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Orthography

The language of the area in which research forttigisis has been conducted is called
Zabana. As is common in Solomon Islands (a natiibim nvore than 80 distinct languages), a
name like “Zabana” refers to a language, its spsaleed the area in which it is spoken.
Zabana, thus, is the local language of Zabana leated on the north-western end of the
island of Isabel.

For this brief description of orthography | havedshe Zabana dictionary by Drummond
Ama and Matthew Fitzsimons (1985), as well as aqbiogical monographs concerning
other languages of Solomon Islands.

The vowels in Zabana are

a, e iou

/al as in the first a of “banana”, /e/ as in “eg@’as in “eat”, /o/ as in “open” and /u/ which is
pronounced similar to the Norwegian “0” (cf. Whit891: xvi)

The consonants in Zabana are:
b,d, f,g,gh,h kIl mnngp,rstvw

The consonants are pronounced fairly similar tolBhglthough there are some differences,
the most notable being

gh - which is a velar affricate, common in Melanedmmguages and sometimes referred to as
a Melanesian “soft g” (Hviding 1996:xxix)

ng - which is is a velar nasal, pronounced as in Bhdkinger”
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Introduction

Kia village, Solomon Islands, 07.05.2008

It is late in the morning on a very warm day in #ra of May and the small leaf house, built as a
temporary clinic until work on the main clinic igished, is full of people. There are both young
and old, all waiting for their turn to see the rustting behind a sheet hung from the ceiling,
which functions as a door. There is a woman with ttilarse at the moment. She tells the nurse
what is bothering her. She has strong pains irbhek and in the stomach. The lady explains that
usually she usdsastommediciné for this problem, but now it does not work anymdFbe nurse
nods, asks a few more questions and gives her bomgefor the pain. The clinic is out of most
medicines again. The nurse excuses himself andteaygainkillers is all he can give her this
time. The nurse does not seem surprised by the wemee ofkastommedicine. He does not
condemn it, but instead asks wikaistommedicine she has tried. | ask the woman whether sh
always use&astommedicine first when she gets sick or if she waddhetimes come straight to
the clinic. She explains that the petrol she néedsder to get to the clinic is very expensive and
therefore she would always tkastommedicine first. | asked her a hypothetical questitf
petrol was very cheap, would she then have gonthdoclinic first?” She pauses before she
answers. “No”, she replies, she would still havedtkastommedicine first.

Outside there is a young family, a mother, a fatvat a daughter. The daughter is there
to receive a vaccination injection and she is @yiifter the little girl is done, the father quigtl
asks if the nurse at the same time could have la ddis wife’s hand. Her hand is swollen to
nearly 3 times it size. She can not close her tzamtishe is clearly in a lot of pain. She explains
that she cut her hand while working in the gardemes days earlier. She had trikdstom
medicine but it had not worked. She had not conmeobecause they live far away and their

daughter had an appointment for her vaccinationdhy so she had waited to go with her.

! Kastommedicine is the name for the local medicines agmlihg practises of the Zabana people, a term that
will be defined later in this chapter.



The nurse starts treating her, he gives her a lmcaésthetic and cuts open the swollen
and infected abscess that covers her hand. He tiums and says, half to me and half to her, that
some of the tissue on her hand has already stdyied and that she should have come in earlier.
After he has cleaned her hand and wrapped it imralége he explains that she needs to take
antibiotics. However, he continues, the clinic i @t of antibiotic pills. They only have
injections so she must come back every day fonéxt 5 days. She becomes quiet, not wanting to
disagree with the nurse, but her husband expl&iasit will be very difficult for them to come
every day, because they live very far away. Themwotturse on duty that day goes down to his
house and returns with antibiotics pills from hergpnal medicine cabinet. They are the last he
has. The husband and his wife thank him before llegyn their long journey home.

This is a description from one of the many daypdnd at the small clinic in Kia. This is
where many of the questions important to my thegisee answered, but possibly where even
more questions were formed. The clinic worked aseeting point between nurses and
patients, between science and religion, betweendifferent bodies of medical practice and
knowledge and as a point which linked events omthaero level with the micro level in the
village. From the particular day of the above nareaa wide range of questions, important to
my thesis can be asked. Whatkiastommedicine? How is the use &bhstommedicine
organized? How dodsastommedicine interact with biomedicine? Why has thenaa with
the damaged hand not come to the clinic earliery Wdes the clinic not have medicines and
what implications does the lack of medicines havHtese are some of the questions | will
address throughout this thesis.

Main focus

The general aim for this thesis is to explore kremgle and practice related to health in a rural
Solomon Islands village. One of the first thingatthtruck me after my arrival in the village
was the frequent use of local medicines and heagdnagtices, locally labelled askdstom
medicine”. | was fascinated by this partly becauseve had a long standing interest in
“indigenous medicine”, but my fascination also stema from the frequent use &hstom
medicine and its cohabitation with the biomedica&dmines and healthcare options available
in the villagé. What seemed to me as two diametrically opposetieboof knowledge and

practice, here lived side by side and | immediatdgumed that somewhere there would be

2 Biomedicine is a term | will frequently use thrduyt this thesis, its definition will be provideatér in this
chapter.
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tension at the meeting-points between the two ambres. The biomedical clinic in Kia
seemed an obvious area for potentially difficultetneys betweerkastom medicine and
biomedicine. However | was soon to find out that imyial assumptions were not accurate.
As time went by | came to understand that althougftially perceived the two medical
systems to exist in opposition to one anotherws not necessarily the way in which people
in the village experienced their relationship.

In this thesis | aim to give a deep and thorougtheustanding of health and illness in a
Solomon Islands village and in this respect imgortant not only to focus on healthcare on
the local level. There is a magnitude of reseawmiterning national and international policies
and interventions but very little research in trexiRc that focuses on the local side of the
interface between national policy and the infradtrite of rural health. | wish to contribute to
comparative medical anthropology by giving an etgraphically grounded analysis of
knowledge and practice concerning illness, heaithlealthcare in Island Melanesia.

A contribution to this field is the doctoral thesig William Parks (1998Under the
shade of a Talise tree, Understanding the househwdthagement of childhood iliness in
Marovo lagoon, Solomon IslandBarks looks at how mothers and other household care
givers recognize and explain illness. He investigaivhat kind of treatments they have
available and their decision-making process conegrwhat treatment to choose. In recent
times there have been several national and infenatattempts to reduce child mortality in
Solomon Islands. Parks recognized that they haslesbae success but argues that in order to
increase these programs’ success rate, lay knowledd practises need to be taken into
account. Although Park’s research sheds light omesamportant issues, | feel that his
decision model approach to illness is too mechrind does not sufficiently consider the
wider, social, cultural and political economicahtext of rural health. | believe my thesis is
an important contribution to the ethnographic redeaof Solomon Islands and that it is
particularly interesting due to the unique locatimhmy fieldwork; the village of Kia in
Western Isabel, believed by many to be the largdage in Solomon Islands, and where no
published anthropological research has previousgnlzonducted.

In this thesis | will draw upon literature from tfield of medical anthropology, from
the sub-fields of both meaning-centred medical rapblogy and critical medical
anthropology. By employing theories from variousds within medical anthropology | hope
to give an accurate view of health related knowéedgd practice. Throughout the thesis |

argue for the application of a holistic perspectimet only because this is one of the
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cornerstones of anthropological research, but ss;aas will be shown, the Zabana people
themselves have a holistic understanding of health.

| am patrticularly interested in the interactionvbetn local and biomedical forms of
knowledge and practise. My hypothesis is that tteseinteract and influence one another. |
will pursue the interactions and examine them ffedknt contexts, on the local level, in an

historical perspective and on the macro level ditipal-economy.

Approaches in medical anthropology

Medical anthropology is a subfield of anthropolapncerned with, but not restricted to what
Lambert (1996:358) describes as “the social anthi@lldimensions of health, ill health and
medicine”. The focus within anthropology towardsaltte related issues is not a recent
development, it dates back to the very originshaf discipline. In 1898, the Torres Straits
Expedition set out and anthropologist and doctortHW Rivers argued that ideas and
practices around health and healing found in @mie societies constitute internally coherent
structures about the causes of disease (Lambe@) X8®@wvever it was not until after WW11,
in the 1950s, that medical anthropology was recmghias a distinct sub discipline of
anthropology (Good 1994).

In the first textbook of medical anthropology eymrblished, Foster and Anderson
(1978:2-3) defined medical anthropology as “A biba@l discipline concerned with both the
biological and sociocultural aspects of human behay and particularly the ways in which
the two interacted throughout human history touafice health and disease.” Defining the
field of medical anthropology is a difficult taskdin the attempt to illuminate the boundaries
of such a wide ranging discipline one risks exalgdimportant aspects. Baer et al. (2003:3)
states that “Medical anthropology concerns itsethwhe many factors that contribute to
disease or illness and with the ways that variausmdn populations respond to disease or
illness.” Their statement shows the wide field wofferest within medical anthropology and
accordingly there are many theoretical referenaatpdrom which one can examine these
issues. Brown (1998:1) suggests that as thereoaneagy varieties in theoretical approaches,
instead of referring to a single field of “medicahthropology” one should think of the
discipline as a field of “medical anthropologie&glthough the discipline is hard to define
Foster and Anderson (1978) nevertheless point ootesimportant elements of medical

anthropology, describing it as a discipline whisldeeply embedded in the natural sciences of
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biology and medicine while at the same time exgstinthin the field of the social science of
anthropology. The dual nature of medical anthrogpldescribed by Foster and Anderson
(1978), leads to one of the challenges medicalraptiiogy faces to today; to find a way of
integrating information from two distinct discipéia - natural and social science. This idea
will be discussed further in chapter 2.

Today the field is often divided into a variety different sub disciplines, which
generally fall within the bounds of two or threeffelient categories; the ecological or
biocultural approach, the cultural (interpretive)social approach and the approach of critical
medical anthropology (Helman 2007, Brown 1998, 8irgnd Baer 2007). Medical ecology
focuses on the notion of adaptation, whereby hupmgrulations have evolved and adapted to
their ecological surroundings over time (Lamber®@P Cultural interpretive anthropology on
the other hand, is critical of the adaptative apphoemployed in medical ecology, in which
humans react to diseases which are seen as paatwk and external to culture (Baer et al.
2003:36). This perspective argues for an approdotrevdisease is understood as a part of
culture, and claims that “humans can experience theéernal material world only through
their cultural frames” (Singer & Baer 2007:32). ti@al medical anthropology seeks to go
beyond locally focused, ground level analyses lpu$ing also on the larger political and
economic structures which take part in and shapegeople deal with and understand health
and illness.

In between the different theoretical perspectivasgchncritique and interaction has
occurred, and the fields exist in a constant siatdevelopment. It is possible to find scholars
that are both firmly grounded within their specifab field and those who do not perceive
themselves to be limited to any one theoreticatl fend who freely combine the approaches
they find useful. The field of health encompassegide variety of factors ranging from the
individual experience of illness to global polifiteends and economical situations. | believe
that in order to examine the healthcare situatiorKia, a theoretically holistic approach
encompassing and recognizing all of these factaik be needed, and therefore | will
combine theories from a variety of different anpiuologists particularly from the cultural
interpretive approach and from the approach oicatimedical anthropology.

Critical medical anthropology is not the sole pergjve of this thesis, nevertheless it
has been an important and inspirational theorepeaspective to me and has helped shape
this thesis. This perspective is the frameworkdoapter 4 of this thesis but it has also been
an important factor in shaping my approach throwgltioe whole thesis. A common notion in

critical medical anthropology is the idea that kiexdge and practice concerning health are
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not static but instead exist in a dynamic histdrisacial and political-economical context,
and this is an idea which will feature promineritiyoughout this thesis and my focus on each
of these different contexts will appear in the eliéint chapters. Critical medical anthropology
therefore offers an understanding of health whichclusive of the contexts within which it
evolved. Singer (1995:81) argues that critical roadianthropology seeks to understand
issues of health, illness and treatment in termth@finteractions between different levels of
society, “The national level of political and classucture, the institutional level of the
healthcare system, the community level of poputat #lk beliefs and actions, the micro
level of illness experience, behaviour, and meanimgnan physiology, and environmental
factors.” Thus, critical medical anthropology seeksolistic understanding of health and
healthcare that is inclusive of many different levaf explanation.

In chapter 4 my focus will be directly aimed at fh@itical-economy of healthcare in
Kia as | seek to establish some relation betweengsses on the local, national and global
level. Grgnhaug (1978) is an anthropologist whe sett to do just that. He has developed
what can be referred to as “field theory” whichlseto develop a method to study social life
within its macro-context. In order to do this hegests studying a complex system in terms
of its social fields. By fields he refers to “a atVely bounded interconnected system
stretched out in socio-space” (1978:118). Furtheer@®rgnhaug limits each fields scale by
referring to the number of actors involved andexpansion in time and space. In this way
Grgnhaug argues that it is possible to determieestiale of different social fields such as
household, kinship or religion. Grgnhaugs ethndg@pnaterial is from Herat, Northwest
Afghanistan and as examples of various fields imaH&e uses locality, which is a Herat
village, ecosystem and religion. Grgnhaug statas bly studying different social fields in
Herat he is aiming to find “their organizationaltteans, their level of scale and their
interrelations with each other” (Grgnhaug 1978:&2)gnhaugs field theory further implies
that one studies events. Different events withiffletent fields can then be related to each
other and their interrelations can be postulatedsn@aug argues that by employing this
perspective one will be able to explore the interaxtions between life on the local level and
on the macro level of national and internationairemmy and politics (Grgnhaug 1978:104).
By applying Grgnhaugs field theory to my materiani Kia | will seek to establish some
relations between life on the village level witheralevel events.

For critical medical anthropology however the canhte political-economy should be
dominant in an analysis (Singer 1986). My thestslgis a stronger focus on the local level

in my analysis of health and healthcare in Kia, bp@lso applying theoretical perspectives
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of anthropologists such as Arthur Kleinman, Byrd@abd and Allan Young (who all make
part of what | have previously referred to as aaltinterpretive medical anthropology), | will
give a detailed and locally embedded ethnograpéscription which | argue is necessary in
the examination and understanding of any populatibealth and healthcare.

Much of the ethnographic research found withinicalt medical anthropology is
conducted in areas involving much despair, injestind oppression. Examples of this can be
found in Farmers (1992, 1999) research from H&itheper-Hughes (1992) who has worked
in Latin-America, and Singer (1998, 2007) who hazrked with AIDS and drug abuse.
Because of the politically volatile nature of threas in which much of this research has been
conducted, there is often an emphasis on macroéfissters.

Life in the Melanesian village of Kia is in manyys different from the impoverished
areas portrayed in the literature mentioned abaitaough Solomon Islands is classified as a
third world country and the health of its inhabtgans far from adequate, the desperate
poverty experienced by many inhabitants in the sameantioned above is not felt by the
population of Solomon Islands. According to the WKBD04:331) 79 % of the population of
Solomon Islands live in rural areas, supportingnbelves by subsistence farming and
fishing. The country has a vital subsistence econaamd although there is an increased
dependence on imported goods there are very fe@s adgpeople starving in rural areas. It is
not until very recently that Solomon Island haveenenced segments of its population living
in poverty as large amounts of people have seitidtie country’s capital where both land
needed in order to grow food and jobs needed iardadbuy food, are scarce.

Due to the location of my fieldwork in the villagd Kia, which still has a vital
subsistence lifestyle, my research will have lespleasis than the above mentioned literature
on overarching political and economical structucesating and upholding health related
inequalities. However, in this thesis | emphasize importance of exploring a population’s
understanding and needs in relation to health fmamcro perspective, while placing these in
a macro context where health is in no way is sépdram history, politics or economy. By
employing this perspective in my research in Kiage#ting not typical for previous research
done within critical medical anthropology, | hopeetxtend the perspective’s applicability and
show the importance of considering political-ecomm@hfactors in areas where this kind of

research is lacking.
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Approaching the terminology

In this section | will define my use of terms whiahil be central in my analysis throughout

the thesis.
Medical pluralism

When examining issues related to health and illnesareas with two or more available
healthcare alternatives the term “medical plurdlissnfrequently used. Medical pluralism
implies the co existence of two or more differingdical traditions in one place. Medical
pluralism is extremely common throughout the woddd it would be difficult to find a
society which relied exclusively on either tradit@éd methods or the methods of biomedicine
(McGrath 1999:484). Baer et al. (2003:11) suggésis many medical systefhiend to be
plural rather than pluralistic where one medicatesn attempts to keep or gain dominance
over others. One clear example of this can be édérftom “national medical systems in the
modern or post modern world” (Baer et al. 2003:ivhere biomedicine tends to have a
dominant position over other existing medical systeln Kia however | found, that although
biomedicine is incorporated and indeed an imporpamt of healthcare, it is not necessarily
dominant. Throughout this thesis | will argue thhé medical system of Kia is indeed

pluralistic rather that plural.
Kastom medicine and biomedicine

When studying health and illness with a compardidoris, certain terms need to be defined.
In this thesis | study a complex body of knowle@dge practices concerning health of Zabana
people which will be labelledastommedicine, compared to knowledge and practiceveleri
from what | will refer to as biomedicine. By biomeide | refer to medical theory and
practices which are predominant in Euro-Americaciet@es (Hahn & Kleinman 1983:305).

This category of medical knowledge and practises teeived many names, allopathic

3 The term “medical system” has been defined in maays, | will use the definition by Faberga and Miagn
(1979) which states that “A medical system include knowledge, practices, personnel and resoutws t
structure and pattern the way healthcare is soamghtreatment is received”. However it is import@nhote that

my use of the term medical system is an analytleerahan an empirical term.
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medicine, scientific medicine, western medicine, dsT@a medicine and cosmopolitan
medicine to name but a few. | choose however, fotlg Hahn and Kleinman (1983) and
Brown (1998) to use the term biomedicine as itreet® what | see as the primary focus
within this genre of medicine, a scientific andlbgically oriented method of diagnosis and
cure, while excluding non-rational factors suchrelggion. In this way biomedicine differs

from kastommedicine in Zabana and what | see as their genmdérstanding of the world

which is holistic and lacking the stark dichotongtween medicine and religion.

Another term | will use when discussing medicimehe locality of the village is the
term “clinic medicine”. This is drawn from the etigraphic setting. When discussing
medicine which was not from the local range of medis the Zabana people would call it
“‘meresen blong klinik” in Pijin, translated to Ermsl, “clinic medicine”. This term
corresponds to what | refer to as biomedicine.

| have chosen to use the tekasstommedicine instead of other commonly used terms
such as indigenous medicine, folk medicine, ethribonge and perhaps the most common,
traditional medicine. | will not use the term traoinal medicine when talking about the
medicine of Zabana people as this evokes a nofiansgstem that is static and unchangeable
which, as | later shovkastommedicine is not. The wordkastoni is a much discussed term
within the field of anthropology and elsewhere.

Kastomcan be used in many different ways and can beratw® as a selective
representation of the past for use in the preskreging 1989). It is a vague term and
therefore it is very powerful as “it can mean (aémall things to all people” (Keesing 1982).
Keesing (1982) exemplifies this by stating thatain for example both be used to assert
national unity or that it can be used to promotgaral separatiorKastomis also frequently
used as a political symbdkastomhas for example been used by post-colonial Melanes
leaders as an idealization of the pre-colonial pasheir appeal for national unity, and the
term has been used as a symbol of “the Melanestafi which separated Melanesians from
other parts of the world, particularly Europe (Kiegsl982).

For ordinary people in Melanesian villages suclkis kastomis a concept used by
them to invoke in a very general way the beliefd aractices seen by them to have been
handed down by past generations. In the culturgdly diverse Melanesian worl#astom
becomes a way of identifying the distinctly loaad,culturally specific, as exemplified by the
very common pijin expressionkastomblong mifala” (mifala being a pijin form of the

peculiar £'p. exclusive of Pacific languages).
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In this thesis | will use the wordkastomi as it is used in everyday life as part of the
vernacular language of Zabaastomcan mean a variety of things depending on theextnt
in which it is being used. My main use of the temil be in relation to medicine.Kastom
medicine” is a term which will feature prominentlyroughout this thesis. This is the term
used by Zabana people themselves when referrimgetticines and treatments taught to the
present generation by their parents including, &letleatments, massage, bone setting, touch
and black magic or rather the undoing of black maghe termkastommedicine is also used
by the Solomon Islands ministry of health in theiblications (SINHSP 2006) where they
state that kKastommedicine is still widely used in some provinces”

The wordkastomis also used for referring to the real, true,her tight way of living
or doing things by Zabana people. For examplespase to negative behaviour of people in
Kia, is “That is not good, that is not our kastorAlso, items and practices stemming from
the traditions of Zabana people could be labdliestom such as Kastomfood” examples of
which are puddings and taro as opposed to impaytemss, or kastom umbrelfa- an
umbrella made from various leaves found in the ptisé construction of which has been
taught to the present generation by their ancestors

Although | differentiate and recognize differeadsetween biomedical medicine and
kastommedicine | emphasize that there is not necessaridiear boundary between the two.
Both biomedicine an#astommedicine are fluid categories and in a state atant change.

This will be explored further throughout the thegisparticular in chapter 3.

Disease and illness

Disease and illness are also terms | will use thinout my thesis and they require an accurate
definition. At first glance, the two terms seemhb® synonymous and are commonly used
interchangeably. However, within medical anthroggloit is common to make a distinction
between illness and disease. It is common withirdioa anthropology to use the term
disease for the biomedical recognition of a maléatagn of biological processes in the body
(Kleinman et al 1978:252) whereas the term illneassed to refer to the personal dimension
of sickness and also to the ideas which correspmadfolk healer’s” definition of sickness.
Singer and Baer (2007:67) suggest a reconcepttializaf the terms illness and

disease, in which disease refers to the diagnokisiakness made by any biomedical
practitioner or another “professionalized” practiter, such as a folk healer, while illness only

refers to the patient's phenomenological experiesficsickness. It has been suggested that
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categories of disease can exist which are not lplest translate into the biomedical body of
knowledge, but nevertheless are well known diseasegories within the local population in
qguestion. In his study of villagers responseslt®ds in Roviana, Solomon Islands, Furusawa
(2006) found that 5 medical conditions recognizgdh®e local population did not have an
equivalent within the biomedical realm. Similarly féund in Kia several well known
conditions of which, neither the nurses in theag#, nor myself, have been able to find a
biomedical equivalent. Therefore | agree with Singed Baer’'s definitions of the terms.
However, as Singer and Baer (2007:67) also sté#tepuagh the terms are used to refer to
separate categories, the boundaries between tharenmtuid because they are both culturally

constructed “rooted in both biological and psycluslgrocesses”

The ethnographic research record

My research, although focusing on healthcare adsdributes to the ethnography of Solomon
Islands in general as there has been very litdeareh conducted in this area of Solomon
Islands and very few have conducted research inl€imre. There has been even less
research conducted with a focus on health. Howthere are a few important works which |
will use throughout this thesis.

In 1948 medical practitioner George Bogesi, wrate extensive anthropological
article from the area of Bugotu on the southern @nidabel. Bogesi wrote about the history
of Isabel, its clans, rituals, daily life, magicdareligion and also about disease (Bogesi 1948).
In 1950 Bogesi moved to the northern side of tlhend and began writing an ethnographic
description of Kia and the surrounding area (Bodeé¥0). This material has never been
published but is available through Bogesi's owrdfiork notes. Bogesi concentrated on
history, social organisation, magic, religion, @ses and provided excellent information
concerning life in Kia before and shortly after #eival of missionaries. Bogesi's material
provides a valuable addition to the accounts ofpidms that | received from my informants.

A more recent regional account of Kia was made din&s and Tetehu in 1993. Their
article was never completed or published, but gtdlvides useful information. They sought to
develop a better understanding of the healthcageir@ements of the population of Kia,
investigating how both traditional healthcare amatdern healthcare are practised in the same
region and how they work together to emphasizeaipects of traditional healthcare which

remain present to this day.
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Other anthropological research from the islandsabel which will be of interest to
me is material by Geoffrey White (1991). Althougbt moncerned with health, his material
provides useful information especially in regardsthe introduction of Christianity in the
region and its interactions with the local beligstem. This material has helped me in
exploring how knowledge and practice relating taltieis related to history and religion in
Kia.

There are in addition a few contributions to thedgtof healthcare, both biomedical
and kastomhealthcare, in Solomon Islands, which have beguoitant to me. As already
mentioned there is William Parks (1998) who examiniee household management of
childhood illness in Marovo lagoon. Takuro Furusanm@006) quantitative analysis which
explores factors which are important in the treatiiseeking behaviour of people in a rural
village in Roviana, Solomon Islands, has provideohs interesting comparative material to
my own. David MaclLaren’s (2006) doctoral thesis auiturally appropriate healthcare in
Kwaio, Malaita is also an interesting comparatioeirse as it explores the importance of
religion, the traditional Kwaio religion and the i@&tian faith in the local populations choice
of healthcare. The Kwaio population can either cleoto seek treatment at the Adventist

hospital or to stay away in order to stay true walo religion and way of life.

Ethnographic Context

Solomon Islands is an island nation located noat$t-©f Australia and east of Papua New
Guinea in the Pacific Ocean. Solomon Islands ctmsisnearly one thousand islands and in
2008 was estimated to have about 500 000 inhabi{@udlomon Islands National Statistics
Office 2009) and more than 80 distinct languagé® dountry is divided into 9 provinces and
a capital district. They are called Central, Chois€&uadalcanal, Isabel, Makira-Ulawa,
Malaita, Rennell and Bellona, Temotu and Westeavipces, and the capital city of Honiara
located on the island of Guadalcanal. Togethersehereas cover a land-mass of 28 000
square kilometres.

Archaeological excavations have shown that Nortif&piomons has been inhabited
since 28 000 BP, but little is known of the livdspeople in the islands before the arrival of
explorers in the regiohe first foreigner to leave a written accountluéde islands was the
Spanish explorer Alvaro de Mendana de Neira whovedrin Solomon Islands in 1568.

Mendana arrived on the eastern shores on the igar8anta Isabel, today called Isabel,
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which is the island on which | conducted my fieldiudHowever the Spanish encounter does
not seem to have made a great impact on the isladdittle is known of the area both before,
but also shortly after its discovery (Bogesi 1948 After Mendana, the Spanish made
several attempts to settle colonies on the islandaere unsuccessful. In the following 200

years Solomon Islands received few visitors. Theeze however, a few Europeans that
visited Solomon Islands during this time, but theception was often hostile. As the

Europeans sought to expand their colony with thends an Anglo-German treaty was

established in 1886, which stated that the nortiStomon Islands were under the German
protectorate while the southern Solomon islands revhender the British protectorate.

However in 1893 Great Britain gained full contréltibe islands and remained in power until
the country got its independence in 1978. Throughize: 19" century, Solomon Islands saw

an influx of Europeans with the arrival of tradengjalers and missionaries. They brought
new goods, new influences and a new religion. bhitemh they brought with them something

which came to have a great impact on the local ladipn - foreign diseases.

