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PREFACE

This book is about the way in which women from a rural 
community in Turkey cope with sickness^" in a setting 
that is new to them, a Stockholm suburb.

Having encountered the conditions experienced by 
these women and their families in the villages of cen
tral Anatolia, one tends to assume that the move to 
Sweden was nothing but a change for the better. Simi
larly, knowing the Swedish statistics, a look at the 
figures for child mortality and disease in the Turkish 
communities between Ankara and Konya may at first con
vince one that people from there who come under the aeģii 
of the Swedish health service feel pleased and grateful 
that the basic problem of health care has been solved.
In this book I shall show that the adjustment under
gone by the Turkish women and their children in Sweden 
does not necessarily follow a course which we might 
find logical. Despite its good international reputa
tion, advanced technology, insurance system and so on, 
the Swedish health care system is not always attuned 
to the health problems of the Turkish women. Health care



problems cannot be resolved by relying solely on scien
tific medical technology and Swedish policy in this 
field. This book exposes an incapacity in encounters 
with people who, in spite of having what we consider 
to be a negative environmental and socioeconomic foun
dation, already possess a more or less functional 
health care system. It also indicates ways in which 
aspects of the Swedish health care system have unfore
seen consequences for these people, as well as how 
they perceive and use the system in new, "unorthodox" 
ways.

The women who are the subject of this book undergo 
a form of adjustment which to some extent can be de
scribed with the aid of my interest in sickness as a 
cultural category. The women's actions in connection 
with sickness provide a guide to their perceptions 
and interpretations of the world around them. It is, 
moreover, on account of this world that they become 
"ill".

My interest in a comparative approach to sickness 
was aroused by questions from two Swedish pediatricians 
who encountered immigrant Turkish families in the mid- 
1 70s. Health care among these patients had seemed in
effective and difficult to manage. At a seminar at 
St. Goran's pediatric hospital, Stockholm, in the 
autumn of 1975 these doctors raised questions concer
ning the relation between this particular group of 
immigrants and Sweden's public health service. They 
presented a research programme, designed to arrive at 
an "understanding of the behaviour of patients from a 
different culture in the light of their cultural 
antecedents".



The research programme focused on the situation at 
the child health and district pediatric centre in Tensta, 
a Stockholm suburb with a large group of Turks from the 
district of Kulu in central Anatolia. The Turkish women 
and their children differed so much from Swedish pati
ents in their behaviour and symptoms that the medical 
personnel felt somewhat powerless.

The doctors found that a variety of medical prob
lems were unusually common. There was an over-represen
tation of intestinal infections, above all those with 
a specific bactériologie and parasitologic cause. Such 
infections frequently occurred when the immigrant retur
ned from a visit to Turkey. Chronic inflammation of the 
ear (otitis) was common, too. Many children, moreover, 
seemed to fall short of the Western standard for growth 
and weight gain. Although they did their best to tackle 
the medical problems, the doctors were unable to prac
tice the type of care which they considered effective.

This, briefly, was the situation that confronted
me when, in the late autumn of 1976, having reached an
agreement with the doctors, I started to consider the
questions that I might explore in my capacity as an
anthropologist. It transpired after a long period of
observation at the child health centre, participation
in the daily life of the Kulu women and attendance at

2numerous illness processes in and outside the Swedish 
health care system, that the encounter between Swedish 
health care and the Kulu women was far more complex 
than I could imagine.

Whereas the doctors" questions chiefly centred on 
the ineffective nature of their encounters with Kulu



patients, I was equally concerned with what happened 
before and after these encounters.. I wanted to follow 
illness processes from start to finish in order to 
assess how the encounter with Swedish health care affec
ted the Kulu women's experience and perception of ill
ness. Might not the encounter with Swedish health care 
influence the way in which illness processes arose and 
developed among these women and their children? Did 
these women's attitude to their earlier forms for 
health care undergo a change in Sweden and, if so, how 
did they adapt to Swedish health care?

As a specific aspect of my interest in illness 
processes, I wanted to explore the part played in 
these by the Swedish doctors. Perhaps it would also 
be possible to say something about the behaviour of 
the doctors as well, "in the light of their cultural 
antecedents".

My subject matter inevitably raises questions to 
do with development, migration, political and economic 
differences between Sweden and Turkey, with their atten
dant health-care ideologies, ecologie conditions and 
their influence on the human organism, and so on. Such 
large matters cannot be discussed in the present con
text but it is clear that a national ideology of health 
care, like the general health of the population, is 
bound up in many respects with ecologie, physical and 
economic conditions.

But there is more to it than this. Having migrated 
from a rural community in a developing society to an 
industrialized welfare society, many Kulu women feel 
that their health here is poorer than it was in Kulu.



Their health can hardly be determined solely by fac
tors, such as material conditions, which can not be con
trolled or avoided. Health is also susceptible to fac
tors in their culture.

Culture refers here to "what goes on inside peo
ple's heads", their shared ideas and conceptions, val
ues and standards, as well as the related actions. 
Actions confirm the internal reality, just as beha
viour and objects acquire significance as the embodi
ment of ideas. All this occurs at both a conscious and 
a subconscious level.

The Swedish doctors were worried that the behaviour 
pattern of the Kulu women, whom they considered to be 
ignorant of physical and biological relationships, 
might be bad for their children's health. Yet tenta
tive results from studies by the doctors (e.g. Mjönes 
forth coming) suggest that disease and mortality 
among Kulu children are no worse than the average for 
Swedish children. My account of how the Kulu women 
nevertheless largely rely on their culturally based 
ideas when dealing with illness and health care may 
therefore promote a new view of their competence and 
a reappraisal of the causes of ill health among them 
and their children.

The Kulu women go through a process in which their 
previous experience, e.g. of child mortality and sick
ness rates, serves as a basis for actions and explana
tions when symptoms and changes occur in Sweden. They 
do not, any more than other people, let a serious ill
ness pass unnoticed. Illness always elicits a response, 
made up of actions as well as questions about its



significance. The women from Kulu are in a situation 
that is new to them, and their actions accordingly 
reflect the way in which their perception of illness - 
in terms of responsibility for the illness and the 
efficiency with which it is treated - changes by de
grees. This means that one can observe and describe 
the process of change which these women undergo in the 
course of illness in Sweden (in this case during 
the period 1976-81, which is the book's ethnographic 
present).

The book opens with an account of a health care en
counter, which is followed up and analyzed later, be
tween a Kulu woman and a Swedish doctor. The first chap 
ter continues with a theoretical survey, based on medi
cal anthropology. This field consists at present of het 
erogeneous contributions - empirical as well as theo
retical - from anthropologists, sociologists, psycho
logists, physicians and psychiatrists. The survey con
centrates on aspects that seem relevant for my analysis

Chapter II describes the Kulu women's background in 
Turkey, relying chiefly on existing ethnographic mate
rial from that district supplemented with the yield 
from two visits to Kulu, in 19 77 and 1978. This account 
serves as an introduction to Chapter III, which deals 
with the Kulu women's ideas of illness and misfortune. 
Between them these two chapters outline the cultural 
background of the women who immigrated to Tensta.

The external environment in Tensta is entirely 
different. The women have their knowledge and percep-: 
tions to help them settle into the new environment with 
their own lifestyle. Chapter IV describes this new en-



vironment for the Kulu women in Sweden; their new homes, 
jobs, schools, social services and health service.

Chapter V takes up the health care encounter again
and analyzes it in the context of the Kulu women's
entire health care system in Sweden. With the aid of
additional case studies^; a picture is then given of
illness processes, which combine to form a kind of
medical ethnography, This in turn makes it possible
to reconstruct the women's health care system in its
entirety. The field work and two visits to Kulu are4described in Appendix I , while the means and goals of 
Swedish health care are summarized in Appendix II.

From the autumn of 1976 until the spring of 1978 
I did field work on a part-time basis. The intensive, 
full-time period that followed from 1978 to 1981 was 
arranged by incorporating the study in a larger pro
ject in social anthropology. This project, "Turks in 
a Swedish Suburb : The Encounter of an Immigrant Group 
with three Swedish Institutions", which was financed 
from 1978-81 by the Bank of Sweden Tercentenary Founda
tion and the Swedish Council for Research in the Huma
nities and Social Sciences, also comprised studies of 
the group's contacts with school and pre-school, under
taken by Judith Narrowe and Solveig Freudenthal respec
tively. The three studies which make up the project are 
autonomous works and are being presented separately. 
Since the other two deal with the Kulu families' en
counter with institutions for children and youth, they 
will include a description of the families with special 
reference to their younger members. My account accord
ingly concentrates on the women and their view of the 
situation^.



Notes - Preface

Sickness is used in this study as a comprehensive 
term, comprising illness as well as disease ; ill
ness refers to experiences expressed in a cultural 
form, disease to objective expressions whose form 
is necessarily scientific. These terms are discussed 
in more detail on pp. 17-20.
Illness process refers here to the history and course 
of the preceived illness, not - as may be natural in 
a medical context - to the pathological process.
The families from Kulu with whom I have been in 
touch do include a few Kurdish households, all with 
affinal relations with Turkish families. It is in 
order to avoid making the analysis still more com
plex that my case studies are confined to Turkish 
women.
Readers interested in methodological questions and 
desiring to equip themselves with quantitative data 
are advised to start with Appendix I.
It may be as well to point out that my view of Kulu 
men has been acquired in the course of my dealings 
with the women and their ways of talking about their 
fathers, brothers and husbands. Having deliberately 
chosen to get to know the women in particular, I 
lack the necessary insight for a description of 
the men's world.
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I. SICKNESS AND HEALTH CARE IN A CULTURAL CONTEXT

A CASE STUDY

A young mother and her two children are waiting their 
turn at the child health centre in Tensta, a Stockholm 
suburb. The woman is an emigrant from Turkey, more 
precisely from Kulu, a rural district in central Anatolia. 
Other women from the same district are also in the 
waiting room, and conversation is lively. Their, children 
are on the go, playing with toys provided by the centre: 
books, a train, cars, dolls, puzzles, bricks and balls.
The children of our young mother do not join in. The 
elder of them, a boy, stands with his back pressed 
against the mother's knee } the infant lies on her lap, 
wrapped in a blanket.

The woman has just entered the waiting room and 
greeted the Turkish-speaking contact assistant, who has 
previously phoned the woman and also called at her home 
a couple of times to get her to bring the infant for 
a check-up.

The nurse has started to weigh and measure some of 
the other children. She looks at them with a friendly



smile and tells their mothers again and again what fine, 
clever children they have. The young woman repeatedly 
wraps the blanket around the infant on her knee.

The mothers go in to the doctor in the innermost 
room one by one, accompanied by the contact assistant, 
who acts as interpreter. The nurse approaches the young 
woman and gestures that she wants to weigh the infant. 
The woman holds the baby more tightly and pushes the 
young boy forward instead. Her gestures are determined 
and addressed to the nurse as well as the child. The 
nurse tells the child in Swedish, in a gentle, friendly 
voice, that she is just going to weigh him to see how 
big and heavy he has grown. She smiles at him all the 
time and speaks without taking hold of him. The mother 
then stands up, grasps the boy"s arm and half-pushes, 
half-lifts him to the scales.

Once there the mother, holding the infant in one arm, 
manages to undress the boy with the other. When he 
finally stands there in his underpants, the nurse tells 
him what a fine boy he is and that now they are going to 
see how much he weighs. She indicates that he is to stand 
on the scales and places a hand on. his back. The boy is 
reluctant and steps back, whereupon the mother lifts him 
up by one arm and places him on the scales, where he 
than stands motionless while the nurse weighs him. Having 
recorded the weight, she takes a look at the boy, now 
clinging to his mother, and tells him how beautiful he 
is, "such lovely eyes you have and such lovely black 
hair". She continues to look at him and her gaze fastens 
on his pronounced bow-leggedness, while she tells the 
mother over and over again that he is such a fine boy.



She continues to address the boy in Swedish, saying that 
now he is to be measured. They go through the same pro
cedure, the boy refusing to stand against the wall by 
the measuring rod, whereupon the mother places him 
there without more ado. When he has been measured, the 
nurse turns her attention to the infant in the mother's 
arms. The mother then tightens the blanket and clearly 
indicates that she has no intention of handling over 
this child. The nurse tries to make herself understood 
but at that moment the interpreter enters to take the 
mother and her two children in to the doctor.

In the small, innermost room the doctor - a young
man in jeans and a T-shirt - gets up, comes towards the 
mother, shakes her hand and enquires, "How are things 
here". As the interpreter finds no cause to translate, 
the doctor gets no answer and makes a gesture towards 
the chair beside him, indicating that the mother is to 
sit down. He looks at her in a friendly way as he settles 
at his desk and picks up a plastic file with the child:- 
ren's medical records. While reading these he glances at 
the mother and explains with a little laugh that he "has 
to do some preparation". The interpreter, standing by the 
table and facing both the doctor and the mother with her 
children, does not interpret this either.

Laying the records aside, the doctor asks the mother,
"How are things with Ali?"

The mother keeps her eyes fixed on the female inter
preter and when the latter puts the doctor's question in 
Turkish, she replies "Good" in a questioning manner.

The questions continue: "How does he walk now, does 
he walk better?"
"Yes."



"Where is Ali in the daytime?"
"With me, at home."
"Does he play with other children at all?"
"He is at home with cousins."
"Isn't Ali in an outdoor group?" Here the interpreter 

simply repeats the doctor's Swedish term and the mother 
fails to understand. The term "outdoor group" does not 
exist in Turkish and the interpreter has to explain.
The mother makes a negative gesture by way of reply, 
nodding upwards and making a smacking sound with her 
tongue. The doctor, uncertain whether she has understood, 
rephrases his question: "Does Ali get out at all during 
the day?”

"Yes, he goes shopping with me"
"Has he an appetite?"
"He doesn't eat all that well. It would be good to 

get medicine so that he eats."
The doctor does not show that he heard this and 

proceeds to the next question : "Does he sleep well?"
"Yes. "
"How is Ali's speech developing?"
"He says a number of things."
"What can he say?"
"Mommy and Daddy, and other things."
The doctor now displays an interest in the boy, ex

tending a hand to beckon him nearer. The boy retires 
closer to his mother, who pushes him forward towards the 
doctor. The latter indicates that he does not want to 
force the child and instead shifts his chair until he is 
sitting very close to the other two. He handles the boy 
very cautiously, starting with his head, neck and ears.



He then listens to his chest, having used the inter
preter to explain what he is going to do, with an 
assurance that it is not dangerous and will not hurt. 
Meanwhile the mother sits stiffly erect as far from 
the doctor and her boy as she can get, which is not far 
since they are practically in her lap. The doctor shines 
a light into the boy^s ears and nose and examines his 
throat, using a spatula to hold down his tongue. He then 
takes a look at his back, legs and feet before finally 
lowering his pants to look at his genitals.

Having completed his examination the doctor says that 
he thinks the boy looks fine and does not have any prob
lems . Perhaps his leg posture ought to be examined some 
time at one of the hospitals in Stockholm and the doctor 
writes out a referral chit. He then asks the mother 
whether there is anything she wants for the boy and 
whether she has any questions. She replies that she wants 
medicine to get the boy to eat more to make him fat. The 
doctor answers that this is just a matter of giving the 
boy regular meals with a balanced diet; no sweets or 
snacks between meals, as they destroy his appetite for 
proper food. He also asks what the boy gets to eat and 
is told by the mother that he eats everything that the 
family eats. Next the doctor takes a pen and piece of 
paper, which he gives to the boy; the latter takes the 
pen, looks at it and turns it over but shows no sign of 
wanting to use it. The interpreter takes the pen and de
monstrates that it can draw a line. The boy goes on turn
ing and looking at the pen and for some minutes there is 
a silence while the others wait to see if he is going to 
draw something. Via the interpreter, the doctor asks



wether the boy is used to painting or drawing and 
receives a negative gesture from the mother. The doctor 
then makes a note in the record and transfers his 
interest to the infant in the mother's arms.

The mother now hesitates, looks anxious and tells 
the interpreter that she is here just for Ali's check
up. The interpreter replies that, having come to the 
centre, she must let the doctor take a look at both 
children. The mother then places the child in its 
blanket on an extension to the doctor's desk which 
serves for examinations. Having washed his hands, the 
doctor removes some layers of blanket and clothes to 
reveal a small boy lying motionless, neither asleep 
nor awake. The doctor cups his hand around the tiny 
head, examines the neck and ears and tests reflexes. 
Instead of addressing the mother, he now puts his 
questions to the interpreter and asks for how long 
the boy has been like this. The mother replies that 
he has always been that way.

"What does he get to eat?"
"I nurse him; he gets a bottle at times but spits 

i out."
"Why haven't you gone to a doctor before with this 

boy; he's not well?"
At that the mother goes up to the table and starts 

to dress the child, saying there is no point going to 
a hospital with this boy because doctors do not under
stand what the matter is. The doctor then asks the in
terpreter to explain that the child is in need of imme
diate care at a hospital. He sits down, writes out a 
remittal and says that the mother is to take it at



once to one of the major hospitals in Stockholm:
"The boy ought not to be so listless and uninterested".

The mother dresses both children and moves towards 
the door while the doctor explains how to get to the 
hospital and stresses that she must go today.

When the mother has left, the doctor says that he 
thinks the child has had diarrhea for a long time as 
well as loss of fluid, plus an upper respiratory in
fection that has developed complications. What he fears 
is meningitis.

What has taken place at the child health centre?
To elucidate this we have to accompany the young mother 
to her parents-in-law, with whom she is living, as well 
as on the journey she undertakes with her father-in- 
law to Kulu so that a folk healer can treat the child 
for the illness which she and her family know that it 
has.

The situation contains many questions and aspects 
that can serve as a starting point for my description 
and analysis.

What the woman's encounter with the Swedish doctor 
does not reveal is the process that preceded this single 
meeting and continued afterwards. Later in this 
book I shall describe and analyze the entire illness 
process in detail. Still it should be mentioned here 
that the little boy whom the mother tries to conceal 
from the staff at the centre is considered to have 
suffered from birth from an "evil force". The mother 
and the other women in the family have accounted for 
the infant's condition in various ways, using their



conceptions of illness, where a prominent causal fac
tor is the evil eye.

In the weeks before the visit to the health cen
tre the women had concluded that the boy had a child
ren's illness which can be treated and cured effective
ly only by certain healers in Kulu. The question of 
when the mother would be able to visit Kulu with the 
boy had already been discussed for some time before 
the nurse arranged an appointment for the elder son's 
check-up.̂  In other words, it was not on account of 
the younger boy that the mother had come to the Swedish 
doctor.

The encounter with the Swedish doctor has made the 
journey still more urgent, and the father-in-law now 
decides to go to Kulu with his daughter-in-law and 
grandson to obtain treatment from a specialist there. 
This specialist, one of the numerous healers who employ 
a mixture of technical and magical methods, is under
stood and trusted by the young mother and her family.

After this treatment, however, the boy still fails 
to improve, and the mother and her family continue to 
search for treatments that will, for one thing, oust 
the evil force that is generating the unceasing 
succession of new symptoms and illnesses and, for an
other, overcome the illnesses.

Although the mother considers that the Swedish 
doctor is unable to treat the particular children's 
disease for which she has a specialist in Kulu, their 
encounter has not been pointless. It transpires from 
subsequent meetings with doctors in Swedish health care 
that it is just these contacts between scientific



specialists and the Kulu woman, with her medical in
sights , that are of importance for the ongoing ill
ness process and the woman's interpretation of it. We 
have already touched on many questions and factors 
that form the point of departure for my analysis, and 
they can also serve as a background to the discussion 
that follows here of theories in medical anthropology

THE HEALTH CARE SYSTEM AND THE FIELD OF MEDICAL ANTHROPOLOGY

Research in medical anthropology has attracted growing
interest in recent decades, and much work has been 

2published. Physicians as well as anthropologists have 
been mapping medical systems and placing sickness and 
its treatment in a sociocultural context (Loudon 1976; 
Kleinman et al 1976; Leslie 1976; Landy 1977). Both 
groups rightly consider that research in medical anthro
pology calls for knowledge of both medicine and anthro
pology. This is particularly the case for applied re
search in the medical field, where anthropological re
search methods, theories and data can and should be 
used as a means of improving people's health in all 
communities.

Obviously, however, we are dealing in this context 
with complicated and often rather inaccessible inter
actions between biological and sociocultural factors.
It is thus important to clarify the relationship bet
ween medical and anthropological expertise here, 
especially with regard to areas of competence and the 
division of labour.



Health care system is a concept that has been de
scribed and defined by a number of medical anthropo
logists (Alland 1970; Freidson 1970; Dunn 1976; Field 
1976; Kunstadter 1976; Leslie 1976; Kleinman 1970).
Here I want to refer in particular to what Kleinman 
(1980:24-27) has to say. His opening passage on the 
health care system runs as follows:

"The single most important concept for cross-cul
tural studies of medicine is a radical apprecia
tion that in all societies health care activities 
are more or less interrelated. Therefore, they 
need to be studied in a holistic manner as socially 
organized responses to disease that constitute a 
special cultural system: the health care system."

More specifically, this implies that the health care
system

"... integrates the health-related components of 
society. These include patterns of belief about 
the causes of illness; norms governing choice and 
evaluation of treatment; socially-legitimated 
statuses, roles, power relationships, interaction 
settings and institutions" (ibid. 1980:24).

Two points need to be discussed here. One is that, 
as the second quotation indicates, Kleinman does not 
subscribe to the narrowest contemporary view of the 
cultural system as just a system of meanings and sym
bols. A system that comprises patterns of belief as 
well as power relationships incorporates both social 
and cultural dimensions; it constitutes a sociocultural 
system. The other point is the question of how a 
system so delimited relates to human biology.



The health care system is an analytical concept, 
rather than a folk concept used by the actors them
selves . As I understand it, it is necessarily anchored 
in a biomedical conception of what constitutes "health" 
and what are "health related components of society". 
Bodily states and processes, viewed in such terms, 
must, in other words, be taken into account in defining 
the system. They may be seen both in input terms, lead
ing to reactions of a social and cultural nature, and 
in output terms, as resulting from sociocultural ac
tions .

Matters tend to be complicated, however, by the 
fact that not everybody may totally share biomedical 
understandings of what is "health" and "health related". 
Because folk systems of beliefs and values may inter
pret and categorize such phenomena differently and, 
furthermore, because people act on the basis of their 
ideas, things which are culturally defined as linked 
to what the analyst regards as, in biomedical terms, 
"health related", also become a part (perhaps some
what indirectly) of the health care system. To put it 
differently, the delineation of that system is depen
dent on both biomedical and folk definitions, which 
need not match each other closely. With regard to folk 
definitions, there are obviously already a number of 
ethnographic studies of medicine as a symbolic system

3which form a foundation for an "ernie" point of view 
in medical anthropology (Evans-Pritchard 1937 ; Frake 
1961; Turner 1964 , 1967) .

The question remains how I, as an anthropologist 
without medical training, can handle the biological



components of the interaction whole: the body, with 
its internal processes and pathological reactions, in 
contrast to the thoughts and more or less conscious 
actions which form its sociocultural part. In dealing 
with this matter, I base my argument on Devons and 
Gluckman"s general discussion, in Closed Systems and Open 
Minds (1964; 158-216), on anthropological researchers" 
procedures for delimiting fields of competence within 
more complex realities.

It must be permissible, according to Devons and 
Gluckman, to make certain "naive" assumptions about 
complex relationships in fields bordering on anthro
pology , including those aspects of phenomena which are 
studied in other disciplines, if these aspects are not 
deemed to be relevant to the anthropological matter in 
hand. In other words, one screens off research that is 
not relevant to the particular task. Devons and Gluck
man even assert that it is an anthropologist"s duty to 
be "naive" in this sense as a means of obtaining a 
manageable field for research.

These authors also consider the extent to which an 
anthropologist can accept certain facts as given. An 
anthropologist can simply note, for instance, that the 
precipitation in a community is of a certain magnitude ; 
this is relevant for the crops, pasture and social life 
of that community, all of which is pertinent for the 
anthropologist, whereas the causes of the precipita
tions are of no consequence here. Devons and Gluckman 
refer to this way of taking certain things for granted 
as "incorporation". They point out that anthropology 
is interested primarily in how certain facts affect



social relationships, not why they happen to be that 
way or how they function.

These two procedures which Devons and Gluckman pro
pose have been employed here. Thus, human biology is 
taken for granted and treated in my research as a given 
reality, at the same time as I maintain a naive atti
tude to the interpretations of this reality that are 
proffered by physicians, healers and Kulu women. I am, 
for instance, not in a position to determine whether 
and how a particular treatment affects a child's bio
logy. The same naive approach must apply when a phy
sician gives an injection or a woman allows a child to 
undergo an incision - I cannot tell what is happening 
to the child. Instead I describe what the woman and 
the physician believe happens, accompanied by my inter
pretation of what happens in the light of observable 
events (the child runs about, lies motionless, cries, 
says that it hurts and so on).

In cases where, say, a Kulu woman treats eczema in 
the traditional way with herbs and amulets, while 
accepting ointment and antibiotics from a Swedish psy- 
sician, and the eczema disappears, I have no means of 
telling which treatment was beneficial. In other in
stances eczema may be cured when only one of these 
treatments is used. To these conceivable explanations 
must be added the body's own power of healing. It is 
therefore essential to maintain a naive attitude to 
the explanations for these events. The pertinent point 
is how the treatments affect expectations and ideas 
among those involved and their significance for sub
sequent actions.^

In this way, then, I analytically demarcate my field



of inquiry within the larger area of health-related 
phenomena, along the lines of Kleinman's notion of the 
health care system. As long as medical anthropologists 
are not professionally trained in medicine as well as 
anthropology, I assume that they must circumscribe 
their task in some such manner.

SECTORS OF CARE

We turn next to the various encounters which may occur 
between the Kulu woman and the various kinds of specia
lists who are included in her health care system. With
in the system, ways of thinking and acting may vary 
situationally. The home, the locale of a folk healer, 
or a large modern hospital are all settings of diffe
rent types, with different expectations and rules for 
treating sickness. Here we come back to the case with 
which we began, and consider the reactions of the 
young woman to her son's symptom.

Her interpretation of the boy's physical change 
caused her to choose at first to treat him at home. 
Later she opts for a healer in Kulu ; after that a 
Swedish physician as well. In each situation the 
woman, via diagnoses and treatments, obtains some form 
of explanation for and confirmation of the boy's con
dition. But before approaching a specialist she first 
tries to explain and confirm her son's symptom in the 
light of her system of ideas and her conception of the 
situation's gravity. The woman's way of dealing with 
and reasoning about sickness was presumably formed as



she grew up in Kulu. It was there that she internalized
the definitions of reality that were communicated in
the social relationships around her (cf Berger &5Luckman 1966 : 129-147) . As long as she lived in her 
native country, her health care system - like other 
phenomena of a cultural nature - operated in an un
reflecting , self-evident manner. Having moved to a 
different environment from that in which her concep
tion of reality had been formed, she consciously re
flected about her health care system as this was 
questioned in her new surroundings.

It is from this angle that we should approach the 
woman's use of Swedish health care. It is not the 
fact that she utilizes Swedish health care that is of 
principal interest but how she does so. Swedish health 
care is only a limited part of her total health care 
system. To explicate this we can subdivide the health 
care system into three sections, i.e. into what Klein- 
man (1980:49) calls the popular, folk and professional 
sectors.̂  For the present purpose I prefer to refer to 
these as the personal, the folk and the scientific 
sector.

The personal sector in this scheme comprises the 
individual, the family, relatives, friends and the 
informal network of non-specialists in general. This 
is where all illness is first perceived, expressed 
and interpreted. It is here that people find themselves 
when they experience the first intimations of a bodily 
change. They communicate this change in the first place 
to those closest to them and in consultation with them 
try to identify it, its likely cause and whether to 
treat it themselves or look for help elsewhere. In most



societies it is the personal sector which manages the
7major part of all health care.

When the young woman, supported by those around 
her, decides to resort to a healer in Kulu, she steps 
outside her health care system's personal sector and 
consults a specialist in the folk sector. This folk 
sector includes specialists in Kulu and its surround
ings , specialists who employ methods that are entirely 
magical, as well as incisions, cupping and other tech
niques. These specialists in the folk sector belong to 
the woman's Turkish sociocultural environment and have 
a large part of their conception of reality in common 
with her. That is to say, they share similar ideas but 
have different fields of competence in their joint 
culture.

The scientific sector, finally, contains specia
lists who are trained in and practice natural science. 
These physicians may belong to a large, bureaucratic 
organization for health care, or function as private 
practitioners. They may have access to scientific 
apparatus and medicines but this cannot always be 
taken for granted. For the Kulu woman the scientific 
sector, with its physicians and health care, exists in 
Turkey as well as in Sweden. Although these physicians 
subscribe to the same scientific explanations for 
bodily processes, their different environments may 
cause them to act very differently.

It should now be clear that the reactions of the 
young Kulu woman to the Swedish doctor are rooted in 
her particular health care system, where the symptoms 
presented by her son have already been assessed and



dealt with in the personal sector. She has already de
cided, moreover, to go to a specialist in the folk 
sector of her health care system.

Later we shall consider a number of illness pro
cesses via the women's choice of specialists and treat
ments. Each health care sector has its own way of in
fluencing the development of an illness process. The 
attitude of the women to illness and health care is 
a key factor in their adjustment to a new life.

SICKNESS, ILLNESS AND DISEASE

The ideas and actions inherent in a health care system 
are generated by signals from the body. Physical sen
sations - pain, nausea, giddiness, etc. - must be 
apprehended by the individual so that the fact of be
ing ill is communicated in a culturally prescribed 
manner. The message will be interpreted, however, 
according to other people's ideas and conceptions of 
the body and sickness. Everyone reacts on the basis 
of personal experience and acquired insights. The wo
man may have one set of ideas and conceptions about a 
particular form of sickness, while the folk healer has 
another set and the Swedish physician yet another.

When they apply for treatment, the Kulu women have 
first established in some way that they are ill. It 
is not certain that their opinion is shared by those 
around them or by the specialist whom they consult. A 
look at different aspects of sickness will help to 
clarify the reasons for this.

The Swedish word sjukdom is used both for changes,



discomfort, pain, nausea, etc. perceived by the indi
vidual and for disorders identified by physicians.
This word also covers the context of a person who is 
sick in a social perspective, i.e. a deviant social 
role. Everyday usage in other languages is often sir 
milar. In medical anthropology, however, the terms 
illness and disease have been used in an attempt to 
distinguish these aspects of sickness (Rubel 1964; 
Fabrega 1972; Fabrega & Manning 1974; Kleinman & 
Eisenberg 1978).

I adhere to these terms here as far as possible 
and use sickness as the general concept.^

Illness stands for whatever a person perceives as 
ill-health. It is these individual experiences of dis
comfort that have to be communicated in some way if 
the person in question is to be regarded by others as 
ill. Illness accordingly implies changes in a person's 
social function as a consequence of perceived physio
logical and/or psychological changes. As an anthropol
ogist I am concerned primarily with illness, as this 
is the aspect for which data are most accessible.

The direct observations which a Swedish physician 
can make in encounters with patients whose language 
and means of expression he understands are likewise 
manifestations of illness in the sense used here. Ill
ness comprises expressions for the subjective percep
tions (symptoms) which are not necessarily visible 
(pain) but are communicated, verbally or otherwise, in 
a culturally prescribed manner. In addition, however, 
the physician may discover things of which the patient 
is unaware (signs, e.g. such changes as fever, anemia,



elevated blood pressure, cellular changes and so on).
He can do this even without understanding the patient's 
language or means of expression. He does not even need 
the patient's active assistance. The symptoms are commu
nicated in a different way. In the case of infants, for 
instance, illness is communicated by non-verbal express
ions of discomfort.

The doctor in our case study saw that the baby boy 
was not well. He based his impression on the signs of 
ill-health which he considered the boy presented. There 
was no description of symptoms by the mother to help 
him. He suspected a particular pathological process 
(meningitis); confirmation would require technical aids 
such as laboratory tests, x-ray examinations, etc., and 
might enable him to arrive at a definite diagnosis of 
a disease. Disease stands for ill-health arising from 
an "objectively" observable phenomenon that can be 
classified, explained and treated in biomedical terms.

In order to claim that illness is occasioned by 
biological changes - that disease is present - one 
therefore needs objective evidence of what is going on 
in the body. It is only competent specialists in the 
scientific sector who can obtain such evidence, above 
all with technical aids. A physician also needs to 
communicate his assessment to the patient as well as 
to colleagues. He does this in the form of a diagnosis, 
i.e. the disorder is named and classified with the 
aid of biomedical disease categories. The diagnosis 
accordingly rests on a foundation of biological know
ledge but to arrive at it the physician usually has 
to rely on a wide spectrum of information. In the next



section diagnosis is considered as classification in 
each of the present systems of ideas.

DIAGNOSIS AS CLASSIFICATION

Referring to diagnosis as classification implies that 
sicknesses are placed in different categories in 
accordance with the composite experience, ideas and 
conceptions of the actors concerned. The ways in which 
people name, describe, interpret and classify sickness 
are also pertinent to the way they treat it.

People who experience symptoms want to be able to 
refer them to an intelligible, acceptable matrix that 
gives them a feeling of exercising at least some con
trol over the situation. Assigning a symptom to a 
familiar sickness term is tantamount to the first step 
in dealing with the sickness. Categorizing symptoms 
within the available classification system gives the 
person a label for the sickness and some form of treat
ment. This diagnosis also serves to confirm sickness, 
thereby legitimating a condition and its social conse
quences .

As diagnoses are founded on people"s socially con
structed perception of reality, they may vary between 
as well as within health care systems. Swedish physi
cians base their diagnoses predominantly on their scien
tific knowledge, acquired in a special sociocultural 
environment. The environment influences their inter
pretation of such knowledge and this interpretation 
consequently differs from that of doctors with the



same type of knowledge in other environments (Klein- 
man 1980:55) .

In arriving at a diagnosis a Swedish physician usu
ally goes through a process in which he classifies 
the patient's symptoms and signs with the aid of the 
latter's complaints and descriptions, observes the 
patient's behaviour and collects data from physical 
and psychological examinations and laboratory tests. 
Having named the disorder, the physician does not al
ways know its cause but may still have an idea about 
how to treat it.

The physician's disease categories may refer to 
particular symptoms or to causes of disease. It is 
nevertheless the pathological process that constitutes 
the diagnostic criterion in the scientific sector. 
Diseases are classified or grouped with a view to re
presenting related pathological processes.^ To arrive 
at the cause of the pathological process, he asks such 
questions as, "Who or what caused the disease?" and 
"With what or how was it done?" (cf. Click 1967:34-37). 
When an answer is forthcoming in conjunction with a 
pathological process (gastric ulcer, cardiac infarc
tion, lung cancer), he can localize the blame but this 
does not necessarily enable him to cure the disease.

Patients and colleagues have different expecta
tions. Patients expect a physician to tell them what 
is wrong, thereby confirming that they are ill, and 
to treat the illness, so that they recover. Colleagues 
expect a physician to do everything to ascertain whether 
a patient has a serious disease, using all the relevant



aids that are available. If the physician does not find 
the primary disorder behind the patient's symptoms, he 
cannot confirm that the patient is diseased. This makes 
it also hard for him to confirm the illness.

When a physician cannot establish a diagnosis that 
matches the patient's symptoms, i.e. the illness for 
which the patient has applied for help, one can say that 
illness is present without detectable disease. In other 
cases it is illness which prompts the physican to de
tect a disease, and then they are both present. But can 
disease be present without any manifestations of ill
ness?

Health check-ups are an accepted part of Swedish 
life. They are performed regularly at birth, during 
pre-school and school age, in connection with pregnancy, 
at "critical" ages for cancer, during old age and up 
to death. Such a check-up may uncover a disease even 
though the individual is not ill. It may, for instance, 
reveal a patch on a lung, a cytological change in the 
neck of the womb, unduly high or low blood pressure, 
etc. In such cases the physician bases a diagnosis, 
not on symptoms presented by the patient, but on signs 
of disease.

Let us now turn to the Kulu woman's diagnostic 
process and consider the similarities and differences 
in her way of looking for a name and an explanation 
for symptoms. Symptoms are categorized by Kulu women 
with the aid of the ill person's manifestations and 
their assessment of the situation's gravity. They 
neither need nor are in a postion to examine the body 
beneath its surface. Some symptoms derive their names



from folk categories, others from scientifc catego
ries. Irrespective of its name, however, the diagnosis 
at which the women arrive is invariably linked to the 
symptom's cause. The women look for this by asking, "Why 
just me, just now?", a question that reflects the idea 
that the cause of all misfortune, including illness, 
lies in external forces that attack and weaken the in
dividual's resistance. Having established the cause, 
steps can be taken to neutralize or eliminate it. This 
can be accompanied by treatment of the symptom. (The 
ideas about causes of misfortune and illness are con
sidered in more detail in Chapter III.)

This suggests that there is a substantial diffe
rence in how sickness is both diagnosed and treated by 
a Swedish physician and a Turkish woman. The former's 
diagnosis relies mainly on pathological processes and 
related questions about their causes, whereas the latter 
is chiefly concerned with the ultimate cause. The 
difference is partly a consequence of the distinction 
between illness and disease. I will problematize it 
here and return to it later in connection with descrip
tions of other cases.

