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The Efficacy and Self-Efficacy of Treatment
Ethnomedical Aspirations, Biomedical Inhibitions, and Health Outcomes

This article argues for a shift from an evaluation of the efficacy of “traditional
medicine” to an analysis of the influence of notions of efficacy on health seeking
and health outcomes. Studies on the therapeutic value of traditional medicine tend
to focus on countering or engaging with biomedical models to explain the process
and efficacy of healing. Less examined is how efficacy is evaluated by traditional
healers and patients themselves. Ethnographic research focused on health seeking
and language use in Tonga reveals a diversity of claims of efficacy that relate to the
social and epistemological positions of healers, health workers, and patients. Using
the celebrated case of a man who was cured by a healer after the hospital could do
no more for him facilitates greater epistemological dialogue and poses a challenge
to the current efficacy consensuses in medical anthropology and Tonga. [efficacy,
health seeking, syncretism, healing, Tonga]

Medical anthropological inquiry needs to return to the field, to explore and
comprehend how efficacy is understood within traditional medical systems
themselves. The current propensity to employ biomedical concepts and
methods, to search for apparent biomedical parallels within traditional
medical systems, or to fixate on biomedical terminology that might have
intruded into these systems often leads to a false sense of our ability to assess
traditional medicine’s efficacy. [Waldram 2000:619]

In the South Pacific archipelago of Tonga, dramatic accounts of patients rescued
from death’s door under a powerless medical gaze counter the tragic cases of delay
that doctors use to criticize local healers. Accounts of patients rescued from tali
mate, a state of waiting for or expecting death, are the most dramatic claim of
Tongan healers channeling the divine in their treatment. Yet, when I asked Akosita,
a very active healer in the northern island group of Vava’u, to speak to someone
whom she had treated in this state, she recommended only one person treated
14 years before.1 Katea, a teacher who spent six weeks in the hospital with a swollen
abdomen, according to Akosita’s son, was then released home with three or four
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days to live. His dramatic recovery and eventual cure over several weeks took place
in Akosita’s house. The medical evidence detailed on his chart, however, completely
contradicted the assertion that he was close to death: The final entry identified
ascites, the accumulation of fluid in his peritoneal cavity; the doctor claimed that
the ascites had been completely absorbed and requested that Katea return in two
weeks. His doctors did not find the cirrhosis and severe liver disease commonly
associated with ascites.

Did Akosita really provide the cure, or merely the aftercare during which Katea
dramatically regained his well-being? The biomedical framing of this question de-
mands an examination of the assumptions underlying the claims and attributions
of efficacy.

The attribution of efficacy to healers for conditions successfully treated by the
hospital and their purported delay to being treated in the hospital cause frustra-
tion to doctors in Tonga. This article follows Waldram’s encouragement above to
understand notions of efficacy within traditional medical systems themselves. An
ethnographic contextualization of Akosita’s recommendation of Katea’s testimonial
suggests the need for a shift away from evaluation of traditional medicine “on its
own terms” (Waldram 2000:619).

My central goal is to show how different ideas and attributions of efficacy interact
to influence health seeking and health outcomes. By matching Young’s (1977) three
definitions of efficacy (ending disease, achieving desired effects, and management)
with the ideas of efficacy claimed by doctors, healers, and patients respectively, I sug-
gest that doctors are implicated in the blame placed on healers for patients delaying
or avoiding biomedical treatment. Doctors contribute to an efficacy consensus with
criteria of successful treatment in and outside the hospital, which lowers expectation
and impacts detrimentally on patients. However, for this argument to be relevant
and accessible to local health and policy practitioners in “the domain of policies,
programs and practices” (Kleinman 1995:256), it needs to be strongly informed by
the wider social processes and linguistic practices constituting knowledge of healing
in a Tongan context. The need for this latter epistemological contextualization is
also nascent in the current literature on models of efficacy.

Background: Models of Efficacy

Anthropological studies on efficacy generally concur on the varying degree of impor-
tance given to efficacy and the fact that notions of efficacy are everywhere “guided
by cultural, political and moral values” (Desjarlais 1992:224). Csordas and Klein-
man’s (1996) categorizations of the different anthropological approaches to healing
(persuasive, structural, clinical, and social support) reveal a variety of loci for ef-
ficacy from the diffuse communitas of Turner’s (1964) work on the Ndembu to
the highly specific clinical approach of Prince (1964) on “Yoruba psychiatry.” Such
validatory models do not readily engage with the variability and contestations of
efficacy increasingly present in the spaces of syncretism between biomedicine and
traditional medicine. Nor do they facilitate comparison between contexts.

Even when researchers do concur on one locus of efficacy, such as the self,
the diverse philosophical frameworks chosen are incompatible in an empirical
sense. For example, whereas Kapferer’s (1993) study of the aesthetics of healing in
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Sri Lanka draws on George H. Mead and Alfred Schütz, Csordas’s (1994) exami-
nation of Christian charismatic healing in the United States takes inspiration from
Alfred Irving Hallowell and Maurice Merleau-Ponty. Is there a need for a model of
the self that will serve to compare healing in a variety of cultures and will function
in the “development of a theory of healing which specifies how therapeutic process
effects transformations in existential states?” (Csordas 1988:139, emphasis added).
Comparability is key if anthropological insights are to influence global health poli-
cies. But are the universalistic pretensions of such a potential theory sensitive to
local epistemological concerns and the need for local intervention? Lewis’s (2000)
extensive examination of the failure of treatment of one individual in a West Sepik
village is valuable precisely because it is grounded in an ethnographic contextualiza-
tion of personal experience of sickness and a lack of universalizing or comparative
pretension.

