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Introduction

In India, Unani medicine is one of the officially recognized indigenous
systems of medicine. The term Unani is the anglicized form of the Arabic
yunani (‘Greek’), which alludes to its origin in ancient Greece. Graeco-Islamic
medicine' probably arrived in South Asia around the twelfth century, and
it flourished during the Mughal period (Speziale 2010a). After the decay of
the Mughal empire, Graeco-Islamic medicine continued to be supported in
some Muslim princely states during British rule, but most of its physicians
ceased to have the patronage and social status they once enjoyed. During
the late Colonial Period, medicine was made a theme for the nationalist
struggle for independence and the institutionalization of Unani medicine
was consolidated. Currently, Unani’s official support is coordinated by the
AYUSH Ministry,> which is in charge of the development of so-called Indian
Systems of Medicine (ISM) or indigenous medical systems of the country.
Unani medicine is practiced in public and private (college) hospitals, in
government research institutions, as well as by many private practitioners
all over the country.

Drawing on analyses of Urdu sources, the work of historians of Graeco-
Islamic medicine, and ethnographic details collected during clinical con-
sultations, conversations, and interviews with a myriad of physicians and
other actors of the Unani fraternity in India, this book unpacks what Unani
medicine is today by attending to its multiplicity, scrutinizing apparent
tensions between an understanding of Unani as a unified system of medicine
and its multiple enactments as indigenous medicine, Islamic medicine,
medical science, and alternative medicine. My research questions and
ethnographic analysis have been informed by theoretical works and second-
ary sources related to the history and anthropology of (traditional forms
of) medicine in South Asia and of Graeco-Islamic medicine in particular.

1 Throughout this work, I use the words Unani medicine, Graeco-Islamic medicine, Unani, and
tibb (‘medicine’) interchangeably. While Unani medicine is the current official denomination
in India, the term Graeco-Islamic medicine seems more apt to address this form of medicine
before its institutionalization.

2 AYUSHis an acronym for Ayurveda, Yoga, Unani, Siddha and Homeopathy. It was the name
of a department of the Ministry of Health and Family Welfare, Government of India, dedicated to
improve education and research of these forms of medicine. AYUSH also includes naturopathy
and, since 2010, Sowa-rigpa (Tibetan medicine). On g November 2014, Narendra Modi from the
Bharatiya Janata Party (BJP), then newly elected Prime Minister of India, established AYUSH
as a separate Ministry, naming Shripad Yesso Naik (BJP) its minister (AYUSH 2015).
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Through a focus on enactments of Unani and how these emerged and were
reinforced, the present work challenges an assumption commonly reproduced
in studies on indigenous medicine? in South Asia: that modern science and
traditional forms of medicine are incommensurable. While acknowledging
the asymmetries involved in legitimating efforts, I question the idea that the
modernization of traditional medicine, with the inclusion of new technolo-
gies and medical knowledge, invariably leads to the biomedicalization and
standardization of traditional forms of medicine. Further, my data presents
empirical evidence on the diverse nature of medicine (Berg and Mol 1998)
and proposes to rethink the apparent incommensurability* between the
epistemologies of Unani medicine and that of biomedicine and modern science.

Multiplicity, Practice Ontology, and Looping Effects

Answering the question ‘what is Unani medicine?’ requires examining
the multiplicity of its being: an officially recognized system of medicine,
medical knowledge, humoral medicine, traditional medicine, a source of
professional recognition, a platform for the articulation of Muslim identity.
This list is not exhaustive. It addresses some of the different enactments of
Unani medicine that are dealt with in the chapters of this book. Practice
ontology provides a framework for understanding how practices produce
Unani medicine—not only knowledge about it.

Annemarie Mol examined how a disease, atherosclerosis, was multiple
in the sense that it was enacted in different ways in the context of a Dutch
hospital. Pathologists, clinicians or the patients did not see atherosclerosis
differently. Rather, their practices made, or enacted, different versions of it,
while still retaining its integrity as a single disease. Hence, atherosclerosis is
not fragmented, but multiple: it is ‘more than one and less than many’ (Mol

3 lagreewith Janesin that ‘there is no satisfactory term to refer to non-Western, indigenous
medical systems’ (1999:1803). The term ‘traditional’ medicine is problematic because it implies
alack of change (ibid.). Similarly, as I discuss in Chapter1, the term ‘system of medicine’ implies
homogeneity and cohesion (Attewell 2007), while practices are often characterized by a lack
thereof. Throughout this book I use the terms ‘traditional forms of medicine’ and ‘traditional
medicine’ interchangeably while acknowledging their limitations and flaws. The same applies
for the term ‘biomedicine’ which implies more cohesion than it actually has (Sieler 2015: 159).
I have refrained from using quotation marks when mentioning them.

4 Thomas S. Kuhn defined incommensurability as different standards or definitions of science
(2012 [1962]: 147). He explained the incommensurability of competing paradigms as follows:
‘Practicing in different worlds, the two groups of scientists see different things when they look
from the same point in the same direction’ (Kuhn 2012:149).
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2002; Mol and Law 2002:11). When we consider objects not just as the focus
of people’s perspectives, but as ‘things that are manipulated in practices),
then ‘reality multiplies’ (Mol 2002: 4-5).

For Mol, only a single reality is enacted at a single time. In her study, the
enactments of atherosclerosis took place in different rooms and by different
persons, all within the same hospital, though. Whenever some of these
enactments diverged to the point of contradicting each other, a hierarchy
had to be established. This effort, which Mol calls coordination, is necessary
for the preservation of unity and is characterized by the ‘winning’ of one
enactment over the others, while incompatible ones are discarded. In this
way, while there is manifoldness, there is no pluralism (2002: 84). Mol's idea
of multiplicity seems to fit the object of this study, Unani medicine, very
well. Like doctors and patients did in the case of atherosclerosis, hakims and
researchers seemed all to agree about what Unani is, even though in practice
it was enacted in different ways, as the following pages will illustrate. Fol-
lowing Mo, different versions of an object may create frictions which need
to be coordinated, and each attempt of coordination is political, because
relations of power are decisive when it comes to decide which version is
enacted at each time. Authority, then, is crucial in the ethnographic analysis
of ontologies of practice. However, its role should not be overestimated, as,
in the case of Unani, authorities are multiple, too.

An important consequence of the shift of attention from epistemologies®
to ontologies in scholarly work is that instead of focusing on the precondi-
tions necessary for acquiring true knowledge and addressing the question
if representations of reality are accurate, knowledge about an object ‘is not
understood as matter of reference, but as one of manipulation’ (Mol 2002: 5).
It is here that Mol’s philosophical questions meet ethnography, because
the way in which these manipulations take place, i.e. the ways in which
ontological politics are made, correspond to actions that can only be analysed
in the making through empirical examples. Only an observation of how
coordination takes place and different enactments are reconciled can answer
the question of being. This is what Mol calls a ‘shift from an epistemological
to a praxeographic appreciation of reality’ (2002: 53).

Enactments of Unani are done simultaneously in different places: a hakim
who is feeling the pulse of a patient during a consultation, a practitioner

5 The usage of the term epistemology requires clarification. Hankinson has pointed out its
standard philosophical meaning as ‘theory of knowledge’ as opposed to its use in social sciences
as ‘belief-system’ (1995: 61). In the case of Unani both are related: the fundamental principles
are determined by its theories of knowledge and vice-versa, as discussed in this book.
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prescribing a medicine in a government facility, a Unani college student
learning about modern research methods for her exam. At the same time,
a patient may be visiting a hakim thinking of him as a practitioner of
desi (indigenous) medicine, while the hakim himself may make claims of
authority as a practitioner based on his BUMS (Bachelor in Unani Medicine
and Surgery) degree, and recommend cupping as treatment because it
is ‘prophetic medicine’. Are all these enactments of Unani? What about
patients visiting a hakim thinking that he is a vaid (practitioner of Ayurvedic
medicine)? And what about BUMS graduates who officially practice Unani
but, in reality, clearly use biomedical nosologies and therapies? Mol has
addressed this kind of questions using her idea of distributions, through
which ‘difference isn’t necessarily reduced to singularity if different “sites”
are kept apart’ (2002: 88). Mol sees distribution as spatial metaphor. While
the different enactments of Unani in different settings may represent
distribution as real, the idea of distribution also applies for the different
contexts where Unani is enacted in different ways. Sometimes—within
a single consultation, for example—Unani was represented differently
without producing any friction at all. In this way, not all enactments are by
definition concurrent, on the contrary: they may be even complementary
to each other. The contexts set the framework through which simultaneous
enactments may be considered to conflict or to complement one another.

While Mol’s practice ontology approach helps us to effectively examine
multiplicity without fragmentation—and hence to understand how Unani
can be a coherent system of medicine while retaining a characteristic
multiplicity—, it does not address the historicity of ontological practices
and how they create realities on the long term. This is understandable since
the context of her study, the hospital, provided a clear and manageable
setting to understand the ontologies of a single disease. However, when
we ought to analyse the multiplicity of something like Unani medicine
in India, new questions arise: why do certain representations prevail
above other ones over time? How are dominant enactments perceived
as ‘more real’ than others, being even naturalized to the extent that they
are non-negotiable in practice, while others are characterized by more
flexibility? It is here that Ian Hacking’s concept of looping effects (2002
[1995]) appears to be useful.

Hacking is another philosopher interested in ontology. He focused on the
patients of multiple personality disorder and how they come into being as
specific kinds of persons, what he called human kinds (ibid.). Human kinds
are interactive kinds, they can become aware of how they are classified
and they may modify their behaviours accordingly (Hacking 1999: 32). He

printed on 2/10/2023 5:12 PMvia . Al use subject to https://ww.ebsco.coniterns-of-use



EBSCOhost -

INTRODUCTION 15

called this feedback effect ‘the looping effect of human kinds’ to refer to
how ‘people classified in a certain way tend to conform or grow into the
ways that they are described; but they also evolve in their own ways, so that
classifications and descriptions have to be constantly revised’ (1995: 21).
What Hacking seeks to emphasize through his focus on interaction is that
things social are not just constructed unidirectionally, but they also make
themselves (1999: 116). Hakims, BUMS students, researchers, government
officials, manufacturers of Unani products, and even patients enact Unani
in different ways, and these enactments produce the feedback effect that
Hacking named ‘loopings’. Hacking’s idea of ‘dynamic nominalism), i.e.
‘how our practices of naming interact with the things that we name’ (2002:
2) also describes very well a phenomenon explored in this book, namely
the role of different denominations in the ontologies of Unani medicine.
To understand how this works, a look into the history of Graeco-Islamic
medicine is inevitable, even though my focus as an anthropologist rests
on current social processes.

The question this book addresses is not only related to ‘what counts
as knowledge in specific historical circumstances’ or ‘why particular
beliefs and systems of belief arise and are accepted in particular historical
circumstances, how they are sustained under relevant social conditions,
and how they reflect political and economic interests’ (Lynch 2013: 451).
Moreover, I seek to understand how Unani medicine, i.e. what is accepted
and understood as such today—and, more generally speaking, as tradi-
tional medicine—, was made, created, constituted, and naturalized. While
‘[bliomedicine informs anthropology on all levels of inquiry, the definition
of what we aim to study, to the way in which we write fieldnotes and to
the way we stake our claims in arguments with medicine’ (Ecks 2008: 85),
specific enactments of traditional medicine also influenced the way in which
I approached the subject of this study in the first place, namely as a problem
of conflicting epistemologies between modern science and humoral-based
forms of medicine. Attending to enactments of Unani medicine and the
looping effects they generate makes it possible not only to acquire a deeper
understanding of Unani medicine in particular and traditional medicine in
general, but also to question certain tenets that have been taken for granted
even in the academic study thereof.

My aim is not to prove that ontologies are historical and context-depend-
ent, but to take a closer look into the processes that shape contemporary
Unani medicine in India in order to understand fow particular ontologies
emerge and become established. This book examines the ways in which
those involved in the realm of Unani medicine enact different ontologies
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in practice (Mol 2002) while at the same time producing looping effects
(Hacking 2002 [1995]) which lead to the perpetuation specific kinds or ideas,
some of which this work seeks to contest.

Unani and Traditional Medicine in South Asia

Graeco-Islamic medicine has been mostly studied by historians of Muslim cul-
tures and societies. There are only a few anthropological or sociological works
dealing with Unani in the context of South Asia.® If we compare the number
of anthropological publications dedicated to Unani with those dedicated to
other forms of Asian medicine, the marginality of Unani medicine is striking:
to date, there is no single edited volume about Unani medicine, in comparison
to volumes and special issues dedicated to the study of Ayurveda (Wujastyk
and Smith 2008) or Tibetan medicine (Pordié 2008a; Schrempf 2007).

The dominance of Ayurveda is inescapable in the academic study of Indian
medicine. Unani has been commonly mentioned in works about traditional
medical systems of South Asia, but when studied more in depth it has been
mostly from a comparative perspective, whereby Ayurveda received most of
the attention (Bode 2008; Bright 1998; Sheehan 1983). Both Bode’s and Bright's
works thematized the commoditization of Unani medicine in the context
of the modernization of Indian society, engaging in an analysis of how
pharmaceutical products adapted to modern demands. While Bright’s work
was informed by phenomenological theories, as she sought to demonstrate
how what she called ‘everyday kitchen medicine’ was related to ‘the body
politic of commoditized drug production’ (1998: 262), Bode followed ‘the
social life’ of Unani drugs, as proposed by Whyte, van der Geest & Hardon
(2002) following Arjun Appadurai’s framework to study ‘the social life of
things’ (2013). Bode and Bright concluded that the market shaped Unani
medicine, and that Unani pharmaceutical products embodied both tradition
and modernity at the same time, dissolving the dichotomy (Bode 2008: 221ff,;
Bright 1998: 263). Because these studies explored at length the production
and circulation of Unani pharmaceutical products, I only rehearse the
topic briefly in this book, even though it is of extreme importance for an
understanding of contemporary Unani medicine.

6  Forstudies on the practice and influence of Graeco-Islamic medicine among Muslim Swahili
communities in Kenia and Zanzibar see for example Beckerleg (1994), Parkin (2000; 2007) and
Swartz (1997). For a study on the integration of Graeco-Islamic medicine in the Malay peninsula
see Laderman (1992).
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Only few other publications deal with contemporary practices of Unani
medicine (Liebeskind 1996; Reichmuth 2016; Sheehan and Hussain 2002).
Historians with intimate knowledge about Graeco-Islamic medicine in
South Asia have criticized some of the developments brought about in the
postcolonial context, notably modern research efforts aiming at the scientific
validation of Unani medicine and its de-Islamization (Speziale 2010a) and
the institutionalization of training (Attewell 2005; Speziale 2010a). The term
‘medical communalism’ was coined to address how Unani representatives in
India often blamed the government for lack of support based on communal
arguments (Quaiser 2012a). All these topics have crucially informed my
research and are discussed in different chapters of this book.

The Biomedicalization of Traditional Medicines

Biomedicine has been described as ‘one of the most successful Western
exports ever, which makes it ‘ideologically, scientifically, financially and
politically dominant nearly everywhere, producing asymmetries with other
forms of healing’ (Naraindas et al. 2014: 6). These asymmetries have been
part of recent research agendas proposing the questioning of their ‘natural-
ness’ and how they have been created through looping effects involving
practices, institutions as well as the politics, power and resistance related to
them (ibid.). Although it can be agreed that the dominance of biomedicine
characterizes the asymmetries of medical pluralism in the modern world,
the assumption that this was always the case is wrong (Baer et al. 1997: 212ff.).
Even though traditional medical systems borrow from biomedicine in order
to legitimize their professionalized branches, biomedicine’s dominance has
never been absolute (ibid.). This is an important point, as it reflects one of the
perceived paradoxes that guided the initial stages of this research project,
based on my reading of the anthropology of Asian medicines.

In the study of what he called ‘medical revivalism in modern India),
Charles Leslie asserted that the adoption of institutions and concepts
from biomedicine in Ayurveda and Unani can be seen as the continuation
of a ‘tradition of syncretism’ of both forms of medicine, which had been
influencing each other for a long time and whose practices were by the
nineteenth and twentieth centuries already ‘radically different from the
classical texts’ (1976b: 356f.). Leslie termed these ‘syncretic traditions’ that
varied from the classical texts ‘traditional culture medicine’ and argued that
its practitioners knew some of the classical texts but their practices were
more influenced by commentaries and oral transmission (1976b: 358f.). He
agreed that professionalized Unani (and Ayurvedic) physicians, i.e. those
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trained in colleges and participating in institutions, practiced mostly a
form of ‘popular culture medicine’ characterized by the combination of
concepts such as hot and cold food, vitamins, germ theory, and religion
(ibid.) Certainly, Leslie nailed down the common characteristics of Unani
medicine as practiced in institutional settings and provided a solid basis
for the study of modernization processes related to traditional medicines.
While the distinction between ‘classic’ literate systems and their ‘local
appearances’ was still made in the 1990s (Leslie and Young 1992: 2), the
argument was moving away from the idea of corruption through inclusion
of exogenous elements towards an understanding of Asian medicine as
evolving and constantly transforming itself (ibid.).

Leslie’s depiction of the modernization process and its outcomes as
ambiguities (1974, 1976b) remains a prevalent view today. His statement
that ‘Ayurvedic and Yunani medicine have evolved in an ambiguous para-
professional relationship to cosmopolitan medicine [biomedicine]’ (1976b:
365) remains as relevant as 4o years ago. This is reflected in policies such
as the current National Rural Health Mission (NRHM) programme by the
Government of India, which seeks to fill the gaps in health care coverage
through the appointment of Unani (and other non-biomedical) practitioners
in rural areas where there is a lack of biomedical practitioners.

The official distinction and recognition between MBBS (Bachelor of
Medicine and Bachelor of Surgery) doctors, doctors of traditional medicine,
and folk practitioners who lack formal training has been discussed in papers
that problematize the sanctioning of medical practices in the Indian health
care system, pointing out to the hierarchies and ambiguities involved in es-
tablishing what counts as legitimate medical practices and what as quackery
based on formal training which emulates the biomedical model (Bode and
Hariramamurthi 2013; Lambert 2012). For the case of Tibetan medicine, it
has been suggested that the different forms of training grant different forms
of recognition as medical professionals, depending on the contexts where
the medical expertise has to be applied (the so-called ‘taskscapes’) (Pordié
and Blaikie 2014). In this way, training and official recognition have adapted
pragmatically, creating different kinds of practitioners of Tibetan medicine,
each with a specific task to be fulfilled in a particular environment (ibid.).

The mingling of biomedical knowledge with indigenous medicine has
been discussed as the consequence of institutionalized training. Biomedical
training in colleges of indigenous medicine often serves primarily the
interest of the government to fill gaps in the (biomedical) health coverage.
This has impacted the practice of indigenous medicine on a larger scale in
what Smith & Wujastyk called ‘the biomedicalization of Ayurveda’ (2008:
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8). Harish Naraindas claimed that the inclusion of biomedical nosologies
in Ayurvedic colleges lead to the creation of ‘modern doctors of traditional
medicine’ (2006, 20144, 2014b). Initially, Naraindas (2006) argued that this
form of mixed training in institutionalized settings lead to a conceptual
bilingualism used in medical practice, whereby practitioners shift from
one language—and their belonging epistemologies—to another, given the
case. He referred to the enactment of one among the competing epistemolo-
gies, i.e. Ayurvedic or biomedical, as ‘nosopolitics’ (20144, 2014b). In a later
work, however, Naraindas distanced himself from the idea of conceptual
bilingualism, arguing that Creolization is a better term to describe this phe-
nomenon because Ayurvedic practitioners are not fully conversant in both
the languages of allopathic and Ayurvedic medicine, but rather they ‘speak’ a
new and simplified language on its own, whereby one language—according
to him that of biomedicine—dominates (2014b: 124). Like Naraindas, and in
line with Leslie’s proposition of syncretic traditions (1976b), Laurent Pordié
suggested that new forms of traditional medicine integrating biomedical
concepts may be analysed as medical forms on their own (2008b). In his
study of Tibetan medicine, Pordié proposed ‘neo-traditionalism’ as an
analytical category that fairly subsumes the social phenomena at stake in
producing neo-traditional practitioners (ibid.). The concept refers to forms
of practices that arose in a new social, political and economic environment
and which can be characterized by the appropriation of ideologies and
epistemologies which, at least initially, are considered by the outside scholar
to be exogenous (Pordié 2008b: 12f.).

While these works address some of the realities of the contemporary
practices of traditional medicines, thus also being useful in the analysis
of the Unani case, they do not correspond to all forms of contemporary
Unani practice. This is because the inclusion of biomedical notions and
techniques in Unani clinical practices, as some examples from the field
shall illustrate, did not necessarily effect a substitution or transformation
of Unani knowledge. This is precisely one of the ideas that the present work
seeks to challenge, a task undertaken in Chapters 3 and 4.

The epistemological gap between traditional forms of medicine and
modern science have been discussed as causing tensions. Jean Langford,
for example, focused on the disparities between Ayurvedic epistemology
and modern science, arguing that the ‘anxiety about how to translate dosa
[the equivalent to humour in Ayurveda] into scientific facts is sustained
in part by the needs to accommodate the somatic imagery of modern
diagnostic technologies’ (2002: 155). Her discussion of the use of modern
diagnostic methods in Ayurvedic practice highlighted their failure to
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visualize metaphysical elements such as the humours, creating tensions
(2002:159). These ‘tensions’ between traditional and modern ways of knowing
have also been reflected in studies addressing the so-called validation of
indigenous knowledge, especially regarding drugs. For the case of Ayurveda,
ithas been argued that a process of pharmaceuticalization is taking place,
whereby Ayurvedic drugs are validated under modern scientific parameters
while rendering its underlying epistemic framework superfluous (Banerjee
2004). Other authors have been critical about the use of modern scientific
research—whose epistemologies are considered to be incompatible with
that of traditional forms of medicine—in order to prove the efficacy? of
traditional medicine and its therapies (Adams 2002a, 2002b; Adams et
al. 2005; Bode 2009, 2015; Bode and Payyappallimana 2013; Janes 2002;
Pordié 2010), arguing against a biomedicalization of traditional forms of
medicine. Here, biomedicalization means not just the inclusion of biomedical
concepts and practices in indigenous medicine, but more generally the
use of modern scientific research for the validation of indigenous medical
knowledge as well as the pharmaceuticalization of traditional medicine.
Through these, and through the use of modern diagnostic methods and
other technologies considered to be biomedical, modern science is assumed
to impose a biomedical epistemology on indigenous medicines, exercizing
thus domination in form of an ‘epistemic violence’ (Spivak 1988), whereby
only the framework accepted by the international scientific community,
i.e. that of Western modern science, is accepted as valid (Pordié 2014b: 50).