When a Kulu woman feels healthy she is by defini
tion not ill. It is not until symptoms materialize 
that she looks for an explanation, a name, a way of 
getting well. If illness, i.e. some form of symptom, 
is the sole criterion for sickness, the woman can have 
a disease and still experience well-being. Illness and 
well-being are antithetic, whereas disease and well
being need not be incompatible (Terris 1975:1037). A 
further complication arises when an ill woman wants 
to have her symptoms confirmed by a Swedish physician,



who may look for disease without finding any. Thus 
the presence of disease does not presuppose illness 
and vice versa.

We now know that Kulu women do not include disease 
in their diagnoses. They start from a symptom, deter
mined socioculturally, and incorporate it in a system 
of ideas, constructed in part on a foundation of magic. 
Representatives for the folk sector in their health 
care system do much the same. The folk healers may, of 
course, form opinions and diagnoses which differ from 
the women's in their personal sector. The crucial diff
erence is with the scientific sector's representatives, 
whose diagnoses can take cognizance of disease as well 
as illness, assuming that they understand the latter.
If they do not, their diagnosis can be based solely on 
disease.

Turkish physicians in the Kulu women's scientific 
sector often have to base their diagnoses on illness 
alone, because many of them lack the aids for estab
lishing disease. In their interpretation of illness, 
however, they use knowledge about disease and a bio
medical classification system.

These observations indicate that it is physicians 
in the scientific sector who are specialists with a 
potential for treating both illness and disease. As 
we shall see, in reality it is not particularly common 
that they do so.

In the final section of this introductory chapter 
I shall consider the part played by specialists in the 
health care system of the Kulu women. These women 
turn to specialists in Turkey as well as Sweden. To



illustrate the complexity of the women's health care 
system in Sweden I have constructed a diagram. This 
also indicates the main focus for my analysis and can 
serve as a map for the rest of the book.(Figure 1.)
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 S c ie n tific  s e c to r

Figure 1. The Health Care System



The diagram presents a health care system and its 
three sectors : personal, folk and scientific. Various 
persons who play a role for the women are to be found 
in each sector. I have included only those whom I re
gard as the principal actors in connection with ill
ness processes among the women. Although I realize 
that relatives, friends, nurses, interpreters and 
others may be of importance, too, my focus is on the 
diagnostic and therapeutic activities of the specia
lists and their influence on the patient during an 
illness process. What concerns us is the ability of 
the specialists to decipher, explain, confirm and legi
timate the women's illness/disease. The competence of 
the specialists determines whether their diagnoses are 
predominantly either biological or sociocultural or a 
more balanced combination of the two. Breaking down the 
diagnoses into relative biological and sociocultural 
components will enable us to see which type of diag
noses and associated treatments the Kulu women under
stand and feel they benefit from, as well as how this 
in turn influences their illness processes and general 
adjustment.

As the diagram indicates, the Turkish patients 
exist in two sociocultural environments simultaneously, 
whereas Swedish patients have just one. The latter's 
environment may offer alternative forms of treatment but 
this is not relevant here. The Turkish patient has 
specialists in both environments, in the scientific 
sector in both but in the folk sector only in the 
Turkish environment. The personal sector is the en
vironment surrounding the patient before, as well as



after encounters with specialists. The various specia
lists will be described in the next section.

THE SPECIALISTS

The woman in our case study has already done things to 
influence her child's illness. When she started to 
feel that her own efforts were inadequate and the na
ture of the child's symptom changed and could be recog
nized as a serious illness, she chose to turn to some
one who is a specialist in this illness and is able to 
decipher it in accordance with her system of ideas. The 
specialist functions as an interpreter of the change 
in the child's body. He can adopt the role of a consul
tant or a technician, someone who intervenes. The re
lative weight of these two roles is detërmined by his 
diagnosis.

Whether the specialist bases the diagnosis on bio
logical or sociocultural conceptions, the role of con
sultant involves informing the patient what to do or 
not to do. The intelligibility and effectiveness of 
this role is dependent on the extent to which the spe
cialist is competent in the patient's culture. The 
role of technician involves intervening with a view 
to altering a situation that is unsatisfactory for the 
patient. Competence in the culture of the patient is 
less important here. As anthropologists are aware, 
however, even actions that are primarily technical may 
also have ritual, communicative aspects. For the patient 
they can be an indication of specialist skill. It



follows that even in an intercultural context, tech
nical actions may seem more effective than the specia
list's advise as a consultant. Although the Swedish 
physician does not subscribe to the causes of a parti
cular illness as perceived by a Kulu woman, giving her 
an injection may convey a clearer impression of his 
credibility as a specialist than telling her to avoid 
certain items in her diet.

The Swedish doctor in our case exhorts the young 
woman to take her son to a Swedish hospital. The specia
list she chooses to consult is instead a Turkish folk 
healer. His diagnosis is based in general on a system 
of ideas that he and the woman have in common. With 
this system as a starting point, moreover, their inter
pretations of the boy's illness are similar. Conse
quently their interaction is founded on mutai expecta
tions concerning behaviour, diagnosis and treatment.

The Turkish healer in the diagram stands for heal
ers who employ both technical and magical forms of 
treatment as well as those who rely on magic alone. 
Technical therapy here involves direct intervention 
on the body, while magical therapy consists of actions 
performed outside the body. For technical treatment 
(incisions, setting bones, cupping and so on) the pa
tient is invariably accompanied by one or several rela
tives , who discuss causes and the prognosis with the 
healer. The interaction is characterized by candour, 
shared concepts, and a sick role and specialist role 
that the parties accept and understand. Symptoms are 
communicated by the ill person in much the same way 
as in the personal sector of his or her health care



system. The symptoms are appraised against a shared 
view of reality, created in the Turkish environment 
that the healer has in common with the patient.

The interaction in magical treatment is not so 
explicit or verbal and it happens that the ill person 
does not speak for herself and may not even be present. 
A close relative may call on the magic healer and re
count the symptoms presented by the ill person, where
upon the healer performs, at a distance, the ritual 
that symbolically drives the evil influence away. It 
follows that magical treatment can be performed in 
Kulu on a person who is ill in Sweden. Written amulets 
from such consultations are dispatched with someone 
or posted from Kulu to Tensta.

Consultation of this type is used frequently for 
misfortunes, marital conflicts and the like, not just 
in connection with illness. One feature of them, with 
the affected person absent, is that specific causes 
are suspected. The magician frequently confirms in
terpretations initiated by the women in the personal 
sector.

As we shall see, there are several reasons for the 
survival and even the reinforcement of this form of 
health care among the women in Tensta. One reason, 
discussed earlier, has to do with the health care en
counter, in that expectations are largely based on a 
common frame of reference for diagnosis and treatment. 
Moreover, the healer role and the sick role are rooted 
in the same sociocultural environment.

The encounter with the Swedish doctor rests on 
entirely different premises. As we saw in the case



study, the encounter as such is fraught with conflict
ing expectations. The problems experienced by the Swe
dish doctor and the Turkish patient have to do with the 
lack of a common frame of reference for diagnosis and 
treatment, and misunderstandings about each other's 
roles. The Turkish woman's conception of the type of 
physician which the Swedish doctor represents has been 
constructed, not in the sociocultural environment in 
which their encounter takes place but in Turkey. Her 
conception of how a scientifically trained medical 
specialist should function is based on Turkish physi
cians there. Her manner of expressing and describing 
an illness to a Turkish physician, her illness be
haviour, is founded on what she can and is entitled 
to expect from this physician.

Expressions for illness can be communicated 
differently by the same woman in different situations, 
whether it is she or a child who is ill. If it is for 
herself that the woman is applying for help, it is im
portant to consider her sick role. "Sick role" is a 
central concept in all health care situations. In the 
personal sector of the woman's health care system her 
illness behaviour does not necessarily amount to a 
sick role, if the latter implies exemption from normal 
role expectations in and outside the household.
Various authors have defined and employed the concept 
of sick role (e.g. Parsons 1951, 1964 ; Sigerist 1960 ;
Freidson 1970 ; McKinley 1972; Uzzell 1974 ; Twaddle &

12Hessler 1977). As I see it, a sick role amounts to 
a modification of other roles in the repertoire that 
an individual acquires by occupying a particular place 
in the social structure. Consequently it varies with,



for instance, age, sex, position in the family and
occupational responsibility, besides being dependent
on the sacrifices - practical and financial - that
it requires of others. It is noteworthy that unlike
other roles of a deviant nature, the sick role tends
to be socially legitimate. To quote Young (1976:14):

"What distinguishes sickness from other kinds of 
deviant behavior are the special techniques by 
which society offers to exculpate the sick person, 
and the fact that social accountability for his 
behavior can always be transferred into some agency 
beyond the sick person's will."

A person who adopts a sick role knows that a normal 
life can be resumed when the sickness has been over
come. As we shall see, however, it is also possible 
to manipulate a sick role in connection with social 
changes, whereupon the role acquires a favourable con
notation .

Generalizing about sickness and the sick role in 
relation to society is a hazardous matter; having 
looked at other cases, we shall be able to modify 
Young's statement.

Besides serving to decipher and overcome the 
patient's illness, the specialist can legitimate a 
sick role so that society absolves the sick person 
from responsibility for other roles, The two functions 
are interconnected since the form of exemption is 
communicated and legitimated by the diagnosis and treat
ment (ibid 1976:15).

A particular illness behaviour does not necessarily 
mean that a Kulu woman is expected to seek help outside 
her personal sector. Her sick role may still be legiti
mated by those around her, absolving her from her duties.



But as we shall see, back in Kulu a woman needed to 
have very marked symptoms before a sick role would 
be accepted and legitimated.

The way in which a Kulu woman appraises a health 
care encounter with a specialist of the kind represen
ted by Turkish and, in our case, Swedish physicians is 
ultimately a consequence of economic and political con
ditions in Turkey. The private practitioners there whom 
Kulu women encounter do not in the first place have 
access to the advanced technical apparatus that would 
make it easy to confirm an internal pathological change. 
These practitioners also often compete for patients, 
with the result that they strive to live up to the 
latterus expectations.

It is chiefly alleviation of symptoms that patients 
expect Turkish physicians to achieve. The physicians 
prescribe medicine in the form of pills as well as in
jections. An injection is regarded by the patient as 
the most effective way of obtaining scientific medi
cine. From what he knows about the patient's sociocul
tural system, moreover, the physician is aware that she 
will stop taking a medicine when the symptoms subside.
It follows that an injection of antibiotics, for in
stance, may be preferable to prescribing an extended 
period of medication. The physician's attitude to the 
patient is authoritarian and commands respect; he wears 
a white coat, states what he considers to be the trouble, 
and does not convey an impression of uncertainty 
by asking questions that seem irrelevant. Women are 
not obliged to undress for an examination. The physi
cian makes an assessment without intricate examina
tions, and his role is primarily that of a technician



rather than a consultant.
These Turkish physicians live up to the expecta

tions of the patients by virtue of relatively good in
sight into the latter's sociocultural system in Kulu. 
Their diagnoses rely as much on their sociocultural 
competence as on their ability to assess biological 
changes with the aid of biomedical knowledge. Their 
knowledge of biological conditions is hampered by a 
lack of diagnostic instruments. But they prescribe and 
administer medicines, which is what patients expect of 
such a specialist.

Unlike their Turkish colleagues, the Swedish physi
cians have to be sparing with medicines until the re
sult of tests and examinations makes the diagnosis re
liable. For this purpose they have access to advanced 
technical apparatus. If the pathology is obscure, they 
usually refrain from administering strong drugs. The 
Kulu women want medicines that kill pain, promote sleep, 
revive their appetite and act as stimulants. All these 
kinds of medicine, as well as some type of antibiotic, 
may be included in a single prescription from a Turkish 
private practitioner.

Turkish and Swedish physicians differ in their role 
as doctors. In Sweden this role has been questioned and 
debated in recent years. The authoritarian aspect is 
less acceptable than it used to be. As a result, some 
young physicians have taken to under-communicating 
their authority with the aid of symbolic manifesta
tions such as dress, speech and behaviour.

In our case study from the child health centre, 
the Swedish doctor was wearing jeans and a T-shirt. He



patted the woman's shoulder and spoke to her as though 
they had a private relationship. In her eyes he came 
too close to her in order to examine the boy, and his 
behaviour in general was both inexplicable and unsuit
able. When he failed to prescribe a medicine to stimu
late her son's appetite, she concluded that he was no 
good as a physician.

In no respect did the meeting correspond to the 
culturally constructed expectations which the Kulu wo
man entertains about a health care encounter of this 
type. Neither was it her intention to consult the 
Swedish doctor about her baby boy and consequently she 
did not ask for the help that otherwise she would have 
requested, in the light of what she believed that he as 
a specialist could do for her.

When the women from Kulu turn to a Swedish physi
cian for the form of help they have been accustomed to 
getting from Turkish physicians, it is just these 
discrepancies that are of major importance both for the 
health care encounter and for the continuation of the 
illness process. In a changing sociocultural system, 
with influences from the Swedish sociocultural environ
ment, these women also turn to Swedish physicians for 
a different form of help. They need to have their sick 
role legitimated and this role is being affected by the 
change in their repertoire of roles since they migrated 
to Sweden. Having functioned exclusively as mother and 
wife, these women are now obliged to assume completely 
new roles, full of contradictions and difficult to 
accept. It is not uncommon for this change in the re
pertoire of roles to give rise to physical symptoms,



e.g. pain, and to generate, outside the home, a diffe
rent sick role in relation to society. I shall be 
discussing this in more detail in Chapter IV.

Before a Swedish physician can legitimate a sick 
role he has to establish what the trouble is. The wo
man must be able to communicate her complaint so that 
this is intelligible to him. This aspect occupies a 
large part of my analysis : the translation of symptoms 
and illness behaviour from one system of ideas to 
another in various health care situation.

Swedish patients are included in the diagram to 
illustrate the greater complexity of the health care 
system of women from Kulu. It will be seen that Swedish 
patients are constantly in their own sociocultural en
vironment, which they share with the Swedish doctor 
(although here, too, discrepancies occur between ill
ness and disease), whereas Turkish patients find them
selves in the Turkish environment as well as the Swe
dish.

The health care sectors of a Turkish patient, more
over, are distributed between these two environments. 
The women resort to specialists in the two environ
ments, depending on the symptoms. Their sociocultural 
system is made up of conceptions and actions derived 
from combinations of impressions from the two environ
ments. It is this system which influences the way in 
which the women deal with illness in Sweden.

When the women move between two communities that 
are as disparate environmentally and socioculturally 
as Kulu and Tensta, they have to confront many new 
questions. These include matters to do with the causes 
of illness and the effectiveness of treatment. The two



environments also give rise to different symptoms among 
them and their children. As a result, the functions of 
specialists are questioned or sometimes reinforced. In 
order to arrive at an understanding of the sociocultu
ral environments in which the women live in Kulu and 
Tensta respectively, these environments will be de
scribed in some detail in the next three chapters. The 
first deals with the environment where the women grew 
up, which is highly relevant for the formulation of 
their view of illness and health care.



Notes to Chapter I

This 4-year check-up is performed at child health 
centres, mainly by nurses and physicians, though 
psychologists and dentists also participate. It 
comprises a general health check-up, after which 
any aberration is followed up, a check of growth 
and development, dental care, development screening 
(which may involve asking the child to draw a per
son on a piece of paper), sight test, speech screen
ing, accident prophylaxis, child welfare, and parent- 
child interaction.
A good impression of the direction and extent of 
research in medical anthropology can be had by 
reading surveys and publications by Caudill (1953), 
Polgar (1962) , Scotch (1963) , Paul (1963), Lieban 
(1974), Foster and Andersson (1978) and Logan and 
Hunt (1978).
In an ernie approach the researcher starts from the 
actor's own categories. Ernie has been defined by 
Harris (1968:571) as follows:

"Emiс statements refer to logico-empirical sys
tems whose phenomenal distinctions or "things" 
are built up out of contrasts and discrimina
tions significant, meaningful, real, accurate, 
or in some other fashion regarded as appropriate 
by the actors themselves. An ernie statement can 
be falsified if it can be shown that it contradicts 
the cognitive calculus by which relevant actors 
judge that entities are similar or different, 
real, meaningful, significant, or in some other 
sense 1 appropriate or acceptable 1."

The problem of applying an ernie (as opposed to an 
etic) approach when describing medical systems has 
generated some discussion, comparable to that 
about ethnoscience in general (cf Landy 1977:58).
For one good example of an ethnomedical analysis 
see Fabrega & Silver (1973).



I should perhaps explain that I do not assume that 
any sickness can be cured by every specialist just 
because the patient believes in him. Appendicitis, 
for instance, will not be cured by the magician 
hanging an amulet on the diseased person? even if 
the latter believes this method to be effective, 
she is liable to die if the appendix bursts.
The phrase "the social construction of reality" 
indicates that what we mean by reality is built 
up via social interaction. Social reality is inter
nalized by the individual as a system of symbolic 
meanings and norms that guide his behaviour, his 
conception of the word and his communication with 
others. It is in communication with other people 
that our internal picture of reality is externa
lized and confirmed.
The three sectors are seen here as separate cul
tures, each of which forms and influences the per
ception of sickness and health care. Kleinman 
(1980:53) writes that, "there are different inter
pretations of clinical reality reflecting diffe
rent systems of meanings, norms, and power. In this 
sense, each of the health care system's sectors 
can be supposed a separate 'culture'." These terms 
have been discussed and elaborated by Press 
(1980:45-58).
There are many indications that not even in Western 
countries does the scientific sector handle the 
greater part of health care. The personal sector 
predominates here, too (cf White et al 1961? Zola 
1973? Kleinman 1975a).
Note that sickness refers here to the somatic side 
of health care that the Kulu women encounter in 
Sweden.
Examples of symptom oriented diagnosis by a Swedish 
physician are giddiness and headache? diagnoses 
which indicate the pathological process are cancer 
of the breast and cardiac infarction, while cause 
oriented diagnoses are tuberculosis and parasitic 
infection.



It need hardly be said that magical methods may 
be technical and vice versa. The terms are used 
according to the way in which the Kulu women apply 
to these healers and how the women perceive the 
treatment that is the healer's speciality. Methods 
involving intervention by the healer, e.g. incisions 
and cupping, constitute attempts to remove and 
treat the manifestion of the illness, i.e. the 
symptom. These methods can also constitute'treat
ments that have been evolved for a particular ill
ness ( кигЪадаогк and ватгЪгк, see Chapter V and VI) . 
The methods that I call magical mostly have to do 
with the cause of illness and are usually applied 
concurrently with the technical methods.
It is unsatisfactory to write about physicians and 
doctors in general. I use these terms to refer to 
the male practitioners of pediatrics, general medi
cine , i.e. health centres and hospital clinics, in 
Stockholm. Selecting physicians to obtain a repre
sentative sample would not have been feasible. The 
fact remains that the Kulu women in Tensta who 
apply for health care there and in other parts of 
Stockholm find themselves in the health care sett
ings that I will be describing.
Talcott Parsons, whose ardent advocacy of the sick 
role concept has stimulated the sociological ana
lysis of sickness, sees sickness as a form of de
viation that generates problems for the individual 
and society. A person who assumes a sick role en
joys certain privileges and is absolved from com
plying with certain demands, which is not the case 
for persons with other types of deviation. Accord
ing to Parsons, the sick role contains four insti
tutionalized expectations. One is that the sick 
person is permitted to refrain from normal social 
activities and in certain circumstances is expected 
to abandon certain occupations. Another is that 
the sick person is considered incapable of "pull
ing himself together" and "getting well" by his 
own willpower or decision. A third is that the sick 
person is expected to regard his condition as un
desirable and not exploit any benefits from being



sick. Finally, the sick person is required to apply 
for competent technical help and to co-operate in 
order to get well. Thus the sick role consists of 
.two rights and two obligations ; as the rights are 
dependent on compliance with the obligations, they 
constitute and entity (Twaddle & Hessler 1977:116- 
119) .

Parsons" definition of sick role has been cri
ticized from different angles, starting from its 
limitations concerning different types of sick
nesses , different types of society, different types 
of healers, etc. Those who have discussed this de
finition in a critical but constructive way include 
Freidson (1970), McKinley (1972) and Twaddle & 
Hessler (1977).



II. LIFE AND ILLNESS IN KULU

KULU

The woman in the first ease study comes, as mentioned, 
from Kulu, a district in central Anatolia about 100 
kilometres both from Ankara, the capital of Turkey, to 
the north and from the city of Konya to the south, and 
40 kilometres west of Tuz Gölii, a large salt lake (cf. 
Map 1). Kulu, which resembles many other districts in 
this part of Anatolia, includes the town of Kulu, with 
some 10,000 inhabitants, and 29 villages with 500-1,500 
inhabitants each. The district has a total population 
of around 45,000.^ The principal industrial enterprises 
are a couple of salt factories and two smaller plants 
for the production of dry fodder. Farming is the most 
common livelihood, with wheat and corn as the main 
crops, along with market gardening and sheep breeding.

Approaching from Ankara in the heat of summer, one's 
first sight of Kulu is a shimmering mirage bisected by



the road to Konya. The flat countryside seems to be 
coloured with a single hue, a beige brown that pervades 
buildings, roads and fields. As one draws closer, other 
colours stand out on houses, the mosque on the main 
road and the bushes and trees along one's route. This 
gives way to a fuller colour scale in the town itself, 
with the market, the clothes worn by women and children, 
and the gardens with their fruit, flowers and vegetables.

The traveller from the north finds the heart of the 
town to the left of the main road, with mosques, a mar
ketplace and a commercial centre consisting of banks, 
post office, and craftsmen's shops. This is the oldest 
part of the town, and one can see that it started to 
grow quite recently. The road to Konya is lined on both 
sides with the larger, more colourful houses that mi
grant workers in Germany and Sweden have erected. Older 
farms and houses that used to lie on the periphery have 
now been incorporated with the new buildings.

In this mixture of old and new, the houses built 
by migrant workers are often of concrete, with a base
ment, a balcony and a tiled roof. The older houses and 
those which people who live on in Kulu continue to 
build are made of sun-dried sand-bricks and coated with 
a slurry of the same material; in the past they al
ways had a roof of straw but nowadays some of them are 
tiled, too. These houses have no basement.

The most common type of home is a closed unit con
sisting of several buildings. In each unit there is a 
dwelling house with rooms for the day and night. Matt
resses are stacked in one corner and unrolled at night. 
Most dwellings have one room for the women's
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activities and another where the men congregate. The 
kitchen and store are often housed in a separate build
ing adjoining the dwelling? this is where food is kept 
and the week's baking is done. There is also a build
ing for the animals, usually one or several cows, sheep, 
turkeys and perhaps a horse. Part of the enclosure is 
walled off as a garden, for vegetables, fruit and vines. 
The privy is often adjacent to the garden, sometimes 
in a small hut. In houses on the outskirts of the town 
and in the surrounding villages the privy is a hole in 
the ground, covered with a plank.

Large tracts of arable land encircle the town and 
merge with the flat, barren countryside beyond. In the 
distance, dust clouds moving slowly in different direc
tions indicate where large herds of sheep are grazing. 
There is a definite sensation of being on a high plateau? 
the horizon is somehow lower down and beyond it lies an 
infinite haze. The altitude is around 800 meters above 
sea level and one feels this in the summer when the hot, 
motionless air is stirred by the daily breeze. The win
ter can be very cold, with deep snow.

Turkish tribes moved into this part of central Ana
tolia from the east some time between the 8th and 10th 
centuries. Since then there have been many upheavals in 
the history of Turkey. In the present century the most 
important factor for Turkey's relations with the West 
has been the reforms of Kemal Atatürk and the revolu
tionary process they initiated. Among other things, 
Atatürk banned 'perversions' of the art of healing 
(Öztürk 1964). This referred chiefly to the work of 
magicians but it also affected other folk healers with 
no formal training.̂



Large parts of the population are still untouched 
by these efforts to secularize and westernize the 
country. The rural population of Anatolia is still to a 
large extent illiterate. These people have retained 
the religious conception and cultural principles which 
prevailed prior to "Kemalism" (Öztürk 1964:344).

Partly as a consequence of various political devel
opments , farmers and others have become worse off (Shaw 
& Shaw 1975:375-389), This in turn has contributed to 
a new migration as many Turks move westwards into Europe 
in their quest for work.

DEMOGRAPHY AND MIGRATION

It was in the '50s that migration began to leave its 
mark in Anatolia. People moved from rural to urban 
areas, above all to the five largest cities : Ankara, 
Istanbul, Izmir, Adana and Bursa, where jobs were 
available at that time in industry and service occupa
tions. During the 16 0s this migration to the cities 
amounted to around 200,000 persons annually (Yerasimos 
1977:1531). As Table I indicates, this development has 
continued. At present not more than half of Turkey's 
population lives in rural districts.



Census 
of :

Total population 
(1000s)

Rural population 
(per cent)

1935 15,158 76.5
1945 18,790 74.6
1955 24,065 70.8
1965 31,391 65.6
1975 40,347 58.2

Most migrants to Ankara and Istanbul settle
gecekondus that sprawl round these cities.  ̂Work
ever> has become harder to find (ibid: 1583).

Unemployment and overpopulation caused many people 
to migrate once more. They turned to Europe in the '60s, 
when many countries there were also looking for indus
trial workers. By 197 0 there were already 700,000 Turk
ish workers in Europe, 600 ,000 of them in Germany (ibid: 
1621) .

At the same time it became more common for the rural 
population to migrate directly to cities in Europe. We 
do not know just how many people have emigrated from 
Turkey. The available figures refer to emigration under 
the auspices of the state employment service. It seems 
that about as many have emigrated with informal assi
stance, which suggests that by the beginning of the '80s 
there were more than one million Turks in Western Europe 
(Alpay 1980:67-69).

Table II illustrates the tendency for emigration 
from Turkish cities to give way to direct emigration 
from rural areas. These statistics include some of the 
people from Kulu who moved straight to Sweden in the



mid-'60s. Emigrants from this district have generally 
moved straight to metropolitan suburbs in Sweden. Some 
settled for a time in Germany before moving on to Swe
den. The main flow has taken the form of chain emigra
tion: families that have established themselves in Swe
den help relatives and friends to follow suit.

Table II. Worker emigration to Europe broken down by 
the area of Turkey from which the individuals emigra
ted (per cent)
Area 1962 1963 1967 1968 1969
a. Istanbul 52.9 40.6 20.6 11.4 5.4
b. Ankara 5.7 6.1 3.3 4.8
c. Izmir 4.3 5.5 4.0 4.6
Total for a, b and с 51.1 32.2 18.7 14.8
Other areas 48.9 67.8 81. 3 85.2
Source: Yerasimos (1977:1623)

THE WOMEN OF RURAL ANATOLIA

What sort of life did the Kulu women who moved to Euro
pe leave behind them? The tradition that influenced the 
first generation of immigrant women from Kulu is being 
transformed in many ways and part of the reason lies in 
the scale of the emigration. This affects the women left 
behind by emigrant husbands, as well as those who accom
pany their spouse (Abadan-Unat 1976 ; Engelbreksson 1978).

The traditional way of life, common to Anatolian per
sons, has been described in ethnographic reports since



before the mid-'60s. Accounts of ecological, economic
and social conditions are to be found in monographs on

4villages and small towns.
Although it is difficult to generalize from these 

ethnographic presentations, before discussing the Kulu 
women's health care system in Sweden I shall try to out
line the rules for social life with which these women 

5grew up.
In large parts of central Anatolia the peasants have 

long been accustomed to a subsistence economy or a 
combination of this and a money economy. Women account 
for a large share of production, and their burden is 
heavy. They work in the fields, with certain regional 
variations, participate in harvests, carry home water 
and firewood, prepare fuel from cow dung, water and 
care for the animals, cook, sew and manage the home and 
children. A woman's work in this type of economy is un
paid and is regarded as a way of life rather than an 
occupation. When asked whether they worked, peasant wo
men in such an economy invariably answered "no" 
(Kagitçiba^i 1980:4).

Self-sufficient peasant families are not so common 
any more in the Kulu district, either where the tradi
tional pattern has been altered by modern technology or 
where production is part of the national economy. Farm 
mechanization and national markets for crops have made 
survival difficult for small family farms in large parts 
of the Anatolian plateau. Several of the families that 
have moved to Sweden belonged to such small farms whose 
land was sold to large agricultural enterprises.

With mechanized farming, female labour in the field



becomes redundant. The consumption economy that results
from large-scale operations involves ready-made articles
in the form of bread and other food, clothing, fuel
and so on. This can be seen as an advantage for women
in that it relieves them of heavy burdens. At the same
time, however, it may upset the balance between women
and men and their respective contributions to produc- 

6tion.
The peasant women's burden is still heavy but the 

whole day can now be spent inside the home. It is here 
that rules of life, largely based on the Islamic code, 
are inculcated (Engelbrektsson 1978:138). This is where 
a child, a girl and a young woman learn their future 
rights and obligations.

The classical form of household in Turkey - a joint 
extended family - goes through well-defined stages 
(Stirling 1965:36-40). Such a unit is patrilinear and 
patrilocal. It grows by generating children who, as 
they grow up, can work for the household and contribute 
to its resources (ibid: 93-97). When daughters marry 
they leave the parental home and go to live with their 
husband's family, since sons are expected to start their 
married life in their parents home. Daughters thus 
leave, daughters-in-law take their place, and grandchild
ren are born. The household splits up when the grand
parents die, if not before (Stirling 1965:40; Benedict 
1976:226-227).

Many of the Kulu women grew лр in household units 
of this type and several still belong to one. A girl 
learns at an early age that she must abide by certain 
household rules connected with the family honour. Human



contacts that might expose her to shame are to be avoided, 
but she cannot be expected to manage this without 
support from male authority. Those whom she is to avoid 
above all are men.outside the household. A woman knows 
that the men in her family are responsible for ensuring 
that she conducts herself in such a way that she will 
be able to marry and display respect for her own family 
in her new one. Her virginity and the honour of the 
family are investments in her future marriage (cf Pitt- 
Rivers 1961; Campbell 1964 ; Peristiany 1965 ; Davis 
1977),

The family aims to marry off its daughters to hon
ourable men and families. At 14-17 years of age a daugh
ter exchanges her family for an environment - often

7strange, sometimes hostile - where as а деЪгп she is 
exploited for the heaviest household tasks.

A деЪгп belongs to the female collective in the new 
family. She has learnt that the men and the older women 
in the family are to be respected. There can be no ques
tioning the ideological foundation for this respect or 
the social order to which it gives rise (EngeIbrektsson 
1978:131-168).

It is the men who decide all questions to do with 
matters outside the household, e.g. whether the women 
may visit a household in another village or consult a 
healer or physician. The family's joint economy is also 
controlled by the men.

The sexes are separated not only during the day, 
when the men leave the household, but also in the eve
ning when they have returned. Women and children often 
eat and spend the evening in each other's company, as 
do the men. The younger women serve the food and mind



the children ; they seldom sit at the table.
A young woman also has to learn the tasks involved 

in running a household. Her models and judges are the 
other women around her. She learns to handle family 
disputes and to deal with illness and accidents. Many 
of these women become highly skilful in traditional 
healing, magic and soothsaying (Fallers, 1976 : 235 ; 
Ta^kiran 1976:22).

The woman's world - the time she spends without her 
husband in the company of other women - has a particu
lar social structure, a system of obligations and rights 
based on age, number of children (sons in particular), 
skills and efficiency, relationship to the men of the 
family and conduct in terms of honour and shame. Women 
participate in social activities, ceremonies and rituals 
that are set apart from the male world. This means that 
women may have considerable freedom of action in a house
hold of this type (cf Fallers 1976:255). One can say 
that the limits are imposed by the men but that the 
room for maneuver within these limits may be very great.

The way in which illness is to be perceived and ex
pressed is something that women learn from an early 
age, in close touch with other women and subject to the 
limits set by the men. They acquire, consciously and 
subconsciously, the expressions that induce a reaction 
from those around them and help to relieve their discom
fort. Children mind their younger siblings, carrying, 
feeding, comforting and tending the smallest. Above about 
5 years of age a child's reactions to the symptoms of 
younger siblings may also help to form the sick-role 
pattern (for a discussion on the cultural response to



symptoms see : Zporowski (1952); Zola (1966) ; Wolff & 
Langley (1968); Caudill (1976).

Young women are not supposed to display pain or 
symptoms of illness to men, including their own brothers 
and father. A sexually mature woman should not disclose 
problems that have to do with her sex. Birth pains are 
not to be revealed to a man ; if an older man is present, 
young women giving birth for the first time may endure
labour for a considerable period without displaying any

, , . . . 8  sign of being in pain.
Older women and those with several births behind 

them learn to control pain until it can be expressed 
legitimately. Even when she is ill, a woman's condition 
has to be very serious before she will be absolved from 
her everyday responsibilities. The manifestations of ill
ness which indicate that a woman has given up and is 
asking for help are often very tangible and dramatic 
(cf Chapter VI). There are many reasons why symptoms 
may be suppressed until a late stage. Expert help may be 
difficult to obtain, assistance from outside the house
hold is costly, and the woman's contribution is essen
tial for the survival of the household. Moreover, the 
matter of who is entitled to display symptoms of ill
ness and whether, when and to whom they may do so is 
regulated in relation to the woman's age and her social 
position in the household.

Among themselves the women give expression to their 
troubles, pain and bodily complaints while continuing 
to function in their everyday roles. When illness beha
viour starts to express something that others definite
ly consider calls for treatment, a process is initiated



in the personal sector of the women's health care sys
tem that may lead on to the folk and scientific sectors.

The farming communities have been caught up in the 
Turkish economy's structural changes and the drive for 
mechanization and economies of scale. The family pattern 
had started to change and adopt new forms to satisfy new 
requirements even before the era of emigration to Europe 
(cf Kiray 1976 : 261-271) . Large, composite households 
have disintegrated into smaller units of the nuclear 
type, with or without functions in common, and this has 
been accompanied by the emergence of other types of 
family (Magnarella 1974 ; Benedict 1976 : 219-241) . When 
young families break away from the extended family for 
some reason to function on their own, the woman - lacking 
the support of the other women in her husband's family - 
may turn for assistance to her own mother. Newly-weds 
who live with the woman's parents are regarded with 
disfavour ; even so, many families have opted for this 
alternative (Kiray 1976:263).

The changes in Turkey are by no means confined to 
the rural parts of central Anatolia, but they are com
pounded there by the number of men who emigrate from 
the villages without their women and children (Abadan- 
Unat 1976 ; Kiray 1976 ; Engelbrektsson 1978). Emigration 
does not necessarily result in an improved material 
standard for the remaining population. They may be 
better off as individual consumers, in that every fam
ily has some member in Europe who sends back money and 
saves up for land, buildings and capital goods. But 
the general standard in the village is liable to suffer. 
The price of a bride and the cost of a wedding - with



gold, gifts, musicians, food and so on - circumcisers,
etc. escalate because prices are pushed up by the
'capitalists' from Europe (cf Chapter IV).

Medical resources and the general state of health
show no signs of changing, at least according to
studies from other parts of central Anatolia where con-

9ditions are similar (Baysal 1981; Merdol 1978) . As a 
preliminary to describing the life of the Kulu women 
in Sweden, I shall now consider the part of their back
ground that has to do with the health care system, 
chiefly the scientific and folk sectors, which are also 
utilized by the emigrants.

HEALTH CARE IN TURKEY AND IN KULU

In Turkey, as in most countries, professional physicians 
and health care resources tend to be concentrated in 
the cities. In 1965, which was roughly when people 
started to leave Kulu, 45% of the physicians in Turkey 
were attending to the health of 10% of the total popu
lation. These physicians, of whom 60% were specialists, 
were to be found in the three largest cities : Ankara, 
Istanbul and Izmir. At that time there were 450 persons 
per hospital bed in Turkey as a whole (Yerasimos 1977 : 
1492). In the province of Konya, which includes Kulu, 
there was only one doctor to service 7,332 persons and 
as many as 608 persons per hospital bed (see Table



Table III. Distribution of doctors and hospitals in re
lation to the population in three Turkish provinces

No. of Inhabitants No. of Inhabitants per
Province doctors per doctor hospitals hospital bed
Istanbul 8,699 448 103 156
Ankara 5,238 493 51 212
Konya 194, 7,332 28 608

Some other figures which may be relevant here are 
listed in Table IV.

Table IV. General health status in Turkey 1965-70, with 
figures for Sweden in 1970 for comparison

Turkey Sweden
Crude birth rate 38.4 0/00 13 0/00
Crude death rate 12.7 0/00 9 0/00
Life expectation at birth 54.5 years 72 years for men

78 years for women
Infant mortality (deaths 155 0/00 11 0/00
below 1 year of age per 
1000 live births)
Sources : Population in Turkey 1975 : 29-39 ; Socialstyrelsen 
1981:148.

In Kulu district there is one small hospital with 
15 beds, located in Kulu town. There are three general 
practitioners, a dentist, a pharmacist and 10 nursing 
personnel (including 7 nurses and aides, of whom 5 func
tion as midwives); they are attached to the hospital and



also cope with ambulatory cases. In addition, the di
strict has 3 private practitioners and 5 privately- 

11owned pharmacies.
Exact figures for child mortality in Kulu are not 

available but it is indicative that the area in which 
the district lies has a rate of 214 per 1000 ; life ex
pectation at birth there is 48.3 years (Population гп 
Turkey 1975). There has been no prophylactic health care 
apart from campaigns against tuberculosis, malaria, 
trachoma and so on, and certain vaccination programmes. 
Perinatal health care is available only in the large 
cities and more densely populated areas and then only 
for a small section of the population (Kandiyoti 1980:53).

