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Reconciling Western Treatment and Traditional Healing:
A Social Worker Walks with the Wind

This article relates the experience of the first Bedouin-Arab clinical social worker in Israel in dealing
with a largely Bedouin-Arab clientele in the Negev. In the psychiatric and primary health care settings where
he worked, efforts to apply Western techniques with which the patients were unfamiliar created barriers to
understanding and treating their mental health problems. After much frustration, the author decided to learn
about the Bedouin-Arabs’ own ways of dealing with mental health problems. The paper recommends that
modern practitioners who work with traditional ethnic groups be more culturally sensitive and accept their
clients” utilization of traditional healing. Showing the overlap between traditional and modern healing, it
urges that modern professionals incorporate knowledge of traditional diagnoses and healing approaches into

their practice.
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In the last two decades,
helping professionals have come
to appreciate the importance of
“cultural sensitivity,” that is of
respecting and taking into con-
sideration the specific culture of
their clients in the design, plan-
ning and implementation of
their interventions (Al-Krenawi
& Graham, 1996; Burgest, 1982;
Devore & Schlesinger, 1991;
Green, 1982; Lum, 1982; Ragab,
1990). Yet practice remains hard-
er than preaching, especially
when deeply rooted Western
practices come into contact with
equally or more deeply rooted
non-Western ways.

This paper recounts the
gradual re-awakening of the
author, a Western-trained Be-
douin-Arab clinical social work-
er, to the culture of his people
and his struggle to find a satis-
factory way of helping his large-
ly Bedouin-Arab clientele in the
Negev region of Israel. Having

learned from my clients their
own traditional ways of deal-
ing with mental health prob-
lems, I am writing the paper

to urge the integration of mod-
ern and traditional modes of
healing and to suggest ways of
bridging the gap between “mod-
ern” clinicians and their “tradi-
tional” clients.

Similar points have been
made by other writers on cross-
cultural therapy, and I myself
have made them elsewhere in
more academic form. In this
paper, I have chosen to make
them by telling about my own
experiences in the hope that the
account of the personal and pro-
fessional dilemmas I faced as a
Western-trained social worker,
and of the ways in which I grad-
ually resolved them, will give
the reader a more tangible and
sympathetic understanding
both of the professional journey
that is required to bridge the gap
and of the traditional people
whom we can help.

Before embarking on my
personal account, I think it
would be useful to provide a
brief overview of the Bedouin-
Arab of the Negev.
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The Bedouin-Arab of the
Negev

The Bedouin-Arab are a
traditionally nomadic and trib-
al people who have inhabited
many areas that are now in
countries of northern Africa, the
Arabian peninsula, and the Mid-
dle East (Hebrew Encyclopedia,
195). Bedouin-Arab have lived
in the Middle East since before
either Islam or Christianity be-
came established religions.
Among other places, they inhab-
ited the Negev desert. There are
currently about 20 Bedouin-
Arab tribes in the Negev, with a
total of about 100,000 people.
Forty percent live in villages,
and sixty percent in clusters out-
side the villages (Al-Krenawi &
Graham, 1997). Traditionally,
Bedouin-Arab have been no-
mads, earning their living by
raising cattle, goats, and sheep .
In the last 25 years, a rapid and
dramatic process of urbaniza-
tion has occurred, with increas-
ing numbers of Bedouin-Arab
settling in villages and working
in industry or services (Al-
Krenawi & Graham,1996).

Yet although this process
has been accompanied by major
cultural and social upheavals,
Bedouin-Arab society is still an-
chored in its traditional ways.
Like other traditional peoples,
Bedouin-Arabs have a high con-
text social structure, marked by
a relatively slow pace of societal
change, a high sense of social
stability, and an emphasis on the
collective over the individual
(Al-Krenawi & Graham, 1997;
Hall, 1976). In many essential
ways, the society and culture of
the Bedouin-Arabs of the Negev

is still much like that of other
traditional Arabs.

The core of the Arab — and
Bedouin-Arab — social struc-
ture is the family. There are four
main concentric family units.
The largest is the tribe. Each
tribe is headed by its own sheik
and made up of several hamu-
la. The hamula is the kinship
group extending to a wide net-
work of blood relations. Tribal
decisions are made by forums of
male elders representing the ha-
mula (Abu-Kusa, 1994; Marks,
1974). Each hamula consists of
the extended family, made up of
parents, siblings, and their
spouses and children. The
smallest unit is the nuclear fam-
ily — the married couple and
their children (Al-Haj, 1989).
The family is crucial to the ho-
mologous relationship between
the individual and the group. To
a considerable extent, social sta-
tus, safety from economic hard-
ship, and opportunity for per-
sonal development continue to
rest on tribal and family identity.

Bedouin-Arab society is
patriarchal, with men exercising
the authority in the household,
economy, and polity (Al-
Krenawi & Graham, 1996). Po-
lygamy is common practice,
even among the well-educated
and young (Al-Issa, 1990; Chale-
by 1986; Chamie, 1987). Wom-
en’s social status is strongly con-
tingent on being married and
rearing children, especially boys
(Al-Sadawi, 1977). Bedouin-
Arab women rarely leave the
home unescorted, spend most of
their time caring for the family,
and generally still do not work
outside the home (Al-Krenawi, et
al, 1994; Mass & Al-Krenawi, 1994).

The relation between the
individual and family in Be-
douin-Arab society is different
from that in Western society. In
Western families, children are
expected to separate psycho-so-
cially from their parents and
form their own autonomous
identity (Erikson,1963; Mahler,
1968). In Arab society, as in the
traditional societies of Africa,
Asia, South America, and the
Middle East, the individual is
expected to remain embedded in
the collective family identity
(Hofstede, 1989; Sue & Sue,
1990). Individuals live in a sym-
biotic relationship with their
families, seeing themselves as
extensions of a collective core
identity. A family member who
attempts to assert his/her own
individuality will be con-
demned as deviant.

The development of
modern therapy in Europe and
North America was an extension
of the development of Western
individualism, nurtured by the
climate of democracy. In West-
ern therapy, as in Western soci-
ety, the individual is viewed as
an independent entity whose
needs, rights, opinions, and val-
ues are to be respected and
whose “self-actualization” is
considered a worthy and impor-
tant goal (Fromm, 1976; Peder-
sen, et al, 1989). The clinician
working with Bedouin-Arabs,
on the other hand, must treat the
client in the framework of his or
her family.
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Traditional Mental Health
Healers Among the Bedouin-
Arab of the Negev

Among the traditions
that the Bedouin-Arab of the
Negev still keep is that of the
healer. The traditional Bedouin-
Arab view of mental illness is
that it comes from outside
through sorcery, the evil eye, or
evil spirits. Any of four types of
traditional mental health healers
may be consulted to counter the
magic or expel the evil spirit: 1)
The Khatib or Hajjab are male
healers who produce amulets
that are worn on the body to
ward off evil spirits. This tradi-
tion is usually passed down
from father to son, provided the
latter is perceived as having suf-
ficient literacy and community
acceptance; 2) The Dervish treat
mental illness using a variety of
religious and cultural rituals.
Both males and females can be-
come a Dervish by receiving a
baraka (or a blessing) from God,
which is endorsed by a recog-
nized Dervish; 3) The Moalj Bel
Koran, or Koranic healer, works
on the basis of religious princi-
ples derived from the Koran and
treats patients who have been
attacked by evil spirits. All
Moalj Bel Koran are men and
most have some form of post-
secondary education (Al-
Krenawi & Graham, 1996). Ko-
ranic healing has gained popu-
larity recently with the revival
of Islam throughout the Muslim
world; and 4) The Al-Fataha is a
fortune teller, who is usually
consulted about psycho-social
problems and who uses coffee
grains to reveal any secret the
patient may have. The role is
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usually passed down from
mother to daughter (Al-
Krenawi, 1995a; Al-Krenawi, et
al, 1995).