The Epistemological Context of Health

My reason for using Katea’s testimonial for a contested successful treatment is par-
ticularly salient for knowledge claims in Tonga and the wider Pacific. In Tonga,
a generalized emphasis of claiming knowledge through reference to particular ex-
perience concurs with biomedical practitioners’ use of case studies. As an instru-
ment of “tactical humanism,” an “ethnography of the particular” (Abu-Lughod
1991:137) can better evoke the kind of lived experience that addresses the need for
an inclusive, Pacific-wide approach that takes indigenous epistemologies as “part-
ners in dialogue and collaboration” with academic disciplines (Hviding 2003:43).
A case study answers the call for greater epistemological dialogue (Gegeo and
Watson-Gegeo 2001), utility and positive influence (Smith 1999), and accessibility to
Pacific Islanders (Hereniko 2000). Tonga’s epistemological distinction in the wider
Pacific region is grounded in a history of maintaining self-governance and in a
strong valuing of education, demonstrated in an almost 100% literacy rate and the
claimed highest per capita number of Ph.D.s in the world. A diasporic population
in New Zealand, Australia, and the United States marginally greater than the local
population of approximately 100,000 contribute to a largely remittance-supported
economy. This is evident in the capital Nuku’alofa on the main island Tongatapu,
a busy hub with daily traffic jams of second-hand cars shipped in containers from
overseas. Life here contrasts with a more relaxed lifestyle in the main centers of
the three other island groups (Ha’apai, Vava’u, and the Niuas). Although the is-
land groups and diasporic populations are widely distant, people celebrate extensive
connections through extended families, church membership, and weaker village af-
filiation. These are evidenced by frequent travel for funerals, supportive social visits,
healthcare seeking, and increasing use of mobile phones and Internet technology.

Health policy needs for research on local healing practice were recognized in a
1993 WHO mission report on Tonga on the theme of mental illness (Williams 1993).
In this article, I follow McGrath’s (1999) exemplary framing of medical pluralism
in Tonga and Poltorak’s (2010) examination of healers’ diversity and syncretism
to address their admonition “that further research was needed to clarify what the
healers did and efficacy of their treatment” (Williams 1993:24). The evaluation of
efficacy of healers’ practice, in biomedical, anthropological, or even healers’ own
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terms, I argue, can distract attention away from the impact of claims and attributions
of efficacy on the health-seeking process itself. This, in turn, has a strong impact on
health outcomes. Tonga is facing increasing health burdens following a shift from
communicable to noncommunicable conditions, accentuated by changes in diet and
lifestyle (Evans 2001; Evans et al. 2002; Gani 2009). Roughly 75% of the causes of
death are noncommunicable (WHO 2004). A 15% diabetes prevalence rate is among
the world’s highest; disconcertingly, 80% are undiagnosed (Colagiuri et al. 2002).
Complications and poor restrictive diet adherence are increasingly causing death.
Reports that 58% of male and 67% of female patients consult healers for symptoms
associated with diabetes are concerning, given little evidence that Tongan healers
offer effective treatment or dietary advice (Colagiuri et al. 2002). Considerable
attention is placed on wholesale lifestyle changes and the contributory role of rising
imports of cheap and high-fat-content mutton flaps (Gewertz and Errington 2010).
Less attention is given to understanding how health seeking and notions of efficacy
may create barriers to early diagnosis.

Methods

My research consisted of 18 months of ethnographic fieldwork with healers, pa-
tients, and health workers between 1998 and 2000 in the northern island group of
Vava’u and the main island of Tongatapu. Visits in 2005, 2007, 2009, and 2011
allowed me to develop my original data. With connections to most of the key heal-
ers in Vava’u and support from public health nurses and other health workers, I
was able to track patients in their movement between hospitals and healers. This
was complimented by detailed narratives of patients and their families’ search for
treatment. These revealed that doctors often failed to communicate diagnoses and
to convince patients they could treat them, which led to protracted searches for
alternatives, despite available hospitals for treatment.

A Healing Testimonial and Aspiration of Efficacy

Structuring this article using Katea’s testimonial also allows me to introduce step-
wise the relevant ethnographic contextualizations to appreciate local notions and
attributions of efficacy, which powerfully shape contemporary health seeking for
all conditions, not only diabetes, in Tonga. Healing testimonials share with posses-
sion narratives a cultural crafting “through narrative practice” (Mageo 1998:167).
I contextualize Katea’s narrative in relation to Tongan use of language, following
Malinowski’s (1935) and Firth’s (1975) assertions of language use in the Pacific, as
a “mode of action.” As Keesing argues, “Talk at once expresses and publicly iterates
structures of power and constitutes them, at once reproduces existing constellations
of political relationships and transforms them” (1990:496).

Medical anthropological research confirms that the healing process is implicitly
or explicitly political through both the actions of healers and the therapy man-
agement group (Atkinson 1989; Foucault 1994). Just as illness can reflect discon-
tentment and its treatment and resolution restate and embody class difference and
medical hegemony, so, too, political concerns emerge in the arena of efficacy. As
Nichter and Nordstrom demonstrate when examining patients’ choice of healers in
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Sri Lanka, “a sense of self may be articulated to significant others through discourse
about treatment efficacy” (1989:386). This may apply equally to healers as patients.

