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Abstract

THE INFLUENCE OF CULTURE ON HEALTH-RELATED BEHAVIOR
by •

Meryl Sufian 
Adviser* Professor Michael E. Br.own

Lack of adequate health care is a problem for many 
members of Third World groups. The Third World population 
is a growing one in major urban areas in the United States 
and is a population that has significant health needs. 
Coupled with this is the growing problem of chronic dis­
ease which is the leading cause of disability and death 
among all groups today. Because chronic illness creates 
a special dependency of clients on professionals that may 
be inconsistent with the familiar conventions of their 
lives,- members of Third World groups with chronic illness 
may find themselves in medical situations in which the 
clash of cultures is particularly significant in determin­
ing their health-related behavior. The research that fol­
lows deals with problems that emerge when members of Third 
World groups suffering from chronic disease make contact 
with health professionals. Our contention is that a con­
flict emerges between the culture of the health care sys-
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tem and the healing cultures of Third World ethnic groups.
There may he many consequences that result on both 

sides of this conflict. We are interested in the impact 
the conflict has on health-related behavior, especially 
the utilization by Third World groups of healing resour­
ces that are available in urban areas. It is the thesis 
of this dissertation that one way in which persons from 
Third World groups resolve the cultural conflict between 
systems is to engage in a pattern that we call dual util­
ization. This pattern involves the utilization of healing 
resources from both the mainstream health care system and 
a culturally sanctioned indigenous healing system. We hy­
pothesize that people who adhere to culturally-establish­
ed health beliefs are more likely to display a pattern of 
dual utilization than people who adhere to the beliefs of 
scientific medicine. If this is the case, it is then in­
cumbent upon the health care system and its practitioners,' 
as far as policy is concerned, to become culturally sens­
itive on both a structural and interpersonal level in the 
approach toward healing and toward clients or potential 
clients of the health care system.
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Preface

This project was originally proposed in the context 
of the community service component of the Multipurpose 
Arthritis Center at Downstate Medical Center, State Univer­
sity of New York (DMC-MAC). The DMC-MAC is one among 
many Centers nationwide that are funded by the National 
Institute of Arthritis, Diabetes, and Digestive and Kidney 
Disease in the National Institutes of Health (NIADDK-NIH)

s

to conduct research and educational programs in the field 
of arthritis and the rheumatic diseases. This study was 
subsequently funded by the NIADDK-NIH and partially sup­
ported by an Arthritis Foundation Research Fellowship that 
was awarded to the author. It was intended to provide 
in-depth information about the operations of clinics and 
experiences of clinics. For this reason, two different 
but complementary approaches were adoptedi field obser­
vation with qualitative analysis of data, and survey re­
search. The aspect of the study that is emphasized here 
is primarily based on the analysis of the survey data, 
though the field phase of the research provides much of 
what will be described as background or context.

Chapter One discusses the significance of culture 
to health. It looks at the healing cultures of both the 
health care system and Third world groups in the United 
States and the resulting conflict that emerges when mem-
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bers of the latter find themselves dependent upon agents 
of the former. Chapter Two looks at some of the ramifi­
cations of this conflict and focuses on patterns of utili­
zation of the health care system in order to evaluate its 
effects and offers an approach to the study of utilization 
in terms of the significance of culture and cultural dif­
ferences. Chapter Three presents the major research hy­
potheses and describes the research design arid sample. 
Chapter Four reports the findings and discusses them. 
Finally, Chapter Five discusses some of the policy impli­
cations of the research for medical practice and impli­
cations for further research.
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Chapter One» THE CULTURAL SIGNIFICANCE OF HEALTH

This dissertation is intended to contribute to that 
area of medical sociology that deals with utilization of 
medical services in clinical contexts in which the inter­
action of physician and client is at issue. It focuses
on the significance of cultural differences that often
exist between representatives of the health care system 
and members of culturally integrated Third World ethnic 
groups.3* The issue "of this chapter is the significance 
of culture for understanding health beliefs and practices.

The following encounter is based on an observation 
by the author in the course of carrying out field work
in the rheumatology ambulatory clinic at a major teach­
ing hospital in New York City. The setting was one of 
the many examining rooms in which the physicians see clients. 
The client was a middle-aged black woman who was from the 
West Indies. She repeatedly told the physician that she 
did not feel well in the morning and, therefore, was un­
able to get out and go to work. The physician replied 
each time, "What do you mean?" This was repeated several 
times and both parties became increasingly louder and ang 
rier with each exchange. Finally, trying to put an end 
to what had become a confrontation, the client raised her 
voice and exclaimedi "I don't feel good." The physician 
responded, while looking at her chart, "If you came when



you had appointments and for the tests, I could help you." 
Later in the interaction, the client told the physician 
that she had heen applying lemon to the rash on her arms. 
He asked if it was helping her. She immediately said that 
it did help. When he asked her to be more specific about 
how it helped, she admitted that it "really did not help" 
her, whereupon, he laughed. Throughout the entire inter­
action the client repeated that she wanted to work, but 
felt physically unable to. she said that she had been 
trying to obtain Medicaid since she could only afford 
certain tests that were needed if she received financial 
assistance. At the end of the interaction, on her way out 
of the room, the client exclaimed: "What kind of democracy 
is this?"

After she left, the physician commented: "She is a 
disaster. I try to help her. She's been trying to get 
Medicaid for over a year. I schedule her to come every 
three weeks and she shows up every six weeks. I'm glad 
she's leaving." He also said that her illness was not 
physical and that he did not know whether or not she was 
really sick. He concluded that there was something pe­
culiar about a system in which people were on disability 
but worked despite that to make more money. "But that," 
he added, "seems to be the way it is here."

The question this encounter raises is whether the 
interaction of the parties represents an inability on the



part of the client to participate in a rational process 
of diagnosis, or something more complex, perhaps a clash 
of different rationalities. From the standpoint of the 
physician the client was both self-serving and foolish.
She could not answer specific questions about how she felt, 
could not listen to what was being asked, had failed to 
participate in a normal course of tests and diagnosis, 
had used remedies rooted in superstition, and was aggres­
sive and self-serving. Even the researcher is tempted 
to adopt this perspective, since the research process is 
part of the same community of science as medicine. Yet, 
we are sufficiently familiar by now with what anthropol­
ogists have shown over and over again* the responses of 
people to situations may be unintelligible to observers 
from a different cultural background or may seem backward 
or unsophisticated, but there may be a rational basis for 
action rooted in that background that can become visible 
as such when it is made explicit. Indeed, sociology and 
anthropology have always had to deal with the problem of 
understanding others and the self-righteousness that so 
often accompanies contact with those whose experience and 
ways of organizing experience are in one way or another 
foreign. The example itself cannot provide an answer to 
whether or not the physician's evaluation is correct or 
adequate, but the fact that the encounter rapidly got out 
of hand and the fact that neither party seemed able to
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communicate with the other, or at least to establish a 
semblance of consensus, suggests that a deeper conflict 
than that of rationality with superstition and recalci­
trance may have occurred. With this in mind, it seems 
at least strategically sound to suggest that the parties 
may have met in this encounter not as individuals— one 
seeking advice, the other an expert able to advise—  but 
as members of communities whose cultures made it diffi­
cult for them to continue their interaction no matter how 
compelling or necessary it may have been for one or both 
of the parties. This model allows us to consider the 
possibility that the physician’s problem was an inabilty 
to "hear” the client, and that the client's was a sense 
of violation due not to a preoccupation with democracy 
but due to a sense that there was no one to talk to, no 
one who could understand. One way of investigating this, 
at least preliminarily,.would have been to have observed 
the client in her community and to see how she speaks with 
others about her ailments and how she organizes the heal­
ing resources of that community in her own interest. That 
would at least have raised a presumption that there was a 
greater rationality on her part than the physician was 
able to grant. In any case, the model— of culture conflict 
— suggests that patterns of utilization can be understood 
as a sociological rather than merely a social psychologi­
cal problem, and that people who visit physicians do not



cease to be members of a community any more than the phys­
icians they visit cease, in the medical encounter, to be 
part of the ideological setting of medical practice, the 
culture of scientific medicine, to which they undoubtedly 
have been socialized and in which they participate.

The focus of this research is on chronic illness 
as it relates to the cultural milieu of the health care 
system. Chronic illness creates a dependency and preoc­
cupation with the body. When a person has a chronic ill­
ness his or her body is always implicitly involved in heal­
ing. We are particularly interested in the chronic ill­
ness of arthritis and related rheumatic diseases. The 
etiology of arthritis and related rheumatic diseases is 
unknown and there are no known cures.2 Thus, treatment 
is aimed at the relief of symptoms that seriously inter­
fere with the individual's well-being. Rheumatic diseases, 
unlike other chronic diseases such as hypertension or 
diabetes, typically manifest symptoms that are obvious 
to the afflicted person. There is variation among indiv­
iduals as to the degree of disability, pain, and inter­
ference with daily activities. The desire to gain relief 
from symptoms supplies a strong motive to choose some 
course of action. The social and emotional consequences 
of chronic illnesses are major issues for the effective 
care of most people who have a rheumatic disease. They 
need explanations for what to expect and advice regarding 
reasonable strategies for coping effectively with their



disease and for handling incidental problems that may arise. 
There is also a strong need for reassurance about the prog­
ress of the diseas* in part because the medication pre­
scribed, especially for a disease like osteoarthritis 
often only ameliorates the symptoms. Consequently, a 
critical element in effective treatment is having clients 
understand their disease in terms that make sense to them 
and those around them and adjusting expectations to re­
ality. 3

Aside from'the physiological aspects of chronic ill­
nesses, there are additional considerations that include 
sociocultural factors. Growing evidence indicates that 
social, cultural, and psychological factors have an im­
portant role in whether people become ill and in the dur­
ation of their disabilities and the intensity of their 
symptoms. Once a person is afflicted with a chronic ill­
ness, effective treatment of the disease often requires 
a modification of lifestyle and social relationships.
Often a necessary component of this adjustment is that 
the person who is ill, along with family and close friends, 
take a great deal of the responsibility for the care and 
the management of the illness. The extent of the change 
in lifestyle, that the person may have to make will depend 
on the seriousness of the particular case. Ideally, the 
required lifestyle alterations would be discussed by health 
professionals with their clients. A successful outcome



depends to a great extent on the quality of the physician- 
-client relationship and the ability to communicate with 
each other. However, there is an inequality in status 
and power relations between physicians and clients that 
is built into the structure of the health care system that 
has been well documented in the field of medical sociology. 
If one adds the,additional factor of a difference in cult­
ural orientation the relationship suffers even more.

Broadly speaking, culture is a group's design for 
living, a shared set of socially transmitted assump­
tions about the nature of the physical and social 
world, the goals of life, and the appropriate means 
of achieving them.** At the heart of such designs 
for living are shared assumptions about the mainten­
ance of well-being and appropriate means of achieving 
that state, however,diversely it may be defined.
Such assumptions relate not only to the nature of the 
the material and social world but also to the nature 
of the biological world, i.e. to ways in which the 
human body is viewed and seen as functioning. Body 
image and anatomical knowledge are fundamental in 
this regard, as are ideas about disease causation, 
symptom, diagnosis, treatment and other facets of 
health.5

These shared assumptions refer to beliefs or belief 
systems.

A belief is a hypothetical construct that involves 
the assertion of a relationship between some attitude 
object (a person, a situation, or a behavior, such as 
smoking) and some attribute of that object (e.g. causes 
of cancer).°

All cultures incorporate beliefs related to healing and 
illness. Therefore, if we view this fact cross-culturally, 
we find a variety of health beliefs and corresponding be­
haviors. Moreover, we shall argue that the health care 
system in the United States has its own healing culture
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that is dominant, namely scientific medicine. On the 
other hand, Third World groups living within the United 
States have distinct healing cultures which may incorporate 
to greater or lesser extents aspects of the mainstream 
health care system. More significantly, it is the con­
tention of this dissertation that there is a clash between 
the culture of the health care system and the healing cult­
ures of Third World ethnic groups. The culture of the 

. health care system, as represented by the iomedical pers­
pective or scientific medicine incorporates assumptions 
and imperatives for its health care professionals. On the 
other hand, Third World groups (and all cultural groupings 
for that matter) have their own assumptions and imperatives 
for its members which are in conflict to varying degrees 
with the assumptions and imperatives of the culture of 
scientific medicine. As a result, each group is resist­
ant to the other's culture and cultural prescriptions re­
garding health and illness.

When the practice of medicine involves the application 
of elements of the institution of medicine in one cult­
ure to the people of another, or from one subculture 
to members of another subculture within the same cult­
ural group, what is done or attempted by those in the 
healing roles may not be fully understood or correctly 
evaluated by those in tKe patient roles. Conversely, 
the responses~of those on the patient side of the inter­
action may not conform to the expectations of those on 
•the healing side. To tKe extent that this occurs, 
the relationship may be unsatisfactory to everyone 
concerned. . . . when persons of widely dissimilar 
cultural or subcultural orientations are brought to­
gether in a therapeutic relationship, the probability 
of a mutually satisfactory outcome may be increased 
if those in the healing roles know something of their



own culture and that of the patient and are aware of 
the extent to which behavior on both sides of the 
relationship is influenced by cultural factors. An 
even higher probability of satisfaction may result 
if the professional people are willing and able to 
modify elements from their medicine so as to make them 
fit the expectations of the laymen with whom they are 
working.7

Chronic illness requires an ongoing relationship 
between the client and the health care system. Therefore, 
contact with physicians and other health professionals 
are unlike those for acute episodes of illness which have 
a defined duration. The ongoing treatment brings together 
individuals who are usually from different cultural back­
grounds. Given this set of circumstances, it is incumbent 
upon health professionals to familiarize themselves with 
the "whole person" including the social and cultural in­
fluences on the individual's life. The fact that a great 
number of people receive treatment outside of the health 
care system, either at home or by culturally traditional 
healers, should be recognized and incorporated in some 
fashion into treatment plans.

Since living successfully with a rheumatic disease 
involves establishing a meaningful exchange of information 
and ideas between practitioners and clients, a marked 
cultural distance, even independent of language barriers, 
makes the establishment of rapport and communication dif­
ficult, particularly around such sociocultural concerns 
as sexuality and diet. In addition, beyond the normative 
role of culture, it is likely that the symptomatology of



the rheumatic diseases and the lack of a cure may encourage 
people to rely on culturally sanctioned or other alterna­
tives to the health care system that are thought to be 
efficacious.

In discussing the significance of understanding
cultural differences for health and healing, Saunders has
the following to say concerning wh'at. appears to be lack
of adherence or ignorance on the part of the client who
differs culturally with the practitioneri

If such behavior can be seen and interpreted as an 
expression of cultural conditioning rather than as 
simply the whimsical result of individual deviance, 
it becomes possible to anticipate it and to devise 
effective ways of changing it or of adapting to it.8

Knowing the cultural orientation of the client and the
possible bearing it may have on the client’s behavior is
important to the practitioner's strategy. The practitioner
needs to know the extent to which cultural orientation
influences behavior of clients.