Because of the structure
of Bedouin-Arab society, an in-
dividual’s illness, whether
physical or mental, is consid-

ered the problem of the whole
family, and the process of help
seeking is a collaborative one in
which the person’s nuclear fam-
ily, and sometimes the extend-
ed family as well, all take part.
In response to the rapid social
changes that Bedouin-Arab so-
ciety of the Negev is undergo-
ing, many families concurrent-
ly consult both modern practi-
tioners and traditional healers
(Al-Krenawi, 1995a, 1995b).
While the GP at the local health
fund clinic will refer the person
to a social worker or psychia-
trist, his or her family will also
bring him or her to a traditional
healer. Usually it is the woman
of the house who encourages the
visit to the traditional healer
(Al-Issa, 1990; Al- Krenawi,
1995a; Koss-Chioino, 1992).

A 1974 study found that
70% of an examined population
of Bedouin-Arab patients in Is-

rael utilized traditional healers
in tandem with modern treat-
ment (Ben-Asa, 1974). The au-
thor’s own study in the early
90’s found that a good portion
of his study population were
still doing so (Al-Krenawi,
1992). Moreover, recent findings
in various settings have shown
that a combination of modern
medicine and traditional heal-
ing can be quite effective in rem-
edying mental health problems
(Bokan & Campbell, 1984; Ed-
wards, 1986; Jilek, 1994; Lambo,
1978; Lefley, 1986; New, 1977;
Ruiz & Langrod, 1976a; Yoder,
1982).

Nonetheless, most West-
ern-oriented professionals still
give traditional healing short
shrift, even when working with
people who believe in it and
who find the Western approach
to mental health alien and not
entirely helpful (Ruiz & Lan-
grod, 1976b). This paper is
aimed at rectifying the bias.

Walking With the Wind

I was born and raised in
what is by Western standards a
“traditional” culture. There are
no documents indicating how
long my family has lived in the
Negev, but oral tradition places
it at several hundred years. My
grandparents, like their fore-
bears, were nomads. My par-
ents became semi-nomadic only
in my early childhood. Living
in a tent close to the other 2,000
or so members of the tribe, we
led tribal lives. My cousins,
grandparents, aunts and uncles,
and other members of the tribe
all exerted considerable influ-
ence on our daily doings. As a
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child, I was familiar with the
various kinds of traditional
healers. My grandfather, with
whom I lived for several years,
was an amulet writer, one of the
four types of traditional healers
I wrote about above. I used to
serve his clients coffee and tea
as they waited to see him. When
the treatment was carried out in
front of everyone, as it often
was, I watched. I often chatted
with the clients and my grand-
father was happy to answer my
many questions.

The third of fifteen chil-
dren, I was blessed with the
chance to get an education. I
rode a donkey ten kilometers to
school, returned home every
day to tend sheep, and carried
water from a well to our home.
For high school, I attended a
boarding school in an Arab vil-
lage in the center of Israel, far
from home. This was the first
time in my life that I was among
well educated Arabs. Since I did
well in my studies and received
a good deal of encouragement
from my teachers, I gradually
came to see myself as part of this
world, the educated world. On
my monthly visits home, I felt
increasingly distant from my
family and their way of life. My
parents and siblings were liv-
ing in a tent with no electricity,
running water, or any of the oth-
er conveniences to which I had
become accustomed at school.
We saw things differently, and I
felt that they didn’t understand
my needs. I asked questions
that they couldn’t answer.
When I challenged or disagreed
with them, they became angry
and said that I had changed for
the worse.

When I graduated from
high school, my family expect-
ed me to become a teacher in the
elementary school in our area, a
job which was considered very
high status at the time. It took
some doing for me to persuade
my father to let me attend uni-
versity. He had no idea what
university was, and it wasn’t
until an uncle of mine who
worked on a kibbutz and knew
what university was interceded
on my behalf that he gave his
consent.

It was at university that
my Westernization began in ear-
nest. Whole worlds were
opened up to me in my classes,
as well as by the Jewish friends
I made. Itook partin their con-
versations, was invited to their
parties, and was made welcome
in their homes. My professors
were also remarkably forthcom-
ing. My university experience
affected me in more ways than I
can enumerate, but I think that
the major one was that it turned
me into a questioning individu-
al with ideas and opinions of my
own. I could no longer accept
things without examining them,
and I could no longer keep my
peace just because my elders
believed differently. I also lost
any belief I might have had in
amulets, sorcery, and the evil
eye.

I completed my B.A. in
social work before the days of
“cultural sensitivity.” The mod-
els of social work intervention
that were taught, and the values,
skills, and epistemologies un-
derlying them, were entirely
Western. It did not occur to me
or, probably, to anyone else at
the university that they might

not be entirely suited to work
with non-Western peoples. I as-
sumed that I would go back to
the Negev and simply apply my
new and shining knowledge.
Yet, though I was proud
of my Bedouin-Arab roots and
deeply committed to helping my
people, my professional training
had created a gulf between us.
In any professional relationship,
there is bound to be a gap be-
tween patient and helper since
it is impossible to completely
transcend the inevitable differ-
ences in experience and social
location that distinguish the
two. But for me, the gap was
exacerbated by the Western
acculturation which removed
me from my roots and from my
people and their perception of
illness.
Over an eleven-year pe-
riod, from 1981 to 1992, I
worked with the Bedouin-Arab
population of the Negev in two
settings: (1) in the Department
of Psychiatry in the general hos-
pital of Soroka Medical Centre
in Beer-Sheva, the capital of the
Negev ; and (2) in the main pri-
mary health care center in the
Bedouin-Arab city of Rahat. At
the hospital, I was the first and
only Arab mental health profes-
sional; at the clinic I was the
only mental health professional.
With my Israeli training
and Western approach, my
thinking was like that of any
Western therapist. I tended to
analyze the patients’ difficulties
“scientifically” and to ignore
their belief systems, cultural
patterns, and perceptions of
their illness or problems.
These behaviors were
strongly reinforced by the Jew-
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ish, Arab, and Bedouin-Arab
GPs with whom I worked. They,
like myself, tended to ignore tra-
ditional Bedouin-Arab modes of
healing. Most derided their pa-
tients” experiences with tradi-
tional healers. All treated and
communicated with their pa-
tients through their symptoms.
They showed little social aware-
ness or gender sensitivity and
paid little attention to what was
behind the symptoms-behav-
iors which have been reported
by others as well (Abdul-
Menaim, 1991; Walker, 1995).

Some of their conduct
was quite callous. For example,
one Bedouin-Arab GP, in telling
his colleagues about a Bedouin-
Arab woman who was unable to
indicate the location of her pain
for which he found no medical
reasons, actually mimicked her.
Other physicians would mock-
ingly tell of how their female
patients complained about
heartache while pointing to
their stomachs. None of the staff
appreciated the cultural reasons
why a Bedouin-Arab woman
would not point to her breasts.
I didn’t enlighten them. With
my admiration for their learning
and status, I wanted to be one
of them, so I shared their dis-
dain.

It is not surprising that
the physicians I worked with
were not particularly successful
in dealing with their Bedouin-
Arab patients’ mental health
problems. Many patients left
feeling hurt, angry, and bewil-
dered. One, I recall, was out-
raged that his GP demanded
that he throw away the amulet
he was wearing. More than a
few were upset with the con-
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tempt the physicians showed for
the power of the healers and,
they believed, for God.