Two problems (at least) emerge from this critique against biomedicaliza-
tion: the idea that the epistemologies of indigenous forms of medicine
necessarily diverge from (or even oppose) that of modern science, and the
notion that the dominance of modern science is absolute. Recent studies
have proposed alternatives to the critical views which assume a divide and
incompatibility between indigenous and modern scientific or biomedical
ways of knowing. Notably, the ‘reformulation regime’ in the Ayurvedic
pharmaceutical industry has been ‘characterised by the emergence of a
world specializing in the production, the invention, and the marketing of
polyherbal therapeutic specialities building on strong continuities, both
conceptual and material, with India’s traditional medicines’ (Pordié and
Gaudilliere zo14a: 7). This regime, while strongly influenced by the modern
market economy and the dominance of modern scientific research, is an

7 TuseBode & Payyappallimana’s distinction between ‘efficacy’ as the ‘outcomes of research
sanctioned by the international biomedical and pharmacological community’ and ‘effectiveness’
to imply ‘the worth of treatments on the ground, i.e. for patients who make use of them’ (2013: 2).
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example of how Ayurveda adapts to the current global scenario not by simply
absorbing modern scientific paradigms and reproducing asymmetries by
doing so, but rather by ‘reshuffling’ existent asymmetries instead (Pordié
2014a: 50). This is done through the creation of forms of an ‘alternative
modernity’ (Chatterjee 1993) resting on ‘a dialectic which constantly rede-
fines and displaces the boundaries between the “inside” and the “outside,”
between what is accepted as modern and what is promoted as tradition’
(Pordié and Gaudilliere 2014a: 4). While Ayurveda—through the persons
involved in activities related to it—, has been recognized as being able to
make use of advances related to modernization, industrialization and the
global market economy for its own benefit, its relation with modern science
and biomedicine continues to be understood largely as generating tensions
and an ‘uneasy hybridity’ (Pordié 2015: 6) between the epistemological basis
of traditional forms of medicine, the forms of new knowledge production,
appropriation and circulation, as well as their commercialization (Gaudilliére
2014a; Pordié and Gaudilliére 2014b; Pordié and Hardon 2015) attributed to
the current politics of drug discovery, production and distribution.

A close examination of concepts underlying Unani enactments invites
us to reconsider the conceptualization of the relationship between Unani
medicine and modern science as surrounded by ‘tensions’ based on diverging
epistemologies, in accordance to the critique on binary epistemologies
(Pordié and Gaudilliere 2014a: 3). Perhaps one of the most important findings
of the present work is that Unani medicine is not necessarily incompatible
with biomedicine or modern science. Most of those involved in the practice
and research of Unani medicine did not consider biomedicine or modern
science to present a concurring or dominating epistemological framework
against which Unani had to compete. This consideration should not be
regarded merely as the product of the current dominance of modern sci-
ence. Instead, it was rooted in the history of Unani medicine itself and was
reflected in some of its clinical practices. While not denying the existence
of tensions and an uneasy relationship between Unani medicine and bio-
medicine or modern science, this book proposes that these are not mainly
rooted on diverging epistemologies of healing, but rather on configurations
of the political and economic world order instead.

Theory vs. Practice?
For years, scholars of traditional medicines sought in classical canoni-

cal texts for the underlying epistemologies that determined physicians’
understanding of health and healing and their application in clinical
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practice. Textual medical traditions were judged superior than so-called
folk-healing practices, which were based mostly in vernacular knowledge.
Graeco-Islamic medicine was studied by scholars of Oriental and Islamic
studies with a background in history and philology (Biirgel 1976; Ullmann
1997 [1978]) before it caught the attention of a few anthropologists. The study
of the texts attributed to Graeco-Islamic medicine, hence, preceded the
academic engagement with their medical practices. Non-Western textual
medical traditions were understood to follow their own—albeit different
from the Western—rationale, and thus to be scientific in their own terms.
Charles Leslie referred to humoral-based textual forms of medicine as
‘great-tradition medicine’ (1976a: 2), while vernacular forms of healing were
part of what he called 1ittle traditions’, following the classification of civiliza-
tions between hierarchic and lay societies laid down by Redfield (1960). As
medical anthropologists increasingly studied the practice of textual medical
traditions, the variations of the recorded practices vis-a-vis the texts that
were considered to form their basis were explained through the influences
of colonialism, modernization, the hegemony of biomedicine, and other
developments such as technological and scientific advancement as well as
professionalization (Leslie 1976a). Leslie was a pioneer in acknowledging
these variations in medical practices not as inconsistencies, but as medical
forms in their own right. He distinguished, among others, between the
Ayurveda and the Unani of the texts, professionalized Ayurveda and Unani,
as well as ‘popular-culture medicine’, the latter being an extension of the
syncretic medicine of traditional culture, mingling concepts and practices
from the textual and cultural tradition with modern concepts of vitamins,
germ theory of disease, popular astrology, and religion (1976b: 358£.). Through
this pragmatic approach, the different forms of practice of Ayurveda and
Unani medicine were not seen as less authentic than forms of practice closer
to the canonical form, but rather as different manifestations or forms of
practice, each being worth of academic engagement.

Leslie’s approach continued to influence medical anthropological research
of Indian medicine for decades. For instance, Langford argued that the
ancient texts provide the bases or parameters that guide Ayurvedic practice.
She distinguished between ‘contemporary Ayurveda’ and ‘the Ayurveda of
the ancient texts’, pointing out to the broad plurality of medical practices
that may be perceived as Ayurvedic by patients and healers alike (2002: 4).
In spite of this separation between Ayurveda as in the texts and Ayurveda
in practice, she argued that the idea of illness as the product of changes
related to the three dosas or humours as known in Ayurveda corresponds
to ‘one common thread running through these diverse practices’ (ibid.).
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The humoral aspect, thus, was seen as the essential core of Ayurveda, the
shared ground between classical texts and actual practice.

Ibn Sina, perhaps the most authoritative figure in the Unani tradition,
understood medicine as science or knowledge (‘i/m) consisting of the knowl-
edge of the principles underlying its practice (which he called ‘theory’ or
‘knowledge’) as well as the knowledge of the modes of practice (‘practice’).
Unlike the current general understanding, practice here does not refer to
the direct application of knowledge, but to knowledge about its application
instead (1993: 1f.; Kurz 2014: 15f.). Following Ibn Sina, theory engages with
the fundamentals of medicine and shall not be questioned by a physician,
as they constitute an area of inquiry for philosophy and physics instead of
medicine (1993: 4f.). The ‘practice’, by contrast, consists of knowledge based
on empirical observation and reasoning and which has a practical applica-
tion. While the fundamental principles underlying Graeco-Islamic medicine
have remained largely constant over time, practical aspects concerning
diseases and their treatments kept changing for several reasons, including
the need to adapt to different environments and diseases due to geographical
expansion, trade, varying religious norms, warfare and travel, to mention
a few (Pormann and Savage-Smith 2007: 2).

Even though it is represented as a textual tradition, Unani medical knowl-
edge is not only based on textual sources. As Chapter 2 evinces, innovation
and originality are still considered important virtues of good hakims. Hence,
analyses of concepts of health and healing should take into consideration
the dialectic relationship between different entanglements of tacit and
exclusive knowledge with textual knowledge and actual practice, including
the representations thereof, instead of considering them as separate entities.®
In the case of textual-based medicine, ‘[i]t is important to recognize that
both texts and practice exist in parallel and, importantly, their forms of
interpretation inform one another’ (Sieler 2015: 10). The textual sources of
the Graeco-Islamic tradition cannot be compared to the actual practices
of Unani practitioners because they cannot be separated from each other
in the first place. Unani medicine is constituted by its extensive textual
tradition, be it as a ‘baseline’ or ‘common thread’ influencing practices,
as Langford argued for the case of Ayurveda (2002: 4), or as an anchor for
intellectual, communal, or even scientific identity, as I discuss in Chapter 1.
However, Unani medicine is equally made out of practices and knowledge
that is not found in the textual sources, but it is gained through intimate

8 Thisdistinction may make sense in certain cases, however, for analytical purposes, as long
as it does not suggest an actual separation between them.
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lineages of transmission or own experimentation and experience. It is for
this reason that the engagement with Unani textual sources in this book
does not seek to compare theory and practice, but rather to understand, to
any possible extent, how the multiplicity of Unani medicine is configured
out of sources and practices in different contexts through looping effects.

From the Topic to Fieldwork

The present study is the product of my engagement in an interdisciplinary
research project on the representations of Graeco-Islamic medicine in South
Asia. In March 2012, my colleagues and I hosted a conference in Bochum
to which we invited, among others, several scholars of Unani medicine
from India and Pakistan, including the owner of a Unani pharmaceutical
company.® Their presentations ranged from topics related to the history
of Graeco-Islamic medicine to pharmacological research on the efficacy
of Unani therapies used for the treatment of hepatitis. They talked about
the four humours, which they presented as the basis of the Unani system
of medicine, and yet they explained the action of Unani remedies on terms
of efficacy using modern scientific research. I was puzzled: how could they
explain health and disease based humoral theory, while at the same time
testing their medicines in the laboratory on rabbit tissue, drifting away from
the holistic approach that Unani representatives are so proud about in order
to follow standard procedures of a scientific framework that vehemently
rejects the existence of the four humours? During the conference, I asked
them this question, but none of them seemed to identify a contradiction in
accepting both modern science and the humoral paradigm. For our guests,
conducting modern research did not equate the rejection of humoralism,
on the contrary: in their eyes, proving that the medicines work confirmed
that the old hakims who developed Unani medicine were right all the time.
I was not convinced by this reasoning. Informed by the literature, I saw their
ideas with scepticism, if not with a certain degree of distress. I thought of
them as influenced by the hegemony of biomedical science, which imposed
its yardstick upon all forms of medicine, making them part of a power game
they would never have a chance to win. I thought that modern scientific
research on Unani would invariably lead to its biomedicalization, and that

9  The conference ‘History, Culture and Science: Asian and European Perspectives on Comple-
mentary and Alternative Medicine (CAM)’ took place from 12-18 March 2012 at the Ruhr-University
Bochum.
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the Unani scholars trying to demonstrate the validity of Unani medicine
using modern scientific research were falling into an epistemological trap
that could end eroding Unani medicine sooner or later.

About six weeks after the conference I left for India. My first meeting
was with Mehr-e Alam Khan, the officer in charge of the publications at
the CCRUM (Central Council for Research in Unani Medicine) in Janakpuri,
New Delhi. Mr. Khan explained that proving Unani medicine scientifically
was a priority for the government. After this first meeting, I left with a list of
further contacts and permission to visit the Regional Research Institutes of
Unani Medicine (RRIUMs) under the CCRUM umbrella in seven cities, from
Srinagar to Chennai. In the following three months, I toured the country
visiting practitioners, government officials, Unani colleges, and the research
institutes under the CCRUM. I observed how Unani physicians made use
of modern diagnostic methods and modern concepts of research with the
same ease as that they explained to me the humoral theory as the basis
of Unani. As an outside observer, I remained intrigued by this apparent
incongruity and by how informants remained oblivious to it. I routinely
asked them ‘how do you reconcile the fundamental principles of Unani
medicine with modern scientific research or modern diagnostic methods?’
And every time that I asked this question, I was confronted with confused
looks. ‘What do you mean?’, they would ask. Clearly, my informants were
not seeing a problem where I saw one. Only later on did I realize that I was
asking the wrong question.

The topic of the present work developed with research itself. Initially,
I was looking at investigating the institutionalization of Unani medicine
and its development as Complementary and Alternative Medicine (CAM).
I soon found out that CAM was not a useful category to investigate Unani
in India: Unani could be Indian medicine, Islamic medicine, prophetic
medicine, humoral medicine, herbal medicine and a system of medicine;
‘complementary medicine’ was just one among the many enactments of
Unani. I originally wanted to integrate non-registered hakims into my study,
too, but because I entered the field with valuable official contacts—some
of whom I had met at our conference in Bochum—, contacting the informal
sector proved to be difficult because my initial contacts were careful to
introduce me to practitioners that they considered to be best representatives
of Unani medicine. Another aspect that I initially wanted to examine was
the role of the textual tradition into the contemporary practices of Unani
medicine. But that also became a problematic task: how could I presume to
compare a textual corpus I was hardly knowledgeable about with practices
that turned out to be multiple themselves?
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Conducting Fieldwork

Between 2012 to 2013, I spent a total of nine months conducting multi-
sited ethnographic research in India. During my first stay, I focused on
institutions and on getting a general picture of Unani medicine in the
country, travelling across the country to visit the CCRUM headquarters
and several of its regional branch offices, Unani colleges and hospitals,
out-patient departments (OPDs) in government facilities, private Unani
clinics, hakims, manufacturers of Unani products and their production
units, research institutions as well as government officers. I visited numerous
Unani davakhanahs (‘dispensaries’) and hospitals. These visits allowed me
to have long conversations with Unani physicians and, in some cases, also
to observe them attending patients. The core of the clinical observations,
however, took place during my second stay, when I sat in the clinics of
three hakims practicing Unani medicine and one BUMS graduate who
declared to practice biomedicine in Mumbai and Hyderabad. I observed
their daily routines and medical consultations and sat with patients and
staff in the waiting room, chatting with them. Some of the hakims and their
staff invited me to share lunch and dinner with their families, thus I also
had the opportunity to observe their interactions outside the professional
realm of their clinics, in the intimacy of their homes and in company of
their friends and family.

In Mumbai, I first spent several weeks in different clinics of the Azim
Davakhana, a family enterprise run by Hakim Azim and his brothers. It
had several branches in different locations with predominantly Muslim
population in and around Mumbai. Hakim Azim had no formal training
in Unani medicine, he claimed to be a khandant (family) hakim, i.e. one
belonging to a family tradition. His father’s life remained obscure to me,
all I knew was that his father had opened the davakhanah (‘dispensary’)
and that Hakim Azim had been practicing for twenty to 25 years on his
own, after having learned from his father since he was thirteen or fourteen
years old. Hakim Azim was between forty and fifty years old, he was a big
bulky bearded man with incipient baldness, always wearing a shalwar
gamiz (long, loose shirt’) and often a topi. He spoke in a very calmed way
and would listen carefully to his patients. He was very fond of pan (‘betel
leaf’), during his shifts in the clinic he would always bring some to chew.
His charming smile was reddened because of this habit.

Hakim Azim'’s brothers held BUMS degrees, they shared different shifts for
the consultation hours in the four dispensaries they owned. I visited three
dispensaries, but most of the time I observed the practices in one of them
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located in a northern suburb of Mumbai known for its Muslim population
and its history of multiple communal riots in the past. According to Hakim
Azim, the clientele was more affluent there. The dispensary had enough
space for about six plastic chairs and several benches where patients sat
waiting for their turn to come inside the clinic. Sometimes, as I waited —like
everyone else— for Hakim Azim to come, I observed clients approaching
the counter asking for specific medicines. Most medicines consisted of an
assortment of one Ayurvedic and two Unani brands, but Hakim Azim also
manufactured his own medicines—albeit on a very small scale—following
what according to him were exclusive family recipes.

Next to the counter, a door led to the tiny clinic. Inside, a desk was situated
in front of a wall with shelves attached to it. A screen on the desk showed
different images from CCTV cameras which recorded different angles of the
dispensary: the cash counter, the medicine shelves, the waiting room. Many
patients stared at the screen during the consultations. Hakim Azim sat on
an office chair next to the desk and the door, in this way he could open and
close it to let patients in and out without getting up. There was another chair
close to the desk, this is where patients had to sit during the consultation.
On the opposite wall there was a large bench which was sometimes used as
a doctor’s table. Most of the time, the persons accompanying the patients
would sit on it. I sat there, too. The cream coloured walls were slightly dirty,
two posters showing the anatomy of the human body with English terms
were hanging on them. There was a table clock in the room, too, its tic-tac
was the only audible sound in the tiny clinic during the silent moments when
Hakim Azim read his patients’ pulse. The patients were, in their majority,
young men with sexual problems: premature ejaculation, night emissions,
erectile dysfunction. Hakim Azim told me about their cases each time after
the consultations. I could not follow those, as he and his patients whispered
in each other’s ears. My time with Hakim Azim was brief, as my presence
clearly disturbed those intimate consultations with mainly male patients.
He gave me the number of a Dr. Hussain and said: ‘He practices allopathy,
but he is the best physician I know.

Although not a Unani clinic, the Fakhar Clinic run by Dr. Hussain gave
me important insights into how a BUMS graduate practiced biomedicine.
This small clinic was situated between Kamathipura and Nagpada, now a
mostly Muslim neighbourhood known as Mumbai’s red light district and
infamous for its former mafias. The clinic was located in an inconspicuous
small walkway with shops and private residences. Dr. Hussain knew the
area since his student times, when he came as a bachelor from Uttar Pradesh
(UP) and stayed with a Jewish woman as a paying guest. He obtained his
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Unani degree from the former Tibbia College, where he was active as student
speaker. He initially wanted to study allopathic medicine but, like many
others, he decided to try Unani medicine after he was not admitted to the
MBBS course. Practicing allopathic medicine was easier for him since he
admittedly lacked deep knowledge about Unani. Having no family back-
ground, it would have been very difficult for him to establish himself as a
reputed and popular Unani practitioner. He kept learning about biomedicine
through his participation in seminars and courses, the certificates of which
were displayed in the waiting room of his small clinic. He specialized in
venereal diseases including HIV and AIDS.

Dr. Hussain saw his profession as a service, and because infectious dis-
eases were common in the area, he argued that biomedicine could serve
his patients better, even though he acknowledged the advantages of Unani
therapies on the long term. There was a tiny dispensary attached to the wait-
ing room of his clinic. Imtyaz, a friendly young man, handed out medicines
to the patients according to Dr. Hussain’s instructions. Both allopathic and
Unani medicines were available from this tiny pharmacy, whereby the
assortment of the former was by far more numerous. The consultation room
was located next to the dispensary, it consisted of Dr. Hussain’s desk and a
patients table with a curtain. Next to it were shelves with sterilized syringes
and antibiotics ready to use. The antibiotics were used frequently, as most of
his patients came with different infection complaints. There was also a sink
with sterilizing soap where Dr. Hussain washed his hands after examining
each patient. The wall in front of the desk had a small opening, through
it the doctor could address Imtyaz directly and dictate the prescriptions
for him to hand out to the patients through another window of the small
pharmacy into the waiting room. I accompanied Dr. Hussain daily during
the morning shifts, from 10am to 3pm. After three weeks observing his
clinical daily routine, I decided to search for a hakim actually practicing
Unani medicine.

Through an Internet search I ended up meeting Hakim Ahmad at the
Ahmad Davakhana. The Ahmad family run two dispensaries with attached
clinics in two Muslim neighbourhoods in Mumbai. The Ahmad family has
manufactured branded Unani products under a label funded by Hakim
Ahmad’s father since the late 1930s. The medicines were sold exclusively in
their two clinics. Their family name was well known in Unani circles, Hakim
Ahmad’s uncles were also involved in the practice and manufacturing of
Unani pharmaceutical products which they sold under a different label. At
the time of my fieldwork, Hakim Ahmad’s father was already retired and
two of his sons shared the shifts in both dispensaries. Hakim Ahmad, the
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second youngest son, allowed me to come to his shifts. Hakim Ahmad’s five
brothers were all Unani physicians, they belonged to the sixth generation of
practitioners of his family. He and his brothers held Unani degrees, as did
their father and grandfather. His youngest brother was passing his BUMS
practical year when we met in 2013.

The oldest Ahmad Davakhana was located in a commercial building
surrounded by other shops. From the outside a board advertised its name
and the kind of medicines available there. Two men in their fifties worked
at the counter, selling medicines over the counter and assisting the hakim
with the files of the patients. The counter was a large wooden and glass
vitrine, the walls of the dispensary were covered with brown and translucent
glass bottles and plastic jars wearing the simple blue and white labels of
the house’s brand. A large cushioned bench was on the opposite side of the
counter, where patients sat waiting for the hakim to come. Hakim Ahmad’s
father used to sit on it, too, just next to the door leading inside the clinic.
Although he was no longer practicing due to his deteriorated health, he was
still present and was greeted by patients with utmost respect. He looked
fragile and vulnerable, but he was always friendly and kind to all people
who came, calling the next patients into the clinic and sometimes giving
them additional advice after the consultation with his son. In spite of his
old age and related health problems, he would not miss any prayer, which
he performed inside the clinic when his son was out in the mosque for the
same purpose.

The clinic itself was a small room consisting of a desk, some chairs and
a cushioned bench-cum-doctor’s table. The name of his father was still
on the desk he once occupied. A door led to a neglected back room where
newspapers and printed pamphlets were piled beneath a layer of dust.
Here, there was a computer I never saw turned on, an old wooden desk
and a chair, the door leading to a toilet and a ladder leading to an upper
storey where Hakim Ahmad kept some of his medical books. He would
climb the ladder to bring down some books for me to read in the clinic
or take home. His collection included numerous CCRUM publications in
Urdu and English, as well as other books on Unani and biomedicine and
copies thereof. The patients coming to see Hakim Ahmad in this clinic were
mostly lower middle-class Muslims, men and women alike. A few relatively
wealthy families and Hindu laborers occasionally came, too. Although he
had a postgraduate degree in Tlm al-adviyah (Unani pharmacology), Hakim
Ahmad considered himself a general practitioner.

The other dispensary was slightly different, it had been opened only
recently by Hakim Ahmad. It was located close to a train station, next to a

printed on 2/10/2023 5:12 PMvia . Al use subject to https://ww.ebsco.coniterns-of-use



EBSCOhost -

30 UNANI MEDICINE IN THE MAKING

bustling bazaar, hidden behind a front building in a dirty dead-end passage
next to a shop selling construction tools. It consisted of a squared room,
a quarter of its squared area was separated by walls and a slide-door. The
counter was run by a man in his late 20s who asked me to call him Khan Bhai.
He was a former madrasa teacher from Uttar Pradesh who had been hired
for the job because of his Urdu skills, necessary in order to read the labels
of the medicines as well as the prescriptions. Two cushioned benches were
arranged in the dispensary, patients—mostly Muslims of low and low-middle
incomes—would wait there for the hakim while reading the different Urdu
and English newspapers lying around. The clinic itself consisted of a desk
and a chair where Hakim Ahmad sat, in front of the desk there was a chair
where I sat. On the side, there was a cushioned bench-cum-doctor’s table
where patients were asked to sit down. Coloured posters showing anatomical
images of organs such as the heart and the liver with the name of its parts
in Urdu were displayed on the walls. An analogue sphygmomanometer, a
stethoscope, and a pile of books on Unani and biomedicine in Urdu and
English were placed on the hakim’s desk, the latter covered by a towel to
avoid them getting dusty. A ventilator helped keep mosquitoes away. Unlike
the other clinics I conducted fieldwork in, this dispensary was not always
full of patients, perhaps because it had recently opened. On some occasions,
the whole day would pass with only one or two patients coming. Because
of this, he would take longer to see each case, and we spent a great amount
of time talking. I learned a lot from Hakim Ahmad, he was very interested
in me learning Unani medicine. After I spent nearly two months observing
his consultations, I moved to Hyderabad.