So equipped, he [sic] is able to see uniformities in 
and reasons for kinds of behavior that otherwise might 
be ascribed to individual perversity, indifference, 
apathy, or ignorance and to so direct his [sic] own 
behavior as to obtain the desired patient response.9

The Culture of the Health Care System
Let us now briefly examine the culture underlying 

the present health care system in our society. In addition 
to health care reflecting the norms, values, beliefs, and 
expectations of the larger society, the institutionaliza-
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tion of health care has generated its own culture of heal­
ing. Like all cultures, this one legitimizes beyond tech­
nical criteria, the healing claims of scientific medicine, 
and incorporates into the practice of health professionals 
the class relations and established social divisions of 
society.

The history of modern medicine represents a triumph 
of science and profession over traditional healing and 
healers. Women had been the primary practitioners of 
healing in traditional societies.!0 With the emergence 
of formally trained and officially credentialed doctors, 
who were largely male, in a context of industrial develop­
ment and its corresponding technologies and corporate con­
trols, the twentieth century saw the creation of a new 
profession with control over the definition of medical 
knowledge and the certification of practitioners.11

Thus, m o d e m  medicine came to exclude traditional 
culture, and with it women healers, as in any way import­
ant to the process of healing. The ascendance of physicians 
in the social and economic hierarchy of United States soci­
ety made legitimate not only their' authority over healing 
but the exclusivity of that authority. This suppression 
of culture in the process of healing has had extra-insti­
tutional consequences as well. It has redefined human 
well-being as freedom from disease rather than, as before, 
the reintegration of the person in his or her cultural 
group.
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The development of modern nedicine must be seen as 
part of distinctive social and economic changes that took 
place from the early to the mid-nineteenth century, in 
particular the division of the economy into two relatively 
separate spheres* domestic and industrial/financial.12 
Domestic life became relatively isolated as the province 
of women and the center of social reproduction, leisure,' 
and community. As*such, it was seen as a sphere of essen­
tially socioemotional activity unable to contribute to 
those areas of life in which science, technology, and 
economy had become predominant rationalizing forces. 
Sociologically, this division implies (1) classes in the 
••productive" sphere*. (2) the super-imposition of gender 
on the differences between those who worked for a wage 
and those who worked in the home* (3) an ideological dis­
tinction between the "rationality" of industry and the 
market and the merely "expressive" quality of domestic, 
interpersonal, and community life; and (^) an incorporation 
of these distinctions into the specialized practices of 
"professionals" to the detriment of all that could be 
associated with the domestic sphere. For medicine, this 
meant a shift from a healing culture based on traditional­
ism or a unity of labor and community to a professionally 
oriented healing culture that conformed to the separation 
of labor and community.

The approach of scientific medicine, or the biomed-
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ical perspective, focuses on objective and rational ex­
planations and treatments for disease* It is only recent­
ly that an interest in health promotion or "wellness" 
has developed. Many physicians tend to see their "pat­
ients, "or "patients'" bodies as objects for analysis rather 
than aspects of persons, and see themselves as specialists 
to distinct parts of the body and as experts about the 
body’s condition. They, consequently, are unable to grant 
rationality and relevance to clients' judgments and heal­
ing inclinations or to appreciate the significance of the 
social, cultural, and psychological factors that operate 
as inevitable and necessary features of the healing pro­
cess.

There are several practical consequences of the in­
stitutionalization of the professional’s culture and the 
establishment of the legitimacy of its control over heal­
ing. First, it becomes difficult to recognize that a valid 
and responsive healing program must be more than just a 
treatment plan. The health professional's culture excludes, 
as a matter of principle, the healing inclinations and sanc­
tioned healing practices established within the client's 
own culture* an exclusion the client cannot, and in any 
case often does not, accept. Further, it becomes diffi­
cult for the medical encounter to provide an opportunity 
for client and professional to reconcile their health- 
related cultural differences and, therefore, for the client

13



to arrive at a rational— livable in his or her own terms- 
-basis for adhering to the treatment plan. Indeed, the 
culture conflict dictated by an exclusively rationalistic 
approach to medicine may leave the client without an ade­
quate basis for interpreting diagnosis and advice. Even 
more significant is the fact that this approach may force 
the client to decide between a medical regimen imposed 
from outside and one inextricably tied to the deepest moral 
values and practices of the clients’ culture. Finally, 
as can be seen from the encounter described at the begin­
ning of this chapter, a failure of the health professional 
to find a basis for a cultural reconciliation may reinforce 
already existing biases making it difficult to adequately 
appraise the client's needs.

In sum, the history of scientific medicine has pro­
moted an ideological position in the sphere of healing 
which has conformed to the shifts in the sphere of produc­
tion. So not only were new medical models being used but 
the people who were considered knowledgeable about these 
models were a new group of people. Thus, the shift to the 
hegemony of scientific medicine has meant the usurpation 
of knowledge concerning health and well-being from the 
community and giving "specialized" knowledge to a small 
group of professionals whose position is sanctioned by 
the larger society.*3



The Cultures of Third World Clients
The fact that clients bring with them not .only a

presenting problem but knowledge, experiences, beliefs,
and traditions is usually not taken into consideration
in the practice of scientific medicine.

In every way, the health institution is viewed as 
acting upon, impinging upon, or being ‘introduced into 
communities or specific population groups to inject 
something into their lives that they do not already 
have. While this may be a laudable undertaking in the 
interest of sharing the specific health-related stren­
gths of the orthodox system, the problem lies in the 
unicultural focus underlying such efforts. Reality 
is perceived in terms of introducing something where 
nothing of significance existed before. The acknow­
ledgment that individuals and communities have some­
thing already, such as their own health cultural tra­
ditions, is not required by the concepts in current 
use by orthodox providers of health care.l^

It is unquestionably true that clients or potential 
clients play active roles in their health and medical care. 
They make decisions based on their beliefs, self-percep­
tions, and the weighing of costs and benefits. If they 
seek medical advice, they choose whether and to what ex­
tent they will follow recommendations, and they decide 
the conditions upon which recommendations will be follow­
ed. In making these choices, clients, cannot avoid conform­
ing to the beliefs, expectations, values, and norms of 
their cultural settings. These decisions may involve 
seeking the advice of people outside of the health care 
system who are significant to evaluating their health and 
healing such as relatives, friends, and culturally indig­
enous and sanctioned healers, and engage in traditional
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healing practices.
The cultural imperatives that people adhere to may­

be largely derived from the culture of the ethnic group 
of which the individual is a member or in which one at 
least has his or her origins. The power and class relations 
associated with ethnicity are part of the development and 
experience of every individual in our society. Therefore, 
it is reasonable to assume that they are unavoidable fea­
tures of practitioner-client interactions. This complex 
of factors is particularly important in the medical exper­
ience of Third World ethnic groups who are among the most 
oppressed segments of the population.

It was felt that a study focusing on Third World 
groups would highlight the cultural differences that may 
be found between mainstream health care and the health 
practices of certain portions of the population. This 
focus also allows a view of urban health practices that 
may not always be obvious to interested parties.

It has been well established by sociologists and 
anthropologists that Third World ethnic groups that are 
victims of institutional. racism^-5 tend to maintain rel­
atively independent cultural forms. ^  Evidence indicates 
that a wide range of resources, including health care, are 
underutilized by this population. The causes of this 
underutilization are complex, partly because of the in­
tricate relationships among subordinate status, political
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power, poverty, and education, and partly because of the 
effects of discrimination on attitudes and behavior. 
Studies in sociology and anthropology have suggested sev­
eral important ways in which the cultural aspects of eth­
nicity influence health beliefs, perceptions, attitudes, 
and behavior. Third World ethnic group cultures, in par­
ticular, often approach health and illness in ways that 
differ from that of scientific medicine.

Traditional health beliefs and the culturally sanc­
tioned utilization of traditional healers are well estab­
lished in Third World cultures. The operation of these 
alternatives can be illustrated by a summary derived from 
previous research*7 and field work by the author. In 
Latino communities many people adhere to a caliente-frio 
(hot-cold) theory of illness. According to this belief 
an illness will manifest itself when the body experiences 
an imbalance between hot and cold. In this scheme foods, 
medications, and herbs are classified as caliente o frio. 
(hot or cold) When an imbalance occurs, the person must 
be given the appropriate items in order to restore his or 
her health. .Arthritis is considered to be the result of 
an external cold that lodges in certain areas of the body. 
Therefore, appropriate treatments are medications, foods, 
and herbs that are classified as caliente in order to re­
store the body's balance. Someone who holds these beliefs 
may turn to a botanica (herb shop) as a source of care.
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A botanica is consulted for both herbal and spiritualist 
remedies. The person with arthritis may want to obtain 
herbs and teas or tonics that are caliente. In addition 
to, or instead of, an herbal remedy, the person might seek 
the help of a spiritualist, who is a medium, who may find 
a supernatural or psychic cause for the problem and recom­
mend a strategy for eliminating it. A botanica may be 
used as a source of care either before or after consult^ 
ing a physician or may be used simultaneously with a phy­
sician's care. It is not unusual for spiritualists, for 
example, to recommend to their clients that they see a 
physician along with their own recommendations for treat­
ment.

Following are some of the ways in which culture and 
health are interrelated. First, concepts of illness in­
cluding etiology vary according to cultural background. 
Social psychological, environmental, and supernatural 
influences may be emphasized in the etiology of illness.
In addition, there are occurences that are classified 
as illness in some cultures which are not found in others, 
•for example, mal de 030*8' (evil eye) which is recognized 
in the Puerto Rican and Mexican cultures and cultures 
surrounding the Mediterranean.

Second, some cultural groupings recognize models of 
bodily functioning and good health that are different 
from and inconsistent with the biomedical model, for ex­
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ample, the caliente-frio model discussed above. Belief's 
derived from these models lead logically to the use of 
traditional healing practices as well as of traditional 
healers, though not necessarily to the exclusion of sci­
entific medicine. Third, cultural groups vary in their 
perception of and response to illness. For example, 
Zborowski3-? has shown that the perception of pain and the 
response to it vary among different ethnic groups. Fourth, 
cultural background affects communication patterns between • 
client and health professional as a result of both cultural 
distance and culturally influenced styles of interacting 
with other people.20

Although we have been discussing the importance of 
cultural factors for health care, we must also recognize 
that differences *exist within cultural groups as well.
Not to recognize these differences is to stereotype the 
members of groups. Health professionals should be able 
to use the cultural information they have about clients 
to provide general guidelines for evaluating the extent 
and the ways in which the medical encounter need to be 
modified to fit culturally based expectations.

In summary, we propose to study the issue of cultural 
differences and how they relate to medical care. We would 
like to know what happens when health professionals con­
front clients whose cultural orientations may be in con­
flict with the orientation of the health care system.
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We would argue that the differences in orientation which 
are manifested in a number of ways (e.g., lack of adheren­
ce to treatment plans, underutilization, etc.) are rooted 
in cultural explanations for beliefs and behaviors and 
not in lack of education or sophistication or in deviant 
beliefs and practices. Furthermore, it is our contention 
that social supports exist for the traditional cultures 
of Third World groups that do hot necessarily exist for 
other groups in urban areas. Therefore, there are sanc­
tioned alternatives for Third World group members to cho­
ose from for which they receive social approval. We will 
turn our attention now to look at the implications of this 
conflict and a strategy for its resolution.
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Chapter Twoj CULTURAL INFLUENCES ON UTILIZATION

This chapter reviews the literature that deals with 
the issues that have been raised in Chapter One in relation 
to culture. There are several possible consequences that 
may emerge as- a result of the cultural clash between Third 
World groups and representatives of the health care system. 
Of fundamental importance is the communication between 
health professionals and clients. Unless there is some 
recognition by the practitioner of the cultural differ­
ences and an incorporation of these differences into his 
or her approach, the likelihood is that the communication 
process will suffer. The distortion that arises as cultur­
ally different individuals communicate has to do with the 
inability to focus on the relation of need and practices 
and to suppress that focus in favor of tangential issues. 
Given the decay of communication, treatment plans are 
likely to suffer either in the controls necessary for an 
evaluation of their success or in the actual choice and 
use of remedies. Other possible consequences have to do 
with the utilization behavior of members of Third world 
groups so far as both preventive and illness behavior are 
concerned. These practices may include failure to keep 
appointments, lack of utilization, or other variations 
on utilization. An example of a variation on utilization 
behavior is the phenomenon of dual utilization which we



will be discussing below. Briefly, this pattern of be­
havior has to do with the utilization of resources of both 
the mainstream health care system as well as a tradition­
al healing system.

The focus of this study is on utilization patterns 
that are direct manifestations of cultural differences.
If a distinctive pattern of utilization for Third World 
clients can be shown, then it may be possible to study 
the ways in which it corresponds or fails to correspond 
to the clash of cultures in the treatment process in a 
clinical context. Since the literature in the field of 
the use of health services is vast and spans several dis­
ciplines, a brief overview will be provided and a subse­
quent concentration on the experience of Third World groups 
in the United States will follow.

Andersen and his colleagues1 developed a descriptive 
model for the use of health services that proposes that 
utilization depends on "predisposing," "enabling," and 
"illness" types of variable. The predisposing variables 
include social psychological, cultural, and demographic 
factors. Enabling variables include the differential 
availability of services and economic conditions such 
as income level and possession of health insurance. Ill­
ness variables include perceived need based on symptoms, 
diagnosis, and disability. All of these may be helpful 
in predicting the use of those health services that inc­
lude physician services, hospitals, drugs and medications,
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dental services, and other health-related services such 
as nursing homes. The following pages report the trends 
that have been found for the above variables that are 
relevant to this dissertation. These trends have been 
published in a National Center for Health Services Research 
publication entitled, The Use of Health Servicesi Indices 
and Correlates,2 a survey of research conducted on util- 
ization up until the time of publication.