I wasn’t very successful
either. For the first few years of
my work, my encounters with
my patients were a bitter come-
dy of cross-expecta-
tions. In contrast to
what I 'had been taught
to expect, my patients
did not come to me for
help with their “emo-
tional”  problems.
Without exception,
they were all referred to me by
a physician, usually a GP
though sometimes a psychia-
trist, with physical symptoms
for which there was no medical
explanation. They called me
“Doctor” and expected a physi-
cal examination and medication.

True to my training, I
tried to uncover the roots of
their somatization by asking
them about their personal and
family lives. Most of them were
disinclined to tell me. Some of
them became extremely upset
when I told them that they had
no physical problems and that
their symptoms arose from psy-
chosocial or psychiatric causes.
“What, do you think I'm crazy?”
was not an uncommon re-
sponse. Other clients simply
ignored the information. Many
terminated treatment after one
or two sessions. The few who
persisted wanted to know what
the connection was between
their symptoms and the person-
al questions I asked them. My
efforts at explanation—telling
them that their problems
stemmed from traumas or de-
velopments in their youth—
only made them more upset.

Moreover, whatever
their gender, education, or social
class, at the end of my initial
evaluation, they invariably
asked, “Now what are you go-
ing to do?” Their emphasis was
on the second person, the prac-

titioner. As they saw it,

they had told me their
problem and it was my
job to treatit. One wom-
an, on learning that my
treatment would be to
talk with her, informed
me bluntly that she had
other people to talk with and
didn’t need me for this.

The literature refers,
with some frustration, to the
“resistance” of Arab mental
health patients who apparently
refuse to assume responsibility
for their illnesses or problems
(Mass & Al-Krenawi, 1994; De-
vore & Schlesinger, 1991 ; West,
1987). I felt similarly stymied by
their attitude.

To make matters worse,
I'was so cut off from our shared
culture that I ignored the obvi-
ous. I had forgotten how much
Bedouin-Arabs speak in meta-
phors and ignored it when cli-
ents told me of their distress us-
ing popular proverbs. For ex-
ample, when a young unmar-
ried male client told me that he
was “a baby camel left alone in
the desert,” I didn’t pick up his
feelings of abandonment. Nor
did I ask what he meant. Simi-
larly, I paid no attention to the
strong interdiction against Be-
douin-Arab women making eye
contact with men, so when my
female patients kept their eyes
averted, I interpreted it as resis-
tance. I also put out of my mind
the fact that women in mourn-
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ing wear blue embroidery on
their dresses, so I didn’t connect
the depression of one of my pa-
tients with her bereavement.
These are only a few examples
of the meanings I missed. Look-
ing back on them, I attribute my
obtuseness to a combination of
training that did not include
cross-cultural awareness, a mat-
ter which did not reach Israel
until many years after it was
commonplace in Social Work
schools in the US and England,
and my own very hefty dose of
denial of my connection to my
Bedouin-Arab roots. On both
counts, it was easier for me to
search for the “facts” and “infor-
mation” that I had been taught
to look for.

I also ignored everything
having to do with traditional
views of illness. When my cli-
ents told me that they were pos-
sessed by demons or the evil
eye—agents of mental illness in
Bedouin-Arab culture—I ig-
nored the revelations. Nor did
I pay attention to my patients’
terminology of mental illness,
even though I actually knew
what it meant. Thus, when a cli-
ent told me that he was afflicted
by “air from evil spirits” (in Ar-
abic Nafasmn Al-Jinn), it took me
some time to acknowledge that
she was depressed. WhenIwas
told that another patient had
been “attacked from evil spirits
inhabiting the earth” (in Arabic
Darbaat Blaad), I didn’t immedi-
ately translate the statement into
the Western terminology that
she was psychotic. I now know
what traditional healers mean
when they say that evil spirits
from the earth have entered a
person’s body.

For several years, I was
unhappy with my work and an-
gry with the people I served. I
also felt frustrated professional-
ly. Iwanted to make a career as
a clinical social worker, and
these people weren’t letting me.
I began to wonder whether Be-
douin-Arabs had any use for
social workers. I even began to
entertain thoughts of working
with Jewish clients, who, I be-
lieved, would better understand
what I was doing and would be
better for my career as well.

Feeling increasingly dis-
satisfied with the way I was
helping, or not helping, my cli-
ents, I began to sense that things
would have to change. But I
didn’t know what or how. I had
been given no precedents, had
no mentors, and the skills I had
learned only partially equipped
me for what lay ahead. For a
long time, I felt caught between
my hurt at the doctors’ attitudes
towards my people and my an-
ger and frustration at my Be-
douin-Arab patients for not be-
having in the ways I expected.

It took mea long time to
shift my focus to myself, though,
and to wonder whether and
how I could do things different-
ly. Finally, after about five years
of banging my head against the
wall as most of my patients re-
fused to engage in “talking ther-

apy” and terminated after one
or two sessions, it dawned on
me that the responsibility might
not be all theirs. In a burst of
desperation and hard won hu-
mility, I decided to ask my father
what he thought. Our relation-
ship was much better now than
it had been when I was an alien-
ated adolescent and he trying to
cope with a rebellious son. Both
my parents were very proud of
me when I graduated from uni-
versity and began to work at the
clinic, and I now enjoyed listen-
ing to my father tell his stories
about the Bedouin-Arab and
their way of life. At this point,
his lack of schooling, and the
fact that he had no more idea
than my clients of what a social
worker does, struck me as a pos-
itive advantage.

After listening to my
predicament, he gave me two
pieces of advice. One came em-
bedded in a Bedouin-Arab prov-
erb: “Don’t walk against the
wind. If you do, you're going
to lose. You have to walk cau-
tiously with the wind to find a

way out.” This proverb, which
draws for its emotional force on
the foolhardiness of walking
headlong into a desert sand-
storm, conveyed the message
that change can be made by go-
ing with nature, or reality, not
against it. That is, change must
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be made slowly, carefully, and
with awareness of and respect
for the circumstances.

The other piece of advice
was: “You'reriding an airplane;
the people you're talking about
are walking on foot.” Telling me
not to regard my patients from
the lordly position of my supe-
rior education but from their
own position, this point supple-
mented the first.

Though I understood the
words, it took me a while to ful-
ly grasp what my father meant,
and even longer to apply it. For
about half a year, I struggled in-
ternally, looking for a way of
translating his rich metaphors
into the language of the profes-
sion I had learned. By the end
of this period, my father’s say-
ings brought me back in touch
with some of the basic tenets of
social work, which seem to have
gone by the wayside in the years
of frustrating practice: 1) Work
with, not against, the clients and
understand them in their own
environment; 2) Avoid applying
intervention techniques that are
unfamiliar to the client; 3) Look
for the clients” strengths and
natural sources of help; 4) Think
in terms of all the systems in
which the clients are involved;
and 5) Accept the clients as they
are and respect their belief sys-
tems.

In terms of my own
work, it became clear to me that
the distinction that my col-
leagues and I had made between
“us” and “them,” our Bedouin-
Arab clients, was a false one. I
realized that for all my efforts,
most of my clients would never
fully understand the knowledge
and skills that I brought to my

1173
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work, and that it was my job to
bridge the gap. Ifinally realized
that my professional task would
have to be to integrate what I
had learned into the cultural
context of my people.

The next step was to fig-
ure out how to act on my new
understandings. I began with
the most basic of social work
practices: asking and listening
to my clients. In particular, I
tried to elicit
their perceptions
of their illness
and ways of deal-
ing with it. In-
stead of looking
for the etiology
of their symp-
toms in their per-
sonal and family background as
the first order of business, I
would ask the patients them-
selves what they believed
caused their problem. If their
answer was demons or evil spir-
its, Inow took their explanation
seriously and inquired further.
Why did the demons attack?
How? What did they do and
say? This would usually lead
fairly quickly to the interper-
sonal and intrapsychic issues
behind the symptoms.