Why Akosita chose Katea from the hundreds of people Akosita treated in the 15
years between his treatment and my request is central to understanding Akosita’s
framing of efficacy. First, Katea was chosen because his testimonial is politically
convincing. The references he makes to Christian idioms, medical diagnoses, and
terms—English terms, particular people, and bodily experiences—reaffirms how
efficacy is both an attribute of a particular treatment strategy and is also uniquely
attached to Akosita. Katea’s role as one who could testify to Akosita’s treatment
was affirmed toward the end of his testimonial to me.

Maybe I was the first person to spread the news of Akosita’s medicine in
Vava’u. There are doctors who like her medicine and come to see her. I
believe very strongly in Tongan treatment because of its use to treat small
children. There are doctors who deny Tongan medicine, even though they
were given grated fekika [Syzygium malaccense] bark or tava [Pometia
pinnata] bark to drink when they were small. They are healthy now because
of it but they still deny it. Jehovah created nature so that it could be used to
help people.2 [June 28, 1999]

Employing Christian discourse is precisely what cements the value of the testi-
monial in the Tongan context. In Tonga, language use indexing knowledge of the
Bible and the stylistic turns of diverse Christian preachers establishes a claim for
truth. His use of “believe,” which also connotes to “have faith in” and “to give
loyalty to,” establishes the basis for his “spreading the news.” Stating its efficacy
for small children confirms that Akosita’s treatment is not merely suggestion. That
some doctors value her treatment, given the considerable official criticism of heal-
ers by doctors, is recognition indeed. The reference to doctors’ denial of Tongan
medicine draws its power from the reference to a nonbeliever’s denial of God and
God’s intention that nature should serve human purpose. The association with the
divine is also present in the ability of healers to return people from the expectation
of death, when the hospital can do no more for them. It is also affirmed in how
Akosita had described her own practice to me, some 12 months before I interviewed
Katea:

The most important thing about Tongan healing is one’s faith in it. The
power of that treatment comes from God. The most important thing about
the healing I do is that the power of my treatment does not come from
expertise like doctors who go and study and get a degree. The healing I do, I
close my eyes, I pray, and God gives me the power and the knowledge to
carry out the healing. The most important thing about Tongan healing is
that it is divine. That is something Tongan people still have faith in. I am
merely the instrument. God gives me the power to do his work.

Most healers explained their motivation similarly, though only Akosita made
explicit comparisons with doctors. Her role as a healer developed gradually after
moving from Nuku’alofa, where she grew up exposed to her mother’s healing, to



The Efficacy and Self-Efficacy of Treatment 277

Vava’u after marriage. By request of people in her new Wesleyan congregation,
she willingly started treating them and developing her remedies. Very few healers
receive payment beyond small gifts (McGrath 1999; Poltorak 2010). Not coinci-
dently, the most popular healers are those most active in their local churches; the
largest percentage are in the Wesleyan church. As the oldest and most established
denomination and the church of the royal family, it dominates and defines Chris-
tian discourse. It also reinforces historical cultural sensibilities and values, of which
tauhi vaha’a, or “maintaining harmony of the ‘space’ between oneself and others”
(Thaman 1988:120), derived from tauhi (nurturing), va (space between), and ha’a
(lineage), is most central to everyday speech acts. The inextricability of the act of
speaking and the evocation and intensification of relatedness (my translation for
tauhi vaha’a) means that all speech acts are experienced as acts of allegiance.

Health Seeking—“Asking for Help”

Dramatic stories of divine rescue from death demonstrate allegiance to the church.
They are countered more weakly by tragic stories of delay by doctors to explain
the poor prognosis in cases of cancer, diabetes, and other conditions in which early
diagnosis is key. McGrath’s optimistic statement that “individuals and families try
all available therapies, both traditional and biomedical, until one works” (McGrath
1999:483) demonstrates a continuity of health-seeking patterns to Collocott’s pes-
simistic 1923 observation:

The trouble with the Tongan practitioners is that they have little or no idea
of diagnosing a complaint. They just try one thing after another, and the
massage, excellent as it is, is frequently employed where it is not only useless,
but even dangerous. Diagnosis is replaced by a series of trials and failures; as
the Tongans say, “We’ll have a try.” If one thing does not show quick
results, try another. A man went to the missionary and asked for medicine
for a little girl. “She is very ill indeed,” he said, “yesterday we gave her
seventeen sorts of medicine and she is not better yet.” One medicine man, or
woman, after another, tries his cure, till one is found which gives promise of
success, which shows a “sign,” or until death cuts short the experiment, and
gives a verdict which is accepted with pious resignation as the will of the
Lord. [Collocott 1923:137]

The condescending tone, declaring allegiance to a universalist biomedical claim
for knowledge, is echoed in the opinions of many doctors in modern Tonga. It
ignores the powerful ideology of sacrifice and assistance underlying healers’ practice
and shows a historical blindness to how the confluence of missionary teaching of
God’s role in illness and pre-Christian knowledge of illness continue to be influential
(McGrath 1999). Resignation is also evident in the actions and discourse of doctors,
who recognize but typically fail to critically engage with the dominant discourse
of illness causation. Protocols and experience of relatedness guide health seeking.
Tonga’s small population is intertwined through extended family and lineage links,
and relationships encouraged through church, school, and village institutions. This
feature, when coupled with principles of precedence and relative status that guide
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whom you can ask for help at key life-cycle events (James 1990), explain why seeking
healing is fundamentally about establishing a sense of entitlement and confidence
to ask those who can help, prior to diagnostic considerations that are comparable
to biomedicine.