Since the late 1950's the proportion of the population 
seeing a physician has increased while the mean number of 
visits has decreased. Approximately three-fourths of the 
population saw a physician in 1978. Since the early 1960's 
the use of a physician's office as a site for care has 
decreased, while the use of clinics and emergency rooms 
has increased. The sociodemographic factors that have 
an important role in predicting utilization are age, gender, 
race, and education. The long-term trend has been that 
the old, the young, women, and whites are more likely to 
use health services than others. Education is correlated 
with the use of preventive services, but its relationship 
to the use.of health services in general is unclear.
Cultural and social psychological factors are helpful in 
explaining the use of physician services, in particular, 
preventive care. High correlations have been found with 
satisfaction with care, knowledge, social support, and 
stress. As far as socioeconomic status is concerned, the
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poor now use physicians more than others probably due to 
new forms of financing, for example, Medicaid. However, 
evidence suggests that the poor do not use physicians at 
levels adequate to their need and are less likely to use 
preventive services than might otherwise be expected.
The trend has continued for the poor to use more hospital 
services than other groups. Perceived need.continues to 
be the best predictor of nondiscretionary health services.3 

Before going on to the literature that looks specif­
ically at cultural factors, a critique of the general 
body of literature on utilization can be made from the 
vantage point of the present study. Most of the research 
in this field focuses on quantitative and not qualitative 
differences in utilization behavior. That is, the emph­
asis is on volume of the use of health services in relation 
to the many variables that have been thought to explain 
this behavior. What is not reported are the qualitative 
aspects of these relationships. So that, for example, 
we know very little about the characteristics of health 
professionals and how these affect patterns of utilization. 
On the other side, we get very little sense, for example, 
of additional resources that clients may be utilizing 
instead of or along with the health care .system. There 
are few studies which include or assess the use of alter­
native practices to scientific medicine as part of the 
body of research on the utilization of health services.
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We would like to look now at cultural and related 
factors that have been studied in the literature that will 
provide a background for studying the utilization patterns 
of Third World ethnic groups. We are excluding the lit­
erature in the fields of psychiatry and psychology which 
concerns the relationship between practitioner and client 
in the context of cultural differences. An abundance of . 
research on this topic exists in these fields and, as a 
consequence, therapeutic relationships in some cases have 
been altered. A stronger case can be made if -the cult­
ural argument could be made in relation to physical prob­
lems as well as psychological ones. In addition, as a 
result the psychological/psychiatric approach may be valid­
ated.

Most studies which have been concerned with the 
health orientations and behaviors of Third World groups, 
especially those concerned with the underutilization of 
medical services, essentially fall into three categories. 
The first has to do with the inadequacies of the struc­
ture of the health care system as well as unequal access 
to medical facilities due to lack of financial resources 
and physical barriers to care.^ In fact, it is reasonable 
to conclude that two separate systems of health care have 
evolved. The "private system" that serves the middle and 
higher socioeconomic strata.of our society and the "public 
system" that serves those in the lower socioeconomic stra­
ta. While neither system is free of difficulties, clients
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of public services meet with a number of special problems.5 
These include long waiting periods, little continuity of 
care by the same practitioner, insufficient time spent 
with health professionals, an impersonal atmosphere, and 
inferior physical settings. The fact that Third World 
groups sure often confined by poverty and other factors 
to the "public system" of health cane•is an important 
consequence of institutional racism. Within this context 
there sire specific problems that have to do with commun­
ication between health professionals and clients and the 
individual effects of ethnocentrism^ among health profes­
sionals. 7

The second category consists of studies that use 
the "culture of poverty"8 concept to account for the under­
utilization of medical care. This concept refers to a 
way of life that the poor supposedly adapt to as a result 
of their poverty which perpetuates maladaptive social and 
psychological traits. One of these social maladaptations 
is the inadequate use of medical care which is a reflec­
tion of the alienation and isolation of the poor from the 
larger society. Underutilization is seen as a direct re­
sult of the culture and values of the poor and the poor 
themselves are seen as responsible for their own position 
in society. The policy implications that flow from this 
position focus on changing the culture and values of the 
poor and ignore the structural inequalities of the health 
care system. This approach has been widely criticized9
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in its general conception and in relation to health care.10 
The studies that fall into the "culture of poverty" appro­
ach do not differentiate between the effects of poverty 
and cultural differences based on ethnicity. Their use 
of the term culture is therefore conceptually inappropriate.

Studies in the third category of interest, the socio­
cultural diffemces approach to the underutilization of 
health services, look at complex cultural factors and 
socioeconomic factors which influence utilization patterns 
and other behavioral responses related to health and ill­
ness. Also, many of these studies view medicine itself 
as representing a cultural perspective which may influence 
utilization behavior. The approach that is taken in the 
present study falls into this last category. Cultural 
differences is viewed as one among several salient expla­
nations for the underutilization of health services.

A review of the significant studies that are rel­
evant to a perspective of sociocultural differences with 
an emphasis on cultural differences follows. As was dis­
cussed in the first chapter, beliefs are an important 
component of culture and, therefore, it would be helpful 
to study health beliefs in the context of cultural differ­
ences. One of the most influential approaches in explain­
ing health behavior is the health belief model used by 
Becker and others.H This model is largely based on the 
social psychological approach of Lewinian "field theory"



that puts forth the idea that people live in a space that 
is made up of regions with positive and negative valences. 
People are repelled by regions with negative valences and 
are attracted toward positive valences. So a person's 
behavior is the result of seeking the most attractive 
balance among different values. Within this context, be­
havior depends on two variables* the value placed upon

#

a particular outcome and the belief that a given action 
will result in that outcome. The health belief model makes 
the assumption that by taking a particular action, sus­
ceptibility to illness would be reduced, or if the illness 
occurred, severity would be reduced. Perception of the 
threat to health and cues for action are modified by demo­
graphic, social psychological, and structural (e.g., con­
tact with a disease) factors. This model assigns a great 
deal of importance to a person's subjective assessment of 
a situation rather than medical diagnosis to explain the 
use of health services. A drawback of this model that 
has been recognized is that it is only applicable to pre­
ventive health behavior and not to illness behavior. 
Furthermore, the health belief model does not have a cult­
ural grounding, therefore, insufficient care is taken to 
distinguish subjective evaluations based on the situation 
and those that are relevant to the individual’s membership 
in and obligations to his or her group. The title implies 
a model of how health beliefs will affect behavior, but,



in fact it operates independently of cultural concerns 
about health and healing that are known to have relative­
ly stable influences on beliefs.

Moving into the context of culture, Zborowski'sl2 
study in New York City demonstrated the existence of cult­
ural diffemces with regard to attitudes toward pain and 
responses to pain. Although there were no Third World 
groups or women included in the study, the findings con­
tribute to our understanding of the relationships between 
culture as derived from ethnicity and illness behavior.
The groups that were included in the study were Italian, 
Jewish, and."Old American." Zborowski found that Jewish 
and Italian clients responded in a sensitive and emotion­
al manner to pain with a tendency toward exaggeration.
"Old Americans," on the other hand, were more stoical 
and objective in their response. Attitudes toward pain 
varied among the groups as well. Italian clients were 
primarily interested in obtaining relief from pain. Jew­
ish clients seemed to be more concerned with the meaning 
and significance of pain and their future well-being.
Also, they were skeptical about their physicians and using 
medication. The "Old Americans" were similarly concerned 
about the significance of pain, for their general well­
being, but displayed confidence in their physicians and 
use of medication. The overall findings demonstrate that 
in addition to the differences in attitudes and responses
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to pain, behavioral manifestations of pain do not neces­
sarily reflect actual attitudes toward pain. This dis­
tinction is seen for Jews and Italians who exhibit similar 
behaviors in response to pain, but, maintain different 
attitudes toward pain. Secondly, similar behavioral man­
ifestations may have different functions and serve differ­
ent purposes'for different cultures. There was a similar 
distinction between attitude and behavior with reference 
to generation in the country. Later generations are more 
"American" in their behavior. However, attitudes toward 
pain seem to persist despite these behavioral changes. 
Educational diffemces similarly did not change attitudes, 
but, did modify behavior.

Zborowski views these diffemces in attitudes and 
behaviors as emanating from the early socialization process 
in which different attitudes toward illness are taught. 
Zborowski's study demonstrates cultural differences between 
groups particularly in their health-related attitudes which 
appear to be deeply culturally ingrained. However, these 
attitudes were not always related to behaviors associated 
with pain.

In 1966, Zola's study in New York City of the cultur­
al influence on the reporting of symptoms was consistent 
with Zborowski's findings. Zola found that Irish and 
Italian clients in presenting their symptoms manifested 
different attitudes toward their complaints as well as
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toward their overall health. Italians dramatized their 
symptoms, while the Irish tended to deny their symptoms. 
He attributed these differences to culturally prescribed 
ways of handling problems in the respective cultures.
As far as demographic variables were concerned, there was 
not enough variation in the sample to look at these ef­
fectively. Although men and women were included in this 
study, Zola did not analyze possible differences between 
them. Again, there were no Third World ethnic groups in­
cluded, but we find a confirmation of the findings of 
cultural differences as they related to attitudes about 
health.

The following are studies that do include the Third 
World population and look more closely at cultural differ­
ences not only between ethnic groups but between cultural 
groupings and the health care system as well. Saunders, 
in his book entitled,. Cultural Diffemces and Medical 
Care, that was cited earlier, explored the cultural dif­
ferences between the Spanish speaking peopled in the 
Southwestern United States and the mainstream culture 
particularly as these diffemces related to health and 
healing, Saunders intended to convey two major points 
in his book. The first was that the practice of medicine 
is a social sctivity in that it always involves interac­
tion between two or more people (or "socially condition­
ed human beings"!^) in a context of a social system.
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The second point was that medicine as a social system 
is a social institution which by itself constitutes a 
subculture and is part of the larger culture. Since every 
culture is unique, medical beliefs and practices will vary 
cross-culturally. Through the use of ethnographic data, 
Saunders provides evidence that suggests that the healing 
cultures of the Spanish speaking groups may be incompatible 
in some respects with the culture of the mainstream medical 
profession, and this incompatibility may determine health 
and illness behavior and .health status and outcomes. 
Saunders found that there are differences in belief, know­
ledge ■, attitudes, and feelings which are manifested in 
different cultural orientations toward illness and dis­
ease. The differences in approach to illness that he found 
were in the following areasi (1) the concept of disease,
(2) the etiology of disease, (3) appropriate remedies,
(4) patterns of relationships between client and healer,
(5) conceptions concerning role expectations in the ther­
apeutic relationship, and (6) conceptions of proper roles 
for relatives and friends. These differences along with 
lack of availability of, fear of, and dissatisfaction with 
mainstream health care services often account for the 
failure of the Spanish speaking to use scientific medi­
cine. Operating within a cultural frame of reference, 
Saunders felt that age and degree of participation in 
Anglo culture would be the most important variables as­
sociated with cultural differences in belief, knowledge,
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and practice with regard to illness and disease.
For the first time in the utilization literature 

we find a study concerned with Third World healing cultures 
and the inherent conflict with the culture of scientific 
medicine. We also find that traditional healing systems 
are taken seriously within the context of a cultural frame­
work as being consistent with health beliefs and cultur­
al imperatives.

Suchman's1^ study of ethnicity and health-related 
attitudes and behavior examined ethnic groups and their 
social organization in a neighborhood in New York City.
He focused on five groups* Puerto Ricans, blacks, Jews, 
white Protestants, and Irish Catholics. He found ethnic 
differences in regard to health-related knowledge, atti­
tudes, and b e h a v i o r . i6 Further, he found that these varia­
tions are related to the type of social organization with­
in the ethnic group. He distinguished two types of social 
organization* cosmopolitanism and parochialism.

. . . with the cosmopolitan end of the scale indicat­
ing heterogeneous and loosely knit interpersonal re­
lationships while the parochial end indicates homo­
geneous and closely knit interpersonal relationships. 
This measure may be taken to indicate the degree of 
identification of an individual with a parochial or 
limited, traditional, narrowly confined, and closely 
knit 'ingroup* point of view, as opposed to a cosmo­
politan or more worldly progressive, 'urban' or less 
personal way of life.1?

The Puerto Ricans and the Irish Catholics were highly 
parochial, white Protestants and Jews were highly cosmo­
politan. Blacks were more inclined toward cosmopolitan-
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ism than parochialism. Further, he found that the cosmo­
politan groups had a greater orientation to scientific 
medicine and parochial groups had a more "popular," i.e. 
non-scientific, orientation. Thus, the Puerto Ricans 
were much more likely to have a popular orientation than 
any other ethnic group and white Protestants and Jews 
had the most scientific orientation. Suchman, then, intro 
duced socioeconomic status and found that "lower-class 
parochial Puerto Ricans" were most likely to have a pop­
ular health orientation and "upper-class cosmopolitan 
Protestants" were least likely to have a popular orient­
ation. The blacks tended to resemble the Puerto Ricans 
and the Jewish group waa closer to the Protestants on 
health orientation. His general conclusion was that form 
of social organization rather than ethnicity or social 
class is more important in predicting health orientation.

With Suchman's study we get the first attempt to 
measure orientations toward health. He concludes that 
the form of social organization within an ethnic group 
is the leading factor in determining healing orientation. 
By focusing on social organization, however, he does not 
include actual cultural elements in his argument. His 
conclusions have been criticized in the literature from 
different perspectives. He has been criticized for using 
a "culture of poverty" interpretation for his findings, 
particularly for the findings concerning the Puerto Rican
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group.1® Geertsen and his colleagues^ replicated Such- 
man's study in Salt Lake City and found an opposite trend, 
i.e., parochialism may increase the likelihood of adherence 
to a scientific orientation to health. They, also, conclu­
de based on their findings that a group's cultural beliefs 
and not social organization determine health orientation.

More recently, Berkanovic and Reeder20 in their 
study in Los Angeles County found.that culturally based 
value prefemces as determined by ethnicity and socioeco­
nomic status are important determinants of'source of med­
ical care used by individuals. Source of medical care was 
dichotomized into (1) private physicians and (2) clinics 
and emergency rooms. People in the survey who had been 
ill or injured in the past year were asked if they had 
seen a physician and if they had were asked where they 
had seen one. Berkanovic and Reeder found evidence to 
supoort their hypothesis which they stated as followst

. . . there are diverse value preferences with res­
pect to the source of medical care which individuals 
use, and . . . these value preferences are part of 
distinct subcultures in American society, which are 
linked to ethnicity and socioeconomic status.21 .

They also analyzed the relationship between Suchman's
organization types, cosmopolitanism and parochialism and
source of medical care and did not find a statistically
significant relationship. Based on their findings they
conclude with a policy recommendation that health services
be planned pluralistically in order to accommodate cult-
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ural differences. Although Berkanovic and Reeder focused 
on socioeconomic as well as cultural differences, they 
provide evidence that is indicative of cultural differen­
ces related to utilization. In addition, they raise the 
issue of source of care in relation to cultural differ­
ences which many studies do not include.

Having raised source of medical care as an issue,
#

it is now possible to consider sources of medical care 
that are external to the mainstream health care system. 
Several studies sire relevant. F r e i d s o n 2 2  introduced the 
concept of the lay referral system which he used to refer 
to a network of consultants ranging from close relatives 
to distant knowledgeable laypersons with a foundation of 
cultural understandings. Through this system an indiv­
idual may end up seeking professional services or may seek 
the help of a lay consultant or folk practitioner. Freid- 
son distinguished between two types of lay referral sys­
tems i one in which the culture is of maximum congruence 
with that of health professionals and the referral struc­
ture is minimized, the second is based on an indigenous 
lay culture and the.lay referral structure is extended.