There are many reasons why the healthcare in 8olmon Islands is the way it is
today. In order to fully understand the preseniagion it is important to view healthcare in
rural Solomon Islands in light of the importanttbrgcal events that have taken place over the
last 200 years. Here | will give an historical oxiew of the arrival of Europeans and other
foreigners and their impact on health conditionsSimlomon Islands. This will form an

important backdrop for the topics discussed ldtesughout this thesis.
A historical overview of contact history and disemag Solomon Islands

Prior to the arrival of Europeans, the populatibisolomon Islands was, like any population,
not disease free. There are diseases known todemidi to Solomon Islands, for example
malaria, hookworm infestation and yaws. These lagentost serious endemic diseases. They
can be dangerous and even deadly, especially idrehj but usually they did not prove fatal
to adults. The impact of these diseases was dftetetl to weakening the population because
they had developed some resistance to their naliseases. (Bennett 1987). The foreign
diseases introduced in this period proved to behnmiore detrimental to the population and
resulted in a rapid decrease of health in manysareausing population numbers to drop
rapidly. The most serious of the introduced diseasere tuberculosis, influenza, whooping

*Endemic refers to a disease which occurs contifyauswith regular intervals in a population (Talser
cyclopedic medical dictionary 1997:634).
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cough, bacillus dysentery, leprosy and veneral adise (Bennett 1987). Cumpston
(1923:1391) also mentions measles which killed dapgrts of the local population. In
addition to the introduction of new diseases offaetors related to the arrival of foreigners
also played a role in the deterioration of locadltie

Inter-tribal warfare was common in pre-EuropeanesmAlthough incessant raiding
led to the depopulation of certain areas it hadiormortant outcome — limiting the spread of
diseases. The constant worry of assault from dtite¥s decreased the movement of people
restricting them to their own tribal areas (Bladb®). Prior to the arrival of foreigners, the
health of Solomon Islanders was protected in pgrthieir isolation from the world and by
each settlements relative isolation from otherlemints (Maddocks 1975), limiting the
spread of diseases from one settlement to the wéith the arrival of Europeans and a
European Government, certain aspects of life imi®@oh Islands changed. Headhunting was
forbidden and the old patterns of inter tribal vaaef were largely diminished. The mobility of
people increased and therefore diseases could treore easily between the tribes (Lambert
1928). Mobility was further increased when Europeannscripted Solomon Islanders for
plantation work from many different locations withihe island group. Traders and trading
ships hired Solomon Islanders as crew on theirssfaptravels both within Solomon Islands
and also to foreign ports (Bennett 1987:39). Adstmaitive personnel moved from place to
place and children from different areas were gaithén central schools (Black 1956:138). In
addition to this the Melanesian Mission and othésion groups did extensive mission work
in a multitude of places in Solomon Islands. Alltbése factors created a constant flow of
people and diseases moving from area to area.

An example of the consequences of the increasedlityols given by Cumpston

(1923:1391) who recites what was said by the ReDWrad after an epidemic of pneumonia

in Tikopia introduced by travelling missionaries.

“It has to be confessed that tBeuthern Crossis one of the chief agents in the distributiortraf
pneumonia germs. Among the many occasions | caall recsevere iliness following the ship’s
visit no one stands out so prominently in my memasyan epidemic of pneumonia that raged on
Ticopia, when | was put down there on one occadimma few weeks, while th8outhern Cross
cruised among the Solomons. What should have baenob the happiest of experiences was
converted into the most tragic. The message oftspel was stultified by the terrible sufferings
of the people. Forty persons, most of them in thee of life, and many of them fathers and

mothers of large families, were struck down in deat

® The supply ship of the Melanesian mission
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It was not only introduced diseases that becameoblgm as the mobility of people
increased. Also the diseases endemic to the aczamigemore problematic as the mobility of
the local population increased. An example of tisismalaria. Although much of the
population already lived in malarious areas andiembme resistant to the disease, increased
mobility now put them at risk. A certain populatioould be immune to a certain strain of
malaria, but if people moved to another area ane wgposed to different strains of malaria,
they would become ill and in some cases it wouldnelead to death (Black 1956:138).
Relocation of people within relatively small aremas also a problem. There are several
stories of whole villages being moved, particuldrym areas in the mountains to areas more
easily accessible by missionaries, traders andrgowent, down in the coastal areas (Black
1956:139). Previously the population would havenbpeotected, living in higher altitudes
unsuitable for the malaria vector; the anophelesquibo. Now they were settled in areas
where the malaria vector lived and bred. People wwheviously were protected from
contracting malaria were now exposed to the disaadewvith low levels of resistance it could
have grave consequences.

Another reason for the decrease in health in Sofoislands during this period was
the modification of traditional practices. Tradral living patterns were disrupted and often
people were moved into larger villages leading ygiéne and sanitation problems. In his
article, Lambert (1928) discusses the introductadntuberculosis and states that poorly
ventilated houses and European clothing was a @mohlthich increased the prevalence of the
disease. “In the Melanesian Islands the nativelspuil on clothing which they do not usually
remove until it rots away. They may go to bed witlwet with rain or sweat and never
remove it” referring to clothing as “the worst cersf western civilization to them” (Lambert
1928:370).

Some stated that the depopulation of Melanesiashatied already before the arrival
of Europeans due to faults of their own such as ‘tikathen custom of polygamy” (Rivers
1922:87). However Rivers (1922) dismisses this amotilnstead he suggests that the
decreasing population is due to what has beendcdahe psychological factor”. He states that
the population was decreasing due to the Melangslamelopment of a “lack of interest in
life” (Rivers 1922:101). The Melanesians birth r&t@d simply decreased dramatically. As
possible reasons for this, Rivers mentions theistiiolent of headhunting which previously
was a centre for social and religious organisatiod the labour trade which relocated large

numbers of people to “civilized societies” befoney were transported back “into savagery”
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(Rivers 1922:105). According to Rivers (1922:104g people themselves said “Why should
we bring children into the world only to work fdre white man?”

Many reasons are given for a dedimeealth and increased mortality in Solomon
Islands in this period, however most sources ifenitroduced diseases as the main culprits
(Bennett 1987, Cumpston 1923, Lambert 1934). Bef®@0 there are few records that show
the effects of introduced diseases, but lookingaiterns of mortality from other colonized
areas of the Pacific provides evidence for theamothat the population dropped dramatically
in high contact areas (Bennett 1987:127). Bened¢rs to a statement made by first resident
commissioner of the Solomon lIslands protectoratearteés Woodfori who in 1909 stated
that “The whole population of the British Solomomgth a few unimportant exceptions is
entirely Melanesian and will disappea& viewed the introduction of foreign diseasesras a
issue of grave concern and the main reason fodepepulation (Woodford 1922, in Bennett
1987:122). It has however been claimed that dukadk of proper population counts, the
depopulation of the Solomon islands has not beeseasre as some authors and researchers
claim. There is however, general agreement thataicerareas of Solomon Islands,

experienced depopulation on a large scale afteattieal of foreigners and foreign disedse.

Introducing biomedical healthcare

As in most cases of the colonisation of a new argepduced diseases arrived first and the
medical responses to them arrived later, Solomtands was no exception. Biomedical
healthcare arrived late and once it was introdutedmprovements progressed slowly. In
1915 a hospital had been built at Tulagi in Solortsdands. The hospital was built mostly to
serve the white community but also served labousdrs passed by (Bennett 1987:210). In
the 1920s the Solomon islanders became taxpaytbetBritish government and in that way
could expect to receive some returns, howevererimg of healthcare, the development was
slow. (Bennett 1987:210)

By 1928, Solomon Islands had only 6 qualifiededical practitioners in the whole
island group who were stationed for the welfareeapatriates and plantation workers

® He held this position from 1896 to 1915.

" Groenwegen (1970) is one of the few who criti¢tzie notion. He claims that due to lack of propepwlation
counts in the early days of the Solomon Islandqutorate the level of depopulation is hard to asdd¢swever,
he also says that some areas of the Solomon ist@inel® badly hit and did indeed experience a sigarit
depopulation, but he claims that not all areas eapeed this like it might seem.

8 Lambert does not elaborate on what makes a ceailifiedical practitioner but one can assume it wbald
western man with some medical skill. It would netgersons native to Solomon Islands as this iecsiatthe
text (Lambert 1928:364).
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(Lambert 1928:364). According to Lambert there wasisconception about the ‘medicine
man’ in the South Pacific area. “Instead of cegtram the native welfare he contents himself
with the health of the few whites among whom he ibaysettled and the prime object of his
being, native welfare, is slighted or ignored” (Uzent 1928:364). Lambert also emphasizes
the fact that any estimate given on the conditibhealth among Pacific islanders will only
be approximate, inferred from data gathered frosmall cross section of the population, as
large parts of the region were unexplored and tkas half of the population was “under
control” (Lambert 1928:364). According to Lambehte infant mortality rate was very high
during this time, and he claims that in areas withmomedical services it could be as high as
50 %, but he also mentioned that the mortality egipeared to be decreasing. A possible
reason suggested by Lambert for the decline inahtyrtwere the introduction of medicines
for yaws, hookworm, dysentery and whooping coughaddition to improved sanitation
(Lambert 1928:364).

In his article from 1934, Lambert states that thevjgzion of medical care for the local
population in Solomon Island was a difficult task the government. Islands and villages
were located far apart, and it was difficult to aleasuch remote settlements and find
accommodation within them. Finding western medmisonnel willing to stay in outskirt
areas, over any significant amount of time, iflgtvaas difficult. The difficulty of living in an
area without understanding the language or custdetsyred western health personnel from
adopting positions in remote areas. Western megieesonnel were also very expensive as
they demanded high salaries for their work. Acaagdio Lambert (1934:37) it was possible
to find “natives with the mental capacities” to dgumedicine, but this would not solve the
problem as after a lengthy medical education invilestern world they would demand the
same high salaries as their European counterpartaddition they would have acquired
“western” habits and would therefore not want ttume to their respective islands as they
would no longer have the taste for bush life. Thritson to this, as explained by Lambert,
was the Native medical practitioner scheme at t¥et@l medical school in Fiji

By 1916 The Central medical school was establishddji, and it was agreed that 4
of the 40 students were to be from Solomon Islghiggmant & Cilento 1930:726). However

it did not seem that Solomon Islands could utitlsis offer to its full potential, as during this

° The central medical schools scheme involved 8hspatific groups in 1934, Western Samoa, Cook tklan
British Solomon Islands, Gilbert, Ellice Island,iga, the New Hebrides and American Samoa. It weeted in
Suva in Fiji where they had a large medical ceritrigally they trained native young men from Fiji order to
send them out into rural areas serving as Nativdida¢ Practitioners for a small salary from the gmment.
The school was later opened to persons from ther githcific nations such as those mentioned aboamblert
1934).
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time there was no available schooling in the istazuad very few Solomon islanders were sent
out of the country to receive education, which wiolog necessary in order to attend schooling
at a higher level. Lambert (1934:39) states thiatwas planned to be solved through sending
bright, young boys, maybe as young as 10-12 yddrs® Fiji for government schooling in
the years prior to attending the Central Medicdiddt. However the economic situation in
Solomon Islands at this time was very difficult aaaebn the low cost of sending a young man
to the medical school in Fiji was often too highaghbert 1946). But by 1934 the British
Solomon Islands Protectorate had become a memlblee ckntral medical school scheme and
had begun to receive graduates (Lambert 1934:38perfng to the decline in Solomon
Islands’ population Lambert (1934:33) argues thet tuture of the population lay in the
“extension of the Native Medical Practitioner systso that natives well trained in medicine
may carry Western ideas of treatment and livinth&r own people.”

But medical care was and still is costly. In 193éwNGuinea spent 18 % of the
country’s budget on medical services which, in #hes of the British government of
Solomon Islands, was far too high. In Fiji and $otm Islands the best way to give
healthcare at a lower cost than in New Guinea wasdticate local people in medicine and
then employ them under the direction of Europeardica¢ officers through the Central
Medical School scheme (Lambert 1934:35). In 1936& oh the first graduates from the
Central medical school, Eroni T Leauli, returnedaasative medical practitioner and started
working on Guadalcanal, spending much of his timthe outlying areas (Bennett 1987:151),
fulfilling the hopes of the people who initiatedighscheme, by providing health care for
people in areas where European medical personndtwot go.

Although by 1930 the government had started makimgrovements in regards to
healthcare, their efforts were too small and faarajpo have made a big difference for the
local population. Instead they were more likelyréoeive medical attention from one of the
many missions around the island. The missionarg&sally brought a small supply of
medicines with them wherever they went and coudd/iple some help if it was needed. In the
1930s the government had employed three doctorsoatydseven dressers throughout the
country, while the same amount of doctors, recgivio government subsidies were working
through the Methodist and the Melanesian missi@n(itt 1987:210)

At this point mortality slowly begato decrease in Solomon Islands (Bennett
1987:177). Bennett (1987:211) states that by 1880British government was better staffed
and better able to supervise the implementatioth@f policies such as the introduction of

sanitation initiatives. These initiatives includdéte fencing of pigs away from the village,
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spacing of houses, locating rubbish disposalsréanfhouses, ensuring that cooking occurred
outside the main house and creating an emphasibatmng. This, combined with the
population developing levels of resistance to sarhé¢he introduced diseases would have

reduced the mortality rates when epidemics did occu
Biomedical healthcare today, a national overview

Today, Solomon Islands has one main hospital, TatoNal Referral Hospital, with around
300-400 beds. The hospital has specialized depatsirend doctors ready to receive most
patients with severe injuries, who are referrednfrall over the country. The National
Referral Hospital is located in Honiara, the coysticapital. This is the only major hospital
in Solomon Islands. Seven out of the eight othewipices have provincial hospitals. In these
hospitals they only have one or two doctors antheethe nurses nor doctors are specialized.
The smaller towns and the province of Rennell aalioBa have clinics. A clinic in Solomon
Islands will usually consist of a small house lechin various villages around the provinces.
There are usually no doctors in these clinics, ardyned nurses. Their equipment is often
limited, but first aid, vaccinations and basic noaués are available here. It is also the place
commonly used by local women to give birth, howeVdnere are complications or a patient
is in need of surgery they will need to be trantgmbito a hospital. In areas with no clinic
nearby they might have an aid post. The aid postzentain very basic medical equipment,
just enough to administer basic first aid suchhastteatment and dressing of surface wounds
or distribution of basic medicines such as paiekidll According to the Solomon Islands
Human development report (SIHDR 2002:43) in 20@2 dbuntry had altogether 109 clinics
and 114 aid posts. These facilities are all runthgygovernment. In addition to this, three of
the provinces have hospitals run by various chgrdups. In Choiseul there is one hospital
with 32 beds supported by the United Church. Malhds a hospital with 80 beds run by the
Seventh Day Adventist Church and Western provinae & hospital with 55 beds run by
United Church. Although the biomedical healthcavailable to the population of Solomon
Islands today has drastically improved from whas waailable in the 1930’s, the government
is still facing several major challenges. In 193dmbert noted that the administration of
healthcare was complicated by the isolation ohdaand villages, and this situation persists
to this day. Limited funding and the dual threatboth infectious and non-communicable

disease further complicate the matter of provididgquate healthcare throughout the islands.
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The tension

In terms of economy, Solomon Islands is recogneedne of the least developed nations in
the Pacific with poor infrastructure, high poputatigrowth and “weak governance” making
improvements in the economic situation difficulc@@omic Affairs 2009). Towards the end
of 1998 the situation became increasingly worsaviaat is commonly referred to as “the
tension” broke out on the island of Guadalcanak Téasons for “the tension” are complex
and intertwined with Melanesian traditions, coldisia, poor governance and economic
difficulties.

A few years after WWII Honiara on Guadalcanal wasognized as the capital of
Solomon Islands and as increasing amounts of peopleed in the capital looking for work,
particularly men from Malaita, the population reedhmore than 15 000 by independence in
1978 (Bennett 2002). As the population in Solomslarids in general, and particularly in
Honiara grew, conflict over land increased. In 198T¥adalcanal landowners complained to
the Prime Minister of the growing numbers of Maag on their land, however no legal
action towards the settlers where taken as matlyeoh where there after legal purchases and
lease arrangements had initially been made. Btimeshad passed the men who initially had
been allowed to settle there had brought their syivahildren and relatives. After a few
generations when Guadalcanal people sought toimecteeir land, they found it settled by
Malaitan families and conflicts began to occur (Beth 2002). Because the conflicts occurred
mainly between these two groups of people it hanlreferred to as “the ethnic tension”
however there are several authors who disagreetingotion, claiming that it obscures the
underlying reasons for the conflict. (Bennett 200Bgnnett (2002) argues that instead, a
corrupt and unstable government, unequal distoutf wealth in the provinces, increasing
population leading to increasing pressure on lichiend and recourses and lack of official
law allowing traditional retributions such as comsgation to flourish are also more likely
reasons for the tension. The bloody and violentflmbriasted until 2003 and resulted in a
massive displacement of people as the inhabitdrntniara moved back to their respective
islands. It is estimated that more than 23 000 NKtala returned to Malaita during this period
(Liloqula 2000:41) Furthermore, the conflicts brotighe country’s already failing economy
close to collapse, broke down law and order andtded complete failure of infrastructure
(WHO 2004). In 2002 and 2003 Solomon Islands wermed to as a “failing state”, but with
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the arrival of RAMSI® in July of 2003 and their help in restoring lawder and the
rebuilding of the economy, Solomon Island was nexstirely reduced to a “failed state”
(WHO 2004).

A new wave of unrest hit in 2006, between Solomsianders and the minority
population of Chinese inhabitants, but the conflvets quickly curbed, although not without
large numbers of Chinese businesses first beinglalemed. Nevertheless, since 2003 the
country has slowly regained law and order and thentry’s economic situation is slowly
recovering. The effects of these events for thdtiheare situation in the country will be

further explored in chapter 4.

Methodological concerns
Getting there

As previously explained, the rural Solomon Islaithge of Kia is located in a region where
very little research of any kind has been condudieelyn Tetehu was born in Kia but has
later moved to Australia where she is living witker husband, environmental scientist,
Graham Baines. After having spent much time inilage themselves, experiencing the
healthcare system of rural Solomon Islands theyxgieed a need for research based on
medical anthropology. Knowing Professor Edvard lhgdat the Department of Social
Anthropology at the University of Bergen, Grahamriga contacted him in order to see if he
knew of a student who might be interested in susludy. As | was finishing my bachelor
degree in social anthropology in the spring of 2008as contacted by Professor Edvard
Hviding. He already knew of my interest in medieathropology and suggested | do the
fieldwork for my master thesis in Kia.

Previously | have done a one year course in mmglierthich | later combined with
anthropology at the University of Bergen. When kwantacted by Professor Hviding | was
completing my bachelors degree by studying medasdahropology at the University of
Hawaii with a focus on infectious diseases in theifit. | was immediately interested and in
the fall of 2007 | commenced my master thesis atUhiversity of Bergen. Here | was also
included in the Bergen Pacific studies researchumgravhich provided much useful

19 Regional Assistance Mission of Solomon Islandssisting of military and police from several Paxifi
nations, but mainly supervised and manned by Alistr®efence Forces

29



information and ideas both before and after mydfiark. | was introduced to Graham Baines
and his wife Evelyn Tetehu, and as my fieldwork veggproaching it became clear that
Evelyn Tetehu would accompany me to Solomon Islamdkintroduce me to her family and
to the village.

As a consequence of Evelyn accompanying me, myingageriod in the capital of
Solomon Islands was limited, The waiting periocofy two weeks could easily have turned
in to four or six without the help of someone wisofamiliar with the system. When one’s
time in the field is limited the loss of one montbr, possibly more, to organisational
preparations would be both damaging to ones researed not to mention very frustrating.
Instead the two short weeks were filled with intews with people from the healthcare sector
and patients as well as a trip to Buala whereneghimportant knowledge of healthcare in the
provincial capital of Isabel, and luckily by Evelgrhelp | was quickly able to leave the dusty
capital of Honiara for village life in Kia. Evelys’help also ensured my quick acceptance in
the village. She introduced me to many of the peegio were to become important for my
thesis and she assisted me in the field which kdelpe cross both cultural and language
barriers.

As soon as we arrived in the village we were warrebeived by Evelyn’s sister, her
niece, her niece’s husband and their three littikden who all shared one house. Evelyn’s
sister Ali is the oldest sister and the matriartthe family. The women, especially the older
women of a family have very important position mlaabel family as the island of Isabel is
unique in that the whole island is matrilineal. §means that land, which in most other
places in Solomon Islands is inherited throughrtien, here is inherited through the women.
Ali did not only have an important positions in tanily as the oldest sister, she also held a
special position both in the family and in the agle as she has worked as a teacher in the
village until her retirement a few years ago, amaddition she had extensive knowledge and
skills in kastommedicine. She has far reaching knowledge concgraimultitude of aspects
of life in Zabana, includingastommedical knowledge. She welcomed me into her faamig
made sure that both my fieldwork ran smoothly dmat 1 was well looked after throughout
my time there. At first my place in the family bema that of a guest, they insisted that |
recieved food first, that | always had a chair vetaarothers had to sit on the floor and insisted
that | did not have to help cook or clean. Everyuhbwever, as we all got to know each
other better, | became familiar with Zabana waylitd and | showed that | wanted to
contribute to family chores, my role as a guestbex more like that of a close friend, or part

of the family. Nevertheless even during the lasgss of my fieldwork my insistence on
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working in the garden or helping with kitchen cheowmere frequently met with laughter. This
might not only have been due to my role in the farbut also due to my somewhat poor
skills in typical activities such as walking in thesh or pounding tard.

During parts of my stay | lived in Ali's house wheass other parts were spent in a
vacated house in another part of the village. Hawrgelstill ate the majority of my meals with
the family and much of my time was spent with th@iheir openness gave me an amazing
insight into the daily lives of the Zabana people.

In the village there was initially some confusiomrrsunding the reasons for my
presence, however after having introduced myselfrap project to the chief this was quickly
resolved. | was placed in the role of health redear, which most people seemed to respond
very well to and many expressed that they wherg wappy that | was interested in their
kastommedicines. In addition | became seen as a closedfiand also at times as a part of Al
and Evelyn’s family with whom | spent much of myng and who frequently accompanied
me on my walks through the village.

After my arrival | was soon introduced at the diniThe three nurses all seemed
interested in my work and were all more than wilio let me participate in the goings-on of
clinic life. Throughout my stay | spent countlessits in the clinic observing the nurses and
their patients, conducting interviews, trying tdgeut in the best way | could or just trying
not to be in the way. In a clinic with only one yamall room in which examinations of up to
three patients were done at the same time the @itdd be rather challenging. But with the
help of the nurses and patients who willingly skhateeir illness experiences with me, much
important information was gathered here.

Although I have some medical knowledge due to ngkfeound in medicine | did not
stress this factor, and did not want to acquireathoritative role in any way at the clinic.
Instead | stressed my interest in health and heaihand in the “Kia way” of running a
clinic. The nurses readily accepted my presence labelieve | was placed in a role of
researcher and “clinic helper”.

" For example, every time | got out my machete teoto crack open a coconut, trying to do it inshene
effortless manner as Zabana people, | could seebmanof the family watching me with worry from tberner
of their eye, scared that | would chop off my owrgér in the process, and their sign of relief wttgncoconut
finally broke open or when I, after struggling withor far too long, handed it over to one of themo opened
it with one single chop.
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Language

Day to day language for most people in Kia is Zabaks will be further explained later
Zabana is the name of an area, it is also the rianike people from, and the language which
is spoken in this area. Apart from Zabana langupgeple in this area speak Solomon Pijiin,
nearly all members of the community are bilinguadl dluent in both languages. In addition
the younger members of the community have an utateimg of English as this is the
language commonly used in school, however my ingmwasvas that although they seemed to
have a good understanding of the English languagst were very reluctant to use it.

After my arrival in the village | quickly learnecdb®mon Pijin and within a few weeks
could converse easily with most members of the camity. However | will mention that
during a few of my interviews with certain older migers of the community who were not
comfortable using Pijin the interviews were conédcin Zabana through the help of an
interpreter. Although some information might havecame lost in these cases | felt the
interpretations | was given were quite accuratalémugh the persons interviewed were not
comfortable speaking Pijin, they could understamel laenguage enough to verify what the
interpreter translated back to me. | will also t@mthat the number of interviews conducted
with an interpreter were very few. So in spitelad timitations commonly associated with the
use of an interpreter, | do not believe these fases to have hindered my research in any
major way.

Conversations at the clinic would usually be heldPijin. At the clinic one of the
nurses native language is Zabana, one has a gasistanding of it whereas the last nurse is
from a different island and does not speak Zab@hahe three nurses at the clinic, one nurse
is a native Zabana speaker, one possesses a gderstamding of Zabana and the last nurse
who is from a different island has a limited undensling of Zabana. For this reason the
conversation would naturally flow in Pijin, bothtbeen the nurses and between the patients
and the nurses. However if only the nurse who4alsana speaker was present at the clinic,
or if the patients were old and not entirely cortdbte with using Pijin, the nurse would
conduct the consultations in Zabana language. Hewewhen this happened the nurses

would always make sure | understood if there wasetbing which was unclear to me.
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Interviews and participant observation

During my fieldwork an important method was the usgeinterviews. Interviews were
conducted as both structured and open ended iatesyihowever | found the open ended
interviews to be more useful both due to their mafermal construction, but also because
this method opened up a wide range of topics whtblerwise may not have been discussed.
A very large part of my fieldwork also consistedunistructured interviews. As | participated
in the daily lives of Zabana people | was in constateraction with various community
members who shared their knowledge, their thougihtistheir ideas with me.

As | was included in the daily lives of familiepatients and caregivers | was
immediately involved in participant observationcdnsciously decided to take part in, not
only health related activities, but also in all eaivities which make up the life in Solomon
Islands. | participated in the daily activitiesfamily life; cooking, looking after the children,
going to gardens, travelling to outlying islandathgering coconuts, going to church, evening
storytelling, and also making trips to the clinar, to akastompractitioner in the case of
illness. In this way | was not reduced to only reicg information of life in rural Solomon
Islands from the oral accounts of interview objetistead the interviews worked as a way of
clarifying or elaborating upon aspects of life whichad already observed and taken part in.

Obviously participating in someone’s iliness ispwssible and iliness in the village
could only be observed, but as chance had it l,etfiyjsecame sick during my stay in the
village. In this way | was able not only to obsetiie healthcare system of Kia, but also to
have a personal experience, acquiring “embodiedvledge” of the pluralistic healthcare
available in the village. My experience of illnes<ia will be further discussed in chapter 3

Names

The island and the name and location of the village stated in the thesis. These have not
been changed as the particular location, the siddlee history of Kia are important factors in
the analysis of the Zabana peoples health related/ledge and practise. However due to the
sensitive nature to some of the issues addressiisithesis and to ensure the anonymity of
my informants | will not use any names apart frdme names already mentioned in this
chapter. Instead | will state the gender of thesgen am referring to, and in situations where

| see it necessary | will add the age group to tvitihe person belongs.
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Research area

The clinic

An important location during my fieldwork was thélage clinic. As previously mentioned
there were three people working at the clinic; hlead nurse who was from another province
in Solomon Islands, a nurse aid from the Kia vilatgelf and a nurse from a village on the
island of Isabel located on the southern side séverurs away from Kia outside the Zabana
area.

The first biomedical clinic in Kia was set up ireth950s. It was a small house in the
middle of the village close to the church. Theiclinad only one worker, a local woman with
limited training. The clinic operated in this hougstil the 1990s and eventually received
trained nurses. At this point a new clinic was tdihis clinic was built on the eastern side on
the periphery of the village and this is the clinicich is in use today. The clinic consists of 4
rooms, one for male in-patients, one for femal@atients, one is the maternity ward where
they deliver babies and there is one communal rfworall the out patients. On busy days all
3 nurses work in this small communal room receivragients, examining patients, giving
them injections and other medication. This leadsn@vercrowded work place for the nurses,
making examinations and treatments very difficall @rovides absolutely no privacy for the
patients. Apart from this there was also a smaltrserving the purpose of a radio room and
file storage. The toilet facilities were two outddoilets built behind the clinic. The toilets
were a bit away from the main building and compkdathe situation for inpatients,
especially mothers that just had given birth angy w&ck or old people who were not be able
to walk very far. According to the nurses, the iclihas long needed renovations, but there
was never enough money. It is a question of gettiogey from the government and for a
rural village this is not always easy. However, vl be discussed in chapter 4 the
desperately needed renovations at the clinic waallyi begun during my stay which
dramatically improved the state of the facilities.

The clinic functioned as a meeting place in thiag#é both for people and feastom
and biomedical healthcare. My time spent at th@clnspired and shed light on many of the
interesting aspects of health and healthcare Inralgstic healthcare setting which will be

examined throughout this thesis
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The village
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The layout of the village.
The Church is the large white building in the cenirhe clinic and the school are situated to theidgnt of the photograph, at

the end of the village. To the left, the villagentinues for another 3-400 metres.