I also began to pay more
attention to traditional healing.
Like the GPs I worked with, I
knew that my clients consulted
traditional healers before, during
and after their modern treat-
ment; but also like them I ig-
nored the “unscientific” practice.
With my decision to leave the
“airplane” and “walk with the
wind,” I began to accept the fact
that the traditional healers were
part of my patients’ lives, and I
set out to learn more about them.

B | S

At first, my patients re-
fused to tell me anything. They
were afraid of revealing secret
knowledge involving their com-
munication with supernatural
powers and jeopardizing their
treatment or being punished for
it. Also, they didn’t trust me
very much. As one healer said
rather bluntly: “You belong to
the university and clinic. No
one on your side believes in

what we do. You

laugh at our treat-
ment. All the

people I see had
been at the hospi-
tal first, and none
of them felt that
their symptoms
improved till they
came to see us.” Luckily, my
uncle happens to be sheik of our
tribe, and he was willing to
vouch for me. This opened the
door to the male healers who,
after some negotiations, agreed
to share their knowledge and
experience with me, excluding
some sensitive areas of their
practice, such as the language of
the evil spirits and the healers’
communication with supernatu-
ral powers.

The doors of the female
healers were still closed to me,
though. To open them, I asked
their husbands for permission to
meet with their healer wives but
was turned down. Then I
brought my mother along. She
promised their husbands that
she would accompany me to all
the meetings and act as a kind
of chaperone. This got me en-
trance.

I encountered similar
difficulties in getting my clients
to talk about the healers they
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saw. One client I asked re-
sponded bluntly: “You don’t
respect this type of healing and
laugh at it.” Still, I persisted.
When patients told me they had
been attacked by evil spirits, 1
asked whether they had con-
sulted a traditional healer. If
they said that they had, I asked
how the traditional healer diag-
nosed and treated their com-
plaints. The approach worked
wonders. Clients who would
have clammed up had I asked
them about their personal feel-
ings and relationships suddenly
opened up and shared things
with me. To give only one of
many possible examples, I had
a female client who started to
suffer from various unexplained
aches and pains after her hus-
band took a second wife. In the
past, I would have asked her to
tell me what was bothering her
or about her family life, and she
would either have focused on
her symptoms or left the treat-
ment. But now I asked her how
she explained her symptoms
and whether she had done any-
thing about them before her GP
referred her to me. These ques-
tions unlocked her story. She
told me that she had seen a tra-
ditional healer who had told her
that her husband’s new wife had
done sorcery against her in or-
der to create problems between
her husband and herself. I
didn’t cast doubt on his evalua-
tion, as I would have done in the
past, and encouraged her to con-
tinue talking about the sorcery.
My reward was that in talking
about the sorcery, she revealed
her anger at her husband and his
second wife. She returned ses-
sion after session, eager to vent

her difficulties in her polyga-
mous marriage.

Simultaneously, I ap-
proached traditional healers to
learn how they viewed and
treated mental illness and how
they related to their patients. I
even observed and participated
in healing rituals that traditional
healers performed on members
of my extended family. For ex-
ample, I joined my family in the
common ritual of visiting a
saint’s tomb. I listened to the
Koran reading and watched as
candles and incense were lit be-
side the grave and a white cloth
was hung on the
tomb. I heard
the vows made
to appease the
saints and to
special requests
to keep tragedy
or illness from
striking the sup-
plicant and his
family. I became
aware of the potential in this and
other healing rituals for self-ex-
pression, catharsis, ventilation,
self-satisfaction, and psycho-
logical release.

Throughout it all, the
driving question in my mind,
though I never articulated it,
was how could I, a Western-
trained and, in many respects, a
Western thinking practitioner,
use my knowledge and skills to
understand the traditional
healer’s approach and integrate
it into my own work?

Fortunately, I had two
very good mentors in the profes-
sional community. One was Y.
Bilu, whom I “met” through his
1978 study of ethnopsychiatry

(©

with Moroccan-born patients in
Israel who used traditional heal-
ers. His findings, showing that
traditional healing had a 70%
success rate in this population,
were both revealing and en-
couraging. This success rate is
comparable to that of conven-
tional Western psychiatry, and
Bilu’s discovery that traditional
healers were as effective as
Western ones bolstered my
growing conviction that the tra-
ditional healers in my own com-
munity had a good deal to teach
me. I was heartened, too, by
Bilu’s call for the integration of
traditional healing
into Western psy-
chiatry. Bilu’s pio-
neering work pro-
vided recognized,
academic support
for my own quest.
It reinforced my
sense that I was
going in the right
direction and
wasn’t working in a vacuum in
my small, out-of-the way station
in the Negev.

My other mentor was my
supervisor at the Soroka hospi-
tal psychiatric clinic, the Jewish
psychiatrist Dr. Maoz. Maoz
was a humane and broad-mind-
ed physician who emphasized
the need for “natural” empathy,
patience, and devotion in treat-
ing emotional and interperson-
al problems. He provided a per-
sonal example of a professional
who spent time with his patients
and their families, who was in-
terested in more than their
symptoms, and who made it a
cardinal rule to form good rela-
tionships with the people he
treated (Maoz, et. al., 1992).
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While the GPs I worked with
regarded my forays into tradi-
tional healing with amused
skepticism, Maoz was all for
them.

Both Bilu and Maoz
strongly influenced my emerg-
ing sense of how one had to
work with a Bedouin-Arab pop-
ulation. Each in his own way
served as an example for me to
follow. They also helped
me throw off the errone-
ous assumption imparted
in my professional train-
ing that the methods of
social work practice are
universally applicable.

This method is a Western
model that was adopted

in most developing coun-

tries, but, as Al-Dabbagh
(1993) points out, it has
failed in Arab (Islamic)
countries, due largely to

its exclusion of religious
values and spiritual consider-
ations (Ragab, 1990). My own
professional experience sup-
ports this claim.

When in 1988 I enrolled
in an M.A. program in Social
Work, I soon began to do formal
research on the Bedouin-Arab
approach to mental health. My
Master’s thesis, “The role of the
Dervish as a mental health ther-
apist in the Negev-Bedouin-Arab
society: Client’s expectations
from these treatments and the
extent of materialization” (1992),
was the first study that dealt
with the subject in any depth.
My choice of subject derived
from my growing conviction
that, as a social worker, I needed
to understand the culture of my
clients and especially its way of
dealing with mental illness.
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My research led me to
spend yet more time visiting tra-
ditional healers. I sat with the
patients while they waited for
treatment, sometimes joined in
their talk, and observed the in-
cipient group dynamic that de-
veloped, through which they
found relief by sharing their sto-
ries and problems. I participat-
ed in rituals in the healers’

homes and watched the healers

apply their therapy. I could do
this because ritual healing, at
least as the Bedouin-Arab know
it, is carried out in public—
unless the patient asks for pri-
vacy—in front of both the pa-
tient’s own family and the pa-
tients and their families who are
waiting their turn.

I saw something very
different from anything that I
was familiar with in a western
clinic. For example, the Der-
vishes rarely asked questions of
the patients. Instead, after as-
certaining the cause of their ill-
ness by looking at their symp-
toms, touching their heads, or
examining some item belonging
to the patient, they would pro-
ceed to energetically expel the
evil spirits. They would com-

municate, sometimes loudly and
angrily, with the spirits and give
the patient instructions. Some-
times they would even beat the
spirits out of the patients.
Throughout it all, the patients
remained passive as the Dervish
worked on them.

I also saw that the heal-
ers took care to assure the pa-
tients that their illness wasn’t of
their own making but
something that came
upon them from outside,
whether directly from
God or evil spirits or
through the agency of
sorcery or the evil eye.
Being able to project their
problem left the patients
feeling good about them-
selves and strengthened
their determination to
fight the illness. Ialso re-
alized that the healers
and their patients share
the same “poetic” terminology
of illness that I had scorned.

