into a number of compartments, jobs,

offices, or whatever and then relates these parts to each other to make a whole,

working organism. Consequently, health institutions may be viewed as distinct

cultural and social systems. As such, they are as readily studied and anatyzed

by anthropologists as are the Tiwi of North Australia.

The culture of medicine reflects all of the major contemporary societal

drifts, such as bureaucratization, depersonalization, professionalization, and
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urbanization (Rosengren & Lefton, 1969:5). ln describing the culture of medicine,

Rosengren & Lefton write (1g69:71):

Some of the maín features of hospitals, seen as social
systems, have to do with the atiemot on the oart of
their participants-{he patients as well as siaff--toresist the depersonalization which attends
organizational life.... Although patients are a part of
hospitals, they have ranked iather low on the s'cale of
analytic. priority. They are affected by but seldom
themselves affect the structural chaiacteristics of
hospitals.

All client-serving organizations, including hospitals, "...are at once the

servicers and the servants of the local community" (Rosengren & Lefton,

1969:13). ln order to maintain control, hospital personnel require the

"...collaboration--or at least the passive acquiescence--of the client...in the

delivery of the service" (Rosengren & Lefton, 1969:16). To elaborate on this

theme fufther, Goffman informs us that (1962:323-324):

An important way in which two individuals may deal
with each other is as server and served. By exþloring
the assu.mptions and ideals behind this occupationã
relationship, I think we can understand some of the
problems of hospitalization.... A oersonal-service
occupation may be defined, iOeatty,-as one whose
practitioner performs a specialized personal service
for a set of individuals where the servíce requires him
to engage in direct personal communication with each
of them and where he is not otherwise bound to the
persons he serves.

The different patient populations found wíthin hospital settings have

diverse values and beliefs based on their ethnic background. This diversity must

be considered in health-care delivery systems (Harwood, 1981). Othenvise, the

preexisting social distance between the Western physician and the Native patient

makes any effective communication difficult, if not impossible. Consequenily,

within the clinical setting, Native patients often fail to realize that initially--in theory

at least--they have as much control over the interaction as the physician. That

this rarely occurs is due to the internalized perceived differences in status
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between being lndían and being a White physician. in¡s often leads to
misunderstanding as both sides attempt to come to some common ground, yet

find themselves moving further apart.

For example, medical staff refer to the non-communicativeness of Native

patients as being "stoic." ln reality, "...the behavior of an individual while in a

situation is guided by social values or norms concerning involvement" (Goffman,

1963:193). The Sioux patient is reticent to discuss publicly what he/she

perceives to be a private matter, even though in the presênce of a supposedly

"objective" professional.

The Hospital as a Social System

Social systems are composed of social groups, links within a framework of

privilege and status. With this definition in mind, the composition of a hospital is

indeed a social system incorporating and exhibiting its own cultural attributes.

The institution we know as "hospital" for all its segmentedness must somehow

allow and accommodate the routines of hospital life. To accomplish this,

hospitals must guarantee a certain stability to the social relationships among its

members. ln their study of hospitals as institutions, Rosengren and Lefton clarify

this position by stating that (1969:52)

..,the purpose of hierarchy is communícation, control,
and the centralization of information for effective
decision making and for the operationalizing of central
decisions.

Thus, hospital staff find it convenient to employ rules of the road for social

interaction that places individual staff members within a sanctioned hierarchy.

This implementation of the rules of conduct enables people to orient their acts

relative to each other, thus ensuring that the process of interaction goes off
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smoothly with a minimum of díscord. Goffman (1967:49) details the importance of

rules by stating:

Rules of conduct impinge upon the individuar in two
general ways: directly, as'obligations, establishinq
how he is moraily constrained-1õ conbuct himséiÍ
indirectly,. as expectations, establishing how othérd
are morally bound to act in regard to himl

Social events within the hospital also contain elements of situation and

involvement. ln this case, 'Ihe term situation may be used to refer to any event

occurring within the physical boundaries of a situation" (Goffman, 1963:8). The

term involvement, on the other hand, "...refers to the capacity of an individual to

give, or withhold from giving, his concerted attention to some activity at hand"

(Goffman, 1963:43). Consequently, action takes place in and with regard to a

specific situation. This action is formed or constructed by individual, or group,

interpretation. "Group life consists of acting units devetoping acts to meet the

sítuations in which they are placed" (Blumer, 1969:85). Such a process of mutual

orientation in completing social acts is what we mean by social interaction

(Hewitt, 1979:54). This discussion of rules of conduct is important in

understanding the social system of hospitals, for it is only through the

construction of appropriate social behavior that the primary tasks of medical,

nursing and administrative staff are accomplished.

Unfortunately, this process of completing 'Tasks" may compromíse the

primary goal of patient care. That a hospital is a social institution with functions,

goals and objectives is an established fact, with the major purpose being the

effective treatment of patients. Within the hospital environment the pat¡ent

should be the raison-d'efre, the ultimate end of all activity. This reality, however,

is often overlooked in the pursuit of the accomplishment of tasks. Many nurses

for example feel threatened by dírect one-to-one relatíonshíps with patíents.

They maintain distance with peripheral activities, such as filling out forms and
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medication orders. Anything, it seems, is less threatening than really gettíng to

"know" the patient and engaging in genuine dialogue. This is a general problem,

perhaps the most significant issue facing the nursing professíon today, and not

one to be fully addressed by this thesis. Sufficient that these distancing

mechanisms exacerbate the relationship between the Native patient and the

Western nurse.

Development of Medical Seruices

As previously mentioned, the responsibility for Ñative health is held

in the hands of the Federal Government, who began their role as trustee

with the signing of Treaty #6 at Fod P¡tt in 1876. At that time, the

Commissíoners of Her Majesty, Queen Victoria, promised that a medicine

chest would be provided by the government to assist the lndíans when

ravaged by disease.

Shorlly after the signing of the Treaty, the Canadian Government

established the Department of lndian Affairs under the rubric of the lndian

Act. lt was the responsibility of the Department to minister to the needs

of all lndian people. This included matters of health. During the early

part of this century, the Department began utilizing the services of

travelling Public Health Nurses to service the remote lndían communities

and Reserves. Unfortunately, theÍr functions were highly restricted because

of geographical inaccessibility, especially to the Northern Native

settlements.

ln 1945 the Department of lndian Affairs came under the jurisdiction

of the Department of National Health and Welfare; however, lndian Agents

for the Government remained as health officers for the Department. Also,

much to the dísmay of lndian peoples, other health related components,

such as housing and sanitation, remained in the hands of the Department
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of lndian Affairs. The residents of the Oak Lake Sioux Reserve #59 feel

that this was a fundamental error on the part of Government, a pivotal

event which leads directly to the poor housing and sanitation conditions on

the Reserve in the 1980s.

A degree of decentralization of health administration took place in

1950 when three regional bases were created: the Foothill region,

encompassing British Columbia and the Yukon; the Central region,

íncluding northwestern Ontario, Manitoba, Saskatchewan and Alberta; and,

the Eastern region, covering the Maritimes, Quebec and the southeastern

part of Ontario. This move on the part of Government was an attempt to

make health-care delivery more appropriate to the Provinces, as well as to

speed up the workings of the government bureaucracy.

The Department of National Health and Welfare established

Medical services Branch in 1962, which was designed to handle

health affairs of lndians in the South, as well as to establish a Northern

Medical Unit. By 1966 this administrative area was expanded to cover alf of

Alberta, Saskatchewan and Manitoba, a conglomerate known as the Prairie

Region. Eight years later, in 1970, the individual Provinces became regional

areas into themselves. Manitoba was divided into three specific zones : The Pas

was established as the base for all of northern Manitoba; Norway House became

the station for all Native peoples located in central Manitoba; and, Winnipeg

assumed the responsibility for health-care delivery below the 53rd parallel. This

tripartite division was created to facilitate the operation of the nursing zone

officers. There was no intention to empower the separate administrative units, as

this functíon remained in the hands of the Regional Office, located in Winnipeg

(Dakota Ojibwa Tribal Council, Health Position Paper, 1983).

the

the
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The programs and services offered by the Medical Services Branch cover

the following areas: Public Health programs; Community Health Nurses;

Maternal and Child Health; Communicable Disease Control program; Nutrition;

Dental Health; Health Educatíon; Drug Abuse and Alcoholísm; Environmental

Health; Communíty Health Representative Program; Non-lnsured Health

Services; Physician Services; Dental Services; Hospital Services; Medicine and

Drugs; Optical Services and Glasses; Referral Unit; and other services, including

prosthetics/orthotics and ambulance. Even with all these benefits, the Dakota

Ojibwa Tribal Council maintains that the Federal Government "...is failing to
provide services adequately for lndian people" (Health Position Paper, 1gg3:45).

A Description of Hospital District #10

Hospital District #10, located in Southwestern Manitoba, was formed in

1975 with the incorporation of the Virden District Hospital, the Elkhorn Medical

Nursing Unit, and the Reston Community Hospital. The total population serued

by the District in 1983-84 was estimated at 8,752. The District serves the

population of the Town of Virden, the R.M. of Wallace, the R.M. of pipestone, the

Village of Elkhorn, the R.M. of Archie, part of the R.M.'s of Sifton, Albert, and

Woodnoñh, the Town of Oak Lake, as well as the Oak Lake Síoux Reserve #S9.

While the Virden Hospital is the major health facility, drawing patients mainly from

the Town of Virden, the R.M of Wallace and the Reserve, the remainíng

population of the R.M. of Wallace utilize the Elkhorn Medical Nursing Unit. The

majority of the R.M. of Pipestone's population rely on the seruices provided by

the Reston Community Hospital.

' The present building that houses the Virden O¡strict Hospital was

constructed in 1951-52 with a rated capacity of 32 beds. A new complex is

scheduled for construction, which will decrease the actual capacity to 30 beds.

The loss of a few beds will be made up for in gains ín effíciency due to the
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modern design of the proposed building. The current building is a T-shaped

structure made of reinforced concrete to the main floor, with the main storey

being constructed out of brick and tile masonry. AII patient beds are located on

the main floor on one long wing. At the time of this research, the hospital was

served by five physicians, four of whom work out of the local clinic, and the fifth

being an itinerant physician based in the Reston Community Hospital, serving the

Reston-Melita area.

The Virden District Hospital is situated on the Trans-Canada Highway #1,

approximately 29 miles east of the Saskatchewan boundary and 46 miles west of

Brandon. The nearest medical facilitiesto Virden are at Elkhorn, 17 milesto the

Northwest, and at Reston, 29 míles to the South.

ln 1965, the Reston Medical Nursing Unit was expanded lo 17 beds and

renamed the Reston Community Hospital. The hospital undenvent a total

renovation in 1984, adding an adjacent Personal Care Home with a rated bed

capacity ol 20. ln addition, plans are being finalized to replace the Elkhorn

Nursing Medical Unit with a 20 bed Personal Care Home that will have a few

holding beds for limited medical services.

During the 1970s, two Personal Care Homes of 50 beds each were

constructed in Virden, in an attempt to fill the needs of the infirm elderly who

could no longer manage their own residences and requíred a degree of nursing

care. There is now also a 40 unit EPH (Elderly Persons' Housing) in Virden,

desígned to provide independent living accommodations within a group setting.

The increase in Personal Care Home beds in the Virden area is a
reflection of the aging population of the surrounding communíties. These are

principally farmers who move "into town" upon retirement from their many years

of active farm life. As people are living longer, these numbers are certain to

increase. Southwestern Manitoba communities often have 25"/" or more of their
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population over the age of 65 years. Elkhorn is one of the highest, having at last

count over 2Bt" of its residents in this age category. Many of the younger

generation are lured into the urban centers of Brandon and Winnipeg in hopes of

finding employment, thereby often permanently leaving the rural setting thus

exacerbatíng the situation. The proximity of Trans-Canada Highway # 1

facilitates this leakage of the young out of these small farming communities. With

a projected total of 140 PCH beds in the District, the area is rapidly becoming a

retirement enclave.

Even with this growth in medical services and facilities, there are no

elderly Dakota Sioux residing in any of the Personal Care Homes, nor any Native

employee of the District. At the time of this research, one Sioux nurse's aide was

being trained in the Reston facility; however, she and her family relocated to

another Province. Given the population size of the local lndian Reserve, and the

general lack of employment opportunities available to Native peoples, the

absence of Native employees within the Hospital District is disturbing.

CONCLUSION

The Health Servíces Review Commíttee, in its recent 1985 reporl to the

Manitoba Government, "...documents that the incidence of morbidity is

substantially higher for lndians than the general population." They also note that

the high health service utilization rate by lndians is a result of environmental and

social factors, e.g. high unemployment rates, lack of adequate housing and poor

sanitation. What the Committee fails to mention, however, is the lack of

awareness and/or knowledge on the part of health providers about Native culture

in general and Native belief systems of disease and illness in particular. This is a

serious problem that requires immediate redress in the form of educational

programs for facility staff. Other possíble solutions involve setting up a clinic on



68

the Reserve with weekly visits by a 'contracting physician; improved

transportation services for the residents of Oak Lake Reserve #59; and, in-

service programs for Native diabetics.

ln its executive summary (1985), the Health Services Review Committee

laments:

That the health of Manitoba's lndians is far below
acceptable levels on any health status index is
beyond dispute.... lnfant mortality rates and infectious
disease rates have consistently been higher amongst
lndians.... lndians are hospitalized at a rate 4 lo 7
times that of the general population for various
disease conditions.... The incidence of otitis media
and meningitis amongst Native children would be
considered unacceptable in other populations. lndian
and lnuit children are now virtually the only source of
new rheumatic fever seen in Manitoba's hosoitals.
Diabetes is now considered to be an epidemic in the
adult lndian population.

The Repod briefly mentions that the excessive morbidity of tndians and

the higher utilization rate of medical services "...may be affected by many other

factors, including accessibility to services and the practices of health care

professionals." This research contends that it is the actual practices and

attitudes of health-care professionals that is the single major problem within the

clinical encounter with Native patients. lt is the relatíonship between the health-

care practitioner and Native patient that engenders misunderstanding and within

which patient noncomplíance finds its genesis. Since cultural data are not

included on assessment forms and treatment plans for Native patients, ít is only

reasonable to predict that problematic relations between client and practítioner

will arise. For the clinician to achieve positive results in changing health behavior
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among the Sioux patients, a knowledge of their basic belief systems is essential,

for as Goffman states (1962:341 -842):

...thg_q3ti9nt, i.s r1ery interested ín what ís happeníng to
his body and is in a good position to see whä is oer=nã
done.... One solution is 

'anesthesia; 
anotnér-¡õ 

-ihË

wonderful, brand of 'non-person treatment' found iñ
the medical world, whereby the patient is greeted with
what passes as civility, ánd säid farewõlt to in tne
same fashion, with everything in between going on as
if the patient weren't th-ere ãs a social pe-rson- at all,
but only as a possession someone has left behind.

lf this is typical treatment for the general population, and the experiential

evidence indicates this is so, how much worse is it for Native patients? Those

individual's who are perceived as "different" and "apaft"? lt is well documented

that individuals have a tendency to turn to the comfort of things familiar when

events take a downturn. For the Dakota Sioux, a return to traditíonal health

practices, often in conjunction with Western medicine, becomes an effective

means of maintaining a modicum of control in a hostile environment. This is not

surprising when one keeps in mínd that nearly all societies have specífic roles for

the diagnosis and care of the sick. "Most societies defíne clearly the rights and

duties of those roles concerned with the treatment of disease..." (King,

1962:163).

It is therefore appropriate in the next chapter to turn to the actual

interactional sequences between health providers, both traditíonal and Western,

and the Native patient.



OHAPTER v: DAKOTA Stoux PERcEpÏoNS oF THE ILLNESS EptsoDE

It appears that in normal social
interaction the cultural expectations
embodied in the definition of the
situation or _episode are of prime
importance.... Forgas, 1 979 :64

INTRODUCTION

Social episodes involving illness are defined here as the cognitive

representations of a given cultural environment. These are interactional

sequences that normally have a shared representation in a given culture. There

is a commonality of understanding among individuals within the culture about

what constitutes an episode, its primary characteristics, and the norms, rules and

expectations that apply. Within a culture the actual designation of health status is

shaped by factors both intrinsic and extrinsic to the individual. tntrinsic factors

involve perceptions that hold cultural validity as opposed to extrinsic factors

which are superimposed by the medical community, whether biomedical or

traditional.

ln order to illustrate the perceptions held by the Dakota Sioux with regard

to illness episodes, a presentation of case studies within categorical themes are

offered together with interpretive comments. The categories presented naturally

cluster into significant areas of concern to the Dakota Sioux as a community.

These problematic areas are almost always dichotomous in nature, and are

ubiquitous throughout the reported transcripts. Examples would be the polarities
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of traditional versus biomedical healing practices; bad medicine versus good

medicine; trust versus distrust; insider versus outsider; and, dissonance versus

harmony.

The following analyses are offered in an attempt to develop a map of the

cultural landscape of illness episodes represented in the reportages of Dakota

Sioux patients. To accomplish this task, all of the following information has been

obtained from the Dakota Sioux men and women who took part in this research.

Secondly, wherever possible I let the Sioux speak for themselves about their

responses to illness episodes, and these will be indicated by a triple star (***) at

the beginning of each account. I am particularly interested in this section in how

the Sioux perceive themselves in the sometimes perceived unjust world of the

white community around them.

SYMBOLIC ILLNESS

Sioux concepts of illness differ from the bíomedical taxonomy ín that the

Dakota Sioux do not share that hístorical base of scientific medicine, germ

theory, etc. that gave rise to the notion of "dísease." The biomedical approach

has been defined by Engel (1977:130) as foilows:

The dominant model of disease today is biomedical,
with molecu.lar biology its basic_ scientific discipline. li
assumes disease to be fully accounted 'for 

by
deviations from the norm of measurable niologiCál
(somatic) variables. lt leaves no room withiñ its
framework for the social, psychologícal, and
behavioral dimensions of illnesé. 

- 
The -bioriledical

model...only requires that disease be dealt with as an
entity independent of social behavior....

On the other hand, the Sioux do have an extensive set of beliefs and

practices which have deep roots in their own history. These are linked to the

social structure of the group, and to the social behavior of the individual, both of

which arise from aboriginal concepts of etiology. For example, illness may be

caused by bad spirits--and the spirits are bad either because they have not been
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properly appeased, through prayer or tobacco offerings, or because some evil

person has manipulated them through the use of "bad medicine.,, As several

informants noted when commenting on why individuals become ill:

*** sometimes I think it is bad medicine. you know, you wouldn't

think these things would happen today, but they still happen. some

people say, oh that's in the past. But, I don't think so. you have to

watch yourself. lt's not nice to say, but it's true. you have to watch

how you treat other people in order to avoid bad medicine. From

what I've learned, and what the elders have passed on to me, most

problems that the individual faces is bad medicine--like, someone

doesn't like you and wants to get rid of you, well that's when you'd

have to see the medicine man.

*"* I have a story about a member of my family. He was having

trouble with his throat and he couldn't swallow. He went to see the

doctors in Melita, Reston, vírden and Brandon for tests. After

visiting all these different doctors, he was referred to winnipeg for

further testing, but they didn't come up with anything at all. He

continued to lose weight. He lost about 7s pounds in three months.

He couldn't sleep, and he had bad dreams that would keep him

awake at night. He was seeing spirits in his dreams. you

understand what I mean? People would come and talk to him.

These were people that were gone a long time ago. They were

always bothering him. The family finally talked him into seeing the

medicine man. we never thought he would go because he didn't

believe in the old medicine. He used to laugh about it whenever I

would mention lndian medicine. I told him he shouldn't laugh about
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it because he's lndian too. so, he had to find out the hard way, by

getting really sick before he finally saw the medicine man who

comes up from Rosebud in the States. First, though, he saw the

medicine man from sioux valley who told him it was too late--he

was going to die. He told him, you should have come to see me

earlier, now there's nothing much I can do for you. So, his sisters

brought him home. They felt so sad that he was going to die, and

after thinking about it, they asked the medicine man'from Rosebud

to come and treat him. This is a very powerful medicine man, and

he told him that he wouldn't die. He told him that in a few months

he would get his health back and be well again. After seeing the

medicine man three different times, a healing ritual was scheduled

during which time the medicine man sought the assistance from the

spirit helpers to make him well. Anyway, the reason he couldn't

swallow was because there was an eagle feather stuck in his

throat, whích the medicine man pulled out. lt was a small feather,

all covered with blood and stuff. The medicine man said it was the

result of "bad medicine"--someone was jealous of him because he

was the alcohol counselor for the Band at that time. Somebody

was envious of him and had another medicine man send the bad

medicine by placing an eagle feather in this throat, making him very

sick. Everyone had noticed how much weight he had lost and how

bad he looked. I told his brother to take him to the medicine man

for help. Now he believes in lndian medicine--that's good. So,

that's the way he got cured.
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*"" I took my daughter because she was having bad dreams and

headaches. we saw the medicine man from Rosebud. He was at

sioux Valley visiting his grandmother, so r took my daughter to him.