This traditional principle preexisted health services created after World War
I. The first hospitals, staffed with foreign doctors, were built in the islands of
Vava’u, Ha’apai, and Tongatapu in 1909 (Campbell 1992:118). However, it took
the Spanish flu epidemic of 1918 killing two thousand people (8% of the population)
to reveal inadequate health services. Founded in 1919, the Department of Health
established the provision of free health care. The first Vaiola hospital in Nuku’alofa
was built in 1923. The first Tongan medical students went to study in Fiji in 1928
(Young Leslie 2005). Developments in medical provision in Tonga culminated in the
establishment of the Queen Sālote School of Nursing in 1953 (Wood-Ellem 1999).
Tonga’s biomedical modernization served partly as a strategy by the monarchy to
“retain self-governance while joining the ‘civilised world’” (Young Leslie 2005:279).

Medical accountability and commitment to established cultural norms were in
tension from the outset, with the former aspiring to standards of professional credi-
bility defined overseas and the latter linked to Tonga’s traditional cultural principles
of relatedness. Doctors tend to relate to patients as if they were of higher status,
unless a familial link places the doctor in a relationship of precedence. Patient ad-
vocacy for better treatment is limited to finding relevant familial links or finding
ways of communication that mitigate this default interaction. The challenge for
biomedical credibility, by contrast, has always been that social considerations and
gossip guide people’s choice of doctor or healer, before any sense of their being one
more superior healing system. Most areas of Tonga have three or four healers with
different expertise, and many more individuals who, while not the first resort, have
knowledge of a particular remedy or healing strategy (Bloomfield 2002). McGrath
estimated over two hundred healers on the main island of Tongatapu alone
(McGrath 1999). In 2005, there were just 35 medical doctors for the whole
archipelago (Young Leslie 2005).

Katea’s Admission to Hospital

Katea’s arrival at the hospital after suffering for three months was not marked in
his testimonial in any significant way. As discussed above, this suggests a lack of
social links to doctors and nurses at the hospital, needed to give him and his family
confidence; such links would allow requests for help to be answered appropriately.
He had preferred to seek Tongan remedies from family and friends to address the
gradual loss of energy, lack of appetite, and frequent vomiting when he tried to eat.

They admitted me to the hospital in October 1984. They did tests and gave
me a few pills to swallow. Laumeesi had intended to operate and find out if
there was water in my stomach. They didn’t operate and continued doing
tests. Laumeesi, Talia’uli Afeaki, Litili ‘Ofanoa, and Lei Saafi were the
doctors. They brought me pills, but still it got to the point when I was really
suffering. My stomach was huge but my body had wasted away. I was really
skinny. I would eat two or three spoonfuls and then vomit straight away.
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They did an X-ray, after they made me drink some liquid to see and know
what was happening because I wasn’t eating. They couldn’t find anything so
they did the same thing again a week later. Then they told me I had TB of
the stomach. I was almost angry then [In English: ‘How come it is only my
stomach and not in my body eh?, ha, ha, ha, because TB is usually the whole
body’]. That’s when I started to ponder, I couldn’t understand what they
were up to.

Katea’s testimony now reveals mild cynicism, growing confusion of his diagnosis,
and the need to mention all the doctors who treated him. A standard joke about
the hospital is that doctors prescribe Panadol for all conditions. Both Dr. Laumeesi
Malolo and Dr. Litili ‘Ofanoa later became directors of health. By recalling these
important doctors, he implies he received the best treatment. The first mention of
any medical diagnosis is TB, despite his medical chart (see below) documenting prior
peptic ulcer treatment. He spoke in English only once in his testimonial to express
his confusion and criticism of this possible diagnosis. Criticism of the established
medical hierarchy runs counter to Tongan values of anga faka’apa’apa (a respectful,
reverent disposition) and loto tō (to be humbly willing, deferential, but keenly
committed) (Shumway 1971:15–16). Using English allowed him to criticize in a
way that mitigated the inextricability of speech acts as acts of allegiance and show
he was an educated and qualified person. Doctors’ experiences of patients reflect, in
part, the respect they are accorded but also a lack of critical reflexivity of the social
factors informing communication. One doctor explained to me:

Tongans are very poor at explaining pain. They do not give elaborate
explanations of their illness. They just say the bare minimum. You have to
ask lots of questions to get the information out of them. Some of the older
people have more words. They don’t give the whole story when presenting.
You ask: “What’s the problem? Cough. Anything else?” “No.” “Do you
have headache?”—“Yes.” You have to squeeze out the information. Their
understanding of what they should tell you is low.

This doctor’s experience illustrates how consultation is patterned by general
social expectations of interaction and a typically stoic attitude of Tongans to pain.
The fact he worked overseas in Fiji for a few years meant fewer patients could use
kin- and church-based relationships to interact with him in a different way. Only
older people felt less shame in his presence and therefore could speak more. So
Katea’s communication with the doctors was likely considerably less descriptive
than the following:

It then got to the point when I couldn’t go to the toilet; my stomach swelled
even more, and even two spoons [of food] made me vomit. It got really,
really serious, and then they decided to inject me, a TB injection, just in case
I had TB of the stomach. I could hardly lift my arm. I was lying almost dead
with just the tiniest of breath. The combination of pills and injection was too
powerful. I could only sense through my ears. I was almost blind; I could
hardly speak. My mouth couldn’t form words. After a month when I
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swallowed the pills I would vomit, and then when they gave me the
injection, I would vomit even more. I told them it wasn’t good for me,
feeling so nauseous and dizzy. The sister explained that was the nature of the
treatment. I felt like I was almost dead. I couldn’t defecate; I lost all like of
food; I couldn’t eat anything. They wanted me to eat so that they would
know I had benefitted from their food, but I wasn’t hungry. I would try to
eat but then would vomit. Then Taliauli [the doctor] told me I must have
sinned in some way.