As I learned, I gradual-
ly changed my entire approach.
One major difference was that I
became more active. Instead of
asking my clients to talk about
their lives, I gave instructions
and advice. For example, when
a mother came complaining of
her son’s enuresis, instead of
trying to ascertain its cause, I
simply instructed her on what to
do to try to stop it. My approach
became more cognitive, more
behavioral, and more directive.
I provided information about
the illness or symptoms the pa-
tient presented and dealt direct-
ly to alleviate the symptoms.
These methods of interventions
met the patients’ expectations
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and increased their trust of the
practitioners' abilities to address
their problems.

I incorporated some tra-
ditional practices into my work,
which had the double ad-
vantage of being meaningful to
my patients and of enabling me
to play an active role. For ex-
ample, in a group I led, I helped
Bedouin-Arab widows to deal
with their survivor guilt mani-
fested in fears that they would
be killed by the spirits of their
dead husbands, by having them
carry out the traditional mourn-
ing ritual (in Arabic Rahama) and
then discussing their experienc-
es and the feelings that the ritu-
al had raised or resolved (Al-
Krenawi and Graham, 1996).
Most of the widows I did this
with felt relieved afterwards
and no longer had nightmares of
their dead husbands coming to
attack them. With other pa-
tients, I visited saints’ tombs,
after having done this with my
own family as I described above.
Saints’ tombs are holy places,
and visiting them is traditional-
ly used to relieve personal anxi-
ety, heal physical and mental
ailments, and mediate requests
to God (Al-Krenawi & Graham,
1996; El-Islam, 1967). Although
I myself do not believe in spir-
its or sorcery, I could feel in
myself and recognize in my pa-
tients the sense of belonging,
safety, and relief that these ritu-
als afforded.

Another traditional prac-
tice I turned to was to elicit the
assistance of family members in
my work with patients (Al-
Krenawi, 1995a, 1995b; Al-
Krenawi & Graham, 1996; Al-
Krenawi, Et. Al., 1995; Graham

& Al- Krenawi, 1996; Mass & Al-
Krenawi, 1994). The mourning
ritual involved, among other
things, a ceremonial family
meal. A more specific instance
was in the case of a patient suf-
fering from hallucinations
brought on by an argument with
his mother in which he nearly
hit her, an act which so violates
Bedouin-Arab behavioral norms
that it is considered sinful. In
this case, I arranged for a recon-
ciliation between the pa-
tient and his mother in the
presence of his brothers.
The reconciliation fol-
lowed my use of accepted
Western techniques: par-
adoxical techniques to alleviate
the patient’s terrors of the ma-
levolent spirits of his hallucina-
tions, and role playing to clari-
fy his feelings of guilt and ex-
pectations of punishment for his
act (Al-Krenawi & Graham,
1997).

I also let my clients know
that I accepted their concurrent
utilization of traditional healers.
I asked how their traditional
healers viewed their problems
and tried to make use of their
perceptions. Sometimes I ac-
companied patients to their
healers or consulted the healer
directly about the patient. In the
case of the patient discussed
above, following the reconcilia-
tion with his mother, [ urged the
family to arrange a visit to a
Dervish to expel the evil spirits
because the patient viewed the
spirits to which he attributed his
illness as having been sent by
Allah to punish him for his dis-
respect. This meant that, to the
patient, only someone with su-
pernatural powers could free

2

him of the spirits. Ishould note
that it was not necessary for me
to believe in spirits, in the heal-
er’s supernatural powers, or in
the “exorcism” he performed,
but only to accept that the pa-
tient did and to treat his belief
with respect.

A related change was
that I became more careful about
intimating that a patient’s dis-
order had an internal cause, an
etiology which implies that the
disorder is somehow of his
or her own doing and
evokes a great deal of an-
ger, shame, and denial.
Thus, as evident in the
above example, I ceased to
challenge the common Bedouin-
Arab view that mental distur-
bance is caused by supernatural
powers (rather than internal
conflicts). I did not engage in
“insight” therapy or try to con-
front patients directly with their
rage, guilt, and other culturally
unacceptable emotions, but
rather allowed them to resolve
these feelings actively. For ex-
ample, the reconciliation I facil-
itated between the patient dis-
cussed above and his mother
enabled expiation, while the use
of the Dervish provided a cul-
turally acceptable way of clos-
ing the chapter on his anger.

I also began to relate dif-
ferently to my patients. With
male patients, I removed some
of the patient-therapist barriers.
I chatted with them in the wait-
ing room. I moved the table in
my office which had separated
us and let them sit closer to me.
With my female patients, I
stopped trying to make eye con-
tact. I also adopted the tradi-
tional healers’ quasi-familial
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terms of address. I called my
unmarried female patients “sis-
ter,” my middle aged matron
patients “auntie,” and my eld-
erly women patients “grand-
ma”—terms which encouraged
the patients to see me as a con-
cerned, protective family figure
who would take care of them.
This too made them more ready
to open up.

I learned to communi-
cate with my patients. I came
to understand and build on their
indirect ways of talking about
themselves. When they talked
in proverbs, I would try to in-
terpret the proverb or ask them
what it meant, and this would
lead to a discussion of the feel-
ings and experiences behind the
proverb. I learned their termi-
nology of illness, and although
I didn’t use it myself, I found
that knowing the names and
explanations that traditional
healers give to patients’ disor-
ders helped me relay to the pa-
tients the modern diagnoses.
Interestingly, traditional healers
also distinguish between neuro-
sis and psychosis, or minor and
major mental health disorders.
In the healers’ classification, pa-
tients attacked by evil spirits
which did not enter their body
suffer from what they call an
“easy” (in Arabic khafif ) disor-
der. Those who behave bizarre-
ly are believed to have been at-
tacked by evil spirits which did
enter their body, and are diag-
nosed as having a “difficult” (in
Arabic saab) disorder (Al-
Krenawi et al., 1995; Hes, 1975).
In any case, in my discussions
with patients of how they saw
their illness—its causes and de-
velopment-I could learn about
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their feelings and aspects of
their intimate lives. It was no
longer necessary for me to ask
them directly about their fami-
ly lives and personal relation-
ships.

My new understanding
also helped me to cope with the
“resistance” that had previously
so thwarted my efforts at help-
ing. I came to realize that what
the literature labeled “resis-
tance” was not resistance in the
psychoanalytic understanding
of the term, but rather a reflec-
tion of the bewilderment that
my Bedouin-Arab patients felt
at the non-directives of the
Western practitioner and of their
culture-bound expectation that
the practitioner take an active
role in the healing (Al-Krenawi,
1992). Once I became aware of
this, I could deal with their atti-
tude as a culturally based expec-
tation. I could let my clients
know that I understood where
their lack of being forthcoming
stemmed from and could work
to create the trust that they
needed to let me into their per-
sonal lives. The fact that many
fewer clients now terminated
their treatment after one or two
sessions told me I was on the
right track.

Can Traditional and Modern
Mental Health Care be Inte-
grated?

My thesis findings—that
many patients utilized tradi-
tional healing alongside mod-
ern medical care and that the
majority of the Dervishes’ pa-
tients were satisfied with their
traditional treatment (Al-
Krenawi, 1992)—caused me to

wonder. What, I asked myself,
was wrong with the “modern”
mode of helping? What was
right about the “traditional”
practices? Could the two co-
exist in harmony? Could they
perhaps nurture and support
one another?