I spent three months in the Shifa Mahal run by Hakim Sadig, a self-made
hakim who proudly claimed that all his knowledge was the product of
his own self-study and experience. His motivation to learn Unani arose
when his wife got seriously ill and no doctor could help her. That was,
according to him, some 50 years ago. His wife passed away, but in the
course of the time Hakim Sadiq had become a well-respected hakim, and
even professors from the Nizamia Tibbia College in Hyderabad consulted
him, as I could witness. One of his sons, Hakim Sabir, held a BUMS degree
and practiced with his father. It was fascinating to see how they learned
from each other: Hakim Sadiq would know a lot about Unani medicines,
while his son would explain to him biomedical terminology learned in
college. In this way, although Hakim Sadiq could be described primarily
as a traditional hakim because of his lack of formal training and because
he prescribed medicines based on his own recipes, his practice was very
much open for modern medical concepts, as I discuss in Chapter 3. The
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Shifa Mahal was located in the ground floor of the hakim’s residence in a
low middle-class Muslim neighbourhood close to the old city in Hyderabad.
A framed calligraphy with a Quran verse hung above the threshold leading
to the clinic, it read ‘And when I am il], it is he who cures me.”® Each of
the waiting rooms had a door leading directly to the hakim’s desk. The
desk faced a wall between the doors, female and male patients would
seat each at the left or the right side of the desk, respectively. In this way,
the hakims could see a female patient, but other men could not. Early in
the morning, I was invited to occupy a small chair next to the hakim’s
big office chair. Dr. Farzanah was a BUMS graduate who worked in the
clinic attending female patients from gam, she had been working there
since one and a halfyears, for a ‘nominal payment’. Her main gain was to
learn from Hakim Sadiq and Hakim Sabir, whom she saw as her mentors.
Dr. Farzanah wanted to learn as much as she could. Her husband was an
MBBS doctor running a clinic not too far from the Shifa Mahal, she was
hoping to open her own Unani clinic for women and children one day.
Another trainee was Sakinah, who claimed to have studied Unani, though
according to Hakim Sadiq she was ‘unqualified’. Sakinah had been coming
every day to the clinic for the past four months in order to learn from the
hakim’s experience, too.

Behind the desk and the chairs, facing the opposite wall, there was a
big table full of plastic containers with pills and powders produced by
Hakim Sadiq’s staff. Here, around six davasaz (‘compounders’), young men
and women alike, handed out the medicines to the patients based on the
prescription sheets, called citthi (‘paper’). A few patients who came only for
medicines would hand their cifthis directly to the compounders, bypassing
the physician who was busy attending patients. Some of the young male
compounders wore jeans and shirts, others shalwar gamiz and topi. The
young women working there were always covered in black niqabs, the only
flesh they showed was around their eyes and their hands and feet, just as
Sakinah did. Dr. Farzanah also wore a dark abaya, but she covered her face
and hair with a colourful veil, hiding all of her face except for the eyes, which
shone behind rounded glasses. Hakim Sadiq normally wore a white kurta
and a checked lungi and chappals, while his son wore Western wardrobe,
usually dark jeans or trousers, a dark shirt, and black shoes. The clinic was
both the consultation room as well as the dispensary. The corridor was also
a therapeutic space: some treatments were carried out by trained members

10 ‘Aurjabmain bimar ho jata hin to vohi mujhe shifa deta hai’ was the Urdu translation of the
original Arabic found in the Quran (26: 80).
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of the staff on patients sitting on a bench situated there or lying on a mat
on the floor. Unlike in Mumbai, where the private clinics that I observed
consisted of a separate room where the door could be closed in order to
ensure maximum privacy, here the clinic was an open space. Sitting on an
edge of the hakim’s desk, a patient would have other waiting patients behind,
the different physicians and the anthropologist sitting on the front, plus
several compounders standing in front of the medicines table behind the
physicians. In spite of this arrangement, intimacy was guaranteed when
needed. Hakim Sadiq and his son would take male patients to a private
chamber for a private consultation, for instance when the hakim had to
examine a male patient’s genitals or when he had to explain exercises
to a woman who observed strict purdah. Female patients were taken by
female staff to another room where the gynaecological examinations and
treatments were always carried out by female staff.

Hakim Sadiq’s clinic was special because it was a place of convergence
and transparency. Every person could see how the physicians conducted
the consultations, they could observe different stages of the preparation
of medicines and how they were packed in individual doses, and also how
the treatments were given. Sometimes patients were not able to walk next
to the hakim'’s desk because their condition did not allow them to do so. In
such cases, Hakim Sadiq or his colleagues and apprentices approached the
patients in the waiting room. Hence, the clinic was not just reduced to the
hakim’s desk, but the whole Skifa Mahal was part of it.

My role in the field was that of a researcher and more that of an observant
than a participant one. It was important to me to establish this role clearly,
because I am not a medical practitioner as patients and also informants often
thought I was. This was troubling at times. On one occasion, after I asked
a clarifying question, a practitioner asked me sincerely, after we had spent
several weeks working together: ‘why are you conducting this research? You
are no medical person; how can you understand medicine? Shouldn’t a doctor
better be doing this?’ These questions made me feel insecure as I knew that,
in a way, the practitioner was right: having a background in medicine would
have facilitated my understanding in many clinical matters enormously.
But that would have carried some disadvantages too, as previous medical
knowledge could have biased my approach. Ilearned about the practice of
Unani from scratch, and my lack of professional medical knowledge allowed
me to approach clinical practices in a very open way. Instead of taking
things for granted, I kept asking questions. This may have been irritating
for some informants, but it provided invaluable insights which I hope are
reflected in this study.
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At some point I did become a participant, though. I was seen as part of
the staff—although not as a physician—by patients and practitioners in
the clinics I spent more time, and the staff also started to treat me as one of
them. I was informally assigned to conduct menial jobs like collecting the
prescriptions of patients, taking payments, and holding a torch while the
physicians examined the nose and throat or the cervix of (female) patients.
In the hectic of the clinical daily routines, it seemed natural not to just sit
there taking notes. As time passed by, I assisted some practitioners with
blood pressure measuring or cleaning blood after hijamah (‘cupping therapy’)
sessions with female patients. Even though I was already ‘working’ in the
clinics, I always kept writing my notes, so that everyone could be aware of
the actual purpose of my presence. I was not an apprentice, since I made
clear that I did not intend to practice medicine. And yet, the two hakims
with whom I spent longer time, Hakim Ahmad and Hakim Sadiq, were
interested in me learning how they practiced, as they patiently explained
some cases and demonstrated how their therapies worked. They told me
to write down important information, and one of them even rebuked that
my handwriting was too tiny, how would I understand my own notes when
I came back home to study them? I explained that I typed them on my
computer, religiously, every day, to which he nodded, approvingly, and
said: ‘Don’t defame my name in Germany. You should get everything right.’

Sources and Methods

This work is based on formal and informal conversations, discussions,
consultations, and observations, most of which were recorded on paper and
not on tape. Writing notes during conversations seemed to me an adequate
way to establish my role as a researcher, visibly recording information. This
was important during the clinical consultations. My notebooks contained
the core of my ethnographic fieldwork. I also taped recorded interviews,
mostly during the first fieldwork period. Sometimes people who had seen
me recording interviews of others asked me, while talking, ‘aren’t you going
to record this?’ I did not tape-record during the clinical consultations, as
the hectic routine of the clinic made it impossible to ask each patient for
informed consent. Having a recorder would have been probably intimidat-
ing to some patients, who often discussed very personal matters with the
hakims. While I did not ask explicitly for consent, patients saw me taking
notes. A few times, patients wanted to know who I was and what [ was
doing. The hakims would often answer with a certain degree of pride that
I had come from Germany to conduct research on Unani medicine. Most
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patients nodded approvingly, only on one occasion a patient objected to
my taking notes and I dropped the pen. All the names of the patients and
of the four Unani physicians have been anonymized. I have only used real
names for persons who explicitly asked me to do so or when information
was collected in formal exchanges, like recorded interviews. However, T have
reserved the right to protect the identity even of informants who gave me
their consent to mention them by name when I felt that their statements
could compromise them or their colleagues.

The bulk of my ethnographic material was obtained during observations
and interactions with numerous practitioners, researchers, students, produc-
ers and scholars of Unani medicine. While I initially intended to include
the patients’ perspective, too, it soon proved to be difficult for practical
purposes. In Mumbai, where I commuted up to four hours daily to reach
some of the clinics I visited, planning visits to patients at their homes in
different parts of the mega-city would have cost me an enormous amount
of time, which I preferred to spend observing consultations in the clinics.
My interaction with patients was mostly limited to the waiting rooms of the
clinics. I maintained contact with only a small number of patients after I left
the field. However, most of the time I focused on the Unani professionals.
Hence, the present work discusses Unani mainly from their perspective,
and not from that of patients.

Apart from direct interactions in the field, I collected press cuttings
of relevant news or articles related to Unani medicine, both from Urdu
newspapers in the field as well as online when I was back in Germany. I
also included different sources related to Unani medicine, ranging from
discussions on Facebook to official regulations, from legal frameworks such
as the Drugs and Cosmetics Act to advertisements found in newspapers and
websites and to official booklets and publications and Unani books in Urdu
and English. However, I made no attempt to be inclusive regarding these
sources, as there is an enormous amount of material which, for the sake
of time, I could not take into consideration even if it was available to me.
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The most salient way in which Unani was portrayed in contemporary India
is as a system of medicine. This form of representation was ubiquitous in
government settings as well as among private practitioners and even the
media. Sometimes people went as far as to replace the word Unani by the
word system, and I found no less practitioners talking about ‘hamara system’
(‘our system’) when referring to Unani. Yet there seemed to be a tension
between efforts to portray Unani as a single system of medicine and the
myriad of practices encountered across the country. This chapter addresses
this apparent tension, asking if Unani is a system of medicine and, if so,
how can it be multiple at the same time.

Scholarly work focusing on diversity and ambiguities takes for granted
that systems of medicine have been historically shaped as such, and that
forms of medicine actually lack the cohesiveness, homogeneity and continu-
ity that the term system implies (Attewell 2007: 21ff.; Langford 2002: 14£f).
Variations in the practice of medicine have been observed by anthropologists
since decades, and nowadays it is accepted that medicine is not a closed and
homogeneous system of knowledge and practices as it was the case decades
ago. Charles Leslie differentiated between the actual contemporary forms
of practice of Unani and Ayurveda—which he termed ‘traditional-culture
medicine'—from the Unani and Ayurveda described in classical sources,
for example (1976b: 358). This ‘traditional-culture medicine’ was a system
of medicine in its own terms, just as the Ayurvedic medicine of the Sanskrit
classic texts and the Unani medicine ‘of the classic Arabic texts’ (ibid.).
Notwithstanding the limitations of such a classification—which at that time
was not considered problematic—, Leslie’s acknowledgment of ‘syncretic’
forms of medical practice as legitimate forms of medicine was path-breaking
in the study of so-called traditional forms of medicine. Divergences between
actual practices and the epistemology and theories of classical medical
texts were no longer considered as deviations or corrupted forms of medical
practice, but as medical practices in their own right, following an own
rationale. The concept of medical system, however, was still much in vogue
at that time. It was used not only to denote forms of medicine, but also
‘pluralistic structures of different kinds of practitioners and institutional
norms’ (1976a: ).

Medical anthropological research from the late 1970s presented empirical
evidence of the pluralistic character of so-called medical systems (Littlewood
2007). The concept began to be criticized for being too simplistic and for
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implying a systematization that does not always exist, and social science
scholars began questioning the unity of biomedicine. The production of
medical knowledge became a topic in medical anthropology, resulting in
the emergence of Science and Technology Studies (STS) as a separate field
in the 1980s, turning attention to gender, class and race as vectors that,
together rather than on their own, accounted for diversity of practices
(Martin 2012: 29). The homogeneity of (bio)medicine was questioned on the
basis of ethnographic studies and terms such as multiplicity and intersec-
tions were coined. Variations in practice and the dissolve of what had been
taken for granted as a unit, like for example Western medicine, emerged
as a topic of social science research (Mol and Berg 1998: 3ff.). Krause, Alex
& Parkin talked about a shift in medical anthropological literature from
systems of medicine to latticed practices and multiple bodies (2012: 15). Their
paper reviewed the work of anthropologists such as Poll & Parkin (cit. in
ibid.) who, from the 1990s, started questioning the concept of system when
talking about medicine.

The focus on fragmentation in medical practices by historians and anthro-
pologists provided the basis for a substantial body literature engaged with
medicine in different cultural contexts, proving that variations are the norm
and not just scattered exceptions, thus questioning the classification of forms
of medicine as closed, structured and standardized systems of medicine
(Attewell 2007; Langford 2002; Littlewood 2007; Mukharji 2007). The limited
coherence in terms of health knowledge and practice was pinpointed and
the question ‘whose systematization produces the system, the local’s or
that of the ethnographers?’ shifted attention to the role of researchers in
portraying forms of medicine as systems (Littlewood 2007: ix). Similarly, it
was argued that anthropologists are at risk of portraying forms of thought
and practice of others as ‘more coherent than they are; of wanting to show
order or structure and so constructing it’ (Lewis 2007: 33). As patients and
practitioners ‘often engage with more than one paradigm of meaning), the
search for a single logic becomes problematic (Krause et al. 2012:17). More
than deviations, variations in practice seem to be part of the idiosyncrasy
of medicine (Alter 2005b; Berg and Mol 1998; Ebrahimnejad 2009b; Mol
2002). But if the variation of practices has been acknowledged by scholars
as an intrinsic aspect of medicine itself, why was Unani still represented
as a unified system of medicine?

This chapter seeks to understand how and when Unani is a system of
medicine. What holds Unani medicine together, in spite of a great variety
of practices? Rather than starting from the multiplicity of practices, I begin
unfolding unification efforts. Official representations have resulted in
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looping effects, whereby the classification of Unani as a system of medicine
actually made Unani a system of medicine, as it is reflected in clinical
practices and other enactments in Unani circles and even the media in spite
of the variations and fragmentations of its history and its current practice.

Official Representations of Unani Medicine
Government Institutions and Official Publications

Walking through the corridors of different branches of the CCRUM (Central
Council for Research in Unani Medicine) all over India, I observed the
portrays of eminent physicians such as Hippocrates and Hakim Ajmal Khan
and charts illustrating successful research projects which were hanging
on the mostly green walls of the premises. The similarity of the places and
the resulting photographs was such that back from the field it was difficult
for me to discern which photograph belonged to which place. Most of the
CCRUM dependent institutes had interiors with green walls and similar
images hanging on their walls. The CCRUM headquarters in Janakpuri,
New Delhi, were no exception. The portraits and charts were standardized,
some of them were exactly the same pictures. They evoked the past and
present of Unani medicine, reminding observers like me about the textual
tradition of Unani, its Greek origin, and the scientific character of research
conducted by the institutions, conveying a sense of unity and uniformity.

The CCRUM, with its branch offices all over India, is the biggest Unani
institution in the country. Its role is to formulate patterns of, and to conduct
and coordinate research in Unani medicine. The council and its branches
not only have laboratories where pharmacological research is conducted
following the OECD principles of good laboratory practice, it also runs
Unani OPDs (out-patient departments) and IPDs (in-patient departments)
where new Unani formulations are clinically tested. As the standardiza-
tion of Unani medicines is one of its priorities, the CCRUM publishes the
National Formulary of Unani Medicine (NFUM), the standard for classic
Unani formulations for industrial producers."” The council is also the main

11 The term classical formulations refers to compound medications found in classical texts
bearing the same name, with occasional variations in the ingredients and preparation, as
opposed to proprietary medicines which were developed by producers. Classical formulations
need to display the text source in the label. For example, the package of the Khamirah Abresham
Hakim Arshadvala produced by Delhvi Remedies read: {(Classical Unani Medicine) Prepared as
per “Bayaz-e-Kabir” Vol I Proprietary medicines do not mention any classical source.

printed on 2/10/2023 5:12 PMvia . Al use subject to https://ww.ebsco.coniterns-of-use



EBSCOhost -

38 UNANI MEDICINE IN THE MAKING

institution promoting Unani. For this purpose, it publishes two Unani
medical journals: The Hippocratic Journal of Unani Medicine (quarterly, in
English) and the Jahan-i Tibb (‘World of Medicine’, an Urdu annual), as well
as translations of classical texts, commentaries thereof and other materials
such as a handbook of Unani home remedies (CCRUM 2001 [1979]) in Urdu
or the Standard Unani Medical Terminology (CCRUM 2012) for practitioners,
students as well as the general public, the latter published in collaboration
with the World Health Organization Country Office for India.

Through its research and publishing efforts, the CCRUM’s influence
on Unani representations is tremendous. Its books are probably found in
every Unani college library as well as in the private collections of endless
practitioners. Because it publishes both in Urdu and English—apart from
the reprints of rare books in original Arabic or Persian—its publications
reach a great number of readers. In the Karol Bagh Tibbiya College, for
example, the library has various copies of an Urdu translation of Abu
Bakar Muhammad Zakaryah Razi’s Kitab al-Havi, published 2004 by the
CCRUM. Although the reading of this book was not compulsory for BUMS
students, it is considered a classic of the Unani literature. The CCRUM is
not the only publisher of Unani medical texts—another well-known and
influential publisher for Unani medical books is the Aijaz Publishing House
in Darya Ganj, Old Delhi—, but the CCRUM network extending all over
India facilitated the dissemination of its own translations and editions,
making them widely available. A look at the bibliographies of published
research papers on Unani reveals that CCRUM publications are often
quoted. This is explained in part because the CCRUM is the only translator
of certain books, and because those conducting natural science research
searching for information in the classic sources often do not engage in
analyses of the originals due to a lack of sufficient knowledge in Arabic
or Persian.

The authority of the CCRUM through its widespread English and Urdu
translations is a relatively recent development which will require further
study in the future. This is particularly important in the realm of classical
texts, where the actual meaning of terminology had been adapted to modern
understandings, leading to mistranslations or to adaptations. The problem
of translation was addressed in the CCRUM publication dedicated to medi-
cal terminology mentioned above, which explicitly offers not an English
translation, but a ‘possible English equivalent’ of each Unani term it lists
(CCRUM 2012). This makes clear that we are not dealing with a one-to-one
translation, and interpretation as such remains possible, especially by
BUMS students and graduates whose training has been much influenced
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by biomedical concepts and terminology. This ambiguity, some critics fear,
could threaten the very existence of Unani medicine.

The CCRUM was established in 1979 as a separate research institution
dedicated exclusively to Unani medicine. Before, there was the Central
Council for Research in Indian Medicine and Homeopathy (CCRIMH). This
council was established in 1969, it was an autonomous institution under
the Ministry of Health and Family Welfare. Although a few institutions
dedicated exclusively to research on Unani medicine were established in this
period, it was not until the separation of this council in four separate ones
(Ayurveda and Siddha, Naturopathy and Yoga, Homeopathy, and Unani) that
the CCRUM expanded with regional institutes all over the country. This split
up was undertaken in order to ‘further develop these systems in consonance
with the basic philosophies of the respective systems’ (CCRUM 2015b).
Therefore, the different epistemological bases of each form of medicine
were considered a hindrance for the achievement of common goals. Medical
plurality, thus, contributed to the systematization of forms of medicine, and
the boundaries between systems were clearly established in government
settings such as the Karol Bagh college hospital, where Ayurvedic and Unani
OPDs were strictly separated from each other.

I visited the Ayurvedic and Unani Tibbiya College in Karol Bagh for the
first time on a hot morning of May in 2012. Joint families, elderly people,
women with small children, and young men were sitting all around the
college hospital facility, either waiting for their turn to get into the OPDs
or queuing to receive medication from the two separate dispensaries: one
for Unani and the other, across the yard, for Ayurvedic medicines. The
history of the college goes back to 1889, when Hakim Abdulmajid Khan, a
member of the prominent Sharifi family of Unani physicians, founded the
Madrassa Tibbiya in Delhi (Quaiser 2o001: 335). In 1903, his younger brother
Hakim Ajmal Khan took over the institution and reformed Unani education
through the inclusion of Ayurveda and Western medical knowledge in the
curriculum, following reformist aims prevalent at that time (Quaiser 2o10:
529f.). The college has been affiliated to the University of Delhi since 1973
and currently hosts 28 departments: fourteen for Unani and fourteen for
Ayurveda. According to its official website, the IPD has a capacity of 150
beds (Delhi Government 2015).

This college combines, as its name reveals, both Unani and Ayurvedic
training, yet this combining does not mean a mixed form of Unani and
Ayurvedic practice. Instead, the Karol Bagh College hosts two distinct
colleges in one campus, each Ayurvedic and Unani college having its own
staff, following its own curricula and granting its own degree. Although
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it is a college and hospital for both Ayurveda and Unani, the divisions
between both forms of medicine are manifest everywhere, from the separate
OPDs and IPDs to the queues for the dispensaries. The arrangement of the
OPDs was made according to the diseases treated and the form of medicine
used. For example, the OPD two was ‘Unani orthopaedic’, whereas the
OPD three was ‘Ayurveda orthopaedic’. Several practitioners of Unani and
Ayurveda sit in each OPD respectively, and students of the same are there
too, filling the registers and assisting the appointed practitioners as part
of the clinical year of the BUMS and BAMS course. The separations are
necessary, a student from the college told me, because students of either
Ayurveda or Unani medicine had to be trained in their own system. The
other reason, he went on, is for patients to choose what system they want
to use for their treatment. What this tells us is that the concept of systems
of medicine in an institutionalized setting such as the Karol Bagh college
hospital primarily addresses differentiation between different forms of
medicine. A clear separation between the OPDs ensures, thus, that the
students are only exposed to the form of medicine they are pursuing studies
in. Additionally, this makes it possible to place the patients at the centre of
their own health-seeking choices. These differentiations are required in a
context of medical pluralism that distinguishes between medical systems
as separate entities, where students were trained in either one or another
form of medicine.

The Karol Bagh college is not the only facility combining training and
health care delivery in Unani and other forms of medicine on the same
campus. Other examples include the Anna Government Hospital for Indian
Medicine in Chennai and the Dr. Ram Manohar Lohia Hospital in New
Delhi. Shared premises make it easier for patients to come to one place
and then decide where to seek treatment from. This decision is often based
on practicalities, like the OPD with the shortest queue, as a patient in the
Hindustani Davakhanah (‘Indian Dispensary’)—a primary health care facil-
ity in Bali Maran, Old Delhi, which belonged to the Sharifi family and now
is part of the Ayurvedic and Unani Tibbiya College—explained. Although
the government institutions distinguish between systems, and often these
systems are associated with Hindus or Muslims, the choices between the
systems are not based on religious affiliation (Bode 2006; Speziale 2010a).
In these ‘mixed’ facilities, it is up to the patients alone to choose for one of
the two medical systems. The structural divisions of the OPDs and hospital
wards in Ayurveda and Unani and even of the dispensaries give no space
for an integrative approach; this is not the aim pursued by the Government
of India. The only spaces of convergence for patients visiting the Ayurvedic
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and Unani Tibbiya College are the waiting room, the dressing room (‘OPD
Nr.13’) and, interestingly, the various rooms allocated for different, modern
diagnostic techniques such as X-ray, blood tests, and the like. Following the
strict separation between systems of medicine, as it was widely done in
government institutions, it may seem ironic that the only bridges between
Ayurveda and Unani in a college which ‘marked defiance to the medical
epistemological absolutism with a key element of the logic of the colonial
relations of domination’ (Quaiser 2012b: 129) were the rooms for the modern
diagnostic procedures. Some Unani physicians even prescribed biomedical
drugs, instructing patients to buy them outside the hospital. However, they
would not prescribe Ayurvedic medicines. The structure of government
institutions such as the Karol Bagh Tibbiya College or a separate council for
Unani research reinforced a strict separation between Unani and Ayurveda
which contributed to the systematization of Unani, while at the same time
maintaining an ambiguous relation to biomedicine characterized by a
rhetorical distance and practical closeness.