Illnesses that are poorly explained by the hospital or that result in death without
adequate explanation are frequently defined as fakamahaki. This refers to a sick-
ness caused by spirits using the more medically appropriate term mahaki (sickness,
disease) and the prefix faka, which implies causality. One healer in Tongatapu saw
many male patients with physical complaints, such as paralysis of part of their body,
difficulty urinating, blood in stool, and hemorrhoids, all of which he regarded as
fakamahaki. Colloquially his condition may be described as fakatēvolo (caused by
spirits). Most spirit healers locate the cause of sickness outside the body, in the ac-
tions and motivations of fanga tēvolo (spirits). The attribution of spirit involvement
is based on how the person interacts with others. Katea’s failure to interact and the
hospital’s failure to claim the condition as their own would satisfy healers’ sense
of spirit causation. One healer in Vava’u knows that people are ill from their faces
and the way they talk. A widely held notion among healers is that an ill person has
difficulty meeting the gaze of the healer.

Treatment for spirit involvement also counters other possible explanations for
disease well captured by the doctor’s reference to sin. Bloomfield, as a Tongan
nurse, keenly appreciated how health workers shared and resisted prevailing illness
causation ideas: “The majority of the people in Tonga today continue to believe that
most illness are given as punishment for some wrong doings. Only now the Christian
God is substituted for the Tongan God. Even modern doctors often joke about the
need for ‘peni Jehova,’ instead of penicillin when illnesses are hard to diagnose
or cure” (Bloomfield 1986:7). It was unclear to me whether the doctor joked in
referring to sin, but it certainly implied he could do little more. It is important to
note that people may not believe that sickness is divine punishment but still worry
others may use this knowledge to slander the person. They may also not believe that
spirits are to blame but still value treatment that protects them from attribution of
past wrong doing. The attribution of spirit involvement is both diagnosis and public
relations, with important implications for how patients understand their condition
and the social implications for their family’s reputation. The very locus of efficacy,
therefore, cannot be evaluated on ontological grounds alone. The idea of spirits
is central to intervening in the social dynamics that lead to possible or imagined
slander.

Three Notions of Efficacy

The first time Katea makes reference to a term that relates to efficacy, ‘aonga (useful,
of practical value, helpful, beneficial, or effective), is in the context of the failed prior
medical treatment when he is allowed to drink a Tongan remedy. Vai Tonga (liquid
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plant remedies) seem to be a Tongan appropriation of medical tonics, whose efficacy
is explained in terms of God putting healing properties into plants. A wide range of
vai Tonga is available in markets. New remedies are not exclusive to healers. Many
are inspired by dreams.

Taliauli told me whether or not they had to operate, I could take some
Tongan remedy. He came with Lei [the doctor] to see if there was something
‘aonga (beneficial) for me to drink, so I drank some Tongan remedy. As the
Tongan remedy sank into my stomach I felt better. After that they said,
“Let’s operate.” I told them don’t. They said, “We’ll have to pump it out.” I
responded, “Please don’t, too frightening.” The pain started again, my
stomach hurt, my back hurt, and my anus. When I wanted to go to the toilet,
it hurt. They x-rayed me again. On the fourth November, I went back to my
house in town. Then I remembered Akosita’s family and Akosita delivering
my eldest boy. She treated him when he was so sick he almost died. Then we
had gone from [Katea’s village] to [Akosita’s village] and Akosita returned
him to health. I told my wife, “Go to the market, as quickly as you can. If
Akosita is there, ask her to come and see my stomach.”

Young (1977:183) details three meanings of efficacy applied to traditional or
medical treatment: (1) scientific evidence of ending or preventing disease; (2) em-
pirical experiential evidence of achieving desired effects; and (3) management of
sickness or the possibility of sickness. These heuristic meanings help establish the
variability of Tongan notions of efficacy since they correlate well with ideas of ef-
ficacy typically claimed by doctors, healers, and patients respectively. Katea’s first
mention of ‘aonga suggests an idea of efficacy in Young’s third category. One healer
in Bloomfield’s survey characterized her practice modestly as “a kind of Tongan
deception that is often beneficial” (Bloomfield 1986:68). Waldram (2000:615) sug-
gests that efficacy may be purposefully ambiguous. This is certainly the case in
Tonga. The ambiguity of claims and attributions of efficacy allow value to be given
to all healers and doctors who help, even to treatment preceding death. Patients will
typically attribute efficacy to healers in their presence. However, the ambiguity and
flexibility of the term ‘aonga means that while benefits may be limited to manage-
ment, healers invariably claim efficacy in terms of concrete, empirical experiential
changes.