In my own practice, I've
found that they can. Recent re-
search in the field bolsters this
conclusion. The anthropologi-
cal study of traditional healing
has gone through two broad
phases. The first focused on the
question of whether healers or
shamans were themselves men-
tally ill, namely schizophrenic
or epileptic. By the 1950s and
1960s, it was concluded that
they were not. The shift in as-
sessment is actually similar to
the one that I had undergone.
In the second phase, anthropol-
ogists began to look into the
similarities between shamans
and psychotherapists. The ex-
plicitly religious dimensions of
the traditional healing practic-
es were pushed into the back-
ground (Fernando, 1991) and
shamans have come to be in-
creasingly perceived in Western
countries as healer-psy-
chotherapists (Jilek, 1971).
Their techniques, such as sug-
gestion and persuasion, are de-
scribed as similar to those used
by psychiatrists (Frank, 1973;
Kiev, 1964; Nelson & Torrey,
1973; Ruiz & Langrod, 1976a).
Some researchers (Bravo &
Grob, 1989) even urge psychia-
trists to be more open to learn
from shamans.

A fair number of recent
studies point to psychothera-
peutic elements in traditional
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healing (Al-Krenawi & Graham,
1996; Atkinson, 1987; Bankart,
et. al., 1992; Daie, et. al., 1992),
among them catharsis, venti-
lation, and relaxation (Levi-
Strauss, 1963; Scheff, 1979). Tra-
ditional healing rituals, it has
been suggested, work by estab-
lishing a homology between the
symbolic and the experiential in
which the former metaphorical-
ly transforms the latter by trig-
gering a non-specific mecha-
nism such as suggestion, cathar-
sis, or placebo effect; by offer-
ing social support or the resolu-
tion of social conflict; and/or by
transforming the meaning of af-
fliction for the sufferer through
a ritually powerful, symbolic
performance (Scheff, 1979).
Moreover, studies show that,
much like modern mental health
care, traditional healing tackles
problems at the various levels of
the individual, family, group,
and community (El-Islam, 1967;
Grotberg, 1990; Hajal, 1987;
Kennedy, 1967; Napoliello &
Sweet, 1992). As modern servic-
es became available, these over-
laps have enabled clients of var-
ious ethnic affiliations to inte-
grate the traditional services
with the new ones, though they
often do so without telling their
Western clinicians (Nyamwaya,
1987; Rankin & Kappy, 1993;
Waldman, 1990).

For the most part, this pa-
tient-initiated model of integra-
tion between traditional and
modern health care is one direc-
tional. While traditional healers
are quite interested in learning
about what goes on in modern
health care, Western-trained
mental health practitioners tend
not to be interested in tradition-

al healing (Al-Krenawi, 1995b).
Rarely has the interactive pro-
cess in traditional healing been
considered in detail; even more
rarely has the experiential pro-
cess been examined; and almost
never has a systematic compar-
ison between traditional healing
and psychotherapy been at-
tempted.

Moreover, although family
and community rituals are
sometimes used in counseling
and psychotherapy, they have
rarely been identified as part of
the psychotherapeutic process
(cf. Palazzoli, et. al., 1978; Van
der Hart, et. al., 1988). General-
ly they are relegated to the sta-
tus of a task that the therapist
assigns the client, with no ac-
knowledgment or explanation
of their therapeutic purpose
(Yalom, 1975). Even in the rare
cases where rituals have been
given legitimacy in therapy
(Renner, 1979), there are few
detailed accounts of how, when,
and why they are used. A nota-
ble exception is Rando’s (1985)
article outlining his clinical ob-
servations.

My personal experience
supports the positions that men-
tal health practitioners would
do well 1) to learn about, value,
and show respect for their cli-
ents’ cultures, and especially for
their traditional and religious
approaches to psychological
healing; and 2) in their own
practice to draw upon and sup-
port the conjoint use of the tra-
ditional healing methods (e.g.,
rituals) in the patient’s religion
and culture (Azhar, et. al., 1990).
My main point is that, in view
of the commonalities in the
modern and traditional healing

approaches, both mental health
workers and, more importantly,
their patients would probably
benefit from their integration.
Indeed, many researchers have
called for integrating modern
and traditional healing (Ezeji &
Sarvela, 1992; Heilman & Witz-
tum, 1994; LaFromboise, et. al.,
1990; Jilek, 1994; Lambo, 1978;
Lin, et. al., 1990; Ogunremi,
1987; Schwartz, 1985; Wessels,
1985). My experience supports
this call.

Guidelines for Bridging the
Gap

Although modern and tra-
ditional models of helping con-
flict with one another at many
points, the task of social work-
ers who treat traditional clients
is to approach both them and the
traditional healing the clients
utilize with an open mind. Only
thus can we hope to win the
trust that is essential to truly
helping them. Instead of reject-
ing the traditional healers for
their reliance on supernatural
powers, we should give thought
to what traditional modes of
helping we can incorporate into
our work and how we can do so.

The following guidelines
are suggested as means to ob-
taining the information that is
necessary if we are to treat our
traditional clients in their own
contexts and to make use of the
healing resources of their cul-
ture:
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We should seek to under-
stand the client’s culture,
religion, values, and belief
system.

In taking the client’s
history, we should try to
learn more about his or her
nuclear and extended fam-
ily, asking questions such
as: What are the relation-
ships among the family
members? Under what cir-
cumstances do they meet?
Who are the authority fig-
ures? What are the family
rituals?

We should investigate
the relationship with the
community, asking ques-
tions such as: Who is the
respected spiritual leader
(i.e. the rabbi, priest, sheik,
or traditional healer)? Are
there any community ritu-
als, and what is their pur-
pose?

We should investigate
self-treatment: Does the
client understand the
symptoms? How does he
or she deal with them?
What sources has he or she
consulted, i.e., family or
community members, reli-
gious-spiritual leaders, tra-
ditional healers?

In addressing symp-
tomatology, we should con-
sider the client’s own in-
terpretation as well as how
persons in the client’s fam-
ily and community assess
the symptoms-that is, their
tentative diagnosis and eti-
ological explanation.

We should find out
what treatment the tradi-
tional healers suggested
and what their diagnosis
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means from the client’s
perspective.

7 We should investigate
the social construction (and
legitimacy) of the sick role
in the client’s family and
community (including the
patient’s rights and obliga-
tions).

The above information can
help us to select the appropriate
intervention techniques. For
example, if we know who the
authorities in the client’s nucle-
ar and extended family and
community are, we can enlist
them in our intervention (Al-
Krenawi et al., 1994; Heilman &
Witztum, 1994; Lum, 1982).

8. Lastly, in keeping with
the client’s expectations,
we should adopt an active
and directive role in the
treatment sessions.

In sum, traditional heal-
ing may be highly useful for
mental health practitioners who
work with non-Western ethnic
groups. Western and tradition-
al healing are complementary
and should be constructed to
function alongside one another
(Chi, 1994; Green & Makhulu,
1979; Rappaport & Rappaport,
1981). Because social work
intervention is often based on
intuitive as well as empirical
knowledge, traditional healing
can readily be integrated into
practice with people of various
cultures (Applewhite, 1995; Cas-
tellano, Et. Al., 1986; Gutheil,
1993; Kissman, 1990; Laird, 1984;
Morrissette, et. al., 1993; Schin-
dler, 1993). An understanding
of the many and deep connec-

tions between modern and tra-
ditional healing approaches
should enable Western practitio-
ners to collaborate with their
non-Western clients in the ther-
apeutic process and, with them,
search for viable resolutions of
their difficulties in a culturally
respectful manner.[]

REFERENCES

Abdul-Menaim, F. (1991). Medical
practice in rural Egypt:
Anthropological study in an
Egyptian village. In S.
Ottman. N. Abdul-Hameed.
F. Abdul-Rahman (Eds.),
Health and illness. (pp. 117-
172). Alexandria: Daar Al-
Marif Al-Jamiah(in Arabic).

Abu-Khusa, A. (1994). The tribes of
Beer-Sheva. Amman: Al-
Matbah Al-Wataniah (in
Arabic).