The practice and training of Unani medicine as well as the production of
Unani pharmaceuticals is regulated by the Indian state. The AYUSH Ministry
is the umbrella institution which allocates funds to all the recognized
non-biomedical forms of medicine in the country. Several states have their
own AYUSH directorate, and it is up to them to make proposals which were
subjected to approval of the AYUSH headquarters in New Delhi. On the
other hand, the AYUSH Ministry is the organism in charge for the approval
of Unani colleges, which is done under the evaluation carried on by the
CCIM (Central Council for Indian Medicine). The CCIM, on its part, is not
only in charge of evaluating the capacities and infrastructure of the colleges
and college hospitals every year, but it is also the organism in charge of the
central registration of practitioners, establishing the training curriculum
for the Bachelor in Unani Medicine and Surgery (BUMS).

All these institutions maintain websites offering practical information
and resources about Unani. For those outside India, the internet may be the
first source of information about Unani medicine. The CCIM website makes
the BUMS syllabus and government notices related to the colleges available
to the public. The CCRUM website offers information on Unani medicine,
its principles, history, and present status, while the AYUSH website gives
a short historical introduction about the different systems of medicine,
including Unani. The representations of Unani in these government online
portals was in line with the official recognition of Unani as a system of
medicine. In them, the historical outline of its development is given in a
simplified linear way, commonly consisting of the Greek origin of Unani
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medicine, its further development by Arab and Persian physicians like
Razi and Ibn Sina, its introduction to India by trading Arabs, a ‘golden age’
thanks to Mughal patronage, a decline due to lack of support by colonial
authorities, its survival through the efforts of the well-known Sharifi and
Azizi families, and official recognition after independence.

This representation of the history of Unani is contested. Several works
have demonstrated that the past of Unani medicine is not as simple as this
seven-point linearity suggests (Attewell 2007; Mukharji 2007; Speziale
2010a). However, from the perspective of Unani physicians, BUMS students,
as well as government officials working in institutions related to Unani,
this is the history of Unani. The definition of Unani medicine as a system
of medicine with distinct principles and a continuous linear history is
the product of influence of nineteenth-century orientalists (Hardiman
2009: 272). Unani is enacted as a system of medicine in official publications
and websites based on a simplified historical outline and descriptions of
uniform principles underlying its practice. A publication by the AYUSH
department entitled Unani System of Medicine. The Science of Health and
Healing describes Unani as follows:

The Unani System of Medicine is a medical system that deals with the
management of health and diseases. It provides preventive, promotive,
curative and rehabilitative healthcare with holistic approach. The
fundamental framework of this system is based on deep philosophical
insights and scientific principles, including the Empedoclean theory of
four Elements, i.e. Air, Water, Fire and Earth; four proximate Qualities
(Kayfiyat) i.e. Hot, Cold, Wet and Dry described by Pythagoras, and the
Hippocratic theory of four humours (Akhlat) — Blood (Dam), Phlegm
(Balgham), Yellow Bile (Safra’) and Black Bile (Sawda). Admixture of
different Elements and their Qualities in specific ratio in particular entity,
whether living or non-living, denominates the Temperament (Mizaj).
[...] Any disturbance in the equilibrium of humours causes disease, and
therefore treatment aims at restoring the equilibrium by giving factors
(including drugs) of opposite temperament (Department of AYUSH 2013b:
1, capitals in original).

Official documents such as pamphlets, publications, and websites offer
similar descriptions of Unani medicine, introducing the reader to the so-
called basic principles, i.e. elements, four proximate qualities, humours,
temperaments and the concept of health as the balance between the four
humours. It is, however, no secret that the principles used to define Unani
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are not always applied in practice. In India, this problem affected especially
government institutions (Attewell 2007; Langford 2002; Speziale 2010a). In
spite of a common ground reality pointing out to new institutionalized forms
of Unani medical knowledge and practice which integrate biomedical ideas
and practices, official representations insist in portraying Unani medicine
as a distinct system of medicine. These portrays emphasize a profound
difference between Unani and biomedicine through a distinct underlying
Unani epistemology and history that grant legitimacy to Unani as a medical
tradition and as science, and, consequently, as a coherent system of medicine.

Enactments of Unani in official publications and websites mirror the
regulations and policies that define it as a secular system of medicine in
postcolonial India by stressing its Greek origin and neglecting its connection
to Islam (Speziale 2005). The pursuit for recognition by international scien-
tific standards goes hand in hand with the aims of the postcolonial secular
Indian State to give space to all religious communities in the country. When
thematizing the Colonial Period, official representations portrayed Hakim
Ajmal Khan—one of the most important figures in the modern history of
Unani—as a national hero who not only defended the cause of Muslims, but
of all Indians. In the modern revival of Unani or Islamic medicine during the
late Colonial Period, the emphasis was secular and not religious, as Islamic
symbols were used in a communal and not in a religious sense (Metcalf1985).
In postcolonial India, the state continues to enact Unani largely as scientific
and detached not only from religion, but also from communal associations.
However, this separation is no longer guaranteed, neither does it necessarily
apply to hakims who practice privately, as discussed in Chapter 6.

The Prescription of Drugs

Practitioners commonly distinguish the system used not on the basis of
the principles employed to interpret health and disease, but rather on the
medications that are prescribed. This is especially the case in government
settings, where the medications are provided free of cost. They have to be
medications belonging to the system in question because only these are
allocated and available for the respective OPDs. Because the government
settings enforce a strict separation of dispensaries, patients in a hospital
could not expect to get free biomedicines from a Unani consultant physician,
even if such a dispensary was available, as for example in the Dr. R.M.L.
Hospital. In other settings where there are neither biomedical consultations
nor dispensaries, like in some Unani college hospitals, biomedicines are still
prescribed but are not handed out at the dispensary. Whenever a practitioner
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deemed the prescription of allopathic medications necessary, he would
write the prescription in a separate piece of paper and instruct the patient
to purchase the medication from a private pharmacy.

A consultation in the OPD of a Unani college hospital illustrates the
distinctions made between Unani and biomedicine on the basis of drugs. A
woman approached the female Unani doctor attending a general OPD. The
patient had high sugar levels in blood according to the examination report
she brought along. The Unani practitioner asked her if she has been taking
medications for that. The patient said that she had been taking angrezt
golyan (‘biomedical pills’) before, but she was no longer taking them. The
practitioner explained that it was important that she continued taking
them, and wrote a prescription. The patient asked her if the medicines
that she was prescribing right now would help her, and the physician said:
‘Allopathic pills are necessary to keep the [blood] sugar [level] under control,
the [blood] sugar will not get better from only taking indigenous pills. Then
she wrote an order for a new blood test in order to measure the current
blood sugar levels.

In this briefyet representative consultation in an institutionalized setting,
the Unani practitioner clearly differentiated between angrezi (‘allopathic’)**
and desi (‘indigenous’) pills, to which Unani count as part of. Dialogues like
these are common, this brief example reveals not only the differences made
between Unani and biomedicine based on the medications, but also how
modern diagnostic methods are used for the assessment of the patient’s
health, thus being integrated into Unani practice. Although the Unani
practitioner also integrated biomedical pills in the treatment, it was through
them, the pills themselves, that a differentiation between allopathic and
indigenous medicine was made explicit. Because neither the diagnosis was
established using traditional Unani methods such as pulse reading, nor the
treatment prescribed was Unani medication, it may seem difficult to classify
this consultation as a Unani one. And yet, because it took place in a Unani
OPD and was conducted by a Unani practitioner, within the legal frame of
Unani medical practice, it was officially recognized as such.

The patient was diagnosed with ‘sugar’, which is a common term used
for diabetes. Diabetes (both mellitus and insipidus) is commonly equated
with zayabetus, which in Unani corresponds to a debilitating condition
‘caused by increase in the innate heat of kidneys’ (CCRUM 2o012: 237). The
etymology of the word diabetes points out towards its Greek origin, which

12 HereIused the term allopathic medicine to refer to biomedicine, since it is the English term
preferred in India. I use both terms interchangeably throughout this book.
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Unani and biomedicine share. It may be possible to agree that there is
no major conceptual gap regarding the symptoms of the condition as
understood by a Unani physician and by a biomedical doctor, and that the
differences may be found in terms of the root cause of the disease. In other
words, the disease would be considered the same if assessed by a Unani
or a biomedical practitioner, but the treatment prescribed would be, in
theory, different, because the root causes would be understood differently.
Practically, however, Unani practitioners may resort to both biomedical and
Unani remedies, as the example above demonstrates.

When practitioners stated that they practice ‘pure Unani’ as was often the
case in institutionalized settings where the dispensary arrangements and
regulations made cross-prescription within the institution difficult if not
impossible, they meant that the treatments given in the OPDs were Unani
drugs only. This idea of ‘pure Unani’ practice embodied in the prescribed
drugs underlies the assumption that treatments reflect the epistemic frame-
work of disease causation. Even when physicians use modern diagnostic
methods, their practice is considered Unani as long as the therapies are
prescribed according to the Unani concept of the root cause of disease.’
The prescription of Unani drugs, thus, is important in enacting Unani as a
distinct system of medicine.

The prescription of biomedical pharmaceuticals by Unani practitioners is
a contested practice, criticized by biomedical doctors and hakims alike. The
former see Unani and other so-called AYUSH practitioners as unqualified to
prescribe allopathic medicines, while the latter condemned these practices
arguing that those who indulge in them were acting in a way that ‘harms
the system’, i.e. damages the reputation and status of Unani medicine.
While AYUSH practitioners who prescribe biomedical drugs are blamed as
quacks by many hakims and biomedical doctors alike, there is actually no
clear regulation regarding the permission for Unani physicians to prescribe
biomedical pharmaceuticals applying to the whole country. In India, each
state regulates this matter on its own. The Drugs and Cosmetics Act from
1940 regulates the standards of drug import, manufacture, distribution
and sale of drugs, but there is no central law explicitly regulating their
prescription. Drug prescription is implicitly acknowledged under the general
term of ‘practice’, which is regulated by the Indian Medicine Central Council
Act from 1970. Because it is not explicitly mentioned as part of the medical
practice of any specific medical system, the prescription of biomedical drugs
is allowed in some states. Others have banned the practice after individuals

13 This concept is explained in Chapter 3.
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and associations defending the interests of biomedical doctors were able
to push their agendas.

The ambiguities in the regulations led to an inquiry by the Rajya Sabha
(the Indian upper house of parliament) about the legal status of AYUSH
practitioners prescribing allopathic drugs. In 2007, the Minister of Health
and Family Welfare of the time clarified that after the examination of a case
presented to the supreme court by a non-biomedical practitioner against
the State of Punjab, Section Two of the Indian Medicine Central Council
Act granted practitioners of Indian Medicine and Homeopathy the right
to prescribe biomedical drugs as long as there were no state regulations
explicitly prohibiting it. Following the unprecedented judgment of this case,
the Minister of Health, at that time the authority competent for AYUSH,
sustained that AYUSH ‘practitioners can prescribe allopathic medicines
under Rule 2 (ee) (iii) only in those States where they are authorized to do
so by a general or special order made by the concerned State Government
in that regard’ (Press Information Bureau 2007). This act allowed AYUSH
graduates to prescribe biomedicine explicitly on the grounds that college
trained practitioners have received basic training in allopathic medicine
in order to discern the necessity to prescribe allopathic drugs under
specific circumstances. This measure can be interpreted as a strategy
to legalize the great number of AYUSH graduates employed in govern-
ment facilities to practice biomedicine. Although these measures were
portrayed as ‘emergency’ treatment, it was well known that it constituted
a systematic approach by the government of India to tackle the shortage
of trained MBBS doctors, especially in rural areas. The National Rural
Health Mission, a government initiative launched in 2005 with the aim
to provide health care coverage in rural areas, provides a good example
of this practice. More recently, the highly contested National Medical
Commission Bill Act 2017—a new legislation seeking to replace the Indian
Medical Commission Act of 1956—initially allowed the introduction of
a bridge course in pharmacology for AYUSH graduates in order to allow
them to prescribe biomedical drugs. This bridge course was later dropped
from the bill draft after massive protests called in early 2018 by the Indian
Medical Association, the professional association of biomedical doctors
in the country.

The case of medications is extremely interesting because it reveals the
fissures of the system and the ambiguities of Unani medical practice in
spite of clear efforts of demarcation and differentiation from other forms
of medicine by the Government of India. In their study on Western phar-
maceuticals in Africa, van der Geest and Whyte argued that the ‘charm’

printed on 2/10/2023 5:12 PMvia . Al use subject to https://ww.ebsco.coniterns-of-use



EBSCOhost -

A SYSTEM OF MEDICINE? 47

of medicines arises from their ‘concreteness as substances’ which makes
it possible to objectify knowledge (van der Geest and Whyte 1989: 345ff.).
While these authors discussed how this objectification created the notion
that medical substances contained medical knowledge in themselves, hence
making it accessible to anyone (1989: 348), in the case of Unani medicine this
objectification is used to establish the boundaries among medical systems,
as the distinct medical knowledge of Ayurveda, biomedicine and Unani, for
example, is enacted through the medicines themselves. The objectification
of medical systems in general and of Unani in particular is problematic,
however, because Unani therapies are not only pharmaceutical in nature
and also because Unani as a form of medicine cannot be reduced to its
therapies only, even though ideas of disease causation are reflected in the
choice of therapies and advice. Following van der Geest and Whyte, I would
argue that the materiality of medicines constitutes a powerful enactment
of Unani as a system of medicine. This enactment has been influential to
the extent that the two major medical anthropological works dedicated to
Unani medicine focused on Unani pharmaceutical products (Bode 2008;
Bright 1998).'

The National Formulary of Unani Medicine and the Unani
Pharmacopoeia of India

The boundaries between Unani and other forms of medicines are also
delineated through The National Formulary of Unani Medicine (NFUM) and
The Unani Pharmacopoeia of India (UPI), the two publications setting the
standards for Unani drugs in the country. The NFUM, which was published
by the Ministry of Health and Family Welfare for the first time in 1983,
was set up by the Unani Pharmacopoeia Committee of that time. The first
Unani Pharmacopoeia Committee was constituted in 1964 and it has been
reconstituted ever since (CCRUM 2007b: xviiiff.). The committee was formed
by ‘Hakims, Chemists, Botanists and Pharmacologists’ whose function was
to compile the formulary upon consultation with ‘various organizations,
institutions, pharmacies and hakims in different parts of the country’
(CCRUM 2006 [1981]: v). The formulary consists of ‘compound preparations
that are frequently used in Unani practice in the country’ (ibid.). It offers a
description of the methods of preparation and storage, and establishes the

14 Itshould be noted that at the time when these studies were conducted, medical anthropolo-
gists had been increasingly concerned with the study of pharmaceuticals. See for example Leslie
(1989), Nichter and Vukovic (1994), and van der Geest and Whyte (1988).
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formula used for classical products according to the ‘authoritative sources’
as required in the Drugs and Cosmetics Act.

The NFUM sets the standards for the measures to be used in the formula-
tions as well as detailed descriptions of the preparation procedures. For
measures like weight, the Indian units commonly used in Unani literature
were converted into metric ones. To simplify the measurements, the weights
were approximated. The NFUM sustains that ‘the equivalence are [sic.] for
the convenience of the prescriber and are sufficiently accurate for phar-
maceutical and other purposes’ (CCRUM 2006 [1981]: xxix). The Weights
and Measures Act of 1956 officially implemented the metric system in
postcolonial India. Although the metric system had not been fully adopted
in daily life throughout India (Chakrabarti 2007), the hakims whose practice
I observed—even khandani ones—used the metric system when writ-
ing prescriptions. The adoption of the metric system ‘for pharmaceutical
purposes’ (CCRUM 2006 [1981]: xxix) suggests that its introduction was part
of the agenda of modernization of Unani seeking its acceptance as a system
of medicine at the global level. The formulations listed in the first volume
did not follow ‘scientific standards’ (i.e. they do not use pharmacological
or phytochemical parameters) because of the lack of availability of such
information when the volume was published. Thus, the committee recom-
mended to make the standardizations of drugs a priority programme by
the government (CCRUM 2006 [1981]: vi). The process of standardization
of drugs following pharmacological parameters was undertaken later on
with the joint efforts of the CCRUM and other research institutions in the
country, resulting in the second part of the UPL

The UPI, whose completion was an ongoing process, fixed the standards
for single (Part I) and compound drugs (Part II) according to pharmaco-
logical and phytochemical parameters. It can be seen as the continuation
of the NUFI, where the drugs selected had been only standardized in terms
of the version of the formula used, but not regarding the standards of each
ingredient. As an instrument for the standardization of Unani drugs, the
goal of the UPI was to ensure that all mass-produced classical medications
were of the same quality and that their products were manufactured
following its specifications, as required under the functions of the Unani
Pharmacopoeia Committee (CCRUM 2007b: xxvii). The foreword of one of
its volumes emphasized the developments carried forward by the Unani
Pharmacopoeia Committee over the years, including the introduction of
chemical standards quick to operate and ‘reproducible in any laboratory’,
explicitly acknowledging the WHO’s concern regarding ‘the need for
effective maintenance and quality of these herbal products including
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those used by Unani Medicine’ (CCRUM 2o010: v). The methods used
for standardization, thus, were selected to conform to international
standards of scientific research which favour reproducibility. Hakims
manufacturing drugs for their own patients were, however, exempted
from following the standards set in the NFUM and the UP], as stipulated
under section 33EEB (c) of the Drugs and Cosmetics Act (Government
of India 1940).

The decisions pertaining to the formulae included in the NFUM (some
of which have been later standardized in part I of the UPI) are highly
contested among hakims and manufacturers of Unani medicines. The NFUM
claimed repeatedly in its introductions that it ‘represents the consensus
and opinion of experts in Unani medicine’ (CCRUM 2006 [1981]: v). From
a list of 588 formulations that were considered, 440 were finally selected
‘on the basis of popularity, frequency of use by Unani physicians, their
large-scale manufacture and sale by the Pharmaceutical firms’ (ibid.). The
formulae selected as standard were chosen from among sixteen Unani
books considered as authoritative. Formulae obtained from the Bayaz-i
Kabir (‘Kabir’s Notebook’)'> by Hakim Kabiruddin and the Qarabadin-i
A‘zam (which could be translated both as ‘Azam’s Pharmacopoeia’ or ‘The
Great Pharmacopoeia’) by Hakim Muhammad Azam Khan (Khan 2004)
were among the most frequently selected. The second part of the NFUM
presented an even more narrow selection of texts—only eight. Moreover, all
formulations for hubiib (‘round pills’) and agras (‘tablets’) in the second part
of the NFUM were selected from one single book, namely the Qarabadin-i
A‘zam o Akmal mentioned above.

It is remarkable that ingredients present in classical formulae were
eliminated or substituted in the standardized forms. For example, the
original formula for Javarish-i zarr‘unt ‘anbari (a stomachic) was changed
through the omission of musk (CCRUM 2007a: 94f.). The original formula
from the second volume of the Bayaz-i Kabir, included two mashah (approx.
1.94 grams) of ‘genuine or unadulterated musk’ (Kabiruddin 2008: 27). Musk
is an animal product obtained from a secretive gland of the musk deer and
avery expensive ingredient whose sell or offer for sale is prohibited in India
under the Wildlife Protection Act, 1972.1° The official formulae of Unani

15 Inthe context of Unani medicine, the Urdu term bayaz refers to a notebook kept by hakims
containing prescriptions and other notes on medical theory or practice. I met several hakims—
most of them considered khandani hakims—who kept their own bayaz. The prescriptions of
several hakims have been published under similar titles, for example Bayaz-e Ajmal, by Hakim
Ajmal Khan (2010), or the above mentioned Bayaz-i Kabir by Hakim Kabiruddin (2008).

16 This is stated in Chapter 5, 40 (2) of The Indian Wildlife Protection Act (1972).
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medicines, thus, have been adjusted to the legal framework prohibiting
certain animal products.

Formerly, the musk deer was killed in order to extract the gland which
secretes the substance. Nowadays, techniques have been developed for the
extraction of the substance without killing the animal, which is bred in
farms. The Central Council for Research in Ayurvedic Sciences (CCRAS)
runs a musk deer farm in Mehroori (Bageshwar, Uttarakhand), where musk
is extracted without killing the deer. An informant who visited the farm
expressed concern about it, saying that the musk extracted was supposed to
be used for the production of research medicines by the production unit of
the CCRAS. Since medicines containing musk are banned in India, research
using the ingredient poses questions regarding the consistency of policies.
Because musk is so expensive, even if proved efficacious through the CCRAS
research, the drugs containing it would probably not be available free of cost
in government facilities—as it was the case with medicines handed out in
government run dispensaries—, and pharmaceutical companies would not
be allowed to produce and sell them unless the law is changed. Therefore, this
interlocutor argued, it made little sense to maintain such a farm and conduct
research on musk. He suspected that the musk produced in the farm ended
up in the black market. It is possible, however, that the research conducted
by the CCRAS was oriented towards the breeding of deer and methods of
extraction of musk instead of the pharmaceutical uses of musk itself."?

Substitution in order to comply with the law, however, was not the only
motivation behind the removal of certain ingredients in the standard for-
mulae of the NFUM. The formula for Majun-i alkuld, (an electuary) was also
modified through the omission of a different ingredient: grey ambergris.
Like musk, ambergris is also an animal product. Because whales were
killed for their collection in the nineteenth and twentieth centuries, some
countries like the US banned it. Grey or white ambergris is considered of
higher quality than black ambergris, for this reason the price of the former
is much higher. Its removal from the original compound suggests that
the committee in charge of the NFUM not only changed original fomulae
based on the incompatibility of ingredients with the law, but also for cost
reasons. Anbar ashhab (‘grey ambergris’) (Kabiruddin 2008: 177) was not

17 A media article with an interview with the research officer in charge of the project points
out towards this direction (Kasniyal 2009). A bulletin by the CCRAS stated that ‘breeding Deer
Musk in captivity’ was among the objectives of the research institute, but it offered no details
about the purpose of musk deer breeding in captivity, suggesting that it might be an end on its
own (CCRAS 2013: 20).
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substituted by black ambergris but it was completely removed from the list
of ingredients instead.