Health care is free of charge only for persons who 
are insured via their employment. This inevitably ex
cludes the peasant population. As health care is based 
in many respects on commercial interests it tends to be 
beyond the reach of the rural population - the large 
cities are far away and they cannot afford to spend 
large sums on health care. As we shall see, these and 
other circumstances oblige the people of Kulu to rely 
on personal and folk health care to a large extent.

SCIENTIFIC HEALTH CARE

Everyday symptoms such as fever, diarrhea, headache 
and cough are generally either ignored or treated 
at home by the women, without seeking any advice 
or expertise. It the women need some scientific medi
cine that they know is effective against persistent



symptoms of this kind, they turn to the pharmacies that
12sell certain drugs without a prescription. Shops where 

food is sold may stock antibiotics and analgesics. The 
women can get advice about which medicine they need, 
from shop-owners as well as pharmacy staff. Whether the 
drug is an antibiotic or a painkiller, it will be taken 
until the symptom subsides·.

Prudent shopkeepers lay up a stock of these medi
cines for the winter. They can then supply the villagers 
when the road to the distant city is blocked by snow and 
rain.

If the symptoms are sufficiently alarming and the 
family is relatively well off, scientific and folk health 
care are used side by side. The sequence depends on the 
nature of the symptom and what its cause is believed 
to be. When a family has resolved to consult a scien
tific doctor, it is up to the head of the family to de
cide the where and when. Usually a doctor in Kulu is 
consulted first. If the case is difficult, he will re
commend a hospital or a specialist in Konya or Ankara.
The Kulu women regard the large hospitals as dangerous 
places where people die. If a hospital is held to be 
definitely the last resort for an illness process, it 
may well be that patients arrive too late. This opinion 
results in people putting off visits to hospital still 
longer. The journey, moreover, takes at least two hours, 
the clinics are overcrowded and patients have to wait a 
long time.

Being afraid of hospitals and seeing the task of 
scientific medicine as being to relieve pain and other 
discomfort, Kulu women turn in the first place to pri
vate practitioners. The women are favourably disposed



towards these physicians, who live up to their expecta
tions as regards role behaviour and medicines.

In the centre of Konya city there is a long, narrov 
street lined with plates advertising physicians names 
and specialities. Pharmacies also abound there. To con
sult one of these doctors one simply enters and sits
down in his waiting room. Let us see how a consultatior
can run with a doctor in Konya. The patient, a 25-year- 
old migrant to Sweden whom we can call Güldis, is stay
ing in Kulu with her children to see her parents. Know
ing that she would be coming to Kulu, she has been wait 
ing to consult a doctor for several months, notwithstar 
ing an aching pain below her ribs. Her father promised 
to accompany her to Konya as soon as he had a day free. 
This involved a further wait of three weeks and then 
the trip was made because the father wanted me and my
husband, who were his guests, to see Konya.

Having entered the street, we go in without more 
ado to a doctor whose name seemed familiar to Güldis's 
father. Ascending a narrow staircase, we find a small, 
bare room, where another woman and a man are waiting 
already. We sit down and after a few minutes a man in 
a white coat and horn-rimmed spectacles enters, greets 
us and then hands a thermometer to the waiting woman, 
who is sitting next to us with her husband. She takes 
the thermometer and is told by the doctor, who addresse 
her husband, to place it in her armpit. The woman, who 
is wearing numerous layers of clothes and has a large 
shawl round her head and shoulders, makes frantic eff
orts to do as she is told without having to shed any 
garments. Meanwhile the doctor asks Güldis and me to



come into another, still smaller room. This is furnished 
with a desk, three chairs, a table with some instru
ments against a wall, a couch with a screen in front of 
it, and a small bookshelf. The doctor asks us to sit 
down and starts to talk with Giildis about her pain - 
where it is, what it feels like and how long she has had 
it. Güldis replies by describing and pointing to the 
place where it hurts. He asks Giildis to sit, fully 
dressed, on the couch and feels her abdomen and back 
for a long time in silence. When she has returned to her 
seat in front of the desk, he explains that she has an in
flamed gall bladder and he will prescribe medicine to 
put an end to the pain. He also says that she ought not 
to drink so much coffee and tea and should not eat nuts 
(Giildis is holding a bag of sunflower seeds and pista
chio nuts, which she has been munching unceasingly).

Giildis has just nodded in response to all this. Now 
she asks if she may go to the lavatory, whereupon the 
doctor takes a small tin mug from the table, on which 
there is also a machine of some kind and a small micro
scope, and asks her for a sample of urine. During her 
absence he tells me that Turkish women from Germany and 
Sweden bring all their problems to him when they visit 
their native community in the summer. Many of their 
aches and pains have a psychological cause, This they 
do not understand and they expect to get tangible help, 
preferably in the form of injections. Giildis has trouble 
with her gall bladder in addition to pain of nervous 
origin.

We are offered coffee by the doctor and when Giildis 
returns with the tin mug, he goes to the table, places



the mug on the machine and presses a button. The mug 
starts to rotate, the noise is deafening and we sit in 
silence until he turns off the machine. He then takes a 
glass slide, rubs it with a linen rag, dabs it with the 
content of the mug, inserts it in the microscope and 
leans forward to take a long look. After a while he gets 
up and gives us an affirmative nod - the urine contains 
bacteria.

The doctor sits down and writes out a prescription 
for five different drugs : an analgesic, a diuretic, an 
antibiotic, vitamins and a tranquillizer. With a ges
ture towards the window he indicates that there is a 
pharmacy across the street to which we can go to obtain 
the drugs. We return to the waiting room, where the 
doctor speaks to Güldis's father, who pays him, and 
we prepare to leave. The doctor has brought the tin mug 
with him and now gives it to the woman who has been 
sitting in the waiting room, and asks her for a sample 
of urine. I have not seen him clean it out.

We go to the pharmacy and buy the medicines. Güldis's 
father has paid out more than 300 lira all told, which 
for him is a large sum. She talks about the doctor's 
diagnosis and is pleased that he understood her illness 
and was able to provide her with a remedy for it.

After a day or so Güldis feels that the pains have 
ceased. She soon forgets that she has been ill and stops 
taking the medicines, which she saves in case similar 
symptoms occur again.

The Kulu woman finds this kind of visit to a pro
fessional practitioner satisfactory. She feels that her 
illness has been recognized and accepted, it earned a 
diagnosis that warrants medication, and after a time



the latter proved effective in eliminating the symptom, 
her pain. She finds the doctor skillful - he could tell 
which medicine she needed "just with his hands." By not 
asking too much, performing a test in her presence and 
telling her just what to do to get well, he has come up 
to her expectations. The doctor in turn does what he can 
to oblige his patient. He knows that the women who have 
migrated to Europe somatize all kinds of complaints and 
troubles. But he also knows that they will neither under
stand nor accept a psychological explanation. In order 
to achieve an intelligible interaction with the woman 
and please her, he performs a ritual that may well be 
a standard practice for most patients : he establishes 
that the urine contains bacteria. Besides noting that 
the gall bladder is giving trouble, an opinion which may 
or may not be based on realistic suspicions, he has a 
confirmed biological change of a bacteriological nature 
on which to construct his treatment. By detecting a 
disease he legitimates the woman's illness, for himself 
as well as for her.

The scientific doctors are regarded by the women in 
Kulu as alternative specialists. The treatments, diagno
ses and medicines which these physicians provide, satis
fy the women's need for alleviation of symptoms. In a 
sense, these women look at scientific medicine and magic 
actions in the same way ; both are considered to have an 
inherent ability to eliminate something evil (cf Chapter 
III) .



FOLK HEALTH CARE

Magical treatments are performed exclusively by folk 
healers, of whom there are plenty throughout Anatolia 
(Boratav 1973 f Acipayamli 1962, 1974 ; Örnek 1966, 1977; 
Eyübo§lu 1978). The oldest kind of magician whose know
ledge and powers are used to treat illness is known as 
a hoca (pronounced hodya).

A hoca is a teacher versed in scripture who serves 
in mosques and Koranic schools. He functions as a prayer- 
leader and an interpreter of the Koran. In rural areas 
these men have frequently acted as confidants and spiri
tual guides. Their authority and knowledge have conveyed 
the impression of a person in touch with God.

The pronouncements and decisions of a hoca have often 
gone unchallenged on account of his ability to read 
and write. For those who consult him, his social signi
ficance is equivalent to that of a Swedish physician for 
a Swedish patient. He plays an important role in legiti
mating illness, above all when this is associated with 
a breach of norms or other deviations.

Reading the Koran as a means of curing illness is 
strictly secondary to the tasks of a hoca. However, the 
divining power which a hoca displays by interpreting the 
Koran has always been regarded by the peasants as some
thing sacred and curative. The Koran is the repository 
of all secrets about life and death. By reading the Ko
ran a hoca can divine how illness has arisen and identi
fy the evil forces involved.

The term hoca is also used for persons with no reli
gious training who have the art of healing as their prin-



cipal occupation. The hooas whom the women in Kulu con
sult are mostly of this type, which is also known as 
cinoi or Ъйуйой. Persons who do not deign to use their 
services, or do not admit to doing so, may refer to 
them somewhat disparagingly as üfürükoü ('he who blows'

. As the Kulu women use the term hooa even for these 
healers and magicians, I shall do so here.

The therapeutic power of a hooa derives not from 
knowledge acquired by formal training but from an abi
lity to employ magic (cf Chapter III)· The activity has 
been banned in Turkey ever since the reforms of Atatiirk. 
While using the Koran, moreover, a hooa contravenes the 
rules laid down there about magic.

The women in Kulu usually go to a hooa whom someone 
has recommended. During my stay in Kulu in the summer of 
1977 there were several situations that occasioned such 
a visit. One of them concerned a boy who had undergone a 
transformation when the family made the trip from Stock
holm to Kulu for his wedding. He suddenly refused to 
marry the girl who had been chosen for him since child
hood. A group of kinsmen assembled to discuss what had 
happened. Being convinced that the boy had come under an 
evil influence on an earlier occasion, it was agreed 
that he would have to be treated by a hooa. His father 
decided to take him to a hooa in a village some kilo
metres away.

The content of the visit to the hooa was formalistic. 
All those involved in these consulations know what is 
happening and what it signifies. The father and son get 
a signal to go into the hooa after a friend, who has 
been there before, has entered first and given an ac



count of the case. They stand in front of the magician, 
who does not address them directly but starts to read 
from the book in front of him. The father and son go and 
sit against one of the long walls of the room, which is 
completely unfurnished. They sit on a carpet with a 
cushion behind their back and appear to be completely 
at ease with what is going on. Everyone is silent except 
the hoca, who reads continuously. There is no direct ver
bal communication between him and the visitors.

Having read for some time, the hoca takes a piece of 
paper on which he writes a few lines, places it in a 
bowl of water and resumes his reading. After a while he 
holds out the bowl to the boy, who drinks the water. This 
procedure is repeated twice, first to burn the writing 
and blow the smoke over the boy and then to sew in the 
paper in a small bag of cloth and attach this to the boy. 
The boy and his father believe that the power in the 
words from the Koran will restore him to his normal self.

The same type of treatment can be obtained for ill
ness but is then usually accompanied by other forms of 
folk health care or scientific care.

This example illustrates the social function of the 
magician : he absolves the boy from responsibility for 
norm-breaking behaviour. As is the case with illness, 
the hoca confirms that his client has been attacked by 
an external force that only his treatment will cure. The 
diagnosis in this example - an evil force has struck the 
boy - is confirmed and made explicit by the joint treat
ment in the course of the ritual. In the event of ill
ness a hoca may also recommend that his client should 
see a scientific doctor in conjunction with a visit to



him. Cases involving a breach of norms never reach an
other specialist. They are handled exclusively in the 
personal and folk sectors.

The chief feature of encounters between a hooa and
14his client is the writing of amulets or muska. There

are other folk healers who may perform magic treat
ments but they combine these with more technical methods. 
Such healers are known as ooak. ̂

I have not been able to establish how many ooaks 
there are in Kulu and its surroundings. It is clear, 
however, that they are available for every conceivable 
condition and that the Kulu women and their families 
have no difficulty in reaching them. The remuneration 
of a hooa and ocak varies in size and nature in the 
same way as the fee of a scientific physician. In some 
cases there is no payment until a treatment involving 
several visits has been completed·, in others, payment 
is made each time. Besides money, remuneration may take 
the form of gold, carpets, china and other capital goods.

An ooak, who may be either a man or a woman, is 
often a specialist in a particular illness and is con
sidered to have inherited knowledge and ability from 
either parent. In many cases the power is said to derive 
from some ancestor's contact with the particular evil 
that causes the illness which the ooak is then a specia
list at curing. An instance of this is аЪог, an ocak 
whose speciality is curing the illness albasmasx, which 
can be equated here with the disease puerperal fever.
Some relative once managed to stick a pin or the like 
into аЪкагггг, the evil witch who causes the illness (cf 
Chapter III, pp 86-89.



Some oaoks practice at the site of their ancestor's 
grave. There will then also be a sacred place there known 
as уаЬгг ( 'one who lies 1 ) . А уаЬгг is invariably a
grave that contains a great ocak or hoca. ̂  It may exist
without an accompanying ocak, as a place to which women 
go to pray for help. They give alms or pray and some
times make a sacrifice, for instance, a sheep.

One of the most important ocaks in the Kulu district,
called yeçil pabuç (=the green shoe), is an expert at 
curing deformed children and adults. A person with ir
regular features gets specific advice (кггкгпг tutmak ̂  ) . 
Another ocak is аЪЬгЪаг köstehek, whose name derives from 
her use of mole flesh to cure a sore throat and other 
complaints. There are also special ocaks for jaundice 
(kara эаггЪгк). To treat a person with jaundice the ocak 
makes small incisions on the arms and/or legs and places 
on them a puré prepared from the flesh and entrails 
of a black hen. The Kulu women are convinced that this 
illness, эаггЪгк, cannot be dealt with by a scientific 
physician? it can only be cured by making incisions on 
the legs, arms or forehead.

In Kochisar in the district of Kulu there is an
ocak who can cure кигЪадасгк, the children's illness
that was involved in my first case study. The sign of
this illness is sunken fontanels that pulsate (cf Young
1981).^  The ocak applies the flesh of a hen or the
flesh or liver of a frog to incisions encircling the 

19fontanels. In Iprala Karaman, not far from Konya, 
there is an ocak known as угЪапсгк (=one who cures 
shingles) who cures various aches, heart trouble, a 
stitch in the side and shingles. He is also able to 
cure severe burns by mixing egg and salt between pieces



of cloth that he uses to dress the wounds. Splinting
fractures is another of his specialties. In Kaman there

20is another ocak who cures aches.
Much more could be written about the activities of 

ooaks in Kulu and its surroundings, supplemented with 
descriptions of other folk healers whose services con
cern misfortunes, love disputes and breaches of norms.
The pertinent point here, however, is the plentiful 
supply of various specialists in the folk sector of the 
women's health care system and the fact that the healers 
are considered to cure a wide variety of named illnesses. 
The healers treat the Kulu women and comply with their 
wishes in a manner that these women expect. Their common
culture means that these health care encounters are of

21great therapeutic importance.
In this chapter we have reviewed parts of the health 

care, above all in the scientific and folk sectors, that 
is available to the Kulu women in their home environment 
in Turkey. A rough and incomplete summary of what the 
scientific and folk sectors have to offer is given in 
Table V. In the next chapter we shall see that in the 
personal sector it is the women's own ideas and concep
tions of illness that determine how they are to act 
when a member of the household displays serious symp
toms .



Table V. Health care resources outside the personal 
sector in Kulu.

Scientific sector
general practitioner 
in Kulu
hospital in Kulu
private physician in 
Kulu
pharmacy in Kulu
medicine from shop
larger hospitals in 
Konya and Ankara
private physicians in 
Konya and Ankara

consulted for:
above all the allevia
tion of physical dis
comfort such as pain
servere, persistent 
symptoms
medication for poor 
appetite, tiredness and 
insomnia

Folk sector
hooa (вгпог, büyücü) ,
ooak (several specialists)
уаЬгг
muska
herbal and other folk 
remedies
hammam (a termal bath)

consulted for:
above all legitimation, 
divination and exorcism
symptoms of illness in
volving a breach of norms 
and deviancy
particular symptoms and 
syndromes
fractures, joint pains
poor general status (hammam, 
is an alternative here)



Population in Turkey 1979 . At the latest census, in 
1975, the town of Kulu had a population of 11,707 
and the rest of the district (the 29 villages) had 
around 30,000 inhabitants. Emigration is continuous 
and the figures change quite quickly. Those given 
here are rough estimates for the period 1976-81, 
when this study was undertaken.
Accounts of these historical processes will be 
found in Lerner (1958), Lewis (1961), Shaw & Shaw 
(1975 : 375-389), Taękiran (1976) , Yerasimos'(1977) 
and Avcio§lu (1978) .
Gecekondu (1 built during the night1) denotes the 
shanty towns around the cities of Istanbul, Ankara 
and Izmir. No one is entitled to reside there with
out having a house to live in. This has given rise 
to the practice of erecting a hut at night and re
ferring to it as one's home if questioned by the 
authorities. As a result, these geoekondu areas have 
spread rapidly.
In particular there are the ethnographic accounts 
by three Turkish anthropologists : Yasa has described 
the villages of Hasanoglan (1957) and Sindel (1960), 
Erdentug the villages of Hal (1956) and Siin (1959) , 
and Kiray the community of Eregli (.1964). Apart 
from these studies, the bestknown are Stirling's 
reports on the villages of Sakaltutan and Elbaçi 
(1965) , which he revisited later (1974). Other 
ethnographic works from this period and later have 
been written by e.g. Makal (1950), Beeley (1969), 
Benedict (1974), Magnarella (1974) and Engelbrekts- 
son (1978).
There has been a discussion in recent years concern
ing the difficulties of generalizing about Turkish 
rural life from such works as Stirling's Turkish 
Village. My purpose here is to construct a frame 
for the life of the Kulu women in Sweden, starting 
from certain sociocultural conditions in their back-
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ground. To some extent a frame of reference is pro
vided by ethnographic publications on the area (see 
above). The topic of generalizing from Stirling's 
monograph is discussed by Benedict (1976:219-241).
Ibid (1980:5): "It can also be claimed that decrea
sed work load has alienated women from production 
and has helped stress their reproductive role."
Gelin is used in the sense of bride, wife and 
daughter-in-law, which indicates her divided loyal
ties and the demands that are placed upon her.
I have experienced instances of this in Sweden, 
i.e. women who give birth in an ambulance on the 
way to hospital, or at home assisted by neighbours, 
because they could not bring themselves to tell a 
man who was at home that their time was approaching.
A summary account will be found in Paediatricus 
1980:3-6.
Table III is derived from Merdol (1982:107) on the 
basis of a reference in Tüvkiye I statistik Yilligi>
D.I.E., Ankara 1977.
Personal communication from Dr Siileyman Kaynak,
Kulu, in 1980.
Turkish law prohibits the sale of certain medicines 
which shops often supply without a prescription.
It is not an easy market to control, however, and 
the supply is governed by people's needs and de
mands. There are strong commercial interests behind 
the distribution of pharmaceuticals in general in 
countries like Turkey.
The Koran warns one to beware of those that "blow 
on knots", which is interpreted to signify persons 
who practice magic (cf Chapter III).
The power of a muska is considered to come from con
tact with words from the Koran. It can be placed 
in water that the afflicted person then drinks, 
burnt so that he breathes in the smoke and sewn 
into a holder that is attached inside his garments.
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The literal meaning of ooak is fireplace.
A well-known уаЬгт in the area around Kulu is the 
grave of Mevlana in Konya, which was the site of 
the largest dervish monasteries. Meram in Kulu is 
another grave that functions in the same way.
Кггкгпг tutmak is a method of treatment that states 
that the afflicted person is not to look at his 
reflection in water, is to avoid cold and heat, 
is not to go close to fire and must remain indoors 
for 40 days.
Young (1981:210) writes about similar symptoms 
among the people of Pichataro in west-central Mexico. 
They talk about:" 'morella oaida' as 'Fallen fontanel' 
an illness usually confined to children, thought 
to result when a section of the top of the skull 
1 falls down1 as a result of a fall or fright. This 
illness is considered curable only through folk 
treatment methods."
For the Kulu women these symptoms are evidence that 
the child has contracted the illness кигЪадаогк, 
which is described in more detail in Chapter V.
In the opinion of Kulu women, aches and pains 
( згяг, адгг) are illnesses in their own rights.
This obviously has to do with how the women per
ceive the treatment and how they feel. It is not 
meant to imply that such health care encounters are 
effective from the viewpoint of scientific medicine 
(cf Chapter VI).



III. STRUGGLING AGAINST EVIL FORCES

Like other people, the women from Kulu have ideas about 
what the world is like and how it functions. This system 
of ideas includes a belief in natural causes. The know
ledge and perceptions of such causes are incorporated 
in a cognitive structure that was erected and developed 
in Kuluks sociocultural environment. The cognitive struc
ture that most of these women have in common also con
tains explanatory theories about illness, misfortunes 
and death.

As new generations grow up and spend their adult 
life in a new environment, these theories are liable to 
change. Among the first generation of immigrant women 
from Kulu, the shared cognition and its theories about 
causality live on to a large extent as a source of or
der and predictability in all the vicissitudes of life.

In their search for causes of illness and misfor
tune the Kulu women draw on their conception of the 
world, including its religious and magical aspects.



Their actions in connection with illness may be clear 
manifestations of these ideas.

The women consider that their lives may be affected 
by a variety of phenomena. On the one hand there are 
those which can be classified as mediated forces. Ex
amples of these are misfortune that strikes through 
targeted actions of a person or spirit {biiyüj eins) as 
well as evil forces, transmitted by a person more in
advertently (nazar) , and the force inherent in the will 
of God. On the other hand there are unmediated forces 
such as heat, cold, moisture, wind, sunlight and so on.

Before reviewing the mediated forces that cause ill
ness , misfortune and death I shall briefly describe how 
mediated and unmediated causes are related. For the 
women perceive these phenomena, not as the separate en
tities presented here but as interrelated parts of a 
whole system of ideas, a repository of explanations for 
specific events and situations.

The chapter continues with a section on the Kulu 
women and Islam. Besides providing infallible rules 
for daily life, this religion can be of assistance in 
clearing up special circumstances connected with ill
ness. Help in this respect can also be obtained from 
the spirits and beings that are sometimes associated 
with Islam - various eins> which are considered in the 
next section.

Nazar, the evil eye, is not associated with Islam 
but the content of the Koran may be involved in aver
ting nazar. For the Kulu women, nazar is a natural, ani
mate explanation for a great deal of life's complexi
ties .



The next section deals with Ъйуй, a large field 
that contains all kinds of magic: magic that harms or 
that purifies, heals and cures, magic that is evil and 
magic that is good, magic as a cause of misfortune and 
magic as medicine and remedy.

The chapter concludes with a structured represen
tation of relationships between the mediated forces.

CAUSES OF MISFORTUNE, ILLNESS AND DEATH

Different cultures generate different explanations as 
to why people become sick and die, why the rain destroys 
the harvest and why a house is destroyed by fire. The 
philosophy of the Kulu women provides alternative ways 
of explaining events that occasion anxiety, disorder 
or threats. These alternatives are integrated in the 
system of ideas which these women mobilize to varying 
degrees to cope with problems in their daily life.

The causal explanations which the women use are, 
as mentioned already, of two types - mediated and un
mediated - and these are not mutually exclusive.

When a child falls ill in the cold of winter or 
heat of summer, a Kulu woman reasons that an unmediated 
force - that is to say, the cold or the heat - has 
entered the child, causing it to be ill. At the same 
time, many children survive the winter and summer with
out falling ill from the cold and heat; neither is her 
child ill every winter and summer. Accordingly she has 
to consider why the cold or heat has afflicted just her 
child at this particular time. The answer to this ques
tion - why something has happened that does not happen



to everyone on every oaccasion - lies in the omnipresent 
mediated causes : eins, the evil eye or magic.

The child that fell ill from the cold could not 
have done so had it not also been afflicted by a force 
of this kind. The evil eye has been transmitted by some
one to the child, making it susceptible to the cold.
The child may be given medicine or some other treat
ment, but steps must also be taken to eliminate the 
mediated cause, otherwise the child cannot get well.
The treatment cannot succeed if the child remains under 
the influence of the evil force that first made it sus
ceptible to, in this case, the cold.

Mediated and unmediated causes are a natural part 
of life for the Kulu women and serve to explain all kinds 
of misfortunes and events. The mediated causes cannot 
by themselves account for how or by what means a person 
falls ill. This explanation lies in the unmediated 
cause, for instance the cold or heat. The Kulu women 
are aware that the winter is cold and that in summer 
the sun is hot, not because some evil force has made 
them so but because this is their nature. But when it 
comes to why a person has fallen ill from the cold or 
heat, their nature does not suffice as an explanation,

The way in which the Kulu women explain, for in
stance, why a boy has fallen as he ran down a stair
case that has a faulty step, is reminiscent of such 
explanations in ethnographic accounts of other commu
nities (Evans-Pritchard 1937: 63-83) . The boy has run 
up and down the stairs many times before and now, 
suddenly, he falls. Why? Because he ran too fast? No,



he ran no faster than usual. Because the step is faulty? 
It's been that way a long time and he has not tripped" 
before. It must have been some evil force that caused 
the boy to trip and hurt himself on this particular 
occasion.

The mediated causes in their world of ideas provide 
the Kulu women with the missing link between two mutu
ally independent phenomena. When matters which generally 
function smoothly covary in a way that contradicts the 
usual order of things, mediated causes serve a logical 
function in the explanation.

The belief of these women in mediated causes does 
not conflict with their insights into cause and effect. 
Their conception of the world is as real to them as 
ours is for us. One cause may be impersonal and there
fore non-social, while another involves a medium and 
is therefore social, with different implications. On 
some occasions when something happens, the women may 
concern themselves exclusively with the causal compo
nent that is relevant socially.

As pointed out earlier, events that are disturbing 
or unfamiliar prompt the Kulu women - like anyone else - 
to look for an explanation. When a member of their 
group falls ill, they try to identify the cause of the 
illness.

In this they are assisted by the etiology, which 
also underpins their actions. An etiology invariably 
takes the form of a narrative. It is anchored in time, 
episodic and may refer to a period before the illness 
struck.



"My child was afflicted by rtazav when she was a 
year old. She had a lovely red dress, which accen
tuated her white skin. A woman admired her. That 
night she got a fever that lasted two days. We 
called on a woman near Kulu who is an ooak. She did 
kurçun dökme and gave us the water. My daughter's 
fever disappeared but she has been thin ever since, 
She is often ill like this."

Such etiologies have certain features in common with 
myth. They relate events analytically, giving some 
aspects more weight than others. Facts are communica
ted that all those involved understand and which indi
cate the sort of relationships that exist between the 
ill person and the community. Like certain etiologies, 
a myth can "provide a point of reference in the past 
beyond which one need not go" (Lévi-Strauss 1963:199).

Mediated forces, besides supplying answers to the 
question "Why just me?", provide the Kulu women with 
a key that prevents their world and society from 
appearing chaotic. They perform a similar function by 
clearly indicating that the women are not to blame.
The concept of an "evil eye" supports the view that no 
blame for an illness attaches to the person who is ill. 
Neither is a woman to be blamed if her child is ill.
The scientific "bacteria theory", on the other hand, 
usually explains how a disease has been incurred but 
when it helps to explain why, often does so in terms 
of responsibility and blame. A Swedish doctor might 
voice his opinion as follows :

"The Kulu women do not look after their children. 
They leave them unattended so that they burn them
selves and as they fail to have them treated the 
burns become infected. When older children are 
diseased, no effort is made to keep them away from 
a baby. The chances of infection are high. As I



see it, hygiene is not as it should be among the 
families from Kulu, and this contributes in the 
highest degree to infections."

Whether a child or the woman herself is made to carry 
the blame for an illness, this is a burden that clearly 
fails to invest the illness period with a narrative 
that fits the women's reality. Their social relation
ships and their actions in maintaining these have to 
be assimilated in their etiologies. A situation where 
etiologies of illness have to be interpreted on the 
premiss of personal blame would undermine the very 
foundations of these women's system of ideas.

ISLAM

Innumerable sources have influenced the way in which 
the Kulu women construe the world and everything that 
happens to them and their families. There are no clear 
dividing lines between these sources. Their impulses 
merge to form the fund of experience and insights that 
is manifested and modified in these women's daily life.

I start with Islam because lifestyles and specific 
rules are invariably attributed explicitly to the common 
religion. The Kulu women never question the existential 
presence of God, and the view that everything is ulti
mately ordained by Him is one to which they all sub
scribe as entirely self-evident. When asked what their 
religion means in their lives, the women usually an
swer "What else is there?" God is the fount of all 
truth and all decisions affecting men ; all good and 
all evil are manifestations of His will. He has given



man the Koran as a guide. God knows best, and humans 
cannot influence His will. It does not occur to the 
Kulu women to wonder why God acts as he does. They 
simply say, "That"s how it is". The rules for the 
ideal Moslem life, as expressed in the Koran, become 
commonplace for the Kulu women as religion fuses with 
their experience of how everything is related and how 
the world works.

The knowledge of the Koran that the Kulu women 
acquire is constantly being modified and re-inter
preted. Those who attended a Koranic school in child
hood learnt certain prayers by heart and were instructed 
to follow certain religious rules, such as the daily 
prayer, namaz. Of the mandatory rules for Moslem life 
that are incorporated in the five pillars of Islam, 
it is chiefly prayer that plays and active part in 
the life of the Kulu women (Koran, Sura II from Medina, 
cf Pickthall 1953:34). The older women pray five times 
a day ; the younger ones say they will start doing so 
when they are older. But prayer is also used as a force 
to influence events, for preventive as well as cura
tive purposes, and it then has a different signi
ficance .

Certain actions, such as displaying generosity to 
the suffering or poor and consideration to those in 
trouble, have been formalized among the women in Kulu 
and are concentrated to certain holy days and ceremo
nies. None of the women I know, but several of the men, 
have made the pilgrimage to Mecca, hajj· Not all the 
Kulu women are familiar with concepts associated with 
this great experience, e.g. Ka"ba, Hicaz and Mecca.



Ramadan, the month of fasting, is strictly observed 
by many of the women. They consider that fasting is 
good for them. One woman did not feel well after giving 
birth and explained that this was because her pregnancy 
had prevented ther from fasting properly during 
Ramadan.

Otherwise the Kulu women are just acquainted with 
tiny fragments of the Koran. Several of them, besides 
being illiterate, do not know Arabic - the language 
of the Koran - and this makes the religious word still 
more remote. But even those who can read arabie or 
have access to Turkish interpretations of the Koran, 
are not aware that their way of life conflicts in 
certain respects with the teachings of this sacred 
book.

In the world of Islam and other religions it is 
not uncommon for the sacred word to be formulated and 
interpreted differently by different groups of be
lievers (Geertz, 1968, Gulick, 1976:163-197). People 
can believe that they are performing religious actions 
when in fact their needs conflict with the sacred word, 
as witness the Kulu women's use of magic to ward off 
or prevent illness and misfortune.

The methods the women employ include the written 
or spoken word of God. They also use fetish miniatures 
of the Koran as a source of power. The Koran serves 
as a protection from illness, in connection with child
birth, to shield the infant during the first month and 
so on. Words from the Koran are also used, as we have 
seen, in the form of prayers, written amulets and as a



source of power in water or smoke when an inscribed 
piece of paper has been placed in the water or been 
ignited.

The Koran expressly states that no one shall or can 
aspire to intervene between God and man by using magic 
to influence or alter the course of events (Koran 
Sura CXIII: 4, ibid : 4 34). The Kulu women are not aware 
of this. Instead some of their magic practices have 
acquired a religious connotation. The Koran states that 
a true Moslem is to devote himself to prayer and that 
the religious leaders (Imam Hooa in Turkey) , by praying, 
can assist people to live a true Moslem life and re
mind them of God. Both the Koran and Turkish law for
bid other types of hooa that devote themselves to magic

2and the art of healing. Even so, the Kulu women turn 
to this category to a large extent.

In Kulu the religious life is part of the women's 
daily round, and they see nothing unusual in looking 
for help and explanations for misfortunes and sickness 
in religious terms. However, trying to explain why a 
child is seriously ill, or why a close relative has 
died or been involved in an accident, is not just a 
religious concern for these women. Several of their con
ceptions and methods of treatment have little to do with 
Islam. Some of the resultant causal connections and ex
planations are quite unconnected with religion. Let us 
now take a look at particular causes which the Kulu 
women can invoke as alternative explanations for mis
fortune and illness.



Certain spirits, known in the singular as ein (pronounced 
djin, Arabic Jinni) , can afflict people directly, 
eliciting symptoms that the Kulu women immediately 
attribute to them. Cins are the spirits whose associa
tion with religion is most explicit. The Koran recog
nizes their existence, along with melek (angels), peri 
(feys) and ęeytan (the Devil). People believed in eins\ 
before the days of Mohammed (Koran, Suras VI, VII, XVII, 
XV, XVIII, XXXIV, LXVI, LXXII, LI and LV) . Some eins were 
then converted into a belief in the word of God. But 
as eins had revolted against God and people had put 
their trust in them, they could neither seek nor ob
tain God's protection. The Koran states that eins will 
be excluded from paradise until the day of judgement; 
meanwhile God has condemned them to inhabit the earth.

Still there are good eins that believe in the Koran. 
Others, however, are evil and try to mislead faithful 
Moslems, distracting them at prayer. The Koran teaches 
that persons who are distracted in this way should con
tinue to pray. One should not feel anger or sorrow, 
neither should one try to derive benefits from them.

The Turkish word ein comes from Arabic but its ori
ginal source is the Latin word genius , which means a 
spirit or god-like creature that protects people, ani
mals and places. In Turkish, ein is interchangeable 
with eeinni. The word peri is also used for сгп-like



spirits, mostly in tales and stories (of Boratav 1973).
A ein may be male or female (Koran, Sura V ). Cins 

are believed to live in the community and have their 
own leaders (beys and padięahs) . All their deeds are 
done at night and they withdraw to their own territory 
when the cock crows. During the night they assemble at 
mills, public baths {hammams), old abandoned buildings, 
ruins, graves, under large trees and so on. By day they 
sleep by rubbish heaps, privies, muddy pools, under 
roofs and the like. This means that even during the day 
people must take pains not to disturb or irritate them. 
Among other things, one must not urinate on rubbish heaps 
or pools of water. When people go to the privy or other 
places that are dark and dirty, they say destuv , excuse 
me (Boratav 1973:91).

All unidentified spirits can be labelled eins and 
the women have seen them in human and animal forms. 
According to the women, eins occasionally reveal them
selves to human beings but only to one person at a 
time. They are harmless unless something makes them 
angry, in which case they "strike" and may even kill a 
person.

The disguises that eins employ vary - a black cat, 
a black dog, a lamb, an eagle, etc. They may also take 
the form of a gigantic human figure, white-skinned and 
thin, or a beautiful woman, a daughter-in-law [gelin), 
a dwarf or a wrapped-up infant. They constantly change 
their disguise and on some occasions may take the form 
of an object. Fickle and omnipresent, they afflict peo
ple in a rather arbitrary way. Dramatic events are 
often explained as the work of eins. A person who faints



or has an attack of convulsions has clearly been struck 
by a ein.

There are also eins that afflict people in a speci
fic way. They induce terror, paralyze, come only at 
night, in a particular season, on a certain day and so 
on. Examples of such eins are: kara-kurcij alkavisx, eaåiл 
ęaręamba каггвг and аЪЬгя (Boratav 1973:91-95). Here I 
shall confine myself to аЪкагггг, as she is relevant for 
the Kulu women's experiences during childbirth, even 
when they are in Sweden. (Otherwise it seems that eins 
are the causal factor whose existence in the Swedish 
suburb is rather precarious compared with conditions in 
Kulu).

In the forty days after childbirth, known as the 
lohusa period, a woman is liable to contract albasmasb.
This condition, characterized by the woman seeing every
thing in red, turning hot and getting cramps as well as 
choking, is one of the most-feared reactions connected 
with childbirth. All the women have heard about and been 
in touch with it in one way or another in Kulu. Albasmasb 
is an illness with specific symptoms. When a case has 
been established, it is only the personal and folk sec
tors of health care that can provide treatment. A scien
tific doctor will not be consulted. The Kulu women know 
that only their own experts can cure a person from 
albasmasz and that scientific doctors have not even heard 
of the illness.

The harm that eins can inflict is described by the 
women chiefly as fear but it may also take the form of 
deformities, paralysis or loss of speech. One woman 
related that her husband had been sleeping alone in the



house while the rest of the family were at a wedding 
and had woken up to find that his face was distorted - 
he had been struck by a ein . Sleeping alone is hazardous 
because one is more exposed to spirits, who are active 
at night. The man consulted a local oeak3 who specia
lized in changes occasioned by eins. This folk healer 
cured him by bandaging his distorted mouth. The man 
was not allowed to look in a mirror or let anyone see
him without the bandage for two weeks. When he removed
the bandage at the end of that period his appearance 
had been restored.

The Kulu women also relate that eins can bring about 
quarrels between men and women, besides interferring 
in marriage plans by making a man and a woman dis
inclined to accept each other.