A few weeks after arriving in Solomon Islands, mavbeen sent from government office to
government office in order to receive the correaggrs enabling me to conduct my research |
was finally ready to go to the village of Kia, thecation of my fieldwork. | waited at the
airport with Evelyn. She had accompanied me allvthg from Brisbane and was now going
with me to Kia to introduce me to her family livimg the village. It was over 30 degrees and
we were all anticipating the airlines message, thasplane departing that day or not? The
plane for Kia is supposed to leave once a weekhaids up to 9 passengers. However if there
is or recently has been any rainfall at the apsai the other end, the plane will not depart.
Several of the airstrips in the provinces are @nbss fields and without suitable irrigation the
fields easily become unsuitable for landings indase of rain. Another obstacle in the case of
air travel is that if there is not enough passengeioked for the flight the airline will simply
put the plane on hold until enough passengers hesarved seats on the plane. This could
mean one must wait an extra day or in some casesiamply has to wait for the flight the
following week. We were lucky and the plane left time, heading for the airstrip of
Suavanao on the island of Isabel.

Geographically the island of Isabel is located mat Guadalcanal province with the
capital Honiara, between the islands Choiseul aralaith. According to the last census,
Isabel had about 20 000 inhabitants (SIPHC 189%he provincial capital is the village of

12 According to the last population census condudted999 Isabel province had a population of 20 198.
According to Solomon Islands National Statistic§i€@f estimates, the population of Isabel provincaild have
reached 24 542 by 2007, however without a morenteceunt | will continue to use the number estirdaite
1999.
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Buala located on the north-eastern end of thedsldhe village of Kia lies in Zabana area
which is located in a narrow passage on the westednon the island of Isabel about 150 km
from Buala which is accessible only by boat. lestimated by many to be the largest village
in the country, but there presently exists no @fipopulation count. At the census in 1986 it
was estimated that total Zabana population was .1848ough speculative, the nurses at the
Kia clinic and other members of the community eated the size of the current population to
be somewhere between 1500 and 2000 people.

The Zabana area stretches from the village of Baanlthe northeastern side of Isabel
to the village of Samasodu on the southwesten aidsabel. The people within this area
speak the Zabana language and make up what isaeferas Zabana people. Throughout my
thesis | will be using Zabana people apart fromesas which | refer only to the people living

in the village of Kia which | will refer to as Kiaeople.
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(Bob Vincent, Eddie Kakai and Mick Saunders 2009)
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As we landed at the airstrip in Suavanao we cowle several little boats with
outboard motors waiting to pick up friends or relas arriving by plane. Suavanao airstrip is
not located close to a village, but at a loggingpaFor most of the passengers they still had
a long distance to travel before they reached ftimeat destination and many were going to
Kia which is located about 2 hours by boat from\&u@o, depending on the weather and the
size of ones outboard engine. For most of the Zalmaople, travel by air is out of reach
because it is far too expensive. The other opsotnavelling by ship. With uneven intervals
ships leave Honiara destined for Isabel. Accordmmgome villagers the ship is supposed to
arrive once a week, however during my stay it otieok more than a week between each
arrival. The journey takes over 24 hours one way @n be uncomfortable as the ship often
is crowded with no ventilation and only one toffét.

After arriving in Suavanao we got picked up by Bw&d brother and began our
journey towards Kia. During the journey Evelyn'sthrer fished for tuna to take home for the
evening meal. He pulled out fish after fish and weasused by me wanting to document his
catch with my camera. As we travelled along thesto# the island we frequently saw little
houses and settlements emerging from the lush atget Zabana people, with very few
exceptions, all depend on subsistence farming eih§ supplemented by “cash work” at
logging camps or catching or growing produce amshtbelling it, which allows them to buy
simple necessities from one of the small villagepshsuch as kerosene, cooking oil, tinned
fish and meat, rice and soap.

We arrived in the village and the first thing tisédod out was the large, white church
which occupied a central position in the villagenipared to all the little houses surrounding
it which are nearly all built from traditional mait, it almost seems a little out of place, but
after experiencing the local devotion to the Angficfaith, | came to understand that it
perfectly symbolizes the central importance of €fan religion in the lives of the Zabana
people. We passed the church and continued strimidhe house of Evelyn’s sister Ali. Ali's
house, like a large proportion of houses in Kighudt on poles over the water, allowing one
to dock boats directly to the side of the housds in this way, climbing from the boat into

the living room of a small house on the water, tHahded in Kia for the first time.

13 During a conversation with a few of the womentie village about travelling with the ship to andrfr
Honiara they stated that it could be uncomfortaitaieelling by ship as one could not follow traditéd rules of
conduct. For example they mentioned the toilet wiiicthe village is a very private affair and mew avomen
have separate toilet houses. In the ship one hsldai® toilet and as the ships are crowded, metdwou
frequently stand outside as women used the taitglities.
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Layout of the thesis

Chapter two will explore how notions of health awadions taken in order to treat illness are
constructed and understood differently dependintherculture in which they exist. Further it

aims to provide an ethnographic description ofkaastommedical system in Kia. It explores

the pre-contact medical paradigm and how it is tstded and practiced today.

Chapter three explores the current reality of maduralism in Kia by showing hokastom
medicine and biomedicine are coexisting. While gedious and biomedical healthcare
systems are commonly viewed as existing in oposito one another, | argue that in Kia
they are not perceived nor experienced in this lmathe Zabana people. The chapter further
deals with the involvement of religion in the mediparadigm in Kia today and argues that
the Zabana people have a pragmatic approach tthbawd. Finally | will analyze healthcare
in its historical context in order to explain howetcurrent medical paradigm has evolved.

In chapter four | will examine healthcare in Kiarm the perspective of critical medical
anthropology where the rural setting is examinedhi context of political economy. By
using Grgnhaug's (1978) field theory | will explor®w these factors affect the rural
healthcare situation and how they affects the a&at@wns betweerkastom medicine and

biomedicine

Finally in the afterword | will bring together tipeevious chapter and suggest some directions

for future research.
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2

Kastommedicine in Kia

Introduction

In this chapter | will give a thorough ethnograpbBi@mination of th&astommedical system
of Kia, its healers and its treatments.

In the previous chapter | have argued that in otdgaroperly examine a population’s
system of healthcare, a locally grounded, ethndgcagnalysis is needed. In chapter 3 | will
examine the coexistence kadstommedicine and biomedicine in Kia. It is necessarst,f
however, to elucidate the naturekalstommedicine. In this chapter | will examine tkastom
medicine of Zabana, and the Zabana understandihgadth and iliness.

Firstly I will discuss the notion that biomedicigensists of objective truth, and the
importance of rejecting this notion as it makesoaparative analysis of medical systems
problematic (Good 1994). This leads to an exploratf kastommedicine. | will show that
the kastommedical system of Kia is coherent with and infloes by many other aspects of
culture and everyday life. Zabana people’s idealseaiith and illness are not separate fields,
but rather domains of knowledge and practice thalude and interact with a myriad of
factors such as personal and spiritual relatiorsshrigdigion and behaviour and all that which
constitutes daily life. Therefore a holistic apprioawill be needed in the exploration of the

kastommedical system.
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The biomedical hegemony

No human being, no matter what culture, class stohcal period they belong to, can avoid
experiencing illness and death. Brown (1998:5) esgthat all populations, independent of
what technology they have available, will develogys/to deal with sickness and death in the
form of medical systems. This includes both bioroeg and so called “indigenous” medical
systems. Thus there are vast numbers of medictdmgan the world today, however among
these biomedicine has acquired a hegemonic roletaiadsumptions are often understood as
reflecting the truth. According to Lock (1988:3)etlhiomedical system is characterized by
having the idea that “science represents an obgetnd value free body of knowledge” and
is in this sense universal. Allan Young (1982:26@tes that “epistemological scrutiny is
suspended for Western social science and Westedicime.” However, the hegemonic role
of biomedicine is today heavily contested. It haerb argued that all medical systems,
including biomedicine, should be explored as calteonstructions as to avoid “uncritically
accepting some of the assumptions of biomedicidehiison & Sargent 1990:2).

Following Good (1994) it is difficult, but nevertless essential to avoid the notions
that “our own system of knowledge reflects the radtorder”, as such a belief renders the
comparative analysis of different systems of mddinawledge very difficult. In this thesis |
focus onkastommedicine and its meeting and cohabitation withnmedicine. While not
dismissing the utility and importance of the bioneatisystem, | will, again, following Good
(1994) avoid the notion that biomedical understagdif health is objective and of more
value than other local medical systems and keepima that even the common conception of
scientific knowledge as objective truth is shapgdidture.

Capra (1982:333) argues that “Any system of heatthcincluding modern western
medicine, is a product of its history and existshimi a certain environmental and cultural
context”. Western biomedicine is an internationdbminant medical system (Brown
1998:108). There is no doubt about its successn@tabout its major contributions to health,
however it is important to keep in mind that itasly one among many other medical
systems. According to Bastien (1992:96), for al#u®6 of the world’s rural population it is
indigenous healers who continue to function agptimeary healthcare providers.

Young (1976:6) states that exploring a non-biomadsgstem from the point of view
of the biomedical paradigm can be problematic feo treasons.Firstly, it will lead
researchers to explore their topic “in a fragmentaay”, as it will be areas of focus and

interest to the biomedical paradigm which will bensidered.Secondly the biomedical
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paradigm can only help explain practices seen akium the eyes of biomedicine, whereas
practices with no obvious benefits to health carm@éxplained or understood.

In societies where biomedicine, with its focus oresce and high-tech technology, is
the primary mode of treatment, the use of plantioneels in order to treat illness would
usually not be the first option, and if appliedwbuld to many seem irrational. In these
societies, scientifically proven medicine or treamts involving technologically advanced
procedures and practitioners with technologicallsknave more authority and will be
favoured (Loustaunau and Sobo 1997:95). While f@an#ple surgery is an important and
valued form of treatment in many places throughitngt world, typically in areas where
technology is much utilized and highly valued,ande perceived differently in areas where
technology is not so important. Surgery has forngpa not become a valued approach
among most Zabana people. Many of my informantsianexpressed their dislike of surgery
and | saw several cases of people not wanting ttogo hospital for surgery, although the
nurse had recommended that option.

Macpherson and Macpherson (1990:4) ewgthat it is the culture, being “the
complexes of beliefs and values shared by humanpgtp in which an illness occurs that
provides the paradigm which explains the illness what course of action that needs to be
taken to cure it. The use of plant medicinekastomtreatments in Kia exemplifies this idea.
As | have previously explained in chapter one, i§aa remote, rural village situated in
Solomon Islands. Before the arrival of Europearahaha people survived by subsistence
farming and fishing. According to the Solomon IslanPopulation and Housing Cencus
(SIPHC) in 1999, 77 % of the total population ottee age of 14 did not participate in the
country’s cash economy, the most important reasorthis being that they were occupied
with household chores and unpaid work such as @grre and fishing. This indicates that a
large proportion of the population is entirely degent on subsistence agriculture. The report
further states that, in general, the great majaftgll households in Solomon Islands produce
food for their own use. This shows that Solomomnders to a large extent still depend
heavily on their natural environment. Accordingig observations, nearly all families in the
Zabana area were patrtially or entirely dependersutisistence activity.

In Zabana, both food and shelter depends on bdileyta make use of the natural
resources. Their continuing dependence on natucdesly reflected in the houses in the
village today. In 1993, 137 of the 171 houses a\thlage were built solely from traditional
materials (Baines and Tetehu 1993). In 2008 thtdn was much the same. The village has

grown, there are more houses and certain mateuals as iron roofing have become popular,
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but still the traditional materials dominate theukimg constructions in the village. Zabana
people’s diet is another example of their dependeamt the environment. Although certain
imported items such as rice and tinned fish hawetoe important in the diet of Zabana
people, local foods still make up an integral mdifiood consumption. From an early age both
boys and girls are taught how to make use of th&iroundings, rendering them capable of
growing, gathering or hunting for food in the aneavhich they reside. In theastommedical
paradigm, use of various plants, herbs and treds ap a significant part of their medical
treatments. Historically and also to a large exteday, nature provides Zabana people with
everything they need such as food and shelter. diteglis a natural continuation of the list of
resources gathered from the surroundings. An exarfipm a day in Kia exemplifies the
close relationship between people and nature.

In the early hours of the morning two men from thmily are getting the boat ready in order to go
fishing. A little later two of the women are getiimeady, they are going to the gardens about 25
minutes from the village. In order to get thereytise their dug-out canoes made by male relatives.
They will do some weeding and datmard* andcassav&’. Some of the children are going as well,
they will help carry back brown coconuts neededntike cassava pudding for the following day.
The women arrive home in the afternoon, the meittla later. They have caught much fish. The
women prepare the fish. Some of it is put in agul the rest is wrapped in leaves brought home
from the gardens. The fish is taken out into thiehén house that is built entirely of natural
materials. The pot of fish is hung over the firedmdrom firewood gathered in the bush. The pot
will be ready for dinner that evening and eaterhwite kumarathe women already have cooked.
The fish wrapped in leaves is put in the home n&tdee oven. Burning hot stones are carefully
removed from the fire with wooden thongs made farrtree that does not burn easily. They are
placed under, around and over the parcels of Tile. whole pile of fish and rocks is then covered
with rice bags and palm leaves not to let the beatThe parcels of fish will be ready the follogin
afternoon. When the pot of fish is finished it &en in the main house. The whole family is there
and we are all sitting on the floor in the housaclwhapart form the iron roofing covering the back
part, is made entirely of traditional materialswhman comes in. She is one of the cousins in the
family. She is bringing a pot of shellfish she lyashered from one of the island outside Kia. She
had paddled out there earlier in the day in her duigcanoe. It is a soup of shellfish and coconut
milk. Later in the evening, after the food is eatem stories have been told, the family are ready t
go to sleep. Some of the members of the familyraachave foam mattresses that we sleep on top of
grass mats made by the women from a particulart,phdrile others, especially the older members of

the family sleep straight on the grass mats.

14 A sweet tasting tuberous root, in English refeieds sweet potato. Native to Africa and Asia.
15 A tuberous root originally South American.
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As shown in this section, Zabanapbeaexhibit a high level of dependence on
nature, and the use of medicines sourced from tregural environment is an extension of
this aspect of their culture. A very large partZabana people’s medicines are derived from
the herbs and plants that surround them. In theesaay food is planted and harvested from
the gardens, or sometimes found growing wild in blish, so are their medicines. Certain
ailments can only be dealt with by persons withergive knowledge okastommedical
plants but common problems such as cuts, bruisetight aches or pains have well known
treatments, and a large part of the adult Zabaralpton knows one or more herbal
treatments in order to cure them.

Although for the purposes of description | draw iagtidction between different
medical systems (biomedicine akastommedicine in this case) it is important to realikatt
medical systems are not static entities. Both batioiiee and other medical systems have
fluid boundaries and will overlap with each othedawith other aspects of life. Medical
systems are continuously in a state of change, ibmew and effective solutions get
introduced they will more often than not be accepi@o the existing body of medical
knowledge (Polgar 1963). Issues concerning thel #fund flexible nature of medical systems

will be addressed throughout this thesis.

The concept of health in a Melanesian context

When studying any area’s healthcare system, inortant to understand that health can be
defined differently depending on the culture ofomisty, and that “once the relativity and
subjective nature of the concept of health is peeck it also becomes clear that the
experience of health and illness is strongly infleesd by the cultural context in which it
occurs” (Capra 1982:352). The term health has lkdfimed in a variety of ways within
different perspectives and areas of the world.

Since 1948 the World Health Organisation has useddllowing definition of health:
“Health is a state of complete physical, mental andial well-being and not merely the
absence of disease or infirmity” (WHO 1946) Wherareining the WHQ'’s definition of
health it becomes obvious that this is an utopil@a i(Singer and Baer 2007:64) and for most
people in the world it is an unattainable ideane wants to be labelled healthy. Furthermore
it implies that being healthy is static and abssltth no variations (Dunn 1976:133). In Kia

| found that the WHOQO'’s definition was not in any ywapplicable. In Kia it seemed quite
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normal to live with conditions, which in anothemt¢ext could have labelled the person sick,
but which in Kia did not signify the absence of ItiealLiving with a cough, a lightly aching
leg or an arm, or possibly a rash did not seenetessarily label that person unhealthy, rather
this was considered a normal state. However aawgrdi WHO’s definition, patients living
with similar conditions would not fall into the “owplete physical well-being” category and
therefore not be labelled healthy.

Baer et al (2003:5) state that “Health is not s@ingolute state of being, but an elastic
concept that must be evaluated in a larger sodiar@licontext”. This statement emphasizes
the flexible notion of health which is differenttiin different cultures and areas of the world.
Polunin (1976:120) mentions this by stating thae“judgement about what constitutes health
varies from group to group. In most societies, @lgeis conceived as a departure from the
usual state of health. Thus, a morbid conditionclvhs common may not be perceived to be
abnormal and to need a remedy”. This can for exarbpl seen in the Dominican Republic
where intestinal worms is very common and accordiintihe local understanding worms and
humans live in a symbiotic relationship and “alrians should have some intestinal worms at
all times.” (Quinlan et al 2002:78) In Norway oretbther hand intestinal worms are not very
common. If someone is found to have intestinal woitimey would immediately receive
treatment to remove them as this would be considaréeparture from what is seen as a
healthy state in Norway.

An example of this is the case of malaria in théo®on Island. Malaria in Solomon
Islands is so common it is considered endemic. Fadnomedical perspective, if fevers occur
every couple of days, and night sweat is a niglatgurrence, the patient would be
categorized as ill (Kakkilya 2005) and the patismduld immediately be advised to get
treatment. However, according to Dulhunty et al0@188) when malaria occurs on such a
grand scale and on a regular basis like in Solomstands, the malaria symptoms might
eventually become the norm, and not necessarilgracf illness. When locals were asked
how common malaria was in Malaita the answer wlglaria is something that will be with
us for the rest of our lives” (Dulhunty et al. 20088). After observing and discussing the
presence of malaria in Kia | found similar resulfsan adult experienced light symptoms,
often associated with malaria it would most likelyt interfere with their daily lives in any
significant way. A woman explained to me that sagimptoms were “nothing” if it happened
to her she would just take some painkillers antbbgbe gardens to do her work.

During an interview with a doctor who had grownioKia but practised in Honiara,

he defined health as “when you do not need a dbdtler continued by explaining that being
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sick and having to see a doctor were differentanous places. “In the West one runs to see
the doctor for a little wound while in Kia you amet sick until you are bedridden.” Although
the doctor’'s statement might have been a bit exaggm in order to emphasize to me that
there is indeed a big difference, it neverthelégsifies the same attitude toward health as |
found in Kial® Having injuries or bothers which are consideredanisuch as in some cases
malaria, was not enough to be classified sick.

In the Solomon Islands Human Development Repor0Z20t is stated that “good
health means the living of a long, healthy and pobide life in a physically, psychologically
and spiritually healthy environment”. Although thiefinition exhibits circularity in including
the term healthy several times in its definitionhefalth, | still believe it reveals something
important about what health means in the Solomtands; that to be healthy, one must be
productive.

This idea can also be found in other studies ofifiedsland communities. In his essay
on traditional medicine in the modern Pacific, kif&994:55) defines illness as “a physical,
social, mental and spiritual state that society #redindividual agree wiladversely affect
relationships and performance of dutie§talics added) As already mentioned subsistence
farming and fishing make up very important partstted lives of most Solomon Islanders.
Their possibility of getting food and also shelt#pends having the physical ability to
acquire and create them. In a situation where dinasd ones family will not be fed if one
does not go out to get food, minor injuries sucHea®r, headaches or aches are rendered
unimportant and will not classify a person as sickot-healthy.

Another important aspect of health in Solomon Id&nalso mentioned in the
Solomon Islands Human Development Report (2002), atgention to the spiritual
environment. This is a feature which is usuallyesttgrom biomedical definitions of health.
Taber’s cyclopedic medical dictionary (1997:845)imkes health as “A condition in which all
functions of the body and mind are normally actiecusing on the functionality of the
individual body parts. Helman (2007:127) stateg tha many non-industrialized societies,
health is seen as a balanced relationship betweeplg people and nature and between
people and the supernatural world.” A disturbamcthese relationships can lead to illness or
some sort of physical or emotional symptoms. In ynarays this is applicable to the
understanding of health of Zabana people. Biomedician be understood in contrast as it
applies a reductionist approach in determining Ymaietr patient is healthy or sick, meaning

16 After saying this the doctor explained that thghhihreshold for going to see a doctor was not sssody a
positive thing as this in many cases led the pttiseeking medical care when it was too late.
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that the focus will be on the particular individyatient, a particular organ, a group of cells or
a region within the body and other factors suckhaspatients family, their social network or
their community rarely will be taken into consideva (Helman 2007:123). For Zabana
people, health is dependent on much more than thelysmooth functioning of the various
organs and body parts. Their bodies are in constaraction with people around them, with
nature and with supernatural forces, those beirtginvihe realm of Christianity dkastom
beliefs in spirits and ancestors. Straining anyhee relationships can lead to illness and in
some cases even death. Zabana understanding ofigires of illness will be examined later

in this chapter

Differing explanatory models

A natural continuation of Macpherson and Macphessdi990) argument that culture
provide the paradigm in which illness is explaireedd dealt with, is that being healthy or
being sick is a culturally bound experience anddfuee illness can not be studied outside of
its cultural context, or as stated by (Stoner 188p:lliness is never a discrete category that
can be isolated and treated outside of its socidtural and political contexts”. In order to
examine the notion of illness in a given populatiamotion which can be entirely different
for people from different cultureKleinman’s (1980) explanatory model can be used.
Explanatory models are the notions about an episbédickness and its treatment, that are
employed by all those engaged in the clinical psecgleinmann 1980:105), according to
Pelto & Pelto; “The explanatory model is constrdct assembled by the participating
individuals in order to deal with and make decisicbout particular individual illness
episodes” (Pelto & Pelto 1997:153).

In order to exemplify the cultural constructioniltiess and the differing explanatory
models of illness in different cultures, | will utiee case of malaria understood through the
perspective okastomhealthcare in Solomon Islands, in contrast to nalia the eyes of a
biomedically based healthcare system. | will useen from my own fieldwork in Kia,
studies done by Dulhunty et al (1999, 2000) oniskend of Malaita and some material from
Edvard Hviding who has conducted research in Maro8olomon Islands (personal
communication).

Malaria is considered to be endemic in Solomombti$aand it is believed that it was

endemic also before the arrival of Europeans. Nelsas for many years now been estimated
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to be one of the leading causes of death in thatopuFor a few years in the middle of the
1990s it looked as if the number of malaria casas declining, but in the last 8 years the
numbers have only gone up. In 2004 the number ddnmacases was 90 606 and in 2006 the
reported number of malaria cases in the country T%a837 while the estimated number for
cases that year was 106 000 cases (World Malar@oriR008). According to Solomon
Islands National Health Strategic Plan (2006) thenbers of malaria cases are still
increasing.

From a biomedical point of view, the disease ofaralis caused by parasites from
the group of Plasmodium parasites. It is understibad a person becomes infected when
bitten by an infected mosquito. These mosquitoestmave been infected through a previous
bloodmeal taken from an infected person. The masgsithemselves do not get sick but the
person bitten by the infected mosquito does. Inbibenedical realm the typical symptoms of
malaria are fever, flu-like symptoms and body achBgpically the patient will show
symptoms every second day. Other symptoms mightdaglache, nausea, shaking, chills,
sweating and weakness (Kakkilya 2005). If a pelisatiagnosed with malaria a treatment of
various malaria medicines will be subscribed. Adowog to one of the doctors interviewed in
Honiara, the most important medicine for malari&oiomon Islands today is quinine.

The idea of the disease malaria is not somethiaghhs been created by the arrival of
biomedicine to Solomon Islands. There are sevetabunts from different islands that
malaria was recognized as an entity of its own teefioe introduction of biomedicine. As will
be discussed later both in Malaita (Dulhunty et18PB9), in Marovo (Edvard Hviding,
personal communication) and in Kia, there exisialatames which refer to malaria. The
symptoms of malaria recognized by people in Malaitd Kia are generally the same as the
symptoms described by biomedicine, this is alstecedd in the local names of malaria.
Zabana language have two names for malaria, onbesie isfogara nanariha Directly
translated this means “iliness the day after toowtr and refers to the symptom of malaria
where the patient shows sign of illness every otlagr. In Marovo the local name for malaria
is reparepae which directly translated means “occurring eveegond day” (Edvard Hviding,
personal communication). This shows that Zabanalpeand other groups of people around
Solomon Islands recognized the disease of malaridgsbcharacteristic symptom of making
the patient feel ill every other day.

The symptoms of malaria recognised by biomedichmekastommedicine correspond
closely, however the understandings of the origimalaria does not. Before the arrival of

biomedicine, malaria was traditionally believedow caused by witchcraft. This was the case
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in Malaita (Dulhunty et al. 2000), and accordingptople in Kia they too used to have a
similar notion of the origin of the disease. Duriag interview with a middle-aged woman in

Kia she explained the pre-biomedical notion of malto me.

“Before, we did not know that it was the mosquitattmade us sick, we used to think it was
black magic. People had to be very careful withrthebbish, like their hair. If somebody got a
hold of it they could magic you and you would geks

The second Zabana name for malaria reflects theepred correspondence between
black magic and malaria. The other Zabana nammé&baria isagharana Directly translated,
the name means “outside” or “away from the villagafid it refers to a general feeling of
sickness which occured after one has been away therwillage. The woman talking to me
about malaria explained that people were scaredetting agharanawhen they left the
village, because when you left the village you watrgreater risk of enterinigmbd’ areas
protected by black magic. If a person were to eaterarea which watamby the iliness
would strike. You were also at greater risk of rmegtstrangers and according to my
informants and Bogesi (1950:31) it was generallyelbed that it was people from other areas
whom conducted black magic, not Zabana people.ihe of black magic will be discussed
further later in this chapter.

Today Zabana people are well aware that the mtmsasithe transmitter of the
disease, and malaria is no longer associated attk bmagic. However, it is interesting to
note that malaria is still associated with leaving village as this is where the mosquitoes are
believed to be. According to my observations amdestents from the nurses in the village
this is to a large extent accurate as there aneaatly more mosquitoes in less inhabited
areas outside the village and a higher frequencygyofptoms of malaria in people having
spent time in these areas than in inhabitants valve hot left the village.

Today the majority of the population on Malaitacalecognizes mosquitoes as the
transmitter of malaria, but in addition to the bElihat mosquitoes transmit the disease there
are several other understandings about how ongyeamfected with malaria. Explanations
such as exposure to hot, cold or wet conditionsy pygiene or eating some special kinds of
food could also put a person at risk of getting arial (Dulhunty et al. 1999). After the
introduction of western medicine, others forms gplanations for malaria had emerged.

Some respondents in the research conducted in tsldliamed the different malaria programs

"«Tambui is the Solomon Island version of the English wttaboo” and Pacific word “tabu”. Its definition
will be provided later in this chapter.
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for the presence of malaria. Some said that theofisasecticide in the bed nets caused
malaria and that the wide spread use of chlorogtaibkets in the treatment of malaria actually
caused malaria. Others claimed that malaria didemet exist until the introduction of DDT
spraying of the houses (Dulhunty et al. 1999).

In Kia it seemed that everybody believed the mieqto be the sole mode of
transmission of malaria and there was to my knogédeab differing explanation of the origin
of malaria, however there were certain aspecte@btomedical explanations of transmission
that did not seem to be understood or adoptededntiAccording to a doctor from Kia
interviewed in Honiara, there is a widespread ustdading that the mosquito causes malaria.
However, he explained that not many know that &atially the parasite in the mosquito that
is transmitted when one is bitten by an infectedquito. This can be a problem as it is not
well understood that after the mosquito has bitten, your blood becomes infected, and if
another mosquito were to bite you and then movtdaite one of your family members, that
person will also get sick. Because of this it isyveifficult to make adults sleep in mosquito
nets as there is no understanding of that in detgou are also protecting your family. The
doctor’s story corresponded closely with what lexgsd in Kia where very few adults use
mosquito nets, it is almost used exclusively faywsoung children.