This kind of omissions or substitutions are controversial among hakims.
A researcher working for a prestigious Unani institution complained about
Part V of the NFUM, whose formulations were all taken from a single book:
the Qarabadin-i Majidi (Al Indya Yanani Tibbi Kanfrans 1984 [1951]). This
qarabadin (‘pharmacopeia’) was originally published by the Hamdard
Davakhanah in 1951. According to him the book was intended to address
the ‘@m admi (‘common man’). Thus, he and other informants claimed,
the pharmacopoeia was characterized by the substitution of expensive
ingredients through affordable ones. We may, indeed, find such substitutions
in the book, for example the recipe for habb-i misk surkh (‘red musk tablet’)
does not contain musk in its list of ingredients even though it is mentioned
in its name (Al Indya Yanani Tibbi Kanfrans 1984 [1951]: 97). It is possible
that the ingredient was removed from the recipe for the 1984 edition in
order to comply with the country’s wildlife protection law. The presence of
ambergris in some of the formulae may speak for this possibility. However,
I could not access any edition of the book older than the Wildlife Protection
Act, hence I was not able to check if the removal of musk took place before
or after its ban.

I discussed with the manager of a Unani pharmaceutical company if the
substitution of musk affected the efficacy of Unani drugs. He said that the
medicines still worked, but their effects were not as optimal as when musk
was used. Similarly, a hakim claimed that the substitutions affected the
quality of the treatments negatively, having a detrimental impact on the
reputation of Unani as a whole. Others blamed a particular pharmaceutical
company for its influence on the selection of standard formulae and the
substitution of expensive ingredients, which they claimed was based on
profit-oriented interests. Some hakims expressed concerns about the ap-
proval of modified formulae as a standard. They considered it being against
patients and practitioners who trusted and relied on certain well-known
classical formulations which, thanks to the approval of the NFUM, may
be produced now using cheaper substitutes, thus lowering their quality.
This, they complained, was exploited by Unani pharmaceutical companies.
Some interlocutors regarded with great suspicion the fact that just a few
months after the publication of Volume V of the NFUM in July 2008, the
then chairman of the Unani Pharmacopoeia Committee, Dr. G.N. Qazi,
was appointed Vice-Chancellor of Jamia Hamdard, the university linked
with Hamdard Laboratories, the biggest producer of Unani medicines in
the country. A few sustained that Dr. Qazi was only appointed by Hamdard
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because the committee approved the Qarabadin-i Majidi, thus allowing
the company to legally produce remedies which some considered as sub-
standard. Opponents also argued that this pharmacopoeia made it possible to
‘fool the patients’. They lamented that this could have negative consequences
for the whole Unani system in the long term, because patients would not
obtain the desired results from the low-quality medicines any longer, and
consequently they would not trust Unani medicine anymore. Although
persons having their own manufacturing units of branded Unani drugs have
been part of or even chaired the committee as well—Hakim Abdulhamid
from Hamdard, Hakim Fayaz Alam Islahi from Islahi Dawakhana (later
Islahi Drug House), and Hakim Khalifatullah from Niamath’s are some
examples—, the involvement of Jamia Hamdard’s Vice-Chancellor was
also controversial because, unlike the hakims mentioned above, he has
no training background in Unani. Instead, he is a trained biochemist and
microbiologist. However, that was not the first time that the Committee
was chaired by a non-Unani person, something that reflects the interests
of the government to standardize Unani medicine following international
scientific standards. The issue of substitutes, however, seemed to be the
greatest cause of concern among critical informants, even though it seemed
clear that they were not exclusively found in the formulae adopted from
Qarabadin-i Majidi, but they appeared to be a characteristic of the whole
NFUM instead.

The decision-making process related to the NFUI has been questioned
by higher authorities as well, although not formally. In conversation, Hakim
Khalifatullah, then CCIM president Unani and former chairman of the
committees constituted in 1994 and 1998, expressed doubt if the committee
had taken the correct decisions regarding the approval of specific formulae
as a standard. He argued that the committee set an inquiry among practicing
hakims regarding which formulae were mostly used by them, and no studies
were conducted regarding their efficacy. Thus, the selection criteria were
based on the popularity of formulae and not on beneficial qualities backed by
research. It appears plausible that, because of the substitution of expensive
ingredients, the use of modified formulae was indeed widespread among the
practitioners consulted by the committee. Being the popularity of formulae
an important criterion for inclusion in the NFUI, this decision may not
appear much surprising. Yet some competitors of Hamdard as well as hakims
not involved in the Unani pharmaceutical industry alike complained that
Hamdard had ‘tricked the committee’. Hamdard Laboratories sold mostly
through its strong brand, which is well-known all over India. Patients buying
over the counter as well as Unani practitioners who prescribe Hamdard
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drugs make it the strongest Unani pharmaceutical company in India, as
it produces 70 percent of the Unani products in the country (Bode 2008:
54). In other words, Hamdard is the greatest representative of Unani in the
realm of drugs.

Some interlocutors feared that the production of classical drugs using
cheap substitutions would risk the reputation of Unani medicine as a whole,
because the Unani medications that most people used, that is branded
drugs produced following the official standards, were considered to be of an
inferior quality and, as such, not able to offer the best results. A researcher
complained about the substitution of expensive ingredients in branded
products, arguing that there was a Unani formula which contained four
grams of saffron for each ten grams. According to him, a package sold in
the market contained 60 grams of medicine, that would make 24 grams of
saffron per package. The market value of saffron, he argued, was Rs. 200/- per
gram, hence just the cost of saffron for the whole package of medicine should
be as high as Rs. 4800/-. According to this person, the 60 grams package
produced by a specific Unani brand cost Rs. 70/- but its label stated that
it contained four grams of saffron for each ten grams of medicine. ‘So, is
there saffron in the medicine? Of course not! And the patients are being
fooled, also the practitioners are being fooled’ he argued. Although I was
not in a position to prove this claim, similar complaints against Unani
pharmaceutical companies and the substitution of expensive ingredients
were widespread, revealing tensions and disagreement among members of
the Unani fraternity (the informal professional group of Unani practitioners,
see below).!8

While many hakims relied on branded Unani drugs, especially those
manufactured by Hamdard, it was difficult to assess to which extent critics
were right regarding the loss of reputation of Unani. However, it became
apparent that the commercialization of Unani created looping effects that
established the officially accepted, and hence legally binding, formulae
ascribed to the Unani system of medicine. An examination of the NFUM
reveals how interest groups—be them private pharmaceutical companies,
wildlife protection groups or the WHO—shaped official representations
of Unani medicine which in turn enacted versions of it. The standardized
formulae of the NFUM worked as a unifying force which, although not
absolute, was bounding for pharmaceutical companies and individuals
who produced and marketed classical Unani medicines on a large scale

18 The substitution of expensive or unpalatable ingredients from classical formulations is
known to be practiced in the Ayurvedic pharmaceutical industry, too (Ganguly 2014: 117).
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outside the context of the clinic. This phenomenon resonates with Pordié &
Gaudilliere’s work on what they call the ‘reformulation regime’ of Ayurvedic
pharmaceuticals (Pordié and Gaudilliere 20144, 2014b). This reformulation
is not simply a change of formulae, but it is better understood as a myriad of
dynamics involving ‘industrialization, pharmaceuticalization, and globaliza-
tion’ (Pordié and Gaudilliére 2014a: 7). The corpus of officially sanctioned
classical Unani drugs, thus, is not just the product of a ‘given’ tradition, but
it is continuously on the making. The codification of medical formulae and
the standardization of drugs are part of the efforts to present Unani as a
unified system of medicine, to resolve variations of formulae, and to select
what is considered worth of being part of the Unani corpus. This process, by
which one particular reality of Unani is enacted and given authority over
others, exemplifies Mol’s concept of coordination, whereby one enactment
‘wins’ over other ones in a particular locality (2002: 53ff.). Following Mol,
coordination is required in order to achieve coherence when faced with
contradicting facts, and it is done by establishing a hierarchy (2002: 63). By
standardizing drugs and codifying Unani’s formulary, influential actors in
the Unani scene exercise their power to prioritize their version of Unani
medicine above others through official recognition. The Government of
India, in turn, complies with international pressure to impose standards
helping regulate Unani practices. The results, however, are contested. This
is especially the case when practitioners are considered more authoritative
than any government institution.

Unani Practitioners
Doctors or Hakims?

The figure of Unani practitioners, particularly khandani (‘familial’) hakims,
may be among the strongest images of Unani as a unified whole, because
old hakims are still popularly seen as the embodiment of authentic Unani
knowledge and, hence, as bearers of the medical tradition. The individual
clinical practices of different Unani physicians were so diverse and hetero-
geneous that they make problematic to call Unani a system of medicine.
And yet, as bearers of Unani medical knowledge, Unani practitioners played
an important role in the systematization of Unani medicine.

The practices of Unani physicians vary, and so do their denominations.
In common usage, some practitioners use the denomination hakim inter-
changeably with (Unani) doctor, while others make a strict distinction
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between the two. Unani practitioners have been addressed differently across
time and space. Hakim is the most common denomination found today, but
older sources refer to practitioners as tabib (pl. atibba’), the Arabic term for
physician. While tabib is now rarely used in India outside Unani circles,"
female Unani practitioners are addressed, interestingly, both as tabibah
and as hakimah, whereby the first denomination seems to currently prevail.

With the increase of college graduate Unani practitioners, the term ‘Unani
doctor’ has become common for both male and female practitioners. Some
insisted that there was no difference between calling a practitioner a Unani
doctor or a hakim. During fieldwork I collected almost a hundred business
cards from differently trained Unani practitioners. Most of the college gradu-
ates used the title ‘Dr.’ in front of their names. While in Germany the use of
the doctor title is prohibited by law to those who do not hold the required
academic qualification, in India its usage is common among BUMS graduates,
even by those without a postgraduate degree. The Medical Registration
Acts passed in all provinces between 1912 and 1919 allowed the use of the
title ‘Doctor’ for qualified practitioners of Western medicine only (Berger
2013: 67f; Jeffery 1988: 53). This regulation was challenged by practitioners
of indigenous medicine, leading to its withdrawal after independence.
Among those with institutionalized training, only a few preceded their
names with ‘Hakim’ or its abbreviation ‘Hkm.' in their business cards; only
one of them wrote ‘Dr. & Hakim’ in front of his name. Those holding high
posts in colleges used ‘Prof., and some added their degrees in parenthesis
after the name, i.e. (BUMS, MD).

Although most Unani practitioners take pride in being called ‘doctor
sahib’, this is not always the case. An old hakim from Hyderabad who was
a well-known practitioner in his area and held no Unani degree angrily
scolded patients who addressed him as a ‘doctor sahib’ telling them, to their
annoyance, that they should address him as ‘hakim sahib’ because he was
no doctor. The term hakim derives from the Arabic root hikma, meaning
wisdom. Hakim refers not only to a medical practitioner, but to a wise
person, meaning both sage and physician (Speziale 2010a: 307). There is no
clarity regarding a strict differentiation between the terms hakim and tabib.
In India, the term hakim is not used exclusively for practitioners of Unani

19 Attewell mentioned a preference to use tabib over hakim by elite physicians in 20" Century
India (2007:1). However, it is not clear when the usage of the term hakim became more common. I
would suggest that it was due to its use as title in bibliographic publications and also in signatures
and auto-denomination, in contrast to tabib, which is not interchangeable with hakim in front
of names.
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medicine. Street vendors of medications against male sexual disorders are
also addressed as hakims, even though their medicines and treatments
are not necessarily recognized among Unani professionals. However, this
kind of practitioners may never be addressed as tabib. In my search for
non-registered hakims in Delhi, I ended up meeting two self-named hakims
who claimed to practice jari butyon ki patt’ (‘herbal medicine’). After along
conversation it was clear that they did not practice Unani medicine: neither
did they make claims of belonging to the tradition, nor was the epistemic
framework of Unani medicine present in their understanding of disease
causation and treatment. They saw themselves as practitioners of herbal
medicine and not of Unani, and they naturally called themselves hakims.

In the context of medial representations of Unani practitioners, newspaper
articles commonly referred to practitioners trained in the so-called Indian
Systems of Medicine or those forms of medicine falling under the purview
of the AYUSH Ministry as ‘ISM practitioners’ or ‘AYUSH doctors’. These
denominations are clearly influenced by the state policies that named
the institutions in this way. The term AYUSH, which is an acronym for
Ayurveda, Yoga, Unani, Siddha and Homepathy, is also a common Hindu
name (Ayush, meaning ‘having a long life’). The name AYUSH has been
already internalized by Unani practitioners as the term for non-biomedical
forms of medicine. On one occasion, a family brought a child to a hakim for
examination. After finding out that the boy’s name was Ayush, the hakim
told his parents to change his name because AYUSH stands for Ayurveda,
Yoga, Unani, Siddha and Homeopathy. The Hindu family, however, did not
seem to understand what was wrong with the name.

The personal context of practice as well as the own aspirations play a
crucial role in the self-denomination of practitioners. Once I was invited to
the home of a Unani graduate pursuing an MD in Unani pharmacology (7lm
al-adviyah). She introduced me to her older sister. When she told me that
her sister was also a BUMS graduate, I said to her ‘Oh, so you are a tabibah!
but she frowned and refuted: ‘No, I am a doctor! I practice allopathy. I asked
her how that is possible. She said that in the government hospital where she
worked, they hired BUMS doctors to practice allopathy. The way in which
she told me this—with wide open, shining eyes—transmitted a feeling of
pride. Later on, she told me that she always wanted to become a doctor. Those
BUMS graduates who practice allopathy feel more comfortable with being
called ‘doctor’ than ‘hakim’. In contrast, some BUMS graduates who actually
practiced Unani feel proud to be addressed as hakims, as they argued that
anyone can graduate from a Unani college, but not everyone can master
Unani medical knowledge to become a real hakim. An old hakim suggested
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that not all BUMS graduates deserve to be called hakims: ‘all graduates are
doctors but not all graduates are hakims’. While the denominations hakim
or tabib do not necessarily apply to all BUMS graduates, not all hakims are
practitioners of Unani medicine, as mentioned above.

The variety and overlap of denominations of practitioners is important
because it shows that without an established framework—there is currently
no regulation pertaining how to address a practitioner of Unani medicine—,
practitioners can stress their role as practitioners of indigenous medicine or
accentuate their institutionalized training. More than the denomination,
however, what matters most for establishing and maintaining medical
authority is the recognition of the practitioner among patients and among
the community of Unani professionals—the Unani fraternity.

The Old Khandani Hakim as Embodiment of Unani Knowledge

The figure of the hakim is a fascinating one. During the Colonial Period, court
hakims were respected, influential figures. A hakim was not necessarily
a practicing physician, but primarily a person having vast knowledge on
literature, well versed in Arabic and Persian who embodied etiquette and
refinement, following the understanding of ‘a healthy body as a cultured
body’, whereby individual well-being was crucial for health (Alavi 2008:
860). In the imagination of scholars, government employees, and patients,
the figure of the hakim is often associated with a learned man with deep
knowledge about the world and the human body.

An ideal hakim should not only be knowledgeable on medicine, he should
have a noble personality as well: serving without expecting personal reward,
using reason and logic to arrive at conclusions, applying his vast knowledge
on diseases, their causes, and how to treat them in everyday practice. Al-
though there are female Unani physicians, biographical books of eminent
physicians list often exclusively male practitioners (Habiburrahman 2000
[1988]; Islah11987) and to date there are, to my knowledge, no female authors
of well-known Unani medical books. Hence, a good hakim was thought to be
aman, an old man for instance, because Unani medical expertise requires
alifetime of scholarship as well as own experimentation and experience in
order to be mastered. The intricacies of accurate pulse reading and uroscopy
were revealed over time, thus being reserved for those with many years
of clinical exposure. This also applied to the knowledge of mufradat, or
single drugs, and also to the murakkabat or compound drugs, as they were
all matters that required deep knowledge in order to identify, assess and
apply the substances correctly for the treatment of disease.
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Hakims are, without doubt, considered the most authoritative persons
in Unani medicine. A young practitioner told me that patients expected
the hakim to be an old man wearing a long white kurta or a sherwani
coat (the men’s buttoned kurta associated with the reformist movement
in Aligarh, worn by Hakim Ajmal Khan in famous portraits) with a cap on
his head and, most probably, having a long white beard. In short, a com-
mon South Asian style for male Muslims. A hakim’s wardrobe was often
important. Although nowadays most Unani students are not only young
but also female—this became apparent during my visits to different Unani
colleges and was confirmed through conversations with students and
college staff—, the image of the old hakim as an old man prevails. This
was considered problematic by some young practitioners who, wearing
jeans and shirts, at times felt that they were not taken seriously by their
patients, who were expecting to find an old ‘hakim sahib’ and would prefer
to be examined by their fathers instead. A few young practitioners told me
that they dressed up before attending patients in order to gain their respect
during the consultations.

The image of the hakim as an old, experienced practitioner was not
only based on physical, exterior characteristics, but also on narratives
attributing almost miraculous skills to them, including stories of ‘those
days’ when hakims would diagnose correctly through pulse only and could
cure even cancer. Hakims do not only embody Unani knowledge in their
person, but also the idea of a ‘golden age’ of Unani before its decline during
the British period. The decline of hakims is connected to a decline of Unani
medicine. In an interview, an old family hakim who also held a high post
in a government institution referred to this, saying that the situation of
Unani is very difficult nowadays. He mentioned that the people teaching
Unani these days were not knowledgeable about it. They do not know how
to read the pulse and relied on modern diagnostic techniques instead. He
said that the modern diagnostic techniques were being taught in the BUMS
course because it was necessary for the students to know how to assess an
ultrasound or a pathological examination report, but Unani practitioners
were not supposed to rely on them to establish diagnosis. Now, he said,
there was no physician in India like the ones before, no nabbag, i.e. no
person fully knowledgeable about pulse diagnosis. Is Unani endangered
because of that? He said ‘no, it is not endangered, it is decaying. Unani in
its practice and teaching is decaying.’ In this context, the cult of eminent
hakims constitutes an important source of legitimation and identity for
young Unani practitioners.
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Unani practitioners often mention eminent personalities linked to the
history and development of Unani medicine as their source of inspiration,
model roles, and heroes. Urdu publications on the history of Unani tend to
focus on the lives of eminent physicians, and biographies thereof are also an
important genre in the Unani literature.*® The focus on eminent personalities
is characteristic of the historiography of Unani by those involved in the
spheres of Unani medicine (Speziale 2010a). This kind of books include short
descriptions of the hakims’ lives, stressing their commitment to society
and to the advancement of Unani medicine through khidmat (‘service’) as
well as their medical and scholarly achievements. A list of publications by
the hakims and anecdotes that stress the hakims’ skills in diagnostics and
therapies are also common in these books. The title Atibba’ ke hairat angez
karname (‘Physicians’ Amazing Achievements’, (Fariqi 1995) is an interesting
example. A compilation of anecdotes of Unani physicians, the book includes
sayings about several ancient Greek scholars, not only Hippocrates and
Galen, but also Aesculapius, Aristotle, and Plato. In this way, ancient Greek
thinkers were consciously integrated into the Unani tradition by the author.

Although these kinds of books are not compulsory for BUMS students,
their reading is encouraged in order to increase students’ interest in and
motivation for Unani. Abdunnasir Faruqi was a lecturer at the Jami‘ah
Tibbiyah Deoband (a Unani college), in the preface to his book he stated his
aim to show students exemplary stories of excellent Unani physicians (Faraqt
1995: 9). BUMS students learn the biographies of prominent hakims under the
subject Tarikh-i t ibb o akhlaqyat (‘History of Medicine and Medical Ethics).
During a visit to his clinic in Mumbai, Hakim Muhammad Islahi, grandson
of Hakim Muhammad Mukhtar Islahi, handed me the biographies compiled
by his grandfather, along with other texts on mualijat (‘clinical medicine’)
and murakkabat and mufradat (‘compound and uncompound drugs’) to
take home and read in order to enhance my knowledge about Unani.

20 Publications about the history of Unani focusing on biographies of eminent physicians
include Rahbar Faruqji’s Islami Tibb (‘Islamic Medicine’) (1999 [1937]), Azmi’s History of Unani
Medicine in India (2004), and Hakim Sayyid Muhammad Hasan Nigrami’s Tarikh-i tibb (Ibtida ta
‘ahad hazar) (‘History of Medicine from the Beginnings to Present Times’) (2009). Contemporary
biography compilations may be dedicated to a particular lineage of khandani hakims, like for
example Syed Usmani’s Tazkirah Khandan-i ‘Usmani (‘Biography of the Usmani Family’) (1987)
and Hakim Syed Zillurahman’s Tazkirah Khandan-i ‘Azizi (‘Biography of the Azizi Family’)
(2009).
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Unani practitioners commonly narrated the stories of the great achieve-
ments of old hakims presented in these books to patients and to me. With
noticeable nostalgia, a Unani practitioner who was in charge of one of
the most important Unani college hospitals in India told me about an old
hakim who had already died and who was very famous. This hakim, he
explained, would have the patients sitting in a room and he would come to
each patient instead of letting each patient approach him (as it is commonly
done in consultations). He had a nuskhah navisi (‘prescription-writer’) who
followed him while he walked and dictated the prescriptions. The hakim
accurately diagnosed diseases only by taking the pulse of the patients.
He would not keep a record of the patients and what medicines he had
given to them before. Instead, he checked the pulse every time the patients
came and assessed in this way the progress of the treatment. I asked if this
hakim had children, the hospital director said with regret that this hakim’s
children followed another path (i.e. a different profession) and that all his
medical knowledge got lost when he passed away. The director then told
me about another hakim from Lucknow who was also very famous and
whose nuskhahjat (‘recipes’) got lost forever after his death because he did
not have any children. Not only the skills of the old hakims were stressed,
but also the loss of Unani knowledge was a central topic in this narrative,
a loss associated with the death of the hakims and the lack of offspring
ready to inherit medical knowledge. Whether the hakims would reaffirm
their status through a connection with the fabulous physician of their
narratives or not, these narratives seem to evoke glory and splendour, and
the deeds of eminent hakims are recalled with a certain form of pride and
strong identification. In these accounts, the grandeur and skills of the old
hakims is stressed above their person, sometimes their names are not even
mentioned. In oral accounts, the deeds often prevailed above the hakim’s
person, as if it did not matter who was the one performing them. The cult
for eminent hakims, thus, is not always personalized.