Healers’ Notions of Efficacy: The Transformative Power of Words

Healers name and treat symptoms with an implied but undefined etiology, not a
condition in a biomedical sense. Akosita told Katea he had a kind of hangatamaki
in his stomach and that it would soon burst. This general category includes various
boils, abscesses, and swellings. Katea’s assertion that he saw results within a day
demonstrates a quick response, considering a wait of three or four days expected for
positive results before trying another healer (Parsons 1985). Within a week of being
at Akosita’s place, the hangatamaki burst, and he passed a foul liquid. Hangamataki
are usually easily treated with antibiotics or surgery. Yet they are widely claimed as
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curable by Tongan healers who state that they are dangerous to treat in the hospital.
Is this an example of an “acute, self limited (naturally remitting) disease” that in
most cases healers cannot fail to heal (Kleinman and Sung 1979:24)? In many cases,
yes, but there are also cases when abscesses get so big and painful, the only choice
is to go the hospital, by which time there is a risk of serious complications.

Biomedicine’s failure to claim and name hangamataki in the public imagination
suggests a grudging but functional complicity with the low expectations implied
in healers’ and patients’ notions of efficacy. The failure to establish reputation
on the basis of a biomedical framing of efficacy releases doctors from the more
demanding scrutiny that more widespread appreciation and higher expectations
would imply. The many healers and people who have different names and remedies
for the diversity of these conditions under this general category confirms why most
people would resort to local treatment first. In Katea’s repeating what Akosita said
to him, it is clear how Akosita has claimed his situation as something she could treat
and the hospital could not.

“Don’t worry,” said Akosita, “You’ll get better. The illness you have, I have
already treated. Let’s go back home and you can rest there.” We got in the
car at twelve o’clock on Saturday. We went direct to Akosita’s house.
Akosita disappeared. I was really surprised when she reappeared with a
bowl full of water and green leaves. It was frothy and almost slimy. I drank
it continuously till the next day. By Sunday the treatment was clearly
working. They encouraged me to drink very often. It was frightening how
much of the remedy I drank. I tried, and tried again, rested, and eventually
the bowl was empty.

The improvement prompted Akosita to rename Katea’s illness ‘āvanga pupunu
and tell Katea that a relative also suffered similarly and had died due to a surgi-
cal operation. ‘Āvanga pupunu refers to a kind of ‘āvanga manifest in a blockage,
but treatment did not involve the typical dropping of remedy into eyes, nose, and
mouth that spirit healers perform to break the person’s relationship with the respon-
sible spirit (Poltorak 2010). Researchers define ‘āvanga, variously, as the causative
spirit agent (Parsons 1985), a spirit-caused condition (Cowling 1990:73), a culture-
bound disorder (Jilek 1988), spirit interaction or a possession of adolescent females
(Bloomfield 1986), and an articulation of individual consciousness with social con-
sciousness (Gordon 1996:73). These definitions come despite the absence of any
united recognition by healers of ‘āvanga representing more than a symptom, a de-
scription of behavior, an illness in a very ill-defined form, or the provenance of
sickness.

The many specific definitions of ‘āvanga in the literature contrast significantly
with multiple, often contradictory understandings, lack of understandings, and uses
healers and local people profess. Researchers assumed that ‘āvanga could be med-
ically defined. Sensitivity to Tongan use of language, however, suggests the use of
the term ‘āvanga as an act of evocation and intensification of relatedness, a social
strategy, defined by the context, appropriateness and power of the term. Its influence
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in context is more important than a strict definition. When I presented one healer
with four different terms for spirit-caused conditions, she asserted: “People in the
past, our ancestors called them different names. They are the same but they have
different names.”

Naming has transformative effects on the patient, which follow from speaking as
an act of evocation and intensification of relatedness. This suggests that most healers’
claims for efficacy fit into Young’s second differentiation: empirical experiential
evidence of achieving desired effects (Young 1977:183). Akosita linked ‘āvanga and
pupunu to establish a distinctive, nonstigmatizing description that both captured
and transformed Katea’s experience. Pupunu (to fill up, plug up, block up, or stop
up) also befits kahi (various diseased swellings including goiter, scrofulous swelling,
and hemorrhoids) as in kahi pupunu, translated as “difficult and painful defecation”
(Bloomfield 1986:115). In Tongan epistemological terms, Akosita’s use of ‘āvanga
pupunu does not need to be subject to universalizing medical requirements for
coherence and consistency. Akosita’s naming is an act of syncretism, referencing
her ancestry of traditional medicine through the term ‘āvanga but also evoking a
connection to the hospital, through the physiological causality implied by pupunu.

The Medical Evidence

Katea’s medical chart documented hospital admission in September 1984, slightly
earlier than Katea claimed. After being seen as an outpatient in a local health center
for epigastric pain, he received treatment for a peptic ulcer. Then a doctor made a
diagnosis of “ascites for full investigation and peptic ulcer” and detailed symptoms
of “nausea, vomiting of saliva and gastric fluid, coughing, generalized enlargement
of the abdomen with fluid.” His liver and spleen were not palpable. Nine days
later, the doctor noted his stomach appeared normal and that, since his father had
TB, they should reconsider TB treatment. The following day, a Mantoux test was
negative; 13 days later the doctor noted that the ascites appeared diminished. On the
October 31, after six weeks in the hospital, Katea was discharged and sent home;
the doctor noted “G/C: good, chest: clear, abdomen: bumpy mass over epigastris,
PD TB Peritonitis or Ascites, Ascites completely absorbed now” and requested he
return in two weeks.