The first thing you do is to give him some tobacco and 1/2 yard of

red material, and when you go and see him, you give him the

tobacco first and tell him why you are there. He knows already that

you are coming and why, which is surprising, eh? You don't ask,

"Can you help me." You're not supposed to say that, because the

medicine men don't like that. when my daughte/s headaches

started, she was seeing the doctors in virden. They kept teiling her

she was suffering from migraines. But, she kept getting worse

every day, and I was getting worried about her and said to her one

day, I'm going to take you to the medicine man. She said O.K. if

that's what I want to do. so, I went out and bought some tobacco

and red material. Maybe you can buy him a blanket, but you never

offer moneyl So, I took her to see him. She was scared because

she'd never been to a medicine man before. When we got there,

he was not at home, so we waited around for him to return. His car

was there, so we kept knocking on the door, but there was no

answer. So, we went to his sister's place, and she said that he was

at home. She told us to wait a minute and she would call him. She

phoned him, but there was no answer. We went back, and he was

home. He said he had someone there that he was treating, and

that's why he didn't answer the door or the phone. He went and got

his stuff, and then he did his sweetgrass ceremony. He told us to

all sit down--me, my daughter, and my daughter-in-law. lt's kind of

scary. He uses an eagle feather when he doctors people. He knew
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right away what was wrong with my daughter. she had a ieally bad

headache when we went in, and he was doing something to her

head with the eagle feather, all the time singing and praying. After

he was through, he asked her how her head felt. She said the

headache was gone. The medicine man told her the headache was

caused by way back in time when our ancestors were around.

They had broken taboos of some kind, and now their trouble was in

my daughte/s head. She was being punished for something the

ancestors did. I had told her that before, but she didn't believe me.

She was surprised when the medicine man told her that, which was

good. After that she never had a problem with headaches again.

*** I had to take my daughter to the medicine man once. Someone

had stolen her purse, and she was really upset. ln our culture,

when you lose something that you treasure, such as money or gold,

our old people say that O.K., but when you lose a loved one, you'll

never have them again. So I told my daughter, we can buy you

another purse. I told her not to worry about it, but no--she couldn't

sleep at night. I told her I was going to take her to the medicine

man to see what he thinks. I took her, and there were a lot of

people there that night. He doctored her, and he knew right away

who took the purse. He said where she could find her purse, minus

the money that was in it. The medicine man told her that the two

people responsible for the theft would tell her they did it sometime

in the future. He said it was the result of "bad medicine," because

someone was jealous of her job.
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*** I never used to believe in Native medicine, or anything to do with

traditional lndian ways, until last year. I was having this terrible

time swallowing food, so I went to the doctors in Virden. They

couldn't find anything wrong with me, and sent me into Brandon.

They sent me into Winnipeg for further tests, but nothing was found.

My family convinced me to see the medicine man, and I did. I

almost died. I had lost over B0 pounds, and was really sick and

weak. The medicine man cured me--it was "bad medicine."

*"* I had a sore throat that wouldn't go away. The doctors in Virden

couldn't cure it, so I went to the medicine man. He performed a

healing ritual during which time he pulled a really small eagle

feather out of my throat. He told me it was sent from the States by

another medicine man. Some people didn't like what I was trying to

do here as a counselor--they were jeatous. The medicine man that

cured me told me that in the lndian way, these people went down to

the States and had the other medicine man practice "bad medicine"

on me. He got out that feather, and there was some black stuff all

over it. lt was like black jelly. The medicine man totd me that was

the bad medicine.

*** lf you go and see the modern doctors in the clinic in Virden, or

the hospital in Reston, and they can't find anything wrong, but you

know what is the matter--that is when you go to see the medicine

man. The cause is almost always "bad medicine." I see a lot of
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that stuff happening today. There are times I want to tell my white

friends, but I don't think they would understand. I don't like it when

people outside make fun of our ways.

**" Some illnesses, you go to the modern doctors--you know, in

Virden or Reston, and the illness goes away with the right type of

medicine. But, other illnesses can't be treated by the white doctors.

Like with me. I went to Dr. A in Virden, but he couldn't help me. So

I decided to go to our own healer. Even I had trouble believing in

what he was doing. You know, even though I am lndian and use a

sacred pipe at home and pray every night, the ways of the medicine

man are so different from the white doctors. I used sweetgrass.

Maybe that is why the healers medicine worked and I got better. I

just know one thing--it worked.

*** lf the sickness is a major thing, you go to the medicine man by

yourself at first. Later when he does his healing, it has to be with

the whole family present. So, you end up with a large group of

people. This is especially 
.true 

when it is because of "bad

medicine." From what I've learned, and what the elders have

passed on to ffie, most problems that the indivídual faces is

because of "bad medicine." Like, someone doesn't like you, and

wants to get rid of you--well, that's when you'd have to see the

medicine man. Otherwise, you are dead. You have to go through

the rituals and prayers and songs to get well and throw out the "bad

medicine."
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One can see from the statements above that for the Dakota Sioux the

locus and danger of "bad medicíne" usually rests within the evil thoughts of

others, especially when envy and jealousy are present. ln other words, not only

behavior, but "bad" thoughts have power to cause illness in an individual. ln

addition, a major characteristic of the Dakota Sioux belief in "bad medicine" is

that illness may not immediately follow the infraction of a cultural prescription.

lnstead, the effects may not be felt for days or even months. The beliefs of the

Dakota Sioux regarding this phenomenon cannot be dismissed as mere

superstition. They are real and have a profound meaning for the believing

individual. This is where the power of belief systems comes into play, for the

potency of "bad medicine" lies in the believing. lf one acknowledges this cultural

tenet, cure can only be found with the help of a powerful medicine man and his

spirit helpers.

Clearly, there is no one, typical symptomatic pattern "caused" by bad

medicine. However, illness episodes which involve individuals holding positions

of prestige ancVor paid employment within the community appear to be more

common, and it is these individual who are more prone to the effects and power

of bad medicine. lt should be noted, on the other hand, that in a number of the

repoded occurrences, patients were taken to the medicine man only after

consultation with the local physicians in Reston, Virden and elsewhere. lt seems

that causality is recognized only after the fact. ln other words, when other

possible sources of the illness are ruled out, the concept of traditional etiology

gains credence.

The conceptual framework within which traditional Sioux medicine is

located maintains that illness is caused by the intrusion of eíther a real or

symbolic object into the patient's body. This is usually in the form of an eagle

feather--an object held in reverence by the Dakota Sioux. The eagle belongs to
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the "Powers Above," including the Thunderbirds, hawks, swans and lesser birds

(Howard, 1984:100). This ideology of causation differs from "germ theory" or

"systems error" offered by the biomedical model.

ln the case of infectious disease, the best evidence that biomedicine offers

regarding the capacity of microorganisms to "cause" disease is reflected in the

fact that an individual's general good health helps to maintain the body's natural

resistance to disease. This finding arises from the fact that many organisms that

"cause" disease coexist with the healthy organisms as commensals. For

example, among bacteria, Staphylococcus aureus is a common opportunistic

pathogen that takes advantage of hospitalized patients with lowered immune

states who are already in a weakened condition. This bacterium, a normal

inhabitant of the skin and mucous membranes, very rapidly develops phage-

types of resistance to the common antibiotics. Eradication is often ditficult once it

has become associated with an infection. lt readily spreads from person to

person. lt has been estimated that between one and 10 percent of hospitalized

patients will develop nosocomial Staphylococcus aureus infections. Thus, it is

often incorrect to say that a given organism is the sole "cause" of an infectious

disease. Clearly, factors other than the presence of a given organism determine

who develops disease and who does not.

Similarities do exist between the concepts of bad medicine and germ

theory, however, for in both the forms of causality are invisible to the naked eye;

both entail illness in one form or another; and, both can be treated, if not cured.

The difference appears to lie in the eye of the beholder. That is, those who

believe in one particular medical system over another are more prone to extolthe

efficacy of that system in terms of "perception." We are not measuring statistics

here, but rather comparing different perceptions--difficult variables to quantify.
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Pragmatically, what must be brought into this discussion is the presence

(or absence) of medical systems available to any given community.

THE PRESENCE OF TRADITIONAL HEALERS

It seems reasonable to assume that it is the meaning which an individual

assigns to the context of an illness episode which is the most important factor

affecting his behavior. ln addition, since symptoms are rarely unambiguous, and

as individuals differ in their interpretation of the costs and sometimes rewards of

becoming "sick," the assumption of a sick identity involves a process of

negotiation between the person, those surrounding him and the individual filling

the healing role (Strong, 1979).

ln the case of the Dakota Sioux, the role of healer is not filled by any one

individual, but is a position shared by both Western physicians and traditional

healers, or medicine men. lt is not so much a question of either/or in the

utilization of medical services, as it is what shall be the utility gained from each

specialist. The Western biomedical physician is sought because of the perceived

power of scientific medicine, particularly in regards to the use of antibiotics. On

the other hand, the practices of the traditional healer enable the Native patient to

understand the basic cause of the illness in question; that ís, to place the

understanding within a Native context. Put another way, biomedicine asks the

question, "How did I get sick"? Traditional medicine asks the more profound

question, "!Vhy did I get sick"? There is a wide gulf of meaning and expectation

that is exhibited in this dichotomy of How and Why.

As is typical throughout the world where tradítional healing systems are

found adjacent to modern biomedical facilities, patients will avail themselves of

both systems, often simultaneously. This next section will, however, concentrate

upon the presence and utilization of traditional medicine by the residents of the

Oak Lake Reserve.
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The Sioux Medicine Man

The single most important factor in Native healing uncovered in this

research is the Sioux medicine man's belief in the effectiveness of his cures and

the accuracy of his diagnoses. Several Sioux informants, when encountering

traditional medicine directly for the first time, related their feelings of being scared

or unsettled upon placing themselves in the hands of the medicine man. They

were all told that the cure would be ineffective if they harbored doubts about the

medicine man's ability to rid them of their illness.

Westermeyer (1977:98) maintains that "...efficacy does not inevítably

depend upon a shared world view between healer and healed." This research

testifies to the contrary, for when belief systems are at opposite ends of the

healing spectrum, the effectiveness of treatment remains in doubt. lf the patient

does not believe in the treatment modality offered, it is highly unlikely that a full

and complete cure will result. lt also gives a convenient "out" for the medicine

man if the cure does not prove effective, i.e. you didn't believe strongly enough in

his abílities.

One essential prerequisite, then, for the effective care of the sick within

traditional Sioux medicine is the patient's belief in the powers of the healer. The

traditional medicine man helps to create this spirit pf confidence by his

application of theology to therapeutics, as well as by the secrecy and awe which

surround his vocation. To pursue this further now ís to anticipate a later

discussion. First we must allow the Dakota Sioux to give a verbatim account of

when and why they resoft to traditional healers.

*"" We have about 320 people on the reserve, and I'd say there are

about 50 people over the age of 65. Most of them understand a

little bit of English, but they don't speak the language. Most of our

elders, if they are really sick, don't want to go to the hospital. They
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want to see a medicine man, and stay at home with their families.

They don't associate with the white society. That's why traditional

ways are important to them.

*** Today, only the medicine man knows everything about the old

ways. lf you have a real problem, you have to contact the medicine

man from Rosebud, and he will come up. He usually comes up

quite a bit in the summer. He is very young to be so powefful.

*** We don't have our own medicíne man at Oak Lake, but we do

have some people that are working their way up to being a

medicine man, or woman. lt takes a long time. There are medicine

people at Sioux Valley. lf the lndians can't live in the white society,

it doesn't matter. We have our own culture. Like my grandparents

always told me, it is hard to be lndian. I think it was easier for my

grandparents. They lived the way they wanted to. They had more

freedom to practice lndian medicine in their day.

*** I just recently staded seeing the medicine man. I never used to

cause I was scared of that stuff. My family, however, talked me into

visiting the medicine man. I felt a lot better afterwards. He told me

the white man's food was poisoning me and making me sick. You

see, I have a white man's sickness called diabetes.

*** lt is up to the individual to figure out what is making them sick.

They should have a general idea before they visit the medicine

man. You don't just go and see a traditional healer every day. You
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more or less use it once or twice in your lifetime; and that's only if

you really have to. There are many times that the medicine man

will tell you to go to the white doctor. what ís important is that

Native medicine is better at treating the whole person than western

medicine. My family decides when we see a medicine man. For

example, when my child was hurt, I only found out after going to the

hospital that the medicine man could have helped her better. I

mean, he wouldn't have had to cause her more pain by putting in

stitches. lf I had of known that then, I would have taken her to that

person--that Native person.

*** I am a diabetic, so I use the medicine man--you know, lndian

medicine. I don't have to use insulin, but I do have to watch my

diet. I take my youngest son and daughter with me to prayer

meetings at Sioux Valley for curing ceremonies.

*"* The first time I came out of the hospital, I went to see the

medicine man. This was because the white doctors weren't sure

what was wrong with me. Oh, I had a lot of testing and saw a lot of

specialists, but they couldn't figure out what the problem was. So, I

went to see the healer at Sioux Valley and others. They said--wait--

this is something hard for me to talk about, because I believe in it,

and I don't like to talk about it to outsiders. I just don't want you to

make fun of it, or me. So, well this last one was a powerful healer.

He is a real medicine man, and I'm using hím a lot now for my

whole family. He is really helpíng me with my problems.
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*** I was raised by my grandmother, and I've seen through her over

the years what traditional healers can do and how good their

medicine is. They have prayer meetings to help the sick and their

families. That is good. When I was young, I was not interest in

lndian medicine. But today, I know it's a good thing they are doing.

They can help you. For the last two years, I've really been involved

with medicine people to help me and my little girl. The white

doctors say she is sick, but the medicine man tells me she will be

O.K. I believe in lndian medicine, and I believe in the medicine

man and what he tells me.

*** Today my health is better, thanks to the medicine man.

Sometimes it just works that way. You're 100% again. So, instead

of running and spending money on gas to go to the doctor in Virden

or Reston, I just see the medicine man.

*** | always go to the medicine man first. He will tell me if I need to

see a white doctor--like, if you have to have an operation or

something. The medicine man will know, and he sends you to the

doctor. But, t would always ask the opinion of the medicine man

first.

"**My family has seen the medicine man quite a few times. This is

because we thought one of my children had other problems--you

know, things making him sick besides his health or something--and,

we wanted to find out. But, the medicine man said the child was
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o.K.. That is, the problem was not because of the spirits. He gave

me some medicine to use. The medicine man said the child just

needed more attention from us.

""* I would probably go to the doctors in Virden first, and then I'd

see the medicine man to see if he can help me or the kids. I

usually see the medicine man from Rosebud. He's really been

through a lot. Since he was young, the spirits have been after him

to be a good medicine man. He's on his way now, for he is very

powedul.

*"* Personally, for my family--for my father and his father--we have

never been involved in traditional lifestyles. We grew up in a white

community outside the reserve. So, we go and see a white doctor.

But, I know of a number of people that see the Native healer in

Sioux Valley. We have some medicine people on this reserve too,

but they are still learning. I know there is one guy that comes up

from Rosebud. I think our elders today are more comfortable with

traditional medicine.

**" I haven't used lndian medicine--you know, in the traditional way.

No, I've never done that. Some people on the reserue still use the

medicine man. That is because they have strong beliefs about that.

I respect the choices that others make. I honor that.
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"*" I have considered going to the medicine man, but I've never

really been sick enough. I do think about it though, especially when

I have bad dreams and can't sleep.

**" Myself, I have never gone to the medicine man for me, but my

family goes. My younger brother is epileptic, and he has seizures,

so my mother takes him to the medícine man. The last time was

just a few months ago. The medicine man comes up from the

States--from Rosebud.

"** I don't bother with white doctors anymore. I use the healer in

Sioux Valley to cure whatever is wrong with me. The white doctors

really get me all confused. They said they couldn't help me. So, I

stick to Native medicine. lt helps.

*** My older child and I have seen the medicine man several times

in the past couple of months. I go to the medicine man--not those

white doctors. I figured it was something in the lndian way that was

the matter with me, so I didn't bother going to those other doctors in

Virden. You see, lthought lwas going qazy because lwas having

such bad headaches. So, I went to the medicine man. We have

healers on this reserve, and on other reserves near here; however,

my family uses the one from Rosebud.
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*** Native medicine is imporlant to us sioux lndians. we have one

powerful medicine man who comes up from Rosebud, and there is

another one who comes all the way from New Mexico. Both of

these men are Sioux.

*** lrì the 1930s, 40s and 50s we always used the medicine man.

But anymore people started going more and more to the white

doctors in town. This is because we got too far away from our own

doctors. You see, for a long time we didn't have a medicine man

on our reserve, so--we had to use the white doctors.

*** You have to pay the white doctor, but not the Native doctor.

Medical seruices would probably get unhappy about that! of
course our medicine man doesn't expect to get paid for what he

does. lf you have the spirits helping you to heal, you are there to

help your own people. Years back, the medicine men always

traveled by horse. of course, today they use cars, and that takes

gas and money. To help out, you may offer to fill his tank with gas

after the healing ceremonies.

*** lf the medicine man can't cure you, he tells you to go and see

the white doctors. Most of these medicine men, though, can cure

most anything--diabetes, heart trouble and skin disease. The

medicine man will tell someone with diabetes to see the whíte

doctor, but he also tells them to continue seeing him. I think that's

good. That way, you have someone taking care of the illness, and
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someone else keeping the spirits happy and quiet. That's

important, for if the spirits are angry, lots of people will come down

sick.

*** Every family on this reserve has seen a medicine man and

attended healing ceremonies. They can't say they haven't. Mind

you, lots of people don't like to talk about Native ways, just in case

you might laugh, or make fun of us. I would bet every family has

used Native medicine, and they all know about it. They know how

powerful it is. That's why some people get scared--because of the

power.

What these transcripts reveal is that one essential prerequisite for the

effective care of the sick is the patient's belief in the powers of the healer. The

voices of the Sioux in these reports indicate the continuing presence and

importance of traditional healing methods to themselves and to their families.

By linking Native theology to medicine, the traditional healer is able to

create a spirit of confidence among his people. This is accomplished by weaving

a tightly knit fabric of the intertwined influences of human nature, culture and

religion into medical practices. Through the combination of the sacred and the

secular, the Sioux medicine man ís able to utilize the mysterious and

supernatural powers of the spirit world along with his gifts as a healer to help his

people. Perhaps Hultkrantz (1980:85) has most succinctly summarized the

imporlance of theology in Native healing. He states:
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It is obvious that the medicine man is more relioiouslv
and mystically gifted than other vision seeterË....Hé
possesses a stronger supernatural power and
generally. has. accegg to more helping'spirits than
other visionaries. Above all, he cán õurei the sick.
This in itself indicates his control of extraordinary
supernatural power, since healing often requires thó
highest mobilization of all physical and' psychic
resources, visíonAry insight (clairvoyance), ècétatic
disposition, ventriloquism, dexterity,- and'gymnastic
fitn'ess. We may add one more cñáracteriõtic of the
medicine man: he uses his supernatural power for
the benefit of society....lt is his calling to sustaín the
community ín its entirety and on this sustenance his
social prestige and his politícal power are established.

ln addition to his religious powers, the medicine man is empowered by a

sense of magic and deeply-held respect by the community. The assemblage of

these three elements makes for an atmosphere which is dynamically charged, for

it addresses not only the physiological state of the patient, but the psychological

needs of the individual as well. ln fact, it may be cogently argued that belief

systems act in given ways out of psychological necessity. This does not deny

that these very systems may be structured by external círcumstances, forcing

their shape to adapt to outside pressures.

There is confusion within the anthropological literature as to the

classificatory difference between a medicine man and a shaman. The term

"medicine man" is a Western taxonomy devised by the French Jesuits in the

seventeenth century (Hultkrantz, 1980:84): This was a title given to individuals

who possessed healing capabilities. ln Sioux, however, a "medicine man" is a

wakan man--an individual who has access to supernatural powers when engaged

in healing activities.

One major characteristic of the medicine man is the fact that "...he uses

his supernatural power for the benefit of society" (Hultkrantz, 1980:85), not solely

ín the art of healing. ln light of this responsibility, the wakan man of the Dakota

Sioux attains the status of shaman--one who can establish direct contact with the
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spirit world. This is in direct opposition to Hultkrantz' position on using the term

shaman in place of medicine man (1980:85-86), and is supported by the Sioux

conception of guardian spirits attained through vision quests that lead an

individual into the realm of medicine and religion. Thus, it would be an

epistemological error to deny the S¡oux healer the tiile of shaman.

The Use of Herbal Medicine

Now, as in the past, the Dakota Sioux have within their presence

practitioners of herbal medicine, the knowledge of which is held in the hands of

the medicine men. Some of the elders within the community acknowledge that

they know which plants to use as medicinals, and how to prepare them.

However, the majority in the community commented that they did not have the

training to prepare traditional medicine. On the other hand, a number of

informants gave evidence that at least one member of their family still retained

the required knowledge and necessary skills. The importance that traditional

medicines have for the Dakota Sioux is demonstrated in the following excerpts.

*** Sometimes you have to get the medicines from the medícine

man, but other times you can make it up yourself. But, each illness

is different. Each one needs a different medicine. one medícine

man might make up a whole batch for you to take, and another

might mix the dry parts and tell you how to add the water or other

liquid.

*** Preparing medicine is a special knowledge. Well, I know there

are a lot of people who don't believe in lndian medicine, but I also

know a lot of people are coming back to the old ways and the

medicine man.
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*** For colds and the flu I treat myself. I prepare my own

medicines--you know, lndian medicine. I never go to the white

doctor for those things.

*"* I don't prepare my own medicines because I can get them from

a person here on the reserue. lf not, I go to the medicine man at

Sioux Valley, but he is still in training. Curing is a gift. Not

everybody is able to cure others. All lndian medicine comes from

the ground--from roots and other growing things such as prants and

trees. I believe that lndian medicine is the only medicine that can

cure lndian sicknesses. white doctors don't know how to treat

lndians when they fall sick, because these are usuaily tndian

sicknesses which come from the spirits and the ancestors.