The traditional view of the cause of malaria is Ibager prevailing in Solomon
Islands® and biomedical drugs have become commonplace éntrémtment of malaria,
howeverkastommedicines are still widely used, both in Malaifauthunty et al. 2000) and in
Kia. Previously massage would commonly be usedi@ifkorder to treat a person of malaria.
The treatment would begin by massaging the affebadly part and if the patient had a
headache and malaria was suspected, a Zabana Wealdralso massage the head to spread
or crush whatever was in there causing the pairs fféatment is still used today for various
ailments, and also for suspected cases of malawiagver the treatment of malaria is today
combined with either biomedical &hstomplant medicines. Interestingly, about 40 years ago
a newkastomplant medicine for malaria was developed in Kigeraplifying the dynamic
existence of the medical system. The developmenhisfmedicine happened after Zabana
people had learned of the biomedical explanation nimlaria and tasted quinifie the
medicine given for malaria. Today malaria medicimagiven in pill form, but around that

time, quinine in liquid form was given to patientsth malaria and according to Zabana

18 Not to say they are completely gone, such notioigt still exist, but this is no longer the maiptanation.
19 A bitter medicine derived from the cinchona bankl ased as an anti-malarial (Taber’s cyclopedicicad
dictionary 1997:1618).
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people who remember this medicine it tasted vetiehi The newkastomtreatment for
malaria was developed based on the experiencequitiine. It was the use of a plant that
tasted very bitter, similar to quinine. Thtkastomtreatment is still very much in use today.
Another kastomtreatment that also is popular for malaria todaghewing seeds from the
pawpaw fruit. They also have a very bitter taste are believed to cure malaria.

These cases of newastom treatments based on treatments derived from the
biomedical sphere underline the flexible and adaptiature of th&kastommedical system.

Next | will explore further thé&kastommedical system of Kia.

The kastom medical system in Kia

Kleinman (1980) argues that to understand any raedigstem, including its healers and
patients, the entire system must be understootdebdsis of the cultural environment. Based
on this | will now give an ethnographically basexscription of the&kastommedical system of
Zabana people. As explained in chapter one, ouwlauge of thekastommedical system of
Zabana people before the arrival of traders angiomaries is very limited, however by using
Bogesi’s (1948, 1950) sources from Kia and Bugetd mformation from my informants |
will trace the kastommedical system from the knowledge of tk@stommedical system
before or immediately after the arrival of missinesa and traders, to how it is organized

today.

The agency of illness

As previously explained, the notions of health diess in Kia are not distinct, separate
categories but rather fluid ideas which interseith & myriad of factors which together form
daily life. In order to stay safe from illnessstnot enough just to keep your body fit and safe
from accidents, in addition one has to make suréevéoones life in a way which would not
make another want to inflict harm on you, live atardance wittkkastomand with the church
and refrain frontambuareas otambuactivities. Failing to live ones life accordingtgn put

a person in harms way. According to Bennett (198)7id the medical system of pre-contact
Solomon islanders nothing was believed to occur dmance, instead nearly all bad
occurrences where due to someone’s connection tvéhpowers or spirits or following
Bogesi (1948: 330), because of the spirits or thests themselves.
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According to Bogesi (1950) and my informants frona Kthe explanatory models of
pre-Christian Kia was, like that stated by Benri@@87) - dominated by belief in the super
natural. In Bogesi's article from Bugotu (1948) dheides illnesses into three groups, one is
due to spirits and ghosts and one due to blackeraayl the last one is due to natural reasons.
By natural reasons he refers to simple and northifeatening conditions which could occur
without any meddling by either ghosts, spirits eoples use of black magic. Black magic was
always suspected when a sickness or illness cautldencured. Sickness due to natural causes
was generally treated with herbs and this was thisacase with illnesses caused by ghosts.
Black magic illness was not treated with herbs\itih prayer, charms and a certain type of
rituals (Bogesi 1948). In his Kia material he statkat the sphere of magic, religion and
disease is exactly the same in Kia as in Bugotu.eiplains that in Kia, similarly to
everywhere on the island of Isabel, spirits wemar@d for many diseases whereas common
conditions such as coughs, colds and common fewers believed to be due to natural
causes. (Bogesi 1950:32)

According to Bogesi (1950:28) ghosts, who wereetilNazahi,were believed to be
the souls of the dead whereas spirits, calilethadeunawere believed never to have adopted
a human form. According té&astomreligion it was ghosts or what can also be called
ancestors, who were worshipped and prayed to. i1 wlay there was never a universal
religion for people in Zabana, but each clan hadown cult of various ghosts believed to
have been ancestors of the clan in the distant past each family worshipped their own
ancestral ghosts (Bogesi 1948:327). Ghosts andsspihere blamed for sickness, the black
magic of people was conducted through the helppofts or ghosts, and it was said that
sickness caused by spirits was the most commortren@vorst way to die if one had been
cursed in the name of an evil spirit (Bogesi 1928)3Bennett (1987:18) states that although
spirits and ghosts could cause misfortune indepghdesorcery, where a person caused
misfortune by the help of a spirit or a ghost (Whis also known as black magic), was much
more common. When discussing traditional beliefeigethe arrival of missionaries with my
informants they painted a similar picture, whereritsp ghosts and black magic were
important components of disease but other, minal generally non-life threatening
conditions were understood to issue from naturailses. However if a disease for some
reason could not be cured, meddling by ghostsitsgr people with powers of black magic
would always be to blame. This belief continuesdme extent to day.

In order to stay healthy or restore health, prayersld be given to the ghosts. Such a

prayer in Zabana language would b@: siakale gu, O barakale gu, O mana gini .,.this
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means O peace, defend and empower .... (the ill parsame). This prayer would be said in
order to restore that person to health (Bogesi ZE0Prayers to the ghost could be used by
itself or in combination with various treatmentsierhwill be discussed later in the chapter.

The attribution of supernatural causes, or spigtshe causes of illness is by no means
exclusive to medical beliefs in Kia or in Solomatahds. A study done by Murdock (1980)
shows that out of 139 societies through out thddyamly two did not believe spirits to be a
involved in causing and treating illness. This edsp be seen in Tonga where spirits were
and still are a frequent part of explaining dised&®gh as punishing people for actions which
are seen as wrong or inappropriate, but also jasinimg people on their own accord
(MacGrath 1999:494).

According to Bennett (1987:18), sorcery or blackgimawas greatly feared in
Solomon Islands. Bennett states that black magitkedbas a form of social control by
restraining the most exploitative members of a comity by using the fear of sorcery to
conform to the rules and norms of social life. $anmy the notion that a spirit or a ghost could
punish you for doing something which was perceigsd challenge to the norms of society
would keep the population in place. As previouslgntioned, in this paradigm, only very
rarely was illness attributed to what Bogesi (1948} “natural causes” while most illnesses
would be attributed to people wanting to inflictimaon the ill person or to spirits harming the
ill person due to bad behaviour or a breakaofibu

In order to understand how people became ill, iedtto avoid illness, the concept of
tambuis important. Similarly to McGrath’s (1999:493)cacint from Tonga one must be sure
not to breakambuin order to ensure health. White (1991) definestdrmtambuaccording
to its use in Maringe area of Santa Isabel, to peohibition, primarily of an area, but he also
mentions prohibition of behaviour which is backea by the threat of spirit or ancestral
retribution. According to conversations with my anhants | find this definition to be
applicable also to Zabana. It is however importantention that the worthmbutoday is
also used in situations where it holds no spiritnalning, such as if a child gets too close to
the waters edge, or runs away from his motherptbther will frequently use the wotdmbu
to signify that it is not acceptable for the chibdbehave in that way. However, when | discuss
the concept ofambulater in this chapter, | will concentrate on sitaas where it still holds
some spiritual meaning, for example in cases oftrtdresgression of eithéambuareas or of
zabana norms d&@stom

After the introduction of Christianity, beliefs ialwing spirits and ghosts were

encouraged to be abandoned, but although Zabarglepemday have entirely embraced
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Christian religion, certain aspects of their past emain. White (1991:108) notes that after
the arrival of the church, missionaries or priestsuld commonly attempt to remove the
tambu of certain sacred areas by giving them a Chridbi@ssing. However such blessings
does not seem to be permanent or were not “fubyigd” as White states, and many people
still today avoid areas which are known to havenbesstricted due tdgambis. Similar
attitudes can be found among Zabana people. Theehau which | slept by myself during
periods of my fieldwork, was located close to aiduarea. Several times during my stay |
was asked if | was not worried to sleep in the lkeolng myself. When | questioned why |
should be worried, the proximity to the burial aveas mentioned, which according to Zabana
traditions commonly wertambuareas.

Tambus on behaviour are also still present and onedas tareful of ones behaviour
to prevent becoming ill. Today, behaviour whichdisapproved is associated with current
social and religious life and sudambis are often associated with behaviour which is
condemned by the church. An example of such unwaatedambuedbehaviour is for a
woman to become pregnant out of wedlock. Previgualgmen who ended up in this
situation would be excluded from receiving the wedkoly Communion in church, which
nearly the whole village participates in and ispenportant to people in Kia. During my stay
in Kia | observed that this was no longer frequergtacticed. However, it is still not
approved for an unmarried woman to fall pregnard aomen and their families in this
situation would feel ashamed and uneasy. A few hsoptior to my arrival in Kia a woman
had become pregnant out of wedlock. The woman wasied about her pregnancy and felt
as if she had done something wrong. A few montks the pregnancy she fell as she was
walking in the bush and hurt her stomach. Whenvgéset to the clinic for a check-up, the
nurse could not find the baby’s heartbeat andtteddvoman that she had to go to the hospital
to see if everything was alright with the baby. Ti@man was very worried and told me that
she believed the reasons she was having problethsher baby was because she had not
become pregnant in “the right way”. Although shd dot mention who or what was the
causative agent in her misfortune it was clear &t believed that it was due to her poor
behaviour and breaking of the churcli@sby that her unborn child might not survive and
that she was being punished.

During my stay | was also able to observe hambis can be used and enforced
actively by people and the church. In relation tcomservation project protecting certain
marine areas it was decided that certain reefs werbecome off-limit to fishing and

collection of other marine resources. In orderritoece this it was decided to place the reefs

53



in question under g&ambuwhich was blessed and thereby enforced by thechhivhen
discussing the matter of thetsenbis and how they work, | was told a story of a mar \Wwhd
been spear fishing in an area which wasbled by the church and during one of his fishing
expeditions he had been attacked and nearly Killed shark. It was claimed that the reason
he had been attacked was because he had beenngréadéiambu The nature of the shark
was also questioned as it might not have beenl ahagk but a spirit. In this way the practice
of thekastombelief system becomes incorporated in the cumagtChristian discourse, and
when this man broke the churchtasmbuhe seemed to have lost the churches protection and
was therefore at the mercy of malevolent spiritse hiature of spirits is also to some extent
reinterpreted today to coincide with the belief @hristianity. During interviews and
conversations in the village | found that spiritsuld often be associated with the devil which
represents their incorporation into the Christiaragigm.

Although many of theambis are associated with the church there are alsorder
of tambws which are not related to Christianity. One examngl this group otambis is
related to pregnancy. According to the pre-conkastomparadigm there were a number of
tambus or prohibitions related to pregnancies which anan had to adhere to. According to
Morton (2002) this group dimbts are related to “sympathetic magic” which meas the
mothers actions will directly affect the unborn paSeveral times during my fieldwork | was
given examples otambis for pregnant mothers. A pregnant woman should wear
necklaces during her pregnancy, if a woman weaecilace, the baby’s umbilical chord can
wrap around the baby’s neck in the same way andreget the baby’s life. My informants
also expressed that it is not only the actions ofather which affects the child but also her
emotional and physical state. If the mother wagl,ctite baby would be cold, and if the
mother was sad the baby was sad. It is also umaetsthat the child will learn from
everything the mother sees and does. And#imabuprohibited pregnant women from eating
crabs. The hermit crab walks backwards and eatweget can lead to the child moving
backwards in the womb when it is time for it todmn. A woman should also never stand in
the doorway when she is pregnant. She can moveghrd, but never stand in the middle
because the baby will learn from the mother’s behavand this can lead to the baby staying
in the “doorway” during birth, and not coming otttbe womb.

The tambis of Zabana people are very similar to Ladermah387) descriptions of
sympathetic magic in a Malay society. However ia Malay society the husband is viewed
as equally connected to the child and must alsacdreful with his actions. In Kia the

pregnancy and its associatadnbis is the mother’s responsibility, but the precangitaken
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are similar. Laderman (1987:295) states that sriyita Kia, a Malay husband must not sit in
the doorway as this may close the entrance to ttralwand wives are advised not to wear a
scarf as this might cause the umbilical chord tapnaround the baby’s throat and strangle it.

Previously theséambis were very important to follow, however today treg not
given so much attention. Several woman | talkedt&ted that people no longer believe in
thesetambis. However when discussing thesenbis with women who were pregnant (the
same women who early during my fieldwork had stateat they did not believe in the
tambus) they told me that they still preferred to avdaing these things.

The breaking otambis is one way to become ill according to #eestommedical
paradigm, and although the belief in thémmbis is no longer as strong as it was in previous
times they are still present in the day to daydiwé Zabana people. Next | will discuss
another aspect of th&astom medical paradigm which still can be found in Zadban
explanation of iliness today, that is black magic.

Black magic is calledbasain Zabana language and is an aspect of the prest{znri
belief system which at first glance might seem @oendisappeared entirely from the lives of
Zabana people, however when one becomes more damiiih the way of life in the area,
traces of continued belief in and fear of black mdgecome visible. Some people have
dismissed the idea of black magic entirely whilleens$ still consider it to be a possible threat.

From discussing the topic of black magic with myformants | received the
impression that black magic is generally associatgd areas and people outside or away
from Zabana area. This corresponds with Bogesitesndrom 1950 who states that black
magic was generally associated with other areas fladana, but could be purchased if one
wanted to use it. Today it seems that the areashndnie particularly known to have a high
level of black magic are areas where people livethe@ bush and are considered less
influenced by the church and more “heathen”.

The association between black magic and areas deyesi to be more “heathen”
might be part of the reason why, when discussiegidipic of black magic a general reaction
from the respondents was showing slight discondad laughing it away. People today are
devout Christians and talking about the continueliebin practices associated with “heathen
times” could therefore be uncomfortable. Anothetdain explaining the discomfort was told
to me by one of my informants who stated that peagio were involved with black magic
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were involved with the devil. As previously expled) during my interviews, people often

associated spirits with the devil, thereby as aseqnence, black magic which is believed to
be performed through the power of spirits, willcalse associated with the devil. In this way
black magic becomes, similarly to spirits, incogded into the paradigm of the church.

People in Kia do not want to take part in or bevasged with activities connected to the devil
and are therefore uncomfortable in discussing it.

The continued existence of black magic in societgame apparent as | was told
several times, not of people who knew how to delblaagic, but of people who knew how
to reverse curses of black magic. Black magic isomger as important and feared as it was
before the arrival of Christianity and some Zabpeaple dismiss it completely. However, |
found that there are certain cases where blackanaidfi frequently be suspected such as in

cases of grave misfortune or illness which doesaetn to improve or react to any treatment.

Healers and healing practices

According to my informants there was a variety afy® in which one could treat an illness in
pre-biomedical times. What treatments were sought \&hat treatment were administered
would depend on the iliness and what was beliepdxttthe cause of the illness. The different
types of healing techniques were herbal treatméuotse setting, massage, touch and prayers.
There was a great variety of healers with differggltds of specialization. Today there are
still people in Kia with knowledge of all of theshfferent healing techniques, however it
seems that the healers today are to a lesser esienialized within various sub-disciplines
than healers in pre-Christian times.

Which healer was sought at a particular time waoddghend on the condition and
previous experiences by oneself and ones friends family. If this treatment was not
successful, one would simply seek treatment formexme else. This approach to healing
persists today and will be explored further in tlest chapter.

McGrath (1999:491) explains that thaee@ver 200 healers in Tonga today. Finding a
number of healers in Kia would be impossible as ‘thealer” category is rather vague.
Certain people with known powers and effectivettremts tend to be calleédstom mahor
“kastom womdn A kastommanor woman which | will refer to akastompractitioners are
men and women who are perceived to have extenswelkdge okastomhealing processes.
Although there are some exceptions, people in ¢higegory are also perceived to have a

special power omang which make their healing abilities more effectiidhe concept of
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manawill be discussed further below. In addition taéstlbategory of healers there is also a
very large category of people who have some knaydeaf treatments but to a lesser extent.
People in this category would not be narkadtommen and women but they still possess the
knowledge of certainkastom medicines. In this setting where nearly everyomsws
something aboutastomhealing it is difficult to distinguish who iskastom marand who is
“only” a man with some knowledge khstommedicine.

The labelling of &kastommanor akastomwomanis related to the pan-Austronesian
concept oimana Manais not originally a Zabana word but a word frora Bugotu language,
however this word is used in Zabana language todlhg. wordmanahas been interpreted
and defined by a variety of different writers. Aating to Keesing (1982:46hanacan be a
noun whereby it refers to a spiritual power oruefhice, however Keesing argues that a more
common use of the word in Austronesian languagess istative verb whereby an ancestor
“mana-$§ someone or a person or an aamiana.ln this casenanarefers to efficacy (Hviding
1996:91). From his work on Isabel, White (1991:186jinesmanaas personal or spiritual
power, which refers to “the most potent form ofidtt and efficacy”, however he continues
by explaining that it is more like a state of mithén an actual power. Here | will define the
term as it is being used in Kia. Bogesi (1948:323finedmanaas used in Bugotu as power
or influence. Bogesi states that it is impersomal beyond the power of a human being. A
direct translation of the wordhanain Kia also would also be power, the Zabana people
themselves use the word power when translatiagainto pijin or to English. However for
Zabana peoplanana is something that can be possessed by a humamnme xtent,
especially fokastommen orkastomwomen. In an interview with a Zabana woman abbet t
word manashe explained that she understood it to mean daeeipto heal or the power to
“look into” someone. According to interviews withynmformants and my experience in Kia,
manawas previously understood to be power from ancgsbut is today understood as a gift
from God and is closely associated with healingsT$ very similar to the understanding of
manain Tonga wheremanacan be understood to “allow the healer to act wssael for the
healing power of god (McGrath 1999:493) kAstomman or akastom womaim Kia is seen
to have speciananawhich makes them especially equipped to find aoeaertain illnesses.
A person can havmanawhich makes him or her generally powerful in tregiailments or a
person can have a type mianawhich makes him or her especially powerful in tregtone
particular condition as will be shown below.

There are few accounts of how healaditionally obtained their knowledge and their

mang but through discussion with elders in Kia it sedimt the way knowledge anthnais
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being passed on today has not changed to a gréate the way it was before. The
understanding of how knowledge anthnaare passed on varies from healer to healer and
from family to family. In certain families medickhowledge gets passed down through the
women which coincides with this area of Solomoarsls being matrilineal where decent and
inheritance of land and propriety is traced throtlgh maternal line, and as can be viewed in
the following example in some cases also knowle@ye lady explained how her knowledge
was passed on from mothers to their daughters \ghm gass it on to their daughters. The
knowledge could also be passed on to the sonsthbusons could not pass it on to their
children as a sons children are not seen as Ipairtgof their fathers family, but as being a
part of their mothers family. Although sons canpass the knowledge on she emphasized the
importance of both sexes having the knowledge a8 bwen and women get sick and in
certain cases it would bambu for a man to heal a woman or vice versa. This woma
explained that the power could not be passed @onteone from outside the family because
the treatments would not work. In other familieshothe sons and the daughters could learn it
and pass it on.

For the woman mentioned above, thdrireats and thenanafor healing were seen
as part of a whole and when passed on to the “Wrpegple the treatments would lose their
manaand they would no longer work. For other healarKia there is a distinction between
herbal treatments, other treatments and the pdvatreixists in a person. Certain treatments,
especially herbal treatments, can be passed orused by all people, these treatments are
frequently used for the most common conditions Wlaie also usually perceived to be due to
natural causes, such as coughs, diahorreah, asdloualmost every family | interviewed
there was someone who had one or more remediesii@mon conditions such as these. The
herbs used were often the same in various househisidhese cases the knowledge could
often be taught for free, or the person with thevidedge would demand a sum of money in
order to pass their knowledge on to someone fromsideitheir family.

One&astommanthat is well known in the village for being abledore a multitude of
conditions told me that his herbal treatments cdaddearnt by anyone who was willing to
train with him, however this man has a spemahathat allows him to “feel” or “see” what is
wrong with a person and in that way make a diagnagiich ensures that they receive the
right treatment. Thisnang he explained, cannot be passed on to anyoneiielvenvanted to,.

It is something embodied in him and him alone. Agaswcommon for most people in

discussingnang he explained the fact that he had such a stnwargpas a gift from God.
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While looking at medicinal plants outside the hoo$@ne of thekastomwomen in
Kia | mentioned that she had many treatments. 8bwered “Yes, some are around me and
some are in me”, referring to not only having psatttat could cure, but also possessirana
that would ensure the effect of her treatmentss&mngnana this internal, personal ability
to heal also seems important to Zabana people repahkealth care. It is well known
throughout the village which person has specialiteds and what conditions they are
especially good at healing. An interview with orfelee kastommen in Kia exemplified the
concept ofmang the transferring of power and the ability of e@rtpeople to cure certain

conditions.

There are four of us sitting inside the house & ohthekastommen in Kia. He has agreed to
share some of hisastomknowledge with me. He explains how he has beearghis knowledge
and hismanafrom his family. The powers can only be passedonhildren of his family and
traditionally the knowledge and tineanais passed on through the daughters in his fanebabse
the family line follows the women, but the men @dso learn. If anyone outside the family wants
to learn they must pay. Before they had to palau, @rmrings),bakiha (necklace), or other
jewellery but today people pay with money. The maplains that to transfer theanahe must
hold the persons hand, and it is important thatitéis heart’ wants to transfenanato this
person. Only when he really wants to will theianabecome strong, but if a person from outside
the family wants to learn a particular treatmemirtimanacan never become as strong as for a
person in the family. Some people have strovamnafor certain diseases and this is well known in
the village. He has many treatments, but he expltiat he has especially stromg@nato cure
centipede bites, and many people have come to diirthéir treatment. A centipede bite is very
painful, according to the man a person bitten lbgrtipede will be in terrible agony. To cure it he
will use something sharp, before he would use apsslell from a shellfish, but today he uses a
knife or an axe. You must hold the sharp item aa#tera cutting action against the area where the
centipede bit without touching the skin. The mamigking cutting action in the air while he is
explaining. Then you must count one hundred cutsfaneach cut you must think of cutting off
each of the centipede’s teeth, then you do the sahike thinking of the centipede’s eyes. He
explains that these actions will remove the poisbithe centipede and the patient will feel the
poison go back to the bite site, then they willl fiewerish and tired and fall asleep. When they
wake up after sleeping they are cured.

Payment for the transferring of knowledge amainato someone from outside ones own
family is common in Kia, but demanding paymentttog healing itself is not. Aastomman
or womanwho is approached by someone in need of their Wdlphnot charge anything for

their services. According to Baer et al (2003:389)s common for healers to adopt
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entrepreneurial characteristics in the meeting wWithworld system where goods and services
are exchanged for money. Using examples from thegKibe in Africa and the Washo
Indians in the United States, they describe howelngan these tribes prosper financially by
healing for profit. This practice has also beenedoin the Pacific, for instance in Samoa
where healers living in urban settings charge tlpaitients high fees for their services
(Macpherson 1990:108). A similar tendency has bksen noted in Solomon Islands capital,
Honiara. Although not yet commonplace, some hawmndothe niche okastommedicine a
lucrative business, however not all are genlastompractitioners. In august of 2009 the
national newspaper, Solomon Star (2009) reportedl ttie police warned the public of a
woman who claimed to be able to heal people inrmedfi a hefty fee, however she was not a
genuinekastomwoman and none of her “patients” had been cured. Thactpre is not
accepted among Zabana people.

In Kia, having knowledge ananawhich enables a person to heal someone, is seen as
a gift and should not be exploited. Using healiogvers for economical or material gain is
believed to result in a loss ohana.One account of such an incident was relayed to me
through several different interviews, on each ocraghe person telling the story displayed
condemnation of such behaviour. While having tea biscuits with one of my informants
and several other women they told the story of mammwho had started charging her patients
for making treatments for them. In the end she hestpower to heal and people did not go to
see her any more. The women explained that if sometarts charging money, they will
loose their patients trust and the patients wowt go to thiskastomman or womanany
more. The understanding of a losswdinaif it is exploited for personal gain is not exales
for Kia. A similar condemnation and loss of trusta healer can bee seen in McGraths
account of the healing practices in Tonga (1999.481 in the MacPhersons’ account from
rural Samoa (1990:103). While it is unacceptable &d&astomman or womanto demand
payment for their services it is quite common fog patients to bring something to them as a
symbol of gratitude if the treatment was a succ®éisile discussing this practice with the
women mentioned above they emphasized that sudhwag not necessary but if the patient
wanted to give a small gift, usually some type add item such as some fish, vegetables or
fruit this would be accepted by the healer and wnetved as payment. Money, however,
would not be given in this situation. However, thes one exceptiorKastommidwifes, who
make up an important group késtompractitioners in Solomon Islands are today beiaigl p
for some of their services. We will now turn outeation to the role okastommidwives in
Kia.
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Kastom midwifes

Whereas in Papua New Guinea it seems that, hdwastpmmidwifes, or traditional birth
attendants was not practiced in pre-colonial timeesd the woman in labour went into
seclusion to give birth by herself (Denoon 1989)nwea in Solomon Islands enjoyed support
from close female relatives akdstommidwifes. According to Zabaraastomof pre-colonial
times, a woman would give birth in a small huthe bush, away from the house. Simbo had
a very similar ritual during child birth and accorgl to Dureau (1998) it was the husband of
the pregnant women’s responsibility to build thdsgs in Simbo (Dureau, 1998:249).
According to Bogesi (1950) this was the same in K¥éen the birth was close, the husband
would go out into the bush and build a small holdee house was callettalau pekaor
malau rusawhich means that it was a place of avoidancet eras calledsugana rekaha
which means a house for a child or a baby (Bog@sd1335). When the woman could feel that
her labour started the women and kKastommidwife would go to this small hut in the bush.
When the baby came out tkastommidwife would cut the umbilical chord with a pieoé
bamboo and stop the bleeding from the umbilicakdhxy using warm leaves.

According to one of my informants a woman would ferceived as unclean or
polluted after birth and mother and baby would staythe bush until the woman was
considered cleaner and when the baby started bagomore responsive to its surroundings.
During the woman’s stay in the bush, new huts wdédbuild, each a little closer to the
village and she would move to a new hut 3 or 4 sirdering her exclusion from the village.
They would stay in the bush until the baby startedognizing the people around it,
responding to playing and started to laugh. Thisildiaisually happen when the baby was
about 3-4 months old and only then would mother baly be ready to come back to the
house.

After the arrival of biomedical clinics it seemathn many areas of the Pacific the use
of kastommidwifes has become less frequent and importamtridh 2002) However in Kia
this is not the caseKastom midwifes are an important group of thestom medical
practitioners and have become included in the bibcaé clinic in Kia. They work with the
nurses as a part of the clinic staff during bintid @ has been decided that they should also
receive pay for their work. They are however nodday the government (like the other
nurses) as their role at the clinic is not initthbey the government, but initiated locally by the

nurses in Kia. They spend 3 full days or more wmtbther and child and are paid for their
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services by the mother and her family. Their raler@unding births at the clinic will be

further discussed in the next chapter.

The dual power of mana

Being akastompractitioner, especially kastompractitioner who is perceived to have a strong
mana,can place the healer in an ambivalent positionhVadipowerful ability to heal, comes
also an ability to do harm and associations tolblaagic. As Lambert (1946) describes,
when biomedical doctors arrived in Solomon Islamalsorder to carry out vaccination
campaigns, they experienced this ambivalence. ‘fiéedle”, referring to the hypodermic
needle which was used in vaccinations, quickly bexavell known for its effect as the
various campaigns against diseases, which will égcribed in chapter 3, cured disabling
endemic diseases like for example yaws. But as lpemrognized its effectiveness and
thereby also its greatang it also made them fear it. Lambert gives an exarfrom Malaita
where a man fell ill, who might not ever had beeweg any kind of treatment by a
biomedical doctor and most probably died of a retaondition such as an heart attack. His
tribes men blamed the “stick medicine” (the hypoderneedle) and wanted to take revenge.
Sometimes these situations could be calmed downpther times it ended in injuries and
even bloodshed (Lambert 1946:300).