The indigenous, extended system is an extreme instance 
in which the clientele of a community may be expected 
to show a high degree of resistance to using medical 
services. Insofar as the idea of diagnostic author­
ity is based on assumpted hereditary or divine 'gift' 
or intrinsically personal knowledge of one's own heal­
th, necessary for effective treatment, professional 
authority is unlikely to be recognized at all. And, 
insofar as the cultural definitions of illness contra­
dict those of professional culture, the referral pro-
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cess will not lead to the professional practitioner.23 
Freidson's concept of the lay referral system allows for 
the possibility of some amount of client (or potential 
client) control or influence in the seeking of medical 
care. It also allows for the possibility of using prac­
titioners that are outside of the mainstream health care 
system as being not only a logical choice but a cultural­
ly sanctioned one as well.

Following are two empirical studies that focus on 
the utilization of practitioners both outside of the main­
stream health care system as well as within the mainstream 
system. Each study represents a different theoretical 
orientation to this pattern of utilization. Roebuck and 
Quan2^ studied the utilization patterns of low income 
blacks and whites in a Southern rural setting. The objec­
tive of the study was to compare these two groups on med­
ical and treatment orientation in their utilization of 
practitioners and remedies that were categorized as either 
legitimate or illegitimate by the authors. Going.outside 
of the health care system for treatment was considered 
deviant health practice. Consequently, folk or tradition­
al practitioners were categorized as "illegal healers."
The findings from this study did demonstrate differences 
in utilization between blakcs and whites in the extreme 
cases, i.e. blacks were more likely to utilize "illegal 
healers" only. However, both groups significantly util-
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ized a combination of mainstream and non-mainstream 
health care (i.e. dual utilization) with blacks overall 
less oriented toward scientific medicine. As far as rem­
edies were concerned, there were no significant differ­
ences between whites and blacks on the utilization of 
remedies from both systems. Although this study adds to 
our awareness of alternatives to the health care system, 
and suggests that dual utilization may not be as unusual 
as is generally thought, the emphasis on deviance directs 
the authors' efforts away from a cultural explanation for 
utilization behavior.

In contrast, Press25 reports on "dual use" in a 
major Latin American city and treats it as a function of 
cultural differences and the availability of alternative 
options for medical care. Press compared two groups of 
clients* at a hospital ambulatory clinic and at an office 
of a curandero. The two groups were similar in age, gender, 
education, and occupation. Both groups of clients were 
similar in their beliefs concerning the cause of illness 
but appeared to adjust their presenting complaints to the 
setting they were in. Press found that "dual use" was 
most common among the least acculturated and the low soc­
ioeconomic group. However, he makes the point that people 
in the higher socioeconomic groups engage in dual use as 
well, involving private medical practitioners and "quasi­
medical" and traditional curers. Press suggests that the
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pattern of dual use varies according to the acculturation 
process. That is, this pattern is more common for the 
least acculturated. However, this claim is weakened as 
he confounds acculturation and socioeconomic status.

Press concludes with an interesting suggestion about 
dual use in urban areas. He argues that curanderismo 
serves a psycho-social need that is peculiar to urban 
life and speculates that the availability of alternative 
options is a growing phenomenon in cities. He provides 
evidence that suggests that there is support for trad­
itional healing forms in urban areas which is contrary 
to what is usually found in the literature. In a later 
article,26 Press expands conceptually on the psycho­
social functions of what he calls urban folk medicine. 
These practices serve such functions as the maintenance 
of cultural identity, acculturation, and coping with fail­
ure. We will return to these ideas below.

This chapter has provided the background for a cult­
ural theory of dual utilization with an emphasis on the 
cultural differences between Third World groups and the 
health care system. It has also reviewed literature that 
studies the role of predisposing factors, i.e. age, gen­
der, race, and education, in patterns of utilization.
Based on the research summarized in this chapter, it is 
possible to identify several problems that highlight the 
importance of this dissertation. First, the relationship



of chronic disease to health-related behavior. This is 
important because the type of dependency created by chronic 
illness can legitimately be said to magnify the influences 
of culture. Second, the emphasis on quantitative differ­
ences in utilization be_havior, i.e. volume of utilization, 
tends to reinforce the assumption that alternatives to 
professional scientific medicine are not "normal," and 
are "deviant" and, therefore, need not be studied as pat­
terns but only as departures from rational procedure.
Third, source of care has not been defined across a large 
enough range of options to account for the phenomenon 
of dual utilization or other possible variations. Fourthr 
there is inadequate definition of strictly cultural fac­
tors even in research that acknowledges their significance.

As far as the utilization patterns of Third World 
groups is concerned, this chapter briefly discussed the 
approaches that have been taken to explain these patterns. 
The present study emphasizes the impact of cultural dif­
ferences between Third World groups and the health care 
system on utilization patterns. It must nevertheless be 
recognized that in the background are the structured in­
equalities of the health care system as well as those of 
the larger society. Furthermore, it is reasonable to ar­
gue that the culture of scientific medicine reflects the 
norms of the larger culture in which it is situated and 
to that extent embodies the invidious distinctions and
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structured inequalities of the dominant culture. This 
aspect of the cultural approach to utilization is part 
of the field research associated with this project and 
will not he discussed as such in the dissertation. As 
far* as the "culture of poverty" is concerned we see this 
as both a misuse of the culture concept auid an instance 
of blaming the victim27 which is a reflection of insti­
tutional racism and other structural inequalities in our 
society. Studies in the health field that take this ap­
proach often conclude that the poor are incapable of making 
use of any health care system due to lack of experience 
and knowledge, thereby, begging the cultural questions 
and the issue of the rationality of choice.

There is a wide range of beliefs about health and 
illness in our society which vary in the extent to which 
they are congruent with the beliefs of scientific medicine. 
These cultural beliefs are largely derived from ethnic 
group membership. There is evidence that suggests that 
these cultural diffemces are manifested in different 
attitudes toward health and illness and behavioral dif­
ferences in response to illness. It is reasonable to 
assume that if there are different behavioral responses 
to symptoms and pain there sire going to be different be­
havioral responses in relation to whether, where, and how 
to seek care. It has been suggested that age, education, 
and generation may affect the influence that cultural
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factors have on health-related behavior.
Saunders sheds considerable light on cultural differ­

ences with regard to health and healing, independent of 
the ethnocentric bias of normative theory without begging 
the question of the relationship of culture to sociology, 
and without assuming that departures from scientific med­
icine are irrational. That is, he does not place one 
healing system above another in terms of value, rather 
he explores the differences from.an analytic approach 
that allows for alternatives. Saunders' work has not 
been given the prominence it should have received. It 
may have been that the political climate of the era in 
which his book was published was not receptive to his 
ideas. Also, the ethnographic approach may have seemed 
less objective than the quantitiative analysis favored 
in sociology. His work may be more provocative today 
because of a greater acceptance of field research and a 
political environment that is more sensitive to the claims 
of cultures that sire not dominant. Saunders' work offers 
hypotheses of particular interest in the area of cultural 
differences.

Chronic illness requires an ongoing relationship 
involving unfamiliar degrees of dependencies between the 
client and practitioners in the health care system. Con­
tact with physicians and other health professionals are 
unlike those for acute episodes of illness which have a
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defined duration and seem less global in impact on total 
personality. This suggests that cultural background will 
play.a more prominent part in encounters having to do 
with chronic illness than those in which illness is acute.

The above considerations suggest the following hy­
pothesis. In the case of chronic illness where there 
are culturally significant background differences, util­
ization patterns will depend on extra-medical considera­
tions, that is, cultural considerations for both the prac­
titioner and the client.
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Chapter Three: THE RESEARCH PROBLEM AND METHODOLOGY

The purpose of this research is to show that the 
utilization of healing resources represents a significant 
moral choice for certain types of client. This choice 
can present them with a conflict that can only be resolv­
ed by accepting or rejecting significant culturally bas­
ed self-related meanings and values. People are social­
ized into a culturally organized healing environment that 
includes healing practices and obligations. Thus, it is 
reasonable to assume that healing orientation reflects 
the imperatives of its cultural origin, that it is rel­
atively articulated in a system of beliefs, and that prac­
tices correspond to this belief system. Therefore, meas­
ures of healing orientation, belief, and health practice 
relate to the client's participation in his or her cult­
ure .

On the other hand, the influence of the culture 
to which a person is socialized is mediated to some ex­
tent by the dominant culture to which they are subjected 
or in which they also participate. Therefore, any util­
ization choice resolves a conflict for the individual 
between cultural imperatives and other rationalizations 
of experience that seem to be culturally alien.

A major concern in this study is the behavior of 
persons who are ill as it relates to utilization choices
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by members of Third World ethnic groups. The utilization 
decisions people make generally depend on the way in whi­
ch they relate the imperatives of their culture to their 
experience with illness and on the practical options a- 
vailable and/or accessible to them some of which may be 
either at odds with or unrelated to their culture. We
can assume (1) that people make utilization choices that 
0

are consistent with the cultural imperatives to which 
they are socialized, and (2) that these choices are mod­
ified by practices that are represented as rational to 
the solution of problems associated with illness but lack, 
so far as the client is concerned, cultural substantiation.

Our working hypothesis is that beliefs about health 
and healing express the individual's involvement in and 
subordination to his or her culture more than individual­
ized attributes such as education-, socioeconomic status,

i
or severity of illness. Ethnographic evidence suggests 
that health-related beliefs and behavior are systematic­
ally connected with general culturally-based experiences 
of well- or ill-being. At the same time, some behaviors 
are more likely to express the individual’s cultural or­
ientation than others. In particular, there is a differen­
ce between the choice of healing agents and the choice 
of remedies or treatments. Since in traditional cultures 
knowledge about the body and healing is shared by all 
members of the culture and is resistant to conscious re­
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flection and criticism, the choice of remedies should 
be a stronger expression of culture than the choice of 
healers. The person who uses a traditional healer makes 
a more deliberate choice in their practices concerning 
health. This study examines the relationship of beliefs 
about the relative efficacy of scientific and tradition­
al healing to utilization patterns involving choice of 
remedy and choice of healing agent, and the extent to 
which this relationship depends upon cultural orientation 
rather than strictly instrumental rationalizations of 
health-related behavior and individual experience.

It is our .contention that dual utilization is an 
attempt to resolve the conflict implicit in the medical 
encounter between indigenous cultural imperatives and 
rationalistic expectations of a dominant, and perhaps 
alien culture. The pattern of dual utilization may be 
manifested in different ways. It can take the form of 
serial utilization, in which healing systems are used 
one at a time in sequence with either the traditional 
system or scientific medicine being used initially. Dual 
utilization may also be simultaneous. In this case, both 
systems are used at the same time. Whichever pattern 
emerges may be due in part to the nature of the individ­
ual's health problem but it is an accepted strategy that 
has evolved within the cultural group to which the indiv­
idual belongs.

51



In order to explore dual utilization, it was decided to 
look at a client population already using scientific med­
icine in a clinic with which the author had a research 
affiliation.

Setting
Four medical facilities located in Brooklyn, New 

York were selected for studyt Downstate Medical Center, 
Kings County Hospital Center, Brooklyn Hospital, and the 
Sunset Park Family Health Center at Lutheran Medical Cen­
ter. Each facility provides ambulatory care which in*- 
cludes a rheumatology clinic that meets at least once a 
week. Downstate Medical Center is affiliated with the 
other institutions. This involves the exchange of med­
ical students and staff. It is this affiliation that 
gave us the initial contacts with the other ambulatory 
care departments.

The borough of Brooklyn has a population of 2.6 
million people. If it were incorporated as an independ­
ent municipality, it would rank as the fourth largest 
city in the United States. Brooklyn is a borough that 
provides for its inhabitants organic complexity, the typ­
ical density of urban living, and a sense of community. 
The latter depends upon the existence of neighborhoods 
with a variety of culturally solid ethnic groups. Since 
Brooklyn's merger with New York City in 1898 there have
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been massive waves of immigrants into the borough. Earl­
ier waves of immigrants included .Germans, Irish, Italians, 
Scandinavians, Jews, and Slavs. Later, there was an in- 
migration of blacks from the South. More recently there 
have been increases in populations from the West Indies 
and the Caribbean and further increases in the number of 
American blacks.

Brooklyn Hospital is the oldest and was the first 
voluntary hospital in Brooklyn. It has served the Fort 
Greene, Brooklyn Heights, downtown Brooklyn, and Flatbush 
communities. However, in recent years Brooklyn Hospital 
has drawn clients from other sections of the borough as 
well. Many local hospitals serving low-income areas have 
been forced by financial difficulties to close down. 
Consequently, residents of those areas have had to seek 
medical care in other, outlying hospitals.1 In 1982, 
Brooklyn Hospital merged with Caledonian Hospital to form 
a new corporation, The Brooklyn Hospital-Caledonian Hosp­
ital.2 Together they continue to serve both hospitalized 
and ambulatory clients from areas far beyond those orig­
inally serviced by each hospital.3

In 1980, there was a total of 4^,866 ambulatory 
care visits at Brooklyn Hospital including visits to the 
medical clinic and subspecialty clinics.^ The catchment 
area includes Fort Greene, downtown Brooklyn, and Brook­
lyn Heights. Clients living in the catchment area pay
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their fees on a sliding scale. Those clients living out­
side the catchment area pay a flat fee with extra charges 
for services such as x-rays. Fifty percent use Medicare, 
fiver percent use Blue Cross, and twenty five percent 
are self-paying.5

Kings County Hospital Center is the largest munic­
ipal hospital in New York City and one of the largest 
in the country. In the fiscal year 1982, Kings County 
had a total of 868,076 ambulatory visits.^ The ambula­
tory services department at Kings County Hospital Center 
includes a medical clinic and several specialty and sub­
specialty clinics with a wide variety of services provide- 
ed.7 The primary catchment area includes East Flatbush, 
Brownsville, and East New York. Clients who- live in the 
catchment area pay their fees on a sliding scale. In gen­
eral, thirty-three percent of the client population use 
Medicaid, six percent use Medicare, and sixty-one percent 
are self-paying. These figures vary according to clinic, 
e.g., for the medical clinic thirty-five percent use Med­
icaid, twenty-five percent use Medicare, and forty percent 
are self-paying.