Many others besides the Kulu women have described
how eins can cause confusion, terror and fear. The idea 
that it is various states of confusion which are attri
buted to the doings of eins has been discussed in trans- 
cultural psychiatry (cf Öztürk 1964; Crapanzano 1973). 
The Kulu women do not explicitly subdivide the condi
tions caused by eins into mental as opposed to physical 
components. All conditions elicited by eins are of a 
certain kind just on account of the cause (pinearpmasb 
is the noun, егпеагрЬг = was struck by a ein), and are 
dealt with accordingly.

Albasmasx has been translated by a Turkish socio
logist as "a raid of red" (Boratav 1973:95). This con
dition is caused by аЪкатгвг or alkaćbn, translated by 
the same writer as "the woman of red". Al signifies 
red here. The word albasmasb has also been traced back



to the word-stem alp = alf, a kind of demon or ein that 
has appeared in various contexts in shapes that resemble 
a combination of human and animal forms, or as a dead 
person.

To the Kulu women аЪкаггзг is a witch, a woman with 
long fingers and nails and a great deal of hair, or a 
small, fat woman with tiny hands. Dressed in red with 
large breasts, she frequents stables, rivers and springs. 
АЪкагггг is usually active at twilight. According to the 
Kulu women she comes to a person who has just given3birth and wants her lungs. Many women tell of rela
tives and friends who have been visited by аЪкаггзг and 
they frequently claim to have seen her themselves on 
various occasions. She comes to women when they are 
alone, sits on the bed and waits for them to fall 
asleep. The infant may be threatened, too. Those who 
have felt her approach relate that she ultimately sits 
on their chest and tries to extract their lungs in 
order to eat them or hurry off to put them in water.
They say that it is her breath that makes them hot. 
Everything turns red, they feel as though they can 
neither cry out, speak nor breathe. Many Kulu women 
have died at the hands of аЪкаггзг when they have contrac
ted albasmasb, her affliction which can seldom be cured.

To ward off аЪкатггг a woman has to observe certain 
rules during the forty days after childbirth. Women in 
Kulu generally do so meticulously. They refrain from 
going outdoors and are particularly careful not to be 
left alone at any time of the day or night. The room 
in which they lie must not be dark and they should 
sleep with the Koran under their pillow. Other measures



- such as having one of her husband's garments on the 
bed and a needle, scissors or other pointed object with
in reach - vary with the circumstances and the state of 
the woman. Most women tie a red ribbon to the bed during 
the lohusa period. This is.said to afford protection 
from аЪкаггэг.

АЪкагггг dreads objects that are sharp or made from 
metal, which is why the woman has them by her during 
these forty days. Some of those who have seen аЪкатггг 
have managed to pull her long hair until she has pro
mised not to afflict their family. A person who has 
managed to pierce аЪкатгзг with a pin becomes a specia
list in treating albasmasx* Such a healer, male or female, 
is known as аЪсг. Many women have stated that a family 
member or relative has seen аЪкатгвг with a lung in her 
hand and that, as a result, they have an аЪог in their 
family. An аЪог can forbid аЪкаггэг to enter or approach 
their land or to take an object or person belonging to 
their family. During the lohusa period an аЪог usually 
calls to declare melûne oabuk git (1 evil being, depart').
If a woman or her child i struck by albasmasr, the аЪог 
describes a ring round them and recites prayers.

А1каггвг inflicts one of the illnesses, known as 
kvvkbasmasbt that occur during the forty days after child
birth (кгтк = 40). These illnesses, which may strike 
the child as well as its mother during this period, can 
be avoided only if one observes the measures prescribed 
for a lohusa. Once again, it is most important that the 
woman is not left alone and does not leave the house.
The latter is a precaution against meeting another 
lohusa; should this occur, they must exchange the pins 
that they carry with them during this period. If the



woman has to go out, she must do so by herself and 
leave the child with someone else.

The woman takes various steps to preserve her 
health during the lohusa period. One of these is кггкЪата 
(ritual baths during the 40 days), which is performed 
twice during this time so that neither mother nor child 
need fear кггкЪавтазг. This act can be performed with* 
or without water. In the former case, the water con
tains certain objects. Gold or silver signifies that 
the child will be wealthy, a key that it will be able 
to open doors? seven grains of wheat constitute a 
sacred number, as do forty beans. The water is poured 
over the child as well as the mother. Without water, 
the ritual requires the assistance of two women who 
are known to be familiar with the procedure. They come 
to the lohusa, take the child and hold its face toward 
Mecca while they read from the Koran. The ritual is 
performed the first time in order to remove peril from 
the mother and child, the second time to restore them 
to normal, everyday existence and the outside world.

NAZAR

Conceptions of an evil eye are to be found in conjunc
tion with a variety of religious outlooks and social 
system. In anthropological literature the evil eye has 
been compared with witchcraft, since the capacity for 
visual transmission of an evil influence is associated 
with certain individuals or a particular group (Spooner 
1970:311-319; Reminick 1974:279-291; Flores-Meiser 
1976:152). It is generally considered that the evil eye



refers to envy and jealousy on the part of one who 
casts evil glances (Foster 1964: 293-315 , 1972:165-202 ? 
Stein 1976 : 201-207 ; Campbell 1964/1976 : 327). Ideas 
about the evil eye existed long before Judaism, 
Christianity and Islam. The Koran does not mention it 
explicity but a verse that is frequently cited runs 
as follows:

"In the name of God, the Merciful, the Compassionate
Say: I take refuge with the Lord of the Daybreak,
from the evil of what he has created,
from the evil of darkness when it gathers,
from the evil of women who blow on knots,
from the evil of an envier when he envies."
(Koran, Sura CXIII, my emphasis ? cf Arberry 1956: 362 ; 
Pickthall 1953:455).

Nazar is constantly present in the lives of the women 
in Kulu. A belief in nazar, i.e. the evil eye, is 
found throughout Turkey, to varying degrees among 
different groups in society. A notable feature of nazar 
in this world is that its power can be transmitted by 
anyone at any time. One can never be sure of having it 
under control or of foreseeing when it will strike. But 
there are many ways of trying to ward off nazar and of 
treating afflicted persons.

As nazar requires a human agent, there is often 
speculation about who this may be in a particular case. 
Kulu naturally has its deviant persons, such as those 
with blue or green eyes and fair hair, who may be sus
pected of having looked at a child who has fallen ill.
But it is just as conceivable that the force was trans
mitted by the child^s.mother.



Nazar usually strikes in conjunction with statements 
that something or someone is beautiful and successful.
Even a glance without any words may thus suffice to 
transmit this evil force. Such statements or looks 
need to be accompanied by measures, to prevent the 
power from being transmitted to the admired object or 
person. The Arabic expression Maçallah ('in the name of 
God') is used in Turkey by all categories of people, 
in cities as well as rural areas, to neutralize a word 
of praise or an admiring look.

When a person suddenly falls ill with a headache 
and tiredness or nausea and giddiness, the women know 
at once that nazar is responsible. But besides explain
ing the occurrence of such trivial ailments as a cold 
or diarrhea, nazar can prove fatal. Its power is so 
unpredictable, strong and omnipresent that people must 
be continually on their guard. To protect their child
ren and themselves, the Kulu women accordingly bear 
various kinds of amulets. When a particular condition 
or event has been explained in terms of nazar rather 
than oins or büyü , there are ways of finding out who 
transmitted the power and of trying to drive it out 
of the victim.

In the environment of the Kulu women, nazar concepts 
display a highly developed structure that I should like 
to describe in the light of the nazar phenomenon among 
people in Anatolia as a whole, as discussed by Acipayamli, 
a Turkish anthropologist.

The principal structural component of nazar is the 
source of power that spreads illness and death. Accord
ing to Acipayamli (1962:40) nazar as a source of power



is conceived as a continual presence whose influence 
makes itself felt when preventive measures are inade
quate . If curative measures are also ineffective, the 
victim will die. In describing how nazav works, Acipay- 
amli emphasizes that a look or admiring words are media. 
They serve to convey the power - evil or deadly - from 
one location to another. Blue eyes and fair hair, which 
can be conceived as external evidence of an ability to 
transmit or convey nazav, are not directly involved in 
illness and death. They are simply required to activate 
the power, nazav.

Fair, blue-eyed persons are considered to activate 
the power because their appearance differs from that 
of most people in central Anatolia and they are there
fore perceived as hostile. Acipayamli points out that 
in the past the capacity for transmitting nazav was not 
associated with particular attributes. The power used 
to reside in an indefinite being or spirit and it was 
only by degrees that this took form.

The Kulu women are usually not primarily interest
ed in identifying nazav's vehicle. They take steps to 
get rid of the power regardless of whether or not they 
suspect a particular person. Detecting the medium does 
not necessarily mean that the power is removed. This 
can be done with methods that deal with the power di
rectly. As we shall see, this differs from the way in 
which sorcery, Ъйуй, is dealt with.

In keeping with the Kulu women's conception of nazav 
as an everpresent threat, conveyed not just by fair, 
blue-eyed persons but even by those near and dear to 
them, numerous safeguards have evolved.



Preventive measures against nazar and treatment of 
symptoms elicited by this source can, for instance, in
volve concealing the subject, as when outsiders are 
kept away from a lohusa and her infant for forty days 
after delivery. Another form of protection involves 
making the subject unrecognizable to the source of power, 
e.g. making a child ugly by adorning it with objects 
that are considered ugly, dressing it in worn-out clothes 
or daubing its face with black patches. The Kulu women 
use such measures to "device" the source of power by 
transforming what they consider to be nazar's targets 
- the weak, beautiful and successful - into their oppo
sites. A third group of protective measures, finally, 
involves placing on obstacle between the source of 
power and the subject. A nazarlbk (=anti- nazar) or a 
muska is attached to the child or whatever is to be pro
tected. Such obstacles attract the evil power to them
selves, thereby diverting it from the person or object 
that carries them.

The nazarlbks that the women use most take the form 
of blue beads or gold coins. Others consist of the inner
most cloves of a garlic bulb, a piece of skin or bone 
from a dead animal or part of a plant. The most common 
protection against nazar among the Kulu women is, how
ever, a muska, the written amulet over which a passage 
of the Koran has been read by a magician, usually a 
hoca. Muska, unlike other nazarlbks, has been influenced 
by religion.

The significance of the blue beads and gold coins 
is that the blue colour and the gold respectively ward 
off the lethal power that is transmitted by the blue



eye and the fair hair. The protective objects may be 
combined with the number seven, which plays an important 
part in magic. A muska may be read over seven times, its 
inscription may be written seven times and so on.

Kulu women often display a negative attitude to 
their children. They will say that a child is ugly or 
has some other fault and handle it roughly rather than 
voicing any praise and being gentle. By taking every 
conceivable precaution, they can also avoid any blame 
should something happen to the child - they know they 
have done everyting to protect it. So strong is the 
power, however, that all precautions may prove to have 
been in vain. The women then resort to curative mea
sures but even these may not succeed against a condi
tion induced by nazar. The child may be injured for 
life or die. The outcome, they say, is ultimately in 
the hands of God.

The curative methods are employed when all preven
tive action has failed. When nazav does strike someone, 
the symptom is often an illness but may also take the 
form of an accident - a child falls and hurts itself, 
pinches or cuts itself or burns itself at the fire.
The treatment that the women in Kulu know of and con
tinue to use in Sweden are:

Tuz patlama - burn salt
Kursun dökme - pour molten tin into cold water 
Tütsüleme - inhale smoke
КгткЪата - ritual bath during the lohusa period
Su içirme - give water to drink
Su dökme - pour water



Kuręun dökme is used a great deal even by the Kulu women 
in Sweden. A large sieve with wooden sides is held over 
the afflicted person and in it are placed certain ob
jects : a mirror, a little salt, a knife, a pin, an onion, 
a comb and some üzerlik beans. All these objects oppose 
evil forces. The sieve is covered with a piece of cloth 
that also conceals the subject. A bowl of cold water and 
a saucepan containing molten tin or lead are placed 
next to the person who is ill or injured. The women hold 
the bowl close to this person's head and let drops of 
the molten metal fall into the water. The woman who con
ducts the procedure, usually an oeak, then tells from 
the shapes assumed by the solidified metal how nazar 
has been transmitted. In addition, the sound of the 
lead coming into contact with the cold water has the 
effect of frightening away, destroying or annihilating 
whatever it is that threatens the subject. This method 
can be used when various kinds of evil influence are 
suspected.

Treatments such as kuvęun dõkme belong to the large 
category of methods that the Kulu women use to influ
ence their environment in the desired direction when 
something occurs that upsets their daily life. This 
category comprises Ъйуй, magic.

buYu

Much of what happens to the Kulu women is explained by 
them with the aid of such phenomena as oins and nazar. 
Both these phenomena are conceived as evil forces that 
necessitate protective measures. When such measures



are of no avail, one needs to know how to treat the
symptoms which indicate that forces have struck. Like
their preventive methods, the treatments used by the

4Kulu women are based on magic, büyü. Various events, 
requiring measures on the part of the women, can also 
be caused by büyü·

To clarify Ъйуй as a phenomenon we shall consider 
prevention, methods of treatment and causes of misfor
tune in terms of positive and negative magic. The wo
men use the concept of Ъйуй to explain misfortune of 
various kinds. They do not employ it when describing 
magic methods which they use themselves. On a theore
tical level, however, this concept comprises all ac
tions that by magic means are intended to prevent or 
alter a course of events for better or worse. A Turkish 
sociologist has made a distinction between positive 
and negative Ъйуй (Boratav 197 3:128). As used by the 
Kulu women, however, the concept invariably has the 
latter sense, which is equivalent to sorcery. When 
sorcery is to be practiced, a magician, büyüoü, is often 
called in. As the concept "positive büyü" does not 
exist for the Kulu women, I shall avoid it and talk 
instead about positive magic ve Aus büyü, which refers 
to negative magic.

Magic is largely confined to the world of women.
The men with whom I have talked on the subject have 
not displayed much insight or an awareness of the vast 
knowledge in this field that the women possess. The 
women, on the other hand, have taught me how they use- 
magic actions and indicated that this is a necessary, 
self-evident part of their daily life.



Positive magic, which in my definition consists 
mostly of prevention and treatment, can be practiced 
by anyone who knows how. Various methods for preven
ting and curing illness belong to this category.

Positive magic is also used when things go wrong 
between men and women: to bring back an unfaithful hus
band, make an aggressive man more considerate, win a 
man's love, bring about the return of a beloved man, 
and so on. The reactions of the women to marital con
flicts always include a suspicion of büyü. When rela
tionships are upset between people, groups and entire 
families, the women use magic to sort out what has 
happened or explain its causes as a manifestation of 
büyü from elsewhere.

Some women tell of a young man who was impotent on 
his wedding night and could not have intercourse. 
According to them, his impotence is evidence of büyü. 
They speculate about the cause and conclude that some
one must have placed a knife or a muska (including 
wishes of evil) in the young couple's room. Some weeks 
later the young man commits suicide by taking poison 
and the women are quite convinced that büyü has been 
practiced. Someone wanted to hurt the man and his wife. 
They speculate for a time about who this could be but 
their suspicions are never confirmed. They are 
distressed by the event but forget it when a new con
flict arises.

The only antidote to büyü is positive magic. Many 
incidents between men and women can be described in 
terms of these concepts. The accounts of Kulu women, 
however, always follow the same pattern : the women is



struck by negative magic, which they refer to as Ъйуй, 
but she herself uses positive magic, never the other 
way round. The relationship between positive and nega
tive magic can be seen as a dialogue when a distressing 
disturbing event has occurred. When a woman apprehends 
that her husband is in the process of leaving her for 
another woman, she knows that he is a victim of Ъйуй. 
Someone is practicing Ъйуй to destroy their life to
gether. There is no moral justification for this. She 
wants to win him back and may therefore practice posi
tive magic, whereby the negative influence on the man 
is weakened, leading to a change of attitude so that 
he devotes himself once more to her.

Accusations of Ъйуй serve as explanations when re
lationships are disturbed between men and women, moth- 
ers-in-law and daughters-in-law, sisters-in-law among 
themselves and with other members of the family. One 
can compare the explanations with those in a Swedish 
community that are usually formulated in psychological 
terms. Space does not permit a comphrehensive discussion 
of the whole field of relationships between men and 
women and how they relate to Ъйуй. I shall simply indi
cate the areas in which magic is used and look above 
all at magic in relation to prevention, treatment and 
causes of illness.

Büyü as a cause of illness and other kinds of mis
fortune refers, as we have seen, chiefly to negative 
magic. This kind of Ъйуй indicates that someone has en- 
ployed magic objects and actions without any moral jus
tification. Such actions are dictated solely by a de
sire to harm someone. All the women condemn them. Such



Ъйуй generally has to do with events like crop failure, 
accidents, serious illness and death, for which there 
is no explanation in terms of oins or nazav. Negative 
magic, Ъйуй, is much more diffuse than positive magic, 
perhaps because it frightens the women so much that 
they dislike talking about it. When what I call posi
tive magic is used, the women describe the procedures 
they have performed, e.g. kurçun dökme, кгткЪата, etc. 
Media are used, usually in the form of muska, when 
practicing positive·magic. By invoking Ъйуй to account 
for what has happened, moreover, no blame attaches to 
the women or those nearest to them. The medium serves 
as a catalyst, transmitting power when one is impotent. 
A Kulu woman related that her husband had gone to live 
with another woman. She understood he had been influ
enced by Ъйуй and accordingly resorted to positive 
magic to bring him back. She used a muska, which she 
placed under the bed they shared, and in her husband's 
tea she put a lump of sugar that a hooa had read over. 
After a while the husband came home and held out his 
arms to her. She described how happy this had made 
her and how she had laughed out loud to tell the muska 
that the power invested in it had managed to bring back 
her husband. She was never going to tell him what had 
happened.

An act of positive magic is governed by certain 
conditions for the procedure and the objects that are 
to be included. A magic act as undertaken by the Kulu 
women invariably includes :

a cause (love, illness, etc.)
someone or something at which it is aimed (a
person, a power)



the magic factor (written prayers, a knife, images, 
various objects) 
a person who performs the act
an indication of how long the magic is to last 
an indication of how it is to be performed and 
how many times.

The magic can be used in various ways. It can be eaten, 
drunk, inhaled or attached to someone. It may also be 
concealed in a personas house or outside the entrance. 
The methods kurçun dökme and кгткЪата have been mentioned 
already as two magic acts that are curative. The instru
ment that is used most when practicing magic - as 
prevention and treatment but also in connection with 
Ъйуй - is muska (Bor a tav 1973 ? Eyüboglu 1978 ) .

Muska comes from the Greek word nusha, which means 
"something written." This refers to the writing that 
people carry about as protection against evil forces, 
usually in the form of short prayers, images or numbers 
and words with a magic significance. A muska is written 
by a hooa and can be used as general protection against 
illness and misfortune.

One can also, however, obtain a muska for a parti
cular purpose. The content of a muska varies widely, 
depending on its intended use. One example (Fig 2, 
taken from EyüboÇlu 1978:57-60), is known to afford 
protection against forty kinds of complaints and is 
specially intended to divert illness. Every line, sym
bol and number is significant. "Allah" is inscribed in 
each of the seven rectangles down the left-hand side.
He is also mentioned in the Arabic inscription in the 
large triangle in the middle : "Ya ееЪЪаг Allah, ya çettar



Allah" (Oh God that gives, oh God that protects). This 
muska had been wrapped in seven layers of oilcloth, 
followed by seven layers of pink silk and finally a 
layer of thin leather, sealed with wax. One cannot tell 
whether a person is carrying such a muska . It may be 
attached under garments or kept in a pocket.

Figure 2. A muska.



DISCUSSION

In this chapter I have outlined ideas and conceptions 
of the Kulu women concerning illness and health care, 
together with ways in which they lead to various mea
sures, prevention and treatment. In order to form very 
rough categories. I have distinguished between mediated 
and unmediated causes of illness and misfortune. How 
these causal explanations are combined will be evident 
from the description of illness processes of the Kulu 
women and how these women use their health care system 
in Sweden.

In Kulu the women conceive of nazav and oins in par
ticular as the fundamental causes of illness, misfor
tune and death. In preventing and treating these causes, 
they resort to magic. But magic can also cause illness 
and misfortune, in which case it is reférred to as Ъйуй.

A common feature of the Kulu women's explanations 
for events which upset their daily life is that the 
causes are located outside people, not inside. The 
causes may be personal or impersonal but their basic 
significance is the same - they strike people from out
side without the victims incurring any blame for this. 
When "God gives" an illness or "takes" a child, when 
"eins strike" and make a woman afraid and weak, when 
"nazav hits" a child so that it falls and hurts itself, 
or when someone practices Ъйуй and "takes" a woman's 
husband from her, the situation does not include any
thing in the form of a consciously accepted act or



fantasy involving blame. The resolution and responi- 
bility of the Kulu women are unrelated to their anxiety 
and fear, as they are to illness, misfortune and death.

As we shall see later, the fact that people them
selves and their actions are not considered to cause 
illness is of great consequence when the women en
counter Swedish health care. Here I shall conclude 
this chapter by summarizing what it has to say about 
the conceptions and methods of treatment of the Kulu 
women.

The mediated causes of illness, misfortune and 
conflicts that I have reviewed and described are :

God - involved in people's fate
Cins - reveal themselves to people
Nazav - transmitted by looks and words
Büyü - transmitted by planned acts
The methods/ both preventive and therapeutic, that 

the Kulu women employ in Kulu as well as in Sweden are 
associated with various kinds of magic. The magic acts 
and objects that have been considered in particular 
here are:

Amulets - including the Koran as a fetish
muska, nazarlbk

Prayers - to be read over the victim or
objects that are to be used to 
alter the situation

Kurkun dökme - a curative method
КггкЪоопа - a preventive method



Amulets in the form of nazcœlbk can only have a pre
ventive function, whereas muska may be both preventive 
and curative. Prayers, too, have both preventive and 
curative effects, while kuręun dökme is solely curative 
and кггкЪата solely preventive.

Destructive powers and constructive measures have 
been presented earlier in this chapter as separate 
phenomena. An attempt to combine them into a whole is 
made in Figure 3.
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Figure 3.
Evil powers and ultimate causes of illness misfortune 
and death.



In cases involving nazav and Ъйуй, the evil powers 
have to be activated and transmitted by an object, act 
or person, whereas oins come to people directly with
out being activated or transmitted by anything apart 
from themselves. The subject is the target of the evil 
power but before the latter has struck, preventive mea
sures can be taken to divert the path of the power so 
that nothing happens to the subject. If the power is 
stronger than the preventive measures, it will strike 
the subject and has to be eliminated by means of acts 
that are curative. Should these acts fail to rid the 
subject of the evil, the latterus power is such that 
death ensues. In such cases the reason why countermea
sures were of no avail is often said to be the will of 
God. God's will is not to be questioned, it is fate:
"that's the way things are".

When symptoms indicate that a power has struck and 
illness or misfortune is at hand, the process starts 
which I shall be concentrating on in the rest of this 
study. Thus it is between the two broken lines in the 
diagram that one could venture to locate the actions 
that belong to the health care system of the Kulu wo
men. This system includes the health care resources in 
Kulu that have been mentioned so far, as well as the 
ideas and conceptions of illness and health care that 
belong to these women's culture. In addition, new ways 
of looking at things and new acts are integrated with 
their health care system in Sweden. In order to under
stand the new components in this health care system, 
we shall have to consider how the women from Kulu live 
in the Swedish suburb.



Ka"ba: the cube-like building in the centre of the 
mosque at Mecca. Hicaz (Hijaz): the district in 
which Mecca and Medina are situated. Mecca : the 
city where Mohammed was born.
"In 1925 all religious and quasireligious educa
tional and therapeutic institutions were abolished, 
and the practice of magic and religion was out
lawed. In spite of many prosecutions and punish
ments , the practices do continue to some extent 
and still have a place in the lives of the tradi
tional majority" (öztiirk 1964 :348).

A Turkish ethnographer, Eyiiboglu (1978: 35) , 
likewise states that in spite of the prohibitions 
and refors of Atatlirk, which have made magic an 
illegal activity in Turkey, magic conceptions and 
methods of treatment live on unchanged among the 
villagers as well as among the emigrants in their 
urban environments in Europe.
The Turkish word for lungs, oigev, can also be used 
to refer to the liver and placenta. I have opted 
for lungs here in view of the symptoms of aïbasmasx 
as described by the women.
There is another word for magic, siiriv, which is 
interchangeable with Ъйуй but does not have the 
comprehensive sense that is intended here.



IV. KULU IN TEMSTA : MIGRANTS IN THE WELFARE STATE

The Kulu women came to Sweden after their husbands. It 
was chiefly for economic reasons that the men had emi
grated, while the women did so for family reasons, to 
be reunited with their husbands.

The men had planned originally to earn enough money 
as quickly as possible to enable them to return to an im
proved existence in Kulu. Their earnings in Sweden cer
tainly exceeded what they had ever had before, but their 
outlays soon became so large that they could not save as 
much as they had hoped. What with a trip back to Kulu 
each year, including presents, the money they sent to 
the family in Kulu, their rent and food, travelling and 
recreation, there was little left of all they earned.
Most of them had more than one job and at times they 
worked almost round the clock as cleaners in restaurants 
and other premises. Not being able to save more was a 
disappointment at first for many of the men. When their 
wives and children joined them in Sweden, the situa
tion changed.



The women came to Sweden as a temporary measure, a 
necessary evil, and constantly longed to return home. As 
things turned out, however, their stay lasted longer than 
they had ever imagined. The women and grown-up children 
started to work for money, like the husbands, and the 
Swedish allowance was available for young children. As 
residents in Tensta, the families were catered for by 
the social services there. Many of the Kulu families 
found it almost incomprehensible that in Sweden there 
was no need to suffer poverty on account of illness or 
unemployment. In such situations the family economy 
could be maintained by means of insurance systems and 
social assistance.

The Kulu people came to Sweden in order to work and 
take back some of the affluence. Some of them were there
fore confused to find that so much seemed to be there 
for the asking. It was not just the existence of insur
ance to cover circumstances beyond one's control; vari
ous situations also entitled one to financial assistance. 
Free child-minding was provided in conjunction with free 
instruction in the Swedish language and literacy courses. 
Having given birth, one could stay at home with the in
fant for a whole year with a maternity allowance. Occu
pational training could be obtained under the auspices 
of the National Labour Market Board. There was an allow
ance for children under 16 and a pension for the elderly. 
On top of all this, the social welfare office in Tensta 
helped tò pay for food and rent if for some reason peo
ple could not manage on their own.

The Kulu women have not been able to comprehend Swe
den's economic system and very special social morality. 
The social reforms and full insurance systems are seen



and interpreted by them in the light of their own cul
ture and their earlier life in Turkey. In their con
ception, some components of the Swedish system are 
gifts, while others are rights enjoyed by all Turks.
As described later in this chapter, some of the social 
benefits have served to found a new form of sick role.

The move from Kulu to Sweden has enabled the fami
lies to improve their status compared with many of 
their relatives and friends who still live in Kulu. In 
Sweden they belong to the working class, performing 
unqualified jobs, such as cleaning and washing-up, in 
service industries, but it is chiefly with the families 
remaining in Kulu that they compare their situation 
(cf Alpay 1980:56-79,- 146-149) .

Life in Sweden affords a multiplicity of experiences 
for the Kulu women. A suburb like Tensta, which 
houses more than a thousand Turks from Kulu, contains 
a piece of their native district. Large families and 
kin groups have assembled there. Many women are there
fore able to continue their traditional life in the 
household. But there is also a sociocultural environ
ment to which the women have to relate in one way or 
another. New roles are required, new forms for family 
life, and the world around them has a different scale 
of values concerning women and men, child rearing and 
caring for the aged. Because some of their ideas and 
conceptions of reality are frequently questioned in 
their new surroundings, the Kulu women have become 
more aware of them. As they encounter values which 
contrast markedly with their own, the women find it 
necessary, for instance, to indicate more explicitly 
to their children what is right and wrong.



This does not mean that in every situation the wo
men reinforce their earlier ideas about what is right 
and proper. Much that they come across in the new set
ting is integrated into their system of ideas. They may 
adhere to earlier conceptions in conscious utterances, 
while their actions bear witness to the change that is 
constantly taking place. This ongoing process of adjust
ment is particularly evident in connection with sickness, 
misfortune and death (cf Chapter VI).

The environment in which the Kulu women live in Swe
den is presented in this chapter. It starts with an ac
count of Tensta, the suburb to which they immigrated, 
above all the forms of service that are provided there. 
The next section deals with how the Kulu women appraise 
their new environment and how the family as a whole re
acts to new forms of dwelling and interpersonal relation
ships, not least in connection with the work situation 
of the women. This is followed by a section on ways in 
which the role repertoire of the Kulu women changes.
These changes have tangible consequences for the per
ception of illness and the sick role in Sweden. The 
chapter concludes with a look at the scientific sector 
of the health care system of Kulu women in Sweden, with 
particular reference to the local supply.

TENSTA

Driving north from the centre of Stockholm along the 
E18 highway, after about 15-20 minutes one passes a 
chain of suburbs of varying age and apperance, with 
names such as Hallonbergen, Rinkeby, Tensta, Kista and
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Akalla. Not long ago these were the names of small farm 
settlements, unknown to most city dwellers. For a time, 
large parts of the area were used for military exercis
es and the like. Today the names refer to dormitory 
towns, service centres and suburbs with a large propor
tion of immigrants and, in certain cases, housing 
estates with considerable social problems.

It is the oldest of these districts, Tensta, that 
concerns us here. On a map, Tensta, appears to be com
bined with Rinkeby, forming a single suburb. They actu
ally belong to different districts but do, for instance, 
share institutions for health care.

Tensta and Rinkeby were built in the period 1967-72 
and the population accumulated very rapidly. It was in 
the second quarter of 1967 that the first tenants were 
assigned to flats in Tensta and in the period from the 
end of 1968 to the beginning of 1971 between 900 and 
2,300 persons moved in every quarter.^

Both suburbs were used at first for priority cases 
in the housing queue. From the mid-160s to the early 
'70s, moreover, Sweden received a great many immigrant 
workers and in Stockholm the housing service assigned 
these families to Tensta and Rinkeby. The available po
pulation figures refer to these two suburbs combined.
At the beginning of 1978 there were 28,624 residents all 
told, of whom 11,196 or more than 40% were foreign na
tionals (SCB 1977.12.31).

The latter figures include various groups of immi
grants, the largest being those from Finland, Greek and 
Turkey. The Turkish immigrants numbered about 1,400 or 
around 12% of all the immigrants. The Turkish group, 
however, includes other ethnic groups from Turkey, such



as Kurds, Tatars and Assyrians. There is no record of
the exact number of Turks from the Kulu district or from

2the district around Konya.
While the new Tensta was being inhabited, it features 

frequently in public protests at the inhuman environ
ment, drab concrete buildings, absence of playgrounds 
for children and lack of contact with nature. Recent 
criticism has concentrated less on the external environ
ment and more on the problems that are considered to be 
connected with the community's social composition. For 
many Swedish and Finnish families Tensta has served as 
a makeshift, while they searched for a home elsewhere. 
When a Swedish family leaves the district it is often 
replaced by an immigrant family.

There is very little employment in Tensta itself and 
the district is more or less a dormitory from which peo
ple commute to jobs elsewhere. This means that people 
who reject Tensta after a short while have had no natu
ral means of getting in touch with other residents.

The road leading into Tensta from the highway is 
lined right from the start with long, grey blocks of 
flats. Those who pass by usually refer to this part as 
the "stony desert". A first-time visitor may have diffi
culty in finding his way. The buildings extend from 
south to north as far as the eye can see, with gaps for 
car parks and walkways. Before the turning off to the 
centre one passes a small white country church on the 
left. Once an integral part of a rural community, the 
church is now the smallest building in the district.

The centre contains a square and all the service 
institutions are located in the surrounding buildings : 
a district clinic with a pediatrician, a child health



centre, a maternity centre with a gynecological clinic, 
the public dental service, a psychological clinic for 
children and youth, a social service centre, a social 
insurance office, a play school, a day nursery and a 
library. In addition there is the office of the immi
grant service, which handles the special services for 
this group and also assists immigrants in their dealings 
with Swedish authorities and institutions.

The social service here is in line with the policy 
for districts that have a high proportion of "social 
problems" and those where almost half of the inhabi
tants come from other countries and environments. This 
makes it easier to organize service functions such as 
interpreters, instruction in Swedish and native tongues, 
monolingual pre-school classes in various languages 
and literacy classes in certain languages. Besides 
the institutions for social services and care that are 
visible from the square, in the vicinity of the centre 
there are also banks, a post office, a state liquor 
shop, a variety of other shops and food stores. There 
is also a small restaurant for lunches, chiefly frequen
ted by staff from the institutions. There are premises 
where the immigrant associations can hold celebrations 
and arrange activities for children and adults.

Swedish names are in a minority in the lists of 
tenants inside the entrances to the blocks of flats.
In some buildings all the names are foreign. The flats 
are of uniform design, with anything between one and 
four rooms plus a kitchen. Their equipment is modern 
and includes a bathroom, balcony, refrigerator and 
freezer.



This was the environment to which the first Kulu 
women migrated at the beginning of the '70s. The men 
who had come to Sweden in the mid-'60s had lived 
earlier in the centre of Stockholm, sharing a flat 
with other Turks or in lodgings, sometimes living with 
a Swedish woman.

Some of the families that arrived from Kulu had 
as many as 10-12 members, often representing several 
generations. Most of them, however, were nuclear fami
lies with a single patrilinear relative - a brother, 
sister or parent. This is how a woman described her 
impressions of her first flat:

"Inside the flat one could turn on taps to get hot 
or cold water. There were radiators, so one did 
not need to light a fire, and in the kitchen there 
were buttons to push and turn. Meat did not have 
to be dried, you could keep it in a cold cupboard. 
But going to the lavatory meant sitting on a stool; 
that's no good. You flush by pulling a knob? that 
is good. I ran straight out onto the balcony and 
saw that we lived above ground. Everything was so 
wonderful that I cried."

The peasants from Kulu considered that many features
of their new homes were luxurious and did not find
them crowded at first. Some of them were accustomed
to using the same room by day and night (in Kulu it
was not uncommon for twelve persons to live in three
rooms). In a joint extended family, each son and his
family had a room of their own. One room was reserved
exclusively for the men and to begin with the families
used their new homes in the customary way.



According to Swedish norms, however, it is just the 
amount of space that serves as a measure of prosperity. 
Standards that define overcrowding were established long 
ago. An official report on improved housing standards de
scribes overcrowding as more than two persons per room, 
not counting the kitchen and living room (SOU 1965:32). 
This means, for instance, that a couple with two child
ren are considered to be crowded if they have less than 
three rooms and a kitchen.

In Tensta the Kulu families have lived close together 
right from the start, both because they wished to and 
because they were given the opportunity. There have been 
many instances of a large kin group living on the same 
staircase. While the families continued their customary 
life as far as possible in their new homes, in time the 
standardized Swedish dwellings left their mark on inter
personal relationships and modes of living.

THE KULU FAMILIES IN TENSTA

The dwellings in Tensta are so organized that the women 
spend more time with their husbands than they did in 
Kulu. The entire family is often assembled in the same 
room when the men are at home. The more confined condi
tions for interaction between the sexes are not entirely 
to the women's advantage. In Kulu their life was more 
separated from that of the men and they formed collec
tives with other women. It is now much more common for 
the women to live in nuclear families, with no other 
woman in the household. It is true that the women call 
on each other daily but less time is spent working at



home, partly because many of them have a paid job 
elsewhere. When they call on each other and men are at 
home, the women invariably sit in the kitchen.

In Sweden the Kulu women also meet away from home. 
They may see each other at their workplace and commute 
in groups. Many women attend some form of instruction to
gether in the afternoons - a literacy or Swedish course. 
They meet in waiting rooms at the child health centre 
and the maternity centre, where they pass the time in 
talk. All kinds of news is exchanged in this manner.

In these ways the collective, domestic life in Kulu 
has dissolved and acquired new forms since the women 
moved to Tensta. This is true in particular of the wo
men in nuclear households who have a daytime job away 
from home. Moreover, older women who spend the day at 
home and live in joint extended households, no longer 
have the company of their daughters and geline, since 
most of the younger women go out to work. Getting used 
to the new forms for interaction with other women, as 
well as with men, is more difficult for some women than 
for others. They have developed various forms of buffer 
mechanisms^ to preserve their traditional life.

As mentioned earlier, the family structure in rural 
Anatolia has started to change, not least on account of 
the massive migration to the cities. However, a transi
tion from a traditional, joint-extended type of family 
to a nuclear type does not necessarily involve the dis
continuation of joint functions. It has been found in 
several studies that in conjunction with migration and 
economic change, extended families, while becoming nu
clear, have modified their functions in the urban sett-



ing to resemble those of the extended type (of Magna- 
relia 1974 ; Benedict 1976:219-241? Köngar 1976:205-218).

This type of family also occurs among the Kulu immi
grants in Tensta, though less than half of the house-, 
holds I have followed consist of more than one nuclear 
family. Thus one finds patrilinear joint-extended fami
lies consisting of three generations living patrilo- 
cally, as well as households comprising two or more 
brothers and their families. Another variant is nu
clear families that also house one or several matri- or 
patrilinear relatives. This group includes five families 
that have been joined by the wife"s mother in order to 
assist with housework and children. This particular 
composition is often a consequence of the young family 
having broken its ties with a patrilinear extended 
family. In some cases the rupture has been decreed by 
the head of the extended family, for whom it is a dis
grace that the family could not stay together. The 
young woman then solves her practical difficulties by 
recruiting her own mother. This type of family, so 
different from the traditional ideal, generates new 
tensions and conflicts, not least between the husband 
and his mother-in-law.