Eminent physicians are also venerated through quotes and images along
the corridors of government institutions and Unani colleges. I became
familiar with the images of a bearded man with a turban (Ibn Sina) and
that of a bearded man with a dark, buttoned suit and a broad topi (Hakim
Ajmal Khan), as well as with the portrays, real or imagined, of many other
physicians whose names resonated again and again during conversations,
or who were referred to as important authorities in different publications
related to Unani medicine. I have chosen the two men mentioned above
to explain what I call the cult of eminent hakims that characterizes the
Unani scene in India.
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Known as Avicenna in the West, Ibn Sina was a Persian philosopher and
physician born in a village near Bukhara who lived from around AD 980 to
AD 1037 (Gutas 2011 [1987]). His masterpiece Al-Qanin fi al-t ibb (‘The Canon
of Medicine’) is considered ‘the most authoritative and comprehensive
codification of the Graeco-Arab system of medicine’ (Hameed 1993: xiv).
Ibn Sina was not only a physician, he also wrote on logic, theology, physics
and other natural sciences (Ullmann 1997 [1978]: 45). The Canon of Medicine
is so thorough that it was used as a standard text in medical in training in
European and middle-Eastern contexts until the seventeenth century and
it was among the medical books most frequently printed in the fifteenth
and sixteenth centuries (Ullmann 1997 [1978]: 46; Weisser 2011 [1987]).
Unani physicians in contemporary India see in Ibn Sina a Muslim wise
and a scientist whose knowledge surpassed that of Europeans. As such,
the figure of Ibn Sina is a powerful symbol that stands for the scientificity,
historical importance and the superiority of Unani medicine and Muslim
culture. In the preface to the English translation of the Canon published
by Jamia Hamdard, Hakim Abdulhamid recognized not only Ibn Sina’s
scientific achievements, but also the relevance of his religious works
(Hameed 1993: xiii).

Ibn Sina is commonly celebrated in Unani circles as one of the most
important Muslim scholars of all times. The omnipresence of his person
as a figure giving a sense of continuity to Unani medicine is evident in the
Indian context, giving name to institutions such as the Ibn Sina Academy
of Medieval Medicine and Sciences in Aligarh—a research and educational
institution which hosts a library and a museum—, an Ibn Sina Tibbiya
College in Uttar Pradesh, as well as many Ibn Sina Unani clinics and dis-
pensaries across the country. The Ibn Sina Academy of Medieval Medicine
and Sciences grants an Ibn Sina Award to distinguished Unani scholars and
practitioners. Representations of Ibn Sina embody the figure of a Muslim
scholar whose scientific achievements had a great influence that reached
even Europe and lasted for centuries.

Many centuries after Ibn Sina’s lifetime, in 1868, Hakim Hafiz Muhammad
Ajmal Khan was born in Delhi (Zillurrahman 1995: 243). Belonging to a family
of physicians, Hakim Ajmal Khan was a hakim with a high social status who
was not only respected among Muslims, but who also enjoyed friendships
with some British officials (Metcalf1985). Hakim Ajmal Khan was perhaps
the most influential hakim in contemporary India, being commonly referred
to as an inspiring figure by practitioners. He is ‘remembered as a “nationalist”
and a “modernist” (Metcalf1985: 2) and ‘became the most famous defender
of Muslim traditional medicine in Colonial India’ (Speziale 2011). Apart from
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his service during the struggle for independence, which was seen as a service
provided to all Indians—whether Muslims or not—, his contribution to the
development of Unani medicine was mainly through the modernization of
teaching, as the Karol Bagh Tibbiya College exemplified, as well as through
his impetus for the scientific (i.e. pharmacological and chemical) research of
Unani formulations (see Chapter 5). He was also the founder of the All Indian
Unani Tibbi Conference, created to oppose the new Medical Registration Act
of1910 passed by the British government which was seen as detrimental for
practitioners of Indigenous medicine (Berger 2013: 70; Liebeskind 2002: 61).

Apart from his service to the nation and to Unani, Hakim Ajmal Khan
was portrayed as an excellent Unani physician. There are several anecdotes
accounting for his mastery in pulse reading, his accurate diagnostic abilities,
and his almost miraculous cures (Fariaqgi1995). Also, hakims told me stories
about his excellent medical abilities. For example, Hakim Muhammad Islahi
once told me a story about how Hakim Ajmal Khan managed to cure a patient
using a curious method to administer mercury avoiding the poisoning of
the patient. Hakim Ajmal Khan would mix the mercury in the food given
to a chicken. After a few days following this feeding procedure, the chicken
was slaughtered and a broth was cooked, which was given to the patient to
eat. The patient soon recovered successfully. Hakim Muhammad Islahi saw
himself as part of the lineage of Hakim Ajmal Khan because his grandfather
Hakim Muhammad Mukhtar Islahi was a student of Hakim Ajmal Khan.
Hakim Muhammad Islahi saw Hakim Ajmal Khan as a great inspiration
and was very proud of the master-pupil connection of his family with him,
which he invoked with pride to legitimate his own practice.”

Hakim Ajmal Khan was named Massith® al-mulk (‘The Messiah of the
Country’)** because of his excellent abilities in the art of Unani, meaning
bedside care and knowledge of diseases and their cures, as well as for his
role in the independence struggle. Hakim Ajmal Khan embodies the ideal
hakim because his person and legacy combine extraordinary healing skills,
commitment to society through free consultations and treatment for the
poor in his davakhanah, his commitment to the nationalist cause, as well
as his efforts to modernize Unani in order to make it competitive in times
of enormous changes. He did not only have a noble origin and a family
background with records of service in court. It was through the efforts of

21 Practitioners of Tibetan Medicine also saw ‘institutional education as a way of maintaining
lineage-based legitimacy’ (Craig 2012: 96).

22 The usage of the term massih‘ in Muslim contexts is related to descriptions of Christ as a
person with extraordinary healing powers. I thank Susanne Kurz for helping me clarify this point.
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Hakim Ajmal Khan that Unani became modernized following the model
of Western medicine (see Chapter 5). While a few informants criticized
him arguing that his support towards Ayurveda led consequently to the
neglect of Unani in the postcolonial state, it was still commonly agreed that
without his efforts, Unani would probably have never been recognized as
an official form of medicine in postcolonial India at all, and that hardly any
person would have seriously considered the possibility to validate Unani
medicine using scientific standards as done nowadays. The sum of these
characteristics makes him the most important hakim of modern times; his
cult among Unani circles in contemporary India is the greatest. There are
many publications dedicated to the life and works of Hakim Ajmal Khan
(some of them published in Pakistan),* his relevant role in the modern
history of Unani found a special place in official representations of Unani
medicine, where he is portrayed as ‘the pioneer of modern research in Unani
System of Medicine’ (Department of AYUSH 2013b: 8).

Ibn Sina and Hakim Ajmal Khan are considered exemplary personalities
that embodied the ideal hakim: a wise Muslim scholar with noble intentions
whose life was dedicated to the service of humanity. Their biographies and the
cult of their persons provide testimonies that the Unani system of medicine
is not only enacted through medical knowledge, but also by the practitioners
who embody this knowledge, wisdom, and values. These prominent hakims
are seen in Unani circles as reminders for new generations of the venerable
tradition of knowledge, scholarship, and service. The so-called Unani system
of medicine is represented and understood as strongly attached to these
virtues, which are embodied in the personalities of eminent hakims. Their
cult operates as a reminder of the greatness of Unani, the legacy of hakims
being passed through generations of familiar or master-pupil lineages and,
since the late nineteenth century, also through educational institutions. These
loopings were manifested, for example, through the commemoration of the
World Unani Day, which is celebrated every year on 11 February on occasion
of Hakim Ajmal Khan'’s birthday, and through other activities organized by
members of the Unani Fraternity in remembrance of these great hakims.

The Unani Fraternity

Scholars of Unani medicine, including old and well-established practi-
tioners and persons holding relevant government positions in the field of

23 See for example Hayat-i Ajmal (Khan 2002), Ajmal-i A‘zam (Hussain 2003), and Hakim Ajmal
Khan (Zillurrahman 2004).
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Unani, exchange professional views and gossip inside what they call the
‘Unani fraternity’. This fraternity can be defined as a group of professionals
engaged in Unani medical practice, research, and marketing, as well as
government officials working in Unani-related institutions, all of whom
pursue the common goal of further developing Unani medicine in order to
attain recognition outside their own Unani professional milieu. The Unani
fraternity is no official association, but rather an informal, loose group
of people who are well connected and who maintain more or less cordial
relationships with each other. Members of the Unani fraternity include
hakims or scientists holding posts in Unani-related government offices
and institutions, respected and/or popular Unani practitioners, owners of
pharmaceutical companies and scholars of Unani medicine. They gather at
conferences, grant themselves awards, and write prefaces for the publications
of other members. Social capital in the form of a vast social and professional
network is an intrinsic quality of this fraternity, whose goal is arguably to
represent, advance, and promote Unani medicine.

In the same way that the fraternity members keep their connections warm,
those outside of it are not considered bearers of Unani. During fieldwork,
it was very difficult for me to obtain access to the informal sector, mostly
because my informants were members of the fraternity and disapproved
of those outside of it. Thus, it became evident that only the members of the
fraternity were considered by other members as ‘worthy’ representatives
of Unani, and, hence, worth being included in the present study. In this
way, through the inner dynamics of the fraternity, its members are actively
involved in the drawing of boundaries of what is considered to be Unani and
what is not. Although for some the fraternity is a loose group that included
the whole professional community of Unani practitioners, officials, teachers,
research scholars and manufacturers of Unani products, others mean by
it a selected group of eminent persons involved in the spheres of power of
Unani as well as those around them. BUMS graduates are not automatically
considered members of the fraternity; those who actively network with
members eventually become part of it, as do persons holding postings in
government settings or important Unani colleges.

During the Colonial Period, khandani hakims looked down upon
non-khandani hakims (Quaiser 2012b: 122). However, this did not always
happen in the Unani fraternity. The democratization of Unani through
its institutionalization (Liebeskind 2002; Speziale 2010a) made training
accessible to a wider portion of the population. In independent India, most
Unani practitioners did neither belong to an old physician lineage nor to
the elite of the country, as it was the case until the late Colonial Period.
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Access to government jobs for Unani graduates, which became possible in
the 1970s through the recruitment of staff for the newly founded CCRUM as
well as other government institutions related to Unani, enabled a significant
number of Unani college graduates to pursue a career in government service
and to eventually secure influential positions. Others made their careers in
educational institutions like Unani colleges, obtaining posts as professors
or rectors. Thus, access and mobility to and within the Unani fraternity did
no longer depend on a familial background. An influential position in any
Unani government or educational institution can be even more important for
the recognition among peers and for inclusion in the fraternity, depending
on the case. Through fraternity networks, members can secure jobs thanks
to their connections with decision makers or with those influencing them.

Practitioners who neither have a strong, that is eminent, family back-
ground nor hold positions in influential institutions can build their access
to and position in the fraternity using other strategies. For example, a Unani
practitioner who neither held a Unani degree nor had a family background
had self-promoted himself as a ‘great hakim’ over the years. He had built
several imposing clinics in his small town and, through a timely use of
mass-media, had become very well-known and popular in his locality and
beyond. His children and their spouses pursued Unani degrees and worked
in his several clinics, thus establishing an own family tradition. This family
kept warm ties with important figures of the fraternity, thus cementing
its status as recognized members themselves. Eventually, they secured
government support for the construction of Unani facilities on their property.

The creation of foundations and other organizations such as research
institutions and charities offering medical services for free is also common
among members of the fraternity. Khidmat, thus, remains an important
feature for recognition of hakims among peers. It could also be said that the
fraternity’s vast network contributes to overcome tensions over different
conceptions regarding the development of Unani medicine, notoriously
the conflicts between the Azizis and Sharifis that are often referred to in
the historiography of Unani during the late Colonial Period (Alavi 2007;
Liebeskind 2002). For example, the principal of the Takmil ut-Tibb College in
Lucknow—the educational institution established by the Azizis—at the time
of my visit, Hakim Sikandar Hayat Siddigi—, had obtained his BUMS degree
from the Ayurvedic and Unani Tibbiya College in Karol Bagh (established by
the Sharifis) and his MD from Aligarh. While the BUMS training is the same
everywhere, as every college has to follow the curriculum established by the
CCIM, tensions echoing the ideas of the two schools remained. However,
these are not as antagonistic as they were during the late Colonial Period,
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since the dominant view among the fraternity embraces the development
of Unani through the integration of modern scientific advances.

Although nowadays most practitioners hold a BUMS or equivalent degree,
and nearly all of those working in government service certainly do, the
democratization of Unani (Liebeskind 2002; Speziale 2010a) changed the
ways in which hakims legitimize their status as members of the fraternity.
While the fraternity may be understood as an informal professional group,
through its events and actions it grants recognition to some of its members
as authoritative and influential. Prize events are very common, they are
organized privately by companies such as Rex Remedies, which award the
‘All India Hakim Azmad Khan Award’ (Rex Remedies 2014), or by private
practitioners like Dr. Ahmad Ashraf and his wife (also a Unani practitioner)
in Hyderabad, who, through their ‘Hakim Ashraf Memorial Society’ stage an
award function in memoriam of Dr. Ashraf’s father, late Hakim & Dr. Ahmad
Ashraf Farhat. Government institutions also organize functions where
distinguished guests and fraternity members receive recognition for their
work and service to the Unani cause. Among those who have received prizes
we find mostly persons holding high posts in government Unani institutions
and practicing hakims.

The awarding of these recognitions not only brings together members of
the fraternity in staged events that are at least attended by the important
personalities who receive the awards, but it also gives the organizers a strong
legitimation as members of the fraternity. Pictures of them together with
eminent Unani figures are then displayed in websites or social media. One
hakim, for example, kept several photography albums of the staged award
ceremonies. Many pictures were displayed in one of his clinics in the centre
of Hyderabad. When I visited his clinic for the first time, I was hoping to
see how he treated patients. Instead of showing me the consultations, he
showed me all the pictures displayed in the waiting room which pictured
mostly his father, himself, and other hakims holding high ranking posts
in government institutions during different events. He would tell me ‘this
is my father with hakim so and so’ or ‘hakim so and so is a friend of us.’
There was also a collection of press-cuttings mentioning his clinic in one
wall, another wall displayed several awards. The hakim invited me to his
office, where the staff had brought several big photo albums, like those
used for wedding photographs in India. Most of the photographs displayed
a memorial meeting in honour of his father (also a hakim), with several
prominent hakims as distinguished guests.

Other events such as conferences are also staged by government and
private Unani institutions. During fieldwork, a conference on Unani taking
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place in the United Arab Emirates was a common topic of conversation, as
witnessed different members of the fraternity talking about it. While some
were critical about the event, most seemed proud about such a conference
being held in the Gulf, seeing it as proof for the spread of interest on Unani
medicine around the world. Although I heard rumours that some of the
prizes were given to those who paid the best price for them, there is no doubt
that—whether paid for or not—the awards granted by and to members of
the Unani fraternity are powerful enactments of professional recognition.
I saw awards displayed in the waiting rooms and offices of many Unani
practitioners and manufacturers of Unani products, they are displayed for
legitimating purposes in a professional environment where degrees are not
the most important sources of professional recognition.

Textual Sources of Authority

Unani Medicine is often portrayed as a textual tradition. Undoubtedly,
there is a corpus of medical texts considered as authoritative. This corpus
is considered an integral part of Unani by those who practiced it, offering
amaterial distinction between the knowledge tradition of Unani and other
forms of medicine. Medical texts attributed to the Graeco-Islamic medical
tradition do not only outline the knowledge upon which Unani is arguably
based upon, but they also convey a sense of tradition and continuity, a line
of delivered knowledge that has been passed from physician to physician
over the centuries. The works of Graeco-Islamic scholars attesting to the
grandeur of Unani medicine and the intellect characterizing early authors
at times when Western medicine was anything but scientific are commonly
evoked by hakims to ascribe cultural superiority to Unani medicine and
Islamic sciences. They are also considered proof of Unani’s cosmopolitan
character and scientificity, as scholarly authors kept continuously integrating
new medical knowledge acquired in different geographical settings.

The Unani system is said to have originated in ancient Egypt and Babylon,
where medicinal plants and surgery were reportedly used as forms of treat-
ment and uroscopy used as diagnostic method (Department of AYUSH
2013b: 2). Unani’s beginnings as a textual tradition are most commonly
located in the works attributed to Hippocrates. He was not only considered
crucial for the further development of Unani medicine, but his importance
for medicine and science in general is emphasized in official documents
(ibid.). Another government publication mentions Hippocrates as the one
‘who freed Medicine from the realm of superstition and magic, and gave it
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the status of Science’ (Central Council for Research in Unani Medicine 2009:
3). Hippocrates is considered to be the person who established the basis of
the humoral theory of Unani medicine. Also, the Mu‘ahidah-i Bugrat yah
(‘Hippocratic Oath’) remains important in Unani medicine and it is part
of the BUMS curriculum (Qadir 2011 [2001]: 286ff.). Hippocrates’ name also
resonates among practitioners of Unani because of recipes attributed to him
such as Ambrosya (‘ambrosia’) for stomach and kidney ailments, and Majian-i
Bugrat (‘Hippocrates’ Electuary’) against sexual weakness (Islah11987:19). The
latter was often prescribed by some of the hakims whose practice I observed.

Galen’s works are also considered fundamental. From the perspective
of historians of medicine, his works shaped Unani medicine, as it was he
who established the humoral theory as accepted in Unani today, the four
grades in medicines, as well as other elements which are still present in the
understanding of contemporary Unani (Ullmann 1997 [1978]: 10). Apprentices
and students of Unani may not read the works by Galen, but his teachings
still reach them. The following saying attributed to him was kept in the
bayaz of a khandani hakim in Lucknow:

A person asked Galen about the four humours and requested him to

kindly describe them. Galen answered:

1) Blood is a purchased slave, but sometimes the slave may also beat the
master.

2) Yellow bile is a fresh and moist garden; the watch dog of the human
body may also bite his master.

3) Phlegm is a king and leader; if a door is closed to him, he opens another
gate to get out.

4) Black bile is a big solid [katan?] soil; when it shakes all what is on it
starts moving.>4

The source of this anecdote remains obscure, it probably has a South Asian
origin.* This saying was handwritten in Hakim Atiq Ahmad’s bayaz, an old
daily planner used as a notebook which apart from this anecdote contained
different fragments of Unani medical knowledge, some of which were written
in rhyme, as well as his gaul (vow), which specified the knowledge he had
acquired in training and that he was capable of in terms of medical practice.

24 Ithank Mudassir Igbal for his kind help with the shaky Urdu handwriting.

25 Iam in debt with Hans Hinrich Biesterfeldt for his kind help tracing the origins of this
anecdote. Neither him nor several of his colleagues knowledgeable about Galen’s work could
link this anecdote to any Greek or Arabic source.
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Interestingly, although Plato and Aristotle find a place in books dedi-
cated to hakim’s biographies (Islahi 1987), Dioscorides®® rarely appears in
contemporary representations of Unani, even though his contribution
has been acknowledged in some official representations (Department of
AYUSH 2013b: 3). In contrast, Hippocrates and Galen figure widely in both
official and non-official accounts of the history of Unani medicine. They
are portrayed as the scholars who laid the basis of the Unani system of
medicine. The focus on ancient Greek scholars such as Hippocrates as the
precursors of Unani medicine can be read as an attempt to establish Unani
as science through the location of its common origins with Western science.
The influence of Greek authors, especially Hippocrates and Galen, on Unani
medicine in India rests not directly on the texts attributed to them, but rather
on works influenced by those, including translations and commentaries
thereof—notably Ibn Sina’s Qanun. Such medical works proliferated during
the Mughal period in Persian language, as Iranian scholars were employed
in the Mughal administration ‘and gave a fundamental impulse to the
translation and commentary of Avicenna’s Qanun in India’ (Speziale 2011); it
was also then (sixteenth century) that the first known works on Avicennian
medicine were composed in Sanskrit (ibid.).

There seems to be a clear consensus among Unani practitioners and
students about the most influential personality in the Unani textual tradi-
tion. Ibn Sina’s Al-Qanun ft at-tibb (‘The Canon of Medicine’) is arguably the
most influential and important textual source. When I asked for relevant
Unani books, practitioners and students of Unani medicine alike would
answer almost invariably ‘Ibn Sina ka Qanun! (‘Ibn Sina’s Canon!’). Although
most have actually never read the book, it is considered one of the most
important textual sources since it defined medicine in a way that is still
considered of paramount meaning for Unani medicine today.

Apart from the Canon of Medicine, which itself and its abridgments ‘were
especially the objects of some important Indian commentaries’ (ibid.), works
from the Abbasid period (750-1258AD) are mentioned as integral parts of the
Unani textual tradition. In his annotated bibliography Tibbi Saha’if (‘Medical
Books’), Hakim Ashhar Qadir—a lecturer at the Faculty of Medicine, Jamia
Hamdard—described Al-Tabari’s Firdaus al-Hikmat (‘Paradise of Wisdom’)
as one of the most influential medical books of all times, situating it among
the principal and most complete sources of medical knowledge (Qadir
2004a: 19). The book is further known for giving an overview of Indian

26 For the relevance of Dioscorides’ works and posterior translations and adaptations see
Chipman (2018 [2014]) and Chipman (2018 [2012]).
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medicine (i.e. what we know as Ayurveda today) (Ullmann 1997 [1978]).
Apart from Al-Tabari, Razi and Sahil Massihi are also mentioned in official
representations of Unani as ‘some great physicians of that [Abbasid] period’
(Department of AYUSH 2013b: 4). The Zakhirah Khvarzimshahi (‘Treasure
of the King of Khvarzim’), composed in Persian by Jurjani also deserves
special mention, as it has been described as one of the most popular medical
works of Unani’s textual tradition. The Zakhirah, as it is known by Unani
scholars, is a medical encyclopaedia that was influential throughout the
Persian-speaking world (Liebeskind 1996: 60; Storey 1971: 207).

Government publications establish the eight century as the time when
Unani was introduced in India (Department of AYUSH 2013b: 5),>” whereas
the period between the thirteenth and seventeenth centuries is described as
its ‘heyday’ (Central Council for Research in Unani Medicine 2009: 3f.). The
role of the Delhi sultans, the Tughlaq dynasty and the Mughal emperors as
patrons of Unani physicians is highlighted, as well as the scientificity of the
works by the ‘scholars and physicians of Unani Medicine’ of that time (ibid.).
The major developments of this period are said to be the application of the
principles established by the Arabs and Persians as well as the discovery
and integration of new drugs already known to Ayurveda (Department of
AYUSH 2013b: 6). Official representations emphasized the works of Indian
authors such as Arzani, Gilani, and Yusuf Harvi during this time (ibid.).
Arzani, who lived in Aurangzeb’s times, was the most prominent among
them. His works were known at least by name to many Unani physicians.
The Mizan at-T'ibb (‘Standard of Medicine’) and the T'ibb-i Akbari (‘Akbar’s
Medicine’) were considered his most important works and several hakims,
particularly old ones, mentioned them as important readings. While the
rich exchange between Unani and Ayurvedic scholars during the Mughal
Era contributed greatly to the development of Unani medicine, the cross-
fertilization between both traditions is neglected in official representations,
which stress the Graeco-Arabic tradition and underplay the Perso-Indian
heritage, contributing to foster separate identities as distinct systems of
medicine (Speziale 2018, 234f.).

The identification of the textual tradition with a lineage of prominent
physicians is crucial, particularly in times where master-pupil training has
become the exception, regardless if the textual knowledge of the classic
books is applied or not in practice. Notwithstanding the fact that Unani was

27 This date coincides with the time where ‘[p|roper dissemination of Islam in India’ begun
(Azmi 2004: 2). However, only from the twelfth century do we have evidence of Muslim physicians
settled in India (Speziale 2010a).
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not called ‘Unani’ at the times when these classical works were composed
(Speziale 2005, 2010a), the textual tradition constitutes a framework for
identification which enabled Unani practitioners to be part of a chain of
knowledge transmission starting from the ancient Greeks up to our days.
Thus, while many students and practitioners would mention classical authors
as important contributors to Unani, only a few would mention particular
books—with the exception of Ibn Sina’s Qanin—, and even fewer would
know details about their content.