The Lutheran Medical Center ambulatory care depart­
ment consists of two sections: the Sunset Park Family 
Health Center and the Specialty Clinics. The Family Health 
Center opened in 19^7 to implement an Office of Economic 
Opportunity (0E0) grant for " . . .  comprehensive family
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based care for the medically underprivileged."8 The spec­
ialty clinics provide the usual specialty services such 
as cardiology, endocrinology, hematology, and rheumatology, 
etc. Together, these two sections function as an inte­
grated whole to provide comprehensive, family based diag­
nostic, therapeutic, preventive, and educational services.9 

According to the Director of Ambulatory Care, the 
neighborhood immediately surrounding Lutheran Medical 
Center contains very few, if any, mainstream sources of 
medical care. In addition, the transportation in this 
area is not adequate, and this contributes to the diffi­
culty of obtaining medical services. One of the obvious 
implications of this situation is the dependency of the 
neighborhood population on this facility. In 1967, Luth­
eran Medical Center received three-quarters of a million 

. dollars from 0E0 for a neighborhood-based health center.
As a result of-this grant, on October 2, 1967, the Family 
Health Center opened. At that time it had a minimal staff 
and budget with which to operate. Today it operates on 
a 10.5 million dollar budget for the ambulatory care de­
partment only. It lists approximately 38,000 clients, 
but, according to the Director, people borrow other people's 
cards and go under more than one name in order to be el^ 
igible for lower fees. Therefore, the official estimate 
of numbers may be slightly exaggerated. The health center 
is limited to a catchment area which includes Sunset Park,
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the immediately surrounding neighborhood, and Bay Ridge.
The people living in this area pay fees on a sliding scale. 
The few people living outside the area who come here have 
to pay a $25 fee plus any medication, x-rays, etc. Forty- 
five percent of the clients have Medicaid, private insur- 
amce covers less than ten percent of the clients, and 
some have Medicare. The health center, with forty-three 
employees and fifty to sixty physicians on staff, is open 
during the day and evening hours.

Downstate Medical Center is part of the State Uni­
versity system of New York and as such varies in certain 
respects from the other institutions. Downstate offers 
clinics only in specialty and subspecialty areas. As a 
result, a small proportion of their client population comes 
from all areas of Brooklyn as well as outside of the bor­
ough. The major portion of the clients, however, are 
from the neighborhoods immediately surrounding the medical 
center1 Crown Heights, East Flatbush, Flatbush, Prospect- 
Lefferts Gardens, and Brownsville. In 1984, there were 
a total of 55*000 client visits made to the ambulatory 
clinics. Of these, thirty percent used Medicaid, thirty 
percent used Medicare, and forty percent were self-paying. 
Those who use self-payment pay fees on a sliding scale 
between $14 and $90 depending on family size and income.
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Arrangements for the Present Study 
Field Researchi

The rheumatology clinic at Downstate Medical Center 
was easily accessible since it is in the ambulatory care 
department of the institution under whose auspices this 
research was conducted. In addition, the Director of the 
clinic was the'Principal Investigator of the Multipurpose 
Arthritis Center. However, since the author lacked an 
initial formal introduction to clinic staff members, she 
ultimately ran into come difficulties during the course 
of the field work. Some staff members came to know the 
author quite well whereas others never really quite knew 
who the author was or her purpose for being there.

At Lutheran Medical Center access was initially gain­
ed by contacting the Director of Ambulatory Services by 
telephone. After reviewing the author's curriculum viae 
and the research proposal for the study, the Director con­
ducted a legthy interview with her. During the course 
of the interview permission was granted and strategies 
were discussed. The author was given a formal orientat­
ion to ambulatory services which lasted an entire day.
This orientation was the same one that physicians receive 
who are new to the staff of Lutheran Medical Center. In 
order to avoid any confusion in the clinics as to who she 
was, the author was given a white coat to wear. Thus, 
entry into the system and the field work were facilitated
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by this movement through channels. The white coat, in 
particular, gave the author an official presence she would 
not ordinarily have had and the orientation provided a 
"map" and helpful contacts with staff members.

At Brooklyn Hospital access was gained by virtue 
of the fact that the Chief of Rheumatology was Project 
Director of the Multipurpose Arthritis Center and was 
kind enough to allow easy access to the rheumatology clin­
ic. The fact that this clinic is quite small further 
eased the problem of access. -

Kings County Hospital Center is closely affiliated 
with Downstate Medical Center. Thus, access was easily 
gained through an arrangement made by the Director of the 
rheumatology clinic at Downstate Medical Center and the 
Director of the rheumatology clinic at Kings County Hosp­
ital Center. By and large, most of the time in the field 
was spent at Downstate Medical Center and Lutheran Med­
ical Center.

The Survey«
It was necessary to make a formal application in 

order to obtain permission to conduct a survey in the 
rheumatology clinic at Downstate Medical Center. This 
procedure involved preparing an application to the Health 
Science Review Committee on Investigations Involving Hu­
man Subjects at Downstate Medical Center. Approval was
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ultimately granted by the committee. This later turned 
out to be a prerequisite for application to the Health 
and Hospitals Corporation to gain access to the Kings 
County Hospital Center. Application was made to the 
Health and Hospitals Corporation and permission was 
granted to conduct our survey at Kings County Hospital 
Center.

The procedure was different at the remaining two 
research sites. At Lutheran Medical Center, permission 
to conduct this survey was granted since another survey 
from the Multipurpose Arthritis Center had been conducted 
there which the author had helped coordinate just prior 
to the present study. At Brooklyn Hospital, access to 
conduct a survey was arranged through the Project Direct­
or of the Multipurpose Arthritis Center who was mentioned 
earlier.

The clients who were approached to participate in 
the study were each given a brief description of the 
objectives of the study. They were assured that their 
responses would be confidential and that we were solely 
interested in their own opinions and experiences, not in 
responses that could be judged correct or incorrect.

Clients at Downstate Medical Center and Kings County 
Hospital Center were asked to sign a consent form agree­
ing to participate in the study, as required by these two 
institutions. Although responses were to be confidential,
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the fact that people had to sign their names on consent 
forms placed a limitation on the type of data gathered.
The intention of the original study design was to exclude 
respondents' names. The reason was that it was felt that 
personal information would have to be revealed to inter­
viewers during the course of the interview. Another con­
sideration was that it was possible that the names of 
people who are undocumented with regard to their immigrant 
status would be selected to be interviewed. To have asked 
for names in those cases might have discouraged them from 
participating in the study. Assurances of complete con­
fidentiality would allow subjects to feel free to give 
more and private information than they would under other 
conditions. When it was first learned that consent forms 
would be necessary initials were suggested as sufficient. 
However, this idea was not acceptable to the committee 
involved in making the decision. We do not know if, or 
to what extent, the introduction of the consent form had 
an effect on sampling or on people's responses. The issue 
of confidentiality also may have had an effect on the 
rapport between interviewer and respondent and the pos­
sibility that subjects may have been reluctant to discuss 
sensitive and/or private matters.

Methods of Sampling
Trained interviewers were in attendance at each
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rheumatology clinic session at the four research sites. 
Downstate Medical Center and Kings County Hospital Center 
clinics meet twice a week and Lutheran Medical Center and 
Brooklyn Hospital clinics meet once a week. The appoint­
ment rosters for the day were made available to the inter­
viewers at each clinic meeting. Prom these rosters, cli­
ents were selected according to the following sampling 
procedures. At Downstate, every fifth client was select­
ed, at Kings County, every other person was selected, at 
Lutheran and Brooklyn all the clients were interviewed 
because of the small number involved. After two weeks 
of this.type of, sampling which produced thirty-two cases, 
a different sampling strategy was adopted to insure the 
inclusion of more men at all the clinics12 and more La­
tino clients at Downstate and Kings County where Latinos 
do not enter in as large numbers as other groups. These 
sampling goals were pursued until interviewing was com­
pleted. In the background were many problems. Clinic 
settings are not always conducive to conducting inter­
views. While sampling rules were established, under cer­
tain conditions exceptions were made. In designing this 
aspect of the study, it was thought that there would be 
little or no difficulty in making use of normal waiting 
time for clients to conduct interviews. This assumption 
did not always turn out to be correct. Clients' waiting 
time was not always idlei they would be called for differ­



ent purposes, e.g., lab tests, nurse consultations, phy­
sician consultations, and medications. As a result, there 
were difficulties in interviewing the appropriate clients, 
and even in the midst of an interview a client might be 
called away. In the larger clinics it was less difficult 
to maintain the sampling method described above. In the 
smaller clinics, interviews were held with clients'who 
were available, always bearing in mind the original samp­
ling goals.

When interviews were interrupted every effort was 
made to wait for the client (with his or her permission) 
in order to resume and complete the interview. Most cli­
ents cooperated. Some did not return or returned only 
to inform the interviewer that they finished for the day 
and were'leaving. At this point, every effort was made 
to complete the interview at another clinic session, or . 
on occasion over the phone. Usually, interviews could be 
completed at another clinic session. This procedure 
was followed in approximately twelve cases, two were com­
pleted by phone, and three remained incomplete. When 
clients new to the clinic were selected, the interviewers 
were instructed to conduct interviews after the person 
had seen a physician. The few items that were inappropri­
ate for first time clients were dropped out of the anlysis.
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Client Interviews
Interviews were structured in the form of a ques­

tionnaire which contained a few open-ended questions but 
mostly fixed-choice questions. Interviewers were instruct­
ed to probe at various points throughout the interview. 
Interviews lasted approximately forty minutes and Included 
such topics as health beliefs, expectations, attitudes, 
ethnicity, perception of health care providers, and util­
ization. The questionnaires were administered in both 
English and Spanish by trained interviewers who were in 
most cases matched to the respondents on the basis of 
ethnicity. (See below» "Interviewers")

Spanish Translation
Since a large number of people using the clinics 

we were studying are Spanish speaking, all materials were
itranslated into Spanish. The procedure’ was, first, to 

have the questionnaire and consent form translated into 
Spanish by a native Spanish speaking sociologist of Puerto 
Rican background and then to have it translated back into 
English by another native speaker, a sociology student 
of Cuban background. The reason people with these ethnic 
backgrounds were selected to do translation was that a 
large number of the Spanish speaking respondents were 
Puerto Rican and all were from the Caribbean area. Fin­
ally, the translators met together with the author (who
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has a working knowledge of Spanish) in order to resolve 
any outstanding discrepancies. For the translation of the 
more comples rheumatic diagnoses, the author consulted 
with two native Spanish speaking rheumatologists.

Interviewers
Interviewers were recruited from a population of 

mostly graduate students of black or Latino background.
A formal training session for interviewers was held in 
which the entire questionnaire and the sampling proced­
ures were explained and reviewed in detail. This session 
was followed up by weekly meetings during the entire time 
interviewing was going on in order to monitor the progress 
of the interviewers as well as to handle any questions 
or problems that may have come up. A by-product of these 
meetings was that they provided forums for the interview­
ers to discuss unanticipated problems and potentially 
significant but unexpected experiences of respondents.

An effort was made to match the ethnicity of the 
interviewer with that of the respondent. Two of the inter­
viewers conducting interviews in Spanish were not Latino 
themselves but were familiar with Latino cultures through 
family connections. The matching of the ethnicity of the 
interviewers with that of the respondents was seen as cru­
cial for achieving,good rapport with respondents.13 Also, 
given the nature of some of the questions being asked,
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particularly those related to traditional beliefs and 
practices, it was felt that respondents would more likely 
be honest and more comfortable with someone who shares 
their culture and who may possibly have personal knowledge 
and experience congruent with the respondents' knowledge 
and experience. There were, however, class differences 
among the interviewers. In the future it mky be possible 
to compare the data by interviewer. Another problem that 
had to be considered was that the client might perceive 
the interviewer as having an official connection with.the 
hospital. We tried to address this problem by a careful 
wording of the introductory statement to the clients.

Procedure
Clients that were selected to be interviewed were 

approached in the waiting areas of the clinics. In three 
out of the four clinics a staff person (usually a nurse) 
would call out the name of the client to. be interviewed.
At the fourth clinic, the interviewers called the clients. 
In all cases it was up to the interviewers to explain what 
they were doing there. On the one hand, it was felt that 
a nurse initiating contact would give the interviewers 
more credibility. On the other hand, there was the danger 
of suggesting-an official connection of the interviewer 
to the hospital. The procedure that was adopted was for 
the interviewer to explain to the respondent who he or



she was and the purpose of the study.
Interviews were conducted in separate rooms whenever 

space allowed unless the designated room was pre-empted 
by a physician or a meeting. Otherwise they were conducted 
in empty corridors available for use or, barring that, 
empty comers of the waiting room.

Pilot Study
Before embarking on the client survey the survey 

instrument was tested in a pilot study. All the inter­
viewers (including the author) attended one of the clinic 
sessions where each interviewer interviewed two clients. 
Interviews were conducted in both English and Spanish.
The clients interviewed for the pilot study were not in­
cluded in the sample of the actual study. As a result 
of the pre-test, some questions were completely eliminated 
or shortened and the order of some questions was changed 
to allow the interview to flow more smoothly. For a few 
of the questions the range of possible responses was ex­
panded.

Sample Description
In order to provide a background to the study this 

section includes a profile of the sample. Tables 1 through 
6 show the distribution of respondents by clinic, age, 
gender, education, income, and ethnicity.
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T ab le  1: CLINIC DISTRIBUTION

Downstate Medical Center 
Kings County Hospital Center 
Lutheran Medical Center 
Brooklyn Hospital
Total N

Number Per cent of Total N

113 47
59 24
36 15
34 14

242 100

Table 2: GENDER DISTRIBUTION

Gender Number Percent

Women 182 75
Men 58 25
Total N 242 100

Table 3: AGE DISTRIBUTION14

Age ' Number Percent
Young (39 and below) 45 19
Middle (40-59) 119 50
Aged (60+) 75 31
Total N 239* 100
*There were missing data for three persons.
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T a b le  4 : LEVEL OF EDUCATION15

Education

Some HS or less 
High School graduate 
College +
Total N

* There were missing data

Number Percent

153 66
61 26
18 8

236* 100

ten persons.

Table 5: INCOME LEVEL*16

Income Number Percent
$5,999 and below 
$6,000-11,999 
$12,000+

97
78
36

46
37
17

Total N 211** 100

*Income refers to family income.
**There were missing data for thirty-one persons.

Table 6: ETHNIC GROUPS

Ethnicity Number Percent

American black 91 38
West Indian black 36 15
Puerto Rican 76 32
Others 37 15

Total N 240* 100

*There were missing data for two persons.
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In order to arrive at "ethnicity,” we categorized 
people according to the folowing scheme based on cultural 
considerations! American blacks, West Indian blacks,
Puerto Ricans, and others. The "other" category contains 
Latinos other than Puerto Ricans, Asians, and a native 
American. People were assigned to these categories oh the 
basis of how they responded to two items on the; question­
naire. First, they were asked to identify themselves
as part of an ethnic group. Second, they were asked where

\
they were b o m .  17 So that, for example, if someone res­
ponded "black" to the first item and "United States" to 
the second, they were assigned to the American black cat­
egory.