Of the households that consist of just one nuclear 
family, roughly half have separated from a larger house
hold with other relatives since they arrived in Tensta. 
Around one-third of all the nuclear families still have 
important household functions in common with the group 
from which they have separated. Examples of these func
tions are :

meals that are purchased, prepared and eaten to
gether. It is often the older woman who produces



the common meal in the evening, when the younger 
families come to collect their children, who have 
spent the day with their paternal grandmother. Every
one makes a financial contribution.
child minding. The women look after each other"s 
children in order to be free to take a job; some 
also rely on Swedish institutions but many families 
prefer to have the children at home.
financial matters. Certain household expenditure is 
shared and money is saved jointly for land or a 
house in Kulu, a car or a tractor. Large items are 
financed jointly and mutual loans are provided for 
capital goods, journeys to Kulu and outlays for 
weddings, funerals and health care.

Many of the separated families that continue to have 
several household functions in common in this way, found 
the strain of living together too great. It is often the 
case, moreover, that dissensions existed before the move 
to Sweden.

Still there are some cases where the separation of 
parents and children has given rise to a complete break, 
as when young families, while waiting for a flat of 
their own, have left their parents and gone to live with 
friends or other relatives. The head of the extended 
family tries to insist on his responsibility for its com
bined assets, which leads to disputes with the sons.
The father may never be able to reconcile himself to 
such a separation.

Families that continue to live as a joint-extended 
unit have said that financial considerations are one 
reason for doing so. They share the rent for a single



flat, child minding is simpler, domestic tasks are 
undertaken jointly, household expenses are lower and 
so on. To a large extent the women in such households 
feel that they are living as they have always done. The 
home is the core of their existence in the new country 
and it provides most of their companionship with other 
women.

The most tangible change associated with the move 
to Sweden arises from the women going out to work. This 
means that, to some extent, the younger children spend 
the day in Swedish institutions such as day nurseries, 
playschools and after-school centres.

Several Kulu women find children more of a problem 
in Tensta than in Kulu. The youngsters cannot be left 
alone at home or in the streets and open spaces, as 
they could in Kulu. The authorities in Tensta have a 
say in how the women look after their children and react 
if they are left alone. Besides considering it wrong to 
pay someone to look after children, many of the women 
are reluctant to leave this to Swedes. The children may 
get the wrong kind of food and learn about things that 
are unsuitable. As one woman commented, "when children 
start saying no to their parents, they've started to 
become Swedish".

For various reasons - such as encouragement from 
husbands to take a job, the feeling that children are 
more trouble than in Kulu and that minding them costs 
money if it cannot be arranged internally, coupled with 
access to an active contraceptive service at maternity 
and child health centres and hospital birth clinics - 
a number of Kulu women have procured contraceptives or



had a legal abortion with or without the approval of 
their husband. They consider that two or three children 
are enough.

Still several of them are worried that, if they do 
not give birth to additional sons, their husband will 
leave them for a new wife. Older women shrug their 
shoulders and say there's nothing to be done, children 
come from God. To them, moreover, children are an in
surance aganist old age and can lend a hand in the 
household. Besides which, many of the older women have 
given birth to more than ten children, of whom only 
five or six have survived. Experience of Kulu's child 
mortality helps to explain why many Kulu women are so 
opposed to contraception.

Preventive measures have also been adopted by some 
young, unmarried women, who experience entirely new 
forms of companionship at school and at work. Their 
situation, however, is more complicated because marriage 
with the man selected by their family presupposes that 
they are virgin. Doctors sometimes receive agiated 
mothers, who demand an examination to ensure that their 
daughter's maidenhead is intact; if it is not, an opera
tion is called for to restore it. The mother's alarm 
reflects an awareness that an unmarried daughter who 
has lost her maidenhood is a family disaster. It de
stroys both the family honour and the reputation of 
the father as protector of his womenfolk.

Slowly, however, even these strict codes are being 
modified. The young Kulu women and men who live in 
Tensta tend to choose a partner from their own group 
in consultation with their families. Many matches have



been arranged since childhood, with intermarrying cou
sins as the ideal. Moreover, if a young woman with a
Swedish work and residence permit marries a man in Kulu,
he too becomes entitled to a Swedish permit. Unless one 
already has parents, children or a spouse in Sweden,
this is now the only way of being allowed to emigrate
to Sweden from Kulu.

4Immigrant controls in Sweden have meant that a
woman from Kulu who has a Swedish work and residence
permit is highly prized. Among the Kulu people such a
woman is said to have a "golden passport" and this has
put up the price which her family can expect when she 

5is married off. Combined with the economic and political 
problems in Turkey, immigrant controls have genera
ted a huge demand for young, unmarried women, just as 
women who have lost their husband or divorced in Sweden 
have no difficulty in re-marrying, which was more or 
less unheard of previously. One woman in Tensta whom 
two husbands have rejected for being childless is still 
an attractive person to marry on account of her "golden 
passport".

Many of the older women had little need of money in 
their daily lifè in Kulu. Their attitude to money and 
the values it represents is evident in the way they 
speak about the family's general economy. They talk 
with pride about all the things they have been able to 
buy in Sweden and show off TV, stereo and video sets, 
china, tablecloths and the family car. It is chiefly 
to each other that they display these possessions. Im
proving one's status in Kulu by means of material wealth 
is one of the purposes of living in Sweden.



To the staff at Swedish institutions, however, 
these women exclaim anxiously that everything is so 
expensive, that they have difficulty in making ends meet 
and cannot afford clothes for their children or suffi
cient food. While admitting to each other that they 
have never been so well off materially as in Sweden, 
this stance of having a hard time is chiefly a rei 
flection of attitudes they encounter among Swedish 
social and health care authorities. People there refer 
to immigrant families as poor, their women as oppressed 
and the children as neglected. The families get the 
impression that Swedes think they are to be pitied.
They have been given to understand that in Sweden they 
need various forms of help and assistance. Having been 
capable peasants in an adverse environment who have 
managed to break away and start afresh in a distant 
city, they are now seen as a handicapped group.

It should be noted that, compared with several 
other immigrant groups in Sweden, those from Kulu are 
in a unique situation. Besides having a large network 
of relatives and former neighbours, they can return home 
annually to convey a favourable picture of life in 
Sweden to those they left behind. The happiness and 
companionship among the women is seldom expressed out
side their homes. And when a Swedish doctor, nurse or 
social welfare officer calls, their identity as immi
grants comes to the fore, thereby confirming the 
institutional assessment. The Kulu women respect the 
institutional staff and try, consciously or otherwise, 
to live up to the expectations that have been formed 
among the personnel at various institutions.



The Swedish community has come to perceive the 
Turkish families as a problem, not least with reference 
to health care. The Turkish way of life has been con
sidered to conflict with many Swedish norms. One general 
effect of this Swedish reaction has been that various 
institutions make a deliberate effort to inform, support 
and assist this group of immigrants in accordance with 
the official policy.

Explicit in this policy is the view that immigrants
are entitled to maintain their cultural antecedents.
This has given rise to measures that implicitly seem to 
be designed to prepare the families for a possible 
repatriation rather than an adjustment to either a 
Swedish or a more pluralistic society.

That the goals of immigrant policy, e.g. freedom
of choice, have been severely tested is evident from
explicit Swedish expressions of alarm and dismay over
"malnutrition", "cruelty to children", "child marriages",
"oppressed women", "illiteracy", "child criminality" and 

7"child labour". Meanwhile the families have gradually 
shifted more and more responsibility onto the Swedish 
institutions. "If corporal punishment is not allowed, 
how should children be brought up? No wonder they commit 
crimes when we haven't been allowed to keep them in 
order the way we want. So Swedish society must also take 
the consequences. It would never have happened in Kulu. 
Everyone keeps an eye on everyone's children there and 
children respect their parents." In this situation the 
children, moreover, have learnt to turn to the social 
service centre for support in conflicts with their 
parents (cf Björklund 1981:152-164) .



In the midst of all this, several of the women try 
to reconstruct an ordered existence, a legitimate way 
of returning to their home and a more traditional life. 
This is the theme of the next section.

CHANGING ROLES FOR THE KULU WOMEN

Tensta is an entity for some Kulu women, a place that 
has all the necessities of life, so there is no need to 
go elsewhere. Tensta is their new "village". The few 
occasions on which they are obliged to leave this enclave 
concern childbirth and illnesses that have to be treated 
at a hospital in the centre of Stockholm. On such 
occasions Tensta relates to Stockholm as Kulu to Ankara.

One Kulu woman who has spent five years in Tensta 
has left the "village" only three times, once to have a 
child, once to visit her child at a hospital in Stockholm 
and once for a trip to Kulu for her son's wedding. In 
Tensta she feels closer to Kulu than to Stockholm.

Other women are away from Tensta all day, travelling 
by underground or bus to jobs in other suburbs or in 
Stockholm. It is chiefly these women's roles that have 
changed substantially. But most of those who do not go 
out to work have also acquired several new roles. They 
are pupils at literacy or Swedish-language courses, they 
are patients, e.g. giving birth in a Swedish hospital, 
and they are clients and consumers of social services.

For the women who go out to work, life has been split 
into two spheres. In the sphere of employment they are 
permitted to travel early in the morning and late at



night to unfamiliar places and to do this, as well as 
to work, in the company of strange men. In the family 
sphere, on the other hand, they are not allowed even 
to visit other Turkish families in the evening without 
a male escort from their household. This sphere is 
still governed by the traditional rules and the Islamic 
code.

The women are expected to travel and work in groups. 
The ideal employment is a "key job", i.e. one where 
they are given a door-key and clean the office, school 
or other premises before or after normal hours. This is 
a way of isolating the women at work. Such jobs, how
ever, are not available for all the women and the others 
work instead in restaurants and hospitals.

By and large the men seem to have accepted the fact 
that their women are employed in public places, far from 
home and their own surveillance. The women have found 
this more difficult. Many of them experience a conflict 
in having to make a financial contribution to the 
family's future in the new country while preserving 
the family honour by keeping away from strange men. The 
men have coped by seeing employment and the home as two 
distinct spheres, subject to different rules. This has 
not been equally feasible for the women.

Many women resort to a new role to relieve them of 
responsibility in the job sphere. Finding the situation 
troublesome and even against the rules, many women use 
this role as a buffer. The role is bound up with the 
Swedish system for health insurance and the view that 
women should contribute to the family economy. It is 
also closely connected with how the women feel in Sweden,



their physical and mental well-being, and the extent to 
which they are entitled to live out their symptoms. It 
is a fact that many women feel ill more or less con
tinuously. A Swedish way of relating to illness has been 
adopted, which the women call "to sick fund" (the 
Swedish word, sjukkassa, refers to the public health in
surance offices, which disburse sickness benefits).
When a woman relinquishes responsibility for her work 
outside the home she says. "I sick fund" (ben sjukkassaym) . 
Neither the form nor the content of the Swedish term 
can be expressed in the Kulu women's own language; "to 
sick fund" means that one has a legitimated sick role 
that enables one to stay at home and work in the house
hold without an appreciable loss of income.

As Swedish doctors consider that many of the women's 
symptoms are psychosomatic, getting a sick role legi
timated at a Swedish hospital is not always easy. The 
complaints experienced by the women are not perceived 
as disease and do not necessarily result in an assess
ment that the woman needs a rest from her job. Such 
situations will be analyzed later.

The pains constitute a new symptom for many women, 
one that they never had in Kulu. This symptom is not 
sufficient to exempt them from household tasks. 
Consequently they may not even consult their immediate 
family before turning to a Swedish doctor to get the 
sick role legitimated. The same applies when, for in
stance, they are attending a literacy course and get 
a pain in the head, stomach or back; they may then ask 
the teacher or some Swede to help them reach a doctor. 
The woman accordingly omits the stage in an illness



process that customarily gives the immediate family the 
right to decide which type of illness the symptom 
represents, whether it should absolve the woman from 
responsibility, and which expert should be consulted 
for this particular symptom. An encounter with Swedish 
health care under these circumstances will be highly 
unsatisfactory for the woman if her symptom is not 
perceived as sufficiently serious to be certified as 
sickness.

In the course of time the women have found their way 
to doctors - at hospitals or in private practice - who 
understand their particular situation and consider that 
their symptoms justify sick leave. They have also managed 
to find veritable charlatans, who charge a high fee for 
issuing a certificate without troubling to make an 
examination.

The women have also realized that in this way they 
can become "sick", i.e. adopt a role in Swedish society 
that was entirely unknown to them previously. For 
Swedish people this role is perfectly legitimate, 
though it is used very differently by different cate
gories. The Kulu women deviate in that they conceive 
this sick role as differing somehow from illness proper; 
it relates primarily to life in Sweden.

Noting that the various cultural institutions of 
the Kulu women function as these women expect, does 
not suffice as a description of their logic. The in
stitutions must also be examined in connection with 
transition, adjustment and change, that is to say, when 
they fail to function as the women expect, with a view 
to understanding how the women interpret these situations.



By explaining functional failures in their institutional 
set-up, the women re-establish an orderly reality. New 
actions and explanations help to re-shape their environ
ment. A case in point is the phenomenon "to sick fund"; 
this serves as a buffer that may diminish conflicts.
It is not as easy, however, to incorporate other parts 
of Swedish health care so as to maintain an orderly, 
functional life.

The women do feel ill in Sweden, in some cases more 
so than they did in Kulu. Their new environment allows 
them to heed their symptoms, besides providing the 
financial support to which everyone in the community 
is entitled. But it is only the scientific sector of 
their new health care system which can establish just 
how ill they are and whether it is reasonable that 
they should use the sick role as a buffer.

SCIENTIFIC HEALTH CARE IN TENSTA

The initial anxiety concering the Kulu families, parti
cularly their children, has died down. Still the special 
measures to which these families were subjected on 
arrival in Tensta have had a lasting impact on Swedish 
health care as perceived by the women.

Sweden has one of the world's lowest infant mortality 
rates, 7.8 per 1000, and maternal mortality is 0.1 per 
1000 (1978). It is considered that sound medical know
ledge, advanced technology and sizable resources for 
preventive maternal and child health care have contri
buted to these low rates. In studies by Swedish 
physicians, the frequency of obstetric complications



and infant mortality for immigrant women in Sweden has 
been found to be just as low and sometimes even lower 
(Smedby 1976? Aurelius & Ryde Blomqvist 1978; Holmberg & 
Rådestad 1980). In keeping with recent research, more
over, Turkish and Swedish children from the same district 
have been found to have much the same disease rates 
(Mjönes, forthcoming).

In recent decades health care in Sweden has been 
increasingly decentralized. All districts with between 
20,000 and 50,000 inhabitants (roughly 5,000 children) 
are provided with primary out-patient care, including a 
district medical officer as well as maternity and pe
diatric clinics.

As part of the organization for primary health care, 
maternal and child health supervision is conducted 
chiefly along preventive lines. The principal task is 
to improve and maintain the health of mothers before 
and after childbirth and of children below school age.
It is just this preventive care which is considered to 
have brought about the low ante- and post-natal morbidity 
and mortality. Achieving further quantitative improve
ments is likely to be difficult but it can be noted that 
maternal and child health supervision in Sweden has 
three main goals, which are not confined to medical prob
lems :

Reduce ante- and post-natal mortality, morbidity and 
disablement among women and infants.
Attempt to diminish harmful stresses and strains on 
parents and children.
Support and activate parents as such and thereby 
create favourable conditions for an all-round



development of children (here health care concen
trates in the first place on psychosocial factors) . 

There is thus a single ideology for maternal and child 
health supervision. The goals presuppose that the health 
of all mothers and all children is monitored. Detailed 
programmes that are continually reassessed and deve
loped have been set up for this. Given these goals, the 
health service must be accessible for those concerned.

A local service of this type is available in the 
suburbs of Stockholm. The local service institutions in 
Tensta, including those for health care, have been 
mentioned already. Professional specialists are avail
able at clinics in the major hospitals in Stockholm 
itself, where in-patient as well as ambulatory care is 
dispensed (cf Appendix II)'.

In investigations and programmes for social services, 
immigrant families are equated with Swedish families with 
"special needs". The child health personnel worked 
vigorously at first to get the Kulu women to bring their 
children for a check-up. Once the women realized that 
Tensta, just like Kulu, had a "small hospital", they 
also started to call as and when the need arose. This 
centre, however, does not cater for children who are ill ; 
it has a supervisory function and receives children who 
are healthy. The Kulu women saw no need for this. They 
were in fact allowed to bring ill children to the same 
doctor who presided at the health centre, but only when 
he was working a block away at the district pediatric 
clinic and then only by appointment, which had to be 
arranged by phone.

Many difficulties and a great deal of irritation



arose if the women arrived at the wrong time or on a 
different day, when they considered they needed help.
An interpreter was available only by appointment.

When they applied for health care, the women were 
chiefly interested in meeting the doctor. It happened 
that they brought some problem to the health care centre 
and had to make do with the nurse, who could not pre
scribe medicine. Many of their visits to the health 
centre failed to elicit the help that they had expected.

The same doctor who presides at the child health 
centre and the district pediatric clinic is also re
sponsible for school health care in the district. The 
purpose of the health centre is really to supervise the 
health of pre-school children, while sick children are 
received by appointment at the district pediatric clinic. 
This clinic in Tensta was set up in 1973 as part of an 
effort to decentralize pediatric care from the emer
gency clinics at the large hospitals. Compared with 
the hospital receptions, however, the district clinic 
acquired a different medical content and organization 
(HS-80 1973 ; Lagerkvist et al 1976) .

The difficulties in getting health care to function 
for the Kulu families and their children were a dis
appointment for staff at the Tensta centre. For one 
thing, the Kulu women failed to attend at the centre's 
hours for health check-ups, vaccination programmes and 
so on, neither did they come when called on to do so.
The staff sat and waited, phoned and sometimes called 
in person to bring women and children to the centre.
For another, when women did come without any prompting, 
their children were usually so ill that the staff were



afraid that they would infect other children who had 
come for a check-up. Neither were the staff always sure 
what disease the Kulu children had contracted. Some 
symptoms were unfamiliar to them, though mostly it was 
a question of intestinal infections, parasites, in
fected ears and eczema. The staff also had difficulty 
in communicating with the women who "did not seem to 
understand anything"; and could neither read nor tell 
the time.

Ultimately the situation deadlocked and after great 
internal difficulties, the staff began to alter their 
routines. Restrictions were modified and it became 
possible, among other things, to bring sick as well as 
healthy children to the centre. The whole set-up was 
made much more flexible, besides being adapted to the 
needs which immigrant families had demonstrated in 
their ways of seeking care (Nilsson, Ritzman & Vangstad 
1980:438-541) . Thanks to support from the Swedish Save 
the Children Fund, a Turkish woman from Istanbul was 
employed as a contact assistant. She functioned as an 
interpreter and go-between, accompanied families to 
hospitals, called at their homes and arranged appoint
ments, reminded them about appointments and was generally 
helpful. Whenever she was not at the child health centre, 
the Kulu women did not come either. Her presence meant 
a great deal for the subsequent work of the staff (Mjönes 
1978 :126-128 ; Sachs 1978:128-130) .

In the early days the Kulu women felt deluded by 
the child health centre. First the nurses and doctor 
had wanted them to attend ; then when they did so, this 
was not allowed. The women saw absolutely no sense in 
going to a hospital with healthy children ; when they



did need medicine, none was forthcoming and they were 
not even allowed to see the doctor. Several women turned 
instead to clinics in Stockholm, in much the same way 
as they had travelled from Kulu to scientific health 
care in Ankara and Konya. But obtaining health care in 
Stockholm was not easy either, partly because the women 
did not know to which clinics they, as residents of 
Tensta, should apply. This depends on the type of medical 
problem, with one hospital for children's diseases, 
another for ear complaints, and a third for gynecological 
problems. Some families journeyed with sick children from 
clinic to clinic before they managed to sort this out.

The hours and policy of the child health centre were 
then altered, as mentioned, making it possible to take 
sick children there. The women still had the problem of 
obtaining the scientific health care that they expected 
to receive in the light of their experience of such care 
in Kulu. But in many ways they did appreciate the child 
health centre when they started to use this opportunity 
of getting their children's height and weight checked 
and having them vaccinated.

The same applies to their attitudes to the Tensta 
centre for maternal health. Many women use the harmless 
services that are provided there during a pregnancy but 
refrain from applying in many situations when they really 
are ill, with serious gynecological complaints and the 
like. The women, moreover, who have already given birth 
between five and ten times before in Kulu are not parti
cularly motivated for a pre-natal check-up.

In the following chapter I shall describe what 
happens among Kulu women when they or their children



are ill. The ways in which they use the various sectors 
of their health care system during such a process are 
closely bound up with the kind of competence, socio
cultural as well as biomedical, that the specialists 
whom they meet can communicate.



The 1977 and 1978 reports on the Tensta-Rinkeby 
project.
I got in touch with the families that are included 
in my study via the register at the child health 
centre. The women whom I met initially at the centre 
introduced me to their families and kin groups. The 
study comprises a total of 348 persons, constitut
ing 63 nuclear families in 48 households. The number 
of members in a household ranges from three to twelve, 
with an average of six. These individuals are grouped 
below by sex and age. I know of only two cases where 
women were living alone with their children? one was 
a widow, the other divorced. Separated women usually 
moved in with close kin, mainly brothers. It should 
be born in mind that women are marriageable and start 
having children at 14-16 years of age. The threshold 
for the oldest group is the age at which the Kulu 
women consider that people start to be old (in 1980).

No. of No. of No. of
Born women men Born children
1920-1940 22 23 1966-1970 29
1941-1960 55 56 1971-1975 87
1961-1965 14 16 1976-1979 46
Total 91 95 Total 162
The term buffer mechanism has been used by Kiray 
(1976:216-271) in her discussion of how Turkish 
women function in the family in connection with 
changes in the structure of society.
When controlled immigration was introduced in 1967, 
persons wishing to immigrate to Sweden had to ob
tain a labour permit first. The controls were 
tightened later in the '70s so that immigration 
was restricted chiefly to the children, husband/wife 
and parents of persons who already resided in Sweden.



Cf the description of a bridéis price, Ъа$1гк, in 
Engelbrektsson (1978 :176-177) .
The goals for Swedish policy on immigrants and 
minorities is formulated in Bill no. 1975:26 as 
"equality, freedom of choice, collaboration".
Treating everyone alike does not lead to the goal 
of equality, which often presupposes special 
measures to enable immigrants to utilize their 
rights and fulfill their obligations. Freedom of 
choice implies that immigrants are to have real 
possibilities of choosing to what extent they 
wish to "become Swedish" as opposed to preserving 
their own linguistic and cultural identity. Colla
boration implies that, besides being the object 
of presumably well-intentioned measures by the 
Swedish community, immigrants are to be in a posi
tion to influence the society in which they live.
In the period 1975-78 a total of 33 children in 
Tensta were taken into custody under regulations 
in the Child Welfare Act (§25a, §29) concerning 
maltreatment and suspected maltreatment of children. 
Of these children, 15 were Turkish. Of the popula
tion groups in Tensta from which children were taken 
intb custody, the Turkish was the largest (Ljungberg 
1980) . Certain cultural differences between Turkey 
and Sweden should also be mentioned. In a Turkish 
upbringing, limits to a child's behaviour tend to 
be indicated physically rather than verbally. The 
age at which childhood is considered to end also 
differs between rural Turkey and Sweden.

Swedish authorities consider that a girl who 
has been married off at the age of 14 has been 
"maltreated" by being forced into a "child marriage". 
Compulsory education in Sweden lasts until the age 
of 16 for girls as well as boys. Below this age 
Swedish authorities regard any work as "child 
labour". Instead of attending school, many young 
Kulu girls spend the time at home, e.g. looking 
after younger brothers and sisters.



The health insurance system in Sweden entitles 
people to be absent from work for one week without 
a doctoras certificate. During this week the 
insurance office pays them a sickness benefit to 
cover most of the loss of earnings. After the 
first week, benefits continue to be received only 
if a doctor's certificate is submitted.



V. THE HEALTH CARE ENCOUNTER AND THE ILLNESS PROCESS

The initial case study, involving a young woman and her 
two sons, is one of many illness processes that I have 
been able to follow among Kulu families in Tensta. I 
shall now refer to it as I review the various elements 
which such processes contain.

It will be recalled from the figure on p. 25 that 
the Turkish patient, in this case the young woman with 
her son, finds herself simultaneously in a Swedish and 
a Turkish sociocultural environment. In other words, in 
her new life in Sweden she also has access to the health 
care system she has been accustomed to using in Turkey.

The reactions of the young woman in connection with 
her son's symptom do not suggest, however, that she sees 
any direct alternative form of help for him. Her reac
tions are based on the stock of knowledge that she shares 
with other Kulu women. She does what she believes to be 
right, in the light of her knowledge and experience.
This stock of knowledge accumulates from the thoughts



and actions of people in a sociocultural system. Per
sonal experience may vary but it is integrated in the 
shared stock, becoming part of this. Individual ex
perience may also modify the common stock in time, 
though this is a slow process.

In Sweden the ideas which the women share about 
illness, misfortune and death are exposed to many in
fluences, not least in encounters with Swedish health 
care. This is a collective process. Everything that 
happens to the woman and her children in our case study 
is discussed in the Kulu group and may either reinforce
or weaken its ideas and attitudes. One may ask what it
is that causes the health care system of the women to 
survive and be reinforced and what causes it to be 
perceived as a failure. One must also ask why Swedish 
health care is considered to be effective in some in
stances but not in others.

Let me briefly recount the life of the young woman 
whom I have chosen to call Fadime.^ The illness process 
of the young boy is included in this, as it is a major 
aspect of Fadime's lifè in Sweden. This is followed by
two sections on how the Kulu group and the Swedish doctor
respectively interpret the boy's illness process. The 
chapter concludes with an account of factors that re
inforce or undermine the stock of knowledge of the 
Kulu women.



FADIME"S STORY

Fadime was born in I96 0 and grew up in the town of Kulu. 
She has a sister and two brothers, all younger than 
herself. Her father died when the children were quite 
young and since then her mother has managed on her own, 
continuing to breed sheep and till the soil, chiefly 
as a market gardener. The mother is a notable person 
in Kulu, a deviant woman who drives a horse and cart, 
does business and goes her own way. Men have lived 
with her at times but she has not re-married. In recent 
years some of the farmwork has been taken over by the 
two sons but the mother is still to be seen at the reins 
on the dusty roads around Kulu.

As the eldest child, Fadime had to manage the young
sters and do housework from an early age. Her mother 
and a paternal aunt had been pregnant together and had 
planned that the children, who turned out to be Fadime 
and a boy, would marry. Fadime accordingly grew up in 
the knowledge that her cousin was to be her husband.
This did not happen, however, because Fadime's life 
changed in many respects after the death of her father.
Fadirne"s mother refused to submit to her mother-in-law 
and the relationship broke down. The cousin subsequently 
married another young woman; Fadime^s mother had other 
plans for her daughter.

When Fadime reached puberty she stayed for some 
months with a maternal aunt in Ankara. There she was 
attracted by clothes and make-up and wore what was



fashionable in the city. She was 13 years of age and 
caused a stir on her return to Kulu. Becoming interested 
in a young man, she asked her mother^s permission to 
marry him. The mother did what she could to comply; 
about a year passed before the wedding could be arranged. 
Fadime's future family had already migrated to Sweden 
and after the wedding she started her life as a gelin 
in Tensta.

The father-in-law had been against the marriage 
from the start, on account of Fadime^s family"s reputa
tion in Kulu, but the son was so insistent that in the 
end he gave way.

Fadime arrived in Tensta in 19 74 and had lived 
there for just over four years when my field work 
started. As a young gelin she ranked lowest in her new 
family. She did the domestic chores that were imposed 
on her and continued to function as a daughter, albeit 
in a household of strangers. When Fadime joined the 
household it consisted of her parents-in-law and their 
five sons, plus the eldest son^s wife and small daughter. 
The youngest son was only 5 years old and two of the 
others were of school age.

During the day there was no one at home. The father- 
in-law washed dishes at a restaurant in Stockholm, 
accompanied by the eldest son when there was a lot to 
do. Fadime^s husband tended the paths and flowers in 
a churchyard outside Stockholm in the mornings and 
worked at a pizzeria in the evenings; he came home 
after Fadime had gone to bed and left before she got 
up. Fadime"s sister-in-law had a job as a nursing aide 
at a Stockholm hospital, where she had worked ever 
since her arrival in Sweden.



F ad ime became pregnant quite soon and a son was 
born after barely a year in Sweden. To start with she 
stayed at home, doing the housework and minding the 
children. She received the one-year maternity allowance, 
which she handed over to her father-in-law. It astonished 
her that one could earn money without doing anything.
With the birth of her son, things started to change 
for Fadime. The baby was the first grandson for her 
parents-in-law, who were proud of it and looked after 
the boy as they saw fit. But the baby also led to 
growing tension between the two daughters-in-law.

Fadime"s sister-in-law is the daughter of a large, 
respected landowner in Kulu. Many members of her fa
ther's family have migrated to Sweden and she has spent 
a lot of time with them right from the start. She 
maligned Fadime to her parents-in-law, as well as among 
her relatives and friends.

When the baby was one year old, the father-in-law 
considered that Fadime should go out to work in order 
to bring in money. One of his brothers arranged a job 
for her at a Stockholm hotel where the brother washed 
dishes and other women from Kulu worked as cleaners.

In Fadime"s words:
"When I arrived at the hotel we started by cleaning 
the rooms and toilets. We had to make the beds with 
clean sheets, remove all the dirty ones and clean 
baths and toilets which the people had used. I 
vomited throughout the first week. But then it got 
better."

Fadime handed all her pay to her father-in-law, who 
managed the household finances and gave his wife the 
money that could be used to buy food, etc.



When Fadime had been in Sweden for just over two 
years her husband returned to Turkey for 21 months 
military service. Fadime's second pregnancy had started; 
she continued to work but developed back trouble, where
upon a Swedish doctor sick-listed her for the last four 
months of the pregnancy. She stayed at home to look after 
the family's three small children while her mother-in- 
law worked as a school cleaner in the afternoons. The 
three children were the youngest son of the mother-in- 
law, Fadime's son and her sister-in-law's daughter.

Fadime felt unwell during the pregnancy; she disliked 
being alone in the daytime and felt threatened, uneasy. 
When her time came she was very frightened and it seemed 
to her that something was wrong with everything to do 
with her delivery. Although she got a second son, it 
did not make her at all happy. She found the baby small 
and thin, too weak to suck her milk and a constant 
fretter. For her stay at the maternity clinic she had 
taken a copy of the Koran, her пагагЪгкг a small scissors 
and one of her husband's pullovers. When the lights 
were turned out at night she was frightened and lit her 
bedside lamp, at which the other women in the room 
complained. Fadime was convinced that she saw аЪкссггвг 
outside the window; she felt hot and could not breathe 
normally. She lay awake in fear the whole night. When 
her baby was brought in by the nurse in the morning 
he had scratches on his face, so she knew that аЪкаггвг 
had attacked him, too. She decided to go home im
mediately .

The doctor at the clinic said she had a slight 
fever and would not be allowed home until it had sub
sided. She then phoned her mother-in-law to get the



family to fetch her. She related that аЪкаггэг had been 
there, that the room had to be in darkness at night 
and she did not dare to keep the Koran under her pillow 
when the staff came round to make the beds. She was 
certain to get albasimsb if they did not fetch her, so 
that she could obtain кггкЪаш for herself and the baby.

The father-in-law came to fetch Fadime, accompanied 
by his wife. This caused a commotion because the baby 
had not been examined by a pediatrician and could not 
be discharged before it was clear that everything was 
in order. The doctor told the father-in-law that, with 
the aid of an interpreter, the staff would talk with 
Fadime and calm her down; he explained that she had 
a slight temperature, possibly due to milk congestion, 
and would definitely get the best care and rest at the 
hospital. The father-in-law rejoined that she should 
return home and would be cared for better there, where
upon the doctor allowed Fadime to leave, alone and 
at her own risk. The baby had to stay at least until 
the following day to be examined.

Fadime"s despair at having to leave her son behind 
was overcome by her fears of what might happen if she 
stayed in the hospital. Safely home, she received кггкЪата 
from her mother-in-law and prepared for her son"s return 
the following day. All that night Fadime thought she 
saw а1каггвг; her mother-in-law and sister-in-law sat 
by her in turns. The sister-in-law had a patrilinear rela
tive who had seen аЪкаггэг outside Kulu one night and 
managed to grasp her long hair and extract a promise 
never to strike a member of his family. As the sister- 
in-law now belonged to her husband"s family, however, 
she was less confident and felt frightened, too. Many 
women in Kulu had died of albasmasb.



Next morning the father-in-law went back to the 
clinic to fetch his grandson. The doctor repeated that 
the baby would be discharged at the father-in-law's 
risk and that a nurse would call as soon as possible to 
lend a hand.

Fadirne considered that all was not well with her 
baby boy. She was sure that nazav had struck while he 
was on his own. He had differed from her other son 
right from the start. For the first few months he was 
a poor feeder despite her efforts. He was thin and list
less. The nurse from the child health centre called and 
took Fadime and her baby to see the doctor ; he found 
the boy thin and suggested that Fadime should give him 
less food more often rather than everything at once.

Fadime continued to believe her boy had been struck 
by nazav. She did not allow any stranger to see him and 
kept him indoors. Her mother sent a muska in an envelope 
from Kulu. For five months after the boy's birth, the 
father-in-law stayed at home on account of protracted 
headaches which were so severe that he could not see.
He lay in the living room most of the time and was not 
to be disturbed. Fadime supplied him with food and tea 
and kept the youngsters out of the way. When he occa
sionally left the flat, Fadime was able to smoke, watch 
television or listen to a tape of Turkish music that 
she had received from Kulu. During this period she 
never left the flat.

Fadime and her mother-in-law suspected quite soon 
that the baby was suffering from китЪадасгк. His fon
tanel was depressed and pulsated, there were small 
white lumps on the roof of his mouth and a dark streak 
on his back, all of which indicated that it must be



кигЬадасгк. Не seemed to get smaller and smaller, had 
continual diarrhea and was tired and listless, eating 
hardly anything. Several relatives who saw the boy 
agreed that it must be кигЬадасгк. The illness exists 
only in Kulu and has never been heard of by other 
people. The women say it can be fatal and that children 
can be injured for life. It is only certain ocaks that 
have specialized in the illness who can cure it. This 
cannot be done either by doctors in Kulu, Konya or 
Ankara or by Swedish doctors, who do not know what 
it is .

The father-in-law decided to take his grandson and 
Fadime back to Kulu, to get кигЬадасгк treated at 
Kuphisar. Meanwhile the nurse from the child health 
centre called again and asked Fadime to bring her 
four-year-old for a check-up. An appointment was 
arranged and the nurse phoned in the morning to re
mind her. Fadime took both her children to the centre, 
where she encountered the doctor, as described earlier.

Returning from the centre, Fadime was distressed 
and frightened. She could not forget the blue eyes and 
fair hair of the nurse or the latter"s admiration of 
her son. Fadime was fearful of nazar·, the nurse did not 
know that she ought to have said maçallah. Having attached 
several nazarfok to the child, Fadime waited for her 
mother-in-law.

When the mother-in-law came home, Fadime showed 
her the remittal from the doctor and related that he 
had told her to take the baby to a hospital. The 
mother-in-law replied that her husband would have to 
decide but added that there was certainly no point in



going to see a Swedish doctor, who could not know what 
was wrong with the boy; in any event, they could not 
help him in Sweden.

A couple of days later the father-in-law left for 
Kulu with Fadime and her son. There they turned immed
iately to the woman who is an ooak and a specialist in 
incisions for kurbagaozk. The woman held the boy's head, 
made small incisions round the fontanel, placed chicken 
liver on them and bandaged the head. When she removed 
the bandage after a time, the fontanel was no longer 
depressed. Fadime could see for herself that the treat
ment had been effective and driven кигЬа̂ аогк out of her 
son. She felt happy and grateful to the ooak and resolved 
to bring gifts next time she visited Kulu. The boy had 
also received a muska.
Fadime spent no more than a week in Kulu, where she 
looked after her father-in-law in his house. She managed 
to visit her mother once only and as her father-in-law 
was present, there was little she could say. Back in 
Tensta, Fadime soon found that the baby's digestion was 
in very bad shape. After a short time both children got 
pains in their ears and cryed all night. Accompanied 
by her brother-in-law, Fadime took them to the emergency 
clinic at a hospital in Stockholm; penicillin and nose 
drops were prescribed and Fadime obtained them at the 
pharmacy. The elder boy took his medicine but the baby 
refused and Fadime did not want to force him, parti
cularly as the medicine would not have any effect since 
a power was preventing him from getting well. She would 
have to get rid of the evil power first but did not 
know what to do because the muska did not seem to be 
potent for more than a few days or weeks at a time.



The elder boy recovered but the little one got 
worse and the day came when he could not be aroused.
This frightened Fadime, who was alone at home with 
all the children. With the baby wrapped in a blanket, 
she took the underground to a hospital in Stockholm, 
leaving the other children behind. At the hospital the 
doctor told her they must keep the baby for some days 
to give him nutrition and fluid. They placed him in a 
bed and attached tubes to his body. Fadime returned 
to the other children and waited, frightened and un
happy, for her mother-in-law, whom she told that she 
wanted to take the boy back to Kulu. He still had 
кигЬа&асгк and would no doubt have to be treated again.
She also thought there was something else as well this 
time. She believed that the power of the muska had 
diminished, so that the boy needed a new one.