The medical record confirmed that the doctors regarded Katea well enough to
discharge. It is clear from Katea’s narrative and from the chart that the Tongan
doctors who treated Katea aspired to the terms of Young’s (1977) first meaning
of efficacy, that of scientific evidence of ending or preventing disease. However,
no concrete disease was identified or cured. Given that ascites usually have an
underlying etiology, there seems no firm evidence that the doctors identified the
original cause, which would most commonly be liver cirrhosis. Their only valid
claim for efficacy was related to illness management. Katea interpreted the doctors’
request for him to return in two weeks as a diplomatic avoidance of their failure to
cure him. The possibility of a future, more definitive diagnosis is not suggested by
the doctor’s request. Yet, the assertion he was near death seems exaggerated, even
by Katea’s own account. Nevertheless, given people’s experience of patients in a
similar state to Katea’s, it was a reasonable assumption.
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Resolution: Appetite and Social Reintegration

The combination of Akosita’s prediction and treatment and the dramatic appearance
of foul fluid coincided with the most important and meaningful experiential change
for Katea: the return of his appetite.

On Sunday at four o’clock in the afternoon, Akosita appeared with some
more remedy to drink. That morning, Akosita had told me there would be a
sign. I hadn’t eaten or defecated for about a month. I was nibbling bits of
chicken when the bell rang for church and I woke up my wife. I went to the
kitchen to see if there were any leftovers, but they were off. I was absolutely
starving. Akosita and her husband heard me and came and asked me how I
was. They killed a chicken that had already been tied up. They filled up a pot
with large yams. There was so much it couldn’t be finished. That was the
tastiest food. I have never enjoyed food so much as I did then.

Katea’s improved interaction would confirm efficacy in the experiential terms of
most spirit healers. The importance of appetite was confirmed by another healer in
Vava’u: “They explain to you, they talk comfortably with you, they relate really well.
When the illness is over, they really enjoy eating.” Given the huge social importance
of the distribution of food in Tonga, providing and receiving food strongly marks the
intersubjective reintegration of the person in valued social activities. Laderman and
Roseman suggest that “if healing is to be effective or successful, the senses must be
engaged” (1996:4). Among the Yolmo Wa in Nepal, for example, “feeling or dreams
can be the sole or main criteria on which efficacy is judged by patients” (Desjarlais
1992:225). Emotions are always intersubjective, of something or someone, even
when that thing or person is part of an individual’s assumptive world (Lutz 1988;
Lutz and White 1986; Schieffelin 1985). As Rosaldo argues, “Emotion is embodied
thought, thought seeped with the apprehension that I am involved” (1984:143).
Akosita’s reestablishing Katea in satisfying social interaction and the return of his
appetite confirms the degree to which her and other healers’ treatments are validated
by anthropological models of healing.

Discussion: Akosita’s Claim for Medical Efficacy

Does this validation concur with how Akosita represented her practice? Her choice
of Katea’s testimonial would seem to suggest not. Akosita’s own terms of efficacy
had begun to shift away from a locus on spirits. She now claimed to treat the body.
Since Katea’s successful treatment, Akosita had started to make claims that the very
particular constituents of her remedies were key to its success. She distinguished
herself from other healers who readily substituted other plants when traditional
ones were not available, claiming no diminution in efficacy. The real cause of
fakamahaki, for her, was not spirits, but broken nerves. Waldram states, “The
biomedicalization of traditional medicine, involving the incorporation and use of
biomedical language and technology by traditional medical practitioners, is not a
surprise in a postcolonial era of globalization” (2000:609). What was a surprise and
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made Katea’s testimonial so significant was that her treatment now extended beyond
a syncretism of forms and terms. Her healing now staked a claim for Young’s first
meaning of efficacy.

This, however, was a perilous step into new ways of validating and devaluing her
practice. Through relocating the locus of efficacy, she encouraged a distancing from
representing the intersubjective and transformative effects attuned to anthropologi-
cal models of efficacy. Rather, she opened up her treatment to potential devaluation
through ethnopharmacological investigation (focusing on qualities of particular,
not all, plants), and a biomedical judgment of her misunderstanding the anatomy
and function of the nervous system. Might this be one key ethnographic reason to
resist the evaluation of traditional medicine on healers’ own terms? Why would one
want to effectively dismiss the syncretic aspirations of healers who promise a greater
likelihood of successful public health collaborations on issues such as diabetes, as
Akosita’s life history suggests?

Claiming the frame of evaluation of efficacy is still, in Tongan linguistic terms,
a “mode of action.” The healing of Katea not only exemplified for Akosita and the
family healing in the face of imminent death, as I had requested. Nor was it only a
rhetorical strategy for the family to claim distinction.

What local idiom facilitated Akosita gaining a reputation as a healer more en-
gaged with biomedicine than other healers? The answer partly lies in her embodying
a notion of personal efficacy defined as mana. This nuances my engagement with
Young’s universally applicable notions of efficacy, into the very particular ethno-
graphic meanings of efficacy central to healing in Tonga. Hanson (1987:426) defined
the primary mark of mana as “outstanding effectiveness in action.” Shore asks: “Is
mana best understood as cause (force, power) or effect (luck, efficacy)?” (1989:137).