**" The medicine man usually tells me how to make my medicines

and when to take it. I don't know how myself. I do have members

of my family who can make up special medicines for cords and

arthritis, but not spirit sickness.

*** I think most people get their medicines from the medicine man.

At least I do, because I don't know how to fix them myself. I know

some of the plants, but not enough.

*** Whenever I have a cold, I mix up a medicine--it's like a ginger

root--you boil it and then drink it. lt works every time. My cold goes

away along with my stuffy nose and sore throat. My father taught

me how to make this medicine.
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*** Most families know how to make the everyday kind of

medicines, such as for colds and stiff joints. But, if it is really

serious, then you go to the medicine man. He makes the medicine

for you, and tells you when to come back. lt is just like the doctors

in Virden--you have follow-up appointments with the Native doctor

too.

**" The younger generation doesn't know how to make Native

medicine, but the older people, yes, they how how. The younger

people are starting to show an interest in the old ways. I think that

is good. They need to learn from the elders.

*** Years back the only sickness we had was tubercurosis. Those

of our people who went into the special hospitals never came back.

They died. Those that went to the Native healer lived. I remember

a time when my father handled medicine. He was not a medicine

man, but he knew how to fix Native medicine. A lady came to him

with her parents to ask for help. she had tuberculosis. Two of her

brothers had died from this. Her parents ask my father for special

medícine. He made them something, and if it turned clockwise in

the container, the young woman would live. At that time I found it

kind of hard to believe the medicine would work. That woman was

so thin. she was to take three doses of the medicine and come

back after three weeks for more. My father said that within a year

she would be O.K. and gain back all the weight she had lost. And,

she did live and gain back the weight. why can't I learn the same

"way" of healing people?
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""* lf I have a bad cold, I use a plant called muskrat root. That is

lndian medicine. lt works too. I boil it, and then I drink it. lt always

cures me of a cold. The elders still prepare their own medicines.

*"" I usually get my medicínes from the medicine man. He tells me

how to make it, and what it is, and what it is for. Most people today

don't know how to make the medicines, except for the elders. My

boy was cured of asthma when he was little by using lndian

medicines.

*** our elders know how to take care of themselves the tndian way.

But, for us younger people, we have to go to the doctor in town. lf

the white man's medicine doesn't work, then we wiil ask for the

medicine man to fíx us something. I buy things like cough syrup

and vitamins in town, but for other medicines, you have to have

help.

*** My mother stíll uses lndian medicine. she learned how to

choose the plants or roots and prepare them from my grandmother.

I can remember my grandmother visitíng and teiling us how to

prepare skunk oil to use for sore throats and headaches. Of course

the medicine man today uses all these medicines, and he knows

how to make them.

These transcripts indicate that the value of indigenous health care

systems is determined by their ability to remain effective and relevant over time.

lndigenous health systems have diversified into generalists and specialists who
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prov¡de services to fill the gaps, uncertainties and disappointments created by the

biomedical system (Leininger, 1976:13). ln his discussion of traditional healing,

Westermeyer (1 977 :97) writes:

...the category (of traditional healers) will include
shaman, spirit or witch doctor, and herbal doctor.
Their training ordinarily consists of apprenticeshio to
an older healer. The conceptual 'basis for ine¡r
practice is the theological-philodophical world view of
their cultural peers. Ordinarily their powers to heal
stem.. from. .prete_rnatural poweis poss'essed by or at
the disposition of the healer

To anticipate the imminent decline and demise of traditional Sioux healers

is a serious misreading of their cultural history. These healers continue to play

vital roles as first-line practitioners, serving the Dakota Sioux communíty at large,

and providing a continuity of traditional systems of belief. lt is also a mistake to

direct attention in the study of Dakota Sioux medicine solely upon the

pharmacologically active components of herbal remedies. By doing so, we

ignore the source of their continuing power. The enduring value of Sioux

medicine lies not only in its physiologically active properties, but also in the

context of its application.

PROBLEMS FACING THE NATIVE PATIENT WITHIN THE WESTERN
MEDICAL SYSTEM

As discussed in the earlier theoretical chapter, ínteraction may be thought

of as a process--a series of mutually interrelated behaviors on the part of two or

more individuals or groups in which each step is designed to arise meaningfully

out of the preceding steps. Unfortunately, the unique interaction between

physicían and Native patient, with its overtones of íssues of compliance,

discrimination and prejudice, and arends of dissonance and perception is fraught

with difficulty and misunderstanding. Each of these topics will be addressed in

this next section.
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lssues of Discrimination and Prejudice

Repeatedly in this study the Dakota Sioux state that they will more often

than not remain silent whenever they feel that social relationships are unclear.

This is not a new finding, for Basso's work with the lndians of the Southwest

reveals the same response to problematic social encounters (1g70:227). This

acceptance of the silent role, however, does not imply the absence of other

feeling states, such as hostility, bewilderment and/or fear, and reactions of

indignation to being treated as somehow "different." ln addition to illustrating how

inherent stress accompanies these encounters, the following transcripts detail

how blatant overt, as well as covert, acts of discrimination and prejudice operate

within the clinical setting involving Western health-care providers and Dakota

Sioux patients.

*** I never bother going to Virden because, you know, I've heard so

many things about the doctors at the clinic and how they treat

lndians. For example, some kids from the reserve had a fever--

they were really sick--and people took them in a rush to the hospital

in the middle of the night. The doctor got really mad. r guess he

didn't like getting up in the middle of the night. He told my people

the kids weren't sick--there was nothing wrong with them. This was

Dr. Z. He gets pretty mad at the mothers you know. He says that

they are supposed to know how to treat a sick kid, and to know

when they are really sick, and when they can wait to visit the clinic

during the day. But, you know, some of the mothers don't know

what to do. So, I don't bother with the doctors in Virden. I go to

Reston all the time.
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""* I can't stand people who treat us badry. r know sometimes the

doctors run behind in their schedule--their offices are just too busy.

But, why is it they make Native patients wait? rf you are a white

person, you are in and out in no time. lf you are Native you stay in

there for hours--waiting.

"** A little girl that my aunt is taking care of came up with a serious

problem last year, but nobody knew what was wrong with her. The

doctors in Virden couldn't find anything wrong with her, so they

referred her to a specialist in Brandon. The girl had r.8., which is

very rare for us now. During the time before they knew what was

making her sick, her grandfather walked to the police station here

on the reserve to ask someone to take the child to the hospital in

Virden. ln the emergency room, Dr. D came and started asking the

girl a whole bunch of questions, like where did she hurt. He started

pushing her on the chest, and she started to cry. Dr. D got mad,

picked up a box of kleenex and threw it at her telling her not to be

such a baby--there was nothing to cry about. My aunt doesn't

speak English, so she had to just sit there. She started crying

herself. The gírl was 10 years old, and she was scared of being

sick, but she was more frightened of Dr. D. This type of thing is a

real problem for our people. lt makes you feel sad that the doctors

treat Native patients that way, especíally when they don't speak the

same language. Dr. D was really unkind to my Aunt and the child,

which was unnecessary in my opinion. I think they treat us that way

because they know they can get away with it!
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**" My first and last trip to see a doctor in Virden was really bad.

Dr. z just doesn't seem to care. when r wourd ask him a question

about my child, he would yell at me and tell me it was my fault the

child was ill. I didn't like that.

*** The white doctors tell me to eat special foods because I am a

diabetic. us lndians can't afford special foods. we have to eat

whatever is in the kitchen cupboards.

"** A few years ago, I had to take my daughter into see the hospital

in Virden. she had a fight with her husband. The nurses were very

concerned, and they called Dr. Z because he was on call. He said

he would be over in a little while. So we sat, and we waited, and

we waited, and he never showed up. My daughter's head was

bleeding pretty bad, and I was getting really worried, so I went up

again and ask the nurse when Dr. z would come. The nurses said

they didn't want to call him again, for then he would get mad. So, l

ask to talk to him. My daughter was in real pain, and when Dr. Z

came on the phone, I told him who I was, and that we had been

waiting for a long time. He gave me a really bad time. He said,

'don't you know that we doctors have to have our dinner'? By this

time, we had been waiting over two hours! So, I got really mad,

and asked him if he was coming or not. He said no. I ended up

taking her to Melita where they put her in the hospital.

*** The Tribal Police sometimes have to take people into the

hospital for treatment. Sometimes, though, we don't receive any
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response from the doctors or the nurses. For example, one

particular case we ended up having to drive the patient into

Brandon to receive medical care. This was because Dr. c refused

treatment. The patient was a girl who had been raped, and we

needed proof by the doctor. The girl was a juvenile, and we

needed a sperm test done, but Dr. C wouldn't do it. The Dakota

Ojibwa Tribal Council was supposed to notify the administrator at

the hospital to file a complaint, but nothing ever happened. The

worst part is that the RCMP officer that was with me was going to

take action against the doctor. I assumed that he would because

he was a good cop, and I expected him to follow up. I guess he

didn't bother because the girl was Sioux and not white.

*** Not long ago we had to take our baby into the hospital in Virden.

Dr. A admitted the chíld to hospital because he couldn't breathe.

The baby stayed in hospital a whole week, and then I asked Dr. A if

the baby could come home, but he said no. That Friday night we

get a call about 3:30 in the morning telling us to come in because

the baby had gone into convulsions. My husband and I went, and

we waited, and waited, and waited. Finally, about 7:OO we ask for

the doctor, but the nurses said he was having his breakfast and

then was going to church. We wanted to know why the baby had

convulsions, but the nurse told us we had to wait for Dr. A. Well,

we'd been waiting since 4:00 a.m. We wondered what time church

was out, and the nurse said about 11:00 a.m. We stayed there that

whole morning, and finally called Dr. A at 1:00 P.M. He was pretty

upset that we called, because by that time he was eating his dinner.
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He finally came to the hospital around 2:00 p.M. and said we could

take the baby home. we wanted to transfer the baby to the hospital

in Brandon, but Dr. A said no. He simply discharged him, telling us

that the convulsions were caused by giving the baby too much

medication. Even the nurses were telling us to take the baby into

Brandon. So, we took him, even though Dr. A refused to give us a

referral. The doctors in Brandon said the baby should not have

been discharged, but kept in the hospital under observation. The

baby stayed another week in Brandon. Anyway, now I don't trust

Dr. A. He acted like he was mad at us because we wanted him to

come to the hospital and explain to us what had happened. tthink

he made a mistake and was blaming us for it. You see, the

medícine he gave the baby caused an allergic reaction, but Dr. A

wouldn't admit that. So, he got mad at us.

'** I had a gallbladder infection once, and Dr. A gave me some pills,

but they didn't seem to help. So, I went into Brandon to see the

doctors there, and they gave me tests and put me on a different

medicine. Dr. A didn't like that one bit. He told me that because I

was tndian I probably didn;t take the medicine correctly that he

gave me. That really made me mad.

*** One night at about midnight, I had to take my son into the

emergency room in Virden. He was burning up with a fever and in

pain. Dr. Z saw him in the emergency room, and told me it was

some kind of food poisoning. He wanted to know evefihing he had

eaten that day. I told him he hadn't eaten much of anything
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because he'd been sick all day. Besides, we all eat the same thing,

and nobody else was sick. Dr.z said the nurse would give him two

big medicines, you know, the kind they put into needles and squirt

into kíds mouths. He said everything should be cleared up by 6:00

â.ffi., and he lett. The nurse was trying to give him the medicine,

but my child was all hot and crying for me. she said, 'listen here

you little shit,'and she was shaking him. I told her not to do that,

but she wouldn't listen to me. I phoned the next day and told the

head nurse about it, but I know nothing ever happened. After all,

we were just dirty lndians--that is what the nurse had called us.

They don't seem to care about us.

*** sometimes I wonder if we should bother taking our kids into the

cliníc in virden. The doctors talk to you as if you don't know

anything, especially if they say there is nothing wrong with the kids.

But, if you don't bring them in, then the doctors really get upset with

you. They will yell at you and ask why you didn't bring them in

sooner. They willtell you that you are stupíd and irresponsible. so,

sometimes I really don't know if I should take the kids in or not, or

just keep them home and give them aspirin.

**" I remember one incident that happened about my second week

as a Tribal Police officer here. I had a woman who had been in a

bad accident. she had a really bad cut on the upper forehead that

requíred medical attention. This was about 5:00 â.ffi., so I

contacted the Virden hospital to advise them that I was bringing this

woman in for medical treatment. I also gave them a brief outline as
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to what the patient was experiencing, and what she required. we

waited almost two hours in the hospital for the doctor. I asked the

nurse what time she expected the doctor to come, and she said any

time now. Then I asked her if she had contacted the doctor after I

had called in prior to my departure from the reserve. She said yes.

By the time the doctor got there it was 7:00 in the morning! The

patient was really getting uptight, and kept asking me where the

doctor was. She was getting really frustrated, and when the doctor

finally arrived, she asked him why it took so long to get to the

hospital. I guess this remark offended the doctor, because he

turned around and said to her, 'if you're going to have that kind of

attitude, come back at 9:00 a.m. when the clinic is open.' I thought

he was jokíng, but no, Dr. Z turned around and walked out! ln my

opinion, with the doctor knowing that the patient was a little

intoxicated, he should have been more patient and just ignored the

comment she made. However, she did have a right to be upset.

Why did Dr. Z make us wait so long? I dídn't have a chance to talk

to him because he just walked out muttering about drunken lndians.

We waited a bit longer thinking he would come back. He didn't.

We ended up driving the patient to Melita. By this time it was 10:00

in the morníng. She was admitted to hospital right away and stayed

for about three days with stitches in her head. As police officers,

we are required to document the people involved in injury cases,

and the times and places. ln this case, everything was

documented--the exact words of Dr. Z, and his refusal to see the

patient. This information was then forwarded to our police chief in

Brandon.
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*** Dr. z really doesn't treat us very nice. He yells at us, and tells

us we are bad parents because our kids seem to get sick more

often than white kids. That is what he says. He tells us we don't

know how to take care of our children. That really makes me mad.

Children are very special to us. They always have been. But, what

do you do when you don't have enough money to buy food that is

good for them, or have a warm enough house in the wintertime, or

have running water to keep them clean all the tíme? lt is really hard

being an lndian mother with little kids.

*** I remember, not too long ago, one of our elders was really sick.

He was in paín and was having trouble breathing. The políce took

him into Virden, because we weren't sure what was wrong with him.

Dr. Z came to the emergency room, took one look at the man and

walked away. I ran after him and asked him were he was going.

He told me that he didn't have time for drunk lndians. Finally Dr. A

came in and told us our elder had suffered a bad heart attack, and

that he was admitting him into hospital. We were really upset at Dr.

Z's attitude, That man might of died right there in the emergency

room just because he was Indian!

*** lf I have a serious medical problem, I usually go straight into

Brandon. There is no long waiting in Brandon. They have a bigger

and better hospital, and they have more doctors. Besides, they

don't treat you bad because you're lndian like they do in Virden.
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*** orìe time we had to take a guy into Reston with a severe cut on

his forehead. He had been hit with a broken botile during a fight.

we finally got him into the emergency room around 4:00 in the

morning. Nobody even looked at him until almost 6:30 a.m. Finally

they took an x-ray about 7:30 to make sure there wasn't further

damage to his head. We didn't get out of there until g:00 that

morning. I don't think it should have taken them that long. After all,

we were the only ones in the emergency room al'l that time. lt
seems to me that Natives have to wait longer than other people.

*** Dr. C and Dr. Z don't even bother to tell you what it is that they

are giving you. They just give you the prescription and tell you to

go to the pharmacy. lf you ask what it is and what it will do to you,

they get really mad. They tell us we wouldn't understand anyway,

so why should they bother? I don't like ít when they treat me as if I

am stupid or something.

*** I have some concern with the doctors in Virden. Especially with

Dr. Z. He has a really bad attitude when it comes to us lndians.

One time I had to take a thírteen year-old girl into the Virden

hospital. This girl had been abused by her father. He had come

home drunk, and he had punched her around the chest and on her

face. So, she ran away from home. She went into the police

station for help. I took her into the hospital because she was

complaining of a sore jaw and an earache. This was after clinic

hours--after supper. I took her into Virden because I know there is

always more than one doctor around. I called the hospital, and the
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nurse told me that Dr. Z was on call. she told me to call Dr. Z at

home. when I called to tell him why I bringing the girl in, he said it

was not really necessary because it was only natural that she was

sore after being hit by a fist, but this was not a case of emergency.

He told me to take her home and give her aspirin, Òr some pain

kíllers, if I had any. I was really upset. But, what courd r do? lf Dr.

Z refused to see her, there was no sense driving all the way into

virden. when I contacted our office in Brandon and tord them

about the case, they told me to write up a report. I was told the

doctor would be questioned, but who knows? I never heard

anything more about it.

*** A year ago I had to take a woman into the Virden hospital. lt

was after clinic hours--after supper. There are many times when

people from the reserve have to go after hours because they just

don't have the transportation during the day. when we got into the

emergency room, Dr. D was on duty. When he came to see the

woman, he told me that it was not really a case of emergency. His

attitude was really bad. He was very rude and rough with this lady.

He told her that the next time she thought something was wrong

with her, she could wait and go to the clinic during the day. He told

her she was wasting his time! When you continually have this type

of experience with the doctors, you start to wonder why. I have the

feeling they just don't like us because we are Native and have

brown skin. I wonder how the doctors feel when it is a white person

coming after hours? I bet they aren't treated badly like we are.
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*** A few nights ago we had to take a young mother and her

children into the emergency room at virden. This was after supper,

and the clinic was closed. Dr. z was on call, and he really gave her

a bad time. He yelled at her, and called her names. She was

crying by the time we left. I was really upset. Why does he treat us

that way? lf he doesn't like us because we are lndian, then he

should move somewhere else and just treat white people.

""" You know, some people are quite open about not liking me

because I am lndian. One of the first questions I asked myself

when I was growing up was why did I have to be lndian? The

second question I asked myself was what can I do to help myself

when people treat me like did? Once I had a doctor tell me that

most lndians were alcoholic. lt is a stereotype that every tndian is a

drunk lndian. I can feel pain too. Prejudice huds me just like it

does anybody else. I guess lndians aren't supposed to have

feelings.

*** Forty or even fifty years ago, the white doctors around here

were O.K. They even made house calls on the reserve. To them it

didn't matter if you were black or green or blue--they seemed to

care about you as a person. Everybody was just equal. Now, most

of these doctors don't treat us right at all. Let me put it this way.

People on the reserve are dependent on everybody else. I found

out that if you live off the reserve, you are treated differently--better.

lf you live off of the reserve, it is good, but if you live on the reserve,
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forget it. People treat you like dirt, especially some of the doctors in

Virden. sometimes the discrimination can be pretty ugly. I've had

to learn to live with it, and avoid it when I can.

*** Years ago, our kids got kicked out of the schoor in pipestone.

we were told that our kids were dirty and had lice. our kids were

not fit to sit in school beside the white kids. Things haven't

changed. You still don't find any respect for lndians by the whites

around us. They just keep calling us freeloaders, drunks and dirty

lndians. But, you know, you have to look back in history. Why did

we Sioux end up on reserves in the first place? There is a good

reason. The whites wanted our lands, and they took everything

they wanted, and then they tell us we are not able to take care of

ourselves. How is that for talking with a forked tongue? The

doctors today are even worse than the lndian agents of long ago.

*** lusuallysee Dr.A, but not long ago lhadto see Dr.Z because

he was the only one around. I was not too happy with Dr. Z

because of the way he treated me. He was not at all friendty. He

acted like he just wanted to get rid of me real fast. He was rough

and unpleasant. Maybe he treats me that way because I am

lndian. I don't think he treats the white people like that. I have

heard other people on the reserve say that Dr. Z treats them bad

too. I think he just doesn't like lndians. I felt bad towards Dr. Z,

and Dr. C too. None of them treat us nicely. I've even heard some

terrible things about Dr. D, especially the way he treats our kids.

Not just kids, but lndians periodl
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**" I was really unhappy when I was in the hospital. The nurses

weren't friendly at all. I felt very uncomfortable because I had the

feeling they just didn't care about me because I was lndian.

**".Th9 nurses get really mad at us when we go to visit a rerative in

the hospital. Once when my mother was really sick, we all wanted

to be with her, but the nurses yelled at us and said only one person

at a time could stay with her. We had to wait outsiðe the hospital

on the steps. The nurses told us that all of us sitting in the room

with our mother wouldn't make her any better. I don't think that is

right. Our mother was very scared, and she wanted us all to be

with her. Maybe it's just because we are lndian. The nurses

always act like they will catch something from us. That's bad, you

know?

*"" Years ago, the nurses in Virden were nice to us, but not any

more. They are unfriendly, and they are prejudiced against us

because we are Native. You can tell by the things they do, the way

they treat you and the way they talk to you. They treat us like

children who don't know anything. That makes me mad.

**" One thing I don't like is when I have to take the kids into the

clinic in Virden. Even though I am always on time, they always

make me wait two hours or more. I don't like sitting there waiting

and waitíng, especially with small kíds. That is somethíng us lndian

people are always complaíning about--waiting. The doctors make

us wait because we are lndian. They see their white patients first,
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even though I know my appointment was before theirs. somebody

should do something about that. lt isn't fair. But, if you complain to

the doctors, they tell you if you don't like it to go somewhere else.

where are we going to go? lt takes an hour to get into Brandon,

and who can afford the gas? The doctors in Virden know we don't

have a choice. I wish we did.