Since the sample had been selected from rheumatology 
clinics, it was assumed that everyone had received a diag­
nosis of arthritis or a related rheumatic disease. Table 
7 shows the distribution of diagnoses in the sample based 
on self-report.18

Table 7: Diagnoses

Diagnosis Number Percent
Rheumatoid Arthritis 78 33
Arthritis/Rheumatism 88 38
Multiple System Disease 48 20
Other 25 10
Total N 239* 101
*There were missing data for three persons.
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The. arthrit is/rheumatism category refers to osteoarthrit­
is (21), arthritis (60), and rheumatism (7). Multiple 
system disease refers to systemic lupus erythematosus 
(27)» psoriatic arthritis (1), gout (12), ankylosing 
spondylitis (1), Reiter's syndrome (1), bursitis (3)» 
and scleroderma(3). The "other" category consists of 
persons who said they.did not receive a diagnosis, who 
were not sure of the diagnosis, or did not know what their 
diagnosis was*

The illness variable was defined as perceived 
severity of illness. Perceived seriousness was measured 
by creating a new variable from two items on the question­
naire concerning severity of original symptoms and present 
symptoms.19 The strategy that was used to create the new 
variable of perceived severity can be seen in Chart 1.
The new categories created were A - mild, B - moderate, 
and C - severe. If a person reported original symptoms

Chart 1: PERCEIVED SEVERITY OF ILLNESS

Present Symptoms

Original symptoms
a lot somewhat
better better same worse

mild
moderate
severe

A
A
B

A
A
B

A
B
C

B
C
C
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that were either mild or moderate and reported that pres­
ent symptoms were a lot better or somewhat better, this 
was conaidered mild. For people who reported original 
symptoms as mild and reported present symptoms as the 
same, it remained mild; if it was reported as worse, it 
was considered moderate. If a person reported original 
symptoms as moserate and present symptoms as the same, 
this was considered moderate; if present symptoms were 
reported as severe, it was considered severe. If orig­
inal symptoms were reported as severe and present symp­
toms a lot better or somewhat better, this was considered 
moderate; if present symptoms were reported as the same 
or worse, this was considered severe. The results were 
that twenty-seven percent fell into the mild category, 
fifty-one percent in the moderated category, and twenty- 
two percent in the severe category.20

As can be seen from the above tables, the people 
in the sample who are mostly from Downstate Medical Center 
and Kings County Hospital Center, are mostly women, mid­
dle-aged or older, are not high school graduates, are 
low-income, and are either American black or Puerto Rican. 
They reported diagnoses for their conditions as mostly 
rheumatoid arthritis or "arthritis” which most likely in­
cludes rheumatoid arthritis and osteoarthritis.
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Utilization
Based on responses to the questionnaire, we were 

able to establish that a portion of the sample had used 
traditional healers, traditional remedies, or both. Al­
together, four measures were used for the utilization 
variablei (1) use of healers, (2) use of remedies, (3) 
use of a combination of healers and remedies, and (*0 a 
comparison between physicians and traditional healers.
The fourth measure was used for validation purposes.
The list of healers21 that was provided for respondents 
to choose from was based on the literature and field work 
and represents a range from scientific to traditional 
approaches to health care. Two categories of utilization 
were derived from responses to this itemi "single util­
ization and "dual utilization." The first category con­
sists of people who reported the use of scientific heal­
ing agents. The second category consists of people who 
utilized at least one of the healers on the list that 
were categorized as the most traditionali spiritualist, 
herbalist, fortune teller, root doctor, santero(a), 
advisor, old lady, faith healer, and person in botanica.

We found that twenty-five percent, of the sample 
had used traditional healers as well as physicians - 
dual utilization?2 We asked about general utilization, 
i.e., utilization for all conditions since we felt people 
would be more willing to admit use than if we asked about
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specific conditions. People are hesitant to admit that 
they use traditional healers and remedies since these are 
not sanctioned by the culture of scientific medicine and 
are considered backward and "primitive." Press reports 
the same difficulty* " . . .  few clinic patients admitted 
to having ever attended a curandero, either in the city 
or campo let alone for the present complaint."23 For the 
utilization of healing .practices we followed a similar 
procedure. The list,2**' again, included remedies ranging 
from scientific to those that would be considered trad­
itional based on the literature and field work. Remedies 
were divided into two categories* "single utilization" 
and "dual utilization." Based on a strict assignment of 
responses, we used only two items from the list to ind­
icate use of traditional remedies for the dual utilization 
category* herbs and seance. A person who used at least 
one of the traditional remedies was' assigned to the dual 
utilization category. We decided on thses categories in 
order to draw a sharper boundary between scientific and 
traditional remedies. We found that twenty-three percent 
of the sample had used one or both of these traditional 
remedies.

A third measure of utilization was created by com­
bining the previous two measures into an index of total 
utilization. A four-point scale was created ranging from 
scientific on both healers and remedies (score - 1) to
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to traditional on both healers and remedies (score - 4). 
See Chart 2 for these categories. Based on these scores 
respondents were divided into two groupsi (1) single util­
ization and (2) dual utilization. Table 8 shows the range 
of scores and the distribution in the sample. Those who 
had a score of 1 were put into the single category and 
those who had a score ranging from 2-4 were placed in the 
dual category. Thus, thirty-six percent of the sample 
fell into the dual utilization category.

Chart 2: UTILIZATION INDEX

Healers Remedies Utilization

Scientific Scientific Single
Scientific Traditional Dual
Traditional Scientific Dual
Traditional Traditional Dual

Table 8: UTILIZATION INDEX SCORES

Score Percent of Total
1 64
2 12
3 13
4 11
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Finally, a fourth measure of utilization was der­
ived from choice of healing agents as an indirect measure 
to test.the validity of the direct measure.25 In going 
through each item people either answered the question as 
it was presented or voluntarily said that they had not 
been to another healer. The responses were consistent 
throughout this item. That is, there were the same number 
of people on each item that answered the specific question 
or said they had not been to any other healer. Thiry- 
four percent of the sample reported that they had been 
to healers other than physicians.

As can be seen from these findings, there is a pat­
tern of dual utilization for both healing agents and prac­
tices. A sizeable percentage of clients already committed 
to the use of treatment plans sanctioned by scientific 
medicine also pursue other healers and remedies. Having 
established dual utilization in a clinic population where 
it may not have been expected, it was necessary to explain 
these findings. The following hypotheses are proposed 
within the cultural model described in chapters one and 
two. Adherence to traditional culturally-grounded health 
beliefs is likely to lead to a utilization pattern that 
includes culturally sanctioned behavior. As was indica­
ted in the previous chapter, other studies have found or 
have suggested that age, gender, education, generation, 
and perceived need, i.e., health status, influence util-
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ization or have an impact on the influence of culture 
on a person's health-related behavior. But, if cultural­
ly-grounded beliefs are decisive in utilization, then this 
relationship should be relatively independent of non-cult- 
ural individual characteristics such as education and per­
ceived severity of illness. On the other hand, if util­
ization involves a choice from among alternatives that 
are culturally sanctioned, it shoud reflect differences 
in individually experienced aspects of culture, in par­
ticular gender, age, and generation* gender because women 
are thought more involved in the reproduction of culture, 
age because very young and old people are thought less 
critical of acquired culture, and generation becuase first 
generation members of a migrant community have relatively 
less contact with the dominant culture.

Health Beliefs
The independent variable, "health belief," is con­

sidered to be culturally-grounded. This is substantiated 
by a fair degree of agreement in the literature that heal­
ing is a culturally expressive sphere of conduct and be­
lief. Furthermore, because such spheres are reinforced 
through the socialization of children, it is reasonable 
to assume that all members retain the dispositions involv­
ed in culturally sanctioned healing even where they are 
unable or unwilling to articulate the corresponding be-
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liefs. The index of culturally-established beliefs was 
created from a series of health belief items from the 
q u e s t i o n n a i r e . 27 items were selected that seemed most 
indicative of a grounding in traditional culture.2® The 
scores from these items were collapsed into a two-point 
scale indicating degree of adherence to traditional health 
beliefs. A low degree of adherence was scored 1 and a 
high degree of adherence was scored 2. Thus, a ^ repre­
sents low or no adherence and an 8 indicates the great­
est degree of adherence. Table 9 shows the range and 
distribution of scores in the sample. The sample was 
divided between 5 and 6 since a 6 meant at least fifty 
percent adherences to traditional health beliefs. The 
first group, those with the greatest adherence to trad^ 
itional beliefs, had scores in the range of 6-8 represent­
ing twenty-two percent' of the total sample. The second 
group, those whose adherence is low or non-existent had 
scores of b and 5 representing seventy-four percent of 
the total sample.

Table 9: HEALTH BELIEF INDEX SCORES*

Score Percent of Total N
4 55
5 19
6 9
7 8
8 5

*Missing data required eliminating people from the index.
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The next step was to see whether beliefs were in­
dependent of social background variables, since hyptheses 
about the consistency of beliefs and practices require 
controlling for those factors as independent evidence of 
culture. Table 10 shows that beliefs are relatively in­
dependent of gender, age, and education. Contrary to 
what may have been expected regarding the influence of 
education (or sophistication) on traditional beliefs, it 
is interesting to note the percentage of people in the 
highest category of education who adhere- to culturally- 
established health beliefs. This result, though, is based 
on small numbers.

Having established the relative independence of 
health beliefs and the pattern of dual utilization it is 
now possible to test the hypotheses about the relationship 
between beliefs and practices. Tabular analysis was used 
with tests of significance based on chi-square. The re­
sults are reported on and discussed in the next chapter.
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T ab le  10: HEALTH BELIEFS AND SOCIAL BACKGROUND

Health Beliefs
Scientific
Traditional

Total
n
chi-square
P

Social Background

Gender Age Education
Middle-

Men Women Young aged Aged Low Medium High
(%) (%) (%) (Z) (Z) (Z) (Z) • (Z)

71 78 78 76 78 74 87 67
29 22 22 24 22 26 13 33

100 100 100 100 100 100 100 100
(56) (179) (45) (119) (71) (153) (61) (a:
1.09 .13 5.25
.30 .94 .07
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NOTES

■^Brooklyn Hospital, Annual Report, 1979 and 1980.
oBrooklyn Hospital, Press Release, October 1, 1982. 
^Brodklyn Hospital, Annual Report, 1980.
4Ibid.
^Interview with F. Weinstein, Billing Department, 

Brooklyn Hospital.g
Interview with Chuck Rogers, MD, Associate Director 

for Ambulatory Care at Kings County Hospital Center.
^Kings County Hospital Center Ambulatory Services 

Manual, May, 1982.
Q Suzanne Howe, Manual for Family Health Center and 

Specialty Services (July, 1980). ■
^Ibid.

^Interview with Suzanne Howe, MD, Director of 
Ambulatory Care, Lutheran Medical Center.

11Interview with Martin Cziraky, Associate Administra­
tor of Ambulatory Clinics at Downstate Medical Center.

19 The clinic population is overly represented by women.
11Clemmont E. Vontress, "Racial Differences: Impediment 

to Rapport," Journal of Counseling Psychology 13 <1971):7-13.
■̂4See item #61 in the Appendix.
^ S e e  item #60 in the Appendix.
16See item #76 in the Appendix.
^ S e e  items #5 and ,#8 in the Appendix.
^®See item #3B in the Appendix.
IQSee items #2 and #4 in the Appendix.
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20In a separate item concerning employment status, 
we found that thirty-nine percent of the sample is disabled. 
We decided, however, that perceived severity of illness 
was more interesting for our research problem.

^ S e e  item #53 in the Appendix.
22We suspect this represents an underreporting of 

the actual number of clients that use traditional healers. 
This point is taken up in the discussion of our results..

^Press, "Dual Use," p. 212.
^ S e e  item #54 in the Appendix.'
25 See item #55 in the Appendix.
26e.g., Saunders; Weidman; and Margaret Clark, Health . 

in the Mexican-American Culture (Berke1ey: University of 
California Preis) 1969).

27See item #48 in the Appendix.
28See #48, parts A, C, F and G in the Appendix.
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Chapter Four: THE ANALYSIS

Several general methodological criticisms can be made 
about this study. The sample is biased in favor of scienti­
fic medicine since it was drawn from a population that is 
already using the mainstream health care system. Had the 
sample been drawn from a different population base, for 
example a community-based population, it is reasonable to 
expect that the findings would have been strengthened. The 
size of the sample poses problems for the interpretation of 
statistics. This was unavoidable since, in a clinical 
setting, sampling is inevitably compromised by schedules 
and access conditions that are virtually impossible to 
control. The small number of cases occasionally produced 
problems of cells too small for statistical tests or inter­
pretation. As a result, and in order to encourage further 
research, percentage differences and not only statistically 
significant relationships are discussed.

Health Beliefs
In the previous chapter we established that health 

beliefs are relatively independent of individual background 
or experience. This suggests, consistent with our field­
work and the literature, that they are learned early in the
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socialization process, and form part of the individual's 
character structure. An argument could be made in the 
opposite direction, namely that people first experience 
the utilization pattern and beliefs develop according to 
clients' experiences with different choices. Even if 
experience led to beliefs, the content in this case is 
traditional rather than idiosyncratic.

Health Beliefs and Utilization
•According to the main hypothesis, which posits a 

positive relationship between health beliefs and utiliza­
tion patterns, adherence to culturally established beliefs 
was expected to lead to a pattern of dual utilization.
This relationship was also expected to be stronger for 
the choice of remedies than for the choice of healing 
agents. The choice of remedies should be a greater reflec­
tion of culture than the choice of healing agents since the 
former are socialized at an earlier age than the latter, 
and the latter are part of a more deliberative process of 
problem-solving than the former. Therefore, it is expected 
that choice of remedies will be more consistent with 
beliefs than choice of healing agents. The results are 
presented in Tables 1 through 3.
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T ab le  1: HEALTH BELIEFS AND THE UTILIZATION OF HEALERS

HealCh Beliefs 
Scientific Traditional

(%) (%)
Healers
Single 78 65
Dual 22 35
Total 100 100
n _ (180) (57)

chi square 4.17
p .04

Table. 2: HEALTH BELIEFS AND THE UTILIZATION OF REMEDIES

Health Beliefs

Scientific Traditional
(%) (%)

Remedies

Single 80 67
Dual 20 33

Total 100 100
n (180) (57)
chi-square 4.32
P .03
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T ab le  3 : HEALTH BELIEFS AND THE UTILIZATION OF HEALERS AND REMEDIES

Health Beliefs

Scientific Traditional
(%) (%)

Utilization

Single 67 51
Dual 33 49
Total 100 100
n (180) (57)
chi-square 4.98
p .02

Statistically significant relationships were found 
between health beliefs and patterns of utitilization.
Those who adhere to traditional health beliefs ar.e more 
likely to have a pattern of dual utilization for healers, 
remedies, and both together. The strongest relationship 
emerged for the use of a combination of healers and remedies. 
These results are consistent with the major hypothesis.
They suggest that there is a cultural basis for the illness 
behavior of members of Third World ethnic groups who have 
a chronic illness. Therefore, the argument that a pattern 
of dual utilization represents a resolution of the conflict 
experienced by Third World clients between the culture of 
scientific medicine and the culture of their ethnic groups
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is supported. The fact that dual utilization is found in 
an urban population is consistent with Press' findings. 
Press has suggested that the persistence of traditional 
healing practices in cities perform specific functions 
having to do with the maintenance of cultural and role
identification, the minimizing of the trauma of accultura-*
tion, and providing psychotherapeutic-like supports for 
reducing stress.^ The present study suggests that these 
functions are part of the expressive, self-reproductive 
aspects of culture and therefore operate as products of 
socialization independent of individual experiences with 
the problems of acculturation. The findings discussed 
below reinforce this conclusion.