After a week the boy was fetched by the father-in- 
law from the hospital, where the doctor said that he 
had lost fluid, seemed to be under-nourished and must 
have had diarrhea for a long time. Back at the flat 
the boy was calm and seemed content but Fadime did 
not think he was any better. The mother-in-law and 
sister-in-law both considered that he was much better 
than he had been for a long time but Fadime did not 
see it this way. She referred all the time to his 
skinniness and apathy. She wanted him to get well so 
that she could leave him by day and go back to her job.

The holiday season came round and the father-in-law 
made the journey to Kulu, taking Fadime and his grandson 
with him. Fadime had the boy treated again by the ocak 
and found him much better afterwards. Having spent the



summer in Kulu, she returned to Tensta, where the boy 
became worse. This procedure was repeated a third time 
in the two years during which I followed the family. 
Fadime made the trip to Kulu again after she and her 
husband had separated from his parents.

On no occasion did Fadime consider that Swedish 
doctors or visits to hospital helped her boy. She be
lieves that he will die and that nothing helps. She 
interprets his symptoms differently from time to time 
but always in terms of an evil power, nazar or Ъиуй.

Fadime"s dream is to earn a lot of money. She wants 
to learn to drive a car and then drive to Kulu to show 
everyone there how successful she has been in Sweden. 
Without telling anyone she has managed to save some 
money, which she keeps in the sewing machine, to which 
she has the only key. When someone she trusts travels 
to Kulu, they take the money to her mother, who sets it 
aside for her. Fadime wants to buy gifts for ocak and hooa 
for some of it.

Originally everyone in Fadime"s new family had in
tended to invest in Kulu and ultimately move back to 
a good life there. According to her father-in-law, this 
can only be done if they all work hard and stick to
gether. They must save together ; he will look after the 
money and invest it.

The sons, however, grow reluctant to hand over every
thing they earn to their father·, they want to set aside 
some of it for themselves. In the end the family splits 
up ; the two eldest sons move into separate flats in 
Tensta. The break-up is tumultuous and for Fadime the 
move changes a great deal. If she goes back to work 
there will be no one to look after the children, which



means leaving them at a day nursery. This she does not 
want to do; it costs too much and one cannot tell what 
will happen to the children. Making ends meet is more 
difficult, moreover, when there is only one pay packet 
to cover the rent and other expenses.

Fadime and her husband incur debts on the televi
sion set and stereo equipment that they are buying by 
installment. They discover that everything they earn 
goes on their needs in Tensta; saving is out of the 
question. At times Fadime has to apply for social wel
fare assistance ; she obtains a housing allowance as well 
as money for food and clothes.

Her father-in-law refuses to accept that his sons 
have left him. He cannot get over the family disgrace. 
The mother-in-law calls on the quiet to see her grand
children, bringing food and sweetmeats and invariably 
crying when she leaves. The sons are no longer under 
pressure to earn more in order to invest in land and 
buildings in Kulu; after a time they both become un
employed and live on social assistance. Fadime's sister- 
in-law goes out to work, leaving her daughter at a day
nursery. She hands her husband a little money from time
to time but keeps most of what she earns and saves a
little. Her intention, she says, is to make a trip to
Kulu. Fadime"s husband starts playing cards with other 
Turkish men and is away at night. He sometimes brings 
them home and keeps Fadime and the children awake all 
night. It happens that the men are accompanied by 
Swedish women.

When tired and angry, Fadime has occasionally 
shouted at her husband and been struck by him. When 
she was visiting a hospital where her son lay, the



doctor and nurses noticed she had a black eye. They 
informed the district medical officer, who sent a 
nurse to call on her. Staff from the social service 
centre have also visited Fadime and all are agreed 
that she should get a divorce. But Fadime does not see 
this as a solution; for her there is nothing remarkable 
in all that has happened.

The chief difficulty with Sweden for Fadime is that 
the children are not well and she cannot get the care 
and assistance that she wants when they are ill. Several 
of her Turkish friends consider, on the contrary, that 
children are better off in Tensta than in Kulu, whereas 
they themselves are worse off. In Kulu they did not 
experience all the headaches and stomach pains that 
trouble them now.

Fadime relies entirely on the stock of knowledge
that the Kulu group possesses about illness and health
care. When something happens she turns first to her
mother-in-law. Since she and her husband moved into a
flat of their own, Fadime has borrowed money for a trip
to Kulu not only to visit an ocak on behalf of her son

оbut also to get a "blood injection" for herself from 
a private practitioner in Konya. She has not yet found 
any indication that Swedish doctors are better than 
the healers on whom she relies. Should anything happen 
to her or the children, she would try to return to Kulu.



FADIME'S SON: THE VIEW OF THE KULU WOMEN

For Fadime the first sign of her baby's ill-health is 
that he will not eat. As long as a person copes with 
normal functions and meets the sex- and age-related 
expectations of those around him, he is regarded as 
healthy. For the Kulu women, illness is equivalent to 
being incapable of performing daily tasks, which con
sist in Kulu of keeping the house clean, sewing clothes, 
carrying water, preparing food, minding young children 
and so on.

Illness interferes above all with everyday actions 
and functions ·ψ it is such deficiencies that reveal its 
presence to other people. At no time during my field 
work in Kulu and Tensta did I hear a Kulu woman de
scribe illness in terms of a changed appearance. Phrases 
that are common among towndwellers in Sweden - "How pale 
you are, are you sick?", "I can see you're not well, 
your eyes are glazed", "You do look tired!", "You don't 
look well, what's the matter, are you ill?" - do not 
occur among the Kulu women.

The point at which an adult gives in to pain and 
discomfort varies, individually as well as culturally.
In the case of infants, the point is discerned by the 
group around the child in the light of symptoms as 
non-verbal communication. It is in early childhood 
that cultural expressions are acquired for perceptions 
of the body and its reactions. This occurs via reactions 
in the adult world (cf Caudill 1976:159-184).



In our case, several members of the family as well 
as relatives and friends from Kulu considered that the 
baby boy was too skinny. In Kulu a thin person is said 
to have less chance of surviving. A plump child is a 
healthy child, besides indicating that one is capable 
of feeding it properly. It is for this reason that 
formula feeds are all the rage for infants from Kulu - 
unlike breast-feeding, they enable the women to see 
how much a baby eats. The Swedish doctor holds that the 
women often overdo formula feeds because he considers 
that too much fat is just as harmful for an infant as 
too little. This makes no impression on the Kulu women, 
who proudly show off their fat babies to each other and 
to doctors and nurses. Weighing children has become a 
popular pastime.

The symptoms of the skinny baby are interpreted by 
the Kulu women as an illness. Fadime and her mother-in- 
law identify the illness as кигЪадавгк but this does not 
meet with general agreement. Some women are more in
clined to see the symptoms as evidence that Fadime, 
like her own parent, is no good as a mother and lacks 
the ability to protect her child.

Knowing what is wrong with her son, Fadime is un
moved by this slander. No blame attaches to her since 
she attributes the cause to powers over which she has 
no control. One woman believes that the baby has been 
bewitched out of envy by the son-less sister-in-law. 
Others are convinced that the illness is in fact кигЬадаогк 
and advise the family to have the boy treated in Kulu.

Most of the Kulu women who visit Fadime at this 
time are quite sure that the boy has been exposed to 
nazav and their comments are interlaced with maęallahs.



They are most upset that Fadirne left her newborn baby 
unprotected at the Swedish hospital; this was dangerous 
because people there do and say things without thinking. 
The women also criticize Fadime's family for not com
pelling the hospital staff to hand over her baby. The 
infant is hers, not theirs. How can a hospital hold on 
to other people's children for no reason?

"In Sweden they decide far too much about other 
people's children. If we from Kulu couldn't take 
care of our children, we wouldn't get any. We get 
children because we should and want to have them.
God sees to it that we get them."

The older women consider that they know better than
Swedes how to take care of children. It is mostly the
danger of nazar that some of them have in mind.

"At the hospital they harm the children with their 
admiring looks and words. They are forever saying 
out loud that the children are so splendid and 
grand without knowing how to protect them from nazar."

Fadime said on one occastion.:
"The Swedish doctor at the hospital is not what a 
doctor should be. He asks so much that he ought to 
know already; he's the doctor, not me. When he 
believes children are ill he doesn't help but 
thinks that other doctors elsewhere should take care 
of them. When one then goes to other doctors, they 
just take blood, urine samples and photographs of 
the child. After that you still have to wait a long 
time before they can tell which medicine to take. 
Sometimes they even say that the illness will dis
appear by itself. If ocaks and other doctors in Kulu 
were not prepared to treat sick children and did 
not provide medicine, many more children would die 
in winter. Treatment is the only thing that helps 
against illness. Muska and medicine."

Some Kulu women see the illness as a complaint that
children get in Sweden. They believe it to be Sweden's
fault that children are sick from birth. They come
across children with evident defects, such as not being



able to move or talk. One woman points out that such
children are not to be seen in Kulu.

"Children born in Sweden are of a poorer quality 
than those born in Kulu. There God takes those 
that cannot live like ordinary children. In Sweden 
children are not allowed to die. They even oppose 
God. "

Other women believe that the boy got worse in Kulu.
According to them, it is normal to be ill in Turkey
when one lives in Sweden.

"Young children get ill in Kulu because it's so 
hot there. The sun is strong in summer and the smoke 
from the fire makes them ill in winter. It suffo
cates small children that are not used to smoke."

"In Sweden they use medicine to make fruit and 
grain grow well. This can be dangerous for children 
who are used to food made from plants that have had 
a lot of sunshine. When children come to Sweden they 
get used to weaker food; that is not good. Then the 
food in Kulu makes them ill. In Sweden they say that 
we are ill because it is dirty in Turkey. That's not 
true. It's Sweden that is no good for women like us. 
We get ill here."

"Swedish doctors believe that кигЬадасгк is due to 
diarrhea. They are wrong. You can tell when they 
treat diarrhea in their way; кигЬадасгк does not go 
away."

"A child never gets over кигЬадасгк; it will be 
ill for the rest of its life. We don't know what 
it comes from except that nazav may be involved."

Most of the people in the personal sector of Fadime's 
health care system consider that the boy ought to be 
taken to an ocak in Kulu. Although opinions differ 
about the exact nature of the illness and its cause, 
they are unanimous that this is a case for an ocak.

Certain factors tend to reinforce Fadime's percep
tions in these respects. Signs that the illness кигЬадасгк 
is being cured materialize as expected, while other 
symptoms such as diarrhea are taken to indicate that,



under the influence of nazar, the child has been struck 
by a different illness.

Fadime is never at a loss to explain failures on 
the part of the health care system which has been hers 
since childhood. Using her combination of explanations, 
unexpected effects of a folk treatment are attributed 
not only to difficulties in repelling nazar but also 
to the ultimate outcome of an illness being in the hands 
of God. It is not that her actions invariably produce 
the intended result ; simply that she feels she has done 
the right thing, even though it does not always work. 
Unforeseen consequences can be explained when they occur. 
When it comes to health care in the Swedish system,
Fadime has no such explanations.

The illness кигЪадаогк confirms for Fadime that she 
and her family are pursued by evil powers. She uses the 
illness to account for several features of her life.
The illness process of her son involves something of 
a breach with the special network and her normal roles 
in the community. At the same time it helps to organize 
her life in such a way that she can explain - to her
self and others - why she has not managed to live up 
to her own expectations in Sweden.

FADIME"S SON: THE VIEW OF THE SWEDISH DOCTORS

The doctor believes at first that the baby has meningitis 
and is therefore insistent about hospital care without 
delay. He also notes that the baby has had diarrhea and 
is very weak. The symptoms may represent some dehydra
tion but the doctor cannot tell for certain. Nothing



can be established definitely until the diagnostic
examinations have been made at a hospital. The doctor
never doubts that the boy has a disease.

According to the doctor, it is chiefly the mother
who is responsible for her son's condition.

"She is too young and immature and has to look 
after too many children during the day. She is, 
quite simply, unsuited to look after small children? 
she is just a child herself. She never takes the 
children out and somehow lets them get on as best 
they can. She has come to the child health centre 
several times with various children and has always 
seemed inaccessible and uninterested, almost fur
tive. "

The nurse who calls on Fadime provides the doctor with 
further information. His opinion about the causes of 
the boy's condition is strengthened by her reports. 
During her visits Fadime had smoked and read magazines, 
while the children ran about and carried the baby. The 
other children had been allowed to hug and kiss the 
little boy even when they had a cold and appeared 
diseased. It seemed to the nurse that Fadime had a 
poor social situation. Her children received no stimu
lation and were left on their own too much. The nurse 
noted that the children were not undressed at night 
and had no toys, while the baby had no bath or bed of 
its own. She described the situation as "real destitu
tion" .

From the medical angle the doctor and his colleague 
at the hospital consider that the boy is not getting 
the care he needs, particularly for infections. He 
needs to be fed, with a more varied diet to suit a 
child of that age, and be treated very patiently. Re
gular mealtimes would also be desirable. The doctors



believe that medically there is nothing fundamentally 
wrong, it is simply that the boy never recovers pro
perly from one infection before he contracts a new one. 
All that is really wrong is the boy's management. Steps 
should be taken to get him into a Swedish day nursery, 
where he would receive the care he needs.

The doctors are very dubious about the trips to 
Kulu. A child born in Tensta is less able to stand up 
to the bacterial flora, infectious diseases and para
sites there. A child in poor condition should definitely 
not make the trip. Infant mortality is high in the Kulu 
district and the Tensta doctors are in favour of re
commending that some mothers leave their infants in 
Sweden while they holiday in Kulu. It has happened 
that children who accompanied their parents to Kulu 
died there.

The doctors do not believe that the magicians and 
healers in Kulu can do anything in a case like Fadime's 
son. At most it would be a matter of suggestion - 
Fadime feels better herself because she believes the 
treatment has helped the boy; this gives her a more 
positive attitude to the boy and she perceives him as 
better. Methods such as those employed by the healer 
in this case can only cause the skin around the fontanel 
to swell, giving it a flatter appearance.

Some of the women's methods are harmless according 
to the doctors but others are dangerous and must be 
stopped as far as possible by informing and educating 
those concerned. It is quite in order that the women 
should return to their native country and obtain 
talismans if they believe in these. One has to inter
vene , however, when they are recommended not to give



children with diarrhea liquid food because what comes 
out is already runny.

Hygiene is also a problem according to the doctors. 
Many cases of disease could no doubt be avoided if only 
the women would try to be meticulously hygienic, boiling 
water for formula feeds and peeling fruit and vegetables 
for the children.

ILLNESS BELIEFS IN CONTINUITY AND CHANGE

The Kulu women's stock of medical knowledge is founded, 
as I mentioned earlier, on a conviction that illness 
in various guises will enter the body like wind or smoke 
if a person lacks the power to resist. An illness cannot 
arise inside the body or exist there from the start; it 
comes from outside and is expelled with the aid of 
medicines and treatments. A person cannot be responsible 
for being struck but may be to blame when others succumb.

The women believe that all illness can be cured pro
vided one gets the right medicines and uses specialists 
and the correct methods. An illness may be difficult to 
eliminate not so much on account of faulty treatment 
as because the evil power makes the patient so weak 
that the medicine is not effective. The struggle be
tween these powers determines how soon an illness can 
be driven out of the body. It is partly for this reason 
that the effectiveness of their treatments is confirmed, 
since unsuccessful as well as successful cures can be 
related to the persistence or otherwise of evil powers. 
Similarly the effectiveness of Swedish health care can 
be disregarded and explained away.



Treatment that is purely technical is regarded as 
most effective when one can see what happens to the 
symptom, i.e. the illness. When the ooak treats the 
boy who has кигЪадаогк for a depressed fontanel, Fadime 
can see that the illness is removed. The treatment 
provided by Swedish doctors is not always as direct 
and visible. Two kinds of effectiveness are involved 
here (cf Young 1976). One refers to the removal of an 
observable illness/symptom, while a treatment that is 
biomedically effective may have no immediately visible 
impact on the illness but may produce such a reaction 
after a time by affecting the disease.

The treatment that Kulu women opt for depends to 
a large extent on a variety of circumstances, not least 
when they travel to and fro between Tensta and Kulu. 
Several women have begun to wonder why their children 
are so ill in Kulu during the summer ; when they return 
to Tensta, the children are sometimes taken to a hospital 
in Stockholm for treatment. Some women have even started 
to ask themselves why the children get well after a 
time at the Swedish hospital, whereas treatments in 
Kulu failed to cure them while they were there. There 
must be some effective method or medicine that exists 
in Sweden but not in Turkey.

At the same time there are women who say that the 
young children are struck by nazav when they arrive in 
Kulu. This exposes them to illnesses such as diarrhea, 
vomiting and rashes, or a running nose and ears with 
a high temperature. In Kulu there are many relatives 
who have not seen the youngsters for a year; they ad
mire them and show how proud they are, whereupon nazav 
strikes. The children get a muska but this may not act



at once and perhaps not until they have returned to 
Sweden. By the time they are admitted to the Swedish 
hospital the muska has removed the evil power and the 
medicine can then do its work. At that stage Turkish 
medicines might have been equally effective.

Fadime does not feel that her boy gets worse in 
Kulu and better in Sweden. Other women point out that 
he was worse when he got back from Kulu and that after 
a while he became so ill that he had to be taken to 
hospital. These women are uncertain, however, whether 
Swedish doctors can in fact cure children who have 
fallen ill in Kulu. Some women are becoming reluctant 
to take their children to Kulu in the summer because 
they get so ill there.

As confidence grows in the methods and medicines 
provided by the Swedish doctor, he tries to teach ways 
of keeping the children healthy in Kulu. This, however, 
does not always help. His advice does not appear credible 
to women whose children still fall ill after their 
bottle has been filled with boiled water (but then 
dropped onto the ground) or after they have eaten 
peeled fruit (on which flies have roamed). Neither 
can they believe what he says about a cold clearing 
up by itself in a day or two when they travel to Kulu 
the next day and the child becomes much worse there.

In this process of change, involving an alterna
tion between two very different environments, the 
perceived effectiveness of health care treatments is 
a relative, situational matter. New ways of explaining 
specific events are tested continuously. The ongoing 
adjustment of the Kulu women does not necessarily 
cause them to reject beliefs in customary treatments



in order to strengthen a belief in other treatments.
They use both and perhaps gradually favour the new 
treatment more and more until they forget the earlier 
method. But this presupposes that they believe they 
are doing the right thing. For people in general the 
causes of sickness as perceived by the Kulu women and 
the Swedish doctor respectively are a matter of belief. 
The bacteria theory and the nazav theory are both based
on invisible threats to ordinary people but they help
those who believe in them to organize their specific 
experiences of sickness.̂

If the Kulu women are to alter their appraisal of 
Swedish health care and Swedish doctors, they must ex
perience their treatments as effective. Reality, how
ever , not least the trips to Kulu, often suggests that 
the treatments are ineffective. One woman expresses 
her conception as follows :

"Microbes (the word that these women use when re
ferring, among other things, to bacteria) get onto 
people and give diarrhea. You have to get medicine 
against microbes. One cannot protect onself against 
microbes as one can against nazav. But microbes are
easier to cure than nazav. You can get rid of microbes
as long as you get the right medicine. Injections 
are good, too. But it depends on the doctor. You 
need a good doctor who knows that medicine is needed 
against all kinds of microbes.

When our children return from Kulu and are ill
I believe it may be microbes but it is also nazav 
and a doctor at a Swedish hospital can never cure 
that. He talks only about microbes, never about 
nazav. He knows nothing about nazav."

This illustrates the change that has occurred among
the Kulu women. They have started to regard bacteria
in the same way as, for instance, cold and heat. There
is a phenomenon, of which this woman was previously



unaware, that can make people ill and which may be 
difficult to ward off in, for instance, Kulu. She be
lieves Swedish doctors are able to cure microbes and 
therefore can help the children when they return to 
Tensta. But she also knows that nazar is involved, too, 
and can therefore explain why a child may fail to get 
well after treatment at a Swedish hospital. Even though 
microbes are a speciality for Swedish health care, the 
treatment may be unsuccessful on account of nazar. In 
this case she does not conclude that the Swedish doctor 
is a failure - the process of adjustment has already 
started in that this woman has transferred some of her 
loyalty to the potential of Swedish health care. As 
far as microbes are concerned, she believes in the 
methods practiced by the Swedish doctor.

As a consequence of her explanations, the woman 
has also started to distinguish between types of ill
ness that can be cured by the folk and scientific sec
tor in Kulu and those that can be cured in Sweden. She 
is still convinced that Swedish doctors cannot elimi
nate nazar or cure specific illnesses that are caused 
directly by oins and Ъйуй.



All the names given here to Kulu women and their 
children are fictitious.
The women are often given an injection of a red 
solution of vitamin B; it makes them feel well 
and they perceive it as a shot of blood.
A similar idea is expressed by Djurfeldt and 
Lindberg (1975:158) in their analysis of Western 
medicine in India: "One could say that spirits 
and Gods are the germs of the ordinary Indian, 
and that germs are the spirits and Gods of the 
ordinary Westerner." The discussion by Horton 
(1967:50-71) of the relationship between tradi
tional thought and Western science is relevant 
here, too.



VI. ILLNESS, DISEASE AND THE SPECIALISTS

In this chapter I shall be using a number of case 
studies to illustrate ways in which illness processes 
among the Kulu women are affected by the competence 
of specialists. A specialist can be said to decipher 
reactions of which the individual is unaware. Sickness 
can be legitimated by his insights. As mentioned 
earlier, a specialist has two roles: that of a con
sultant , informing the patient about what should or 
should not be done, and that of a technician, under
taking interventions that may also have a communicative 
aspect. The extent to which he satisfies the patient 
in either role is bound up with his cultural competence. 
His diagnoses are crucial for the development of ill
ness processes.

The analysis largely concerns illness processes 
involving interaction between Turkish patients and 
Swedish doctors. Such interactions involving Turkish 
doctors or healers could only be observed in connec-



tion with my two trips to Kulu with families in the 
summer. Kulu women returning to Tensta have, however, 
•supplied me with accounts of their encounters with 
healers in their native district.

Starting from how the Kulu woman and the Swedish 
doctor respectively perceive the sickness, one can 
arrange the cases into three groups:
(1) illness occurs and the Kulu woman chooses to present 
her symptom to a Swedish doctor but he does not etablish 
or legitimate a disease, (2) illness has not yet occurred
when disease is etablished by a Swedish doctor at a 
health check-up, and (3) illness and disease are present 
together.

Situations of the first two types clearly invite 
complications. As we shall see, however, processes of 
the third type - illness and disease concurrently - 
may be no less complex.

ILLNESS BUT NO DISEASE

Having detected an illness, the Kulu women try to cate
gorize it in the first place by means of a diagnostic 
process in their personal sector. If they conclude that 
a Swedish doctor might be able to help them, by pro
viding medicine or other treatment, they usually call 
on one of the larger hospitals in Stockholm itself. If 
their illness is not confirmed by the doctor - because 
he does not identify it as a disease - Swedish health 
care gets a bad reputation.

In many cases, however, illness processes of this 
kind never reach a Swedish doctor. Instead they are



treated exclusively in the personal sector or with aid 
from the folk sector in the form of muska from Kulu.
The scientific sector in Turkey may also provide assi
stance in such situations, in that someone in Kulu dis
patches medicines from a pharmacy or merchant there. 
Another form of aid is obtained by travelling to Kulu 
for treatment by a folk healer or scientific doctor.

When an illness has not been brought to the atten
tion of a Swedish doctor, I have not been able to 
ascertain anything about disease. It is in this sense 
that processes of this type are referred to here as 
illness but no disease.

(a) Done arrived in Tensta after marrying in KUlu in 
order to accompany her husband to his home in Sweden. 
This was in 1975 , by which time the husband's family 
had been living in Tensta for almost a decade.

At first the couple lived with her parents-in-law 
but as the flat was not large and Done soon had a child, 
they moved to another flat in the same building. Done 
now has four children and leaves them with her mother- 
in-law during the day. Shopping and meals are still 
joint activities.

Done has pains all over her body. She has never 
felt this way before and considers that it is probably 
the weather - too little sun and no summer. Besides 
this, nazav has struck her frequently ; accidents happen 
to the children and she is definitely dissatisfied.

She has consulted the doctors in Tensta and Rinkeby 
several times and called at hospitals in Stockholm. To 
find out what the matter is, the doctors have taken



samples : blood and urine, x-rays, ECG, EEG and various 
analyses. While waiting for the results, she got nothing 
that stopped the pain. Finally the doctors have said 
there is nothing wrong and no help has been forthcoming.

It seems to Done that the doctors do not believe 
her or do not understand that she is ill. Her husband 
thinks they are unable to help her because they are 
incompetent :

"The doctor here are students. They let those that 
know nothing deal with us. We want to see the same 
doctor all the time but instead it is a different 
one each time. We have to wait, sometimes for hours, 
to be examined or say a few words to a doctor. 
Meeting different doctors, young doctors who know 
nothing, and having to wait so long each time makes 
us tired. And having gone through all this, we are 
told there is nothing wrong. Surely we know how 
we feel. They don't bother to listen to us. So why 
should we make an effort? I hope I don't get ill 
here; if I do, I'll go to Kulu."

What Done dislikes most is that so much blood is taken 
from her. As she sees it, blood,, which represents power 
and potency, is not replaced. A person that loses too 
much blood becomes weak. According to her, blood may 
only be taken if one is ill from bad blood. Done be
lieves that Swedish hospitals keep a stock of Turkish 
blood for other needy persons. Much of her tiredness, 
she says, is certainly due to their taking too much 
blood.

One summer when the family holidayed in Kulu, Done 
immediately called on an ocak, who made incisions in 
her legs and forehead and told her not to eat salt.
After that she felt much better. She also went to a 

'boca, who wrote a muska and placed it in'Water, which 
Done then drank. Her husband, moreover, took her to 
see a private physician in Konya. Having returned to



Tensta she again felt unwell. She is sure that she 
gets ill here in Sweden. But she has given up consulting 
Swedish doctors.

Done has worked in a suburb some distance from Tensta, 
cleaning rooms that are used for private celebrations.
Some days she worked from 6 a.m. until noon, others from 
4 to 10 p.m. She found going to work more and more 
difficult; she was tired and had pains everywhere, in 
her stomach, head, back and legs. Her mother sent her 
muskas regularly from Kulu but they did not help for 
long.

One of the Kulu women with whom Done worked said 
that she had a good doctor who understood them. He had 
a private practice in Stockholm, had sick-listed her 
for several weeks and she was going again to have this 
prolonged. At her invitation, the two women went to 
see the doctor together. He received them and, to Donees 
surprise, simply asked to see her friend's certificate, 
wrote something on it and then asked how long Done 
needed to rest, whereupon her friend said two months 
and the doctor wrote out another chit, which he gave 
to Done. It cost 120 kronor, which each woman paid.

Done was very upset. She had never paid more than 
20 or 40 kronor to see a doctor in Sweden and even 
that is a lot when you get nothing. This doctor did 
not give her a receipt so her husband could see where 
the money had gone. The friend said that at least the 
doctor understood that they needed to stay at home.

This is Döne's first experience of "making an ill
ness" {ЬавЬаЪък yccpmak) or, to use another of her phrases,
"I sick fund" ( Ъеп sįukkassayvrn) · The doctor in question 
is one of the charlatans who supply the niche that



people like Done and her friend utilize. Even more 
scrupulous doctors, however, sometimes sick-list women 
with an illness but no disease because they consider 
that the woman is either in a precarious situation or 
really does need a rest.

After some weeks at home with her children and 
mother-in-law, Done feels much better. She also collects 
money regularly as though she were still earning. Done 
is happier and her husband is pleased, too. From now 
on she returns to this doctor to get her paper signed.

*

This case represents a picture of illness that Swedish 
doctors perceive as psychosomatic. For pain of this 
type there is no strictly medical help which has scien
tific approval. Even so, doctors in the scientific 
sector in Kulu do usually prescribe medicine even for 
pain.

This is not to say that Swedish doctors refrain 
from treating persistent pain and psychosomatic symptoms. 
Simply that when no pathologic cause of the pain can 
be identified, there is a longer delay before treatment 
can be initiated. While the doctor is waiting to con
firm or refute the possibility of disease, the woman 
becomes impatient and may well turn to other specialists.

If the psychosomatic pain can be attributed to ten
sion and stress in an uncertain social situation with 
roles that are unacceptable to the woman, the charlatan 
in this case can be equated with certain Turkish 
specialists. His treatment gets rid of the symptom.



He legitimates the illness, which gratifies the woman. 
The experience has an impact on her stock of knowledge 
about Swedish doctors. By sick-listing her, the doctor 
has confirmed that she is ill.

The charlatan has a biomedical training but does 
not use it in this case, And instead of acting solely 
on behalf of the woman, he is also out for himself, 
which she finds outrageous. There have been instances 
of such doctors sick-listing patients for a long time 
without even examining them and it has transpired later 
that the patient actually had a serious disease. The 
doctor assumed that "Turkish women just want to be siek
li sted" and saw no need to check whether they really 
were diseased. This example concerns an illness process 
where illness is present but not disease. A method 
practiced by a Swedish doctor has influenced the woman's 
adjustment to a particular situation. This doctor can 
be regarded as a marginal figure in the Swedish socio
cultural environment. At the same time, other Swedish 
specialists have disappointed the woman, thereby 
strengthening her belief in the Turkish specialists.

(b) Hediye has been a widow for a couple of years. Her 
husband was killed in a car crash while on holiday in 
Turkey. Hediye has a 14-year-old daughter and six- 
year-old twins. The women from Kulu relate that her 
husband had been living with two women, one in Kulu 
and Hediye in Tensta, and that God had put a stop to 
this.

Hediye brings the twins to the child health centre 
because they wet the bed. She knows that one can get



medicine for this. She has tried cutting up plastic 
bags and using them as pants but they get displaced 
and everything ends up in the bed. She and the twins 
share a bed and she finds all the laundry hard work.
For her the children's bed-wetting is really an act 
of disobedience - she tells the doctor that when this 
happens, she hits them.

The doctor is not prepared to prescribe medicine 
until he has investigated the cause of the enuresis, 
whether their urine contains bacteria and, if so, what 
kind. Neither can he promise to prescribe medicine be
cause the drug in question is rather dangerous and may 
poison the children if it is not administered properly. 
He also tells the mother that there is no point in 
hitting the children because they cannot help wetting 
the bed. They may have a nervous complaint or perhaps 
they have regressed in connection with the move from 
Kulu to Tensta.

Hediye cannot understand the doctor and finds him 
incompetent. She asks for medicine to make the children 
sleep so that they forget to urinate, The doctor refuses 
to do anything until he has urine samples from both 
children. Hediye says she will bring them tomorrow.

To Hediye it is obvious that children who are 
disobedient should be punished. When they persist in 
wetting the bed, in spite of being told off time and 
again, she wonders what can have got into them. The 
day comes when they create havoc at home, climbing 
onto the television set and rushing about. This prompts 
her to consult a Kulu woman in Tensta who understands 
children and can find out what has happened. She says 
it is nazav.



Now that she has an explanation, Hediye can act.
She can do without the Swedish doctor, who claimed 
there was nothing wrong with the children except that 
they had moved; this she knew already and it did not 
help. Having found out that nazar is responsible,
Hediye stops hitting the children, since it is no 
longer a question of disobedience. Young children need 
a strict upbringing, otherwise they may get out of 
hand. It is different with older children who suddenly 
do something odd. Some months ago, Hediye relates, 
her daughter cut her own hair, which upset her mother. 
But it wasn't the girl's fault. Hediye knew that a 
woman had admired her lovely long hair and been thought
less enough to exclaim how beautiful it was. Nazar struck 
the girl, causing her to cut her hair.

Some weeks pass before Hediye sees a Swedish doctor 
again. The child heälth centre calls in the twins and 
she takes them there. One of the twins is having 
trouble with eczema and the doctor wants to treat it 
with ointment. Hediye is given a prescription but does 
not use it: she knows that eczema disappears when the 
moon is full. Later the centre arranges a follow-up 
and eventually a phone call from the Turkish contact 
assistant persuades Hediye to come. When the doctor 
finds she has not used the ointment he is indignant; 
the eczema is infected and the child will have to have 
penicillin - had she used the ointment the eczema would 
probably not have been as bad.

Hediye cannot understand why one should eat medi
cine for eczema. All skin complaints are connected 
with nazar and have to be treated quite differently.
An itch or pain is best cured by an ooak. In the Kulu



district there is an ocak who makes medicines from 
herbs that are placed on the skin ; the eczema disappears 
in a day or so. Hediye decides to see the ocak when 
she visits Kulu in the summer. She does not want the 
child to have medicine from the Swedish doctor. He 
behaves oddly in her opinion, prescribing medicine she 
has not asked for and refusing when she has. What does 
he think he's doing? She came because she - needed help? 
otherwise she would not have come. And when she does 
not want to come, they force her to in order to give 
her medicine.

"Swedish doctors don't trust us Turks. They believe 
we perform magic on our children. They want to con
trol us too much. Sometimes when you ask for help 
the doctor says it will disappear by itself in a 
few days. He is making fun of us. When we go to 
our ocak with the same thing for which we consulted 
the doctor, he does kuręun dökme and next day the 
child is well again. What's the point of doctors 
if they never provide medicine when one needs it?"
That summer Hediye goes to Kulu with all three 

children. When she returns in the autumn they are all 
ill ? the twins have severe diarrhea and the 14-year - 
old has nausea, vomits occasionally and says that every
thing goes round and round. They are all exhausted and 
are taken into hospital for treatment. According to 
Hediye, Kulu was too hot for the children because they 
are not accustomed to such strong sunshine. When the 
children come out of hospital in a better state, she 
is pleased and considers that the hospital in Stockholm 
was good for them. It was nice and clean and the children 
got medicine that did them good.

*



The illness process in this case involves a variety 
of symptoms. The children are disobedient or perhaps 
they are ill. If they are ill and the doctor considers 
that they need medicine, the mother ceases to regard 
them as simply disobedient. If they are disobedient 
and the cause of this is nazar, the mother reacts in 
the same way - she stops hitting them.

A Turkish doctor has supplied medicine against 
bed-wetting. When the Swedish doctor is asked to do 
the same, he declines because he considers the medicine 
is too dangerous to prescribe without first ascertaining 
the cause of the enuresis. Treatment must wait until a 
urine analysis has established that disease is present. 
Neither is this the first time he has seen immigrant 
children who are enuretic and he interprets he reaction 
in the light of their social situation. The disorder is 
blamed on the impact of a new environment and, indirectly, 
on the mother, who has not improved matters by punishing 
the children. In this case the doctor thus applies his 
insight into her particular situation of Turkish 
families. Still his conclusions somehow conflict with 
the Turkish culture.

(c) Aslim, who is around 40 years of age, refers to 
herself as an old woman. She has numerous grandchildren 
and looks back on a good life. Ever since she arrived 
in Tensta with her eldest son in 1976 she has worked 
as a cleaner at a hospital in Stockholm.



Every day Aslim sees many sick people in the course 
of her work. She is afraid of falling ill herself and 
the hospital frightens her, too. She gains some reassur
ance from the fact that two other women from Kulu also 
work there. Aslim underwent surgery for haemorrhoids 
a couple of years ago ; this was a terrible experience, 
though getting rid of the pain made it worthwhile.
After the operation she had travelled to Kulu to get 
a female doctor to check that it had been done properly.

Having recovered completely, in recent weeks Aslim 
has not been feeling well. She has not told anybody 
but she feels odd and liable to be sick all the time.
The matron at the hospital where she works says that 
she looks ill. Aslim has pains on one side of her stomach 
and can manage less work than usual.

When Aslim stopped producing children, her husband 
married another woman. Aslim has had eight children 
altogether, three of whom have died. She is content 
with those that are left; three are now in Sweden and 
the other two would also leave Kulu if there was work 
to be had in Sweden.

Aslim considers that her husband's new wife is 
practicing Ъйуй on her. She found a muska under a sofa 
cushion and knows that the new wife, all of whose 
children are girls, is out to spoil things for Aslim, 
who takes pride in her three sons. Aslim knows that 
the other woman will never have a son; she is evil and 
will not get what she wants. When Aslim feels poorly, 
she believes that the new wife has bewitched her.

Aslim is less active than usual at work and the 
matron, finding that she does not look well, suggests



that she see the staff doctor. On her way home, how
ever , Aslim calls on a workmate who is "sick funding" 
and they conclude that she is suffering from эаггЪгк 
(jaundice). БаггЪгк is an illness that only an ooak in 
Kulu can treat; doctors do not understand it. That even
ing Aslim broaches the matter to her children and says 
she will have to go to Kulu for treatment. It is decided 
that the eldest son shall accompany her, everyone con
tributes money and they leave within a week.

Aslim stays with one of the sons who is still in 
Kulu and goes at once to an ooak. The latter makes 
incisions on her forehead and legs, supplies her with 
some herbs and tells her not to eat salt for several 
days. This visit leaves Aslim feeling much better but 
in order to get really well she has to stay for at 
least a fortnight or three weeks.

When Aslim finally returns to Tensta after almost 
two months, she seems to have been transformed. She 
tells all and sundry that an ooak has cured her and 
that hooa gave her the power that was needed to make 
the ooak's treatment effective.