*** Dr. A is my family doctor. I've had to see Dr. z several times

when Dr. A was on vacation or something. I don't like Dr. z al all

because he gave me shit a couple of times. I don't think he should

have done that. He yells at me and tells me that if I'd seen a doctor

sooner, I wouldn't be so sick. He really gave me shit. He even told

me I was stupid. Dr. z is too cold and uncaring, especiaily with us.

That is because we are lndian. He just doesn't seem to care about

us at all. why do you think he treats us so bad?

*** The nurses just don't understand why the whole family wants to

stay when one of us is in the hospital. This is especiaily true if a

parent or grandparent is sick. They want their family to stay with

them because they are afraid of being in the hospítar. Besídes,

they are used to having all their family around them. The nurses

get really upset. sometimes they get nasty and say that hospitals

aren't places for didy lndians to party!

*"* My grandmother was in the Reston hospital, and she didn't like

the way the nurses were treating her. She felt they were being

mean and too rough with her. We see that happening to our elders,
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and it makes us mad. we don't treat our elders that way. we love

and respect our elders for they are our teachers. The nurses treat

them like shit. when my grandmother got a needre in her hip, she

said the nurse just jabbed it in really hard. she didn't speak

English, so she was trying to tell the nurse in sioux that she really

was hurt, but the nurse didn't understand. our reaction was that we

got mad. After that, the family decided to take my grandmother out

of the hospital. We did too. We brought her homé and then she

was able to die in peace with all her family with her. Everyone felt

better for doing that.

**" lt is very hard on us when our elders die. We younger ones

expect it to happen, but it is still hard for us to lose our elders. We

know it is coming sooner or later, and we try to keep them at home.

That is what they want. They cry if we take them to the hospital.

They tell us the nurses and doctors are rough with them. So, we

keep them at home.

*** Just recently I had to take my little boy into the emergency room

in Virden. He had fallen off a chair and hurt his penis. His penis

was all swollen, and it had white stuff coming out of it. I got him to

the hospital at 7:00 P.M., but I had to wait almost two hours before

Dr. C got there. I don't know why it took him so long, because I

know he lives really close to the hospital. But, he was having his

supper, and we had to wait. My little boy just continued to cry. Dr.

C finally came and said my boy just had a bruised penis, not an

emergency at all. That took him all of five minutes, and he was
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gone. ln the meantime my little boy was in pain and crying. I get

really mad when that happens. Dr. c didn't even gíve him anything

for the pain. He said the swelling would go down by itself in a few

days. The problem is, my son's penis got infected, and then he

was really sick. I blame Dr. c for that. lt was his fault for not

paying attention to my child. He acted like he didn't care.

*** I wish the doctors and nurses would treat us lndians like they do

everybody else. Because we are lndian, we always have to wait

three or four hours before a doctor will see us. we arways have to

wait longer than white people. Why do they make us wait so long?

Dr. Z tells us we shouldn't complain, after all, lndians are known to

be stoic. What do you think he means by that?

"** I don't think the doctors understand Native problems or our

traditions. Maybe they don't want to. I think that after all these

years, they should understand something about us. We are worried

about what will happen to us when Dr. A retires. We don't like to

think about it, but we have to. Who will look after us? Dr. Z? Dr.

C? That scares us.

*** One time I had to go to the doctor because my head hurt. I had

a sínus headache, and my eyes were all red and puffy. So, I'm

sitting there not feeling good and the doctor says to me, 'Well, what

happened? Were you on a tear last night drinking'? I told him I

was sick. He said, 'Sure, that's what all you lndians say.' That is

when I got up and walked out of his office. I don't have to take that
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kind of treatment from anybody. when he said that, it made me

feel so small, and at the same time, I was very angry.

*** Dr. Z is the biggest problem facing the Dakota Sioux. He

doesn't even try to hide his feelings about us. He wears his

prejudice like a new suit, and makes no bones about it. He calls us

names, insults our intelligence, tells us that we are dirty and stink

and that if he didn't have to, he wouldn't touch us. Why doesn't

medical services do something about him?

By necessity, any encounter requires that the participants'take_eAeh_elhe_i

into account," lBlumer, 1969:108). This process means that "...two individuals

are brought into a relation of subject to subject, not of object to object, nor even

of subject to object" (Blumer, 1969:109. A priori, the desired state of having a

subject to subject encounter is lacking in the clinical setting between physician

and Native patient. lnstead, the transcripts reveal a subject to object relationship.

This is a major pitfall of interactional transactions between individuals sharing

different perceptions and statuses. The result is the placíng of severe constraints

on any negotiation process between the physician and Natíve patient, which

reduces the flow of information on both sides (Stimson & Webb, 1975:1 14-123).

The Sioux clearly demonstrate that their interaction with physicians may

best be characterized as asymmetrical. This is most evident in the physician's

repofted level of intolerance, and even contempt, for the Native patient involved

(Weidman, 1979:86). Thus, the key to unlocking misconceptions lies in

understanding not only the perceptions but the experiences as well that a Sioux

patient undergoes when receiving medical services from the local health-care

practitioners.
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Strong (1979:218) has demonstrated that distortions are most likely to be

present during the clinical situation based, not only on misinterpretation, but on

the differing levels of the participants'perceived and rear status:

Groups with little political or financial power and of a
degraded social status have often been treated in

. very different ways from their more fortunate brethren.

The results of this sectíon substantiate that a hígh proportion of Dakota

SÎoux patients have experienced not only episodes of degradatíon but open

forms of discrimination and prejudice. As a result of these questionable

practices by the health-care providers, the Dakota Sioux do not always follow the

instructions of the physicians regarding follow-up visits or taking prescribed

medicines.

The Problem of Noncompliance

often the problem of noncompliance is simply the resurt of a

misunderstanding of directions given by the physician, such as how often a

particular medicine needs to be taken; should the drug be taken with food; how

long must the prescription be continued; and, most imporlantly, what to do if the

medication is not effective in relieving the symptoms? ln other instances, refusal

to take the prescribed medícation may be intentional. This research

acknowledges that this problem is not unique to the Dakota Sioux.

lndeed, compliance with a given medical regímen presents itself as a

universal area of conflict within the encounters experienced by doctors and their

patients. That this is the case is evidenced by the number of articles and books

written on the topic of compliance. The reader is referred to the works of the

following for an in-depth appreciation of patient compliance or non-compliance:

Barsky & Gillum, 1974; Becker & Maiman,1975; Davis, 1966, 1968; Dunnell &

Cartwrighl, 1972; Francis & Morris, 1969; Korsch & Francis, 1969; Kosa &Zola,

1975; Stoeckle, 1978; Suchman, 1 965; and Zola, 1 966; 1972 and 1 973.
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As this study is primarily a description of the Dakota Sioux and their

encounters with Western physicíans, there has been no attempt made to include

a wider comparative database. However, the comparative data are available

within the literature for the interested researcher.

For the purposes at hand, the issue of non-compliance is a double-edged

sword with the physician being as much responsible for Sioux patients not

following a particular regimen as the patient himself. Primarily this is the result of

physicians ignoring, or failing to appreciate, their own roles within the delivery of

health care (2o1a,1981 :241), as well as understanding (or acknowledging) the

cultural expectations of their Native patients.

For instance, a significant factor that mediates complíance behavior

among the Sioux is that they maintain attitudes, beliefs regarding efficacy and

motivations which shape their illness experiences. Often these are not the same

as those expected by their western clinicians. This is where the cogency of

Kleinman's explanatory models become evident (1980:g0-91); for,

beliefs about illness, the central cognitive structure of
every health care system, are closely tied to beliefs
about treatment....Thus ideas about the cause of
illness...are linked to ideas about practical treatment
interventions.

Beliefs about illness are directly linked to the meaning that an illness

episode holds for the Dakota Sioux patient. Wíthin Sioux culture meaning is

always embedded in cultural and semantic illness frames of reference.

Kleinman's work illustrates this process, for he writes that "culture exerts its most

fundamental and far-reaching influence through the categories we employ to

understand and respond to sickness," to which he adds, "...patients articulate

sickness in an idiom of illness that tends to be concrete, preoccupied with

existential meaning, and thoroughly social" (1978:a2Q. The following transcripts

are offered to illustrate more clearly the argument just put forword.
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**" The doctors in vírden said one of my tubes keeps blocking up,

and I was supposed to take this medicine dairy to keep my stomach

clean. You know, to keep my intestines cleaned out. I really don't

understand what my intestines has to do with my tubes. I still

continue to have problems, and I guess I will. The doctors told me

it will never go away. They didn't say why though. I'll have to

continue taking the medicine, and continue to live with the pain.

So, I'm taking the pills every day, but I don't see that they are doing

any good. The pain is still there. Perhaps I'll ask the medicine man

about these pills.

*** Dr. X never bothers to explain to us what all the medications are

or what is wrong with us, he just gives us a lot of medicine.

Sometimes, for example, I know tempera is good for you and

antibiotics. But, if Dr. X gíves me or the kids something else, no t

just leave them or take them home and throw them away. I just

take, or give my kids, the main things. I just take the stuff that ís

supposed to help me or the kids--not all that other stuff. Dr. X is

always giving us thíngs like vitamins and other little things in

addition to free medícine besides what you went there for in the first

place.

*** lf the prescription is a liquid, I know you have to take it until it is

all gone. With the tablets for colds, if the kids and I are over our

fevers or whatever and there are still pills left, I keep them until
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another time. You never know when someone else will get sick

again. I just put them up on the shelf. I especially save medicine

that was made for the children.

*** Dr. X is really nice. He is always giving away free medicine. He

gives me these certain pills for my head colds. He is easy to get

medicine from. My sister had a bad cold and went in to see Dr. X.

He gave her about five or six different things to take all at once. I

said my goodness, you're going to be out of it taking all those pills.

He also gave her some pain killers,and some sort of capsules and a

spray for the back of her throat, and a cough syrup and some more

pills. She took all of them like he said, and she was just sitting

around like a space cadet--like she had been sniffing glue or

something. I had told her not to take allthe drugs, but she said that

the doctor told her to. lt was an av'¡ful lot of medicine for just a cold

and sore throat. She is only young, and doesn't know which

medicines to take or when.

*"* Dr. Z pul me on some kind of tranquilizer for my headaches, but

I didn't agree with taking that kind of medicine. I don't like taking

drugs that make me feel weird or nothing like that. You never know

the effect they will have on you, so I refused to take the pills. I

threw them away.

*** Our elders won't go to the white doctors or to the hospital. lf you

try to get them to take a doctor's pills, they will spit them out saying
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it is bad medicine. They are afraid of pills and stuff. lt's really

because they don't believe in the white doctors medicine. They

only believe in the medicine man.

*** When you only have $70 a month to buy food for your whote

family, you can't eat all the things the doctors tell you to. I have

cravings now that I am pregnant again, but I can't afford to buy the

fruits, vegetables and high protein meats that Dr. A tells me I need.

I am forced to go to a guy that knows me before the welfare money

comes in, and I have to buy food on credit. Then, when our check

comes in, we have to pay our bílls. Some of our kids are on the

milk program offered in school, and that really helps. What I don't

understand is why Dr. A yells at me when he sees the kids eating a

candy bar. They crave sweets too you know. He tells me I am a

bad mother because I don't feed my kids right. That's when I get

mad, and I throw his medicines away. What the hell, you can't live

on pills!

""* I don't use any of the medicines that the doctors give me. That

is because once when I was really sick and losing a lot of weight,

the doctors in Virden told me I had ulcers. The drugs they gave me

made me even worse, so I went to my father, and he gave me

tradítional medicine. After taking it, I vomited for two days and

nights. After that he gave me something again to start the vomiting.

Everything just came out, and then I was O.K. You see, it wasn't

ulcers at all. I started eating again, and I wasn't síck anymore,



117

and I started to gain weight. Months later I went back into see Dr.

z, and he said he was wrong--l didn't have ulcers to stañ with. Now

I don't trust them or their medicine. Look in my cabinet. I must

have thirty different bottles of drugs just sitting there. I will give

them to somebody one of these days.

*** We have a real problem with Dr. C and Dr. Z. They never tell

you what the medicine is for. That is a problem for us. They should

explain to us what the drug is and everything. They just tell you to

take whatever until it is all gone. They don't tell you what to do if

the medicine makes you even sicker! I broke out in hives once

because of a medicine. My whole body was on fire, but I didn't

know it was the medicine, so I kept on taking it. They had to put me

in the hospital and pump my stomach to get rid of the medicine.

Now I don't trust the doctors. I don't go anymore. I don't take any

more pills at all. I go to my own kind of doctor. He takes care of

me. There's nothing wrong with me anymore.

*** Dr. A doesn't even do any tests anymore. He just tells me I am

getting old and puts me on strong pain killers. He doesn't usually

even tell me what is wrong with me. I have been going to Dr. A for

a long time now, but this last tíme when he put me on those pain

pills, I was so sick. I didn't like the strong pain killers that Dr. A

gave me. Myself, I am always afraid to take those medicines. You

know, any kind of pills don't agree with me. Now I only take aspirin,

vitamins and cough syrup. Everything else got thrown in the trash.



118

*** Dr. X gave me some medicine not long ago for a sore throat.

He gave me four bottles of some stuff, and told me to finish all of it.

I took it, but it made me so dizzy that I stopped using it. That

medicine really made me sick.

*** Sometimes people think that once they aren't sick anymore they

can stop taking their medicine. Once they are feeling better, it is

hard to make them understand why they have to go back into the

doctor for a follow-up visit. With some people, it is really hard to get

them into see a doctor. You have to really encourage them to go.

ln some cases, they still hang on to their traditional ways;

sometimes they are just scared--especially the older people; and,

sometimes it is simply too late. They just won't go to the white

doctors or take their medicines. Our elders want to stay at home

when they are sick--not in hospitals.

Staying in hospital is difficult for Dakota Sioux patients, and the records

clearly illustrate that premature self-discharge is a common activity. ln many

cases this is due to the feeling of isolation from family support systems. ln other

cases the impetus for leaving hospital against medical advice is motivated by

strange noises and unfamiliar equipment, terrible smells and primarily being

made to feel inferior.

For instance, íf a Native patient feels slighted by the attitudes or behaviors

of the nursing or medical staff, or confused and frightened by the proposed

treatment regimen, he may simply gather his belongings and leave. Sometimes

the patient's dislike of the food offered by the facility will be sufficient reason to
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trigger his desire to return home. The reasons are multiple in origin, making

optimum health-care delivery difficult for the physicians and nurses, ¡f not

impossible in many instances.

On the other hand, Dakota Sioux informants failed to categorize non-

compliance as an issue of any particular importance. What is necessary to keep

ín mind is that "understanding the efforts of the patient to adapt to the world of the

hospital requires information from two areas, that of psychological processes and

that of cultural background" (King, 1962:360). However, when cultural pressure

fuses with physical and psychological need, the enforced dependency of

hospitalization makes for difficulties in adaptation.

Continuing with a medical regimen implies a multitude of mutual

understandings: what the illness is and what can happen if the drug therapy is

not maintained; why it is important that the medication be taken on a regular

schedule with (or without) food; how long the drug is to be taken, particularly

antibiotics; what to do if the medication makes you more ill than you were before

you started; what potential side effects to look for; and, most imporlantly, why it is

necessary to see the physician for a follow-up visit. A major stumbling block to

all these issues is language.

The Role of Language

Given that many Dakota Sioux patíents are not totally fluent, or

comfortable, utilizing English as a first language, let alone with the jargon

employed by health-care practitioners, it is easy to recognize a potential area of

conflict ín the delivery of adequate health care. ln specific, Eisenberg and

Kleinman (1981:16) criticize physicians for their ambiguous use of language,

irrational forms of logic and lack of clarity in the clinical setting. "Medicalese" thus

becomes a very real problem for Native patients, and as such, it is not surprising

that we should find confusing metalanguages taking place between physician
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and patient. Even in the clinical settíng where both parties share the same

cultural experiences, and language, Stimson and Webb write that (1g75:121):

the diagnosis or label for the condition which the
doctor .gives the patient, assumes a general
knowledge of the medical terms on the part-of the
patient.

Unfortunately, within the cross-cultural setting of this research where there

is an absence of a "shared" knowledge between physician and client, the Dakota

Sioux patient has to rely upon his own perceptions of the meanings attached to

the statements of physícians. This action involves a form of interpretation which

often fails to render a correct translation of clinical information. The attitude of

the clínician during this exchange impacts as well on the interpretation

(hermeneutics), involved. As Blumersuggests (1969:15), "...action on the part of

a human being consísts of taking account of various things that he notes and

forging a line of conduct on the basis of how he interprets them."

When interpretation fails to render an adequate line of conduct, situations

become confused. The way language is used to communicate in social

situations, especially within clinical settings, is an issue of vital importance in the

delivery of adequate health care. Language is a code, designed to facilitate

communication between two or more indíviduals. For the Dakota Sioux, the

English language--an idealized standardization required in contacting the white

world around them--is not the idiom of everyday speech.

"** The doctors really get me confused. I ask them to please tell

me ín a lower bracket of language. Even though I speak English,

Sioux is my Native tongue. I am not an educated man, so most of

the time I can't understand what the doctors are saying. They get
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really irritated when you ask them to speak more clearly. I thínk

they just like to confuse me. That way it makes them look smarter

than me. Why can't they talk normal?

i** Most of our elders don't speak English, and they only

understand a few words. when they have to go to the doctor, a

younger person in the family has to go with them in order to

translate. But, you know, a lot of those words the doctors use can't

be translated into Sioux. That makes it very dífficult for us.

**" I have never been to school, and I don't speak or understand

any English. That is why I refuse to go to the white doctors or their

hospitals. How could I ever tell them what I am feeling? That

would be to frightening for me.

**" I only speak Sioux. When I go to the doctors, one of my children

has to go with me to translate. we usually end up laughing at the

words because they don't make any sense.

*** Most of the time I don't have any idea of what the doctors are

telling me. They never bother to take the time to explain what they

mean. Dr. Y will tell me to take a certain medication, but then he

won't tell me what it is for or anything. My English is pretty good,

but most of the time I still can't understand what they are saying.

They use such big words. Have you looked at the words on the

prescription bottles? Most of them can't be pronounced, much less

understood. And, they never put on the bottles what the medicine
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is for. That is bad you know, for sometimes people can get

confused on which medicine is which. Anymore, I go to the

pharmacist and ask him. He will take the time to explain what the

medicine is for. I can understand him.

*** We have a real problem on this reserve. The older people only

speak sioux; the ones in the middle speak a little sioux and a little

English; our younger people can understand a little öit of Sioux, but

they can't speak it; and, our children are losing the language

completely. lt really gets confusing when we go to the clinic or to

the hospital. You end up with four generatíons troopíng in to help

with the language. The nurses laugh at us.

"** Some of our people don't understand what the doctors say.

That is because they don't speak English. I have an aunt who

needs to have her gallbladder taken out, but she is too scared to go

into the hospital. she doesn't understand English except for a few

words here and there. She stays home and suffers because she

just doesn't understand. lt's mostly a language barrier. lt is our

older people that just really don't understand what is going on, and

that scares them. When we try to explain this to the doctors, they

act like they don't see why it is a problem. Oh well, what can you

do?

*"* Most of the time our elders don't understand anything the

doctors are telling them. They really don't understand what is

happening to them when they have to go to the hospital. This is
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because they don't speak English. Their children speak English,

but not very good. Even they don't understand some of the Engrish

words. so, one of the grandchildren ends up going with them, but

then they have trouble explaining in sioux. we end up having the

whole family go. sometimes we get across the meaning, and

sometimes we don't. lt would make it easier if the doctors would

talk so we could understand what they are saying. when you ask

them to explain, they get upset and ask you if you aré deaf. what a
stupid questionl

*** sometimes I have a hard tíme explaining what is wrong wíth me

ín English, and I always have a hard time understanding what the

doctor is trying to tell me. Dr. z is especially bad. He tells me that

after 100 years of being exposed to English, we must be pretty

dumb not to understand. r tord him he's been around long enough

to learn sioux. That really got him mad. lt's true though.

*"* Lots of white people are against lndians, and they don't try to
hide it, especially some of the doctors. They talk to us as if we

were really stupid. lf they wouldn't use such big words, maybe we

would understand better.

*** Dr. Y is very good at explaining what is wrong with you. He

makes sure to talk so we can understand what he is saying. Mínd

you,'óome of our people don't ask, mainly because they don,t know

how. sometimes the medical words are just too big for them, and
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then they are afraid to ask what it means. r don't know why they

don't ask, maybe it is because some of them don't understand

English.

**" Because I have had an education, I make sure I understand

what the doctors are telling me. There are many times when they

talk in their own medical language, and I can't understand that. so,

I always ask to make sure that I know what is wrong with me. Most

of the doctors talk 'down'to us because we are Sioux. I don't think

they should do that. Just because our understanding of English

may not be too good doesn't mean that we are stupid. That is how

they treat us most of the time.

Most of us accept language as we accept the air we breathe: we cannot

get along without it, and we take it for granted almost all of the time. Few of us

are aware of the exfent to which language is used díshonestly to míslead and

manipulate. Few of us are fully conscious of the ways, subtle or not so subtle, in

which our use of language may affect others. Still fewer of us recognize that our

very perceptions of the world are influenced, and our thoughts at least partially

shaped, by language.