Having established the relationships between health 
beliefs and utilization patterns, we are now in a position 
to critically test the remainder of our argument that 
holds that this relationship will be influenced by indi­
vidually experienced aspects of culture, i.e., age, 
gender, and generation and will be independent of non- 
cultural individual characteristics, i.e., education and 
perceived severity of illness.

Age and Utilization
Age appears in the literature in terms of two pos­

sible influences on utilization. First, in the general
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utilization literature, age has been found to predict 
volume of utilization. The trend is that older people are 
more likely than younger to use health services due to 
poorer health and the availability of Medicaid and Medi­
care. Second, the literature on the relation of cultural 
factors to health attitudes and behavior, suggests that 
older people have less contact with the dominant culture 
and therefore are more likely than young people to draw 
upon traditional beliefs about illness and treatment.

Age was controlled in order to evaluate its effect 
on the relationship between health beliefs and utilization. 
The results can be seen in Tables 4 through 6. It was

Table 4: HEALTH BELIEFS AND THE UTILIZATION OF HEALERS BY AGE

Age Group

Young Middle Aged . Aged

Health Beliefs* Health Beliefs Health 1Beliefs
S T S T S T

Healers
(%) (X) (X) (%) (%) (%)

Single 77 70 77 58 82 68
Dual 23 30 23 41 18 31

Total 100 100 100 99 100 99
n (35) (10) (90) (29) (55) (16)

chi-square .21 
p . 64
*S-Scientific, T-Traditiqnal

3.56
.06

1.27
.26
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T ab le  5: HEALTH BELIEFS AND THE UTILIZATION OF REMEDIES BY AGE

Age Group

Young Middle-Aged Aged

Health Beliefs Health Beliefs Health Beliefs
S T S T S T
(%) (%) (%) (%) (%) (%)

Remedies
•

Single 89 70 73 59 86 75
Dual 11 . 30 27 41 14 25

Total 100 100 100 100 100 • 100
n (35) (10) (90) (29) (55) (16)
chi-square 2.04 • 2.25 .96
P .15 .13 .33

Table 6: HEALTH BELIEFS AND THE UTILIZATION OF HEALERS AND REMEDIES
BY AGE

Age Group
Young Middle-aged Aged

Health Beliefs Health Beliefs Health Beliefs
S T S T- S T
(%) (%) (%) (%) (%) (%)

Utilization
Single 74 60 62 41 71 56
Dual 26 40 38 59 29 44
Total 100 •100 100 100 100 100
n (35) (10) (90) . (29) (55) (16)
chi-square .77 3.89 1.22

.38 .05 .27
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found that age does make a difference in the utilization 
of healers, Older people which includes the middle-aged 
and aged categories were more likely than younger people 
to show consistency in the relation of belief to use of 
healer, On the other hand, there is a greater consistency 
of belief and choice of remedy for younger than older 
people. It appears that older and younger clients are led 
in slightly different directions by their beliefs when they 
have already accepted an element of scientific medicine in 
their lives. In any case, age seems to influence the 
degree of consistency of belief and utilization, a conclu­
sion further reinforced by combining healers and remedies 
in a single measure and controlling for the effect of age 
on the relationship of belief and total utilization.

Gender and Utilization
While it has been found that women have higher rates 

of use of health services than men, the literature concern­
ing the influence of culture on utilization does not show 
a relation between gender and dual utilization. The fact 
that women are more often than men involved in healing 
activities in traditional cultures, suggests that gender 
should influence the relationship between beliefs and 
utilization. Tables 7 through 9 report the results. The 
results for the utilization of healers and the combined 
utilization of healers and remedies suggest, as expected,
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T ab le  7: HEALTH BELIEFS. AND THE UTILIZATION OF HEALERS BY GENDER

Gender

Men Women

Healers

Health Beliefs 
S T
(%) (%)

Health Beliefs 
S T
(%) (%)

Single
Dual

78
22-

69
31

79
21

64
36

Total
n

100 100 
(40) (16)

100 100 
(140) (39)

chi-square
P

.47 
' .49

3.44 
.06

Table 8: HEALTH BELIEFS AND THE UTILIZATION OF REMEDIES BY GENDER

Gender
Men Women

Remedies

Health Beliefs 
S T
(%) (%)

Health Beliefs 
S T
(Z) (%)

Single
Dual

95
5

69
31

76
24

64'
36

Total
n

100 100 
(40) (16)

100 LOO 
(140) (39)

c h i- s q u a r e
P

7.20
.01

2 .10
.15

90



T ab le  9 : HEALTH BELIEFS AND THE UTILIZATION OF HEALERS AND
REMEDIES BY GENDER

Gender

Utilization
Single
Dual
Total
n
chi-square
P

Men

Health Beliefs
S
(%)

75
25

T
(%)

62
38

100 100 
(40) (16)

.88

.35

Women

Health Beliefs
S
(%)

65
35

T
(%)

46
54

100 100 
(140) (39)

4.55
.03

•that women are more consistent than men in their beliefs 
and behavior. For the utilization of remedies the results 
suggest that there is only a negligible difference in con­
sistency between men and women. Healers in traditional 
cultures have more specialized knowledge about healing and 
are consulted when the individual is in a crisis. The use 
of remedies without consultation occurs under non-critical 
as well as critical conditions. Therefore, since women are 
more often involved in healing activities, they would more 
readily go’ to traditional healers.
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Education and Utilization
Another factor which is recognized as having an 

influence on the use of health services is level of educa­
tion. In the general utilization literature, education 
is considered an important influence on the use of health 
services. In the cultural differences literature, educa­
tion is considered important as having an independent 
influence or as possibly modifying cultural influences.
In addition, level of education indicates degree of 
sophistication and as such it may be argued that it is the 
less sophisticated people who are most likely to use alterna­
tives to scientific medicine. A cultural explanation of 
health-related behavior-suggests the contrary: that level 
of education will not make a difference in the consistency 
between beliefs and behavior. Tables 10 through 12 report 
the results when we controlled for education. It was 
found that low (less than 8th grade) and middle (some HS 
and HS graduates) education levels are more likely than 
more highly (some college and higher) educated clients to 
be consistent in the relationship of belief and the utili­
zation of healers! The fact that the number of people in 
the highly educated category is very small may invalidate 
the comparison. Assuming it is valid, it may be the case 
that more educated people may be less willing to say that 
they have sought the advice of a traditional healer. For
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T able  10: HEALTH BELIEFS AND UTILIZATION OF HEALERS BY EDUCATION

Low
Health Beliefs

Education 
Middle 

Health Beliefs
High

Health Beliefs

(%) (%) (%) (%) (%) (%)
Healers
Single 80 62 77 50 67 83
Dual 20 38 23 50 33 17

Total 100 100 100 100 100 100
n (113) (40) (53) (8) (12) (6)
chi-square 4.65 2.69 *
P .03 • 10
*The cells were too small to compute statistics.

Table 11: HEALTH BELIEFS AND THE UTILIZATION OF REMEDIES BY EDUCATION

Education
Low Middle High

• Health Beliefs Health Beliefs Health Beliefs
S T S T S T
(%) (%) (%) (%) (%) (%)

Remedies •

Single 82 68 76 62 75 50
Dual 18 32 24 • 38 25 50

Total 100 100 100 100 100 100
n (113) (40) (53) (8) (12) (16)
chi-square 3.82 * *
P .05
*The cells were too small to compute statistics.
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T ab le  12: HEALTH BELIEFS AND THE UTILIZATION OF HEALERS AND REMEDIES
BY EDUCATION

EducaCion
Low Middle High

Health Beliefs Health Beliefs Health Beliefs
S T S T S T
(%) (Z) (Z) (Z) (Z) (%)

Utilization
Single 69 50 64 50 58 33
Dual 31 50 36 50 42 67
Total 100 100 100 100 100 100
n (113) (40) (53) (8) (12) (6)
chi-square 4.64 * *
P .03
*The cells were too small to compute statistics.

the utilization of remedies and the combined utilization 
of healers and remedies the results are statistically 
significant for the lowest level of education. For the 
middle and high levels, the cells were too small to com­
pute the chi-square test. Nevertheless, the percentage 
differences indicate a strong relationship between beliefs 
and utilization at both of these educational levels. It 
was felt that the categories should not be collapsed in 
this case since there is a strong enough distinction to be 
made between high school and college educated persons.
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Thus, the pattern of results is consistent with the hypo­
thesis and reinforces the cultural frame of reference 
from which it was derived.

Generation and Utilization
The findings and assumptions in the literature con­

cerning the influence of generation on adherence to tra­
ditional healing systems is contradictory. Zborowski 
suggests that later generations tend to be more congruent 
than earlier generations with the dominant culture in- 
their behavior but not in their attitudes toward illness. 
Press suggests that dual use varies according to level of
acculturation, which we can reasonably assume is closely

2 'associated with generational status. In order to see if 
generation modifies the relationship of belief and be­
havior, generation was introduced as a control variable. 
Generation was measured by responses to items on the 
questionnaire that concerned respondent's birthplace and 
parents' birthplace. If both the parents and the respondent 
or one parent and the respondent were born in the United 
States, the subject was considered second generation or 
later. Any other combination of answers were considered 
first generation. Fifty-nine percent of the sample was 
categorized as first generation and forty-one percent 
second generation or later. It was expected that the first



generation would be more consistent in the relationship 
between beliefs and behavior since this would represent 
a stronger cultural grounding. The results are in 
Tables 13 through 15.

The findings for the combined utilization of 
healers and remedies are consistent with our hypothesis 
that the first generation will be more culturally-bound. 
The findings for the utilization of healers analyzed 
separately from remedies appear to suggest something dif­
ferent. The results were not as expected for the utili­
zation of healers. The second generation rather than 
the first, is more consistent in belief and

Table 13: HEALTH BELIEFS AND THE UTILIZATION OF HEALERS BY GENERATION

Healers

Generation
First Second

Health Beliefs 
S T
(%)‘ (%)

Health Beliefs 
S T
(%) U)

Single
Dual

72
28

66
34

84
16

64
36

Total
n

100 100 
(104) (37)

100 100 
(93) (22)

c h i- s q u a r e
P

.54

.46
4 .5 5

.03
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T ab le  14: HEALTH BELIEFS AND THE UTILIZATION OF REMEDIES BY GENERATION

Generation 

First Second

Health Beliefs Health Beliefs
S T S T
(%) (%) • (%) (%)

Remedies

Single 61 49 73 55
Dual 39 51 27 45

Total 100 100 100 100
n (87) (35) (93) (2;
chi-square 1.56 2.90
P .21 .09

Table 15: HEALTH BELIEFS AND THE UTILIZATION OF HEALERS AND REMEDIES
BY GENERATION

Generation

Utilization
Single
Dual
Total
n
c h i- s q u a r e
P

First

Health Beliefs
S
(%)

74
26

T
(%)

60
40

100 100 
(87) (35)

2 .1 7
.14

Second

Health Beliefs
S
(%)

86
14

T
(%)

77
23

100 100 
(93) (22)
1.03
.31
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Apractice. This finding may indicate that Press was cor­
rect when he predicted that the pattern of dual use was 
going to increase in urban areas. Along with this trend, 
he argues that the social and cultural supports are not 
only present for this pattern but that the pattern of 
dual use performs certain crucial social and cultural 
functions. In addition, second generation members do have 
a relatively more consistent experience of both the 
organizational and cultural aspects of their ethnic group 
than those who recently migrated and had to re-establish 
themselves in a new settlement. For the utilization of 
remedies, both first and second generations are similar 
in their consistency in belief and practice. This finding 
suggests that use of remedies is a stronger expression of 
culture than use of healers. Therefore, there may not be 
a generational difference with regard to overall cultural 
integration.

Illness and Utilization
According to the model that is widely used to account 

for differences in the utilization of health services that 
was discussed in Chapter Two, illness or perceived need is 
considered a major determining variable. As far as 
cultural factors are concerned, it is expected that illness 
or perceived severity of illness will not influence the
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consistency of belief and behavior. Thus, we expected to 
find no differences with regard to the illness variable. 
The results are reported in Tables 16 through 18. For

Table 16: HEALTH BELIEFS AND THE UTILIZATION OF HEALERS
BY PERCEIVED SEVERITY

Mild
Perceived Severity 

Moderate Severe
Health Beliefs Health Beliefs Health Beliefs

S T S T S T
(%) (%) (%) (%) (%) (%)

Healers
Single 75 69 78 69 81 45
Dual 25 31 22 31 19 55
Total 100 100 100 100 100 100
n (49) (16) (88) (29) ' (42) (11)
chi-square • 29 1.07 5.65
P .59 .30 .02

the utilization of healers, the relationship between 
belief and utilization was weak for people with mild or 
moderate illness. For people with severe illness the 
relationship was statistically significant, though this was 
bas.ed on small numbers. Assuming that this relationship 
holds, it suggests that people who perceive their illness 
as severe may be more likely than others to consult a
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T ab le  17: HEALTH BELIEFS AND THE UTILIZATION OF REMEDIES
BY PERCEIVED SEVERITY

Remedies
Single
Dual
Total
n
chi-square
P

Mild

Health Beliefs 
S T

(%)

81
19

82
18

100 100 
(49) (16)

0.00,
.97

Perceived Severity

Moderate

Health Beliefs 
S T

(%)

55
45

76
24

100 100 
(88) (29)

4.65
.03

Severe

Health Beliefs 
S T
(%) (%)

86
14

73
27

100 100 
(42) (11)

1.04
.31

Table 18:: HEALTH BELIEFS AND THE UTILIZATION OF HEALERS AND REMEDIES
BY PERCEIVED SEVERITY

Mild
Health Beliefs

Utilization
Single
Dual
Total
n
c h i- s q u a r e
P

S
(%)

67
33

T
(%)

69
31

100 100 
(49) (16)

.01

.92

Perceived Severity
Moderate

Health Beliefs 
S T
(%) (%)

64
36

45
55

100 100 
(88) (29)

3.19
.07

Severe
Health Beliefs

S
(%)

74
26

100
(42)

T
(%)

36
64

100
(U)

5.45
.02
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traditional healer. For the utilization of- remedies, the 
results were different for severe illness than it was for 
the use of healers, although there is some consistency 
between belief and practice. People who perceived their 
illness as moderate produced a statistically significant 
outcome. For people with mild illness, there was no 
relationship. For the combined utilization of healers and 
remedies we found statistical significance for people who 
perceived their illness to be severe and a strong relation­
ship for moderate illness. Again, there was no relation­
ship for people with mild illness.