Classical authors and their works are part of the BUMS training under the
subject History of Medicine and Ethics, whereby the textbooks addressed
briefly the textual sources, and the original sources are not read. The read-
ing of the classical Arabic and Persian texts or their translations does not
constitute a requirement for the BUMS course. Hardly any Unani practitioner
had actually read the original Arabic or Persian textual sources, let alone the
Greek ones. This was because of a lack of language skills, since knowledge
of Arabic was usually limited to Quran reading and Unani students of the
last two or even three generations rarely knew Persian (Speziale 2018, 234).
Whoever is interested in reading these works can access Urdu translations,
notably those published by the CCRUM. This lack of familiarity with medical
knowledge of the classical texts is regretted by some learned hakims such as
Hakim Zillurrahman. Having himself dedicated his life to the study of these
sources, using his skills in Arabic and Persian, he claimed that having access
to the original texts granted access to the real knowledge. This is because
certain terms could not be accurately translated, thus losing meaning in
translations. Similar claims were articulated when the topic of translating
Unani medicine into English was addressed. The loss of knowledge through
translation was acknowledged with distress by those capable of reading the
original sources, who claimed that Unani and its knowledge would be lost
if translated to English. Some members of the Unani fraternity expressed
their wish of making Arabic and Persian compulsory for the study of Unani,
while others claimed that it was only through English translations that Unani
could survive and attain recognition as a scientific system of medicine at
the international level. Urdu remains the most important language for
Unani. It is not surprising, thus, that Urdu modern classics have become
the most read sources of Unani medical knowledge in contemporary India.

Some modern works are also considered classics among several college-
trained Unani practitioners. Indeed, many of these texts are adaptations of
old classics. Hakim Muhammad Azam Khan is considered among the most
famous hakims of the nineteenth century. Born in Rampur, he had a matabb
in Indore. He wrote in Persian, among his works the adaptation of the Aksir-i
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1. BUMS students at their college library holding Hakim Kabiruddin's adaptation of the Sharhah-i
Asbab and biomedical textbooks on Gynaecology and Obstetrics (2012).

A‘zam was considered one of the most important, comprising four volumes
on mu‘alijat (‘medicine’). He wrote several other books on medicine, but the
Qarabadin-i Agzam is considered among members of the Unani fraternity
‘[...] his best, most complete and standard literary work’ (Siddiq1 in Khan
2004). The book is a compilation of prescriptions by prominent hakims as
well as his own. Notwithstanding the importance of Hakim Azam Khan,
the most salient author of the modern period was Hakim Muhammad
Kabiruddin. His authority in contemporary Unani medicine ranges from
nosologies to formuale adopted in the National Unani Pharmacopoeia of
India. He has been described as ‘the most influential writer and translator
of yunani medical texts into Urdu’ (Speziale 2011). Hakim Kabiruddin was
born in 1894 and trained in the Ayurveda and Unani Tibbiya College in Karol
Bagh. He was a student of Hakim Ajmal Khan and followed his steps in the
revitalization of Unani medicine. After graduation he was appointed as a
lecturer in the college, where he taught before establishing his own Unani
college, the Jam'iah Tibbiya, with colleagues (Liebeskind 2002: 62). Years
later he moved to Hyderabad, where he taught at the Nizamia College (ibid.).
Hakim Kabiruddin published in Urdu, which at that time was established
as the common language of the Unani milieu. He wrote in a simple and
accessible style which, paired with his favourable stance towards Western
medicine, placed him among the standard authors read by BUMS students
nowadays. Hakim M.M. Islahi brought the relevance of Hakim Kabiruddin’s
works to the point:
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The truth is that his fundamental miraculous power or splendid deed in
medicine come to light in his books, where in contrast to English terminol-
ogy, he established easy and appropriate [Unani] medical terminology.
To introduce new medical terminology from the customary terminology
of a foreign language into another language is not an easy task. It is for
this reason that he and his companions, who made the passing through
difficulties very easy for future ones, receive praise and deserve compli-
ments (Islahi 1987: 221).

This resonates with the opinion of many informants who agreed that
it was thanks to Hakim Kabiruddin that Unani medical texts became
accessible to those without training in Arabic or Persian. He did not only
translate Unani classical works, his versions also introduced biomedical
terminology. This modern approach to the composition of Unani medical
books was favoured by the Indian authorities, who included many of his
works in the BUMS curriculum. According to some students, some of
Hakim Kabiruddin’s books are compulsory, hence he was perhaps the
most widely read Unani author among BUMS students in India. Although
the Qaniin was almost always mentioned as important, modern authors
such as Hakim Kabiruddin were preferred because of their accessible style.
And yet, representations of Unani tend to focus on the complete legacy
of its textual tradition, with an emphasis placed on the Graeco-Arab
tradition.

There is no doubt that the modern works have much to owe to classical
authors of the Greek, Arabic and Persian traditions. Many paragraphs in
recent books do, indeed, mirror classical Greek sources. However, it is
important to remember that the classical sources are not static entities
(Speziale 2014a). Elements from Indian medicine have been integrated
into the Graeco-Islamic tradition since the Abbasid period, and in South
Asia several medical scholars from the Graeco-Islamic tradition dedicated
themselves to the translation, evaluation, and integration of local medical
knowledge (Speziale 2018). Just as physicians during the Mughal period
integrated materia medica from the knowledge of the vaidyas, modern
sources adopted a substantial amount of biomedical knowledge, too. As
long as Unani continues to be represented as a medical system, students
and practitioners keep holding to this rich textual tradition as the basis
of what they consider a unified Unani system of medicine, in spite of the
obvious influence of biomedical knowledge, especially in institutionalized
training.
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Systematization and Looping Effects
The Systematization of (Unani) Medicine: Historical Overview

Before independence, and before the British introduced Western modern
medicine, no writing on Graeco-Islamic medicine bothered much about
how to name medicine. It was simply named ¢ibb (‘medicine’) (Kurz 2014:
40; Speziale 2005:18). The adjective Unani (Arab. yanani, lit. ‘Greek’) was
rarely used to refer to the form of medicine discussed here, it seems to
have appeared first during the eighteenth century (Speziale 2005). During
the Mughal period, tibb was understood as a global medicine by authors
writing in the Graeco-Islamic tradition, as they considered their principles
the only logically acceptable framework in a similar fashion as biomedicine
understands itself (Kurz 2014). That self-confidence, which has long been
eroded through the developments during the Colonial and Postcolonial
Periods, made the question of differentiation of Graeco-Islamic medicine
from other forms of medicine rather unnecessary at that time (Speziale 2018:
197). Although authors distinguished between hindi*® and tibb, this distinc-
tion was attributed to the authors and physicians themselves, as they would
be referred to as ‘the physicians/scholars from India’ or plainly as ‘Indian’
in order to be separated from ¢ibb, which was not addressed specifying
the region of origin of its authors (Kurz 2014: 30). Although the differences
between these forms of medicine were clear without being separated into
systems—they were mainly established on the lineage of the physicians,
who followed a certain knowledge tradition transmitted through it—it
seems that there was no interest or necessity for a strict demarcation of the
medical traditions as systems based on the epistemological basis, because
the fundamentals of tibb were taken for granted as the only possible correct
ones, and not just one possible way among many (ibid.). Hence, medicine
was just medicine (tbb),*® its own understanding as global medicine did
not require any effort of differentiation (Kurz 2014). It was only when the
dominance of the Graeco-Islamic paradigm was confronted to Western
medicine that a need for differentiation emerged. The difference between
Unani and Western medicine helped delineate a Unani system of medicine.

28 The adjective hindiin Perso-Arabic sources means ‘Indian’ and addresses anyone or anything
coming from Hindustan, or the land across the Indus. Here, Indian medicine refers to what we
know as Ayurveda today.

29 Medicine has also been referred to as hikmat (wisdom, of the same Arabic root of the word
hakim). This is still the case in Pakistan, for example.
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Competition over medical authority during the Colonial Period was
broadly characterized by hakims aiming to attain equal recognition and
rights as medical practitioners, and the struggle of doctors of Western
medicine to retain their authoritative and superior status (Berger 2013).
Much of the systematization of Unani medicine was owed to professional
hostilities between hakims and biomedical doctors. The Medical Registration
Act from 1910, for example, threatened practitioners of Unani and Ayurveda
and prompted Hakim Ajmal Khan to establish the All India Ayurvedic and
Unani Tibbi Conference in the same year (Liebeskind 2002: 61). The Medical
Registration Act of 1910, whose stated object was the ‘protection of the
public and the medical profession from irregularly qualified practitioners’,
contributed significantly to the delineation of boundaries among systems of
medicine, regulating professional activities (Sivaramakrishnan 2006: goff.).
The legislation was contested by hakims and vaidyas alike, who criticized
that the regulation treated them as unqualified, making no distinction to
quacks (ibid.). The identification of legitimate practitioners, thus, became
a concern for elite hakims who wanted to be considered the sole bearers
of authoritative medical knowledge (ibid.; Alavi 2007; Attewell 2007). The
importance of the Medical Registration Act and the Medical Degrees Act
rested on their influence on ideas and forms of private practice, being
even more influential than other efforts for professionalization such as the
establishment of hospitals (Sivaramakrishnan 2006: 96). The peak of this
antagonism took place in 1940 with efforts by biomedical doctors to reserve
the title of ‘modern scientific medicine’ for what was previously allopathic
or Western medicine only (Liebeskind 2002: 59).

Although the majority of Indians kept accessing the services of indigenous
practitioners of medicine (Arnold 1993: 3), Western medicine was gaining
popularity among Western-educated middle classes (Arnold 1993: 12). The
role of Orientalist scholars (Alavi 2007; Liebeskind 2002: 70) as well as
the imposed superiority of Western modern medicine contributed to the
systematization of Unani medical knowledge in a way that emulated Western
modern medicine, culminating in the institutionalization of training and
practice. The idea behind was the need to scientize Unani medicine fol-
lowing modern institutional standards in order to place it at the same level
as Western modern medicine. The need to do so rested on the idea that
Western medicine and the regulations favouring its practitioners threatened
practitioners of Unani.

At that time, debates on the modernization of Unani medicine were taking
place. The most salient was the divide between the modernist Sharifi family
from Delhi, to which Hakim Ajmal Khan belonged to, and the Azizis from
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Lucknow, who followed a more conservative stance. Although having differ-
ent positions on how Unani medicine was supposed to be carried forward,
both families reacted to the perceived threat to which Unani medicine was
subjected to. The families also shared the idea that the establishment of
Unani colleges emulating the British medical school’s model was the only
way to compete face-to-face with Western medicine. Through the introduc-
tion of tibbiyah (‘medical’) colleges, minimum requirements of teaching
and learning had to be established. Although minimum requirements
were already existent in the apprenticeship system that dominated before
institutionalization, for example through the granting of certificates based
on the mastering of a range of knowledge and practices (ibid.), the requisites
for obtaining them had not been standardized. The introduction of colleges
marked a process where the knowledge content of each system of medicine
had to be clearly defined. Although training in colleges was not standardized
for the whole country until the CCIM was created, the distinction between
systems of medicine was already imposed through them.

A further development in need of consideration was the increased tension
of hakims vis-a-vis vaidyas which started to develop during the Colonial
Period and acquired communal tones with the pass of time. The proceedings
of the former All India Ayurvedic and Tibbi Conference, the association
of hakims and vaidyas funded in 1910 by Hakim Ajmal Khan with the aim
to defend the interests of Unani and Ayurvedic practitioners against the
Medical Registration Act, were a testimony for it. The Tibbi and Ayurvedic
Conference, which was established in cooperation between hakims and
vaidyas unified in the struggle against the non-recognition by the British
government, was instrumental in making traditional Indian medicine a
symbol of the nationalist freedom struggle (Metcalf1985). Increased com-
munalism in society at that time poured through the conference, and the
differences became such that the vaidyas’ attendance diminished by 1920
(Attewell 2007:184). Competition between hakims and vaidyas, thus, became
greater, contributing to a greater emphasis in the distinction between
Unani and Ayurveda as separate systems of medicine instead of building
on their similarities as Indian medicine. The divide between vaidyas and
hakims and their respective medical practice was cemented during the
Postcolonial Period. Official representations of Unani stressed its being a
system which, although it had integrated Indian medical knowledge, was
distinct from it (CCRUM 2009: 4).

To summarize, the denomination Unani arose during the Colonial Period
(Speziale 2005) as a way to present itself as a distinct form of medicine. The
new self-identification of Unani as a system emerged in part as a response to
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the pressure acted upon Unani physicians by the discriminatory regulations
introduced by the British (Berger 2013; Speziale 2005) in combination with the
role of Western historiography in establishing categories of representation
(Ebrahimnejad 2009a: 4). The idea of Unani as a distinct system of medicine
was solidified through communal tensions that arose in the late Colonial
Period and lead to divisions among practitioners of Unani and Ayurveda.
Also, the introduction of Unani medical colleges, where knowledge had to
be systematized for teaching purposes, contributed to the making of Unani
as a system of medicine. The ‘Unani System of Medicine’ was consolidated
through post-independence policies on indigenous forms of medicines
that took them for granted as systems, reinforcing boundaries among
different forms of medicine through regulations such as those related to
training and practice as well as the systematization of drugs as in the Unani
Pharmacopoeia of India and the National Formulary of Unani Medicine.
These boundaries, however, are not static, as exemplified by the practice
of allopathic medicine by BUMS graduates integrated in the health care
system of the country.

Enactments and Loopings

In spite of the critique in social science literature, why does the definition of
Unani medicine as a system of medicine remain ubiquitous in everyday use?
Already in 2005, Pool & Geissler argued that even when anthropologists no
longer state that there are different systems of medicine, people still perceive
and refer to forms of healing as such (2005: 39-45, cit. in Krause et al. 2012:
18). Hence, while historians and anthropologists have been avoiding the
term systems of medicine when referring to forms of medicine of any kind
(biomedicine included), the hakims and government officials I met during
fieldwork used the term interchangeably with Unani or tibb. What social
scientists no longer considered as a homogeneous unit was still defined as
such by those engaging with it on an everyday basis.

Variations in medical practice have been regarded as problematic because
medicine is supposed to be based on solid, scientific grounds (Andersen
and Mooney 1990:1). But as philosophers, historians of science, and scholars
adhering to the tradition of science and technology studies agree, science
and epistemology cannot be separated from society, culture and history
(Daston and Galison 2010 [2007]; Hacking 2002; Latour and Woolgar 1986
[1979]). Because of its history and the confrontation with modern science and
biomedicine since the Colonial Period, Unani was systematized in order to
retain its recognition as a formal form of medical practice, as opposed to folk
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medicine or quackery. Hence, Unani was enacted, through representations in
official institutions, publications, narratives and through its professionals, as
a fixed system in order for its variations to remain legitimate and accepted.
Any fragmentation in its representations could be turned against Unani’s
recognition as a valid form of learned medicine. The systematization of
medicine in the representations of Unani appeared as a recourse to avoid
Unani being considered unscientific. The construction of a medical tradition
is based on a tangible textual corpus and advanced by lineages of eminent
physicians, the configuration of institutions dedicated to training and
the advancement of scientific knowledge of Unani medicine, the profes-
sional groups of Unani practitioners as well as the strict differentiations
of medicines and medical practices as belonging to what was called the
Unani system of medicine.

The Unani system of medicine came to existence through the histori-
cal processes described above. Hacking argued that there is a connection
between what comes to existence, the historical dynamics of naming, and
the subsequent use of a name manifested in ‘dynamic nominalism’ (Hacking
2002: 26). A system of medicine such as Unani is the product of this process
and its looping effects, brought about by the unifying efforts discussed in
this chapter. Those involved in the practice or research of Unani did not
question whether Unani was a system of medicine or not because this was
invariably assumed to be the case. However, that assumption was not free
of ambiguities. Government officials applying the concept of system in
their daily speech revealed a broader and more inclusive understanding of
Unani that could not be confined within the official enactments of Unani
as a system. The same applied to the clinical practices of hakims who inte-
grated concepts which were apparently different from the fundamentals
of Unani considered as the basis of their medical understanding. It was the
non-questioning of Unani’s cohesiveness, this taken for granted-ness as a
system of medicine what made it possible for Unani to remain malleable.
The fixation on Unani as a homogeneous and continuous system of medicine
was precisely what allowed it to be so inclusive and diverse in practice.

Unani is Unani in many ways, its multiplicity varies according to circum-
stances and context, depending on what is enacted and for what purpose.
The enactment of Unani as a system of medicine allows it to vary in practice
without compromising its status as an officially recognized form of medicine
with claims of scientificity and efficacy in the global medical market. The
unifying forces discussed above are not always evoked at once and by all, the
enactments are distributed. Incoherence is coordinated through the imposi-
tion of hierarchies (Mol 2002: 53ff.), for example through the establishment
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of official standards like the NFUM. Attending to what version of Unani is
enacted in a particular time and place reveals the politics involved in the
process, allowing us to examine whose authority counts in which context.
It also reveals the limits of authority and the fluid nature of enactments
of Unani. As the next chapter discusses, efforts to standardize the Unani
profession and its medicines remain contested. These contestations are
possible thanks to Unani being enacted as a system of medicine, leaving
room for multiplicity in spite of enactments focusing on homogeneous
cohesiveness.
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2.  Authority, Originality, and the Limits
of Standardization

One of the most important consequences of the institutionalization of Unani
medicine was the systematization of Unani knowledge and the establishment
of regulations for the recognition of its professionals at different levels. These
new forms of knowledge transmission and authority have not eroded older
ways completely. As a consequence, various and sometimes conflicting forms
of medical authority, legitimation, and practice coexist in contemporary
Unani medicine. This chapter discusses the problem of state legitimation
versus professional recognition by peers and patients, scrutinizing forms
of knowledge creation and transmission as well as the limitations of state
regulation. Apart from analysing the influence of these processes on the
enactments of Unani and the looping effects emerging from them that shape
what Unani is today, I discuss multiplicity as inherently characteristic of
Unani medicine, arguing that it persists in spite of efforts of standardization.

Creation and Transmission of Medical Knowledge
Becoming a Hakim

Before the spreading of formal teaching institutions, Unani medical educa-
tion was commonly imparted through an ustad-shagird (‘master-pupil’) ap-
prenticeship system that remained greatly unchanged (Liebeskind 1996: 39).
Practitioners trained mostly in informal settings like homes (Metcalf198s5: 4;
Kutumbiah 1962, cit. in Jefffery 1988: 46). Also, training in institutionalized
settings was most probably imparted in madrasas, such as during Akbar’s
reign (1556-1605) (Speziale 2012b: 160), and there are indications that this
was the case in Punjab in the late nineteenth century, too (Attewell 2005:
389). Basic medical training in madrasas did not only target hakims-to-be,
but also religious and other scholars (ibid.). Although the textbooks, mostly
in Arabic and Persian, constituted an important part of medical training
(Attewell 2005: 390), practice itself had a dominant role, both as clinical
training or bed-side instruction (Jaggi 1977: 26; Liebeskind 1996: 40). Students
learned how to examine patients and how to diagnose and treat through
practice (ibid.). Also, the preparation of drugs was a constitutive part of
their learning and an important aspect of the family practice (ibid.; Speziale
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2010b: 177f.). Part of this medical knowledge was not in the books. In order
to become a Unani practitioner, apprenticeship with a practicing hakim
remained necessary, and physician-families offered more sustainable forms
of knowledge transmission than hospitals (Speziale 2012b: 161).

Family settings remained among the most important medical institutions
of the Muslim milieu, especially during the Colonial Period (ibid.). Training
through apprenticeship within one’s own family was easier when there was
already a family physician running a matabb with a davakhanah attached
to it. Many family hakims today have a matabb attached to their homes,
often on the ground floor while the family resides on the upper floor. Many
practitioners still profit from a family lineage. If hakims could not trace
their medical legacy from their family tree, they could resort to experience
and experimentation, as these remained important sources of legitimation.

Unlike Tibetan medicine, in Unani lineages were considered to be
vehicles for the transmission of exclusive knowledge, but not of healing
powers (Besch 2006: 62ff.). Because they are not necessarily blood-bounded,
knowledge-lineages in Unani were not exclusively family-based and could
also be established in a master-pupil relationship that did not involve familial
relations at all. Some BUMS graduates and others lacking a family background
interested in becoming hakims sought apprenticeship from renowned, non-
related Unani physicians. Even some celebrated Unani practitioners learned
from non-related renowned hakims (Attewell 2005: 391; Habiburrahman 2000
[1988]:166). The knowledge obtained from training with other physicians
was of added value to that from their own family, as each lineage shared
some exclusive knowledge, especially regarding nuskhahjat (‘recipes’ or
‘prescriptions’). Hakims with a family background, and sometimes also
older hakims who trained with a non-related established hakim, were to
this day commonly referred to in Urdu-speaking contexts as khandant
(‘familial’) hakims. This denomination was reserved mostly for hereditary
practitioners (Attewell 2005: 391), but it was also used for hakims without a
family background who were known and reputed as experienced, in contrast
to most institutionally trained BUMS graduates without additional training.

Being families and lineages so important for the transmission of Unani
medical knowledge, it is not surprising that the first institutions for formal
Unani medical training in the Subcontinent were created by members of
such families. This is the case of the Takmil ut-Tibb in Lucknow and the
Ayurveda and Unani Tibbi College in Delhi introduced in Chapter 1.3° The

30 As mentioned above, formal educational institutions including medical training existed
previously, but they were not primarily aimed at instructing Unani practitioners.
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institutionalization of Unani training by elite families was also pursued in
order to regain the authority that had been jeopardized through the spread
of the printing press and the vernacularization of Unani medical texts and
knowledge (Alavi 2007; Attewell 2005: 393).

The introduction of Unani medical colleges gradually supplanted the
master-pupil system as the main form of transmission of medical knowledge,
especially after a college degree became a requirement to register as a prac-
titioner. However, even after the establishment of Unani medical colleges,
family training retained a higher prestige than institutionalized education
(Speziale 2010b: 76), and some BUMS graduates sought apprenticeship from
established hakims to complement the knowledge acquired in institutional-
ized settings. Some of the shortcomings of this form of training were already
becoming evident by the beginning of the twentieth century, as revealed in
aletter from a student of the Takmil ut-Tibb College. He complained about
teaching practitioners keeping their family recipes concealed and also about
omissions in the treatment of certain parts of the body, as in the case of
anatomy class (Attewell 2005: 400ff,; 2007: 129ff.). The letter does not only
suggest that the paradigms of medical authority were contested (ibid.), but
it is also fascinating because the issues it addressed remain relevant after
more than a hundred years.