These would be reasons enough for health-care practitioners to pay close

attention to their own use of language. For, if it is true that we are all in some

sense prisoners of language, it is equally true that liberation begins with an

awareness of that fact. To foster such an awareness is a vital goal, especially

within the clinical setting. lt is thus necessary for clinicians to be encouraged to

use language more responsibly and effectively in their dealings with Dakota

Sioux patients.
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lmproper use of language leads to overt (and covert) manipulation of

situations. Research into the possibility of manipulation being used as a strategy

in obtaining power within the clinical sett¡ng is needed to further our

understanding of the process involved. When faced with trying to find an agreed

upon definitive analysis of manipulation, there is to be found a general

disagreement as to whether a practice by one actor on another was in fact

manipulative. Most people, in fact, seem to approve of the results of

manipulation, especially if it is utilized as a last resort in achieving a goal. On the

other hand, the evaluation of instances of manipulation arouse negative

responses, not because of the results they produce, but rather because of the

nature of the process involved. People don't like the feeling that they have "been

had" (Sherley, 1982).

What the transcripts in these last three sections reveal is that language

plays a major role not only in the development and continuation of prejudice, but

also in the misuse of power by clinicians. The Sioux have themselves identified

specific ways in which language, often very subtly, induces and shapes

prejudice. For example, some labels, such as "blind man," are exceedingly

salient and powerful. They tend to prevent alternative classification, or even

cross-classification. Ethnic labels are often of this type, particularly if they refer to

some highly visible feature, e.g. Negro, Oriental, tndian. They resemble the

labels that point to some outstanding incapactly--feeble-minded, cripple, blind

man. These become symbols of "primary potency," and they act like shrieking

sirens, deafening us to all finer discriminations that we might otherwise perceive.

PROBLEMS AND RECOMMENDATIONS

The Dakota Sioux recognize continuing sources of health problems for the

community at large. They also have specífic ideas about how to improve the
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current delivery of health-care services to the reserve. As these two issues are

closely related, the following discussion will combine the findings into a cohesive

whole.

Recognized Health Problems

The informants in this research are quite clear about what they consider to

be areas leading to health problems. These cluster under the rubric of

alcoholism, suicide and interrelations with the public health nurse.

*"*The public health never comes around to see me. Why do you

think that is? That makes me angry. I stand at the window and

watch her drive by to visit other people. Why not me? Aren't I sick

enough for her attention?

***l don't understand why the public health nurse doesn't know

more about us Sioux after spending the last thirteen years with us.

My only contact with her has been a negative one.

**"1 only use the public health nurse for Band-Aids. When my kíds

were younger, I took them to her for their baby shots. That is about

all she does for us.

***lf you go and ask the public health nurse what she thinks about

us organizing to have a medicine man visit us once a week, you

can imagine what she will sayl One time lwas sítting with my uncle

when the nurse came to visit. My uncle doesn't understand English

very well, and he never had any schooling. Anyway, the nurse

came into his house, and they ended up getting into an argument
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about water. My uncle said that he had been using the water for

fifty years and never got sick. He couldn't understand why the

nurse wanted him to take a sample of the water. He told her that

was what she got paid to do since she saíd it was necessary. My

uncle also told her that no matter what we Sioux tried to do about

getting rid of her, she would be around on this reserve until she is

ready to retire! Any time you talk about Sioux medicine, she gets

very angry and yells at everybody about how 'primitive' lndian

medicine is. She says it is all a bunch of hogwash and should be

outlawed. Who does she think she is?

***When I was told to bring my child to the public health nurse

because she was sick, I refused. All she does is give needles

which makes the kids cry. She is really rough with them, and is

always yelling at us for not taking care of them. I don't like that.

No, ldon't like that at all. lwish she would go away.

***l see the nurse when I need a Band-Aid and stuff like that. That

is about all she is good for. I don't know why Medical Services

makes us keep her around. Nobody gets along with her. You

would think that after so many years, she would understand

something about our culture and language. But, she doesn't. She

tells us that we have to learn English and how to live like white

people. That is preüy dumb considering we live on a reserve in the

middle of nowhere! She makes some visits I guess, but I don't
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know where she goes. Everyone is always compraining that she

doesn't come to visit them. She must do something, but I don't

know what.

".*"Sometimes the public health nurse goes to homes to visit, but

the people don't like her. She doesn't speak or understand Sioux,

and our elders don't speak or understand English. To try to make

them understand, she yells at them. She acts like they are deaf or

something.

***The nurse came to see me two times when I was sick. She told

me to go on a diet and watch my sugar. She's always after me to

lose weight, but as long as I can remember, I've been chubby. I've

lost a little bit of weight not--about 35 pounds. I really got upset

with her about my weight. She's no skinny thing herself, so why

should she yell at me and tell me I am too fat? I told her she

needed to go on a díet.

***l don't see many people going to see the nurse, just the one's

who are diabetic. Of course there is the baby clinic where the

nurse gives the kids their needles. She really doesn't do much for

us.

The office of the public health nurse is provided by Medical Services to

Native groups within Manitoba. The duties of the nurse at the Oak Lake reserye

include educating the Sioux as to disease prevention and health maintenance.

By definition the nurse is there to be a source for any physical ailments and

psychological ones that may effect the health of an individual. A major function
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of the public health nurse is to act as a referral agent between the reserve

community and the health-care professionals in Reston, Virden and elsewhere.

The position of the public health nurse is also designed to assist in pre- and post

natal health, guidance with newborn baby care including immunization against

preventable diseases, .and preventing disease among school-age children by

arranging medical and dental examinations. lt should be noted at this point that

the public health nurse refused to take part in this research. Her reason for

refusal was that the study would "only stir people up."

Other serious health problems facing the Dakota Sioux are alcoholism,

lack of transportation to see a physician, poor living conditions and suicide.

Every one of my informants discussed how these issues effect not only

individuals, but the community as a whole.

***l know that our reserve is supposed to be dry, but alcohol is one

of our biggest problems. lt seems to be a problem for everybody.

We have a counselor to help people who have problems with

alcohol. We also have AA meetings here on the reserve, and a

number of people attend, but not enough.

***We definitely have a big problem with alcohol, even though we

are supposed to be a dry reserve. We have a lot of probfems with

drinking, and the results of drínkíng. lt is mainly our teenagers and

elders that have a drug abuse problem. These are the age groups

that we concentrate on in trying to help. The problem usually gets

much worse during the winter months when people are shut in and

have nothing to do. There is no recreation around here except for

television. We don't have as much trouble in the summertime.
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People get into trouble because of fighting and impaired driving.

Most of our people are unemployed, and they just sit at home with

nothing to do but drink. That's the reason I think they go for the

bottle.

**"The alcohol education program seems to be attracting a number

of teenagers. We can't make people come. They have to come to

the program on their own. Sometimes we have to bend people to

an alcohol rehabilitation centre for help. Nothing can help a person

who doesn't want to be helped though. They have to admit that

they have a problem. That is very hard for some people to do.

*""Alcohol is our number one problem, especially on weekends.

Drinking and fighting becomes a pattern for many of our families. lt

is a big problem for us. ln the long run, alcohol hurts everybody. lf

people were wor*ing, I don't think alcohol would be such a problem.

Some people use up their whole welfare checks on alcohol, and

then they have no money left for food. lt makes me sad. The Sioux

never used to have this problem.

**"Even though thís is a dry reserve, alcohol is a major problem. lt

is the drug of choice, and it is getting worse. The Dakota Ojibwa

Tribal Council spends millions of dollars every year on child welfare,

drug abuse and stuff like that. I disagree with spending that much

money on reserves. I think we should do away with the reserve
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system, and let the sioux live like everybody else. Then you

wouldn't have these other problems. As long as we are confined to

reserves, we will continue to have problems.

***ln recent years we have had two suicides--both of them male,

and about six attempts. These are usually males in their late teens

or early twenties. There have been two murders, and both of them

were alcohol related. Suicide never used to be a problem for us. lt

just shows how desperate people are.

***There have been a few suicides in the last couple of years. But

what I find frightening is the number of young people who try to

commit suicide, and fail. Our young people face a much more

difficult life than we did. I think it was easier when I was young.

***within the last ten years the number of suicides has increased

tremendously. lt is scary, because these are mostly our young

people. A number of them were alcohol related. What can you do?

***To make it easier for us, I think it would be nice to have a clinic

right here on the reserve. lf nothing else, it would be nice to have a

doctor visit the reserve. We used to have a doctor you know. He

would come out about once or twice a week. lthink our health was

better then.

***Long ago we Sioux did not have sickness like we do today.

Sickness came to the Sioux because so many people started living
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close together in one place rather than roaming around depending

on the seasons. we used to have stiff bones from sleeping on the

ground, but nobody had cancer or diabetes or T.B. Those are all

white man's sicknesses.

***l would like to see the medicine man and the white doctor

working together. I think that would be good for us lndian patients.

We used to have a druggist in Virden who was very interested in

our medicine. He used to be very strong about knowing lndian

herbs and roots that were really good for curing. He was very

interested in our people. One time he made a trip to Calgary, and

when he got back he told us a story. You see, one of the hospitals

in Calgary had a medicine man on staff, and he was able to use his

medicines. When a Native patient came in the hospital, the

medicine man was allowed to treat them and pray for them. Why

can't we have the same thing in Virden or Reston? I think that

would be good.

***We are going to have real problems in the near future. What

happens when Dr. A retíres? And, our problems with the nurses

and hospitals are only going to get worse, especially with the way

they treat us today. I was thinking how nice it would be if we had

our own clinic on the reserue, and not only have a white doctor visit,

but have our own medicine man visit too. That's just an idea I

have. lt would also be good to have Native nurses. Up noñh, the

lndians have more education and better medical services. They
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are much more educated than the sioux. They are forced to go to

school. They get more attention and money than we do. Why do

you think that is so? We need help too.

***The elders on this reserve need better medical care. They

should be looked after by the whole community, not just by their

own families. I also think doctors should visit the reserve on a

regular basis, especially because most of us have trouble getting

into town. Transportation is a serious problem. We make

appointments at the cliníc, and then we have to cancel them

because we have no way of getting into town. The doctors get

really angry with us because of that. But, we have no choice. We

can only go when someone is around to take us, and that is usually

at night after supper. The doctors get really upset because we

have to use the emergency room. What are we supposed to do?

***Many of our people need to use the hospital after hours due to

the lack of transportation. The doctors seem to be unaware of this

problem, even though we tell them often enough. They really

resent having lndians come into the emergency room, even if it is a

real emergency!

"*"Transportation is a serious problem. Sometimes our own police

have to take people into the hospital, or we can use the ambulance

from Reston if someone is really hurt. We don't like to use the

ambulance service though, because the drivers are always talking

ugly to us--calling us drunken lndians and stuff like that.
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***Next to alcohol abuse, transportation and communication with

the nurses and doctors is a problem for moçt of our people. Thís is

especially true for our elders. They always have to take a family

member with them to interpret for them. Most people on the

reserve don't have vehicles to get to the doctors. This is the main

reason people don't go back in to the doctors for a follow-up visit.

They can't.

*"*l don't think we should have to live on reserves. Living here is a

big problem for us. We have no work, no running water, houses

that are falling down around us, land that won't grow anything, and

nothing to do. People say that if we move off the reserve, we will

lose our culture. But, I've seen people live in the city and still

maintain their Native traditions. lt all depends on the person. For

now, though, we need transportation. Medical Services should give

us a van like they have at Sioux Valley, then we could go to the

doctors.

*"*The Sioux have many living problems, mostly the lack of

sanitatíon and good water. Also many people have trouble with not

having transportation to get into see the doctors. A few of the

doctors are good to us, and some of them seem to shy away from

helping you once they know that you are Native. Those doctors

won't take us as patients. We have trouble with alcohol, no

employment and people fighting because the reserve is too small

for all of us. Some of our people leave because they have no other
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choice. They have no housing and no work. we have a three-year

waiting list for housing! What is a person to do? They have to

leave.

***l wish we had good doctors in Virden. I guess it's better in

Reston. Most of us Native see either Dr. A or Dr. Y, because they

seem to care about us, not like Dr. Z. I think the doctors should

learn more about our culture and our ways.

***We have more sickness today than ever before. We used to be

in good health. Maybe it is the food we eat now, and all those pills

the doctors give us. Why is it we all have diabetes now, and high

blood pressure? lt's the food! The doctors tell us, no more than

1800 calories per day; no fried foods; no fatty foods; no red meat;

no wild meat; eat vegetables and fruits and drink milk.

***Most of our kids have problems with colds and stuff like that.

They don't eat too good. lt seems like more and more people are

. diabetic today. I think it is coming out of all the canned foods we

are eating today. Years back, we never used to eat out of a can,

and we never had a problem with sugar. lt is the canned food that

is making us sick.

It is obvious from these interuiews that the Sioux are in a position of

feeling helpless about their circumstances. They are victims in a vicious circle of

poverty, unemployment and discrimination. To compound the problem, they are

blamed for problems over which they have no control. For example, over and

over again the physicians blame the Sioux for utilizing the emergency room
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instead of coming into the clinic during office hours. They are blamed when theír

children become ill, and told they are irresponsible and bad parents. They are

verbally castigated when they fail to keep an appointment with a physician and

when they do not comply with a medical regimen. They are yelled at and

psychologically abused by their health-care practitioners. Their feeling of outrage

is understandable given the circumstances.

CONCLUSION

This chapter has brought together a multitude of issues, ranging from the

use of traditional healers to everyday problems involving encounters with outside

physicians. lssues of transportation, inadequate water supply and housing,

discrimination and abuse have all been elicited and discussed.

That all patients have a right to expect personalized and continuous care

is recognized in the mission statements of most health-care facilities. The reality

of the sítuatíon for the Dakota Sioux patient is normally very different. lt is not

only the depersonalization that takes place, for this is a common complaint for all

hospitalized patients. What makes the experience unique is the sense of total

isolation that the Sioux patient experiences ín his contacts with Western

medicine. Alienatíon from the very individuals who are in the "helping"

professions exacerbates this feeling of being somehow "different." Cooperative

claims are thereby nullified, and the encounter fails in achieving its desired aim

(Goffman, 1963:1 13).

The need for respect as persons first and patients second is clear. For

instance, when utilizing a hospital's emergency room, Sioux patients are often

made to feel guilty that they are "wasting the doctor's time." This is usually the

result of the patient being made to feel that the problem at hand is trivial and not

worthy of the physician's time and attention. The resulting emotional turmoil is
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evident: "The doctofs don't like us because we are lndian;" "Why do they always

make us wait so long;" or "Why do they have to treat us as if we are all drunk

lndians and totally irresponsible, like children." These statements reveal a real

breakdown in communication. The consequence is a lack of trust, which is a

deficiency that has negative connotations for a successful medical intervention

within the clinical setting. ln other words, practitioners not only gain respect by

giving respect, but in the process also improve their effectiveness.

Consequently, the extent to which the Federal healih nurse, or the local

physicians, are utilized by the Sioux community depends, to a large extent, on

the amount of esteem these individuals are able to command. A clinician with a

"proven" track record in dealing with Dakota Sioux patients is sought more often

to treat everything from minor cuts to severe illness episodes than his

counterparls in the same clinic or hospital.

This behavior is no different than expressed by that of the larger

community, for we all have personal reasons for selecting the health-care

provider of our choice. The bottom line rests only only on efficacy, but on

respecting the individual ínvolved, as well as the degree of sensitivíty to cultural

differences expressed by that person. As Leininger is quíck to point out

(1976:vi):

Understanding, respect,compassion, and patience--all
based on knowledge--are critical in order to work
effectively with people whose values differ from those
of the health worker.

Unfodunately, the saliency of Leininger's warning is unheeded in everyday

encounters between Western physicians and Dakota Sioux patients. Too often

the social distance between the two partiês only increases with each exposure,

leaving mutual trust, respect and cooperation by the wayside (King, 1962:219).

The result is a bifurcation of utilization of medical services.
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Western scientific medicine, for example, involves largely impersonal

relations, procedures unfamifiar to laymen, a passive role for family members,

hospital care, and considerable control of the situation by professionals. By

contrast, Sioux medicine is largely a matter of personal relations, familiar

procedures, active family participation, home care, and a large degree of

personal control of the situation by a patient or his family. Given the active

presence of these differences, it is easy to understand why motivation would be

necessary for a Dakota Sioux patient to have any strong pieference for Western

medicine, or as Lieban says (1976.,294):

When objective indications of advantages of modern
medicine are not self-evident, the probability of
traditional medical beliefs determíning decisions
grows.

It is this understanding of differences that becomes the key in the

provision of effective cross-cultural health care. lf it is absent, the result is a

turning away from the Western medical system and placing a heavier reliance

upon traditional methods of healíng. This cognitive dissonance arises because

the Native patient and the Western health professional share quite different

perceptual worlds, with the patient normally being held responsible for gaps in

communication due to cultural differences, behaviors and past experiences.

The Western practitioner, on the other hand, sees himself under no

obligation to share his experience, or his view of the world as a part of the clinical

event. The patíent is the one expected to be the "sharing" contributor by

providing symptoms and previous medical experiences to the physician.

It is the latter which is of import in thís discussion, for experience ís

embedded in the personal reflection of an active self, not simply a description of

outward behavior. ln the words of Bruner (1986:5), 'The communication of

experience tends to be self-referential." There is a wide gulf in meaning when
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one says "l am feeling sick" as opposed to saying, "My behavior tells me I am

sick." The question remains, how is this translated from the Sioux perspective to

that of the Western clinicían? lt is to this question that the next chapter turns.



OHAPTER Vl: wESTERN BIoMEDtcAL pRAcTtcES AND DAKOTA stoux
PATIENTS

...since we have come to the
understanding that science is not a
description of 'reality'but a metaphorical
ordering of experiences, the new
science does not impugn the old. lt ís
not a questíon of which view is 'true' in
some ultimate sense. Rather, it is a
matter of which picture is more useful in
guiding human affairs. Willis Harman,
1977.

INTRODUCTION

When non-critically internalized by the Western health-care practitioner as

an "objective truth," the biomedical model has "...no means for taking into

account patient and lay perspectives on a given sickness episode, to say nothing

of alternative therapeutic formulations held by other healing systems" (Kleinman,

1980:18). Sadly, though not unexpectedly, the health professionals encountered

in this research expressed l¡üle, if any, sensitivity to or acquaintance with the

views and opinions of Dakota Sioux patients vis a vis the clinical reality.

Nor do the health-care providers acknowledge that their Native patients

commonly seek advice and healing from traditional medicine men in conjunction

with visiting the local hospitals and/or medical clinics. Thís discrepancy ín

awareness inevitably leads to a doctor-patient relationship which is '...narrowly

focused on a mechanistic view of bodily dysfunction that divorces sickness from

everyday experience and from other human problems" (Kleinman, 1980:303).
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While the patient is attempting to understand and come to terms with the illness,

in all its guises both social and psychological, "...the practitioner is concerned

only with 'curing' the disease" (Kleinman, 1980:SS5).

ln order to illustrate the practices, beliefs and perceptions held by the

Western medical profession in this study, a series of interviews are offered. The

narratives are placed first within a thematic structure, followed by an interpretive

analysis. The categorical themes fall into distinct fields of interaction: concepts

and perceptions of Dakota Sioux culture; issues of compliance; continuing

medical problems; blaming the patient for ill health states; poor communication

due to language barriers; lack of awareness of traditional medical beliefs; modes

of utilization of hospitals; and, the core problem area of prejudice and

stereotyping.

The data which follow have been obtained, with consent, from the health-

care providers who agreed to take part in this research. A triple star (**") at the

beginning of an interview will indicate informant dialogue. The accounts include

two physicians, four nurses and two health-care administrators within the hospital

district. Even though there were five physicians serving the area at the time of

the research, three stated they had no contact with Dakota Sioux patients.

However, the reader is referred to the transcripts in the previous chapter, which

clearly illustrates that all five physicians do in fact have dealings with Dakota

Sioux patients.

A brief profile of the physicians within the district indicates that of the five,

four received their primary medical training in England, and are of British or lrish

descent. The fifth doctor is from Southeast Asia, with training having be.en

completed in the United States. The length of physician tenure within the district

ranges from five to twenty-five years.
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CONCEPTS AND PERCEPTIONS OF DAKOTA SIOUX CULTURE

Cultural data are currently not included on the assessment forms and

treatment plans developed for patients within the hospital district, and as a result,

problematic relations between client and practitioner arise. Dakota Sioux patÍents

find that they are etfectively djssected from their cultural meaning system. The

local health-care practitioners, in ethnocentric fashion, have each internalized

their own individual constructs of what constitutes Native culture.

***The Dakota Sioux do not engage in prenatal care, and this is a

very big concern of mine. But, you see, their heritage is such that,

culturally, having babies is paft of their everyday life. lt isn't an

illness; instead, it is an altered state of health. This is really a

shame, because prenatal medicine is one of the most effective

forms of preventative medicine that we practice. I feel that the

Natives simply don't appreciate what prenatal care is all about.

Without the grandmothers, the Sioux nation would never survive!

***They think so differently from us. You know, the earth is a part of

them, and ¡t is a concept that I simply cannot grasp. Their

perceptions of illness are so different from ours. For example,

when I give them advice about what do to, that advice is not

culturally designed. I try to give them only scientific advice, which

they don't understand.
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***They are very quiet when they are in the hospital. since they are

so quiet and submissive, I really cannot communicate with them. lt

is very difficult. lt doesn't work having two Native patients in the

same ward, because then they become quite noisy and fight a great

deal.

***Most of the cases that we see here are acute cases. However,

there is quite a difference between the Dakota Sioux male and

female patients that come in. I seldom see a male complaining of

any illness problem. Most of the males I see are acute cases that

are seen in the emergency room. These are usually the result of a

stabbing accident, or a gut wound received while being drunk.