"If I'd stayed in Sweden I'd never have survived."

*

This is an example of an illness process that is never 
brought to the attention of the professional sector in 
Sweden. The woman considers that she has a particular 
illness with whose symptoms she is familiar. The name 
of this illness, ката эатгЪгкг stands for jaundice 
according to the dictionary. This implies that the



professional sector in Sweden would have been able to 
perceive and confirm it as a disease. As this did not 
occur, the case serves as an example of an illness 
whose treatment is confined to the folk sector of the 
woman's health care system.

Sarblbk, like кигЪадаогк, is an illness for which an 
ooak is invariably consulted. The actions of the ocak 
reinforce the woman's confidence, leading to her sub
sequent conviction that she would not have survived 
without the ocak's treatment. Ooak is primarily a 
technician with a direct mode of action.

Another feature of this example is that financial 
considerations did not dominate the choice of treat
ment. Whereas her friend had obtained economic support 
by "sick funding" in Sweden, this woman is able to 
consult an ocak because the entire family contributes 
to her air ticket. It is quite common for families to 
incur considerable debts in order to finance such trips 
to Kulu for treatment.

DISEASE BUT NO ILLNESS

When a Swedish doctor detects a disease in the absence 
of external symptoms of illness, some evidence of ill
ness must be forthcoming sooner or later if the Kulu 
women are to be motivated for medical treatment. As 
mentioned earlier, disease is a pathological process 
that can be confirmed for certain only with the aid of 
diagnostic instruments that are the preserve of specia
lists in the scientific sector. A skillful diagnostician



is admittedly able to arrive at a diagnosis by examining 
and talking to a patient whose culture is reasonably 
familiar to him. But it is only laboratory tests, x-rays 
and the like that can provide definite confirmation.

As most doctors, when they suspect a pathological 
process, prefer to use the technical aids at their 
disposal, these are employed even for routine check-ups. 
The feature which the following case studies have in 
common is that disease is detected in a Kulu patient 
without concurrent illness.

(a) Tiirkan lives with her parents-in-law and their 
three children, of whom only her husband is married.
She has spent four years in Tensta and her husband is 
doing his military service in Turkey. The mother-in- 
law takes Swedish lessons but does not go out to work.
She calls on other women and spends most of the day 
talking. The father-in-law has been sick-listed for 
back trouble. He occasionally calls in at the Turkish 
Association and meets other men but spends a lot of 
time at home. He is irascible and loses his temper with 
the children, hitting and shouting at them. Tiirkan manages 
the household and does not have a job, either.

Tiirkan has one child, a boy of two named Yaçar, 
which means 'life'. At a regular check-up at the child 
health centre the doctor found that his reactions were 
not quite as they should be and recommended a more 
detailed examination at a pediatric hospital in Stock
holm.



When various samples had been analyzed, it was de
cided that the boy was diseased. No one in the family 
thought he was ill. In order to overcome the disease, 
which was diagnosed as hypothyroidism,̂  the Swedish 
doctor considered that the boy needed medicine.

The doctor called on the family several times to 
get them to understand that the boy really was diseased. 
On one occasion the father-in-law had just got back 
from Kulu and the funeral of a relative who had died 
in Sweden. He talked of nothing but his impressions of 
the journey with the relative's remains, about who had 
been at the funeral, how much it had cost to send the 
coffin by air, and so on. Everyone in the family had 
helped to pay. He was very tired and regarded the doc
tor with a sorrowful expression.

The doctor wanted to speak with Tiirkan in her 
father-in-law's presence so that he, too, would hear 
her account of her small son's condition. Tiirkan stayed 
in the kitchen, making tea. When she entered the room 
the doctor took the opportunity of asking her about 
Yasar but as her father-in-law was present, she could 
not answer. She looked at the father-in-law, who re
plied to the doctor concerning matters that he could 
hardly know about on account of his absence in Kulu.

All this time young Yaßar has been running around, 
laughing and playing, looking happy and alert. The 
father-in-law looks at him, throws up his hands and 
exclaims, "Look how happy he is. Can he be ill? He 
isn't ill, there's nothing wrong with him." As he 
proudly lifts the boy onto his knee, the doctor asks 
whether there may not be sicknesses that are not visible.



"No doubt," says the father-in-law, "but then the 
child is not so gay and playful."

The doctor makes no impression on the father-in- 
law, who is definitely opposed to medicine if the 
child is not ill. But he does have some respect for 
the doctor and when the latter has persisted in de
scribing the gravity of the situation, he gives in.
The doctor stresses that the boy must be given medicine 
to get rid of the disease, otherwise his development 
may be retarded. The old man watches his grandchild 
running around, gives the doctor a look to indicate 
what a fine boy he is and concludes by saying maąallah.

Samples of Yaęar's blood are required and Türkan 
takes the boy to the district medical centre without 
telling her father-in-law. He would disapprove because 
he considers that taking blood is equivalent to with
drawing power that is not regenerated. The doctor, 
aided by the Turkish contact assistant, has managed to 
gain Türkan"s confidence. At the same time she holds 
her father-in-law in great respect and is liable to 
miss an appointment in order to do something on his 
behalf.

Türkan does not know what to believe. The boy does 
not seem ill to her but she feels that perhaps he ought 
to have medicine as the doctor says it is something 
serious. She has taken a liking to the doctor and the 
contact assistant, who helps her write letters to her 
husband in Turkey. But she also has her father-in-law 
to contend with. One day she had forgotten to remove 
the piece of plaster from the boy"s finger and when 
her father-in-law realized that blood had been taken, 
he had lost his temper and struck her.



Earlier, when Yaçar was due to be born, Türkan and 
her father-in-law had been alone at home. She had had 
severe pains all day but was obliged to conceal this 
from him. In the end, when the water went she had cried 
out for help, whereupon the father-in-law got a woman 
next door to phone for an ambulance. By the time it 
arrived the birth had started and it was over· before 
they reached the hospital.

As the first grandchild and a boy into the bargain, 
Yasar is his grandfather's pride and joy. The latter 
cannot believe there is anything wrong with him. Yasar 
is strong, as is only right and proper, and will grow 
up to be an honourable man. His grandfather will teach 
him everything he needs to know.

It is not that the father-in-law dislikes Swedish 
hospitals and doctors. He simply thinks they are 
excessively eager to control everything and ought to 
spend more time curing sickness instead of trying to 
detect disorders that people are not aware of. The 
staff who call in from the health centre sometimes make 
him so irritated that he cannot be courteous. He would 
much prefer that they left Yasar alone until he really 
needs them.

Türkan sees to it that Yasar gets his medicine but 
forgets to take it with her on the summer trip to Kulu. 
Nothing untoward happens but when they return in the 
autumn, Yasar is listless and tired, with constant 
diarrhea, and has to be admitted to a hospital in Stock
holm. His grandfather visits him almost daily; he con
siders that the boy should not be left alone so much. 
When Yasar has recovered, his grandfather brings him



home and Tiirkan star'ts giving him medicine again. Yaęar 
gets better and better according to the father-in-law 
and soon they have forgotten that he was ever sick.

Later the family suddenly leaves Tensta and the 
doctor at the child health centre does not know where 
they have gone. He is anxious about what may happen to 
the boy. When the doctor does see him again about three 
years later, the boy is perfectly normal and well deve
loped. He has not been taking any medicine.

*

This boy, who is diagnosed as having hypothyroidism, 
is an example of cases where a Swedish doctor cannot 
relinquish a suspicion of disease. Everything must be 
done to ensure that treatment is provided. Laboratory 
tests lent some support to his hypothesis but the 
diagnosis was still somewhat uncertain. In such a 
situation, however, he must reckon that the condition 
may be dangerous, not that it can be harmless (cf Scheff 
1963:97-107).

The grandfather finds the whole thing incredible 
and sees no point in medication, particularly in view 
of the samples that this involves. The mother has been 
isolated and is attracted by the staff at the health 
centre. She accepts the treatment for her son partly 
as a consequence of the other help she receives - in 
communicating with her husband and in getting away 
from her father-in-law.

The specialist in this case relies primarily on 
his biological knowledge and proceeds from the assump-



tion that disease is present. His cultural competence 
with reference to the Kulu group is not sufficient to 
enable him to handle the grandfather ; but he gains an 
ally in the mother because she has other reasons for 
wanting to remain in touch with the child health centre.

(b) Ayse and her husband have been living with her 
parents because they cannot get a flat of their own.
Her husband has no relatives in Sweden and finds living 
with his mother-in-law very trying. There are daily 
disputes and he is seldom at home, at times only to 
sleep at night.

The couple, who came to Sweden two years ago, have 
problems with their two young children. The first boy 
vomited and was in a bad way from birth. Samples were 
taken but the doctors could not decide what was wrong.
He remined unwell for some months and Ayse"s family 
blamed this on the father. Ayçe and her husband are 
cousins and his relationship with her father becomes 
increasingly tense as the latter criticizes him more 
and more for not looking after himself or contributing 
to the household economy.

At three months of age the infant is so poorly that
Ayge takes him to a hospital in Stockholm, where he is
admitted for observation. After sundry examinations
he is found to have a disease that is considered to be
hereditary and requires lifelong medication. The diag-

2nosis is adrenogenital syndrome. An operation is 
necessary to implant a capsule of medicine in the boy^s 
thigh and he has to be given medicine regularly. The



doctor informs Ayçe and her husband that the disease is 
hereditary and every future child is liable to be 
afflicted. Ayçe comments that neither of them is ill, 
so why should their children be ill. Her baby does not 
seem to her to be ill and she believes the doctor is 
exaggerating.

Her family blames everything on the baby's father, 
who finally finds a flat to which he and Ayse can move, 
when the baby is discharged, Ayçe is given a prescrip
tion but does not know what to do with it. The staff 
at the child health centre help her to collect the 
medicine, which she then administers from time to time 
but ceases when the baby refuses to take it. She be
lieves that the boy is ill because it is so cold in 
Sweden and the food is no good.

The baby becomes very ill at times and this 
frightens Ayse, who takes him straight to the hospital 
for assistance. He vomits and has diarrhea and the 
doctor tells her to change his diet to put this right: 
carrot soup, tea without sugar, even boiled rice. Ayse 
goes home and gives her baby tea but he just gets worse. 
Finally she returns to the hospital, where they want 
to re-admit him for treatment. The doctor says she must 
have neglected his medicine ; he puts the blame on her. 
She says she has done as she was told by the doctor at 
the emergency clinic.

Ayse's father is against the hospital treating his 
grandson and goes into Stockholm to bring him home.
This outrages the hospital staff, who implore him not 
to because the boy may die - he will need medicine for 
the rest of his life. The grandfather nevertheless in
sists and brings Ay9e and the boy back to his flat,



where he can keep an eye on them. Ay$e's husband used 
to work as a dishwasher but is unemployed and threatens 
Ay^e in order to get money from her.

After a while Ay^e's family travels to Kulu, where 
she and her father consult various doctors to find out 
what is wrong with the boy. No one can tell them. The 
people in Kulu proffer numerous interpretations. Ay§e 
goes to a hooa, who says that nazar has struck the boy 
and will have to be got rid of before anything else 
can be done. He reads over the boy and writes a muska 
that is attached to him. The boy gets no medicine and 
is in comparatively good health. When they return to 
Sweden he falls ill with a fever and vomiting, where
upon they again take him to the hospital.

Ay$e becomes pregnant and gives birth to a second 
son with the same disease as his brother. The doctor 
and contact assistant at the child health centre in 
Tensta, as well as the doctor at the pediatric hospital 
in Stockholm, all collaborate to get Ayęe to realize 
that medicine is imperative. They also try to make 
Ay$e understand that all her children may have the 
same disease, Ayęe says that children come from God 
and there is nothing to be done. However she does give 
the children their medicine, though sometimes she for
gets, whereupon they fall ill. She therefore starts to 
regard the medicine as a real, power that keeps the ill
ness away from the children.

*



In this case the family goes through a lengthy testing 
process. When the boy's symptom appears, the family 
resorts to its accustomed actions: home treatment and 
visits to hooa and ocak. Ultimately the mother discovers 
that at times when the boy gets medicine, he is in 
better health. She then administers the medicine to 
the extent that this can be incorporated in her daily 
routine.

The specialists find that heredity, like infection, 
is a difficult concept to communicate. The system of 
ideas with which the Kulu woman explains illness and 
other misfortunes cannot accommodate the specialist's 
explanations. He is not familiar with this system and 
relies on the woman avoiding pregnancies in future.

With the aid of his biological knowledge the specia
list in this case finally manages to get the family to 
realize that the boy is better off with medicine than 
without, regardless of what other forms of treatment he 
may receive. The mother does not abandon her customary 
explanations for illness among children but obtains 
medicine for something that she ultimately perceives 
as illness, too. One can say that the Swedish doctor 
gets her to equate him with a Turkish doctor, an agent 
who provides medicine against illness.



ILLNESS AS WELL AS DISEASE

When illness occurs and the doctor diagnoses a disease, 
one has the ingredients for a situation that can func
tion to the mutual satisfaction of those concerned. If 
the condition is very acute, the Swedish doctor may be 
able to rely mainly on the technical aspect of his role 
as a specialist. If the cure that the Kulu woman expects 
and hopes for then materializes, the specialist can be 
perceived as a skillful doctor whose methods are effec
tive .

When the disease is less serious this can be con
siderably more difficult because the Swedish doctor 
does not always consider that disease calls for treat
ment - he has a lot of faith in the capacity of the 
body to heal itself. This belief on his part is one of 
the mechanisms that lead the Kulu women to believe 
still more in their native methods. The reason for this 
is not just that the Swedish doctor fails to provide 
medicine ; the fact that the body does heal itself also 
helps the Turkish doctors to retain the women's con
fidence .

When Kulu women seek help for an illness outside 
the personal sector, they invariably expect to receive 
some form of treatment. The specialists in Kulu, in the 
scientific as well as the folk sector, are mainly 
technicians and cater for this expectation. For them, 
illness is usually a sufficient reason for providing 
treatment.



The two cases presented below to exemplify con
current illness and disease also contain many features 
that illustrate how health care encounters can cause 
illness processes to vary, follow new paths and differ 
in their duration.

(a) Merai, who has had eleven children, has lived in 
Sweden for seven years and has spent the last four as 
a widow with her eldest son and his family. She has a 
strenuous job at a brewery, working in a humid atmos
phere that she finds awful. She often has back pains, 
for which she consults a doctor. Besides blaming the 
cold, she is certain that two Kulu women who have evil 
designs on her are practicing various forms of Ъиуй. 
"It's because I don't have a husband," she explains. 
Single persons are more vulnerable to büyü and nazar.

Merai is a large person and her legs frequently 
swell up and hurt. She has gone back to Kulu several 
times to have an ocak treat her legs and also to bathe 
in hammam, which is another remedy for pain. She is 
never without a muska; her sister in Kulu has sent 
several by post and her children bring back a supply 
when they go there for holidays.

Merai has trouble with Swedish doctors. She con
sults them frequently just in order to get good medi
cine. On the first occasion she received a piece of 
paper that said she was to be examined at a hospital 
in Stockholm. She got an appointment that did not suit 
her at all and when she failed to turn up they phoned 
from the hospital to enquire what had happened. She



explained and they gave her a new appointment on a 
day when her son was able to accompany her.

They spent several hours in the waiting room and 
when Merai finally got to see a doctor, she found he 
had a male Turkish interpreter. The latter asked her 
"a lot of things that were none of his business" and 
his stupid questions went unanswered. The whole situa
tion was so trying that she regretted coming. The 
doctor proposed a spinal x-ray and suggested she 
should undress and wait her turn. Merai refused and 
said she just wanted something for the pain; if he 
was not prepared to give her medicine, she could get 
some from Turkey that would do her good - she didn't 
need his help. Having said this, she left with her son.

After some weeks the persistent ąche changed into 
stabs of pain which hurt so much that Merai could hardly 
remain on her feet. She had obtained an analgesic 
(Panalgine) from Kulu but this did not help. One after
noon the pain was so severe that she collapsed, scream
ing, whereupon her daughter-in-law took her to the 
hospital.

At the emergency clinic she had a bunk to lie on 
while she waited. She screamed and cried and called 
for help. A nurse came in from time to time and asked 
her to "do her best, the doctor will soon be here."
When the doctor arrived, he examined Merai by feeling 
her abdomen and back and then asked her to undress.
She was now so exhausted that she allowed them to 
loosen her clothes but when the doctor tried to palpate 
via the anus she pushed him away.

He addressed the daughter-in-law and said that 
Merai probably had a kidney stone; she would be x-rayed



immediately and was taken on a trolley to another de
partment. For Merai the next few hours were a night
mare. She had to submit to the most shameful examina
tions and treatments, such as an enema, and there were 
men around her all the time, even male nurses, When 
the time came to x-ray her lungs, the nurse asked her 
to remove what she had round her neck. This was a muska 
attached to a ribbon and Merai refused, so it showed 
up on the x-ray.

The daughter-in-law had phoned her husband, who 
turned up after some hours and accompanied Merai up to 
a ward, where she was to stay for a few days. The nurses 
were friendly and wanted to know whether there was any
thing she could not eat. Merai mentioned pork and 
sausages, The nurse promised she would get a special 
diet and a certain amount to drink and told her to use 
the chamber-pot that had her name on it. When the nurse 
had left, Merai exclaimed to her son that as she could 
not recognize her own name, how would she know which 
was her pot. He asked his wife to find the nurse and 
speak to her. After a while the two of them came in 
with a pot that had a flower drawn on its lid ; no one 
else had a flower on their pot, so Merai could be sure 
it was hers.

Merai spent a week in the hospital and every day 
her children and grandchildren came to see her from 
morning until night. The nurse had to be on the alert3to relieve them of the börek , fruit and vegetables 
they brought along. Merai could not get to know the 
other patients ; they gave her such odd looks, had 
difficulty in understanding her Swedish and did not



answer when she tried to talk to them. She spent most 
of the time looking out of the window.

The doctor came to see Merai once a day and she 
thought he asked about trivial matters that were none 
of the hospital's business - what she usually ate, 
whether she lived alone, how many children she had had 
and so on. He said she should lose weight and ought 
not to drink too much tea, avoid fatty foods, etc. He 
would arrange for her to have physiotherapy for her 
back and legs so that she moved properly. He also pro
posed daily walks for exercise and fresh air. Merai 
found him very odd and his ideas completely impractical. 
She told him, moreover, that pain does not depend either 
on what one eats and drinks or on whether one is fat or 
thin; it is evil that has entered the body and one needs 
help to get rid of this. Medicine is good and so is 
muska but gymnastics, walks and fresh air are com
pletely irrelevant.

Merai was allowed home after a week, accompanied 
by medicine and a long list of unsuitable foods. She 
threw the list away, went back to her Turkish pills 
and felt much better. One day she noticed blood in her 
urine and remembered the doctor saying that she had a 
stone inside her. It had now come out and, greatly 
relieved, she told those around her that " Ьа$ъ düstü"
(the stone has fallen).

Merai always offers callers tea and pain pills, 
which she says are good. She is sick-listed a lot of 
the time on account of her legs and back, which the 
doctors say are worn out. She does not think much of 
doctors in Sweden; their medicines are no good and



they hardly ever give injections. Had she done as they 
said and gone outdoors for no reason in the depth of 
winter to take exercise, she believes it would de
finitely have killed her.

*

This woman has a strong personality and is sure of 
herself. She puts the doctor in his place and submits 
only from exhaustion and pain.

The doctor does not really do anything for her. He 
examines her and acts primarily as a consultant, pla
cing the blame for her condition on herself ; she is 
too fat, eats the wrong kind of food and takes too 
little exercise. The woman sees things quite differently. 
She wants something that will put an end to her pain. 
Later, while she is taking the Turkish medicine, the 
stone that the doctor mentioned, comes out. This does 
show that his diagnosis was correct, but the woman 
still feels that it was her efforts and methods that 
actually got rid of the stone.

The doctor let the acute attack run its course to 
see whether surgery could be avoided. A kidney stone 
showed up on the x-rays but an immediate operation was 
not called for. Instead the doctor advised the woman 
what to do in order to feel better. His recommenda
tions are entirely consistent with his conception of 
the body and its requirements. He is not sufficiently 
acquainted with the woman's culture to realize that 
she does not find his ideas logical.



This case illustrates other aspects of health care 
encounters besides those connected with the specialist's 
competence. The woman's way of manifesting her sick 
role upsets the staff. She in turn cannot tolerate be
ing examined in the presence of a strange Turkish man.
The case also indicates that staff need to allow for 
the possibility of illiteracy. Another point is that 
relatives and friends must always be allowed to visit 
the patient; those who do not put in an appearance are
liable to be suspected of having caused the illness
with the aid of Ъйуй.

(b) When GUI came to Tensta in 1973 she already had two
children. Her husband had arrived in Sweden the year 
before, after five years in Germany. GUI has a "key-job", 
cleaning a school together with other Kulu women from 
5 to 9 a.m. In the afternoons she attends a literacy 
course from 1 to 4 p.m. As the youngest member of the 
course it is always she who makes the tea during the 
break and washes up afterwards. She often provides 
buns and cakes, which she bakes earlier in the day. Two
more children have been born in Sweden and are now
three and five years old respectively.

GUI suffers from a constant headache. She wears a
muska under her kerchief but it only helps at times -
it soon loses its power. Her ear discharges, too, but 
this is nothing new. The same thing happens to her 
children. She usually covers up the ear and sometimes 
applies drops that her mother sent from Kulu. It then 
gets better.



One day at the literacy course her headache is very 
bad and the teacher says she should go to the hospital 
for help. GUI phones her husband, and as he drives her 
to the hospital her complaints become louder and louder 
and she is even sick in the car.

At the emergency clinic GUI is asked when she was 
born, where she lives, her phone number and so on, all 
of which is punched on a card that she, as a patient, 
must have. She complains continuously and her husband 
has to come to her aid because she does not know either 
the date of her birth, her address or telephone number. 
She says that she seldom leaves Tensta and "the main 
thing is that I can find my way home. Nor is it im
portant to know when you are born* you grow old any
way. I know how old I am; I can feel it."

In the waiting room GUI continues to complain in 
a loud voice. This is the ear clinic, everyone there 
has ear trouble but none of the others show that they 
are in pain. Everyone looks at GUI with varying degrees 
of embarrassment and some talk about her in whispers.

When a nurse comes in from time to time to call out 
a name she looks at GUI disapprovingly and finally 
comes up and asks her to be a bit quieter because this 
continuous complaining is disturbing. The doctor needs 
to treat the patients in peace and quiet. GUI demon
strates that she is in pain by holding her head in 
both hands, whereupon the nurse says that all those 
sitting there are in pain but no one makes a fuss like 
her.

After a long wait GUI is allowed in to see the 
doctor and is confronted by a young man wearing just



a shirt and jeans. He comes towards her and briskly 
asks, "How are things here, then?" GUI's husband de
scribes her condition, stressing the pain in her head, 
and the doctor replies that she has come to the wrong 
place if there is nothing the matter with her ears.
On hearing that her ear discharges at times, he be
comes more interested, picks up a torch and asks GUI 
to take off her scarf. GUI folds the scarf back while 
she tells her husband that she wants medicine for the 
headache - there is nothing wrong with her ears. While 
the doctor is inspecting her ear, his head is close to 
hers. She has never had a strange man so close before 
and finds this unsettling. This is also her first visit 
to a Swedish hospital. With a pleading look at her hus
band she repeats that there is nothing wrong with her 
ears. The doctor asks, "How long has it been like this?" 
When GUI fails to understand, he asks, "How long has 
your ear run like this?" GUI replies that it has al
ways done so now and then but stops when she applies 
drops. But her head hurts badly.

Having cleaned out the ear and taken a long look, 
the doctor tells the husband that there is a hole in 
the membrane and GUI must have medical treatment to 
avoid hearing trouble for the rest of her life; it may 
be too late already. He writes out a prescription for 
penicillin, which GUI is to take for 10 days and then 
get in touch with the district health centre in Rinkeby, 
to which she can go now and then to get the ear rinsed 
out. She is to come back in a fortnight.

GUI learns from her husband that she has got some 
medicine, which they are to fetch from the pharmacy.
This pleases her as it may put a stop to the pain. She



takes the medicine for a day or two but then stops be
cause she feels better already and wants to save the 
rest for the next time she gets a headache. Medicine, 
she says, is only to be taken when one is in pain. 
Although the doctor sick-listed her for a fortnight,
GUI still attends the literacy course, where she tells 
all the women what good medicine she has got. Some of 
them want to know its name so that they, too, can take 
it for headaches. GUI brings the package to the course, 
whereupon the teacher says it is dangerous to give 
medicine to other people without a prescription. The 
women cannot understand why it should be dangerous 
for one person when it isn't for another. After all, 
pain is always pain.

When the time comes for a routine check-up at the 
child health centre, the doctor discovers that the two 
youngsters both have runny ears. He prescribes medicine 
that GUI is to give them for 10 days and supplements 
this with ear drops. She is to bring the children for 
frequent check-ups so that he can keep an eye on their 
condition. But GUI does not come at the appointed time 
and the nurse calls on her; the children's ears are 
still runny and she asks Gill to accompany her to the 
doctor.

When things are no better after some weeks, the 
doctor refers the case to a pediatric hospital in 
Stockholm, requesting that the children be admitted 
"because their mother cannot manage the medication 
that is necessary to avoid an injury for life." GUI 
refuses to send her children to hospital for a runny 
ear. They do not like the medicine and she does not



want to force them. After this the doctor gets in 
touch with her husband and tells him that treatment 
can be enforced if parents refuse to do what is best 
for their children. Without medical treatment the 
children may become deaf. The husband then agrees to 
the admission, but Gill cries and refuses to accompany 
them.

The children spend a fortnight in the hospital in 
Stockholm and are visited by Gill once only. She is sick 
several times on the way there and arrives tired as 
well as unhappy. She has brought sweets for the children 
and sits with them for an hour while they play in a 
room filled with toys. Gill has never seen so many 
toys in her life. Three nurses stand and watch her 
sitting there with the children. They found it deplor
able that she had not visited the children earlier and 
were curious to see how she would treat them.

The nurses tell Gill that her children are so lovely, 
have such beautiful eyes and are so. wonderful. This 
makes Gill uneasy and she wants to take the children 
home. The children cry when she leaves and the nurses 
pick them up to comfort them. Gill finds it threatening 
that all the nurses have blue eyes and fair hair.

Later the nurses speak to the doctor about Gill and 
the children. He finds it wrong that the children have 
had no visitors who speak their language and considers 
reporting the parents for mental ill-treatment and 
taking up the case with the social welfare committee.

When the fortnight is up the children are allowed 
home and their father comes to collect them. Their ears 
have healed and the doctor asks the father to ensure 
that the children are properly looked after so that



they remain healthy. Gill and her husband consider that 
the stay in hospital has been quite unnecessary - a 
runny ear clears up on its own and is nothing to worry 
about. It has simply meant that everyone has cried and 
had a hard time, while the children have been exposed 
to danger for no good reason.

Safely home, one of the children gets a nose-bleed 
from falling down stairs. Giil knows that this is nazcœ 
and attaches пагагЪгке to the children. Next day she 
goes to the woman in Tensta who performs kurkun dökme 
and gets treatment for nazcœ.

Next time the children get a cold and their ears 
start to discharge, Giil does not get in touch with the 
doctor. She is afraid the children would be taken into 
hospital again.

*

This is an example of illness, a severe headache, 
leading to a professional consultation. In this case 
the doctor detects a disease that may but does not 
necessarily coincide with the illness. While a head
ache constitutes an illness for the woman, a runny ear 
does not. The doctor, however, regards a runny ear as 
a serious disorder, threatening lifelong injury if it 
is not treated.

Chronic otitis, inflammation of the ear, is more 
common among children of Kulu parents than among 
Swedish children (Mjönes, personal communication).
The reason may be that the Kulu women do not regard 
this condition as illness and therefore simply let it



run its course. The irritability and loss of sleep 
that accompany the initial stage can be ameliorated 
in various ways. When the ear starts to discharge, 
the pain usually ceases and there are no other charac
teristic symptoms.

This situation complicates the pediatric treat
ment of otitis. To be effective, a course of antibio
tics must be completed? otherwise the process may 
simply be prolonged. When the children come under the 
supervision of the child health centre, the case be
comes one of disease without illness. The doctor at 
the centre and his colleague at the hospital both play 
a consultant's role and consider that the woman is to 
blame for what happens.

The doctor is able to cultivate bacteria and can 
cure the children by hospitalizing them for treatment. 
The woman finds this more than pointless because she 
does not consider that the children are ill and is 
anxious about nazav. Following her confrontation with 
the Swedish doctors and the way in which they place 
all the blame on her, she does not turn to them for 
help next time the children have runny ears.

NEITHER ILLNESS NOR DISEASE

Finally I should like to cite two examples of Kulu wor- 
men whose sick roles in Sweden have nothing to do with 
either illness or disease. Such instances mostly in
volve "sick-funding" as a clear-cut buffer mechanism, 
a way of integrating a new situation into the accustomed 
life of Kulu women.



Other instances concern pregnancy and childbirth 
for Kulu women in Sweden. The institutionalization of 
these events in Sweden is such that the woman is as
signed a sick role. Throughout the course of a pregnancy 
the woman is carefully supervised and any untoward deve
lopment is followed up. Techniques for monitoring fetal 
growth and wellbeing have now reached the point at 
which fetal disease can be detected early on. At the 
same time the woman is entitled to decide for herself 
whether the pregnancy is to continue or not.

Pregnancy and childbirth are phenomena that need 
to be considered separately in another context. My 
reason for including an example here is that it demon
strates so clearly that childbirth in Sweden has come 
to be handled as the equivalent of a pathological pro
cess (cf McKinley 1972). Women with no previous ex
perience of supervision in any form find themselves 
caught up in parts of our health care system. For the 
women from Kulu, both "sick-funding" and this patho
logical gloss on the normal process of pregnancy and 
birth are Swedish phenomena.

(a) Hacer, who is in her forties, lives with her large 
family in three rooms and a kitchen in Tensta. Since 
her arrival in Sweden in 1970 she has been sick-listed 
for long periods at a time. In addition to five children 
of her own, ranging from 22 to 10 years of age, she 
looks after three grandchildren in the daytime. Hacer 
has had 13 children all told, she says; all the others 
have died.



Hacer always gives the impression of being happy 
and content with life in Tensta. Things are so much 
better, she says. It is such a help to have hot water, 
a fridge, an electric oven and so on. She really does 
find life much easier and shows no sign of irritation 
or fatigue as she bustles about the flat among a crowd 
of children of all ages. She is very patient with the 
youngsters and provides plenty of physical contact, 
while clearly indicating what is expected of them in 
the way of obedience and good behaviour.

Hacer has been sick-listed for the past twelve 
months and the health insurance office has started to 
wonder whether her case warrants a disability pension.
To this end she has been sent a referral note, sum
moning her to a hospital in another town for an examina
tion on behalf of the National Social Insurance Board. 
Hacer is most indignant: she cannot possibly leave the 
family and all the children and anyway she is not ill? 
there is no need for a hospital.

To the doctors whom she has consulted, Hacer has 
invariably explained her situation as she sees it, with 
no attempt at deception. She has never actually said 
that she is ill but finds it quite in order that she 
should receive sickness benefits. The doctors consider 
that her body is worn out and that her social situation 
precludes a job as a cleaner on top of all her domestic 
work. It has generally required little effort on her 
part to get doctors to conclude that sick-listing is 
justified. They have quite simply taken pity on her. 
Their assessment includes the perception that she 
carries a heavy burden at home. Hacer does not consider



for a moment that she is ill but cannot contemplate 
any alternative to her present life at home with the 
children. Her husband definitely expects her to con
tribute financially and is very content with the present 
arrangement.

In the end Hacer is obliged to make the trip to 
the hospital, where she has to stay for several weeks. 
Meanwhile her daughter goes sick in order to be at 
home with the children.

Hacer finds the big hospital frightening. She shares 
a room with a Swedish woman and is often on her own 
there. There is nothing to prevent her moving about, 
but she does not know anyone and finds it difficult to 
communicate with the other inmates. She has talks with 
doctors and welfare officers every day plus some kind 
of treatment from a physiotherapist. She becomes in
creasingly miserable. The food is not to her liking 
and all the strangers make her afraid of nazar, as does 
having to sleep alone at times.

While at the hospital Hacer starts to perceive her
self as ill. She is never happy, feels old and tired 
and believes that she is going to die. Doctors and 
welfare officers cannot find anything really wrong 
and recommend her to get a job of some kind that is 
less taxing. They believe she would feel better if she 
got out and about instead of being cooped up all day 
with the children in the flat.

Hacer comes home completely changed. She takes no 
pleasure in anything, does not want to cook or keep 
the home in order. She feels she is being forced to 
live in a way that is definitely beyond her. She gets 
worse and worse, with severe constipation that nothing



can alleviate. When doctors in Tensta and Stockholm 
have failed to improve matters, she leaves for Kulu in 
the spring and stays there all summer. She returns in 
better spirits and gets herself sick-listed for a time 
by one of the doctors she knows. Time passes with its 
ups and downs, including two short periods when Hacer 
goes back to her job as a hospital cleaner in Stockholm. 
She has set her mind on not having to work outside the 
home and will doubtless get her way in the end. As she 
grows older the health insurance system will provide 
a disability or invalidity pension.

*

This woman accepts 11 sick-funding11 as a legitimate way 
of life in Sweden. Moreover, as Kulu women consider 
that illness is inflicted by external powers, no blame 
attaches to any form of sick role.

As to "sick-funding", it can be noted that the 
incompatibility of roles leads to a wish to be absolved 
from responsibility for activities outside the house
hold. This can be compared with children who become ill 
so as to be excused from school and soldiers who do so 
in order to avoid their duties. The onus here is on the 
specialist - it is the Swedish doctor who decides whether 
they are to be relieved of their responsibility.

As we have seen, Kulu women can get their sick roles 
confirmed by being sick-listed by charlatans. It also 
happens, however, that an ordinary Swedish doctor, on 
hearing about their situation, will do this without 
any evidence of disease. In such instances the cultural



Situation of the doctor may colour his perception of the 
woman's health. Of course this is also a manifestion of 
the reaction, mentioned earlier, to the least suspicion 
that something may be really wrong: for medical reasons 
one cannot pass over a suspected disorder and the safest 
way of initiating treatment is to give the patient a 
rest from heavy work. The contrary attitude may be 
found, for instance, in connection with military ser
vice, if a doctor plays down any possibility of a dis
order and declares the person healthy rather than 
diseased (cf Daniels 1972:148-151). Some Swedish doc
tors also display this attitude with reference to the 
general debate on the health service (high and rising 
costs and suspicions about unwarranted sick-listing).

The woman in this case belongs to an age-group of 
first generation Kulu women for whom work outside the 
home has no attraction. Younger women who have either 
been born or grown up and got married in Sweden consider 
that a job is worthwhile, and that being able to get 
away from the household is a great advantage.

It is the doctors in this case who are in a posi
tion to legitimate a sick role for the woman. Several 
do so, while others take it upon themselves to rehabili
tate her for a life which they consider more normal, 
i.e. a job away from home. It is the latter who contri
bute to the onset of her illness. When the woman per
ceives herself as ill she returns to Kulu, a step that 
costs her and her family a great deal of money.



(b) Melek decided to come to Sweden in 1975 when she 
heard that her husband was living with a Swedish woman. 
Leaving a house, land and animals behind, she took her 
five children with her and stayed with relatives in 
Tensta until the husband found a flat, where they still 
live together.

Melek is an orphan and her husband's second wife.
In Kulu she lived in an outlying village, tending sheep 
and making cheese and yogurt, which she sold in the 
market. She is a strong, energetic person who never lets 
problems get the better of her. The balcony of her 
flat in Tensta was filled at once with huge sacks of 
potatoes, onions and carrots, plus a bucket of white 
cheese, all of which had been transported by bus from 
Kulu. She uses the kitchen and rooms as she did in Kulu. 
Bread is made each day on the kitchen floor and the 
large, flat yufka loaves are placed straight on the 
floor of the oven to bake.

After some months Melek became pregnant. She was 
still feeding her previous baby, now more than a year 
old, and became anxious when she first felt the new one 
inside her. The baby would have to be weaned and the 
customary procedure for this is to hand over the child 
for a fortnight with sweets and milk to someone who 
starts giving it ordinary food. In Kulu it would have 
been easy to find a relative or neighbour to do this.
In Tensta, however, there were no close relatives or 
friends who could help.

One of the women from Kulu suggested that Melek 
should apply for help at the child health centre. She



went there with her youngest child, whom the doctor 
noted was very small for its age: well-proportioned 
and healthy-looking but well below the normal weight 
and height. He told Melek that she simply must start 
giving supplementary food. Melek replied that this was 
what she had come for because she was pregnant again 
and further breast-feeding would not be good for the 
baby inside her - it needed the power that left her at 
present with the milk. The doctor recommended her to 
start by getting the maternity centre to check how far 
the pregnancy had advanced. He also suggested that she 
should procure a cot for the girl to lie in at night 
and a bottle for formula feeding.

At the maternity centre Melek was asked by a female 
gynecologist for the date of her last menstruation and 
replied, quite truthfully, that it had been 10 years 
ago. Since then she had been pregnant and then nursed 
the baby for a year before becoming pregnant again. 
Besides which, the movement inside told her that she 
was expecting and she could feel how the pregnancy 
progressed, so there was no need for any help. Making 
a dismissive gesture, Melek left. Checking when a 
baby would be due was the oddest thing she had heard 
of} it was enough to make you think you were ill.