According to my experience in Kia, biomedical hkedtre personnel today are not
usually suspected of using black magic, butkhstompractitioners however can be victims
of the association between healing powers and btaagyic. During my stay in Kia, one event
highlighted the continued presence of black magid #$he ambivalent role okastom
practitioners, when kastommanwith strong powers in the ability to heal stomg@cbblems
was accused by another man of black magic. Twbisfrhan’s relatives had died, and before
they had passed away, both had complained of stomed&ted problems. The man therefore
suspected thikastomman of having caused their deaths. In addition to pekastom man
another factor which might have increased the simmps against this man is that he is not
from Kia but from another island in the country wéné is known that parts of the population
are still living in the bush, which as previouskp&ined, can be associated with being more
“heathen”.

When discussing this case with one of my informdr@sexpressed great sympathy
with the man who had been accused of black maglonas clearly not in agreement with the

accusations. He said that the man behind the amonsand the mans father had believed in
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the devil and in black magic, they had gone to chubut clearly it had not been
wholeheartedly. The matter became a public delpatieel village and everyone seemed aware
of the accusations of black magic. According to imfprmants most people did not believe
the accusations and found them ridiculous, wheo#@ers were somewhat suspicious and not
sure what to believe. Finally the matter was raigechurch. The priest addressed the
guestion of black magic after service. He was aragg told everyone that the accusations
were false and that this man had done nothing wbaakid inflict harm on anyone, and if
anyone had such suspicions they should not go drdalking about it or trying to do
something about it on their own, but rather conmeetibe priest or the chief of the village. The
church and the priest are also believed to haeagmanaand few in the village would dare
to go against the priest. After this the accusatidied down and my informants explained
that it was because the priest had said that itn@asrue, causing everyone to realize that the
accusations were false.

This case shows the continued belief in aspecteedfastomreligion associated with
spirits and black magic. However it seems that &ndp associated to the devil these practices
have been incorporated into and reinforced by thes@an paradigm, and although any
practice which is associated with the devil is anded by both people who consider
themselves Christians and by the church, this ratemn makes room for its existence without
disagreeing with church doctrine. This case alsbilests the authority of the priest and
exemplifies the notion that a priest is perceivechave strongnana This shows another
point of integration okastomconcepts into the Christian realm. A small nuntdfepriests are
seen to be “extraordinary men ofand and these are the ones who have used Christian
rituals in order to remove sorcery and neutralizéengs and areas known to have malevolent
spirits (White 1991:121). During my stay in Kia aw/told of an instance where the priest, set
out to eradicate black magic in the village. Thédofeing event was narrated during an

evening of discussion where we happened to touoh the topic of black magic.

“A few weeks ago the priest started talking abdatk magic in church. He was angry and said
that if any person in the village had any thingdto with black magic, anything that can hurt
another man, they had to throw it out. If you dd do this you will become sick and your

bodies will rot, but your minds will not die witroyr rotting bodies”

The people | was talking to were saying that theught it was good that the priest discussed
this in church, because if they had any black mé#gims they would definitely throw them
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out because they did not want to become sick slaly. However they said that they did not
understand why the priest suddenly began to tatlutakhis. Who was performing black
magic in Kia? They said that they did not belielvat tblack magic was a big problem in Kia,
but there had to be a reason for the priest tabtiap in church.

This shows that priests are believed to posseasa, which in some cases can
counteract magic. It also reveals that the chuash reinforcekastombeliefs such as in this
case, black magic. The alignmentkaistompractices and the current Christian paradigm will

be further discussed in the next chapter.

The treatments

As previously explained there is a variety of waysvhich to treat illness within thieastom
medical paradigm in Kia. The healers also tend o various treatments together in their
healing procedures. Firstly however | will examihew healers develop and find new
treatments.

During an interview with one of the well knovkastommen in Kia, | asked how one
would find new treatments, either new treatmentsfd diseases or finding a treatment for a
disease that had been recently introduced intosittegye. He explained to me that by using
common sense he could find out what plants he ghioyland by using the method of trial
and error he would find the right treatment for domdition in question. Several times | was
able to observe that if one of the healers leaordtkard of a new treatment, or simply had a
hunch about something, he or she would try it amtbelves or on someone close to them.
The trial and error approach was, however, to mgwkadge only attempted in situations
where they themselves or the person they whenegiyion were not severely sick, but maybe
displaying symptoms indicating discomfort or lightmoderate illness.

Similarly to McGraths (1999:491aant from Tonga, another way of finding new
treatments is through dreams. Dreams are tradijoraan important way of receiving
information about the future and communicating véticestors (Bogesi 1950:34). Although
dreams no longer receive as much emphasis as-cofprial times, they are still important
to Zabana people and are still often discussedrdaatpreted. A treatment can be revealed in
a dream to the one who is sick or it can be redetdethe person performing the healing.

During an interview &astomwomanof Kia told me a story of one such event.
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“I have a treatment for gonnoreah, but this treatni® not really mine. Somebody else found this
treatment. Some time ago a young woman in Kia gotngreah. When she was sleeping, a
woman came to her in a dream. It was ankalstomwoman from Kia who had passed away. She
told the young woman of a treatment for her sickn@sekastomwoman told her that she should

come and see me and | would know how to do tharment. | was in Honiara at that time but the
young woman waited one month for me to come badke™ returned the young woman came to
see me and explained her dream to me. The youngawdrad not recognized the plant in the

dream and she thought it was banana leaf, butizeeiait must beaegomoand | treated her.”

The most common treatment | observed was a mix|afitpmedicine and prayer.
Previously the use of plant medicines would havenbesed in combination with prayers to
the ancestors, however today Kastommen and women pray to the Christian god. No matter
what treatment was employed, one would always hav@ay first or go to the church and
have the plant that was going to be used blessak Betting, massage and various methods
of touching the patient were also used (althougla tiesser extent), and these were also
performed in combination with prayer and often amdination with herbal treatments. While
sitting with one of th&kastomwomen in Kia, a mother came in with a coughingybathat
particularkastomwomanwas known for her ability to remove coughs and shewed me
how to treat the cough by using a combination ahtd and touch.

While we are sitting in the main room of the housgoung woman comes in with her baby and
asks if the kastom woman can do something aboutdbg’'s cough. The kastom woman explains
to me that she will need to find 3 leaves fromBashaiplant in order to treat the baby. She goes
out into her garden, fetches three leaves and ctiags The woman takes one of the leaves and
heats it on the side of an oil lamp, with the babfront of her she strokes the leaf two times from
front to back on the right side of the baby’s naokl one stroke on the left side. She then heats the
leaf again and strokes it front to back, two tinoesthe left side and one time on the right side.
This is repeated with all three leaves. After this woman blows her hands as if to blow away the
sickness she just removed. She explains to méhanchother of the baby that this will have to be
performed once a day for three days. She turnset@ma explains that she can feel how sick the
patient is through the leaf in her hands, if theff iticks to the patient she knows that the patient

has an especially bad cough.

Another treatment that demonstrates the combinatigmayer, plants and touch was

explained to me by an eldettastomman

“Every plant | use must be blessed in the churtie’ man explains to me, “if not the treatment

will not work”. “If a man has stomach problems ledethe leaves from three different plants to
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treat him. This treatment is not ingested”, the nexplains to me, as all of the other plant
treatments he has previously explained to me musikdby the patient. “This time the leaves

must be heated and they must be stroked in a domimwation across the man'’s belly”

Although a variety of different tre@nts were often used, the most common mode
of treatment was plant medicine. During my timeKia | documented the use of more than
60 different plants for medicinal use, and | do egpect this to be even near a complete list
of all the plants used for medicinal purposes mdhea. Several of the plants had a multitude
of uses, some could be used for more than 10 differonditions. Many of the plants could
be used in a great variety of combinations witheotplants in order to cure specific
conditions. A few of the plants where very commaoi anost people with the knowledge of
kastommedicine knew one or more ways in which to usenthEhe repetitive use of the same
plants for one condition within different familiesas often the case when dealing with
common diseases that would have existed in Kiaafdong time, for example conditions
related to pregnancies. However, other plant treatsn differed greatly and these were

frequently treatments for conditions that would énavrived in Kia in recent times.

Conclusion

lliness is a universal phenomenon. It affects alinan beings, no matter what culture they
belong to or what time period they exist in. Acaogly, populations everywhere have
developed different ways in which to interpret ae@l with health, illness and healthcare.

In this chapter | have explored Zabana understgndf health and illness and the
kastommedical system of Zabana with its healers antré@tments. While some of the pre-
Christian practices have changed or disappeateald argued that a large part of Kastom
medical system is still in use today, although simes reinterpreted in accordance with the
introduction of the Christian paradigm.

Within the pre-contact medical paradigm, the ielig and the medical realm were
closely intertwined. As argued above, the curiagtommedical system also incorporates
religious practices, although today large partskastomreligion of the past have been
reinterpreted in the framework of Christianity. Wdugh the focus of their beliefs has
changed, the dual nature of the frameworkastommedicine remains, incorporating both

natural and spiritual aspects into a single haligstiderstanding of health and healing.
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In addition tokastommedicine, biomedicine is also an important parhedlithcare in
Kia. The combination and interaction kdistommedicine, biomedicine and Christianity will
be further discussed in the next chapter.
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3

-“It is all a gift from God”

Medical pluralism in Kia

Introduction

It is early afternoon and the sun is high in the. $khave been out conducting an interview with
a man in the village. It is still early and | han®re people | would like to see today but for
some reason | do not feel so good, so | start wglikiack to the house which | occupy by
myself these days. Half way home | get a dizzylspkich nearly make me pass out. | sit down
for a bit, wait for the dizziness to pass befooetinue back to the house. When | get back | go
straight to bed, hoping it will pass for the neayd

When | wake up | still feel awful, and can’t gmit of bed, so | try to get some more
sleep. | get woken up around midday by one of thang girls from the family which | usually
spend most of my time with. Ali, the matriarch retfamily, had become worried when | was
not there for lunch. | told the young girl to exeuse, and to tell Ali that | was sick and could
not come to the house today. The young girl laft, ¢hortly after she returns with one of the
boys from the family, with Ali and with another wam who is known as kastomwomanin
the village. Ali had become very worried when skeard of my sickness and told me that the
woman would use sonf@stomtreatment on me to loosen the blood in the paiafahs and get
the sickness out of my body, and the woman staaissaging my neck and my back. While the
woman is massaging me Ali distributes little conéas of water to the young boy and girl and
tells them to sprinkle some in every room and iarg\corner. | ask what it is and she explains
that it is holy water, blessed by the priest. Bgirdging it in the house it will keep it safe, like
protection.

They leave me some food which they have brougdttell me to get some rest. | go
back to bed and stay there until I, later in therabon, get another visit. It is one of the nurses
from the clinic. She tells me that she had heardhfali that | was sick and she wanted to check
up on me. She has brought some antibiotics whielhtedls me to take and says that if that does
not help | might also need to take medicines folania

At the end of that day | realized that from my betdad been able to observe what |
perceived to be three foundationally different esdof knowledge and practice concerning
healing; kastommassage, blessings from the Christian priest aoohdwicine, being used in
collaboration as the Zabana people attempted forhelrecover from sickness.
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The notion of dichotomies

In studies conducted on health in terms of medibatalism a recurring dichotomy can be
found, traditional medicine versus modern, old uersew or humanistic versus scientific,
and these are often understood as opposing sé&dsad, knowledge and practices (McGrath
1999:484). In this thesis these two categories ccchg understood to bkastom and
biomedical knowledge. Firstly, this dichotomizationplies that the boundaries between the
two approaches are well delineated (Stoner 1986stgondly it “conveys a sense of fixed
timelessness” (McGrath 1999:484). In this chapteill, by using my ethnographic material
from Kia, show that the boundaries betweksstom and biomedicine are not clearly
delineated and argue that they do not fall intearée categories. In addition | will show that
medical traditions, such as biomedicine kastom medicine are anything but fixed and
constant categories, rather they are in a statersgtant change.

When 1 first arrived in Kia | initially perceived dichotomy between thkeastomand
biomedical traditions.Kastom medicine appeared to me as fundamentally diffecerd
separated from biomedicine. The distinction betwten two medical systems seemed so
clear that | did not question it at first. Biomadie belonged in the clinic with the nurses, their
needles and their medicind&astomtreatment was not so easy to define due to thetyaof
treatment methods and healers but it nonethelgs=aagd to me as distinctively separate from
biomedicine. During my first interviews, questionsncerning Zabana people’s preferred
method of treating an iliness, wikastomor clinic medicine, seemed appropriate. However,
the answers | received did not provide any cleatesstanding of which was the preferred
choice. Some answered that all people in Kia walldays go to the clinic first, others
explained that they would trkastommedicine before going to the clinic. Most, however
seemed dumbfounded by the question, not reallyrstataling what | was asking. Early one
morning in the beginning of my fieldwork | talkedtiva woman who explained to me that
she had a very sore knee and that it was bothéengl asked her whether she would prefer
to usekastomtreatments or clinic treatments in order to tfeatailment. The woman seemed
confused by my question. She laughed and said sksenat sure. She explained to me that a
kastomman came down to her house, twice a day to treat heekl then assumed that
kastomtreatment was her preferred way of dealing wigamful knee and wondered why she
had been confused by my question. A little lateth@ conversation | had to reconsider my
initial assumption as the woman told me that onthefnurses from the clinic also had been

by her house. He had been there five times to checknee and give her medicines.
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When discussing the use of clinic ver«astommedicine with the chief of Kia and
his wife, the chief said; “Sometimes we usestom sometimes we go to the clinic.” This
statement sums up the impression | received frdamgghis question in Kia, simply that in
some situations one would chodsstomwhereas other times one would go to the clini@ Th
somewhat confused reactions to my question madeealze that the problem, creating this
confusion when | asked about their preferred treattrwas not a lack of understanding due
to a language barrier, but rather confusion crebtethe fact that my question did not make
sense to them.

In the sphere of academia there exists a gened#drstanding of traditional healing
regiments (consisting of folk practitioners, lack azademies, academic training and state
legitimation) as “diametrically opposed and in catifgon” to biomedicine, yet for the people
who seek this kind of treatment this sharp diskimctdoes not exist (Finkler 1994:179).
Although Finkler (1994) in this case is comparingX¥an spiritualism with biomedicine |
see her argument as applicable to the situatiorKiam when she states that. “Unlike
academians, who regard the two healing regimentsdiametrically opposed and in
competition, the people who seek treatment do mtinduish the profound epistemological
differences between sacred healing, such as spisitn, and biomedicine (Finkler
1994:179).

Similarly to Finkler (1994) | found that the two dimg regiments in Kia coexisted
without conflicting with eachother, however, | fauthat their non-conflicting coexistence
was not only experienced by the local people seehkaalthcare, but also by the biomedically
trained nurses at the clinic. Western biomedicgan international, dominant and hegemonic
medical system (Brown 1998:108). In many cases bdoal practitioners view their
approach as superior to other forms of healingexgdained by Singer et al. (1988) who
examined biomedicine and folk illness in Haiti godnd that biomedically trained personnel
scoffed at folk health beliefs. Despite these olest@wns | found that this was not the case in
Kia. | will mention however, that the attitude dtet clinic in Kia is not necessarily
representative for all of the Solomon Islands aatdrlin this chapter | will show that in other

areas the coexistencelastommedicine and biomedicine is not so unproblematic.

Kastom medicine and biomedicine

In Kia, kastommedicine and biomedicine coexist and interact evemal different levels

within society.
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On the individual level people constantly combkastommedicine and biomedicine.
Singer et al. (1988:381) states that at the le'/gleople seeking treatment it is well known
that these two bodies of knowledge and practiceiraegrated. An example of this can be
given from Kia. An elderly man in Kia had been sfok a while with what both the nurses at
the clinic and &astommanhad diagnosed as tuberculosis. The nurses hathmneended that
he go to the hospital in order to get treatmentcivliie agreed to, but before he left for the
hospital he went to seekastomman There he was given an herbal medicine which hetwa
drink every night. Afterwards he went to the hoapiAt the hospital he was treated by a
doctor, and quickly felt better but was advisedty at the hospital for a while to make sure
he was well. The man agreed, stayed at the hospiualat the same time he sent one of his
relatives to Kia to see theastomman and retrieve mor&astommedicine, which he soon
recieved at the hospital. A while later the man ve&dsased from hospital.

When this story was told there was no emphasis bithwof the treatments he
received it was which cured the man, but rathet bloth were efficient treatments and both
ensured the recuperation of the patient. It showet bn the individual practical level
biomedicine andkastommedicine are integrated in the choices of heattheaailable to the
people.

On the professional level in Kia a similar pattevas observable. Zabana people
experience and use treatments from the differestesys of healthcare without distinguishing,
or making clear boundaries between the two. This as@henomenon which | also observed
within the clinic. Although the first line of treaent at the clinic would usually be
biomedical, they still did not dismiss, but ratlaecepted and even included the uskastom
medicine.

The acceptance &gdastommedicine at the clinic was clear as often thegoasi spoke
very openly to the nurses about the kind«astommedicines he or she had used, what had
worked and what had not worked at all. There didsae@m to be any judgement whatsoever
from the nurses side and no shame or attempt ® thiel use okastommedicine from the
side of the patients. All three of the nurses erpld variouskastomtreatments to me, and
they all expressed belief in the efficacy of certdieatments. In certain cases they even
preferred the use é&astommedicine over biomedicine; during an interviewe af the nurses

explained an iliness callédadaru in Zabana language, that she translated to orast?,

2 Oral thrush is an infection of the mouth or thrasgpecially common in young children, caused hyditta
albicans. The condition is characterized by whis¢cpes on the tongue and other mucosal surfacdse(Ea
Cyclopedic Medical Dictionary 1997:1949)
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which is a very common condition in infants in K&he explained that they have biomedical
medicine for this condition in the clinic, but ibels not work very well. The parents are
encouraged to try the clinic treatment but if iedmnot work they are recommended to use
kastommedicine which the nurse stated was more effici8hie explained that she has a
kastomtreatment she recommends or she tells the paterds and see kastom maror
woman to get rid of it. During an outbreak of cleokox in the village the nurses also
recommended the use kdstommedicine, as certalkkastommedicines are believed to work
very well in preventing the disease in developimgHer in the patient.

It is important to mention that the open attitudevdrd the use okastommedicine
both in the clinic and by the patients in Kia has always existed. One of the nurses at the
clinic told me that a few years ago an older worhad worked at the clinic. She was strictly
against the use ¢dastommedicines and according to the nurses who areingtkere today,
she would get angry if she found out that anyongs wsang it. She claimed that usikgstom
medicine was dangerous and that it would make lapsg worse because there were no
guidelines to define proper dosage or the cormead to be administering the medicine.

An important factor which influences attitudes togskastommedicine is age. Today
all the nurses working at the clinic are under déige of 40 and they all seemed to have an
open attitude towardkastommedicine. The nurse who did not accept the uskastom
medicine was older and had now stopped working asrse. During an interview with the
youngest nurse at the clinic he explained thatiptesly the nurses were taught not to accept
the use ofkastommedicine. However, during his training his teashkad encouraged the
students to cooperate both withstommen and women and also with the church, but that
they should also use common sense and not let dgydmthings that could lead to infection
or in any way put the patient in danger. | belitvat a factor that has influenced this change
in the education of healthcare practitioners is 8®@omon Islands government official
acceptance of the use kdstommedicine in 1979 (WHO 2009). If this is corretten nurses
who received their training after the official aptance ofkastommedicines would have
received training which was more open towards thsé. This law will be further discussed
later in this chapter

The coexistence and interaction betw&astommedicine and biomedicine can also
be seen from the perspectivekalstommedical practitioners. Singer at al (1988:381uag)
that the integration of indigenous and modern medits common at the level of folk healers.
This pattern could also bee seen in Kia. The wifthekastom marescribed in the previous

chapter who has the ability to “feel” what is wrongh a patient and thereby diagnose him or
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her, explained her husbands attitude towards biaimed Thiskastomman collaborates with

a biomedical doctor in Honiara. After having diaged the patient thkastom manwill
preparekastommedicine for the patient before recommending thal go to the doctor,
clinic or hospital, depending on what he believ$¢ wrong with the patient. The doctor
himself recommends that patients from Kia initialp see thiskastomman before they
decide to come and see him in Honiara. Accordintheowoman, the doctor has said that
from experience he knows that tkestommaris diagnoses are nearly always correct, and in
cases where other doctors have not been able mifid¢he problem, or misdiagnosed a
patient, this man’s diagnosis has been correct.

During my stay in Kia | experienced a case whilbhsirates the incorporation of
kastommedicine and biomedicine by nurskastompractitioners and patients. As shown in
chapter 2,kastommidwifes used to be importamkiastom practitioners for the people of
Solomon Islands. However, after the arrival of beafical clinics, it seems that in many areas
of the Pacific use okastommidwifes has become less frequent and less impuofkdorton
2002). In Kia this is not the case. The us&kadtommidwifes is accepted, encouraged and
even included with biomedical practises at theiclin Kia.

Since 2006 the clinic, in collaboration withkastommidwife have initiated a project
in which akastommidwife is present at nearly every birth at thmicl There is one main
kastommidwife who works closely with the nurses duringths, however if she is not
available they have an agreement with anokastommidwife who will come to help. The
kastommidwife palpates the stomach of the pregnant mmosimel estimates how far from
delivery the mother is. She also gives the wokestommedicine to ensure a safe and quick
birth. The delivery itself is performed by the nregsbut as soon as the baby is outkiom
midwife takes over, administerirkgstommedicines to both mother and baby.

Usually the mother and the baby will return homéy drours after the birth, however
the continued use ofkastommidwife in the days after the birth is encouraggdhe nurses.
Throughout a woman’s pregnancy they encourage th@am and her family to save 100
SBD?. This is the price they are expected to paykdmtommidwife for her help during the
birth and for having her stay with the mother ahd baby, helping out with the baby and
making sure that both mother and baby are ok fouaB-4 days after the birth.

During my time in Kia almost all the pregnant moth@éook advantage of this
opportunity and one of the nurses explained that smce they started this work in 2006 very

% The equivalent of 74 NOK or 8,5 EUR in 2008
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few women had declined the opportunity to receiedp from akastommidwife. While
discussing the use éBstommidwifes with one nurse, she explained to me thd&ia they
have three ways of assisting a woman in labouwstlyithe use of nurses and medicine from
the clinic, secondly the use of tkastommidwifes and thirdly in cases of difficult birthisey
could call for the priest who would come and pray the safe delivery of the baby. This
reveals another important aspect of healing in Wigere religion is an important part of
healthcare. The inclusion of religion in healthcark be discussed later in this chapter.

The incorporation okastommedical practices at the biomedical clinic exefgpine
pluralistic medical setting in Kia where the twodies of medical knowledge and practice are
not seen as opposing each other but are ratherpmeded into a whole by both patients,
kastompractitioners and biomedical nurses alike. Thesaiscussed here support the idea,
that in practice kastommedicine and biomedicine coexist and interact ewithsignificant
conflict. This not only applies to the local popida or what Finkler (1994) has termed
“treatment seeking people” but applies also tohbalth practitioners déastommedicine and
biomedical healthcare workers in the village.

| have now shown howastommedicine and biomedicine are intricately intertadn
and used together in the practice of healthcarelay to day life in Kia, however the
conglomeration okastommedicine and biomedicine does not only happenhenptactical
level. Through conversations and interviews | m=li that this mix also occurs on an
ideological level.

People in Kia do not perceive the sharp distimctetween biomedicine arkstom
medicine as is often understood within the acadectimmunity’. To them they are
perceived as part of a whole. The nature of thaticeiship between biomedicinkastom
medicine and also to Christianity was explainedh®oduring an interview with an important
man in Kia, who outlined the holistic understandiofj the various healthcare options

available to Zabana people.

“In Solomon Islands we have three types of treatmeFhere is western medicine (biomedicine)
with doctors and nurses, therekesstommedicine withkastommen and women and then we have
Christianity with God and the priests. The plamd ghe medicine and Christianity, it is all a gift
from the Big Man (God)

22 See Finkler (1994:179)
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Although the man in this case separates betweethtbe types of treatments he emphasizes
the fact that they are all parts of a whole as @#legome from the same source, which is God.

The nurses in Kia also expressed this attitudeyhiich biomedicinekastommedicine
and religion were seen as integral parts of theides of healing; one nurse explained to me
that at the clinic they had three ways of heallsigmedical treatment&astomtreatments and
prayer.

As shown in the previous chapter, religion is dgegshbedded in thkastommedical
system, and as shown in the statements aboveoreligialso associated with the biomedical
sphere of treatment. In several interviews and ewsations with informants religion was
mentioned as an important and integral part oftheate in general. In the next section | will
examine religion within the healthcare discours&iaf

Religion’s position in healthcare in Kia

Christianity is the main religion of Solomon Islan®2 % of the population is estimated to be
associated with one of the Christian denominatiarthe country (RIRFSI 2008). As shown
from the statements above, healing is perceivedl@sely related to Christianity by both
Zabana people and the healthcare personnel iniltagev Therefore when examining health
and healing in Solomon Islands, Christianity muso de considered.

As shown in chapter 2, according to Zabana peomemestral traditionskastom
healing was traditionally intertwined witkastombeliefs, in which a belief in spirits and
ghosts formed an important part (Bogesi 1950). dltfh today, the focus drastombeliefs
is minimal in relation tokastommedicine, the perceived power kfistommedicine was
nevertheless previously derived from what the dhinas defined as heathenkastombelief.

In this context Christianity an#astommedicine might seem contradictory, however for
Zabana people, and the church their relationshimtsexperienced in that way. Here | will
show howkastommedicine and Christian practice are combined dyada people.

Christianity is often combined with healthcare pi@es in Kia. When discussing
healing and the use &hstomtreatments witlkastommen and women in Kia, the importance
of Christian faith was frequently emphasized. ®astomwomanexplained to me that while
using any one of hétastomtreatments she had to pray if they were to hayeedfect. She
would always pray to the Father, the Son and tdbly Spirit. She openly explained to me

that previously one would have prayed to spiritesestors or ghosts, whereas today one must
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pray to the Christian God. Another woman explainbdt before using any plants in
medicines she would always go to the church ané kizem blessed by the priest. In this way
the church is actively used in order to ensurestfext of the medicines.

On an ideological level it seems that the churcbsdnot perceive a conflict to exist
between Christianity ankastommedicine. This can be seen from an example ofafribe
men in the church. This man has an important roleinvthe church organization in Kia, and
conducts church related work nearly every day.h&tsame time he is a well knowastom
man He has a wide range of treatments and as | pdsséds house | would often see him
giving kastomtreatment, either in the form of herbal medicimeérothe form of massage, to
patients.

In Solomon Islands, Christianity has historicallsen closely related to biomedicine.
As will be discussed later in this chapter, Chaisily and biomedicine were introduced
together, and for this reason the Solomon Islanderge always experienced a close

connection to exist between them.

A pragmatic approach to illness

As shown above Zabana people have an inclusivéalmgtic understanding of healing which
means that their decision-making related to treatni® not based on thkastomversus
biomedicine dichotomy. Instead | argue that thenpry value in the decision-making process
is the utility of the approach. This approach i$ alavays present within medically pluralistic
societies. Medically pluralistic societies whereesnchoice of treatment is much more
restricted have been described by Brodwin (199@) MacLaren (2006). Brodwin describes
medical pluralism in rural Haiti. Here the variobsaling practises are closely related to
religions such as the Catholic Church, the Pentat&@hurch and voodoo faith. But here,
choosing one kind of healing over another hasslications. As Brodwin (1996:199) states
it: “People must constantly choose which gods tesivip, and which forms of healing power
and moral legitimating to accept, and they knowptetical consequences of embracing one
over the other.”