Overall, these findings are not entirely consistent 
with the hypothesis. However, they suggest that people 
who perceive their illness as moderate or severe may be 
most consistent in their beliefs and behavior. This may 
be the case because it is possible that perceived severity 
may be linked to the chronic aspect of the person's illness. 
In that case, clients who perceive their illness as more 
serious, may feel more dependent and, therefore, more 
likely to rely on traditional sources of healing than on 
mainstream sources.

Summary
In general, our findings support the hypotheses 

of the study. The prevalence of dual utilization suggest
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that there are other than medical considerations in deci­
sions concerning the utilization of health services. In 
particular, it appears health beliefs have an important 
influence on utilization behavior relatively independent 
of education and illness. If a person holds to tradi­
tional health beliefs he or she is more likely than some­
one who does not, to use the healing resourc.es of both 
scientific medicine and traditional healing. Within the 
context of dual utilization a distinction is necessary 
between healing agent and remedy. While results conform 
to the hypotheses when these two indices are combined, 
there are differences when they are analyzed separately 
which is suggestive for further research. In addition to 
the possibility that chronicity may influence the relation­
ship between belief and behavior, perceived severity of 
illness may be another influencing variable. As was 
expected age, gender, and generation affect the relation­
ship between beliefs and behavior. The results for genera­
tion, however, are particularly suggestive for further 
research within a cultural context.

The foregoing analysis supports the argument that 
cultural factors are a significant influence in the health- 
related behavior of Third World groups in urban areas.
There are several policy implications for medical practice 
as well as implications for further research that flow from
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this study that are presented in the next and concluding 
chapter.
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NOTES

^"Press, "Urban Folk Medicine," pp • 79-84.
2As was indicated earlier, Press equates level of 

acculturation with socioeconomic status which may not be 
justifiable.

3See items #8, #9. and #10 in the Appendix.
^Press, "Dual Use" and "Urban Folk Healers."
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Chapter Five: CONCLUSION

The following is a summary of the argument presented 
here that proposes the significance of a cultural frame­
work to issues concerning health and healing: (1) people act 
on the basis of their beliefs according to a situation;
(2) beliefs may be grounded in either culture or experience;
(3) circumstances may determine whether a person acts 
according to belief that is based on cultural imperatives 
or belief that is based on experience; (4) beliefs that 
concern the body and well-being are culturally grounded;
(5) therefore, beliefs about health and healing tend to
be grounded in culture regardless of experience; (6). since 
people act according to those beliefs that have more force 
than experience, health-related behavior should be con­
sistent with beliefs related to health and healing; (7) 
given the strength of cultural imperatives in shaping indi­
vidual dispositions, the consistency of belief and practice 
should be independent of non-culturally based individual 
characteristics and experiences.

Given this argument, when culturally prescribed heal­
ing systems are socially and physically available, people 
are likely to use them. In the case of Third World groiips 
living in urban areas, traditional healing systems are
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often well established. These systems are inconsistent 
with the culture of scientific medicine upon which the 
mainstream health care system is based. Under these con­
ditions, .dual utilization may be considered expected and 
rational. Chronic illness creates a special dependence 
of clients on health professionals that seems likely to 
exacerbate this normal intercultural tension.

Medical Practice
There are several policy implications for medical 

practice on the interpersonal level between health pro­
fessionals and clients and on the structural level of the 
health care system that follow from the research reported 
in this dissertation. In general, health professionals 
should adopt a treatment style that is culturally sensitive. 
Practitioners need to be made aware that there are cultural 
differences related to health and healing among cultural 
groupings that must be respected if the client is to relate 
rationally to a treatment plan. A part of this awareness 
involves the recognition that scientific medicine itself 
has a cultural basis. Client innovations beyond the impera­
tives of scientific medicine or the expectations of health 
professionals may not be due to ignorance or lack of 
sophistication but to the need of the client to satisfy 
norms of well-being that are consistent with his or her
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cultural background. Once professionals in the health 
care system gain this awareness, they will be in a better 
position to care for not only Third World groups, but 
people in general since this general attitude would be 
helpful for other cultural groups as well as for women 
and older people who also experience discrimination.

If a practitioner should encounter a client whom 
he or she has reason to believe adheres to culturally 
grounded health beliefs or is engaging in traditional 
healing practices, the practitioner needs to be able to 
handle this situation effectively. That is, the practi­
tioner needs to display a sensitivity to possible alter­
natives without being judgmental and without discouraging 
the client to the point where his or her health may suffer 
as a result. Strategies can be created whereby clients 
can utilize more than one system of healing as long as 
achieving positive results, i.e., improved health, is made 
the overall goal. Many practitioners may take the position 
that to entertain alternative forms of healing is irra­
tional. However, as was mentioned in Chapter Two, psychor 
logy and psychiatry have recognized these issues on both 
the levels of research and practice as having great import. 
To give an obvious example of achieving greater sensitivity 
in certain areas, some mental health clinics that serve a. 
largely Latino clientele have introduced the presence of
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spiritualists into their practice.^ This strategy is one 
way of overcoming the cultural clash between scientific 
medicine and traditional healing systems.

The following suggestions are made toward achieving 
the goal of greater cultural sensitivity. First, genuine 
communication presupposes respect for the client as a 
person and rapport between practitioner and client based 
on such respect. In some cases, members of the client's 
family should not only be referred to, but should be 
included in the medical encounter and in treatment plans 
out of respect for cultural traditions. Second, an open 
non-judgmental attitude towards the client's beliefs, 
expectations, and values is part of the spirit of compro­
mise that is essential for the client's full participation 
in treatment plans.. Third, health professionals must do 
the interpersonal work necessary to reduce social, economic, 
and cultural distance between themselves and their clients. 
Fourth, in cases where a community has well-established 
ethnic or cultural groups, the health care institutions and 
professionals in these communities need to become familiar 
with the cultures of those groups ahead of time, particu­
larly with their beliefs and practices concerning health 
and healing. Fifth, as part of the medical encounter, the 
health professional should evaluate to what extent the 
client's medical condition needs to be interpreted in the
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light of culturally-determined concepts of disease and 
illness. If there is any reason to believe that the cli­
ent's cultural background does figure importantly in his 
or her health beliefs and behavior, the health professional 
should elicit the client's conception of the problem. One 
of the inquiries that ought to be made is: "What do you 
think caused your problem?" The client should be encouraged 
to become an active participant in the encounter. Sixth, 
once the client's ideas are known, the health professional 
has to deal with discrepancies between the client's con­
ceptual scheme and the biomedical perspective. In order 
to deal effectively with discrepancies, the treatment plan 
should be formulated in such a way as to include compromises 
to which all parties clearly agree. In addition, when 
treating clients who have indicated, verbally or otherwise, 
a preference for alternative modes of treatment, these 
should be incorporated into treatment plans. Seventh, when 
the situation calls for it, there should be consultation 
and cooperation between health care professionals and tra­
ditional healers, an approach which has been successful

2in the field of mental health.
Communication can be improved by several other prac­

tical strategies that deal with some of the more subtle 
aspects of the medical encounter. Since verbal communica­
tion is often limited in the medical encounter, clients
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look for other cues to gain information about themselves
and their problems. The professional's nonverbal behavior
is extremely important in conveying information and may, if
not handled well, be a source, of ambiguity. In order to
create an atmosphere of warmth, caring, and understanding,
and a sense of mutual respect, the health professional
should establish good eye contact and-use appropriate
facial expressions, tone of voice, posture, and gestures.
In addition, he or she may, if appropriate, shake hands
or use a polite touch on the hand (not on the head) to
reduce social distance and convey sympathy and understand- 

3mg.
Furthermore,- complications in communication arise 

when the client is not only from another culture, but 
speaks very little English or none at all. Initially, the 
health professional should not make any assumptions about , 
language competence, but should ask the client what 
language he or she would prefer to use. If the person pre­
fers, his or her native language, a trained interpreter with 
a medical background should be available for interpreting-- 
not a relative or a child or a convenient stranger. This 
is an important consideration because otherwise there are 
dangers of mistaken interpretation, violations of privacy 
and/or confidentiality, violations of cultural traditions, 
and the accidental introduction of extraneous and possibly

110



detrimental information into the encounter.^ An even 
greater effort must be made to sustain rapport with non- 
English speaking clients using the guidelines listed 
above since there is- a tendency to direct conversation to 
the interpreter when present and to neglect the client.

Several suggestions on the structural level can be 
made as well toward achieving the same goals. One area in 
which practices can be modified is in medical education 
and training. First, a serious effort on the part of the 
health care system to incorporate people from varied ethnic 
and economic groups, as well as more women, from all groups, 
into the ranks of health professionals especially physi­
cians, would not only help in the day to day issues that 
arise in medical settings, but would be a beginning in 
demonstrating an openness and sensitivity on the part of 
the health care system to the social and cultural issues 
raised here. Second, the considerations related to cul­
tural differences can be incorporated into the formal educa­
tion and training that health professionals receive. Cur­
ricula could incorporate these concerns both in courses 
designed for the specific purpose and as a part of all 
courses. Third, clinical settings can be modified to 
accommodate cultural differences. For example, having a 
presence of traditional healers based on a program of com­
munity outreach or making available alternative languages
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to English in the use of signs, instructions, prescriptions 
for medications, etc.

Further Research
There are several implications for further research 

that follow from the study presented here. A similar study 
needs to'be done on a community-based population. This 
shift in population focus would eliminate the bias of 
studying a population that already uses the health care 
system. This would give a fuller understanding of the 
social organizational bases of health beliefs and practices 
and their prevalence. It would also be interesting and 
enlightening to study alternative healing systems focusing 
bn those of Third World groups in urban settings. To go 
further into cultural background of utilization, it may be 
interesting to study socialization patterns to gain a 
clearer understanding of how these processes operate and 
their impact on behavior. Further, more information is 
needed about the phenomenon of dual utilization: e.g., to 
what extent does it exist in the general population, what 
impact does it have on health status, etc. In addition, 
related to dual utilization is the distinction between 
healers and remedies. This distinction needs to be explored 
further in relation to the decision-making process concern­
ing patterns of utilization. The impact and effectiveness

112



of traditional healers and practices needs fuller study 
than has been done. Finally, the impact that sociocultural 
factors, i.e., age, gender, and generation, have on the 
cultural influences on utilization patterns needs further 
exploration.
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NOTES

^This has been achieved at Lincoln Hospital in the 
Bronx, New York.

2c.f. Harwood; Henderson; and Saunders.
3c.f. DiMatteo and DiNicola.
4c.f. Fearon. The author observed many of these 

difficulties in the course of field work for this study.
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APPENDIX

#2. Would you say that the symptoms you had a t •that time 
were mild, moderate, or severe?

 mild
  moderate

severe
#3A. Since that time did anyone give you a name for the 

problem you have?
  yes (ask 3B)
  no

#3B. What is the name? (IF DON'T KNOW OR RESPONDENT HAS 
DIFFICULTY: READ LIST). Is it:

  osteoarthritis
  rheumatoid arthritis
  lupus (SLE-systemic lupus erythematosus)
  arthritis
  rheumatism
  psoriatic arthritis
  gout
  ankylosing spondylitis
  mixed connective tissue disease (MCTD)
  Reiter's syndrome
  bursitis
  scleroderma

other (SPECIFY) ______________
  don't know (CANNOT ASCERTAIN)

#4. How would you describe your symptoms now? Are they a 
lot better, somewhat better, the same, of worse.

  a lot better
  somewhat better
  the same

worse
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#5. People belong to different ethnic groups. Some people 
say they're black, some people say they're Puerto 
Rican, some people say they.'re Jamaican. What would 
you say your ethnic group is?

#8. Where were you bora? (Include city, state, country.)
#9. Where was your mother born? (Include city, state, 

country.)
#10. Where was your father born? (Include city, state, 

country.)
#48. People have many explanations about what causes 

illness. For each of the following explanations 
please tell me whether you agree, whether you think 
it may have some truth to it, if it is doubtful, 
or whether you disagree.

A. Some people think illness 
is brought on as punish­
ment .

B. Some people think illness 
is caused by germs.

C. Some people think illness 
is caused by evil forces.

D Some people think illness 
is caused by being exposed 
tootoo much cold or too 
much hot.

E. Some people think a person 
stays healthy through good 
fortune or good luck.

F. Some people think illness 
may be caused by someone 
casting a spell or putting 
a hex or roots on a person.

black
white
Puerto Rican
'Haitian
Dominican

Cuban
Trinidadian 
Barbasian 
Panamanian 
Other (SPECIFY)

Some Doubt- Dis- 
Agree truth ful agree
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Some Doubt- Dis- 
Agree truth ful agree

G. Some people think the evil 
eye (mal de ojo) brings on 
illness.

H. Some people think psycho­
logical or nervous problems 
bring on illness.

#53. I am going to read you a list of the different kinds 
of people that are used for health problems.
A. Which ones have you used in the past?

#54. I am going to read you a list of different kinds of 
treatments that are used for health problems.
A. Which ones have you used in the past?

nurse
pharmacist 
spiritualist 
herbalist 
medical doctor 
relative 
fortune teller 
root doctor 
chiropractor 
friend

santero(a) 
advisor 
nutritionist 
self
curandero(a) 
physical therapist 
old lady 
faith healer 
acupuncturist 
person in botanica

prescription drugs
herbs
liniments
physical therapy
massage
vitamins
copper bracelet
exercise
live with it/

seance
tonic
apply heat 
apply cold
wait for it to go away
prayer
warm bath
~bath with solution 
tea

nothing
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#55. There may be differences between medical doctors and 
other healers. Would you say they are different or 
the same in the following ways:

Different Same
How trustworthy they are?
How they treat illness?
How much you understand them?
How friendly and sympathetic 

they are?
What they know?
 never went to another healer

#60. What is the last grade you finished in school?
less than eighth grade 
some high school 
high school graduate 
some college 
college graduate 
graduate/professional school

younger than 20 years
21-29 years
30-39 years
40-49 years
50-59 years
60-69 years
70 years or older

#70. Now I will read the same categories. Please stop me
when I have reached the income groups that your family 
fell into last year. Please include earnings and ail 
other sources of income like tips, gifts, and winnings 
for all the members of your household.

#61. What age group are you in?

under $2,000 
$2,000-3,999 
$4,000-5,999 
$6,000-7,999 
$8,000-9,999

$10,000-11,999
$12,000-13,999
$14,000-15,999
$16,000-17,999
$18,000 and over
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