These cases are usually brought in by the RCMP. Those are the

males. Now, the female patients I see are usually pregnant, or they

come in because of some abdominal pain. Their complaints are

similar to my white patients.

*""There is a very good reason so many of my Native patients want

to be referred into Brandon. See, this way they can travel. They

have a piece of paper signed by me which they can then present to

the Band Council for gasoline, mileage, food and lodging in

Brandon. lf they have problems that I cannot take care of here, and

I send them into Brandon, they will be glad to go--even to Winnipeg.

I had one patient who got very upset with me because he wanted a

referral to Winnipeg, and I told him it was unnecessary to go that

far, as I was going to refer him to Brandon. He informed me in no

uncertain terms that he didn't want to go to Brandon; he wanted to
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go to winnipeg. Apparently, he simply wanted to visit friends or

relatives in winnipeg. These are always valid cases of illness;

however, traveling is a side benefit to get away for a few days.

***Most of my Native patients view Western medicine as ,cold.' 
I

think it is because some of the Native patients, the male especially,

I think it is the way he talks. He tries to look like the boss. He talks

loud, and he shouts at everybody. He demands ireatment right

now! He can't wait, and if he has to wait, he informs you that he will

report you. He demands your attention right off. ln the emergency

room, they act the same way. Most of the time they are drunk

when they come into emergency. They even fight wíth the RCMp.

They won't physically abuse me, but they will abuse me verbally.

So, what the RCMP officer does is shout back at them, and then

they quiet down. Whoever has the loudest voice wins.

*""Sioux males do not come voluntarily into hospital. They are

almost always brought in by the RCMP. The male won't come on

his own even if he is bleeding to death. For instance, a family on

the reserve will call the RCMP and report that there is a guy

bleeding to death in the field. The male, however, will not say,

'Hey, I'm injured, and I need help.' Forget it. What I think it is, is

fear. You know, you show them a little needle, and they run

because they are afraid of it. lt will probably hurt. Probably they

are afraíd of pain. They don't want to suffer pain. The way they

explain ít is that they want to inflict pain on someone else because

they know how much it huds.
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***when sioux males are hurt, when they are injured, they won't

seek help unless somebody forces them into the hospital. A male

coming ín alone into the emergency room is rare. I don't know what

their experiences are like in Winnipeg. Maybe it is the same.

***The Natives have a preference for certain types of doctors,

especially loud doctors. They like doctors who are domineering.

**"We see a few suicide attempts. These are mainly females--

maybe ten females to one male. The male is usually not suicidal

because of their 'macho' attitudes. The males wiil mutilate

themselves to show that they are manly and can endure pain.

Those are not suicide attempts. The females come in claíming

overdose, but on laboratory tests, there has been no medication

taken, or such a small dose that it isn't even toxic. lt is a feigned

suicide attempt in order to get away from whatever is bothering

them at home. There are some genuine suicide attempts, but not

many. These are usually prescribed medications that they have

taken which don't even belong to them. They don't take thelir own

medications in an attempt to commit suicide because they believe

that their own prescriptions won't huñ them.

"**Their culture is so different. They will tell you that there are so

many things different about them. For example, a big problem we

have here in the hospítal is knowing what a child's name really is.

See, a baby boy will come in named 'John Bear,' and then the

mother will bring him back in several months later and say the
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child's name is 'John Buffalo.' This bugs our records because who

is this child 'Buffalo'? I have tried to look into this, but I still don't

understand it. I think it is because of the female. you see, the

female will have an offspring with a certain male being the father on

her request. lt ís the female that approaches the male for an

offspring. The male usually doesn't refuse. So, she gets an

offspring from this male. she will then ask for support from this

male, and if he refuses, she will have to look for another male to

support the child. Therefore, she can't keep the name the chíld was

born with, for now she must adopt the new male's name. I really

find the whole thing very confusing.

*"*When I have Native patÍents in hospítal, I find them to be very

cooperative, but very quiet. You know, leave me alone--l don't

want to tell you anything. lf you will leave them alone, they will

soon tell you what is wrong. As a rule, most of them are really quite

good. The main problem is that they always have too many

visitors, and when we tell them they can only have two at a time,

they become very belligerent and noisy. You see, they want their

whole family to stay with them. That is really not practical in a

hospital, because it interferes with the nursing schedule.
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**"Their reserve is dry now, but they still come into town to buy

alcohol. They can buy it here, but then they can't take it back to the

reserve. Sometimes you will find a litile carry-on in town with them

being drunk. lndians like to fight. of course, they make their own

laws out there. They aren't subject to the same laws as we are.

Frankly, I think the government has spoiled them.

***All the people from town usually go to the reserve for the pow-

wow, but the lndians don't really say too much to us. They have

other lndians who come up from the states, and from all over to

dance in the pow-wow. They have beautiful costumes. They even

got a $15,000 grant from the government for prizes. The

townspeople were really unhappy about that. I mean, they do get

all the extra things that we don't get, and uh sometimes, we are

shortchanged. For example, we applied for a grant for 'fun-day'

and only received a measly $500. People really resent that.

*""4 number of Natives work out on the highway in gangs, and on

the raílroad. But in town, you don't see any of them employed.

some of them may work in Brandon or at the Band councir office.

They even held a wedding in town, with the traditional wedding

dance and everything. lt was a first for us. lt really went quite well-

-no fights or anything like that. Even the whites seemed to enjoy

themselves. Mind you, we stayed apart.
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***when Natives are hospitalized, they are very quiet and usually

very stubborn about taking their medicine. understanding Native

culture was never a pañ of my nursing training. I don't think the

nurses even think about it. There is currently no special emphasis

placed on asceftaining a Native's belief system about illness. I just

don't think it has been given any importance. lt is never brought up

at staff meetings. As far as the difference between the Native

population and anybody else, I don't think there is a difference.

***l can remember one sioux patíent in particular. He was quite

open about talking about his culture, and that kind of thing. He was

quite subjective about the way young people were behaving in his

culture, especially about alcohol and getting into trouble. I think he

was more or less going along with the white person's way of

thinking.

***l worked once with a young girl who had been tortured by some

other members of the reserve. She had been told to keep her

mouth shut, and she did. She was really good at that. She

wouldn't discuss anything. Again, there were two step-brothers

who came at each other with a passion. One guy ran over the

other with a truck. Those are the main dealings l've had with Native

patients. They seem to be very violent, and make difficult patients.
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"*"1 don't see any necessity to even think about how Native patients

view illness. lt really doesn't make any difference. More often than

not, they are very quiet patients; however, some individuals are

difficult, and many are very stubborn.

These statements illustrate that psychological support and respect for

Dakota Sioux culture are two vital attitudes missing within the practitioner/patient

relationship. Dakota Sioux patients are often perceived as being inherently

stubborn or difficult, or constitutionally stoic.

ln general, Native patients have no special place in the bureaucratic

perspective of the local hospitals except insofar as they are regarded as "objects"

to be processed rather than as "persons" with whom to negotiate. Due to the

segmented hierarchy which is a feature of all hospitals, this process of

objectification may be an inevitable outcome for any patient; however, the claim

of this research is that Native patients are much more likely to be misunderstood

than other patients. ln fact, even though depersonalization is a reality for any

hospital patient, Bloom and Zambrana (1983:84) suppod this study's findings that

poverty-level patients and racial minorities experience more depersonalization

than other groups.

Depersonalization and discrimination are serious matters, and not to be

taken lightly, for when meanings of illness episodes are not shared by physician

and patient, incongruities in definitions and expectations arise. These lead to

conflict and dissatisfaction for both parties. lt also leads to non-compliance on

the part of Native patients.
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COMPLIANCE WITH THE MEDICAL HEGIMEN

Many Dakota Sioux patients appear to have great difficulty conceptualizing

the deferred, yet potentially positive effect of a particular medical regimen. There

is a perception among the Western practitioners that the Native has an

expectation of "instant symptomatic relief" for his complaints. tn additíon, the

physicians in this research complain, with great frequency, about a lack of

compliance thereby implying an absence of obedience and adherence to their

moral imperatives. Yet, moral suggestions may work in subtle ways. They may

operate by creating and maintaining a social distance between the doctor and his

patient. This stereotypical patient processing allows the physician to maintain

control over the situation, relegating the patient to a submissive and passive role.

***lnfant mortality among the sioux is much higher than it shourd

be. Another thing is that Native babies suffer more minor illnesses

which are not well treated because of the peripatetic nature of the

mothers. They will go from doctor to doctor. For example, a patient

will say, 'Oh. I see you have my grandson down for a visit today.

Well, he's in Brandon seeing so and so.' They really don't follow

through with medical treatment, nor do they return for a follow-up

visit like I tell them to. Therefore, their illnesses last longer than

they should

*""The Public Health nurse on the reserve will make a suggestion to

a Native patient to come into my office for treatment. The patient,

however, will most likely not come in, or he will go to a doctor in

Brandon. The end result is two or three different physicians treating

a patient for the same problem. lt is such a waste of time.
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***ultrasonography has recently become a very varuabre tool, and t

have never been able to get even one of my Native pat¡ents to

undergo this testing procedure. I believe the reason is fear.

**"1 have a number of Natíve patients; however, most of them don't

show up for their clinic visit. Yesterday's list might give you an idea.

Four Native patients were scheduled, of whom only two showed up,

which I suppose is par for the course. On an average I probably

see around six Native patients per day. Mind you, they don't take

their medications that I prescribe. I wonder what happens to all

those prescriptions?

"**lt is very difficult to follow-up on a Native patient. They will come

in with a complaint, and they want immediate relief at that instant. lf

they don't get it, they are somewhere else. So, I tell them to come

back, but I never see them again. They don't adhere to any

regimen, not even prenatal care. They will be here today, in

Brandon tomorrow, or up in Virden the following day. I don't know

what the reason is, but this is my observation.

*"*lf one of their children is ill, they are a little bit more concerned

than if it was a problem of their's. lf you ask them to bring the child

back in for a follow-up visit, they will. Now, it might not be the same

day as the appointment is scheduled for. The reason they will give

is that they had no transportat¡on. This is a difficulty I face as a

physician.
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***compliance is a very difficult problem when dearing with Native

patients. I really don't think they understand how important it is to

follow my orders. For instance, even the male that I suture, you

know, I tell him 'stitches come out in seven days.' you won't see

them again. You won't see them in a month, or in a year. They

simply don't come back. I don't know what happens; however, you

might see them later on in the year, and you ask them who took out

the stitches. They will tell you they took them out themselves. lt is

very difficult for me as a physician. I know that they go wherever

they wish to go. They are here, they are there, or they are

somewhere else.

**"When it comes to prenatal care, only some of my Native patients

show up. lf you will check the records, they usually come in no

more than four or five times. They will come when they have the

occasion to even though the usual checkup is every month, and

then every week the last month or two, but they don't adhere to

that. After their delivery, I tell them to come back and see me in six

weeks. I very seldom ever see them again.

***Native mothers will give their children prescribed medications as

directed. However, if the medication is for themselves, they don't

take it. At least I am very doubtful if they take their medications. t

don't think they comply very closely. lf they don't get relief within

twenty-four hours, that's it. They say, 'no good.' lf it doesn't work

instantly, they say your medicine is no good.
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***l don't understand how they interpret what I tell them, but the fact

that I obserue that they want instant relief makes me wonder.

Probably it is because they are so mobile. They don't want to be

kept in bed or away from what they are enjoyíng. They don't even

want to be hospitalized. The males especially will sign out of the

hospital if you keep them ín for more than two days. They will do

this against my advice, even if they are very sick, they will say they

don't want to stay in hospital.

***l admit a Native patient in the morning, and they sign themselves

out in the evening. They don't want to be held down--especially the

males. They will tell me they don't want to stay in hospital. This is

also true to a certain extent of other adult members of Oak Lake.

They don't want to be tied down.

***Native patients are difficult to deal with. There is no established

rapport between my Native patients and myself. They bounce

around between physicians, unlike their white counterparts. Say a

Native mother delivers her baby in Brandon, and then they come to

me at the first sign of trouble with the infant. The nurses think that

is really funny, and they will comment, 'Why is it they deliver

elsewhere, and then have you take care of the baby'? Who knows?

*"*There are several ways of treating an illness. You have to find

the cause of the problem. lf you have a headache, O.K., I try to find

out why. We call that an etiologícal treatment. lf you treat the

etiological source, the pain will stop. The other way of treating
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patients is to treat the symptoms. lf you have a headache, all you

have to do is give the patient a symptomatic medication such as an

aspirin, a sedative, or a sleeping pill. of course, the headache

goes away while you are taking the medication. once you stop

taking. the pill, the reason for the pain is still there. I think

symptomatic medicines work for Native patients because ¡t is

instant! You have a headache, you take the medicine, and it

disappears until tomorrow. I think symptomatic medicine is good

for Native patients. That way they can go wherever and have a

good time. This is good treatment so far as they are concerned.

But, when they get back, they could have a bloated stomach or a

ruptured appendix. O.K. That's another disease. But, in the

meantime the doctor gave them medicine, and that makes him a

good doctor. Also, the doctor who takes out the appendix is a good

doctor. The doctor who wants to keep them in hospital, now he is a

bad doctor. They want immediate relief!

***As a nurse, it really bothers me when Native women don't come

in for prenatal care. They usualfy don't show up until they are

seven months pregnant. On the average, I would say it is a real

problem.

***Native patients check themselves out of hospital against medicar

advice. Some just want to go home to die, for you see, the older

ones prefer to die at home. That is their choice. They are,

however, much better than they used to be. They used to come in

and have their babies and change their names three or four times
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while they were in here. we sometimes get an older male who

wants to get out of hospital on a pass to attend to hís welfare check,

and then he never comes back. we may have people come in that

should be here a week or more, but when they decide to go, they

just walk out.

***Because of their lack of understanding, a number of Native

patients come into hospital with an overdose of medication. They

don't understand when you tell them the dose to take, so they take

all of it! Sometimes it is an attempted suicide where the patient has

taken sleeping pills and tranquilizers all at the same time. perhaps

they were fighting with their husbands or something, and they just

want to get away from home.

***Compliance is a defínite problem for diabetíc Native patients.

They simply don't understand about eating properly and obeying

the doctods orders. They more or less do whatever they want, and

then they don't understand why they get sick. Yes, I would say that

compliance is a serious problem for Native patients, and I think the

fault lies with the doctors. The doctors don't take the time to

explain in a way the Native can understand. They have to accept

responsibility for non-compliance.
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"**Native patients are really bad about checking out of the hospital

when they aren't supposed to. This ís usually the case if there is a

social event they want to attend, or a pow-wow, or a party. That's

o-K. I guess if you're well, but if you're sick, it could mean trouble.

Mostly, they get away with it.

***Some Native patients follow along with what we want them to do.

Some won't. I think they just don't understand the importance of

medical care.

The health professionals depicted in the above transcripts consistently

refer to perceived, fundamental differences between male and female Native

patient behavior. At times, they offer contradictory statements, such as Native

males being afraid of needles yet capable of self-mutilation. One comment in

particular illustrates this lack of understanding on the part of physicians: 'The

males will mutilate themselves to show that they are manly and can endure pain."

This aspect of Sioux culture has nothing to do with being "manly." Rather, self-

mutilation, a conspicuous feature of the Sun Dance religious festival, is purely

symbolic. After decades of being outlawed both in Canada and the Uníted

States, Sun Dance activities are once again becoming annual events for the

Dakota Sioux and other groups.

ln their discussion of non-compliance, the health-care providers omit

several important reasons for the lack of compliance on the part of Sioux

patients. Namely, the Native patient's common refusal to comply with medical

advice may be part of a more generalized reaction against the larger white

society around them. Clearly the Sioux do not feel comfortable in the alien

surroundings of the local hospitals. More importantly, the issue of compliance
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rests on a clear, unambigious understanding of instructíons. Once again the

issue of language becomes a crucial ingredient in health-care delivery.

***l often wonder how well their English ís because, you see, I really

don't think they understand most of the time. I have encountered

many Sioux patients who could not speak English, nor understand

it. These patients always have to have a family member

accompany them into my office or hospital. The family translates

my instructions. Mind you, I really don't know if they are honestly

telling the patient what I say is necessary. Sometimes I think they

tell them something totally different! lt can become very confusing

because I really don't think they grasp the directions I give them.

""*l truly believe that the Sioux have different concepts of bodily

function, for I often have to explain anatomy to them. I have to

explain several times. Even after five or six explanations, I don't

think they really understand what I am saying. They will say, 'Just

relieve me of my pain. That is all I am interested in.' lf you can

relieve them of their pain, then you are a good doctor--one they can

trust.

*"*lf my Native patient is elderly, a family member will always come

to interpret. Whether or not the translatíon ís accurate I have no

way of telling. Of course most of our Native patients are familiar

with modern medicine around here. I think they are comfortable

with our type of medicine--sort of.
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***There was one lady that I had to assist the nurses with. she had

a language problem in that she sþoke onry sioux. I think she finally

understood what was going on, but she had real problems with

compliance, which seems to be true of many sioux patients.

Perhaps they don't comply because they fail to completely

understand what the nurses or doctors are telling them. I really am

not too sure.

***The main cause of non-compliance is because of language.

After all, if you or I can't understand what a doctor is instructing us

to do, we would be just as bad as the Sioux in not following orders.

Even though we both speak English, I bet there are times that we

can't understand the physicians. Sometimes I think the doctors try

to snow people with language. lt makes them more powerful, don't

you think?

Language, in this parlicular instance, becomes the key to unlocking

misconceptions resulting in non-compliance. The very process of instruction by

physicians to their Native clients reveals more the clinícíans' expectations than it

does the patient's understanding. The assumptions of the two part¡cipants

operate in two totally different worlds of awareness. For example, the literature is

replete with case studies of physicians who 'Ihink" that their patients have a

greater understanding of their disease process than in fact is the case (Pratt et

al., 1957; Samora et al., 1961).

These expectations of the physician result from his own clinical experience

and medical training. The expectations of the Dakota Sioux patient are molded

more by cultural understandings of the illness episodes. Consequently,

physicians and Native patients intersect in a region of interactíon where



159

communication is a crucial link in the process of illness definition. That conflicts

may be more readily resolved by clarifying language wíthin an interactional

setting is a concept deriving from the work of Kurt Lewin (193S) and his human

relations approach to communication.

When language becomes a barrier to understanding, the Native patient

naturally feels dissatisfied with the treatment plan offered. Often this is due to the

physician failing to gain the patient's trust and confidence. The result is a turning

away from Western medicine to that of traditional healing.

AWARENESS OF TRADITIONAL HEALERS

What my informants in the medical profession consistently failto recognize

is that alternative, yet coexistent, modefs of health and illness operate in a

socially sanctioned modality outside the parameter of the biomedical approach.

The local physicians certainly evidenced an awareness of Native healers during

interuiew sessions. However, in reply to direct questioning as to the presence

and activities of traditíonal healers, responses were colored by veiled contempt.

***sometimes I think that my patients see the shaman first before

seeing me. I also believe that they see him after visiting me to

make sure that what I tell them is correct. For you see, we do have

shamans in the district. However, I am well aware of the medical

view towards Native healers. On the other hand, those physicians

working in foreign countries learn very quickly to get in on the right

side of Native healers, for they are the traditional providers of health

care. You need their assistance in order to deliver adequate care

to the population. You see this happening quite frequently in places

like Africa and South America. The difference here, I suppose, is
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that the Natives have had sufficient time to adjust to western

physicians and medicine, and to move away from superstitíous

belief systems.

***The medicine man is a fake you know. lt is all slíght of hand

stuff, similar to pulling rabbits out of a hat. They chant and sing and

beat on drums. I don't callthat medicinel

***l know of at least one medicine man around here. He comes

over now and then and asks me questions about what I do in

ceftain situations. For example, he may send his daughter into see

me because she is experiencing stomach pain. He will come in

with her and ask me what I will give to relieve the pain. Also, there

are medications that you can buy over the counter, and I know that

he purchases these to use wíth members of his family and the

community. He was in here one day with his wífe, and he told me

that he had given her several pills of Atasol as well as an

anticholinergic. So, I asked him where he got the medicatíon,

because I suspect that he must have tons of all kinds of medication

stashed away out there on the reserve. I know for certain that I had

not prescribed those medications for his wife. He probably gets all

the left-over drugs from people on the reserve, for after all, he is the

medicine man. He will come into my offíce and say, 'What do you

do for so-and-so? I have a patient with this type of condition. What

do you give'? I don't know how often the people on the reserve use

the shaman, but I see him on the highway between Virden and

Melita almost every day. Maybe he also consults with other
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physicians like he does with me. I don't know anything about how

he practices his medicine. For all I know, he may be practicing

what he picks up in the local hospitals. sometimes r suspect that

he is the one taking out all my stitches! where do all my stitches go

to? Maybe the Public Health nurse takes them out. I don't know.

***l th¡nk that the practice of using more than one medical system is

inherent to man because I observe the same activity here among

the general populace with intelligent individuals. They have cancer,

right? You've seen those people. The doctor can't cure them, so

off they go to Mexico or anywhere to have a fake healer work of

them. What I do see, however, is that the white patient adheres

more closely to the medical regimen for a longer period of time.

They give you a little bit more time to cure the illness than the

Native patient. The waiting períod for the Native is probably an

hour, or a day, and then they are off to the shaman. What can you

do?