Also within Solomon Islands there are examples aifti@sting approaches towards
seeking healthcare. Kwaio people of Malaita, whairetheir ancestral culture and religion,
must choose between seeking medical treatmenteafdientist hospital which is close to

them, or remain true to their traditional Kwaio ibd and stay away (MacLaren 2006).
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According to MacLaren many sacrifice their oppoityirto have wider range of healthcare
options and choose the latter option.

In these two cases the oppositions existing betwleewarious healthcare options and
their associated religions become determining fadtothe choice of what treatment to seek.
In these cases the different bodies of practice kammvledge concerning health contradict
each other, and by choosing one, the validity efdther is necessarily diminished. This is
not the case in Kia where Christianity, biomediciard kastom medicine have been
incorporated by the local population into a sinigtdistic understanding of healing. To them
the primary concern is the utility of the approacltultural and religious concerns are

secondary.

Choosing ones mode of treatment

| argue that the nature of the treatment alonieeimngkastommedicine or biomedicine, does
not determine a patients choice in the processeiag healthcare in Kia, and that people are
free to choose what they see as best in theircpéati situation. Here | will examine some
factors | found to be important to Zabana peopleméeeking healthcare.

Based on interviews and conversations with Zabaeaple, one of the main
determining factors in their choice of treatmentswhe proximity of care. Living far away
from the clinic increased the likelihood of a perdost usingkastomtreatments in order to
cure illness:For my family kastom medicine will always be ounst option, we will wait to
go to the clinic, the clinic is too far away.” Thisas stated by a woman living on the opposite
side of the village from the clinic, but living weclose to a well respectééistomman To
her, the clinic was too far away whikastommedicine was available nearby. Her statement
shows that she does not exclude clinic medicine, dacause it is further awayastom
medicine is her first option. However, she stateat tf thekastomtreatment did not work she
would make the effort and go to the clinic to s&elatment. This response was very frequent
when | asked people what treatment they would sé#ien | interviewed people who lived
close to the clinic they more often named the clas their first option for healthcare.

When | interviewed people who lived outside théagé they almost always answered
that they would trykastommedicine first, and only if the condition did ngb away or
became worse would they go to the clinic. A womaimd) only a few minutes walk from the
clinic explained that she would try to go to thmid first if she was sick and then tkastom

treatment if she was not cured. She continued plaexng that if she was far away from the
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clinic, like at Mamafar®, she would trkastommedicine first and then go to the clinic if she
did not get better.

In a quantitative study on villagers’ responseslness in Roviana, Western Province,
Slomon Islands, Furusawa (2006) recognized thatptesence of a nurse was one of the
factors affecting the use é&hstommedicine. In the village where the study was catell
there was not always a nurse present, but wherrse nvas there this resulted in a negative
effect for the use okastommedicine. In Kia there is always one or more msigeesent,
however the clinic experienced a frequent lack eflitines. Several times during my stay the
clinic ran out of medicines. When this was knowrthie village it had a negative effect on the
use of the clinic and a positive effect on the afskastommedicine. During an interview with
two women in the village they explained to me tthety never go to the clinic unless they
know that the clinic has medicines, and that thesfgured to usekastommedicines. In
periods where the clinic was out of medicines theses recommended the usekaktom
treatment more often which as | will argue in tlextnchapter, resulted in an increased use of
kastommedicines in these periods. The proximity of caind lack of medicine at the clinic
are aspects of healthcare in rural Solomon Islaviush will be further explored in the next
chapter.

Severity of illness is also a factor affecting ttmice of healthcare. In Kia | found that
in many cases of mild illness no treatmentkastomtreatment was the preferred choice.
However if the illness was perceived as severerserwould immediately be contacted. In his
study Furusawa (2006) also found that the perceses@rity of an illness affected the choice
of treatment. Biomedicine was used more frequeatig kastommedicine was used less
frequently for treatment of cases of illness thaswerceived as severe, coinciding with what
| found in Kia. It was interesting to note howevtrat if a patient was terminally ill or if a
patient suffered from a chronic conditidastomtreatment would be preferred.

A factor | experienced as being very important tab@na people’s choice of
treatments was the understanding that differemesiées required different treatments.
Furusawa (2006) found that in Roviana, certainegdbes called for certain treatments from
certain domains. In cases of headache, fever, caadtrhinitis, biomedicine was preferred,
while for skin disorders and woundg&astom medicine was preferred. For abdominal
problems either biomedicine &mstommedicine was used. Although | did not find village
wide consensus of which illnesses belonged tdk#stomor biomedical category as seen in

% A settlement outside the village
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Furusawa’s study, | did find however, that on theusehold level there was a clear
understanding of which illnesses required certgies of treatment.

In his article Furusawa makes generalizations lier village based on individuals.
Having the individual as a unit of analysis is coommin biomedicine, in social science
however a larger unit of analysis such as familpausehold is more common (Brown 1998).
| found that in Kia the household would be the maseful unit of analysis as decisions
concerning health, particularly in the case of sevdness were made by the household and
close family rather than on an individual level.

During an interview with a woman in the village séxplained to me that if she or
someone in her family knew that a certain condittmuld be cured by a certakastom
treatment administered by a cert&astom manthen she would seek treatment with that
individual. She explained to me that this knowledgeuld either come from previous
personal experience with that illness, or througbtlaer’'s experience with that illness. This
highlights the notion thatastommedicine is a dynamic body of knowledge, and untike
strictly regulated methods of biomedical practissstomindividuals exhibit more flexibility
in their methods and efficiency of treating certdilmesses. In other words, although
biomedical practitioners can develop a reputatiamr efficiency in diagnosis and
communication, their methods of treatment onceagrubsis has been reached are restricted
by guidelines and in the case of Kia, limited matiresources.

However, the reputed efficiency &hstompractitioners is not the only factor that
influences a patient’s decision concerning whictihoé of treatment they will pursue. Other
factors, including proximity of care, severity thess, and availability of medicines also play
a role. An example of this iskastomwomanin Kia who is known for having a very good
treatment for coughing babies. Before a woman gmése clinic with her baby she will often

see thekastomwomanfirst, but not alwaysThe choices of healing approaches are variable

and different individuals may choose different tneant options for the same illness. The
same individual will also change approaches depgndn the circumstances relating to the
factors mentioned above. It is also important tontio@ that the process of treatment is not
always organized hierarchically, but as the intataun to this chapter, describing my own
illness shows, different approaches to healing fnejuently be employed at the same time.
McGrath (1999:483) has described healing practioe$onga and she claims that
illness in Tonga is approached in a pragmatic mannargue that the people of Solomon

Islands have the same approach. If a person becsiokshe or she will try different
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treatments, biomedical, traditional and religioustil a cure is found* There is no one
medical system that can give all the answers whetomes to illness and health. Some
treatments work on certain occasions and not oeretiwWhen faced with an illness which one
method is not able to cure, a person will look wisere in the search of a solution. After the
introduction of biomedicine in Kia, the village’opulation has received a wider range of
treatment options to choose from, but the decisfomhat treatment to use is not based solely
on the origin or nature of the treatment, whethes from the biomedical realm, the sphere of
kastomknowledge, or what religion it is associated wilheatment is chosen on the basis of
what is most effective and useful in that particdase. Like in Tonga, “Individuals and
families try all available therapies, both tradi@ and biomedical, until one works”
(McGrath 1999:483), or as stated by Finkler (1999)1°In the search of the alleviation of
pain, pragmatism prevails”

However, | will mention that aspects related to thkgion, or simply the origins
associated with the different healthcare optiores rast always entirely excluded from the
process of decision-making for everyone in Kiahaligh | did not observe this during my
stay. A woman interviewed in the village statedt thaecently deceased woman in Kia had
never been to the clinic apart from the birth of Bdast children. This woman had said that
she did not see the use of biomedicine and retisttad solely okastommedicine. Despite
not believing in biomedicine the woman was a devButistian. In this case | believe
however that the changing generations plays aaslénis woman was very old and grew up
in a time when biomedical healthcare was not aroo@nd she was therefore unaccustomed
to biomedicine. Although | acknowledge that certaghgious or the perceived origin of the
treatment are factors can play a role in the paéschoosing treatment | believe that the

primary cause in decision-making is perceivedtytili

Reasons for Zabana people’s pragmatic approach togaling

As shown | argue that Zabana people do not perciagy boundaries to exist between their
available treatment options, but rather view thenpart of a whole, and to a large extent this
is the case among the lay population, the climc, #e church. My hypothesis is that part of
the reason for the development of medical plurafisamd in Kia can be derived from history;

% This is not a trend unique to Solomon Islands aighe west this approach is used where the atafigo
called “alternative healers” are as well represgtate biomedical doctors.
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in particular they way in which Christianity andbbiedicine were simultaneously introduced

to Kia.

Christianity and biomedicine arrived together

In most rural areas of Solomon Islands their fiesiperiences with biomedicine were
introduced through missionaries arriving in thellages who usually brought a small amount
of medicines with them wherever they went (Benn&#37). The populations’ first
experiences of biomedicine occurred when missiesarrrived in their villages. The
missionaries brought medicines to the villages @ndias in this way Christianity and
biomedicine arrived together in the Solomon Island was perceived to be parts of a whole.
The Christian priests were also often trained phges, such as Henry Welchman, an
Anglican priest and trained physician who spentreagdeal of time in the Bugotu area of
Isabel and also travelled around the island spnegitie word of the Lord, while at the same

time administering injections to the people (WHif91:253).

The weakening of kastom beliefs

During the initial stages of Christianisation theems to have been a weakening of belief in
kastomknowledge and practice. One might easily assurae ttie weakening of belief in
kastomwas a direct consequence of Christianity’s arrikialvever my hypothesis is that faith
in kastomreligion and practice was only weakened indiretyythe arrival of Christianity,
due to the diseases introduced by the missionandther foreigners in the islands.

As shown in chapter 1, when the first major wavefarigners started arriving in
Solomon Islands they brought with them a wide raoigdiseases new to the area. The local
population had no immunities against these diseasdgheirkastommedicines had little, if
any, effect. Although people also previously sucbathto various illnesses, after the arrival
of foreigners this began to occur on a much laggle. This could have resulted in a
weakened belief inkastom medicine. Religious beliefs were as previously laixed,
intricately intertwined with medicine and notionshgalth and healingseveral times during
my fieldwork was | reminded that all medicines, lb&astomand biomedicine, were gifts
from god. The one could not be separated from tiveroand therefore it is likely that
traditional religion would also have experienceldss in power when the traditional ways of

healing no longer appeared to work.
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The local belief system was also weakened as langebers of white men began to
arrive in Solomon Islands. The white men, not knegvof, not understanding or quite often
not bothered by the local customs and religioneatpdly broketambis which Solomon
Islanders were sure would lead to misfortune arathdéBennett 1987:115). Sorcery did not
affect them either. The most powerful sorcerer datde his most powerful magic, but even
the strongest black magic did not affect the whitn. The high mortality, limited efficacy of
local medicine and the inefficacy of traditionathangerous and mortal powers most likely
played a part in the Christianisation of Solomdarids. However, as will be shown, although
belief inkastommight have been weakened this does not meanttvasientirely left behind.
Bennett (1987:115) emphasises the fact that althéocpl belief systems could not explain
these events, many people from the older genegtiontinued to adhere to old ways, while
it was more often the younger generations whoesddihding new answers within the realm
of Christianity.

Conforming to Christianity did not only happen asigg people were searching for
answers. It also happened for practical reasonsfo@ming to Christianity would ensure
access to missionary schools. Already in the 18@0% and early 1900s, Solomon Islanders
began to develop a desire to learn how to readnaitd (Bennett 1987:258). Some hoped to
find the source of European wealth and power wabilers followed the growing trend of
conformity, wanting to see if the new ways had himg to offer (Bennett 1987:336,337). As
will be shown next, medical aid was another atioacbf Christianity (Bennett 1987:337) and

formed an important part of the Christianisatiorsofomon Islands.

Biomedicine reinforced Christianity

The early missionaries brought some medicines wWigm, however before the arrival of
antibiotics and other bacteria-inhibiting drugsitiiange of medicines were limited to certain
diseases (Bennett 1987:98). According to Benné&871177) some of the medicines used
were often the traditional European remedies «f time such as the use of Epsom salt and
castor oil to treat ailments such as dysentery.eNafrthese treatments would have had much
effect on the local health situation. However therse other medicines in circulation with

much greater effects. One of the drugs used indhiyy era of foreign arrival in Solomon
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Islands was quinirfd which was used to treat malaria with great effjcaAs previously
explained malaria was endemic in the Melanesiamonegnd an ailment causing much
suffering, especially for infants and children. Thelaria treating drug has an important place
in the tales of how Santa Isabel was ChristianiziedSanta Isabel the mission strategy of
converting people through their chief worked patacly well as some of the chiefs with
whom missionaries engaged were renowned and hat ofube power. If those chiefs were
converted their relatives and followers would fallWhite 1991:92). The following story is
of the influential chief Soga who according to Wits(1932:228,229) was a remarkable man
and was recognized as the paramount thief Isabel and the role of quinine in his

conversion to Christianity.

Soga became ill, whereupon he moved at once tal stand to get out of reach of the malicious
tidalo®”. The Bishop, hearing of his illness, went off & im, and suggested the further remedy
of quinine and brandy. Soga was quite willing teegthe white man's power a chance, so the
Bishop mixed and tasted it, followed by the otherattendance, which must have made inroads
on the bottles, and finally the dose reached ang sveallowed by the royal patient. Then the
Bishop knelt down and prayed that the medicine mighblessed, and the prayer was answered.
The result was most happy: Soga, in his gratitudé,only sent a canoe full of presents to the
Bishop, but gave permission for a school to beesiaand from that time was a firm friend to the
mission. He began to attend school and set hirtsddfarn to read and write, not satisfied until he
could do both really well; put away all his wivesse one, and in 1889 was baptized with his wife

and seventy of his people.
(Wilson 1911:102, 103)

This exemplifies the importance of medicine in ghrecess of converting Solomon
Islanders to Christianity. As seen in the previonapter, according to the local belief system,
kastommedicines were inseparable frd@mstomreligion and the belief in ancestors, spirits
and ghosts. According to the local paradigm of ingait was the power of their ancestors,
spirits or ghosts, and their connection with therhiclw ensured the efficacy of their
medicines. In this way it would have seemed cohdbet the powerful medicine of the white
men signified the strength of their God, which fifeet affirmed the Christian faith. This

occurred because Christianity was introduced senelbusly alongside efficacious

% During the 300 years between its introduction Mtestern medicine and World Warduinine was the only
effective remedy for malaria (Encyclopaedia Britaai

% A paramount chief is a chief with island wide irghces, however it is not an indigenous Isabeltiseadt this
case it is a product of missionary and coloniduiefices. (White 1991:1,2)

27 Ancestor spirit (White 1991:103)
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biomedical techniques and medicines. While disngs#/elshman’s role as both priest and
doctor White (1991:253) suggests that although Weén himself might have preferred to

focus only on the word of the lord, his abilitylteal must have had a confirming effect on the
local perception of his personal spiritual powenda assume that it would also have

confirmed the power of the Christian God. Theresaeeral examples of this, especially after
the arrival of antibiotics and vaccinations.

In the late 1920s the Rockefeller Foundations nsdéam started a campaign against
hookworm and yaws (Bennett 1987:210). Throughow @920s and 30s the native
practitioners, the campaign officer Gordon Whit& anrange of missionaries administered
thousands of injections throughout the country tadieate yaws and hookworm (Bennett
1987:277). Yaws was an extremely painful and disfrgy disease and the yaws injections
were extremely efficient, only one injection coutdre the disease (Bennett 1987:277).
Health improved dramatically and word of the nevowprful medicine travelled fast.
According to Black (1956) the treatment of both an@ and yaws was so effective that it
advertised itself. Traditionally these diseasesrels=en as a manifestation of some sort of
black magic. Black (1958:141) states that in anhsre quinine was administered it was
soon known that quinine was an efficient form ofici@r-magic. The treatments were usually
administered at a church or a mission station hateby while receiving treatment they also
learned about the Christian God who no doubt mastdyy powerful in order to treat such
disabling, “black magic” diseases so quickly

The power of western medicine in converting theiveat to Christianity and the
possibility of using it as a form of public contrdild not go unnoticed by the European
government. They recognized medicine as a tookrengthening the governments control
over the people. As previously shown the treatnfentyaws was very effective and word
usually spread quickly of its effects so most peapteded little encouragement to come and
receive treatment. Lambert (1928:368) explains owlalaita the district officer and his
assistant were killed in 1927. Lambert stateswiake the old response to such actions would
have been a punitive expedition whereby, in theehalpsetting an example, innocent people
would have been slaughtered while the perpetratost likely would have escaped. He states
that in this case however, the responsible men aested and given a fair trial at the seat of
government and four months later the governmerittgenunits to Malaita to treat yaws and
hookworm, in the hope that the news of these nediemes would spread and the savages
from the inland finally, after many years resisemwould come down from the bush and be

“pacified and civilized by the humble hypodermicdamedicine measure”. Keesing (1992)
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however presents a different version of Lambertsr trial” where he tells of a communal
outrage among all the Europeans in Solomon Islatdthe time, whereupon European
planters, mostly Australians, volunteered to tag p1 a punitive expedition which became
known as the “Breathless Army”. Keesing explairet @ few men were brought down to the
coast and arrested but up in the bush there wessiveakillings of men, both guilty and
innocent and also women and childfén.

Although biomedicine was seen as a powerful kindredtment it did not become a
replacement for the use kstommedicine. One reason for this is simply becauseetivas
no steady supply of biomedicine. In Kia, althougbyt would have had infrequent access to
some biomedicine, its introduction was slow. As tieeted in chapter one, the first clinic in
Kia was established around 1950. Before that tine& taccess to biomedical medicines was
in the hands of the ships passing through, possihplying the church or the school with
some medicines, or in the hands of the very sporadivals of the medical shidV Hygeia
or vaccination groups as discussed in the prewgeaion. Overall their access to alternatives
to their ownkastommedicines must have been at best sporadic. Afeeatrival of the clinic
the supply of western medicines would have beeregdrat more reliable but the presence of
a wide range of treatments is unlikely. Accordinghe elders interviewed in Kia what they
perceived to be most important function of theiclwas that the women no longer needed to
go out into the bush to give birth.

Another example of limited availability of medicem&vas explained to me by some of
the older women in the village. During an intervidvey explained that they did not know
about the mosquito causing malaria until afterrtbkildren had been born, around the end of
the 1970s, at least 20 years after the arrivalhef dlinic. This indicates a very gradual
introduction of biomedicine into Kia. The graduatroduction of biomedicine meant that
Zabana people did not suddenly stop using or fafgekastomhealing techniques as they
were still in the need of medical aid. In this whg biomedical treatments introduced in Kia
became an addition, not a replacement for thenexats already in place.

2 Lambert was the Deputy Central Medical Authorifytee Western Pacific High Commission in 1928 as he
wrote of this incidence in “The medical journalAdstralia”. And after reading his somewhat unddesta
narrative of the incidents in Malaita in 1927 onaynbe inclined to believe that the punitive actioni8ated in
Solomon Islands were to some extent covered updgalonial power.
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The conglomeration of Christian practises and kasteays.

The churches approach in converting the local mdmrd has also influenced the
development of the healthcare available in Kia yoda their efforts to convert the local
population priests, catechists and missionariesgrized traditional practices and promoted
the use of a Christian equivalent (White 1991:1TBp Christians would use prayers, hymns
and blessings to replace or supplement the traditidhvealing where spirits would be
summoned to ensure the good health of the pa#anseen previously in this chapter, the use
of a priest, prayers and blessed holy water agpplaement both to biomedicine akdstom
medicine are still widely used in Kia today. Whempding a Christian counterpart to the
kastomrituals of the native population the European rmoisgries tended to see them as a
replacement or a substitution for what was theferbe however for the local population the
use of the Christian paradigm did not necessaxtjyuele thekastomways, therefore to them
the Christian rituals became an additi@ther than a replacemenn this way thekastom
ways were changed and modified in order to confdetter with the newly introduced
Christian religion, but at the same time, aspetiShristianity were transformed in order to
deal with aspects ddfastomsuch as fear of ghosts and spirits in the shapeadéctive rituals.
Around the turn of the century Christianity beganfind its foothold in the region
around Kia. Wilson (1911:113) explains that Chaistiy initially was introduced by a woman
from Bugotu who had fallen in love with the sontlo¢ chief of Kia. After moving to Kia she
managed to convince her father in law to set ughad near the village in 196% In 1907 Dr
Welchman arrived to inspect the school and fountb ibe satisfactory and consequently
accepted nine candidates for baptism. However tipalated one condition. Dr Welshman
demanded that they destroyed the most sacred pkandy as proof of their loyalty to the

church.

The heads were all collected and heaped in the lenidfl the ridge, while the axemen cut

firewood. Then came the work on the tombs. Hereetlveas a hesitation, for it is not a pretty

matter nor a trifling one for a man to desecratettmb of his ancestor. And this one was that of
the great-grandfather or uncle of Tivo, whose ndnaé long been held in reverence. It was but
momentary; | took the first slab and threw it dotlee hill into the sea, thus uncovering the tomb;
then the others joined, and | had no more to doné&after stone tumbled down the hill, and in a
few minutes nothing was left but the foundationl #he bones were taken out and added to the

heap of skulls; and the other tombs were treatdikénmanner. Then they made a large bonfire

29 Although other sources says it happened in 1908itéA1991:105).
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over the relics of saints and victims, conquerard eonquered, and as the smoke ascended into
the bright sky, we gathered round the pyre andeffeip a prayer to the Father of all men that He
would accept the sacrifice.

(Dr.Welshman in Wilson 19115, 116)

This scene presents with an interesting paradogpifethe fact that the missionary wanted
these men to prove their allegiance to the churghddsecrating a previously important
religious area of the past, he at the same timéiromd the importance and power of that
place by offering it as a sacrifice to the Christ@od. And although the participants in this
event publicly mark their allegiance to Christigniit does not necessarily imply that the
importance ofkastomdisappeared. Similar processes have also beenlEbelsewhere in
the Pacific such as in Fiji where the conversiolCtuistianity did not necessarily mean that
ones traditions, or in this cakastom would be left behind (Toren 1988). White (199%)10
argues that instead of signifying the enckkastomways, this event signifies “the ascendancy
of one set of institutions and practices over aadthWhile certain religious aspects of the
kastomways might have been weakened and some might diaappeared after the initial
meeting with Christianity, other aspects survived @ontinued to coexist in practise with
Christianity, without compromising the status oetnChristian faith. According to Bennett
(1987:336), by 1970, about 90 percent of the Iquapulation of Solomon Islands was
associated with one of the Christian denominatibosalthough Christianity was widespread,
many Solomon islanders continued to hold on toateraspects of their old beliefs. Bennett
(1987:337) states that “Christianity is a valuedtegn that has provided answers to many of
their problems, but since some practices of thereligion still seem effective, why dispense

with yet another way of minimizing the many riskglee world-seen or unseen?”

Conclusion

In this chapter | have argued that the dichotomegudently described in studies of medically
pluralistic societies, in which local knowledge apthctice concerning health is seen as
existing in opposition to an introduced body of Wwhedge and practice, (usually biomedicine)
does not find application in Kia.

At first glance it may seem that the dichotomy &x&nd that Zabana people live in or
with two worlds. Those worlds being biomedicine d@stommedicine, Christianity and
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kastom “the past” and “the present” or “the old” and éttmodern”. | found that instead,

Zabana people constantly shape and adjust togbeioundings creating a flexible, dynamic
and unified view of the world. By looking at hisyowe find that Zabana people have, and still
are, adjusting and transforming bdthstomand Christian ways and shaping it into “one
way”. This integration is seen both at the levepafients kastompractitioners, nurses and

the church in Kia.

In the current medical paradigm which incorporabegh kastom medicine and
biomedicine, Zabana people are free to choose ketwreatments options in a pragmatic
manner. However there are some restrictions, avdeasill see in the next chapter political
and economical aspects “restrict” the availabildf optimal healthcare, and influence

decisions made by the local population concerniegtinent options.
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A

Rural healthcare in the context of political-ecolyom

Introduction

“The clinic is very far away, it is very busy arftktclinic does not have any medicines, so | don't
feel like going to the clinic.”

Informant statement

In this chapter | will explore the political-econgraf health, healthcare and attitudes towards
healthcare on the village level. | will argue thia way people choose to deal with an illness
episode is not only influenced by the cultural &mtorical factors which have been discussed
in the previous chapters, it is also strongly iafluaed by political and economical factors.

By following the perspective of critical medicalthropology which pays especially
close attention to the “vertical links” that conhéte local community to the larger regional,
national and global human society (Singer and R&87:33) | will seek to establish some
connections between the macro and the micro lev&olomon Islands. In order to do this |
will use Grgnhaug's (1978) field theory, discussedchapter 1, which emphasizes the
importance of understanding various fields’ intencections.

Grgnhaug (1978) uses the example of a drought aratHwhich exemplifies the
interrelations between the different social fielsd regions of the Heart valley and the
relations between life in the villages and inteioral economical and political factors.
Similarly | will use events such as the tensiorstiow how healthcare in Kia is connected to

events on a national and international level.
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Grgnhaug (1978) uses the term “scale” when refetoirthe size of the various fields.
For example we can say that the fieldkaftommedicine is a field of a smaller scale than the
biomedical field and the economical field which, asll be shown have important
consequences in their interrelations with othdd&el will also go further by dividing scale
into 4 different levels which | see as useful fbe tpurpose of my analysis. Although not
identical, my division is based on Singer (1993)rotighout this chapter | will focus on the
macro level of global political economy, the natibtevel of political structures, economy
and policy making, the institutional level of thedithcare system with hospitals and clinics
and the micro level of illness behaviour which refe the way in which a person chooses to
deal with an iliness occurrence.

It is important to mention that separating society different fields and levels will
only be for analytic purposes. As | have argueduphout this thesis, the various fields in
Kia such as religion, biomedicine akdstommedicine are fluid and dynamic, similarly the
levels which | have just mentioned are not cleddiineated. | argue that by examining fields
such asKastommedicine, biomedicine, economy and politics we &@ad “networks and
patterns of organisation that extend far beyondilfege level (Grgnhaug 1978: 88)

By using my empirical data from Kia and Buala, bgilaces which can seem
relatively isolated from events occurring on a ol and a global scale | will, following
Singers (1986) assumption that any separationefriltro and the macro level is artificial,
show how remote areas like Kia are very much imiteel by events on the macro level. In
this way, local phenomena are not only generateallig but rather by a set of interrelations

between various fields of different scales (Growghsei78).

The political and economical situation in Solomondlands

Solomon Islands is classified as a developing agusntd based on the country’s GDP, it is
estimated to be the least developed economy ifP#uific® (Economic Affairs 2009). It can
be argued that GDP is not an accurate indicatiofaaibrs such as the standard of living in
Solomon Islands due to the fact that 79% of theufajmn in Solomon Islands live in rural
areas (WHO 2004:331) and rely largely on subsigtemonomy. However | mention it here
as it does show the economic reality the countriaesng in terms of limited financing for

%0 Based on the fact that in 2007 GDP of Solomomtisavas 369 million US dollars. Comparatively Vamnua
had 452 million US dollars while Papua New Guinad b GDP of 6261 US dollars. (Economic Affairs 2009
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(among many other things) healthcare. The courtitt @s will be shown, not its rural
population) is entirely dependent on aid and adogrtb the WHO 82% of the governments
healthcare allocations are funded by foreign awmin@ared to other countries in the Pacific,
Solomon Islands have a generous part of the buallgeiated to healtft Several of the last
sitting governments have seen health as a priarity as a right of the country’s population
and during the years between 1991 and 2001, théhkecation have been between or 3-5
% of GDP (SIHDR 2002:44). Although the governmemglth allocations in percentage of
GDP are higher than other countries in the Patligir total health spending per capita is low
compared to other countries in the Pacific (SINH3M06:18), the Ministry of Health
recognizes this and understands the need for ireprent, but their budget is still very
limited compared to the many major health relatemllenges the country is facing. As will be
explored in this chapter, the strained economioasibn in Solomon Islands has direct
implications on the rural healthcare situationha tountry.