Al-Dabbagh, A. (1993). Islamic
perspectives on social work
practice. The American Journal
of Islamic Social Sciences,
10(4), 536-537.

Al-Haj, M. (1989). Social research
on family lifestyles among
Arabs in Israel. Journal of
Comparative Studies, 20(2),
175-195.

Al-Issa, I. (1990). Culture and
mental illness in Algeria.
International Journal of Social
Psychiatry, 36(3), 230-240.

Al-Krenawi, A., & Graham, J.
(1997). Spirit possession and
exorcism in the treatment of
a Bedouin psychiatric
patient. Clinical Social Work
Journal, 25(2), 211-222.

Al-Krenawi, A., & Graham, J.
(1996). Social work and
traditional healing rituals
among the Bedouin of the
Negev, Israel. International
Social Work, 39(2), 177-188.



A SOCIAL WORKER WALKS WITH THE WIND

NARRATIVES

Al-Krenawi, A. (1995a). A study of
dual use of modern and
traditional mental health
systems by the Bedouin-Arab of
the Negev. Unpublished Ph.D.
dissertation, University of
Toronto.

Al-Krenawi, A. (1995b). The
making of a healer: From mental
patient to therapist in Israeli
Bedouin-Arab Society. Paper
presented at the Qualitative
Research Conference,
Studying Social Life:
Ethnography in Cross-
Cultural Perspective:
Hamilton, Ontario, Canada
(May 30-June 2).

Al-Krenawi, A., Maoz, B., &
Shiber, A. (1995). Integration
of modern medical methods
with popular methods in
treating mental-disorders in
Bedouin-Arab. Sihot-
Dialogue, Israel Journal of
Psychotherapy, 10(1), 42-48 (in
Hebrew).

Al-Krenawi, A., Maoz, B., &
Riecher, B. (1994). Familial
and cultural issues in the
brief strategic treatment of
Israeli Bedouin. Family
Systems Medicine, 12(4), 415-
425.

Al-Krenawi, A. (1992). The role of
the Dervish as a mental health
therapist in the Negev-Bedouin-
Arab society: Client’s
expectations from these
treatments and the extent of
materialization. Unpublished
MSW thesis, Hebrew
University of Jerusalem (in
Hebrew).

Al-Sadawi, N. (1977). Arab women
and their psychological
struggle. Beirut: Al-Moassah
Al-Arabiah (in Arabic).

Applewhite, S. L. (1995).
Curenderismo: Demystifying
health beliefs and practices of
elderly Mexican Americans.
Health & Social Work, 20(4),
247-253.

Atkinson, J. M. (1987). The
effectiveness of shamans in
an Indonesian ritual.
American Anthropologist,
89(2), 342-355.

Azhar, M. Z., Varma, S. L., &
Dharap, A. S. (1994).
Religious psychotherapy in
anxiety disorder patients.
Acta Psychiatrica Scandinavica,
90(1), 1-3.

Bankart, C., Koshikawa, F.,
Nedate, K., & Haruki, Y.
(1992). When West meets
East: Contributions of
Eastern traditions to the
future of psychotherapy.
Psychotherapy, 29(1), 141-149.

Ben-Asa, B. (1974). The Bedouin
patient. Journal of the Israel
Medical Association, 78(2), 73-
76 (in Hebrew).

Bilu, Y. (1978). Traditional
psychiatry in Israel: Moroccan
born Moshav members with
psychiatric disorders and
“problems in living”, and their
traditional healers.
Unpublished Ph.D. thesis,
Hebrew University of
Jerusalem (in Hebrew).

Bokan, J. A., & Campbell, W.
(1984). Indigenous
psychotherapy in the
treatment of a Laotian
refugee. Hospital and
Community Psychiatry, 35(3),
281-282.

Bravo, G., & Grob, C. (1989).
Shamans, sacraments, and
psychiatrists. Journal of
Psychoactive Drugs, 21(1), 123-
128.

Burgest, R. D. (1982). Overviews:
Implication for social theory
and Third World people. In
R. D. Burgest (Ed.), Social
work with minorities. (pp.45-
56). London: The Scarecrow
Press, Inc.

Castellano, M. B., Stalwick, H., &
Wien, F. (1986). Native social
work education in Canada:
Issues and adaptations.
Canadian Social Work Review,
4,166-184.

Chaleby, K. (1987). Women of
polygamous marriages in
outpatient psychiatric
services in Kuwait.
International Journal of Family
Psychiatry, 8(1), 25-34.

Chamie, J. (1986). Polygyny
among Arabs. Population
Studies, 40(1), 55-66.

Chi, C. (1994). Integrating
traditional medicine into
modern health care systems:
Examining the role of
Chinese medicine in Taiwan.
Social Science and Medicine,
39(3), 307-321.

Daie, N., Witztum, E., Mark, M.,
& Rabinowitz, S. (1992). The
belief in the transmigration
of souls: Psychotherapy of a
Druze patient with sever
anxiety reaction. British
Journal of Medical Psychology,
65(2), 119-130.

Devore, W., & Schlesinger, E.
(1991). Ethnic-sensitive social
work practice. (3rd Edition).
New York: Macmillan
Publishing Company.

Edwards, S. D. (1986). Traditional
and modern medicine in
South Africa: A research
study. Social Science and
Medicine, 22(11), 1273-1276.

El-Islam, M. F. (1967). The
psychotherapeutic basis of
some Arab rituals.
International Journal of Social
Psychiatry, 13, 265-68.

Erikson, E. (1963). Childhood and
society. New York: Norton.

Ezeji, P. N., & Sarvela, P. D.
(1992). Health care behaviour
of the Ibo tribes of Nigeria.
Health Values the Journal of
Health Behaviour, Education
and Promotion, 16(6), 31-35.

REFLECTIONS: SUMMER 1998 19




A SOCIAL WORKER WALKS WITH THE WIND

NARRATIVES

Fernando, S. (1991). Mental health,
race and culture. London:
Macmillan in association
with Mind.

Frank, J. D. (1973). Persuasion and
healing: A comparative study of
psychotherapy. Baltimore:
Johns Hopkins University
Press.

Fromm, E. (1976). To have or to be.
New York: Harper and Row.

Graham, J., & Al-Krenawi, A.
(1996). A comparison study
of traditional helpers in a late
nineteenth century Canadian
(Christian) society and late
twentieth century Bedouin
(Muslim) society in the
Negev, Israel. Journal of
Multicultural Social Work,
4(2), 31-48.

Green, E. C., & Makhulu. C.
(1979). Traditional healers in
Swaziland: Toward improved
co-operation between the
traditional and modern
health sectors. Social Science
and Medicine, 18, 1071-1079.

Green, J. W. (1982). Cultural
awareness in the human
services. Englewood Cliffs,
N.].: Prentice-Hall.

Grotberg, E. H. (1990). Mental
health aspects of the Zar for
women in Sudan. Women and
Therapy, 10(3), 15-24.

Gutheil, I. A. (1993). Rituals and
termination procedures.
Smith-College-Studies-in-
Social Work, 63(2), 163-176.

Hajal, F. (1987). Antecedent of
family therapy: The family
approach in traditional
healing. American Journal of
Social Psychiatry, 7(1), 42-46.

Hall, E. (1976). Beyond culture.
New York: Doubleday.

Hebrew Encyclopedia, Vol. 7. (1954).

~ Tel-Aviv: Reshafim Press (in
Hebrew).

Hes, P. J. (1975). Shamanism and
psychotherapy. Psychotherapy,
25, 251-253.

20 REFLECTIONS: SUMMER 1998

Heilman, S., & Witztum, E. (1994).
Patients, chaperons and
healers: Enlarging the
therapeutic encounter. Social
Science and Medicine, 39(1),
133-143.