The final part of Katea’s testimonial suggests a historical shift from efficacy
to power. Akosita began to occupy a role associated with an intrinsic, enduring,
God-inspired capacity, akin to the intrinsic status of doctors acquired through the
transformative effects of study. While previously the term fefine faito’o that used to
describe women healers could neither be translated definitively as a noun (woman
healer) or descriptor (woman who heals), in Akosita’s case it had clearly become
the former. People returned repeatedly to Akosita for treatment. This contrasts
with most health seeking, where hearsay and shifting personal relationships do not
necessarily guide someone to the same healer again. Her intrinsic capacities and
ideology of assistance had become so memorable that they mitigated the typical
need to establish connection or entitlement before asking for help. On recalling the
second time she came to treat him, Katea paused frequently to hold back tears,
affirming a deep truth in Tongan terms.

When I saw Akosita, her profound kindness, spending so much time dealing
with my troubles. I won’t forget her. I did not give Akosita a gift though I
was really determined to do so. My son is so lucky. I have realised that I am
one of the ways Akosita has become widely known; God has given her a
power manifest in her love [his voice breaks with emotion]. She is woman of
love. She does not pick and choose whom she treats, only choosing the
wealthy and ignoring the poor. She looked after us, paying attention to the
problems in our diet. I am fortunate and blessed because of Akosita.
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Mana in contemporary Tonga is now more commonly rendered as ‘ivi (power) in
more materialist and modern Christian terms. Does Akosita’s use of the term power
in representing her practice capture the same sense of personal efficacy of individuals
who are uniquely creative in their social actions? The efficacy of her personhood,
formerly understood in Tonga in terms of relations rather than as a substantive
spiritual substance (Keesing 1984; MacClancy 1986), seems to have shifted. Does
power, used in English to describe an attribute of successful healers and Pentecostal
ministers, capture the quality of their charisma in Tongan experience? Grasping the
quality of mana in our terms is challenging:

Whereas we do not metaphorically substantivize “success” or “sanctity” we
pervasively render “power” as if it were a quantifiable entity, a “thing”
people have more or less of. Someone who has “it” is powerful, “full” of
“it.” Yet “having power,” cut loose from this metaphysical substantivisation,
is a relationship always contextual and two sided. [Keesing 1984:150]

Claiming or attributing power and focus on the properties of particular plants
parallels the shift in ideas in Tonga that relates to the substantivization of qual-
ities that make Akosita’s healing amenable to biomedical critique. However, the
relationship with God is marked to a much greater extent with the use of power
than with mana—in Akosita’s words, “God gives me the power to do his work.”
Keesing’s (1984) suggestion to replace every gloss of power for mana with potency
helps retain Tongan epistemological integrity of her practice.

Akosita’s substantivization of potency through Katea’s healing made for a mem-
orable and repeatable account, both critical of medicine and celebratory of God’s
intervention in the world. Her fame traveled along lines of relatedness from Vava’u,
to Tongatapu, and then to the diaspora in the United States, New Zealand, and
Australia. When she recovered from a breast cancer operation in 1994, a recovery
attributed to her own remedy to “clean up bad blood,” she also became a healer
with power to heal others and herself. Akosita embodied potency to such an extent
that Tongans in Hawaii paid her to fly to treat them in person with her vai kanisa
(cancer remedy) rather than receive the remedy alone.

Conclusion: Akosita’s Challenge to Tongan Medical Practice

Katea affirms the precariousness of validation of Akosita’s practice when he admits
not giving her a gift despite wanting to. Traditionally, a gift was given to healers
to prevent the illness returning. Akosita has no significant material support from
patients or the hospital. Her gift of syncretism with biomedicine and receiving a
steady stream of patients recommended by nurses did not prevent a recurrence of
breast cancer ten years after her operation. The faith in the “medical” efficacy of her
own remedy, which she and her family took as a prophylactic, delayed her return
to the hospital. What did the hospital offer, after all, other than the promise of
treatment grounded in the perceived notion of efficacy as management of sickness?
When she finally did return to the hospital, the cancer was too advanced. In the final
instance, though Tongan health care and her prophylaxis failed her, her Christian
faith did not. She accepted death in her late fifties as she had accepted life, with a
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stoic love, true to Katea’s attribution of her. Her family remembered her as dying
from the remnants of a cyst left after her 1994 operation, preferring that to the
stigma of cancer and the possible suggestion that her remedy was not efficacious.

Through ethnographically nuancing the three matched meanings of efficacy de-
fined by Young (1977) to those claimed by healers, doctors, patients, and their
families, I argue that biomedical capitulation to the idea of efficacy as management
does not allow the public to hold them to account. Doctors are heavily implicated in
their failure to convince patients that they understand and can treat their illnesses;
thus, doctors can be blamed just as they blame healers for delaying treatment. A
focus on models of efficacy for healers alone distracts from what I have argued to
be the most important considerations: the interaction between models of efficacy,
health seeking and health outcomes, and the need for more public discussion of the
diversity of doctors’ own terms of efficacy.

This epistemologically and linguistically sensitive examination of the specificity
and powerful appeal of Katea’s testimonial suggests that healing is rarely as dramatic
as in Katea’s case. This is not to deny that healing or curing of people expected
to die does not happen. Rather, the retelling of such accounts shows that the high
expectation of death is as much a commentary on the deficiencies of communication
between doctors and patients, and public health promotion more broadly, as it is
of the miraculous power of healers. Such accounts also excuse those deficiencies
and lower expectations of cure. Akosita’s life history is a challenge to biomedicine
in Tonga to aspire publicly to the level of efficacy she claimed for Katea and to a
more productive dialogue with healers to address the pressing health issues facing
contemporary Tonga.
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