These comments illustrate a limited knowledge about what in fact the

medicine man does, as well as precluding the validity of any alternative viewpoint

from gaining credibility or ascendancy among the protagonists from the

biomedical perspective. One detects a note of sarcasm as well as ridicule on the

part of the health-care providers towards traditional medicine. Perhaps this is to

be expected in light of the competition that traditional healers offer towards

Western physicians' dominance over the medical field.

The medical practitioners intervíewed fail to recognize the legitimacy of

Native healers. Economically, socially and symbolically the therapeutic practices

that are part of traditional Sioux medicine compete with modern medicine. ln
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some instances there is complementarity between the two systems. For

example, when the medicine man informs a diabetic patient to continue taking his

insulin while maintaining his visits to the traditional healer is a classic case of

non-conflictual medical treatment. On the other hand, when the medicine man

instructs a patient to throw away hís prescriptions obtained from the physician

and take traditional medicines instead, we have an instance of non-

complementarity of medical systems. The position of Western medicine in the

total slate of contestants is unique, for as Weidman notes (1979:BS):

Since it emerged in the Western world, that socíal
institution called 'scientific' or'modern' medicine has
been sanctioned internationally as being ultimately
responsible for the health of national populations.

This is the direct result of the medical profession receiving a stamp of

legitimacy and a resultant increased authority. The science of modern medicine

is built upon complex technologies and organizations leading to greater control of

issues of health throughout the world. This activity is taking place at the expense

of traditional systems of healing. The most serious challenge to Western

medicines' potential for interactional control lies in the process of knowledge

retention. Altering the knowledge base of patients might lead to a more open

form of negotiation between physicians and their clients.

A case in point is the increasing activity and power of the United Nations

World Health Organization, which describes health as a state of "complete

physical, mental, and social well-being, and not merely the absence of disease

and infirmity" (Mead, 1953:28). This topic is too complex for an in-depth analysis

wíthin the confines of this thesis. However, it is imporlant to note that under the

aegis of 'fprofessionalism," Western medícine has achieved dominance over

alternative healing systems. This results in ethnocentric attitudes on the part of

Western health-care providers, leading to stereotyping and prejudice. lt also

impacts directly on the íssue of efficacy, lor it is impossible to assess one
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therapeutic system in terms of the paradigm of another therapeutic system. The

question that we should be asking, according to Kleinman (1980), is should they

be compared?

RELATIONSHIPS BETWEEN HOSPITAL PERSONNEL AND NATIVE
PATIENTS

Cultural forms are both produced and take on meaning within social

systems. lndividuals employed in hospitals experience the world around them in

systems of social relationships, that are based in part on social disjunctures. For

example, a positive tie has meaning between nurse and patient only when that

patient is placed within the category of "good patient." This carries meaning only

when it is contrasted with the other polarity, the classification of "bad patient." lt

is through this mechanism of exclusion of "others" that the bonds of institutional

group membership are predicated.

Thus, the in-group (medical staff) needs an out-group (patients) against

which it can compare itself. That is, groups define themselves in large measure

in terms of what they are not. lt is the perception of a threat external to a given

in-group that spurs the members to align themselves in terms of their common

interest and affectíve ties, and to act collectively as a cohesive whole. This

action takes precedence over current factional concerns, and will be manifested

in direct propoftion to the level of the perceived threat. From this it may be

suggested that every individual act of identification within the hospital implies a

"we" as well as a'They." lt is within this dichotomy that the "1" is located, bringing

the problem back to the level of the individual patient or staff member.

These structured relationships between staff and Native patients have

implications for perception. The patients who are too demanding, who attempt to

impose their will upon hospital personnel, who complain, or who don't comply

with medical instructions will be perceived as "bad patients." They will be
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labelled as a disruptive influence and will receive a variety of subtle acts of

retribution designed to reestablish the status quo, which is control by the medical

and nursing community. This process is not unique to Natives as pat¡ents

(Lorber, 1975:213); however, the impact is more devastating because of the

prejudice which accompanies the various acts of retribution.

The attitudes of hospital staff towards Dakota Sioux patients are variously

revealed by the different health-care informants as benign, indifferent, non-

problematic or infantilizing, as the following excerpts demonstrate.

***l don't see any signs of prejudice against Native patients in this

hospital. That is because we are really fortunate in having a

maruelous mix of nurses, mostly married women who have

children, which of course gives them a sort of tolerance which is

ideal for working with recalcitrant patients, mainly children. So, they

treat recalcitrant patients, those who don't function well within the

hospital setting, in the same manner as they deal with their

children. We have an advantage in being a small hospital, for here

we have very little structure to our hospital society. lt is a very

easy-going relationship. There may be criticism directed at certain

individuals who may have over-stepped the mark on occasions, or

prejudice if they have over-stepped on several occasions, such as

comíng into the hospital drunk at three in the morning to visit a

relative, waking other patients in the process. At these times, we

have to call the police to remove the drunk person from the

hospital. Of course, city hospitals have become urban jungles;

therefore, I'm certain they experience much more in the way of

prejudice than we do.
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***we do not have a problem with racial prejudice here because our

nurses know most of the families and the way they will behave.

Most of our nurses have been working here for a long time, and

they understand how difficult Native patients can be. They have to

be treated differently. Spmetimes in the city I've seen it differently

where if you are a Native patient, the nurse will ignore you. I know

the difference because I worked in Winnipeg. There, all Native

patients are considered drunks. Some nurses there would just turn

their backs and let someone else take care of them. They won't

touch them.

***We have a very good working relationship with Native patients,

but we live among them. We have one Sioux girl in training at the

moment. I don't know, you see them in the stores, you see them

everywhere--shopping, here or in Brandon. They are all over the

place. There is an occasional rotten apple in the barrel, but on the

whole, no problem. Sometimes you might encounter acts of

prejudice, such as in town. At one time the Native children came to

our school in Pipestone, but the community voted it down. Now the

children are bussed into Virden. They work for the farmers, and

they work for the grain elevator. You don't dare pay them until they

get the job done because if you do, you'll never see them again.

They do a lot of their shopping in the grocery store in Pipestone,

and they go to the bank here in Reston. The various farmers have

employed them in the summer for years.
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***The sioux have their own pride sort of personality. seen and not

heard type of thing. Good listeners. I have certainly seen a

tremendous improvement in them over the years. I think the kids

are sort of a happy group in a way--you know, the little ones. They

seem to be well looked after in comparison to years ago when I fírst

started working here. Of course, there are some very headstrong

ones, and you can't tell them anything. For example, they will take

the birth control pill, but you can't talk them into a tubal.

"**The Sioux used to have a real problem with scabies and head

lice, but you seldom see that now. We do have a large number of

children coming in with upper respiratory diseases. They have a

tendency to have quite fat babies with short necks, and they are

sort of inclined to upper respíratory illnesses.

***Vúe only get the Natives from Oak Lake here. The patients from

Sioux Valley go into Brandon. lthink it may have something to do

with the doctors here accepting Native patients. lt has been my

impression that the English doctors in particular have a prejudice

against Native patíents.

***The interaction between the doctors and Native patients varies.

I've seen different attitudes by different physicians. Some of our

physicians are very tolerant, and others are not. Sometimes this is

a real problem that comes up in our nurses' meetings. However, it

is very difficult to change the status quo.
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***l would think that there is a very definite prejudice against

Natives by the medical and nursing staff. of course, there is a big

difference in the Native families that we see, and naturally those

who comply are the ones that we can talk to very easily. Those that

give you a lot of trouble are the ones, you know, that aren't very

good patients. The staff doesn't interact very well with those

patients. There is also an attitude difference on the part of the

physicians when dealing with Native patients. Dr. A sees most of

them. Native patients are quick to sense these attitudes, and they

know which of the doctors believe in their problems.

***lt is going to take a long time to change how people think.

Prejudice starts way back. lt is possible that Native patients get the

brunt of prejudice because they are the only visible ethnic group

around here.

It will not have escaped the attention of the reader that there is in the

above a tendency on the part of the health-care practitioners to externalize,

minimize, distance and project the realities of prejudice towards Native patients

within the Hospital District. ln this manner, the problem becomes one

concentrated within the urban setting, such as Winnipeg. Unfortunately,

prejudice links directly into the development of rigid stereotypes, a topic of earlier

discussion in Chapter ll.

Only one of the health-care informants appeared to be cognizant of the

reality experienced by Native patients. This particular nurse had a specíal

sensitivity to the needs of Native patients which was lacking on the part of other

staff members. Basically, Native patients appear to threaten the staff's
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perception of their ability to assume responsibility in a logical and competent

manner. King (1962:339) attempts to analyze this phenomenon from the

following point of view:

Two sets of orientations toward the patient...are
impodant in the structuring of relationshiþs between
hospital personnel and - patient: oile is the
depende_nçy of tþg patient and assumption of
responsibility for him; the other is the need for
psychological support and respect for the individual.

The apparent problem for the Dakota Sioux patient lies in cultural

expectations that differ from those of their health-care providers. Note the

following discussion by Mechanic (1978:417):

Patients tend to hold views concerning their illnesses,
and they have expectations about tha way the doctor
should deal with them. - . These expectâtions may
come from family and friends or they may be â
conseque.nce of particular subcultural learning. lf the
doctor fails to understand these expectatíons and
cultural stereotypes, much of his ability to affect the
patient's behavior may be undermined. ln short, the
fact that an approach to the patient's condition is
scie.ntifically correct does not necessarily mean that it
is effective or consistent with lay expectâtions.

It is this split reality which separates the clinician from his client resulting in

poor communication at the level of interaction. Competence in interpersonal

relations is just as important as one's technical and professional skills. One of

the largest barriers to overcome within the doctor-patient relationship in this

research is that of differíng status, or social class. Differences between the two

parlies impedes the flow of information.

Consequently, one approach to the application of Native health-care is to

understand the symbolic meaning or the interpretation of the social world of

clinician/clíent. For the health-care professional to be fully effective in dealing with

Native patients, he has to understand the meaning the illness episode has for his
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client. Or, in Weberían terms (1947:88), the physician must be cognizant that

social action refers to action which the individual attaches subjective meaning,

making it personal and realto that individual.

CONCLUSION

Perhaps the findings of Good and Delvecchio Good (1981 :174) may hetp

in finding meaning in the above reportages by health-care practitioners. They

argue that "an interpretive social science involves conscious translation across

meaning systems to arrive at understanding the realities of others." These

researchers expand on this concept by stating (1 981 :167, 175):

Whatever the biological correlates or grounds of a
disease, sickness becomes a human exþerience and
an object of therapeutic attention as it is made
meanin.gful....Each medical subculture provides
distinctive_ interpretations of human suffering and
healing. Each provides explanatory models of illness,
models of .human physiology and personality, and
forms of therapies, and each is 'groundeci in a
particular cosmology, epistemology and set of values.
Clinicians routinely treat -'patients 

whose
understanding and eiperience of illness are rooted in
medical subcultures that have little in common with
their own.

Kleinman's position is clear on this issue when he writes that (1980:297)

"...the physician's failure to translate the biomedical concept into an idiom the

patient could comprehend" may affec{ whether the patient returns and follows the

treatment regimen. ln addition, each individual patient has one or more

explanatory models (EMs) that enables them to comprehend an illness episode.

Thus, Kleinman (1980) advocates that all medical systems perform a number of

core tasks: (1) construct the meaning of the illness experience, i.e. explanatíon of

the cause and interpretation of the condition; (2) manage the illness experience,

i.e. decide what type of condition it is; and, (3) define who is a relevant helper as

well as what type of intervention technique to use.
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Consequently, by failing to deal with the concept of "meaning," modern

physicians are guilty of distorting the various aspects of the illness experience

which produces poor health-care delivery to all patients, but more so to those

from minority backgrounds (Kleinman, 1 gB0:63).

This is one vital area in which Western medicine will remain deficient

unless changes take place. Currently, the pract¡ce of medicine within Hospital

District #10 does not take into account the powerful influence of meanings

derived from the interpfay of the Native individual with hís family and his culture

on his illness states. lt is conveniently overlooked by physicians and nurses that

illness entails certain meanings which cannot be taken out of context.

It is imperative to contextualize the elements of a patient's culture, and to

recognize that social life must fundamentally be conceived of as the negotiation

of meanings. As Sapir (1932:23G) noted over fifty years ago:

The true locus of culture is in the interaclions of
specific individuals, and, on the subjective side, in the
world of meanings which each one of these
individuals may unconsciously abstract for himself
from his pafticipation in these interactions.

At the level of doctor-patient interaction, doctors operate under little if any

external constraint, to which we may add that the way in which medical power

and authority is delivered at the level of this interaction between doctor and

patient has not been adequately analyzed within the research literature. Another

dilemma encountered in this assessment is the realization that cross-cultural

understanding is but one approximation of reality. The anthropologist in this case

is, at best, a mediator across cultural codes.

An issue which must be addressed is the variation in socio-economic

conditions that currently exist between Native and non-Native patients. Even

though differences may be a factor in medical decision-making processes, Spicer

(1979:6-7) suggests that the choices involved in using, or not using, Western
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medicine are not wholly class determined. He maintains that the continuing

popular ethnic traditions, related to the subcultural systems operating within our

society, are of importance in differential usage of Western medicine. lt is on this

basis that Spicer writes (1979:16):

Despite their many real triumphs over particular
diseases, practitioners of Western medicinb cannot
assume an ultimate disappearance of all other
medical traditions and practices.

Thus, a physician's effectiveness in treatment varies with his

understanding of how the patient perceives the situation and the meaning

attached to the event. lf the clinician clings to a rationalistic explanation of

medical events, in terms of cause and effect, which is the central feature of

scientific medicine, then the Dakota Sioux patient cannot be reached and

dialogue will remain a distant and unattainable goal.

Anthropological studies (Young, 1976; Evans-pritchard, 1932: Geertz,

1966; and Turner, 1967) emphasize that the narrowly-defined scientific criteria

postulated by Western medicine are insufficient in observing and measuring the

efficacy of tradítional medical systems. ln fact, Weidman writes that (1g79:BS):

Because of its legally-sanctioned status and
accompanying prerogatives, it is fairly typical that
orthodox health practitioners routinely disregard the
health beliefs and customary health béhaviorð of their
clþnts. The practice is understandable in light of the
premises upon which this superordinate heãlth care
system is based. lt is inexcusable in humanistic
terms.

ln an interpretíve enterprise, Weidman is saying that biomedícíne narrowly

defines an individual patient's problem by focusing on curing at the expense of

healing, thus producing dissatisfied patients. On the other hand, Gaines and

Hahn (1985:12) argue that traditional healing systems often seem to be more

efficacious than biomedical physicians "...because folk healers focus on and treat

illnesses in terms of their symbolic meanings...."
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ln conclusion, it is evident that the health-care practitioner requires

sufficient cultural background information about the individual Sioux patient, his

environment and belief system in order to insure that the medical orders given

are realistic and appropriate for that parlicular patient's situatíon. One difficulty

lies in educating medical staff of the importance of cultural differences and

expectations. These are alien notions that run counter to the training of the

health-care professional and stand ín stark opposítíon to hís belíefs. ln essence,

what is significant to the Dakota Sioux patient may not be so for the doctor, who

may (and often does) dismiss the patient's perceptions and interpretations as

having little relevance. The sad result is that the physician will never be in

possession of all the information that may be relevant to a particular illness

episode, making adequate health-care delivery difficult, if not impossible.

Recommendations on how to overcome the problems outlined in this chapter will

be addressed in the concluding chapter of this thesis.



CHAPTER Vll: CONCLUSION

It is only when we have the courage to
face things exactly as they are, without
any sort of selideception or illusion, that
a lìght will develop out of events, by
which the path to success may bô
recognized. I CHING, or BOOK OF
CHANGES, 1950.

INTRODUCTION

A salient point in this thesis is the recognition that cultural patterns are of

crucial importance in the practice of medicine and the development of public

health programs for Dakota Sioux patients. Culture, in anthropologicalterms, can

have a variety of possible interpretations. That is, culture is relative to the time,

place, people and events in which it is located. Consequently, there is an urgent

need for Western health-care providers to incorporate the Dakota Siouxs' pre-

scientific concept of íllness as a sociocultural phenomenon.

Holism and Health Care

There is a requirement to view health as a multidimensional process

involving the well-being of the whole person in the context of his environment.

This inevitably leads one to a position consistent with that of Smuts (1926:xiii):
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lf one accepts the concept of Holism, one can draw
various conclusions from it...and these are still
significant for various of our modern problems. These
wholes, he asserts, are not to be thoi-¡qht of as tiohtlv
contoured things, separate from all óthers boih iá
structure and activity. Every object, every concept,
has a series of bomplei reiationshipé with itð
neighbors and interpenetrates them. Nône can be
understandable outside its environment, its context.
All things interact.

The Significance of Explanatory Models

Distinctive cultural variation is a ubiquitous phenomenon. As such,

anthropology is no longer limited to the study of isolated communities in exotic

parts of the world. lnstead, cross-cultural research within the confines of North

America has become a legitimate field of investigation. At issue within cross-

cultural health care is the need to be cognizant of cultural differences in order to

facilitate communication within the therapeutic relationship. An awareness of the

value and utility of explanatory models, that is the construction of meaning

associated with an illness experience, would assist in reducing the current

ambiguity in the interaction between Dakota Sioux patients and their Western

health-care provide rs.

Here we are studying peoples of two different cultures. lt is imperative that

each come to understand the other, especially in terms of their health-illness

patterns and viewpoints, culture, values and expectations of health care.

Bridging this gap will be a real challenge, requiring an awareness of differences,

and a sensitivity and commitment to change. lntractable, rigidly held beliefs will

preclude any movement towards a subjective and valid health-care delivery

system. However, it must be noted that belief systems are incredibly resistant to

change. What is required is the dedication, patience, time and education in order

to learn alternative ways of viewing health care.
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The Searih for New Cultural Forms

ln this current period of rapid, technological change, the Dakota Sioux

cannot avoid becoming actively involved in the turmoil of biomedical advances.

However, this is just one facet of social change confronting Native groups. ln a

real sense the Dakota Sioux have been excluded from much of the progress

made by the larger Canadian socíety which surrounds them. There is a tangible

sense of anomie on today's Reserves brought about by an inability to develop

new cultural alternatives which would facilitate adaptation to an ever-developing

technological world.

There is a need among the Dakota Sioux for self-reliance, self-

government, adequate education, employment and better livíng condítíons which

can be adapted to the contemporary world but still meaningfully linked to their

cultural predecessors. The lack of these oppodunities explains, in part, the

preoccupation of some Native groups with a return to the old religions and

customs of their ancestors. New cultural forms cannot be created in a vacuum.

lnstead a reconstruction will necessitate a synthesis of traditional cultural

attributes with the realities of the 1980s.

ISSUES REQUIRING RESOLUTION

By focusing on the attitudes and perceptions that occur between physician

and Dakota Sioux patient, this study has attempted to reach the level at which

cultural differences are most deeply rooted--in the structure of social intercourse.

To accomplish this, it has been necessary to look for generalized, shared

patterns of behavior exhibited by both sídes engaged in the dialogue, as well as

to uncover points of disagreement.

As is evident to the reader from the preceding chapters, cultural

differences between patient and doctor have received a great deal of attention ín

this thesis. The tenor of contemporary writers and scholars quoted in this thesis
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suggest that much of the conflict experíenced withín the clínical settíng can be

eliminated, or at least drastically reduced, through cross-cultural training and

exposure to alternative views of health care.

This discussion of alternative views brings us back to the original

hypothesis of this thesis which states that health beliefs and perceptions may be

more impoñant to an individual's selection and utilization of available medical

systems than the biomedically determined health needs of that individual. To test

the truth of this proposition, theories have been applied from medical

anthropology, medical sociology and symbolic interactionism.

It may be that an acceptance of cultural differences cannot be mediated in

the immediate future, given the entrenched position of the Western biomedical

model in the training of new physicians and nurses. lt is also possible that

attempting to bring together traditional forms of healing and the biomedical model

is counterproductive in the delivery of health care to Native patients. Perhaps

having a choice between systems is more efficacious than discovering that in the

process of improving health-care delivery to Native patients traditional forms

have been eliminated from competition in the health field.

The application of cross-cultural health care has potential for the future.

However, the very real danger is that it may be utilized as just another techníque

ín the practitioner's black bag when dealing with "cultural others." Thís means

that the health-care workers within Hospital District #10 have the task of coming

to a mutual accommodation, an integration of their training and technology with

Native values and beliefs. Thís will be a prerequisite to any improvement in the

quality of health care for Dakota Sioux patients. lntegration will require

involvement in three areas of application: diagnosis, treatment and compliance.

The fact that there is little integration evidenced in the reportings of informants

leads to the serious issue of "cultural imposition" (Leininger,1972;7):
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This term refers to subtte and less than subtle wavs
that an outsider imposes his own values, beliefs, añd
practices upgn another individual or group. cúltural
imposition often occurs as Western ñeattn ,experts,;
consultants,. and/or typqs of health workers irirposô
their health ideas upon the culture they are suppbsed
to help.

It goes without saying that medical orientation influences the medical care

one seeks, but good or bad experíences with medical care may affect

subsequent health orientation. For the majority of Dakota Sioux patients, medical

interventions wíth local health-care providers have proven to be irksome at best.

This is because the medical programs affecting Native patients are less flexible

than they might ideally be due to the tendency of health-care professionals within

the District to resist experimentation in social arrangements for giving care, in the

belief that by so doing, they are protecting the integrity and quality of that care.