While conducting their survey on health in Solonisikands in the late 70s and 80s
Friedlaender et al. (1987) were critical towards #itting politicians’ attitudes towards
healthcare. They state that healthcare was onlgrstmbd from the curative perspective while
efforts to introduce preventative measures wergokben or ignored. Expensive and cost-
ineffective measures such as building hospitalskandhg x-ray facilities are favoured while
cheap, cost-effective preventative measures sudieakh educators receive no support or
funding. “We have succeeded in imposing all theltéaof Western health services on a
society which is only 100 years away from the Stéige.”(Baker in Friedlaender 1987:63).
The curative focus benefits people in the urbamas@ people who can afford to travel far
distances to hospitals in the main centres, eshe¢ianiara, whereas people living in the
rural areas with no major healthcare facilitiesrbgdecome ignored.

In 1998 Solomon Islands was hit by what today ferred to as the “tension”, a time
of civil unrest which erupted, especially on thiansl of Guadalcanal where the country’s
capital, Honiara is locatéd This period lasted for 4 years until 2003 and hadevastating
effect on the country’s healthcare both for peaplerban as well as in rural settings.

The main sources of income in Solomon Islands etgria the 1990s were palm oils,
fishing and fish cannery, logging, copra, cocodfes gold/silver mining and tourism, but

when the tension hit in 1998, the country’s econoimgaded for a total collapse

31 In 2005 Solomon Islands spent 4.3 % of GDP on tHell comparison Fiji spent 4.0% and PNG sperf3.2
of GDP (WHO)
32 For more information see chapter 1.
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(WHO 2004:331). It was not only the economy whigperienced a collapse, also the system
of law and order fell almost completely apart. Ate tsystem collapsed, funds were
mishandled, in particular those funds designatecéalth and education. The economic and
political collapse during the tension resulted isevere lack of funding to the healthcare
sector which again resulted in a dramatic lack aqiigment and supplies, a low level of
maintenance of health facilities and the countrdy&althcare workers not receiving their
wages.

According to the SINHSP (2006:9) the tension pésiochain implication was a
negative impact on people’s health throughout tagon state. In some areas of healthcare
this was apparent such as the maternal mortalieywhich in 1999, before the tension was
125 per 100 000 live birth, in 2003 was 295 per @00 live births (WHO 2004:331). The
effects of the tension were experienced differebifythe urban population, in particular the
population of Honiara, and the rural populations.alarge proportion of the healthcare staff
was located in hospitals around the country, esfigcat the National Referral Hospital in
Honiara, the population in the capital experieneegevere lack of manpower as many of
these nurses and doctors returned home to thiiges due to the unrest in the capital. In the
rural areas which are the focus of this chapter efifiects of the tension were not so obvious.
According to my informants in Kia the tension wasgticed in times of severe illness when
medicines were unavailable, that transportationotber healthcare facilities was very
difficult, by the arrival of relatives who usuallgsided in town coming to live in the village,
and that the already unreliable shipments arrivetth wven less frequency. As will be
discussed later in this chapter, the limited awdlity of imported food, fuel and medicines
led to an increase of rural subsistence farmingussdofkastommedicine as people returned
to traditional foods and medicines.

Although the tension was felt differently in theéboan and the rural setting the tension
period was a setback for the country as a wholefantthe healthcare of both urban and rural
populations. However the country is slowly regainboth political and economic stability
which is reflected in increased attention towardaltin care. In 2004 the situation improved
somewhat, and from having close to nothing duriregtension period, the Ministry of Health
and Medical services received 52 980 902 SBD (WHD42333). In 2005 the budget
increased again this time to SBD 87 087 310 whids & 73% increase from the previous
year (WHO 2005:319).

Although the healthcare budget increased as therigwf the tension decreased, the
Human Development Report (2002:44) stated that hbalth sector system still had a
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tendency of prioritizing high-cost activity whichddnot give best value for money and only
benefited a fortunate few. However the report stalwt although a significant part of the

budget is directed towards the curative systemasiphials, with for example 30% of the

budget being allocated to the central hospital onidra (SIHDR 2002:45) there has been a
slight change in focus in recent years towards evgntative rather than a curative health
system and the Ministry of Health and medical s®wihave taken some initiatives to
implement such an approach as the social and edornmenefits are believed to be great
(SIHDR 2002:41). In 2006 the Ministry of Health oedirmed their belief and focus on this

new perspective through stating that they would pBasize, strengthen and promote
preventative healthcare through all appropriatenags.” (SINHSP 2006:4)

The government’s funding for health has increasecesthe period of tension, but the
challenges within healthcare in Solomon Islandslarge and demand even more political
attention and economical support. Infectious disgdsave been and still are the leading
causes for morbidity and mortality in Solomon Islanhowever, in recent years there has
been an increase in the prevalence of non-commleigiseases such as cancer, diabetes,
mellitus, hypertension, tobacco related diseasenaggatal illness. In 2005 WHO (2005:312)
stated that this group of diseases were increasitigeably and were major public health
problems in terms of mortality. Having to deal witle dual control of infectious diseases and
the increase of non-communicable diseases posega ahallenge to the Solomon Islands
government, who, as has been shown, are dealinly véty limited resources (WHO
2006:319).

A lack of funds and human resources

The country’s strained economic situation has hexkal consequences for healthcare in
rural areas. Buala is the provincial capital ofbklaprovince and it is in this village that the
Provincial Hospital is located. | travelled to Bagdrior to my departure for Kia and met with
both patients and staff at the hospital. The cgisittight economic situation and the
government’s lack of attention to provincial heakhapparent on the institutional level in
Buala. According to the chief of nurses at the takin Buala, the Isabel province health
sector received 1.6 million SBD last year. This ¢etdnust cover doctors, nurses, nurse aids,
helpers, housing for staff, maintenance of the halspmaintenance of all clinics and aid

posts, equipment and medication for all of Isabwl the province’s approximately 20 000
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inhabitants (SIPHC 1999). The chief of nurses @rpléthat the strained economic situation
has had a great impact on the health care of paeophe province, firstly, they are unable to
hire enough healthcare personnel and secondly atesgot able to keep the province with the
medicine and the equipment which is needed to geoatequate care.

A recurring theme in documents reviewing the healtb in Solomon Islands is the
country’s severe shortage of healthcare workers QA2904-2008, SIHDR 2002). The last
estimate of number of healthcare workers in S| masle at the end of 2005, and estimated
the number of doctors for the whole country to e (8/HO 2008:420). The minimum
number of doctors needed in the country is accgrtinWHO (2004:335) 75, but although
the minimum amount of doctors is reached the nurdbes still not amount to more than 1
doctor per 5263 patients. The minimum number obasimeeded in the country is still not
covered. In 2005 the number was estimated to ben62fes, whereas the WHO (2004:335)
had estimated that the country needed a minimum306fnurses for the whole country. An
important factor contributing to lack of healthcgrersonnel was the tension. As violence
increased in Honiara, Solomon Islands experienchdt wan be characterized as a “brain
drain” as large numbers of educated healthcarepees fled and found work in other Pacific
countries (Cato Berg, personal communication)

According to an interview with the permanent seametfor health, Dr George
Malefoasi in Islands Business , the Ministry of Hedas the highest number of vacancies at
196 vacant positions in 2007, among these areast 180 vacancies for doctors. (Wasuka
2007). Lacking human capital is negative for anyrtoy’s economic and social development,
lacking personnel in the health arena is incredginggative as they are responsible for
improving the health of others and thereby ensutirr contribution to the wider society
(Connell 2008:2). The Solomon Islands Governmeatming to fill up the gaps, for example
by importing foreign healthcare workers from Cubeotigh a health treaty (Wasuka 2007).
Unfortunately, the available positions in the prmas are not popular as most doctors prefer
to work in the country’s capital, thereby the prmes are once again left without attention. In
order to reach people in outlying areas there Hmen several initiatives involving health
teams travelling around and focusing on specifitegses such as for example eye disease
(Baker 2005). However, these teams tend to godasawith high population density such as
areas in Malaita or areas in Western Province asdBizo. Less populated provinces such as
Isabel Province with a dispersed population do neokive as much attention, and to my

knowledge no teams visited the province during ay.s
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In January 2008 the Isabel Province had only oretoddor the whole island. | met

with the doctor on Isabel at the Buala hospital dagin February 2008.

As usual it was warm and humid. We met in the deetemall office. He had a fan in his room,
but as the power kept shutting off it was not mush. Without showing signs of resignation he
explains how he is the only doctor for a populatidmver 20 000 people. He says it as a matter
of fact, that is how it is, it is not surprisinguBhe says that the responsibility for the islasd i
too much for one doctor. There should be two oeehtdoctors on the island and at least one
should be placed in Kia on the other side of tlenid. The doctor explains that it is too far away

and there are just too many people for one doctor.

According to the doctor, the budget allocated talthecare in the Isabel province has
allowances for the employment of two more doctarthe province, but the positions are still
vacant because nobody wants the job. The healtrsymtem in Solomon Island today is
marked by a shortage of well trained medical pitesls, especially in rural areas. The few
people who get through the medical study tend towgrseas to work, to Fiji, New Zealand
and Australia because the pay is much higher isetlweuntries. The Solomon Island Human
Development Report (2002:43) recognized the diffies in attracting trained healthcare
personnel both to urban but especially to rurahsuand states that the reasons for this are low
salaries, lack of incentive and poor working coiodis. As healthcare workers in Solomon
Islands assess the career alternatives open tq thenimitations of work in rural areas and
also the limitations of work in the country encayeaa drift away from the rural areas and
away from the country. The difference in income &healthcare worker in neighbouring
countries is three times higher, which entices @scto go overseas to work. This has resulted
in severe lack of doctors, especially in rural areéich are the least popular areas of

employment.

The doctor in Buala explains that the system ismatle to accommodate medical staff. There
are not enough doctors and not enough nursesenéitiiowns nor in rural areas. Even if they
manage to find someone who wants to come and workral areas there are no houses for
them. And the few who end up working often do nothkfor long. There is not enough staff so
they get overworked and tired and the pay is vew: [The doctor believes much can be solved
with more staff and better housing. The chief ofses agrees with the doctor. He explains that
the salaries of the staff are very limited. If #hevas better housing and better pay for the
medical staff things would look a lot brighter.dddition, the doctor feels that most of his time
is spent doing paperwork. There is only one doetwdt the government requires paperwork,

which means that he gets very limited time with pla¢ients. The doctor himself is from Isabel,
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that is why he has come back here after he finisti@dchooling, but he cannot picture himself
there much longer than a year or two, he will @smverseas. He seems certain. Then he smiles
and adds that a positive thing about working heréhat he can wear casual clothes to work.

Wearing a t-shirt is not a problem.

The clinic in Kia has, as previously mentioned 3ptayees. 2 trained nurses and one nurse
aid. They are responsible for a large part of thenwestern tip of Isabel. While discussing
their job with the nurses they expressed their ghtgion being a nurse in Solomon Islands
and they explained that being a nurse is a veryadeing profession. One of the nurses
explained to me that a nurse working in Kia receiv80 SBD a montfi The nurse explained
that the pay is very low, which makes it difficedt take care of a family. Working at the
clinic means that you are busy a minimum of 5 daygeek working from early morning until
the late afternoon, giving you limited time to diher things. The nurse explained to me that
working at the clinic means that she has no timedik in the gardens. She can only go there
one or two days a week. Others go to the garderyeday. Because of this she can not
provide vegetables and other food for her familytithe money she earns she can buy some
food, but the pay is not very high, and there isnasket in Kia, so even if she had the money
to buy vegetables every day she could not do sqrégiously explained much of the day of
an adult in rural Solomon Islands is spent ouhimgardens, in the bush or out at sea in order
to provide shelter and food for the family. Accomping these things becomes difficult for
the nurses as much of their time is tied up atdh@c. In order to make up for the low
income and the limited time that can be spent getfefood, all of the nurses in Kia are
trying to increase their income whatever way thag.cThey sell second hand clothes, ice
blocks (which are very popular especially at feasts village gatherings) and keep chickens
which they sell.

Whiteford (1990) describes the healthcare situaitiotihe Dominican Republic which
like Solomon Islands, is experiencing a lack offstarural areas. In the Dominican Republic
healthcare staff is unwilling to work in these ares they end up being both socially and
spatially isolated from their assigned communitigs.this setting they find themselves
waiting at their outpost for hours without seeingirgle patient. This combined with lack of
medicines and needed equipment makes the rurahgsaindesired as a workplace for
healthcare personnel. In Kia however, the situasosomewhat different. As shown, like the

Dominican Republic, Solomon Islands are experiap@nack of health staff in rural areas

% This is the equivalent of about 430 NOK or 50 EUR
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and as in Buala, the nurses in Kia are concerndéd twe lack of staff. However, rather than
not having enough patients, nurses in Kia feel th@tworkload of the individual nurse is too
high. They explained that when the workload is higmakes many nurses question whether
it is worth it, and many are thinking about quigtinThe location of the clinic, in one of the
biggest villages in Solomon Islands results in atimg room which frequently is over
crowded, especially on days where the clinic hakl@mn’s clinic or in periods when the
village is experiencing an outbreak of a particideease. The nurses would work without
rest from early morning until late in the afternoon

According to the Ministry of Health and Medical wees of 1996, the health service
coverage of the nation was “fairly well distributedith about 1131 people per healthcare
facility (PHCRSI 2001:10). In Kia however, the sition is slightly different. As mentioned
previously Kia is estimated to be one of the largdkges in Solomon Islands. In the village
alone there is about 2000 inhabitants and theccimKia is in addition responsible for all the
settlements in a large radius around the villadges fias implications for the staff’'s ability to
provide the attention needed by each individualkepéat Problems associated with the lack of

healthcare personnel were apparent during my tirtteeeclinic;

One afternoon | was at the clinic with one of theses. It was Thursday which is the day for ante
natal examinations at the clinic. This means thlap@gnant mothers from a certain area have
come to the clinic for checkups and all pregnanthmis from the whole area who are more than
about 8 months pregnant. Usually on such a dayhiéing room would be full of expecting
mothers, but that day they all seemed to have dtaydome. Instead of all the mothers that we
would usually expect on Thursdays, there were a gk children with their parents waiting
outside. Solomon Islands government has develostanaardized procedure for how to examine
sick children. This plan is called IMCI, Integratdthnagement of Childhood lliness. The nurse
took the child in and started examining him. Aseixamined the boy he explained the use of the
IMCI forms to me. He explained that the forms aoedjfor noticing illness in children, but they
can be very difficult to use. If one were to folldhe forms exactly, one check up would take
between 30-60 minutes. At the clinic in Kia thisalsnost never possible so they can only be used
when there are few patients. The nurse explainatliththe clinic had more nurses it would be
possible to follow the IMCI.

IMCI is an approach which is developed by WHO andlICEF, both international
organisations which can be understood to operattheatmacro level, and has become
implemented on the national level as part of thatheare policy in Solomon Islands since

1999. Over the last few years Solomon Islands hesmerienced a decline in childhood
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mortality and morbidity. This decline is to a larg&tent attributed to the focus on the

Integrated management of childhood illness (IMQiprmach (WHO 2007:395). However as

exemplified here, the full potential of this appzbamight not be obtained in certain areas on
the institutional level, due to the lack of perseinneeded to implement this approach. As
will be discussed later, this will also have consatces on the micro level.

Doctors and nurses are not the only categoriepensonnel needed within the
healthcare sector. Already during my first encoumnté¢h the nurses they explained to me
that they were expecting the arrival of a microsso@he microscopist’s prime objective is
to check blood samples for malaria parasites et ensure that patients sick with malaria

receive correct diagnosis and treatment.

Today there are only a few other patients waitswthe nurse takes his time with the sick boy.
The little boy is about 3 years old, has high fexeecough and light diahorrea. The boy breathes
with a wheezing sound on both sides of the lurtgs,i$ a sign of pneumonia. At the same time he
has high fever. The mother has administered paﬁ%dmice but the fever has not gone down. If
the boy had only pneumonia the fever should have gltown, however if it does not go down it is
a sign of malaria. The boy is displaying dual syonmps of both pneumonia and malaria. The nurse
explains that if the clinic had a microscopist tleeyld have checked if the boy had malaria in 10
minutes, but because the nurse’s suspicion remagsnfirmed he decides not to administer
malaria medicines. The nurse explains that firsiviletreat the boy for pneumonia and hopefully
he gets better. If his situation does not imprthen the likelihood of the child having malaria is
high and he will then be given medicines to curéan The reason he does not receive treatment
for malaria right away is out of fear of the boyt having malaria and then developing resistance

to the malaria medicines he was given.

There was money allocated in the budget for theiccin Kia to have a microscopist, but
none had been employed so far. The nurses expléwaedhe reason for this was that there
was no house for the microscopist. There is noihgualocation in the budget. The villages
in need of healthcare personnel are themselveomsidpe for providing housing for the
medical staff. There is a house designated fontlweoscopist close to the clinic, but it is an
old leaf house that is almost falling apart. Widsignation one of the nurses explained that
one microscopist had even come from Buala to Kida,vihen he saw the condition of the
house he returned to Buala. According to the nursesthe villagers, under the command of

the chief to build and maintain the houses of tbalthcare workers. However in a village as

3% panadol is a pharmaceutical paracetamatd-acetylaminophenplwhich is administered to reduce pain and
fever.
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big as Kia, processes involving community leadgrsimd co-operation were not always easy
to achieve and often took a long time, which irs ttése resulted in lesser quality healthcare
for the population residing in that area.

The lack of staff was not the only problem. Lackeguipment was another concern
both at the hospital in Buala and at the clinickiila. During my stay in Buala | met an
Australian medical student who had come to Buakphal for 5 weeks as part of her medical
training®. She compared her experiences in Buala to theittmmslin Australia and there was
a stark contrast. She explained to me that thepatgnt available in Buala was very limited
and one constantly had to improvise. She told meestbry of a man who had come in with
chest pains. They were scared that there was sometiiong with his heart and he needed
an ECG test®. The hospital has an ECG machine, but when thmeda use it the machine
did not have the paper needed in order to gen#rateesults. The man did not receive a test
and was treated based on what the staff believee the problem. The medical student said
there were many possible reasons for the lack pémpdt could simply have been one person
who forgot to order more paper, “However,” she séidwas not a one time occurrence”.
According to the medical student this was the noather than the exception. It could be due
to lack of funds for buying more paper, lack ofghents or on a larger scale, a lack of an
organized infrastructure which would ensure theadesupply of medical equipment to
hospitals, clinics and aid posts in rural area® iEBue of communication and logistics will be
further discussed later in this chapter.

In Kia the lack of funding was particularly evidentthe state of the village clinic (as
described in Chapter 1). Already in 1989 the Gowemnt conducted an infrastructure
Development review which showed that more that 86f%e health facilities were in poor
shape and needed renovations. The repairs havehieesily delayed due to lack of funding
to the provincial health grant (PHCRSI 2001). Bus tyear, according to the nurses, through
the help of RAMSI, money had come through to theiclof Kia. Renovations started and
were due to be finished by the end of July 200& Wirk done in the clinic has dramatically
improved the facilities. The maternity ward has rb@expanded to twice its size and now
includes both a sink and toilet inside. Both thdenend the female inpatient ward has been
upgraded. All the toilet facilities are now conrestto the clinic so the patients don’t have to

leave the clinic in order to reach the toilet, #mel injection, examination and radio room have

% This student had not arrived through any collatieneor by the help of the Solomon Islands govemmghe
had organized her stay herself through e-mail spoadence with the doctor at Buala Hospital.

3% ECG stands for Electrocardiogram and is usedimrising heart conditions by recording the eleatri
activity of the heart.
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been expanded. For both nurses and patients thewerpents are dramatic as there are now
more space, more privacy for the patients and rhgggenic conditions, especially in the
maternity ward.

The changes and challenges experienced by the @tirKia clearly demonstrate the
extent to which the field of biomedicine is inflimd by events occurring on the national

level such as economic and political policies.

Communication and logistics

The Solomon Island population are spread acrossat gumber of islands in the nation state,
and due to the nature of the distribution, delivgradequate healthcare to the people can be a
challenge. The improvement of access to and quaflitare and service is therefore important
in the improvement of Solomon Islands healthcates Ts not a recent discovery, already in
1923 Dr Cumpston stated that in order to improwehealth of the population of the Pacific,
the communication facilities between doctor andegpéthad to be improved both on land and
by sea (Cumpston 1923:1397). Although many impram@s) have been made since that
time, a large amount of the population in ruralaarstill do not have adequate access to
healthcare facilities. A study conducted by RAMS®I 2008 showed that 42% of the
population did not have a health centre withinrtikemmunity and were unable to reach one
within an hour (Peoples Survey 2008).

One day while | was helping out at the clinic, atineo came in with her little
daughter. Her case exemplifies the difficultiesgeople living far from the village of getting

to the clinic.

A woman came into the clinic with a 3 year old gifhe nurse asked what was wrong and the
woman explained that the girl had a bad cough. Whemurse asked how long she had been sick,
the woman said that the girl had been coughingpf@r 2 months. The nurse examines the little

girl and explains to the mother that she shoulceHarought her in earlier. She explained that they
wanted to come before, but they did not have a &€amith an outboard engine so they had to

paddle, but because of the strong wind over thieféas weeks it was very hard and difficult to

paddle. Luckily the wind had settled a bit today.

During the period of time mentioned by the moth&a had indeed experienced quite a bit of

wind, unfortunately blowing against the area whitie family lived making it very difficult
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for them to paddle the long way to the clinic. Tliembined with the fact that the mother had
a condition causing her to have sore and swollemtgo making the paddle even more
demanding, resulted in the mother waiting for 2 therbefore she came to the clinic. Luckily
the little girl recovered completely from her ilbg but this case nonetheless illustrates the

difficulties in access to healthcare in this area.

Lack of medicines

Poor infrastructure and difficulties with commurtioa in Kia can also create difficulties in
getting equipment and medicines to the clinic. Asvusly mentioned, the clinic in Kia is
located about eight hours away from the hospitdtafelling in a boat with an outboard
motor. It would take a day and a half to reachhbspital in Honiara if one was travelling by
ship. There is no telephone connection in Kia sorhbrses’ sole mode of communication
with other healthcare workers and healthcare fasliis by radio. The clinic has its own
radio, but during my stay in Kia the radio was l@okhe entire time. It was still possible to
use the radio but the sound quality was poor maikidificult to understand what the person
on the other end was saying, sometimes the sowaldygwas so bad that communication was
impossible. This severely restricted the nursesitalbo inform the larger hospitals about the
situation in Kia - both about patients and the syippmedicines and equipment. The clinic in
Kia is entirely dependent on the hospital in Bualed a pharmacy in Honiara for their
supplies of equipment and medicine. If communicat®impossible, it results in absence of
equipment and medicine at the clinic in Kia. Thexcédme evident to me almost as soon as |
arrived in Kia.

During one of my first conversations with the maurse at the clinic, he told me that
the clinic had been out of medicines for two weak®ady before my arrival, malaria
medicine in particular had been a problem to ob#aid they had had nothing with which to
treat malaria for the last 2 weeks. He explained they were waiting foMV Isabelld’ to
arrive with new supplies, but so far the ship hatbrought anything. The nurse believed that
there was a shortage of medicines in Honiara akanmdlthis could be the reason they did not
receive anything in Kia. A few days latbtV Isabellaarrived and both the nurses waited

anxiously at the dock, to their disappointment algs ship arrived without any medicines.

3"MV lIsabellais a small ship that travel between Honiara aatiésprovince transporting everything from
medical equipment, building materials, food, aldphmail and people.

101



The following week the situation became incredsingorse. The clinic ran out of
almost all medicines; everything apart from antiic® in injection form and panedol. The
main nurse was openly frustrated. He said that somae the problem was that the
pharmacies in Honiara were out of supplies, bud time it was the pharmacists in Honiara
who were responsible for sending medicines who wertedoing their jobs properly. He
explained that he had tried to call on the radid emmplain but nothing had happened.

3 weeks after my arrival and 5 weeks after theiclin Kia first ran out of medicines
they received a new shipment of medicines. Fonthises the period of not having medicines
had been difficult. AlImost every day for the lasivBeks they had to explain to patients that
they knew what was wrong, but because they hadediames they could not treat them. The
nurses expressed that they felt this was bothnstgiand demotivating. For almost two
months the clinic had a steady supply of medicites,in May they ran out of medicines
once again. This time they did not stay without mieés as long as the last time, the
shipment took a few weeks, but this exemplifiesdticulties employees in rural clinics are
faced with.

In order to deal with the long distances betweemoua settlements and the clinics,
the doctor, who is located at the hospital in Buslaupposed to do a tour of the island to all
the major villages 2 times a year. Such a tripdaleout 1 week and for that time the hospital
is without a doctor. These trips are difficult taganize and often do not happen as regularly
as planned. During my time in the village no suidit was executed, and from conversations
with staff at the clinic and people in the villagdiad been a long time since any doctor had
visited the Zabana area. In addition the nurseshatvarious clinics and aid-posts are
responsible for arranging trips to the areas ahagas surrounding their clinic. This initiative
is called ‘satellite clinic’. According to the nas, the satellite clinic is supposed to take place
about once a month and it was widely discusseleatlinic since the first day | got there, but
during all of the 5-6 months that | spent theralid not happen once. There are several
reasons for this. Firstly, petrol for the boat ipensive and at first they did not have the
money to go. Secondly, during most of my stay,dim@c did not have their boat. The boat
had been taken by another nurse who worked at tlaedfice secondary school about two
hours away from Kia, but instead of returning tloatbshe had taken the boat to Buala where
she stayed with her husband for a long periodneétiBy the time | left, the boat had still not
been returned. This limited the mobility of thendi staff considerably. The consequences
were that they were not able to perform a singlendoof satellite clinic during my stay.

However, the nurses where very good at performimigpén visits to sick people within the
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village. And several times they made repeatedsvisitsick people in order to check up on
them and give medicines. People in the outlying@mn the other hand, were left to their
own accord and were themselves responsible fomgetdb and from the clinic in case of
suspected or actual illness.

In this section | have explored the interrelatibesnveen infrastructure and the field of
biomedicine by showing how poor infrastructure onaéional and institutional level has an
adverse affect on biomedical healthcare on théuisinal level.

Being a patient

| have now explored some of the challenges therBatolslands healthcare system is facing
due to its political and economic circumstanced, Wwhat is it like being a patient of the
healthcare system discussed above? And how doctimyse to deal with the occurrence of
illness. Based on my experiences and interviewslwcted in Kia | will now explore how the
healthcare system is experienced and dealt withatnana people on the micro level.

The costs of healthcare

Healthcare in Solomon Islands is free. Accordingtie Solomon Islands Government a
patient seeking treatment at a healthcare faglibyided by the Solomon Islands government
should not need to pay for the treatment he orsbeives. In Kia going to the clinic is free,
however the clinic operates with a system of cbaotrons where patients are encouraged to
give a small sum of money when they visit the cli®On the wall they have a list named

"Contributions” where they list the various prides the various groups of people.

CONTRIBUTIONS:

Kia catchment area 1 shbd
Outside catchment area 5 shd
Loggingcamp, foreigners, Asians 20 shd

Others (SI) 5 shd
Admission fee 6 sbhd
Mothers/baby book 10 shd

The prices are not fixed and | saw them vary séven@s. The only times that | noticed that

a payment was expected by the nurses, was whenmbiy visited by labourers, especially
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Asian labourers, from logging camps, however thaswever problematic as they always
paid without being asked every time they visitesl ¢hnic.

| discussed the system of payment with the heasenand he explained that the clinic
is free and that they would not refuse anyone wbesdnot have money. The system of
contributions was there to give the clinic a littieé of income, for the benefit of the patients,
in order to do renovations needed in the clinic als® for items such petrol for the boat in
order to conduct satellite clinic trips. He expkdnthat contributions were not expected from
older people, who usually have no cash income, that young people who had the
opportunity to contribute a small amount were emaged to do so. | observed a few times
that people did not bring money but that they nabiteught goods such as fish and vegetables
for the nurses in the place of money. The headenesgplained that this was also an
acceptable form of payment and very much appretiayethe nurses who spend their whole
day at the clinic and therefore have no chanceowofggto the gardens or out to sea to get food
themselves.