Hofstede, G. (1989). Cultural
differences in teaching and
learning. International Journal
of Intercultural Relations,
10(3), 301-320.

Jilek, W. G. (1994). Traditional
healing in the prevention and
treatment of alcohol and
drug abuse. Transcultural
Psychiatric Research Review,
XXXI(31), 219-256.

Jilek, W. G. (1971). From crazy
witch doctor to auxiliary
psychotherapist: The
changing image of medicine
man. Psychiatric Clinic, 4, 200-
220.

Kennedy, J. G. (1967). Nubian Zar
ceremonies as psychotherapy.
Human Organization, 26(4),
185-194.

Kiev, A. (Ed.). (1964). Magic, faith
and healing,studies in primitive
psychiatry today. (pp.3-35).
New York: The Free Press.

Kissman, K. (1990). The role of
fortune telling as a
supportive function among
Icelandic women.
International Social Work,
33(2), 137-144.

Koltko, M. E. (1990). Religious
beliefs affect psychotherapy
the example of Mormonism.
Psychotherapy, 27, 132-139.

Koss-Chioino, J. (1992). Women as
healers, women as patients:
Mental health care and
traditional healing in Puerto
Rico. San Francisco: Westview
press.

LaFromboise, T. D., Trimble, J. E.,
& Mohatt, G. V. (1990).
Counseling intervention and
American Indian traditional
an integrative approach.
Counseling Psychologist, 18(4),
628-654.

Laird, J. (1984). Sorcerers,
shamans, and social workers:
The use of ritual in social
work practice. Social Work,
29(2), 123-129.

Lambo, T. A. (1978).
Psychotherapy in Africa.
Human Nature, 1, 32-40.

Lefley, H. P. (1986). Why cross-
cultural training? Applied
issues in culture and mental
health service delivery. In H.
P. Lefely & P. B. Pedersen
(Eds.) Cross-cultural training
for mental health professionals.
(pp-11-44). Illinois: Charles
Thomas Publisher.

Levi-Strauss, C. (1963). The
effectiveness of symbols. In
C. Levi-Strauss, Structural
anthropology. (pp.181-201).
New York: Anchor Books.

Lin, K. M., Demonteverde, L., &
Nuccio, I. (1990). Religion,
healing, and mental health
among Filipino Americans.
International Journal of Mental
Health, 19(3), 40-44.

Lum, D. (1982). Toward a
framework for social work
practice with minorities.
Social Work, 27(3), 244-249.

Mahler, M. (1968). On human
symbiosis and the vicissitude of
individuation: Infantile
psychosis (vol. 1). New York:
International University
Press.

Maoz, B., Rabinowitz, S., Merz,
M., & Katz, H. E. (1992).
Doctors and their feelings: A
pharmacological of medical
caring. Westport,
Connecticut: Preager.

Mass, M., & Al-Krenawi, A.
(1994). When a man
encounters a woman, Satan is
also present: Clinical
relationships in Bedouin
society. American Journal of
Orthopsychiatry, 64(3), 357-
367.



A SOCIAL WORKER WALKS WITH THE WIND

NARRATIVES

Morrissette, B.,Morrissette, B.,
McKenzie, B., & Morrissette,
L. (1993). Towards an
aboriginal model of social
work practice: Cultural
knowledge and traditional
practice. Canadian Social Work
Review, 10(1), 91-107.

Napoliello, A. L., & Sweet, E. S.
(1992). Salvador Minuchin’s
structural family therapy and
its application to Native
Americans. Family Therapy,
19(2), 255-165.

Nelson, S. H., & Torrey, F. E.
(1973). The religious
functions of psychiatry.
American Journal of
Orthopsychiatry, 43(3), 362-
367.

New, P. K. (1977). Traditional and
modern health care: An
appraisal of
complementarity.
International Social Science
Journal, XXIX(3), 483-495.

Nyamwaya, D. (1987). A case
study of the interaction
between indigenous and
western medicine among the
Pokot of Kenya. Social Science
and Medicine, 25(12), 1277-
1287.

Ogunremi, O. (1987). Community
mental health in Nigeria:
Challenge to the counselor
and the behavioral scientist.
Nigerian Journal of Guidance
and Counseling, 3(1-2), 43-49.

Palazzoli, M. S., Boscolo,u L.,
Cecchin, G., & Prata, G.
(1978). Paradox and
counterparadox: A new model
in the therapy of the family in
schizophrenic transaction. New
York: Jason Aronson, Inc.

Pedersen, P. B., Fukuyama, M., &
Heath, A. (1989). Client,
counselor, and contextual
variables in multicultural
counseling. In B. Pedersen, J.
G. Draguns, W. J. Lonner, & J.
E. Trimle (Eds.), Counseling
across cultures (3rd ed.).
Honolulu: University of
Hawaii Press.

Ragab, I. (1990). How can social
work really take roots in
developing countries. Social
Development Issues, 12(3), 221-
230.

Rando, T. A. (1985). Creating
therapeutic rituals in the
psychotherapy of the
bereaved. Psychotherapy,
22(2), 236-240.

Rankin, S. B., & Kappy, M. S.
(1993). Developing
therapeutic relationships in
multicultural settings.
Academic Medicine, 68(11),
826-827.

Rappaport, H., & Rappaport, M.
(1981). The integration of
scientific and traditional
healing: A proposed model.
American Psychologist, 36(7),
774-781.

Renner, H. P. (1979). The use of
ritual in a pastoral care. The
Journal of Pastoral Care, 33,
166-174.

Ruiz, P., & Langrod, J. (1976a).
The role of folk healers in
community mental health
services. Community Mental
Health, 12(4), 392-398.

Ruiz, P., & Langrod, J. (1976b).
Psychiatry and folk healing:
A dichotomy? American
Journal of Psychiatry, 133(1),
95-97.

Scheff, T. (1979). Catharsis in
healing, ritual and drama.
Berekely: University of
California Press.

Schindler, R. (1993). Emigration
and the black Jews of
Ethiopia: Dealing with
bereavement and loss.
International Social Work,
36(1),7-19.

Schwartz, D. (1985). Caribbean
folk beliefs and Western
psychiatry. Journal of
Psychosocial Nursing and
Mental Health Services, 23(11),
26-30.

Sue, D. W,, & Sue, D. (1990).
Counseling the culturally
different: Theory and practice.
(2nd ed.). New York: John
Wiley and Sons.

Van der Hart, O., Witztum, E., &
de-Voogt, A. (1988). Myth
and rituals: Anthropological
views and their application
in strategic family therapy.
Journal of Psychotherapy and
the Family, 4(3/4), 57-79.

Waldman, J. B. (1990). Access to
traditional medicine in a
western Canadian city.
Medical Anthropology, 12(3),
325-348.

Walker, L. (1995). The practice of
primary health care: A case
study. Social Science and
Medicine, 40(6), 815-824.

Wessels, W. H. (1985). The
traditional healer and
psychiatry. Australian and
New Zealand Journal of
Psychiatry, 19(3), 283-286.

West, J. (1987). Psychotherapy in
the Eastern province of Saudi
Arabia. Psychotherapy, 24(1),
105-107.

Yalom, I. D. (1975). The theory and
practice of group psychotherapy.
2nd Ed. New York: Basic
Books.

Yoder, P. S. (1982). Biomedical and
ethnomedical practice in
rural Zaire. Social Science and
Medicine, 16, 1851-1858.

REFLECTIONS: SUMMER 1998 21



Copyright of Reflections: Narratives of Professional Helping is the property of Cleveland
State University and its content may not be copied or emailed to multiple sites or posted to a
listserv without the copyright holder's express written permission. However, users may print,
download, or email articles for individua use.