But the problem of how to wean the baby was still 
unsolved and Melek called at the child health centre 
almost daily to ask for help from a nurse or the 
Turkish assistant. In the end the baby was entrusted 
to me for ten days (see Appendix I).

When Melek was due to give birth in Sweden for 
the first time, there was no one who could assist her



at home. All her previous children had been born at 
home with the aid of a relative. One baby had arrived 
while she was out milking the sheep. There had never 
been any trouble and the infants had been strong and 
healthy. In Tensta it was necessary to go to a hospi
tal for help. She found this odd but agreed to phone 
me when the pains started to come regularly.

Melek entered the hospital wide-eyed and amazed. 
Having been admitted, which involved many unfamiliar 
routines (Melek did not know just when she had been 
born), she was shown to the delivery room. At the door 
she stopped and exclaimed, "I'm going to have a baby, 
not an operation." She was informed that the uninviting 
bunk, high above the floor, is where women give birth 
in Sweden. She looked round in alarm at the cheerless 
scene with all the plastic articles, instruments and 
lamps as well as the bunk, which was so elevated that 
she could not mount it without assistance.

"I must squat when the child comes. Where am I to 
squat?" She was told to lie high up on the bunk so 
they could assist her when the time came.

The contractions were still quite weak and the 
staff left the room, telling Melek to press a button 
when she needed help. She wandered about the room, 
moaning quietly, interrupted only by the entry of a 
nurse or midwife, who got her up onto the bunk again 
so they could listen and look at her, feel her pulse 
and so on. When the contractions became so strong 
that Melek was not able to get down from the bunk, she 
sat on it and started to moan louder and louder with



a monotonous rhythm. This brought three people into 
the room to find out what the matter was. They tried 
to quieten Melek by telling her to "do her best" and 
not scare the women in adjoining rooms. Melek was 
oblivious to her surroundings ; she had embarked on a 
process that only she could cope with. Everything she 
did seemed self-evident and composed, though rather 
audible.

The midwife fetched a doctor and they held a muted 
discussion, heads close together, at the foot of the 
bunk. A little later the midwife administered an in
jection to Melek, who was now in the throes of labour.

After some minutes her moans gave way to tears and 
she sobbed that her child had died. She felt nothing, 
everything had stopped, the baby was dead. When the 
midwife realized that Melek thought something was 
wrong, she explained that a pain-killing injection 
had been given and that everything would now be calmer 
and better for Melek. This made no impression on Melek, 
who continued to cry and repeated over and over again 
that the baby had died. To show that this was not the 
case, a nurse applied a stethoscope to Melekas belly 
and the heartbeats of the infant were transmitted to 
a loudspeaker on one of the walls. This sound was in
comprehensible to Melek and simply alarmed her still 
more.

The birth was over in half an hour but Melek was 
indignant that it had taken so long. It was usually 
so easy ; one walks around until the time comes and 
then just squats. She had never had such a trouble
some delivery.^



The nurse wanted to lay the baby straightaway on 
Melekas breastz a procedure that is commonly practiced 
for psychological reasons to establish contact between 
mother and child as soon as possible. Melek looked 
scared and would have none of it - embrace a blood
stained child, no thank you.1 The nurse looked dismayed 
but removed the infant and started to wash it.

After a while Melek wanted to take the baby home 
but this was definitely not allowed. A doctor had to 
take a look at her as well as the child before they 
could leave. Melek would be taken to another ward, 
where she would get a meal, a sleep and stay a few 
days. It was necessary to ensure that everything was 
as it should be. For the first time in her life, Melek 
was to be a patient in a Swedish hospital.

*

This example serves to show that many details in situa
tions to which we are accustomed can appear completely 
exotic to someone from a different culture. (I should 
perhaps mention that some Kulu women do find that an 
anesthetic helps.)

This account of a Kulu woman"s experience of child
birth concludes these examples of encounters between 
these women and Swedish health care. We have taken a 
look at various environments in the life of Kulu women, 
the world of their ideas and the changes they undergo.
In conjuntion with this we have mapped the personal, 
folk and scientific sectors of their health care system.



Finally, to bring all these threads together, we have 
now followed illness processes in the lives of these 
women in Sweden and been able to see how the women 
draw on their health care system as a whole. The result 
of following these processes is like looking into a 
kaleidoscope - the same pieces reappear in a different 
pattern each time. But the patterns, the variations, 
constitute experiences that are added to the knowledge 
which the women share and lead to modifications in the 
common stock.

CONCLUSION

This brings us finally to the question of which parti
cular factors are óf importance for an adjustment bet
ween the Kulu women and Swedish health care. As a pre
lude to summarizing the principal theme of this study 
I should like to recount a specific experience.

While staying with a family in Kulu, I had an acute 
illness. The symptoms - watery feces and a high tempera
ture - suggested types of disease that in these parts 
of the world could have serious consequences : salmo
nella, cholera, dysentery. My spontaneous reaction was 
to stay in bed, drink boiled water, eat boiled rice 
and if possible get in touch with a doctor.

I told my hosts that I was ill, mentioning the 
temperature and diarrhea. The oldest woman in the family 
took my hands in hers, brought them to her mouth, 
brushed my forehead with her mouth and then said with 
a smile that I was not particularly hot. As to my



watery feces, they all had that quite often in the 
heat of summer. She asked her daughter-in-law to pre
pare me some ayran, i.e. yogurt diluted with water 
and salted.

That day we were to visit a relative who lives in 
a village twenty to thirty miles away. The older woman 
had clearly indicated that she did not perceive my 
illness - my experience of and expressions for bodily 
discomfort. What I manifested was not illness as she 
knew it, at least not a serious form. Meanwhile I was 
on the verge of panicking. I had little chance of 
finding a doctor without the family^s help. I had no 
telephone, form of transport or information about who 
to ask for. What I did was to lie down on the mattress 
that served as my bed at night and await further 
reactions.

It upset the women that I would not get up. A wo
man remains in bed during the day only when she has 
just given birth or is about to die. The older woman 
came and sat beside me on the floor, while her grand
children crawled around, hugging me and playing. She 
presented me with a small object that I did not re
cognize at first. So she fetched a garlic and pulled 
off all the cloves until only the innermost one was 
left in her hand ; that was what she had given me. She 
said I should wear it, somewhere under my clothes, 
against nazav.

Not knowing whether my disorder was infectious,
I was uneasy about having the children so close. The 
only way of resolving the situation was to get up, 
dress and accompany this enthusiastic family to their



relatives in the distant village. No one mentioned my 
condition in my presence, even though I had to with
draw time and again to use the privy in a corner of 
the garden.

When we got back that evening I was at the end of 
my tether. The fever had risen to 40°C and my mouth 
was so dry I could hardly speak. Before I could fall 
asleep the young woman came in with a dish of rice, 
over which a large lump of butter had started to melt.

After some days like this with no real improvement, 
except that the fever was on the way down, I decided 
to return home. Having my sick role ignored was more 
than I could cope with.

I talked to the young man of the house and he con
tacted a relative who owned a taxi. The two of them 
took me to Ankara after I had said good-bye to the 
women, who could not understand why I had to leave.
They wondered what was wrong: perhaps I did not like 
the district, did not get on with them and so on.

Safely back in Stockholm, I got in touch with a 
doctor, who recommended specialist care and various 
tests. Until the results were known, no doctor could 
identify the disorder. After a while I began to feel 
better and things slowly returned to normal. I was 
informed that I had a parasitic infection known as 
guardiasis. The intestinal parasite in question is 
very common among children and adults in Kulu. People 
can carry it all their lives without developing symptoms. 
Only the acute condition is associated with discomfort. 
Everyone in Kulu is no doubt a carrier without 
being aware of it.



Just when I was beginning to feel better, the time 
came to start a course of medicine to get rid of the 
parasites. This cure, which lasted around ten days, 
produced adverse reactions and was most unpleasant. 
Nausea, giddiness and disturbed sleep were what I 
associated with the treatment of my disease. My ill
ness had disappeared already, while the medication ge
nerated new symptoms. Having complete faith in both the 
diagnosis and the medical treatment, I readily put up 
with the discomfort.

This example illustrates the difficulty of changing 
ideas about illness. It also indicates that, provided 
one waits long enough, almost any method will "cure" 
an illness such as mine. The example shows, moreover, 
that people base their actions on what they believe 
in, whether this happens to be the evil eye, bacteria 
or, as in this case, parasites. The person who is ill 
cannot know, in the sense of being able to see, that 
the illness has one cause rather than another. One 
has to have confidence in the specialist. Given this 
confidence, faith in the specialist will be reinforced 
in that he does something. If this something has un
pleasant consequences, these are explained in the con
text of the specialist's therapeutic logic.

Getting the feeling of being ill confirmed makes 
one favourably disposed to treatment, regardless of 
any discomfort that ensues from this. Without such 
confirmation from those around one, the situation be
comes intolerable.

When we are ill, the women from Kulu and I react in 
the same way - we look for understanding and assistance.



Without confirmation and forms of help in which we be
lieve , we cannot cope. We are prepared to go to almost 
any length to obtain them. In neither case is it a 
question of insufficient knowledge or the force of 
habit. When treatened with chaos, we think and act 
with a view to making life predictable and orderly.
When subjected to unaccustomed methods, we need to 
have tangible evidence of their effectivenessto re
gard them as an alternative next time we are ill with 
the same symptoms.

If we employ several different treatments, we have 
no means of distinguishing the one that is effective.
We tend to favour the ones with which we are familiar. 
This is where the stock of ideas in a culture help 
people to act "as they should". Numerous individual 
experiences provide support for certain theories in 
each health care system and turn them into general 
truths. In this way, personal experience that "this 
cured me" is converted into the cultural thesis that 
"this can cure everyone".

It is by no means easy to exchange one belief for 
another, particularly when the general situation con
tains much that is new and unfamiliar. When people in 
this situation resort to what is familiar, clear 
evidence that this was inadvisable is seldom forth
coming. In the cases presented here, just as many wo
men consider that they benefited from folk healers as 
from scientific medicine. On what grounds can one claim 
that the scientific medicine is better for them?

Even if I had stayed on .in Kulu, there is no reason 
to suppose that I would not have felt better after a 
time. This might have encouraged me to believe in ayvan



as a remedy for diarrhea. Recurrent experience of this 
process, personal as well as observed in others, might 
have led me to adopt this method. That is what happens 
with some of the Kulu women in Tensta. They stay on 
and resort to methods practiced by Swedish doctors.
When they feel better in connection with these methods, 
they start believing in them.

There is no denying, moreover, that some of the 
methods of Swedish doctors are more effective than 
those used by the women. The children with grave here
ditary diseases would not have survived without the 
help of scientific specialists in Sweden. But as we 
have seen, the process of accepting a completely new 
way of interpreting illness takes a long time and can 
be trying. The chief reason for this is that the 
effectiveness of unfamiliar methods is something that 
has to be experienced. When this has been done, the 
new methods can be integrated in the common stock of 
knowledge. This does not imply that the methods in 
question are in fact effective in the scientific sense. 
As we have seen, it is a question of whether the person 
who is ill feels better. Such a feeling may be due in
stead to a healing process that the body achieves un
aided. The healing process, moreover, may be influenced 
by a strong faith in the external help that is ad
ministered. Extensive research into placebo effects 
has provided evidence of this (cf Shapiro 1964).

Consequently Swedish health care practitioners 
must be aware that each one of us is dependent on 
what we believe to be the right thing to do in connec
tion with illness. Until Swedish health care manages



to convince the Kulu women that its methods are superior 
to those of other specialists whom these women emplgy, 
there will be no transfer of loyalty or belief. One 
can also ask whether such a transfer of loyalty is 
always necessary. Perhaps the evil-eye theory can exist 
in a complementary relationship with the bacteria theory. 
In any event, as it is hardly possible to present clear, 
convincing evidence that will quickly modify the Kulu 
women's ideas about illness, and as their morbidity 
is not particularly high, a slower transition generated 
by their day-to-day experiences would seem to be 
acceptable from the viewpoint of care. Meanwhile the 
evil-eye theory and the bacteria theory can coexist, 
though there will of course be cases where this · 
coexistence is to be deplored.

As long as people strive for survival and health, 
they will always look for a cure that is effective in 
the context of their situation. As the incidence of 
disease among children and women from Kulu does not 
differ dramatically compared with Swedish women and 
children, it seems reasonable to presume that they 
are sufficiently competent to conduct their own search 
for this cure.



Hypothyroidism is a disease that is liable to in
hibit a child's normal growth. It has been de
scribed in detail by Hugh (1981: 550-554) .
Adrenogenital syndrome is a disease, usually here
ditary , that has a fatal outcome if it is not 
treated (cf Hugh 1981: 557-559).
Layers of flaky pastry with a filling of meat, eggs, 
fish or vegetables.
Even women who have given birth in Kulu with the 
aid of a midwife consider that deliveries in 
Sweden take much longer. In Kulu the woman is 
often given a drink that accelerates labour by 
stimulating the contractions.



APPENDIX 1 
FIELDWORK AND TWO VISITS TO KULU

FIELD WORK

For anthropologists, field work usually involves "going 
away". In this sense, my research for this study has 
not been wholly traditional. I have left neither my 
home, my community nor my environment (at least not 
altogether). Two journeys to Kulu gave me a notion of 
'what it means to have to adjust to an environment that 
is totally unfamiliar. But these journeys occupied less 
than two months of a period of field work that lasted, 
with varying intensity, from the autumn of 19 76 up to 
the spring of 1980. This field work concentrated on 
the life of the Kulu group in my own society, with par
ticular reference to their contacts with its health 
care institutions.

As it seems to me that the data for this study were 
collected in a somewhat unorthodox manner, this appen
dix provides an account of how my work started in a 
Swedish medical institution, the way in which I moved 
beyond this into the Kulu group from Turkey and my



subsequent return to the health care institutions in 
the company of the women I had got to know. I shall 
try to describe the implications that the presence of 
my own society's institutions and resources has had 
for my perception as a participant in the life of these 
women, together with the advantages as well as the 
drawbacks of having the field, as it were, on my home 
ground.

The study was initiated at the child health centre 
in Tensta because pediatricians wanted me to collabo
rate in the research they were planning. It was at the 
centre that I first got in touch with Kulu women ; 
all the families with young children that constitute 
the sample for the study were registered there. Rela
tives and friends of these nuclear families were sub
sequently included in the study, too. The sample com
prised 63 nuclear families, and these belonged in turn 
to 48 households (see p.138 note 2). I was in close 
daily contact with around ten of these families and 
included the entire sample in the household survey that 
I conducted so as to assemble a background in the form 
of simple quantitative data. This survey covered the 
composition of the household, the sex of its members, 
their age, birthplace, number of years in Sweden, num
ber of children, kinship, paid employment among men 
and women before and after their migration, and educa
tion in Turkey and Sweden. A genealogy was drawn up 
for each household, including its kinship with other 
households. This showed that practically all the 48 
households had affinal or consanguineal relationships 
with each other.



All the adult men in the study had been farmers 
before coming to Sweden, while the women above school 
age stated that they had worked in the household. In 
Turkey this work includes looking after animals and 
the garden as well as harvest work and other occasional 
tasks. In Sweden about 70% of the men have service 
occupations, while some of the others are entrepre
neurs, run a kiosk, sell carpets and china, run a vege
table store and so on; some of the men are constantly 
unemployed. Around one-half of the women above school 
age have some form of job outside the home. Concer
ning education, all the men have had at least the five 
years of compulsory schooling as children in Turkey 
but not ąll the women. One-fifth of the men and more 
than half of the women could neither read nor write 
when they arrived in Sweden,

Starting with simple background data of this type,
I constructed a register that allowed me to add infor
mation concerning changes in each household, e.g. change 
of residence, new children, marriages and divorces. In 
addition, I kept a continuous diary of everything that 
happened around me as I perceived it, accompanied by 
the comments of the women as well as our congruent and 
incongruent interpretations. When typing out the diary 
I learnt to distinguish between these data levels, as 
indicated by this simplified example : "The child cries/
- / nothing wrong with it, says the mother/ - /seems 
to me to be in a very poor state/". As the diary pro
vided a continuous account of what was happening in
side me as well as outside, when it came to systema
tizing the material I was able, for instance, to trace 
the way in which I, too, changed.



During the first year I followed activities at the 
child health centre several times a week. I had no pro
per prior knowledge of problems connected with doctor- 
patient relationships and still less insight into the 
culture and language of the Turkish group. My observa
tions in this initial period were so full of detail 
and so dense that the diary was more extensive than at 
any time in the subsequent field work. My notes from 
this period proved extremely valuable later, when I 
found myself observing the same form of communication 
between doctor and patient without noticing so much 
detail. As one"s cultural competence grows, many of 
the details are taken for granted.

"LIKE TURK"

As time passed I became more and more dissatisfied with 
my situation at the child health centre. I was mostly 
an entirely anonymous person there, with no evident 
function and no natural means of getting to know and 
understand the women and children. It seemed increa
singly unlikely that the Kulu women would ever cease 
to regard me as just a part of the medical institution.
I then started to learn Turkish from the contact assi
stant who worked at the centre and she took me along 
to some women in whose homes a literacy course was 
being held in the evenings. There I learnt to speak 
their language while they learnt to read and write 
it. In this way I obtained my first impressions of 
Turkish homes and family life. In this contact, however,



I was still dependent on an intermediary and my close 
association with the teacher generated a form of re
spect that I found incompatible with a relaxed rela
tionship. However, a young woman became interested in 
me and heard that I was eager to learn Turkish. She 
spoke Swedish perfectly and offered to be my teacher. 
Her assistance proved invaluable, in Tensta as well 
as in Kulu, where my husband and I were her guests in 
the summer of 1977.

It was thanks to this acquaintanceship that I 
started to get away from the Swedish institution. Stil] 
it was just an event at the child health centre that 
was most instrumental in helping me to move from there 
to the Kulu women's daily life. It had to do with my 
offer to help wean a year-old girl whose mother was 
pregnant again (see p. 210), The mother, who had not 
menstruated for ten years, said that feeling a baby 
move inside her was how she knew another pregnancy 
had started. She was still nursing the previous baby 
but would have to cease now that she felt the new 
one ; to continue would be harmful for both. In the 
past there had always been relatives who could look 
after the suckling child for a week or two while it 
learned to eat other food and also to sleep apart 
from its mother.

In Tensta there were only some affinal relatives 
and even the women in those households went out to 
work as cleaners for half of the day. As no one was 
able or prepared to help her, the mother turned to the 
nurses at the child health centre. They and the doctor 
suggested that she should get hold of a cot and a



bottle, and advised her to get suitable food on the 
way to an adult diet. The mother found this out of 
the question and continued her desperate search for 
a means of performing the ritual in her own way.

My offer to look after the girl was greeted with 
amazement. Why should I, a Swedish woman who was neither 
a nurse nor a relative, be prepared to do such a thing? 
However, having met the entire family several times 
and had my home and my own family inspected by them, 
the matter was arranged. I was uneasy, to say the least, 
particularly as it did not seem very advisable to se
parate a child from its mother when weaning it. But my 
psychological arguments made no impression on the Kulu 
mother's unquestioning confidence in this arrangement. 
She prepared everything meticulously and handed over 
her baby with all that it needed, including sweets, 
money and milk. Before I took the girl home, she was 
weighed at the child health centre.

For a week or so this girl participated wide-eyed 
in our family's exotic daily round and everything went 
remarkably well. She learnt to sleep in a bed alone, 
though in the same room as a grown-up. She ate what
ever was going with a good appetite and took medicine 
for the parasites that had been detected at the child 
health centre. Consequently when we called in at the 
centre on the way back to her family, it was found 
that she had put on weight. Her mother was beside her
self with pride and joy. Plump children are healthy 
children and do their family credit.

With this incident I gained admission to the world 
of the Kulu women. It enabled me to live on a natural



footing with some of the families. The mother intro
duced me as her Swedish friend who had weaned her 
daughter. My accomplishment caused several of the 
women to refer to me as "like Turk" or to insist that 
I must be "married to Turk" or at least a Moslem. My 
action provided them with confirmation that I resembled 
them in some way, that I accepted and had been able 
to perform a ritual that is important for them.

THE ROLE AND RESPONSIBILITY OF THE ANTHROPOLOGIST

Besides proving to be my principal means of learning 
how the Kulu women think and act, it was incidents 
such as this which established the greatest confidence 
between us. The first Kulu birth I attended was that of 
the sister of the one-year-old girl whom I had helped 
to wean. I found it difficult at first to take part 
in events like birth, grave illness and death among 
people whose culture was unfamiliar to me. Having spent 
some time in Kulu in 1977 and 1978 I felt more at ease.

In time the women invariably asked me to be with 
them in a crisis or other difficulty. My special in
troduction to the group no doubt helped to account for 
this. I am, moreover, a woman with children of my own, 
have contacts in the Swedish community and am relatively 
familiar with the workings of the health care system.
My car was also a practical asset in emergencies.

But it was not just when help was needed that the 
women asked me over or allowed me to share their most



intimate experiences. There were many occasions when 
they absolutely refused to consult a Swedish doctor 
or seek any form of scientific health care. This could 
put me in a difficult position. With no medical know
ledge to tell me what a symptom stood for, apart from 
illness in the sense used here, it was not easy to 
judge whether a disorder was innocuous or serious. I 
would no doubt have consulted a specialist in more 
cases than the women did, had the child been mine. Such 
situations highlighted the latent conflict between my 
roles as an anthropologist and a mother. Ought I to 
assume responsibility for the children and ensure that 
they received treatment, using force if necessary? At 
first I seemed to see my own children behind the ex
pressions of the Kulu youngsters. On a couple of occa
sions I tried to insist that the woman should accompany 
me to a doctor, whereupon I was told in a friendly but 
decided manner not to interfere because they knew exact
ly what they had to do.

When it seemed to me that a child was definitely 
ill I had great difficulty at first in simply sitting 
in the mother's home and waiting for muska and other 
strange treatments to do their work, particularly as 
I knew that treatment which I believed in was avail
able round the corner. How could I be sure that the 
women really were doing the right thing?

As time passed my efforts to convince the women 
that they could obtain help from Swedish doctors be
came increasingly lame. I learnt to trust the compe
tence of these women and the confident, self-evident 
way in which they managed recognizable symptoms. Those



who felt uncertain and indicated that they wanted to 
be helped were no problem. The younger women whose 
situation had changed, so that they no longer had 
access to the wisdom of the older generation, tended 
to be more uncertain and were more like me in their 
unwillingness to shoulder the responsibility for a 
sick child. In my youth I had learnt that disquieting 
symptoms should generally be referred to a medical spe
cialist. Neither had I ever ventured to manage my own 
children's more serious disorders on my own. In deal
ing with sickness I was thus much less sure of myself 
than most of the Kulu women.

It was chiefly in Sweden that I learnt to rely on 
the women's competence, because I found that their 
children were neither sick nor died more often than 
other children in Sweden. The environment played a 
crucial part in the overall picture. In Sweden it 
threatened the children and women in other ways than 
in Kulu. Still the young children seemed to be less 
vulnerable in Tensta. It was when infants were serious
ly ill or died in Kulu that I felt completely power
less. There was no way of warding off every kind of 
infection and the treatment that might have saved a 
child's life was too far away.

Children died in Sweden, too. In the course of my 
field work some from Kulu as well as Swedish children 
died in hospital. Swedish specialists were able to ex
plain why in some cases but not in others. These in
cidents were traumatic for the Kulu women because 
their explanations did not tally with those of the 
medical specialist. Even when the child had been in



his care up to the end, the specialist would not al
ways explain why it had died. When an explanation was 
forthcoming, the women could not always accept or 
understand it. Still it seemed more adequate than when 
the cause of death could not be identified for certain.

Summing up all my experiences of young children who 
were ill in Tensta and Kulu, it is clear that in both 
contexts, health is dependent on factors in the environ
ment as well as on political and economic conditions 
for preventing and treating disease. But to the extent 
that mothers wish their children to be healthy and, 
when they are ill, do everything to make them well, I 
found the Kulu women more competent in general than 
other women of my acquaintance.

AN UNEVENTFUL DAY IN THE FIELD

On an ordinary workday I usually arrived in Tensta 
around nine o'clock to visit one of the ten or so wo
men whom I saw most frequently. We started the day 
with a cup of tea or bowl of soup and talked about 
things that had happened since we last met. In order 
to hear the women's views, I related a great deal about 
myself and my family, what had happened to us and things 
we had done. This often elicited very strong reactions 
and I learnt much more than I ever managed to do by 
asking questions. It was invariably either these 
accounts or specific events and actions which produced 
spontaneous reactions.



The women who had a job worked either from early 
in the morning until lunchtime or from the afternoon 
until late in the evening. This meant that I could 
often call on two women and their families in a single 
day without having to terminate the visit myself. 
Otherwise one needed to have a very good reason for 
leaving a Kulu household. I frequently spent an entire 
day or several days with the same woman, accompanying 
her on her daily activities or following a case of ill
ness over a series of days. At times, however, several 
days would pass uneventfully. I would sit for hours 
drinking tea and listening to the women talking about 
other women or families and recapitulating events, eaclr 
time in a slightly different version. (The various ver
sions of a particular event clearly showed how rumors 
were spread and how the content was altered and reintei 
preted from time to time.) I was obliged to be patient 
because this was just how many of the women spent theii 
days. It would be wrong, moreover, to describe them 
as entirely uneventful; my initial impression simply 
reflected my ethnocentric outlook. In retrospect, the 
long days with the Kulu women gave me a better under
standing of their life in Sweden. My restless desire 
for "more action" is no doubt a fairly common reaction 
among anthropologists.

Making notes in the women's company was out of the 
question and instead I arranged short breaks by with
drawing to the lavatory, fetching something from my 
car and so on. I had no other way of documenting a 
detailed story or the reactions to some provocative 
event. Otherwise I learnt to memorize events and con-



versations with the aid of key words, so that I could 
record them in the diary either at home or on the way 
back from Tensta.

Spending years of field work in two distinct worlds, 
between which I commuted daily, was by no means easy, 
either for me or my family. It seems to me that under 
these conditions it must take considerably longer to 
achieve the anthropological experience of being immersed 
in a field situation. The weeks I spent in Kulu, with 
no chance of withdrawing, did most to give me a deeper 
insight into the implications of cultural differences.
I learnt a great deal from the unspoken necessity of 
adjusting to unfamiliar surroundings. I only wish that 
my field work had contained more experiences like that.

As the months passed the Kulu women forgot my pri
mary reason for being in their company. When we first 
met I had explained my ultimate intention of writing 
a book about how they treat illness in their new en
vironment, including their relationship with Swedish 
health care. There soon ceased, however, to be any re
ferences to this as my reason for being with them all 
the time, though once or twice a woman did give me a 
look of pride or defiance and remark that "this will 
be in the book".

ISVEÇ ARKADAS

It was generally by chance and indirectly that I got 
to know how the women perceived me. The women whom I 
knew well mostly referred to me as Isveę arkadaęr the



Swedish friend. Those who were more peripheral found 
me an asset in difficult dealings with the Swedish 
community. Direct evidence was occasionally forth
coming, as when a woman at the literacy course asked 
me where I worked; on hearing I was at the university 
her face lit up and she said "So am I, which building 
do you clean?" Another incident had to do with a wide
spread labour dispute that was affecting the supply 
of goods and services in the Swedish community. Tele
vision and press bulletins stated, for instance, that 
bread was hard to come by and that the dispute would 
prevent certain workers from getting any pay. Three 
separate families phoned me at that time with offers 
of bread and money.

The women who saw how I lived pitied me in many 
ways. Whereas Swedes tend to admire and wax nostalgic 
over the early 19th century timbered house, with its 
bare floorboards and wood-fired stoves, the Kulu wo
men wondered how I put up with it. They could not 
understand why I should want to live at ground level 
in a small, dark, wooden house with a fireplace in 
every room, when flats were available in Tensta that 
were centrally heated, above ground level and had a 
balcony. Some of them did their utmost to get me to 
move to Tensta.

Being openly accepted by the Kulu women put an end 
to my uneasy situation at the child health centre as 
an observer with no apparent function. Only one woman 
closed her door and refused to have anything to do 
with me. She was opposed to any dealings with institu
tional personnel and continued to regard me as such a



person. Otherwise the women took my part whether or 
not they considered I had done the right thing. Once 
when I innocently announced to the literacy course 
that I would buy some buns for tomorrow's tea, my 
neighbour leant over and whispered, "I'll bake some 
for you and save your honour".

Blunders among strange families in Kulu were more 
difficult to cope with but they taught me a great deal. 
While staying in Kulu with my husband in the summer of 
1977, it was when my reactions evidently deviated from 
custom that I became aware of them. There was the time 
when we visited a family and two chairs were produced, 
so I naturally sat down on one of them, whereas in fact 
they had been intended for the man of the house and my 
husband. Another time was when my husband wanted to 
help the woman by fetching water and had to put up with 
having his feet washed in public to make up for this 
shameful act. Then there was the mother whose milk had 
dried up in connection with an emotional event? when 
I explained this as a perfectly natural reaction to 
such a situation, she simply gazed at me in astonish
ment. Such psychological explanations were usually a 
spontaneous reaction on my part and invariably aroused 
the same astonishment, followed by a patient recapitula
tion of nazar's machinations.

The visits to Kulu were a vital part of my work on 
assembling data. Apart from the initial months in 
Tensta, it is the notes from Kulu that contain the most 
detailed descriptions. They confirmed a great deal of 
what I had surmised from the actions and reactions of 
the women in Sweden. Their environment in Sweden, so



familiar to me and accompanied as it was by the dis
tractions of my ordinary life, was more difficult to 
approach with a fresh ethnographic mind. It was ulti
mately they who revealed to me the ethnography of my 
own society, by reacting to it with their very diffe
rent cultural signs.

When the time came to systematize the material, I 
was obliged to stop seeing my friends in Tensta. It was 
difficult to explain that I no longer had time for them. 
They quite rightly found this unacceptable and con
sidered I was letting them down. I therefore did a lot 
of the work away from Stockholm in order to have a rea
son for not being able to get to Tensta. Still events 
occurred all the time which caused them to phone and 
ask me to come. While I do believe that some of the wo
men and I have established a lifelong relationship, 
keeping in close touch while compiling this thesis would 
have been difficult because the women are changing so 
rapidly. A complete break was essential in order to hold 
onto an ethnographic present. This is one of the conse
quences of having the field in one"s own society. A 
period of work among people with whom one has been in 
close contact cannot be terminated in the usual way by 
"going home". Instead these people give life a new di
mention, türk arkadaęlar, the Turkish friends. But by the 
time I was venturing to be less anonymous, for instance 
by saying that I did not like a Turkish dish or could 
not accept certain matters, the field work was already 
over. Besides which, much of what "the Swedish friend" 
experienced during those years has not found its way 
into her book.



APPENDIX 2 
SWEDISH HEALTH CARE (ITS MEANS AND GOALS IN 
SUMMARY)

This background to the health services· that are avail
able in Tensta for the Kulu women and their children 
may promote a better understanding of certain aspects 
of this thesis, particularly for readers who are not 
acquainted with the functions and organization of 
health care in Sweden.^

In Tensta itself, where the proportion of immigrants 
is one of the highest in the country, the Kulu women 
have access mainly to out-patient care. Such care is 
organized in Sweden into primary care districts, each 
with around 10,000 to 50,000 inhabitants. Each district 
has one or more health centres. In Tensta, primary care 
is delivered in the form of a district pediatric clinic, 
a child health centre, a maternity health centre, a 
gynecology clinic, a dental centre, and a child and 
youth guidance centre. Neighbouring Rinkeby has a di
strict medical centre for adults with several physi
cians on its staff.



Nowadays the out-patient care aims at an integra
ted approach that permits the simultaneous provision 
of medical and social assistance. Outreaching and pre
ventive measures should be a major element, and the 
need for after-care and rehabilitation must be taken 
into account. Teamwork is seen as a means of achieving 
an optimum service, with collaboration between doctors, 
district nurses, assistant nurses, physiotherapists, 
occupational therapists, psychologists and other per
sonnel. The extension of general medical services has 
been and still is restricted mainly by the supply of 
general practitioners.

Two other .forms of decentralized care are known 
as district care and domiciliary care respectively.
They are staffed by district nurses, assistant nurses 
and nursing aides.

The general medical service consists mainly of 
unspecialized out-patient care, psychiatric as well 
as somatic. It usually also includes various forms of 
preventive care, examples of which are the maternal 
and child health services and the school health service, 
as well as duties at nursing homes and consultant tasks 
in the social services.

The area covered by a general practitioner is known 
as a medical district. Since 1971 each county is di
vided into such districts by the Medical Services Board. 
The boundaries are being co-ordinated with those of the 
municipalities and today the two usually coincide. The 
out-patient care is usually provided at medical centres 
staffed by one, two or three general practitioners.



The maternal health centre in Tensta is one of 6 23 in 
Sweden (1978) where women can get a pregnancy confirmed 
and obtain pre- and postnatal care. The centre also a 
general advisory service and handles matters to do with 
family planning. More than 90% of all pregnant women 
in Sweden register at a maternity health centre, with 
an average of 12 visits per pregnancy. Practically all 
deliveries take place in hospital at a maternity ward 
(in 1978 less than 0.1% occurred in the patient's home 
with a midwife in charge). Psychoprophylactic courses, 
conducted by midwives in the district, are also well- 
attended .

One of the goals of maternal health care is the 
early detection and treatment of risks and complica
tions in mothers and infants by means of health super
vision during pregnancy and after birth.

In Sweden the low maternal and perinatal mortality 
rates are attributed in part to the expansion of child 
and maternal health services and the improvement in 
hygiene and general standards during the past five 
decades. In 1975, for instance, only 2 mothers died 
in connection with childbirth and perinatal mortality 
was 10.4 per 1000 .

The child health centres, of which there were 
1,512 in 1978, are likewise in touch with 90% of all 
children born in Sweden. Among preschool children, i.e. 
between 1 and 7 years of age, the figure is around 70%.



The check-ups arranged by these centres include 
vaccination against certain diseases.

Besides supervising immunity, the child health cen
tres are intended to provide advice about dietary 
matters, consultation concerning a child's upbringing 
and growth, and a control of physical and mental health 
in the early years. It is the child health centre that 
is in the best position to detect physical and mental 
irregularities.

All births are reported at once to a child health 
centre. The infant should be taken to the centre for 
a check-up roughly 10 times in the first year, three 
in the second and twice a year after that until it 
reaches school age (7 years), when the school health 
service takes over. Nurses from the child health cen
tre also make home calls at certain intervals: as soon 
as a mother and her baby have returned from hospital 
as well as later for particular reasons, e.g. if the 
mother has failed to keep appointments for some time.
All children have to undergo a check-up at four years 
of age. This covers hearing, eyesight,· speech, teeth, 
nutrition, physical and mental development, and general 
appearance. On this occasion the child is also asked 
to draw something, e.g. a person, and the doctor assesses 
speech development by talking with the child.

At the major hospitals, out-patient care consists 
of clinics for certain specialties and emergency re
ceptions. In the Stockholm region the specialist clinics 
are spread out over sąveral hospitals, so that a patient 
may have to alternate between these. Doctors at the 
district centres or hospitals refer patients to a parti
cular specialist for an examination or treatment.



In this metropolitan region one may have to wait a 
long time for an appointment. Moreover, as each hospital 
serves a particular area, it can refuse patients who 
belong to other areas. The major hospitals do not each 
have all the specialties. Consequently a patient has 
to apply to a particular hospital for one disease, while 
for another he may have to go to a different hospital#

In addition to the general practitioners in primary 
health care and the specialists and general physicians 
at the major hospitals, the health care system in Sweden 
includes a small proportion of private practices. Most 
of these are in the large municipalities and they 
account for around 15% of total out-patient care.



The main sources for this appendix are as follows:
SOCIALSTYRELSEN (National Board of Health and Wel

fare) . 197 3. Hälso och Sjukvård inför 80-talet/ 
HS-80. (Health and Sick Care in the '80s). 
Stockholm: Socialstyrelsen.

SOCIALSTYRELSEN (National Board of Health and Wel
fare) . 1978. Hälso och Sjukvård inför 90-talet, 
HS-90. (Health and Sick Care in the 190s). 
Stockholm: Socialstyrelsen.
1979. (National Board of Health and Welfare). 
Mödra- och Barnhälsovård, (Maternal and Child 
Health Care) förslag till principprogram. 
Stockholm: Socialstyrelsen Redovisar 1979:4.
1981. (National Board of Health and Welfare). 
Allmän hälso- och sjukvård 1978. (Public Health 
and Sick Care). Sveriges Offentliga Statistik. 
(Official Statistics of Sweden).

STATENS OFFENTLIGA UTREDNINGAR (SOU). 1979:78.
Mål och Medei för Hälso- och Sjukvården i 
förslag till hälso- och sjukvårdslag. (Goals 
and Means for Health and Sick Care). Betänkande 
av Hälso- och sjukvårdsutredningar HSU. Stock
holm.

LAGERKVIST, В. et al. 1976. Distriksbarnläkare - 
Studier av Vårdutnyttjande och Vårdkvalitet i 
en Storstadsförort. (The District Pediatrician, 
Studies on Utilization of Medical Care Facilities 
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