RECOMMENDATIONS

From the begínning of this research, the provision of more medical care

services to Native populations serviced by Hospital District #10 has been but a

tangential issue. Of greater importance is the need for a quality of care that

addresses culture-specific problems facing the Dakota Sioux patient. A listing of

these concerns would, by necessity, include the reduction of stress brought about

by exposure to híghly technical and medicalized language during the encounter

session, as well as an appreciation for the socioeconomic disadvantages facing

the Native patient.

One possible element to be included within the Hospital District is a

collaboration between the local clinicians and the Dakota Sioux traditional

healers. There are obvious benefits to this approach. First, is the provision of

increased psychological comfort for the patient and his family. ln itself this is

conducive to a more beneficial therapeutic outcome (i.e., lowered mortality and

morbidity). Secondly, good relationships between the health-care worker and the
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Dakota Sioux patients would result in earlier and more frequent referrals to

appropriate facílities. As this relationship proceeds over time, healers would

become more adept at referring appropriate cases in an earlier and more

treatable phase in the disease process. This cooperation would enhance

medical care for the general populace as a whole.

What is called for is a "rapprochement" between the Western biomedical

model and Native beliefs in etiology and cure, for then health-care practitioners

and Native patients alike would be dealing with the same problems--one might

even say the same realities--instead of passing each other like bishops on a

chess board. ln addition, it should be realized at this point that procedures

adopted by Native healers in the milieu in which they operate are often more

effective than so-called scientific procedures due to their acceptance by the

populace as "legitimate." Westernization is often superficial and not infrequently

even after successfultreatment at a Western medical facility, a patient is likely to

return to the traditional healer to have "the real cause" of the illness dealt with.

The recommendations derived from this research were presented to the

Chief, the Band Council and members of the community in June 1gBS.

Specifically the Dakota Sioux were advised to seek membership on the Hospital

Board in order to have an elected voice in policy and procedure development in

the delivery of health care to the distric{ as a whole. Secondly, recommendations

were made to assist in acquiring a transportation system for members of the

Reserve to use when visiting physicians in the Virden and Reston clínícs ancl/or

hospitals. Thirdly, the Chief and Band Councíl were offered assístance by this

researcher in contacting the necessary individuals responsible for developing a

clinic on the Reserve. Finally, and most importantly, the Dakota Sioux were
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encouraged to become more actively involved in issues directly related to their

own health care, and to document cases of discrimination and abuse received at

the hands of health-care providers within the district (Appendix E).

Recommendations were delivered to the members of the Hospital Board in

January 1986 which included the following: set up an ad hoc committee from the

Board to work directly with the Chief and Band Council of Oak Lake Dakota Sioux

Reserue #59 on perceived issues of conflicts and misunderstandings; make a

formal invitation to the Chief and Band Council for representation on the Hospital

Board; support the formation of a clinic on the Reserve; incorporate into the

current patient assessment protocols a series of ethnomedical questions for

Native patients; and finally, to establish a Native diabetes program to inform and

educate the Dakota Sioux as to the nature of the disease. The Board was

advised that all of these recommendations were advocated in order to

incorporate local cultural expression in order to make meaningful and tolerable

that which is currently feared and avoided. Special attention is required to

understand the cultural content of illness behavior among the Dakota Sioux ín the

hope that changes in attitudes and behaviors may follow (Appendix E).

CONCLUSION

Given the fact that all cultures are continually changing and evolving, it

would seem expedient, minimally in terms of survival, to urge the need for

tolerance, flexibility, and adaptability in the delivery of health care to Native

patients. Consequently, the data collected during this research indicate that a

more appropriate form of health care may be developed when Native patients

and their models of illness, physicians and their practices, and the institution of

medicine are understood within their respective social and cultural contexts.

Perhaps, in order to facilitate some solutions to the difficulties outlined in

this thesis, it will be necessary to distinguish the more intransigent elements that
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have been enumerated. This would include the insistence by the health-care

professionals in acknowledging only one beneficial medical system, and similarly

the insistence by Dakota Sioux patients upon incorporating Native healing beliefs

into the medical equation.

No doubt there are different levels of belÍef inherent wíthin this

dichotomy, but it is only by distinguishing the various problems and assessing

their relative importance, that we will be able to gain an insight into the difficulties

and possibly suggest solutions. To assist Native populations in their attempts to

be free from disease, we must recognize that they must also be free from

repression, hunger, and discrimination. Also the larger, host community has to

reach an awareness of the daily living conditions faced by Native peoples. lt is

clear that efforts to improve health care must be accompanied by intrinsic

changes in attitudes and perceptions for all concerned. Thus, this study has

attempted to bring into focus a questioning of the relationship between beliefs

and perceptions as they impact on individual behaviors and actions during illness

episodes. lt may well be argued that culture mediates all human perceptions,

including what it means to be sick.

Finally, it is likely that the psychological value of traditional Sioux

medicine, provided one believes in them, may be a better means of care for

native patíents than many Western medicines. Unfortunately, patient's

expectations often exceed the ability of healers, whether they be indígenous or

Western in orientation, for as Morley and Wallis maintain (1980:1S):

Medicine, in the ethnomedical sense, is to be seen as
more than the fiat of the Western medical paradigm.
The really fundamental sine qua non of medicíne ín
both traditional and modern industrial societies is that
it is a social phenomenon and can only be fully
understood as such.
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ln conclusion, the value of this research lies in providing medical staff,

nurses and other health-care practitioners within Hospital District #10 with a

clearer appreciation and understanding of Dakota sioux culture.

Also, findings from this study indicate that the Western biomedical model

does not have a wide-spread acceptance among Dakota Sioux patients. Rather,

it is actively being modified with varying degrees of nativistic beliefs and

supplemented by a complex armamentarium of Native healing practices. ln

addition, local health-care providers appear to be unawáre of the depth and

significance of Native culture, its ubiquitous nature, and its relevance to health-

care delivery in the 1980s.

Serendipity may not have played a major role in the selection of this

research topic; however, it has definítely colored the manner in which the

ethnography has finally reached written form. Even after the termination of field

work activity, the friendships made and ties to the ongoing concerns of the

reserve community continue unabated.
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RESEARCH PROJECT: NATIVE PAT]ENTS

AND THE WESTERN }ßDICAL }IODEL

ThÍs research project addresses the symbolic interaction between Native patients
and health-care providers v¡ithin Hospital District /110, located in SouËhwestern
Manitoba. The focus is two-fold: First, to determíne the degree of acquaíntance
with and understanding of Native culture and models of Íllness on the part of
health-care providers; and secondly, to explore the presence (or absence) of
explanatory models of illness and disease on the part of Native patients that may

be in conflict rrÍth the accepted Western uedical model, and to explore the effect
this ruay have on and the utílíty for Native Patients.

The project ls befng conducted by Sandra Kay Sherley-Spiers, under Èhe direction of
the Department of Anthropol-ogy, University of Manitoba. There are no funding agencíes
involved at this tíme. The research forms the basis of fieldwork experÍence in
partÍal completion of requírements for the l.faster of Arts degree in anthropology
aÈ the UnLversity of ìlanitoba. In addition, it 1s hoped that the information
gathered will develop into an insÈrument of value, both to Èhe health-care providers
and the Native patienË, Ín facilitating interaction within the health-care delivery
fie1d.

The researcher involved recognizes the prÍvate nature of the information given, and
Èo maintaín your privacy and anonymity, any fnformation that would reveal your
identity wl-ll not be utilized.

If you feel that thÍs research Ís such that you donrt v¡ant to partÍcÍpate' you are
naÈurally free not to do so. I do, however, appreciate all the help that you can
glve me. All data does, however, remaín within the exclusive dlscretion of this
researcher as to its fínal disposition. This fncludes publfcaÈ1on, rePorts, thesis
andf or related forrnats.

Thank you for your consideratlon and cooperation.

I have read and understand the foregoÍng, and agree Èo freely participate 1n this
research project.
Your Signat.ure Date

Project Staff Signature

Project Staff:

Sandra Kay SherleY-SPiers
ÐeparÈment of AnthropologY
University of ManÍtoba
Winnfpeg, ìlanftoba R3T 2N2

Offlce telephone: (2O4) 474-847L
Home Èelephone:

Consent form: lÍL
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APPENDIX B (I): ETHNO}IEDICAI INTERVIL.l^J SCHEDULE I^]ITH NATIVE PATIENTS

l. Have you had any contact with doctors or hospitals within the past
two years?

2. What happened that made you seek a doctor's help?

a. at any point during the illness episode did you treat yourself?
b. at any point during the illness episode did you seek the advice

of a NatÍve healer?
c. díd you discuss your illness with farnily members or others in

the community before seeking hetp?

3. When talking to the doctor, did you understand what he had to say about
your problem? Did he tell you what was \^rrong with you? Is this the
same as what you think caused the illness?

4. What do you think caused your problem?

a. why do you think ít started when it did?
b. when this problem began, what else was happening in your life? Itlhat

other things r4rere you doing?
c. are these events related to your problem? If so, how?

5. Tell me about your experiences with the loca1 physicians and nurses.

6. l{hat r¡ould make you seek out a doctorrs assistance? Are there certain
types of illnesses that donrt requíre a doctorrs help? If so, what
are they.

7. What use do you make of tradítional Sioux medicines?

a. what types of problems are best treated by Native remedies?
b. do you make your ovm medicÍnes or does someone prepare them for you?
c. what types of illness epísodes require the assistance of the

medicine man?

8. What do you see as the primary health problems facing Ëhe residents of
Oak Lake Reserve /159?

9. I,Ihat changes would you 11ke to see take place ín regards to health-care
delivery involving Dakota Sioux patients?



APPENDIX B (II): INTERVIEW SCHEDULE WITH HEALTH-CARE PROVIDERS

1. As a physician/nurse what problems, if any, do you encounter when
dealing with Dakota SÍoux patients?

2. Is there a particular pattern of medical problems that the Dakota Sioux
experience?

3. Are you ar¡rare of the presence and activities of medicine men in the
dis trict ?

4. Do your Native patients comply wiEh your recommended treatment plans?

5. To your knowledge, is there a language problem betvreen staff and Native
patíents? If so, what is the extent of the problem, and how do you
overcome it?

6. Do you ever encounter Native patients who do noÈ speak English? If so,
how do you deal with this problem? Who serves as interpreter?

7. Do you think that. your Native patients understand the nature of their
illness and the treatment plan offered?

8. Do you see and treat many Native patients? If so, how often and where?

9. To r¡hat extent to NatÍve patients utilize Ëhe hospital and/or clinic?

10. How do the nurses/physicians interact with Native patients?

11. To your knowledge, do the Dakota Sioux have a problem ¡¿ith suicide?

L2. Are you atrare that Native patients utilize both traditional and Western
medicine simultaneously at times? Does this concern you?

13. How long have you been working within Hospital District llLO?

14. How often do Native Datients utilize the servíces of the emergency room?

15. Tell me what you knor¿ about Dakota Sioux culture.

16. Are there specific areas that you as a nurse/physician see that might
present problems when deallng wLth Native patÍents?
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Dear Mrs. Sandra Shirley-Spiers, '

I,le, chief and council of the oak l,ake sioux Reserve are in support
of your Research Project. (Nacive Patients and the l,Jestern Medical Model)

lde feel your research will be benefical to the Oak Lake Sioux Reserve
and also Hospital Disrrict #10.

Therefore this letter is our approvar for you to proceed with your
research and we will be looking forward to reviewing your information that
you have compiled in your project upon co¡npletion.

Yours Sincerely,
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MEMO

This is to advj-se that Sandra.K.Sherley-Spiers wiII be
conducti¡rg a redical research project this sumrrer withjn
Hospita.l District #10 with tlre approwal of the C;overning
Board.

The project forms part of her post-graduate stud.ies Ín
Anttrropology at the l-Iriversitlz of }lanitoba,lrùrere she
is r,vorki¡rg under the djrection of Professor.J.Kaufert
of the Health sciences Centre.

As part of her research she will want to carry out interviews
with both staff and patients and review selected ned-ical
records.

Participation by staff & patients j¡r this research will
be optionáIrthough your co-operation will cerbahly be
appreciated.

M.Spiers.

To: H.EIliot.¡4OIüA Rep
L)¡nn Isaac .l4OlG, Rep
G.Thiqf .Vj-::den
H.Tolton.
E.Itl1debrandt
14.lfrrgent
M.Bulloch
D.Yeo
M.T\:rnbu11
J.McDonald.
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Reg t on

No roa o
(Concrd)

lndtan Bande

Grand Raplds
lfarÈlìlas Coloob
lloose l.ake
lnulc t o.O.P. Indlans
Ile I son lloue e

Northlands
Noruay Ilouse
Oxford llouse'
Red Sucker Lsko
ShaoaÈlaHa
SpIlc Lake
Sce. Tlteresa Polnc
The Pas
l.Jasagaoack
lla r Lake
York FactorY

Sub-Tocal

Deceober, l9B2
tocal Band Heobers
land lltch WlnntPeg
-tsr Lng Poacal Âddresso

357 3l I

I,330 51 
I

J57 19
399 212

2,035 62
401 t

2,591 248
I,209 l8

365 15
6II 16

l,2ll 22
I ,'5? I 96
t,l5l 6l

701 38
88 t

416 25

22.O92 I,415 (6.41)

iliril I IU¡,.r :¡l¡ÌlU¡

P¿rkland

Crane Rlver
Ebb and Flou
lndlan BLrch
Plne Creek
ShoaI Rtver
Vall.ey Rlver
lJ¡cerhen

Sub-Tocal

Jure, 1983
tal Bsnd ¡{enbers
nd lll.ch lJl'nntPeg
crlng Poac¡l Adrlres

t i,r, ,

360 34
I ,350 5l

16? ?r
429 225

2,O()8 66
409 t

?,622 252
I,214 t8

38r 22
62q t7

1,248 38

1,59t 8t
I ,362 79

706 48

87 I
4r9 t8

22,t28 t'500(6.7¡)

t 'Jr t.l..r | | l.r.l

lJc ¡ coa n

t

Bt rdrafl Sloux
Gaolers
Kee se ekoor¿anln
Oak Lako 'Rollfng Rlvcr
Stoux VaLlcY
!layuay seeca PPo

Sub-To cal

Deceober, l9B3
Toc¡l Band Meobera
Band lltth lllnnlPcg
Llsttng Pogral Addrese

2I5 ttz

70t t25
143 3

681 203
554 88
383 . 57

426 63

3,109 58t (r8.7r)

l''olrúLA't / o/\r

Han I co bs

rSource H.H.S.C. Tablc 3 Populatton by ltatltng Addrc¡¡
*rRev1¡ed Tocal.

Hssc/Hts
Jrouary 1985

368 3r
I ,363 60

368 22
4 53 249

2.'O1 6 65
4t7 I

?,648 254
I,238 t9

390 2l
627 t7

L.276 44

l,ó14 74

1,39t 85
7r9 5l
892

421 14

22,729 1,606(7.12)

240 t3
14 I

3r7 3I
313 30
374 70

1,024 57
802 94

3,084 296 (9..6r)

* June, 1984
Toral, Band ìleober¡
B¡nd I lllth lJtnnlPcg
Lleclng Postal Âddres

217 3l
7r9 t28
149 5

706 208
5ó6 93
119 62
415 76

3,r71 609(r9.2¡)

37t 25

,366 stt
359 t9
505 284

:,098 1)
433 5

| , ó7I 27 J

,,26t 70
409 26
638 17

I,285 5l
1,641 92
1,192 78

728 5l
93 3

422 14

3,002 t,70t (7.4U )

4ó,9t5 rró,667 (t4.2¡)

243
t4

32J
32r
371

I r029
192

2ll 40
728 l3l
r49 .l0
7 14 208
5i0 92
383 7q
453 78

3,228 633(I9.6U)

l2
t

38
3I
ó0
53
86

3 ,099 28r (9. rz )

47 ,6 1 3 6 ,970 (t4.6U ).

246 13

14 I
335 3I
127 35

37t 58

t,044 7 t
802 90

3,139 299(9.5¡)

2J9 35
744 t52
152 tl
728 2l I
587 88
36i 77

450 77

3,267 ó51(t9-92)

48,131 7,203(15.02)

246 22
15 I

352 35
,,rFt33I' .,, 41,

367 58

I ,068 7l
792 86

3,171 3I4(9.92)

48,63ó 7 ,5r.9 (15 . 5U )



APPENDIX E: R-ECOMMENDATIONS TO TIIE CHIEF AND BAND COI]NCIL,
AND THE HOSPITAL BOARD.
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RECO]'TÍENDATIONS

Research into the health-care delivery concerns of the residents of

the Oak Lake Dakota Sioux Indian Reserve (l!59) indicate the following

problem areas:

1. Lack of adequate transportation for individuals seeking medical
attention and services. This is a serious problem resulting i-n
excessive use of the emergency room facilities duLing the evening
hours. The lack of Èransportation also is reflected in the high
number of clinic appointments not being attended by Native patients

Communication discontinuities betv¡een Natl-ve patients and physicians
during Èhe clinícal inÈerviev¡. In many cases, this is the result
of poor English skflls on the part of Native patients. On the
other hand, physicians often assume that they are being understood,
when in fact they are noE.

Lack of awareness on the part of the health-care practitioners
vrÍthin Hospltal DisÈrict /Í10 regarding Native customs and beliefs
surrounding the "meaning" of health and disease states, and what
therapeutfc threatments are believed to be efficacious.

A contlnuing pattern of "non-comp1Íance" with prescribed medical
treatmenf.

Diabetes l-s a growing problem among the Dakota Sioux. As this is
noÈ a traditional disease for these índivlduals, there is a great
deal of misundersranding and fear surrounding diabetes, i.e. how
ft is contracted and how ft fs treated.

An abnormally htgh level of upper respiratory disease among Nat.ive
children compared to the general population withín the Hospital
District. In parË, this is a reflection of the poor socio-economic
conditl-ons on the reserve.

To improve Èhe health-care delivery system to Native patients, the

following recommendations were presented Èo the Chj-ef and Band Council in

June 1985:

I. The Band Council was advised to draft a letter to the District
Administrator, Mr. Ken Mitchell, with a coPy to Mr. Jake Ïhiessen,
Chairman, Governing Board, Hospital District i.110, at the following
address: Virden District Hospital

P.O. Box 400
Virden, ManiÈoba

2.

3.

6.

ROM zCO



The purpose of the letter v¡as to seek an appointment of at least
one Native representative to the Hospital Board, with one additíonal
person holding a non-voting position.

Traditionally, the Dakota Sioux do not make decisions in ísolation.
Rather, the decision-making process is a group activity. ConsequenÈly
there may be times ç¡hen the Native representative to the Board will
have to take recommendations back to the Chief and Band Council
before committing a final vote on a particular issue'

2. The Band Cor¡ncil was advised to seek funding from }ledical Services
for a vehicle to transport índíviduals to Virden and Reston for
medical appointments.

3. The Band Council rvas advised to approach both Drs. Yates and Cleto
Ëo ascertain if either of them would be interested in developing
direct services to the Native community in the form of a Federally
and Provincially sponsored clinic located on the reserve.

4. The Band Council r¡7as encouraged by this researcher to become active
participants in the health-care delivery sysLem as it applies to
Native pat.ients.

To improve the health-care delivery system to Native patients, the

following recommendations are beíng presenËed to the Hospital Board:

1. Set up an ad hoc committee from the Board to ¡^rork directly with
the Band Council on perceived issues of conflict and misunder-
standíng.

2. lfake a formal invitation to the Chief and Band Council for
representation on the Hospital Board.

3. Support Èhe formation of a clinic on the reserve.

4. Incorporate into the currenÈ patient assessment protocols a

series of ethnomedl-cal questions for Native patients (see
attached) .

5. Establlsh a Native Diabetes Program to inforrn and educate the
Dakota Sioux as to the naËure and Ereatment. of the disease. It
is advocated that this program incorporate 1ocal cultural expression
l-n order to make meaningful and tolerable that which is feared and
avoided. With attentíon to cultural conÈent, changes in attitudes
and behaviours maY follow.

The value of this research lies in provl-ding rnedical staff, nurses and

other health-care practLÈioners vrithin the Hospital District r^rith a clearer

appreciatl-on and understanding of Natlve culÈural values and belÍefs that

currently impact upon the health-care delivery system.



I offer my services to work v¡ith the administration to conduct an

Ín-service day to presenL my collection of Native belÍefs, issues and

perceived confl-icts concerning health and illness states. The health-

care provi-der, guided by an increased sensÍtivity to Native beliefs and

problems, r^rill then be able to predict with greater accuracy the ouEcome

of specÍfic treatment, the patient I s likelihood of compliance to a

prescribed regimen and levels of patient satisfaction.

Fíndings from thís study to date índicate that the l^lestern medical

rnodel does not have a wide-spread acceptance among Native patients; rather,

it is modified with varying degrees of natívistic beliefs and supplemented

by a complex armamentarium of Native healíng practices. In addition, local

health-care providers appear to be unavrare of the depth and significance

of Native culture, its ubiquitious nature, and its relevance to health-

care delivery ín the 1980s.

I v¡ould like to take this opporËunity Ëo thank the members of the

Hospital Board, the adninistration, and the local health-care practitioners

for their cooperation in making this research possible. Hopefully the

research project vrill have a positive impact on health-care delivery to

the members of the Oak Lake Dakota Sioux R.eserve.

Sandra Kay Sherley-Spiers
Research Fellow in Anthropology
Room 249, St. Johnrs College
University of Manitoba
400 Dysart Road
trIinnipeg, Manítoba R3T 2M5
(204) 474-8123