To my knowledge the system of contributions did Inate any, whatsoever, negative
effect on the populations use of the clinic. Duringne of my conversations with my
informants did any of them mention the cost of ¢hieic as being a reason for not going or
delaying going to the clinic. The clinic is therefsge for people who live close enough to
walk or paddle to the clinic, for people living faer away however, the situation is somewhat
different. In interviews with people living in sketinents outside the clinic, they explained that
the actual visit to the clinic was technically fréait the economical hurdle in terms of trips to
the clinic was the cost and availability of petas well as time lost in travelling back and
forth to the clinic. Manderson (1998:1024) labdlese costs ‘indirect costs’ which include
transport, time lost in wages or the care of chkihdetc. | argue that these indirect costs, which
can be placed within the field of economy, haveimportant place in Zabana people’s
decision making process concerning how to deal aithiiness episode.

Availability of petrol was a constant problem inaKiThe availability of petrol in the
village depends on whether a few storeowners hastered shipments of petrol to sell to
people in the area. In 2008 the price of petrokroa the global market, and in Solomon
Islands the prices soared and increased by 46 & Jr;me 2007 to June 2008 (Central Bank
of Solomon Islands 2008). This meant that store ev&mo longer could pay for large
amounts of petrol, and as the price of transporfetrol to the village also increased
dramatically, Kia experienced long periods whereenof the shops in the village had any

petrol for sale. The people who had not bought nibem they needed while it was still
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available, just had to wait for the next shipmdiftis period severely limited Zabana people’s
mobility. When petrol was available and someon@djwoutside the village needed to go to
the clinic it came down to a question of money. \pis scarce in Kia and many families

scarcely have any cash income. Depending on whersitk person lives, a trip to the clinic

will easily amount to over 100 SBD, a very highcprito pay for almost any family. As the

price of petrol soared, | heard people mentionewesal occasions, that they would rather try
kastomand home treatment than going to the clinic bexdle petrol needed in order to go
there was so expensive.

This example demonstrates how events on the maeed such as rising global fuel
prices influence events on the micro level as faneple Zabana people preferring to use
kastommedicine because the transport costs requiredachréne clinic have become too
high. This picture may present an oversimplificafifor there are other factors which play an
important part in the decision making of ZabanapteoHowever, it does exemplify the

importance of including the macro level of politite@onomy in ones analysis.

The experience of a lack of healthcare personndlraadicines

Apart from the obvious cost of petrol, the journesglf, to and from the clinic, either by boat
or foot can be both straining and time consumingaddition the wait can be long once you
get there. Even people living relatively close he tlinic (about a 15 minute walk away),
expressed that they were reluctant to make theteffoa trip to the clinic. The clinic is
scheduled to be open from 8 in the morning to thenafternoon, but some days the nurses
are not there before 9, and there can alreadylbegaline. If one is unlucky one might have
to spend hours getting there and waiting to be &gea nurse. The day of a Zabana man or
woman is very often spent doing necessary work siscfishing or working in the gardens.
Fishing involves going out to sea and in many césesnen will stay out all day. Many of the
gardens of Zabana people are also located awaytfremillage, and a journey to the gardens
often require that they leave early in the morramgl arrive back in the afternoon. A trip to
the clinic will interfere with their work and modikely they will not have time to do
important work such as fishing or gardening thay.dehe time spent reaching the clinic
makes many of the Zabana people postpone a ttipetelinic until it is deemed absolutely
necessary.

The frequent lack of medicines and equipment in Kiso had an effect on the

patient’'s use of clinic. During a conversation witho women about malaria and their
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preferred treatment, they explained that if the gigms were not very strong they would just
use panedol at home as the clinic never seemedve any medicine and there was no
microscopist to check your blood to see if you hanadaria. However, if somebody told them
that the clinic did have medicines, then they migbtright away. They explained that this
would be the same even if they had symptoms thatentldem sure they had malaria. “We
won’t go unless we know they have medicines thdrédund that arriving at the clinic and
then possibly waiting in line before seeing theseujust to discover they can not give any
medicine seemed to have a very demotivating effecthe patients and made them more
reluctant to come back for treatment in the futiéhiteford (1990:223) found the same
results in the Dominican Republic where the primiagglthcare centre became underutilized
as patients lacked confidence that either the dactomedicines would be available.

It is early in the afternoon and | am visiting soaighe older ladies in the village who are having
a little “get together” on this particular day. Whare drinking tea and telling stories. | am s@tin
next to one of the ladies, a woman of about 70 wwee become a good friend during my stay.
She is complaining to me about “belle sore” whiglaigeneral term for belly ache. | ask her if she
has gone to the clini¢Klinik hemi farawe tomas, hemi bisi tomas ana iithemi no garem
meresin. Mi les foa go long klinik, iarhis is the informant statement used in the begmof this
chapter ; “The clinic is very far away, it is vaoysy and the clinic does not have any medicines,

so | don't feel like going to the clinic.”

This informant’s statement emphasizes my argunfettlack of medicine, staff and distance
to the clinic has a demotivating effect on patiense of the clinic facilities.

During the periods when the clinic was out of aotibs in pill form, for parts of the
time they still had antibiotics in injection forfVhen antibiotics are injected it is required
that the patient returns to the clinic every day3alays in order to complete the treatment.
For people living close to the clinic this was agenable option, but according to my
observations there was still many of the patiehtg did not come back for all of the 5
injections. An exception was mothers with sick dteh, who tended to come back to make
sure their children got well. For people living faway however, this was an almost
impossible solution.

It was during one of these periods that the youay tescribed previously in this
chapter arrived at the clinic, the continuationhid story exemplifies the situation at the

clinic.
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The little boy needs treatment with antibiotics foreumonia but for the™sweek in a row the
clinic has no medicines. The only antibiotics aalié at the clinic at this time are antibiotics in
injection form. The nurse explains that this isywdemanding for the parents. If the clinic had
antibiotics in pill form he would send the parehtsne with the treatments, but as long as they are
unavailable the parents must bring the child baayeday for the next 5 days. For families who

live far away from the clinic this can be very difflt.

This particular boy had a grandmother who was mgllto bring the boy to the clinic every
day in order for him to receive treatment. The ausas happy that this could be arranged
both because it would ensure that the boy recdireadment and would allow him to keep an
eye on the boy’s condition to make sure he gokebettd was not at the same time infected
with malaria. For other families this would not leaveen possible, and several times during
my stay in the village did | see individuals andrguds with children not returning the
following day for the next injection. This leads aisto the issue of patient compliance. We

will now look at the issue of patient compliancdurnther detail.

Patient compliance

In many cases when patients do not seek the heteaithcare personnel, or if they do not
follow the treatment subscribed to them, in bioroablsettings the behaviour is frequently
labelled “non-compliance”. This refers to a patienignorance, lack of motivation or
unwillingness to cooperate with the health cares@anel (Farmer 1999). What is usually
ignored when a patient is labelled non-complianthis surrounding circumstances affecting
the patient’s ability to cooperate. In Farmers @2&udy of Haiti it is argued that the patients
are not unwilling, but unable to take the presatibenounts of medicines because they are too
expensive. Six weeks of medications cost the sammma year’s income for an entire family.
The situation is somewhat different in Kia, but amty to Farmer (1999) | argue that patients
failure to follow the nurses demands in Kia is mofsthe time not due to unwillingness, but
rather circumstances which render the patient enabtooperate. In Kia medicines are free,
however getting to the clinic can be very costlgthbbecause of money spent on petrol, but
also because of time spent at the clinic which wantherwise have been spent providing
food for oneself and one’s familfthe political and economical circumstances in Salom
Islands resulting in lack of equipment, medicinesl gersonnel, further complicates the

situation by demotivating patients in seeking hadlphe clinic.
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In the question of non-compliance the matter ofiagtistic healthcare setting also
complicates the issue. Dressler (1980) puts forwlaedhypothesis that in a community with
multiple medical systems, the more a person is cittednto what he labels as an
“ethnomedical” belief system, the less likely tiparson is to be compliant with treatments
prescribed within the realm of biomedicine.

In Kia | found that a person’s commitment kastommedicine did not necessarily
make him/her more or less compliant with biomedicinowever the presence of the highly
valuedkastommedical system did seem to have an effect on #igtude towards and their
use of biomedicine. This played out as patientsrditl take the medication in the pattern
prescribed by the nurses but rather in a patterichwivas derived from thkastommedical
system. When takingastommedicine, the doses are administered more loageigh is not
believed to have a negative impact on the patiEiné concept of “resistance” to a type of
medicine is to my knowledge not present kastom medicine. Non compliance with
biomedical prescriptions was frequently a probleamKia as many patients did not take
antibiotics in the way prescribed by the nurseshéf pills did not work within a day or two
many patients would stop taking them although tbese had administered pills for 5 or
7days. On the other hand, if the pills did work iediately patients would also stop using
them as soon as they felt well, as they did nottseause of taking more medication when
they had already recovered. This coincides with dberse of many treatments k&stom
medicine described to me, in which the treatmenild/end as soon as the patient felt better.
The pills left over from previous treatments woaldo frequently be saved and used in cases

of future illness.

How political-economical factors affect the use dfastom medicine

In this section | will examine the influence of pickl and economical factors on the use of
kastommedicine. | will use the example of the tensioniquein Solomon Islands to argue
that in the face of political and economical faston the macro level and national level, the
Zabana peoples’ response to illness changes omtbe level and the use dfastom
medicine increases.

In the decade from 1989 to 1999 Bougainville ipiRaNew Guinea experienced a
period of guerrilla-warfare today referred to as Bougainville-crisis. During this period,

similarly to the to the tension period in Solomaslahds, the county’s infrastructure
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collapsed and services in all sectors were disdupiecause of the collapse of the
infrastructure people were forced to rely on loegources, including traditional medicine
(Mcfarlane and Alpers 2009). | have found no reseairom Solomon Islands which
discusses the implications of the tension on the eofkkastom medicine, however my
hypothesis is that during the tension in Solomdaniss, following the collapse of law and
order, the economy and the country’s logisticsalacaditions (thereby also the use of
traditional medicines) would have experienced ameiase. Whereas Grgnhaug (1978) used
the event of a drought in the Heart valley to shibevinterconnections of various fields and
regions, it is possible to use the event of theitenin Solomon Islands in order to show the
interrelations of the fields of economy, politiagfrastructure, biomedicine anklastom
medicine. Interviews with my informants confirmed mypothesis as they explained that in
the absence of equipment and medicine at the di@g had turned t&astommedicine.
During my stay in the village an event occurredakhinderlined Zabana people’s flexibility
and the way in which they turn to “traditional ways response to outside events which
interfere with their current way of life.

In 2008 the world was hit by what in the media weferred to as the “global rice
crisis”. The price of rice soared all over the wloand in Solomon Islands the price of rice
increased by 67% from December of 2007 to JuneO@82 Shortly after the rice crisis
affected Honiara it also reached Kia. Rice is todag of the main staples in Solomon Island
diet. In the village nearly every single meal sdrisaccompanied by rice. As the rice crisis
hit, rice became increasingly expensive in Kia aftdr only a few weeks there was no more
rice available. The high price, and lack of ricesvaafrequent topic of conversation in the
village. Some families in the village who had ascesmoney stocked up on rice as the crisis
hit, however for most families in the village thigas not an option. Almost immediately
Zabana people’s diets began to change. The useedt potato and cassava increased and
replaced the use of rice. Both cassava and es|yesiatet potato were important parts of the
diet before the rice crisis, but one of the moréceable changes was the increased use of
taro, both cultivated and wild taro. Before theer@isis hit | had only seen taro served once,
however during the rice crisis, taro became a fatjaddition to dinner. | was even served
what Zabana people referred to as swamp taro. duglyi | had heard several stories of this
taro and it is the subject of many jokes. The sw#mpis very hard and it must be boiled for
many hours before it is soft enough to eat . Anvedanan told me that eating swamp taro is

like chewing on a rock. Another woman said jokinghat there is no point of eating it
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because by the time you are finished chewing ohasttaken so long that you are hungrier
than when you started.

For some, especially children, the transition toaditional diet was slightly difficult
as they had grown up with rice as the main stadqlefor others it was not a problem, and for
some of the older members of the community it waenea welcomed change. However,
when discussing the transition to a more tradifiaiet with women in the community they
explained that they were looking forward to haviie again as the increased use of sweet
potato, cassava and taro meant longer and harddingadays for them, both in planting,
weeding, harvesting and cooking.

This example shows that what happens in the wanldaanacro level, does affect
Zabana people on a very basic level, however Zapapbale are flexible and adaptive, and
we can see this reflected in the use of mediciAsswe saw, the lack of medicines in Kia
encouraged the use of different techniques depgndm the available resources which
resulted in an increase of their use kafstommedicine, a phenomenon which was also
observed to occur in PNG during the crisis.

The example of increased use of traditional madgiduring the tension exemplifies
the fact that in times of limited availability ofidmedical drugs, equipment and personnel,
Zabana people’s use #lastommedicine increases. During interviews and conveEnss,
several of my informants stated that the lack ahiaroscopist and medicines at the clinic
affected their use okastommedicine. They explained that they would rathez kesstom
treatment in cases of illness instead of goinghal way to the clinic where it was unlikely
that they could receive any help. Furusawa (20Q6f86nd similar results in his study in
Roviana where the lack of presence of a nurse envillage increased the use kdistom

medicine.

The use of kastom medicine in biomedical settings

In Kia, the lack of medicines at the clinic did nmly affect the patients’ use &hstom
medicine, it also affected the nurses’ us&kadtommedicine. In periods when they did not
have medicines available, the nurses would fredpentggest or recommend the use of
kastommedicine to cure various ailments, however thdy saggested treatments they were
sure or fairly sure had a positive effect on thatipular condition. This process has also been
noted in Papua New Guinea where staff at medidapasts have begun to treat patients with

herbal or traditional medicines because of a sesieoetage of drugs (RNZI 2002)
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An example of the relation between infrastructwreailability of resources and the

nurse’s willingness to trigastommedicine occurred in Kia towards the end of midfigork.

On a Sunday morning a young girl of about 15 yearse into the clinic with strong stomach
pains. The young nurse examined her and palpatedttimach. After his examination he was
sure of the diagnosis, it was appendititiHe tried treating the girl with what he called
“hospital medicine”, but without result, the girk®ndition did not improve. He realized that the
girl needed to go to a hospital and have her apperdoved so he attempted to get hold of a
boat to transport the girl to the hospital in Budafortunately the boat belonging to the clinic
had been taken out by another member of staff aachtirse could not find any other boat in
order to transport the girl. He explained to me tie did not thinkkastommedicine could do
anything in this case. According to what he hadrled, appendicitis needed surgical treatment
in which the appendix is removed, but having noeotbption he walked through the village,
trying to find someone with kastomtreatment for appendicitis. He found a woman whd &a
plant treatment for this condition. She made theliniee and followed the nurse to the clinic
and gave the gitkastommedicine to drink. The following evening the dgiold the nurse that
she felt much better and the next day she had movgaatsoever and her previously swollen
abdomen was fine. The nurse explained to me thatdsevery surprised because according to
his education it was not possible to treat appétigligvith medicine, only with a surgical
procedure.

| will however mention that the situation in Kia mot representative for all of Solomon
Islands and | observed large differences betweemouws healthcare facilitiesBefore
travelling to Kia | spent some time in Buala, theyncial capital of Isabel located on the
opposite side of the island. | interviewed patiemigrses and the doctor at Buala Hospital.
During my stay in Buala | found that many biomedic&rained healthcare workers had an
ambivalent relationship to traditional medicine.ng&oreadily accepted the use of traditional
medicine whereas others entirely dismissed theotifgem. When | questioned the doctor at
Buala hospital about the use kadistommedicine, he explained to me that the us&astom
medicine in the hospital was illegal, and if thewymd anyone using it they would not accept
it. The doctor explained that the problem wksstommedicine is that no one is sure about the
effects or the potency. According to several empésy at hospitals and clinickastom
medicine was dangerous because it was not podsilialculate the correct dosage. At the

hospital in Buala they are afraid thastommedicines would have an effect on the medicine

3 According to biomedicine appendicitis is an inflaation of the appendix. The treatment for appetidits
appendectomy, a surgical removal of the inflameakagix.
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the patients were given at the hospital, putting thatient at risk. However while
interviewing some of the nurses in Buala Hospitalytexplained to me that although usually
they would not allow the use &hstommedicine in the hospital, in certain cases it ddug
used. The case mentioned was if a birth was véfigult and the baby would not come out or
if the woman suffered from severe blood loss, tlaegepted and in certain cases even
encouraged the help and medicines frkastom midwifes as they believed th&astom
medicines were effective in facilitating a quickrtbi and the arrest of heavy bleeding.
However, | did get the impression that this was swmtnething that was a product of an
agreement with the doctor and the hospital buteratlecisions made by the individual nurse
in charge of the birth. When | asked if they bediévthat this was also done at the National
Referral Hospital in Honiara none of the nursesebeld it was so. They explained that in
Honiara the doctors and the nurses were much ntdoe and that they would not allow
kastommedicine of any kind in the hospital.

Based on this information it is clear that thera isig difference between the various
hospitals and clinics attitude towarkastommedicine and it seems that the less resources
they have available, the more open they are tasiegeofkastommedicine. Buala is a much
larger healthcare centre than Kia and the avaitghif medicines there is much better.
Although the hospital in Buala are facing problemith lack of equipment and at times lack
of medicines, their supply and their range of treatt options is much larger than Kia. As my
fieldwork was almost entirely based on the islaridisabel | did not have a chance to
personally investigate the attitude towarkastom medicine in Honiara, but through
conversations with informants | received the impi@s that in Honiara, the use kfstom
medicine is even more frowned upon than in Bualaiiy an interview with a woman about
the use ofkastommedicine in clinics and hospitals she told me thaHoniara the nurses
would get very angry if they found that somebodyd lgiven kastommedicine to a patient.
She explained that the nurses would scream andayeéllin some cases they would even
throw the patient out of the hospital. The storys\Wwater confirmed by a nurse who previously

had worked in Honiara.

39 The effect feared by the hospital staff is desctibg Etkin (1999:177) who states that the intecachetween
certain plants and pharmaceuticals might have fiaterg or antagonistic effects. Potentiating refer the
enhancing effect of something on the activity adfrag, antagonists are substances that impede tioa af a
drug.
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Both the fact that the clinic in Kia was more operthe use okastommedicine than
both the provincial hospital in Buala and the NagilbReferral Hospital in Honiara coincide
with the statement made by the WHO (2009)

“In 1979, the Government (of Sl) officially recogeiz and accepted the use of traditional

medicine as a supplement to allopathic medicineiial communities wherthe availability

of allopathic drugs is limited. The policy states that traditional medical prazig not to be

institutionalized but, rather, is to remain largelythe hands of individual practitioners.”
(Emphasis added)

Both the hospital in Honiara and to a large exthet hospital in Buala have high
availability of what is here called allopathic dsffy Because of this the use k@istom
medicine is deemed as unnecessary. In Kia theadbi#ty of biomedical drugs is limited and
for long periods of time the clinic can be complgtgithout medicines. This makes the clinic
more dependent on other alternatives dmbtom medicine becomes important. The
government having allowed the use l@stommedicine as a supplement to biomedicine
further increases openness towards the ukastbmmedicine. The hospital in Honiara, being
the main national hospital, is much better equippeith with staff, equipment and medicines
than both the hospital in Buala and the clinic iia.KAnd they would rarely, if ever have no
other available options thdmstommedicine and are thereby free to deny the udastom

medicine at the Hospital in accordance with thedll@gislation.

Conclusion

Grgnhaug (1978) states that events in large seisf such as the national economy, affect
local level processes. This has been shown comgprhie decision making processes in
regards to healthcare in Kia, in which the incrdasse ofkastom medicines can be
understood as a response to global or nationahogaiz or political changes. In this chapter |
have sought to establish the relation between iffiereht fields following Singer’'s (1986),
different levels. It was possible to examine howrdgs on the macro level affect healthcare on
the micro level which | argue is essential in tmelerstanding of the healthcare of Zabana

“?'In this context allopathic drugs is the equivalefwhat | have referred to as biomedical drugs.
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people as it allows for a greater understandinthefchanging availability of their healthcare
options and how this affects their practises reladehealth.

Solomon Islands is a developing country which leag] still is experiencing great
economic challenges as well as political instapihtrecent years. Due to these circumstances
funds have been allocated in certain ways and dogpto some such as Friedlander (1987)
the funds have been allocated in a way which omgelfits the fortunate few while the
majority of the population living in rural areasvieabecome ignored. As a result of this, rural
areas such as Kia are experiencing a lack of peedpaquipment and medicines.

As | have shown in this chapter, the challenge®p&pced by clinics and hospitals in
rural areas affect the level of healthcare theyadnle to provide to people in their respective
areas. The experienced lack of personnel and nmedicin rural areas affects patients’
attitudes towards the use of the biomedical optawaslable to them. Furthermore, the lack of
equipment and medicine leads to an increased ugkasbtdmmedicine by both biomedical
staff and patients.

This chapter has placed the healthcare realityiafiiKthe context of its political and
economical surroundings and has exemplified thetadanature of Zabana people as they

adjust to changes in their lives introduced bydesbutside their control.
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Afterword

The main focus of this thesis has been to explbeshedical realities of life in a rural
Solomon Islands village; a reality which | havewsd is one of medical pluralism. How does
the medically pluralistic system of Kia play outdawhich factors affect it and Zabana
people’s use of the healthcare available to them® fhesis argues that in order to understand
the complex nature of Zabana people’s knowledge @adtice related to health and their
current healthcare system, a holistic approactedgiired, which incorporates the cultural,
historical and political-economical factors whictiluence life in Kia.

Before the arrival of whalers, traders and missi@sain Solomon Islands the local
population already had a complex understandingeafth, illness and the associated methods
for prevention and treatmen€astom,as a medical system, incorporates both the phyaral
the spiritual world as it seeks to explain, curd @revent illness. In the meeting between a
medical system which incorporates spiritual factorgs explanatory model, and biomedicine
which essentially is reductionist and excludesitg@al factors from its paradigm, the notion of
a dichotomy is common, often in the form of “traoital medicine” opposed to a “modern
medical system” (Crandon 1986). Baer et al (20@&)esthat within many societies whom
exhibit medical pluralism, the nature of pluralisemds to be plural rather than pluralistic, as
one medical system gains dominance over anothemmomly exemplified by biomedicine
dominance over other medical systems. Throughasithlesis | have argued that the situation
in Kia is essentially pluralistic, as the healtlecaystem is both flexible and dynamic where
bothkastommedicine and biomedicine have been incorporatedarsingle system.

In order to understand interactions between importeategories of medical
knowledge and practice in Kia, which | have destilaskastommedicine, biomedicine and
Christianity, |1 have chosen to focus on the histofyChristianity and biomedicine in the
region. Noting how Zabana people perceived and rparated both Christianity and

biomedicine into an existing body of knowledge aumelctice reveals the flexible and open
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nature of Zabana people’s world view and their pratic approach to life in general and
health and healthcare in particular.

Within the current medical and religious paradigvith which they have incorporated
both kastombeliefs and medicine with Christianity and bionu@ae, Zabana people are free
to choose whatever treatment available which tleeggive as best in a situation where illness
has occurred. The use and practis&astommedicine for the people in Kia, therefore, does
not represent a conflict with their Christian ideas. Thus, | have argued that a Zabana
approach to iliness is essentially pragmatic as tteice of treatment is dependent on the
utility of the treatment in a given situation.

In this locally grounded analysis of healthcareKia | have considered important
aspects of local understandings of health ands#inthe local approach to illness and the local
medical paradigm in general. However, in the exgilon of Zabana people’s approach to
iliness, certain statements underline the needaftineoretical approach which provides a
wider scope, such as; “The clinic is too far awayktrol is very expensive” and “we don’t
go to the clinic because it is always out of methst'.

Solomon Islands is recognized as one of the poamsitries in the world and with
the least developed economy in the Pacific (Econdkffiairs 2009). Within the last ten years
the country has experienced a 4 year long periagredion from which the entire country’s
political and economical system experienced neégal toollapse. In 2006 the country
experienced a new period of unrest resulting in mbsignation of the country’s prime
minister. This political unrest in the country hgimvely affected political and economical
attention to health. By applying Grgnhaug’s (1978)d theory, whereby “specific fields
should be studied in the context of their intetreles” (1978:104), | have found it possible to
find links which connect actions of people on tbeal level with political-economical factors
on both the national and on a further macro leSatder 1986). After examining the tension
in Solomon Islands | found that it was followed dygollapse of law and order, infrastructure
and economy. Biomedical healthcare options becasteicted nationwide and the provinces’
interaction with and supplies from the capital wimgted. In the absence of imported food,
equipment and medicines, Zabana people turnecdidtiobnal food production and tastom
medicine. By employing an anthropological approaainjch not only considers local
dimension of healthcare, but which also considetgigal-economic forces which influence
attitudes towards availability of healthcare opsipane gains a more complete understanding

of the rural healthcare system.
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Solomon Islands is today facing many challengeated| to health and healthcare.
With limited funds the country is forced to dealthwiboth the continuous high level of
infectious disease in addition to the quickly iragi&g group of non-communicable diseases
such as diabetes and heart disease (WHO 2006:84Qdhesis is a contribution to medical
anthropological research in the region, but | arina¢ more research of this kind is needed. In
order to conclude this thesis | will propose sonredtions for future research and pose some
guestions which | believe will become increasinghportant for the population of Solomon
Islands in the years to come.

Solomon Islands health policies are developed gereeral level and not adjusted to
local circumstances. In this respect the approahbitiwl have argued for throughout this
thesis, which seeks to take into consideration bl¢hlocal and the macro level, can be of
critical value. An example of an area of reseahgt t believe could benefit from the holistic
approach which | have advocated throughout thisishes sexually transmitted diseases
(STDs). Over the last 10 years Solomon Islands hexerienced an increase in the
prevalence of STDs (SINHSP 2006). The increasespe@ally significant in Honiara, but
remote rural villages such as Kia have also notitbedspread. Why are STDs spreading more
rapidly now than before? Who and what is contritogitio their spread?

The national Solomon Island’s government are nogphjeconcerned that the increase
in cases of STD’s is a indicator of an eminent epiat of HIV/AIDS similar to the one seen
in Papua New Guinea. In PNG the prevalence of ldIWaw rated at 1.8% and in city areas it
may be as high as 3.5%. (Bowtell 2007:3). Thisnsuawanted development as the human
suffering is great, and economically Solomon Istadd not have the funds to deal with a
similar epidemic. In many areas of the world, sdyuransmitted diseases represent a
sensitive cultural issue. Therefore a proper aimlykthe experience of sexually transmitted
diseases must necessarily transgress the physioatbries of the disease itself and include
the social and religious context in which it occuksholistic approach towards such ilinesses
therefore encourages an understanding that may inawense practical value in education
aimed at the prevention of such diseases.

On a similar, but somewhat different note, in réceolitical developments in
Solomon Islands, certain provinces of Solomon WI$amre working towards becoming
acknowledged as separate states. If Isabel Provimltmvs in the footsteps of Western
Province, who now seeks to achieve statehood aate’Sef the Western Solomons”
(Government of the state of Western Solomons 20@f) less contact and infrastructure

connecting Isabel to Honiara, what will happen tealth and biomedical healthcare?
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Economically Isabel will become entirely dependamiogging and mining activitieKastom
medicine today is already facing threats posednayeasing logging activities conducted
everywhere in Solomon Islands. Recently, it hasobec increasingly clear that mass
deforestation of certain areas of the world resultrge environmental changes, which can
have an effect on the variety and availability adrigsus types of medicinal plants.
Furthermore it will have an affect on diet of Sotmmislanders living of subsistence farming
which according to WHO (2004:331) include 79% o fhopulation. In the case of further
increased logging in Solomon Islands, how will thifect diet, health ankastommedicine,

and subsequently, rural healthcare?
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