Institutionalized Training and its Shortcomings

The institutionalization of training contributed greatly to the democratiza-
tion of Unani knowledge (Liebeskind 2002; Speziale 2010a) even though
institutionalization in North India was originally conceived by elite families
in order to regain their authority lost through new forms of knowledge
circulation and the commercialization of traditional medicines (Attewell
2005: 393). Institutionalization has also been blamed for having led to ir-
revocable changes in Unani medicine itself due to its inherent inadequacy
to foster the transmission of exclusive knowledge, to convey expertise
on skills based on long exposure and experience, as well as through the
introduction of new subjects in the curriculum aiming at modernizing
Unani. The instruction of traditional medicine in South Asia was deeply
influenced by Western medicine, leading to a new ‘configuration’ in which
biomedicine, in the case of Ayurvedic education, gradually supplanted
Sanskrit concepts and categories (Pordié 2014a: 336). The same applies for
the institutionalized training in Unani colleges.

In 2015, the training in Unani medicine was imparted by 42 officially
recognized private and state-run Unani medical colleges (CCIM 2015d).
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The Central Council of Indian Medicine (CCIM) was the regulating body
establishing the syllabus and conducting inspections in order to ensure
that the colleges’ infrastructure and staff met the minimum standards.
However, the AYUSH department (now AYUSH Ministry) had the final
say in granting the permissions to the colleges to admit new students in
the undergraduate and graduate courses each year. The establishment of
the CCIM followed the post-independence efforts by the Indian state to
promote and regulate the practice of indigenous medical systems. Set in
1971, the CCIM’s role was to implement standards of training and practice,
including the maintenance of a central register of qualified practitioners
(CCIM 2z015a). Its inception marked the beginning of the end of the official
recognition of khandani hakims who did not possess a degree in Unani
medicine as well as the introduction of the BUMS course as the standard
of Unani training and practice. Before the CCIM was founded, there was no
unified curriculum for Unani training (Attewell 2005: 395).

Institutionalized training turned the traditional ustad-shagird form of
knowledge transmission onto its head. This signified not only a change
in terms of knowledge transmission, but also of knowledge itself. Some
hakims emphasized that Unani medicine was both a science (%/m) and
an art (fann), and institutionalized training privileged the science part,
neglecting the art. The tension between theoretical and practical instruc-
tion is at the heart of institutionalized training of traditional medicine in
India (Pordié and Blaikie 2014; Sieler 2013). While transmission of practical
knowledge is covered in the BUMS curriculum, it cannot be compared to
years of apprenticeship with a practicing hakim, as the practical train-
ing established by the BUMS curriculum requires only twelve months
of clinical exposure. Moreover, 50 per cent of the ‘compulsory rotatory
internship’ that students have to complete has to be done in biomedical
institutions. A notification for the regulation of the BUMS degree specified
that the one year internship shall be divided between six months clinical
training in a Unani hospital and six months in a primary health care
centre or a rural, district, or civil hospital, or any government hospital of
modern medicine, and that only when there is no provision of a hospital
or dispensary of modern medicine the full year can be completed in a
Unani college hospital (CCIM 2013: 13). This regulation is revealing not
only in terms of why BUMS graduates are not sufficiently competent in
the art of Unani, but also because it masks an important agenda: that
of training practitioners in Indian medicine to work in the health care
services in rural areas, where there is an acknowledged shortage of MBBS
graduates (Priya 2013: 25).

printed on 2/10/2023 5:12 PMvia . Al use subject to https://ww.ebsco.coniterns-of-use



EBSCOhost -

AUTHORITY, ORIGINALITY, AND THE LIMITS OF STANDARDIZATION 85

In their analysis of Tibetan medical education in India, Pordié & Blaikie
used the term ‘taskscapes™' to characterize different learning contexts with
different aims as to what a physician should know, hence influencing the
content of what is taught and learned (Pordié and Blaikie 2014: 341). While
each mode of training is associated with a different social and professional
status, Pordié & Blaikie argued that they cannot be strictly separated from
each other because practitioners interact through overlapping placements
and social roles (2014: 359). In this way, their status as legitimate practition-
ers is context-dependent and contingent based on transformations of the
social environment (ibid.). In accordance with this idea, while the state
recognizes BUMS graduates as qualified medical practitioners and employed
them—albeit for a smaller salary than their MBBS colleagues—in public
health care facilities like for example those of the National Rural Health
Mission (NRHM), khandani hakims claim that BUMS graduates know little
about Unani medicine and condemn institutionalized training for failing
to provide adequate knowledge of Unani as a medical art. In parallel, MBBS
doctors struggle against measures that allow AYUSH graduates to prescribe
allopathic medicines, claiming that they are not qualified to do so in order
to protect their own professional interests. The professional recognition
of BUMS graduates, thus, is not guaranteed through their degree in all
taskscapes. While a BUMS graduate working in a biomedical public facility
can be entitled to officially do so, he is not recognized as a member of the
Unani fraternity, not just because he may lack knowledge of, say, pulse
diagnosis, but because he was perhaps not interested in contributing to
fostering the advancement and support towards Unani. In other words, he
would be considered a Unani practitioner statistically speaking, as he was
registered by the CCIM as such, but he would not be considered a hakim
by the fraternity.

The influence of institutionalized training on Unani practices became
apparent in the case of diagnostic methods. For example, the practice of
pulse taking has been affected by the new forms of training and practice
(Attewell 2005: 410). Pulse taking remains greatly absent as the sole or main
form of diagnostic practice among the college-trained generations. Among
those who still use it, many confessed that they did so in order to fulfil the
patients’ expectations and to establish rapport with them. Although taking
the pulse is still a standard in nearly all the consultations with a Unani
practitioner, de facto it often fulfils a more performative role instead of a

31 The term ‘taskscapes’ was coined by Pordié & Blaikie (2014) in analogy to Appadurai’s five
dimensions or scapes in his framework for the study of modernization and globalization (1996).
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diagnostic one. I discussed this with a young practitioner at his clinic, who
told me that no BUMS graduate learned how to read the pulse. I asked him
ifhe learned that from the hakims he sought training from after graduation,
and he replied that, honestly, he could not read the pulse, saying that the
skill required long experience to master, which he lacked. He took the pulse
in the consultations ‘for the patient’s satisfaction’. Similarly, several other
young practitioners with a BUMS background explained that they took the
pulse because ‘it is what a hakim is supposed to do’ or ‘it is what patients
expect’. Other not so young hakims explained that their knowledge of pulse
diagnosis was not sufficient to be used as the sole method of diagnosis, as it
only gave them a rough idea of the patients’ condition and their temperament
which required confirmation through other diagnostic methods, hence the
need for pathological and other forms of examinations.

Many teachers in Unani colleges do not have a family background and
were exclusively trained in Unani colleges. Their teaching is characterized
by a mixture of Unani and biomedicine. In Unani college hospitals, the
pulse of the patients is usually not recorded according to the Unani style
as described, for example, by Ibn Sina: considering the ten features of the
pulse, including the pulse’s length, breadth, and thickness; its emptiness
or fullness, and its rhythm (1993: 289ff.). Rather, they measure the pulse
in biomedical fashion. Pulse reading following the traditional method is
considered to be a difficult skill in the Indo-Muslim milieu (Speziale 2010b:
190), while pulse taking following the biomedical style is easy to master: one
only needs to count the beats per minute. Pulse diagnosis, although still
present, has changed in purpose and scope. Old diagnostic methods no longer
serve only their original purpose, not because they have become useless but
because learning them is difficult in the institutionalized context. The long
years of practice and clinical experience required are not granted during
the five and a half years of BUMS training. This is accentuated by the fact
that many students pass a significant part of their compulsory internships
in biomedical facilities, as required by the BUMS curricular regulations.

Students and practitioners agreed that the use of old diagnostic methods,
such as pulse or urine diagnosis, were no longer central because modern
diagnostic techniques were easier to handle, were widely available, and were
even more accurate than the traditional methods, with which they did not
feel confident enough. Taking the pulse continues to be a token of Unani
medical practice, though, but its main purpose had changed, as it is seldom
used mainly as a diagnostic method. However, not all patients were aware
of this shift: older patients continued to stretch their arms automatically
toward the hakims at the beginning of the consultations, whereas most
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younger patients did so only after the physicians asked them to, commonly
during an ongoing anamnesis in the case of first-time patients. It seems as
if the younger generation of patients is largely unaware of its diagnostic
purpose, while the elderly continue to have faith in it. I could observe this
generational gap among hakims, too. A BUMS graduate who came from
a family of Unani physicians and who was working in one of the several
RRIUMs (Regional Research Institute of Unani Medicine) talked about
the traditional practice of his father, a khandani hakim, and the one of his
brothers, a BUMS graduate like him:

BUMS graduate: It’s like this, I do not practice. Our father, and the rest, who
are brothers, sisters, and uncles, they do practice. You should understand
my practice as distinct from theirs. My father, he takes the pulse, pulse,
[and] there is the urine, right? Urine. He looks at the urine and says what
itis, what the patient... which disease, what is it. My father’s elder brother,
he also saw the pulse, he saw the pulse and told you what disease you
had. Now, my father does not use a stethoscope and all that, he just looks
at the urine, the morning urine, right? He grabs the [bottle with] urine,
looks at it and says what is in it, and says what disease is there, he tells you
immediately, and he also takes the pulse. So, like that, he looks at that and
without any tests and all that. Scans and all that, my father does not use.
KS: He does not?

BUMS graduate: No. Pulse, and the first urine in the morning... the first
that comes out. He looks at that and he tells.

KS: And your brother? Does he also use that?

BUMS graduate: [Laughed] He, there are the modern methods, he uses
them...

This dialogue exemplifies the differences between new and old generations.
Although some hakims still trained younger ones in traditional diagnosis,
the majority of the new generation felt more comfortable using modern
diagnostic techniques than old methods due to the emphasis given to them
in college training. Because college training emphasizes the science part of
Unani, pulse reading as an art is neglected. Based on the claims made by
BUMS graduates, uroscopy has completely banished from practical training
in Unani colleges. As a consequence, BUMS graduates are not skilled in these
traditional forms of diagnosis. This is not so much a consequence from the
growing use of modern diagnostic methods alone, as I discuss in Chapter 4,
but rather the product of institutionalized training. College training curtailed
the individual and experience-based training of master-pupil lineages. The
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officially recognized form of knowledge transmission—focused on the
production of medical professionals able to tackle different taskscapes from
primary health care delivery to the coverage of the demand for traditional
medicine—consequently, has modified medical knowledge itself (Sieler
2013), leading to a displacement of practices (Attewell 2005).

Family Lineages and Secret Knowledge

A family background or lineage remains an important source of legitimation
for hakims, especially for those without a degree. The practice of Unani in
India was largely a family matter, some practitioners could trace their lineage
for centuries. Young khandant hakims did not only have access through
their families to a pool of medical knowledge which could be considered
both reliable and powerful thanks to its secrecy (Attewell 2007: 37), they
also benefited from the forefathers’ reputation and experience. Patients
considered lineages a source of authority and trust and hakims with a
family background benefited from using the names of their forefathers if
these were hakims. During informal conversations in the waiting room
of a clinic, several patients pointed out that the family background was
decisive when they opted for a certain hakim. A young BUMS graduate
whose father runs a Unani clinic told me that in Unani, patients look at
the name of the hakim, whereas in allopathy people look at the name of
the hospital. The reputation of a family name is attributed to all practising
members of that family.

The importance of a family background rests in the assumption that
medical reputation is based on an original form of practice considered to
be the product of a hakim’s tajribah (‘experience’ and ‘experimentation’)
and exclusive knowledge transmitted through generations. Patients expect
hakims with a family background to have inherited the knowledge of their
forefathers. Some young Unani graduates interested in actually practicing
Unani seek to spend some time with one or several well-established hakims
in order to gain some extra training and deepen their clinical knowledge.
Conversely, it is common for hakims’ children to pursue a BUMS degree in
order to comply with the regulations for taking up their relatives’ clinics
and to make use of their family names, which attracted patients to their
establishments. However, a renowned name does not stand on its own. If
the family nuskhahjat can effectively treat certain diseases, the hakims and
their descendants can build their reputation upon them. As their family
trademark and basis for their reputation, this knowledge is commonly kept
inside the family and is rarely shared with outsiders. Moreover, as I was told

printed on 2/10/2023 5:12 PMvia . Al use subject to https://ww.ebsco.coniterns-of-use



EBSCOhost -

AUTHORITY, ORIGINALITY, AND THE LIMITS OF STANDARDIZATION 89

by a young Unani physician, it is considered discourteous to ask a hakim
for his family nuskhahjat, being something to share—if at all—only with
a selected and intimate group.

It is not a secret that medical practitioners have for centuries zealously
kept their knowledge concealed in order to preserve their reputation and
to offer exclusive treatments. Recent scholarly work has dealt with secrecy
as an important aspect of medicine and science in different cultural and
historical contexts (Leong and Rankin 2011; Sieler 2015). In the case of Graeco-
Islamic medicine, a practitioner’s reputation was and continues to be closely
connected to the number of prescriptions collected or inherited by him. A
BUMS graduate who had a directing charge in one of the branches of the
CCRUM told me about the importance of collecting rare recipes. He said that
when he was in college, back in the 1970s, everyone would keep their own
Unani books, especially old ones, hidden or under lock and key. The reason
was ‘to avoid others putting eyes on them), i.e. to conceal rare recipes that
were potentially exclusive and effective. He explained that if no one else
had these recipes, they could help a hakim to build a great reputation and,
with it, a livelihood. Sharing the recipes printed in those books would mean
sharing a potential trademark of competitiveness among other graduates.
This knowledge was especially coveted among BUMS students who lacked
a family background and who depended on other sources of prescriptions
or their own innovation in order to build an own reputation.

Secret knowledge has historically defined heritages of intimacy in
medical contexts, meaning the circle of people with whom knowledge is
shared (Weiss 2009: 155; Welch 2008: 135). Apprenticeship was sought also
outside familial boundaries, but that was no guarantee for the obtainment
of exclusive knowledge. Young hakims who had trained with non-relatives
after completing their BUMS course reported that not all hakims were open
regarding their practices, as some of them reportedly used tricks to conceal
their knowledge such as asking the trainee to step out of the matabb during
certain consultations.

A young hakim named Munis who had no formal training in Unani
but belonged to a long family tradition talked about his own experience
regarding concealed knowledge. According to Munis, the big problem
in Unani medicine was the politics and the jealousy among physicians.
He complained that hakims preferred to take their recipes along to their
graves instead of sharing their knowledge with the newer generations—a
complaint that resonated with critiques from other hakims. Munis told the
story of an old villager who had a powerful cure for snake bites. The healer
was an old, very rude man without education, Munis did not like him at
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all. The man had learned to produce the antidote through his father and
did not charge for his services. Munis asked the man to teach him, but the
man refused, upon which Munis cursed him, saying: ‘You will die without
passing your knowledge, many people will die because of your greedy
fixation on not sharing your secret, you shall be cursed’. Time passed, and
one day the healer called Munis saying: ‘Do you still want to learn? Come
to my village!” Munis asked his father (a respected khandani hakim) to
arrange his consultation schedule because he would take leave to visit
the healer. He left immediately. The old man told Munis the secret, under
the condition that he shall never take money for his healing services, and
Munis accepted this condition. Munis explained that, in part, he lied to
the healer because he earns money through the consultations in his clinic.
However, he would not charge money when using the old man’s antidote.
A week after sharing the secret, the healer died. Munis said that unlike
that man, many hakims died before they shared their knowledge. ‘Why is
that?’, I asked. He shrugged, hesitating: ‘Pride, jealousy?’ He did not know;
he only knew that people were not ready to share their knowledge. He
instead claimed to be open to share his knowledge and so was his father.
Munis’ family was well-known in the Unani fraternity; his ancestors were
court physicians hundreds of years ago. He had both a family lineage and
family recipes, but he was still eager to gain more medical knowledge and
obtain a successful recipe from a folk healer. Munis run a fancy clinic
employing other Unani physicians in a big Indian city. He had no formal
training in Unani.

Young hakims do not only profit from inherited recipes, but from inherited
names. A young Unani practitioner told me that his clinic was only well
consulted because his father’s name was mentioned on the board. His father,
a self-made hakim whose qualifications consisted of several courses in
naturopathy, acupuncture and herbal medicine as well as an apprenticeship
with a renowned hakim, held a reputation stemming from the medical
preparations he had formulated based on what he claimed were his own
research and experimentation. Through active self-promotion, he had
attained great popularity in his region and beyond. Patients expected this
hakim’s sons and relatives, some of whom were also Unani practitioners,
to share the hakim’s knowledge. One of his sons, Dr. Arif, admitted that
he never really learned how to read the pulse, neither during his BUMS
training nor during short internships with other practitioners.3* As he

32 linfer that his father was also unskilled in pulse reading, otherwise he could have taught
his own son.
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further explained, pulse reading required a skill that needs many years of
training and experience. And yet, even though he could not diagnose from
the pulse, he still touched the wrists of his patients. He said that he does it
because this is what is expected from a hakim and also because it helped
him to establish patients’ trust which, according to him, was a crucial aspect
of the healing process.

Like Munis, Dr. Arif complained that some hakims were reluctant to
share their knowledge. He told me that after finishing his BUMS, his father
suggested that he sees other hakims, to sit with them and learn from their
practice. Dr. Arif went to see the son of his father’s ustad, but that would
be of no use. This practitioner would, like others also did, send him out of
the consultation when a patient was coming, only to call him back when
the patient was gone. There was no sharing of knowledge and Dr. Arif was
very disappointed. He communicated this disappointment to his father,
who advised him to clearly express to the hakim in question what he was
expecting from the apprenticeship. Dr. Arif did so, but it was of no use: the
hakim remained reluctant to disclose his knowledge. Dr. Arif said that he
later spent time as an apprentice with another prominent hakim from whom
he learned a lot. There are very few good old hakims left, Dr. Arifregretted,
and this one was sadly an exception. He spent two days with that hakim.
He obtained most of his knowledge from another prominent hakim who
would show him everything—except the nuskhahjat— and with whom he
spent ten days.33 Dr. Arif’s father advised him to ask the hakim whatever
he wants to know, except the nuskhahjat, because it was a taboo to ask for
them. He added that the tragedy was that old hakims were not sharing their
nuskhahjat and were taking them along to their graves.

It may appear paradoxical that these young practitioners expect healers
to share their knowledge whereas it is known that keeping knowledge
concealed is necessary for obtaining and retaining a professional reputation.
But there is a difference between sharing practical skills, like for example
about pulse reading, and sharing knowledge about mujarrab nuskhahjat
(‘tested recipes’). A physician who shared his knowledge and experience in
terms of diagnosis was considered to be a good hakim, without having to
share the actual recipes used for treatment. Hakim Sadiq in Hyderabad, for
example, was training one of his own sons, Dr. Sabir, as well as Dr. Farzanah,
Sakinah, and the pharmacists and physiotherapists that also worked in his
clinic. Dr. Farzanah was very confident in terms of establishing diagnoses

33 Iwassurprised by the short apprenticeships, since Dr. Arif himself emphasized the necessity
of many years of experience in order to master certain skills, see below.
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and prescribing treatment, but when it came to the treatments, she almost
always sought Hakim Sadiq or his son for confirmation. Moreover, while
she knew the names of the medicines prescribed, she did not know how to
prepare them all. As Hakim Sadiq told me at the beginning of my fieldwork
in his matabb: 1 could write down the names of the medicines he prescribed,
but that would be a waste of time since I would find those medicines only
there. They were modified formulae of well-known medicines, all produced
in the dispensary at his home. Dr. Farzanah had been working with Hakim
Sadiq for one and a halfyears at the time of my fieldwork and she still learned
from him and his son. She would bring an old daily planner which she used
as a notebook to the matabb. There, she copied prescriptions given by Hakim
Sadiq and his son Sabir in special cases. Sakinah also copied these in her
own notebook, sometimes she copied Dr. Farzanah'’s copies. Hakim Sadiq
and his son discussed the cases with their apprentices. On one occasion,
Hakim Sadiq asked Dr. Farzanah to learn from a case presented in an old
garabadin (pharmacopoeia). He gave her the book with the section in
question marked and left. Dr. Farzanah read the case study from the book
to us (Sakinah and I), aloud and slowly. She wrote the title of the book
in her notebook and then parts of the text. Later on, when Hakim Sadiq
came back, he asked her if she made use of the prescription given in the
book, Dr. Farzanah shook her head in negation. Hakim Sadiq said nothing
and left the room. She seemed to interpret his silence as disapproval, and
eagerly opened the book again and copied the complete prescription in her
notebook. After a few minutes, when no patients were coming, she got up,
took the book and went to see him in his private chamber, where he usually
rested after mid-morning.

The discussion of cases among Hakim Sadigq, his son, and the two ap-
prentices took place very often. Hakim Sadiq and Dr. Sabir often called
the two women when special cases came, telling them how to establish a
diagnosis and how the patients should be treated. The prescriptions were
also communicated, but not the recipes of the compound drugs. In some of
the rare moments when no patients were coming, Dr. Farzanah would go to
the room in the back side of the house to chat with the women preparing
the medicines, asking them for the herbs and other ingredients they used
in the manufacturing. Their knowledge, she told me, was not comparable
with her college training, and she estimated that it would take her another
few years to learn about the preparation of the medicines, too.

The distribution of diagnostic and therapeutic training became apparent
on another occasion too, when I asked Hakim Sadiq what he ‘sees’ when
seeing the pulse. As he started telling me, a davasaz (‘compounder’) who
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was standing behind him made gestures signalizing to me to take notes of
what Hakim Sadiq said. When Hakim Sadiq was gone, he came to me and
asked, showing great curiosity, what the hakim had told me, being very
careful about not to be seen talking to me, something that did not seem to
bother him on other occasions when we exchanged words. The lineage of
knowledge transmission outside the family was exclusive, and this davasaz,
perhaps because of the nature of his role at this clinic, seemed to be aware
that he did not belong to the circle of intimacy with whom Hakim Sadiq
shared his diagnostic knowledge. He may have known about the medicines
and what they were prescribed for, but he was not supposed to learn about
diagnosis, in the same way that Dr. Farzanah knew much about diagnosis
and treatment, but less about the preparation of the medicines dispensed at
the Shifa Mahal. Division of labour, thus, was a way to ensure the monopoly
of original medical knowledge even in a setting where medical knowledge
was shared and exchanged. In this way, Hakim Sadiq secured his position
as the most knowledgeable physician in the matabb, mastering diagnosis
as well as different forms of treatments ranging from manual techniques to
the preparation of medicines. He personally trained his staff on these skills
and knowledge, but this training was distributed among the different staff
working for him: physiotherapists learned techniques like massage or how
to apply compresses, the davasaz knew all about packaging the dosages
of the prescribed drugs, drug producers were in charge of cleaning raw
materials and preparing Hakim Sadiq'’s recipes, while the trainees were
learning how to diagnose and what to prescribe. Only his son, Hakim Sabir,
was acquiring knowledge in all the areas of expertise in order to one day
assume the role of his father.

Degrees and (Un-)Official Practice
The Regulation of Practice

The first regulations pertaining to the registration of medical practitioners
were introduced during the Colonial Period. The British government dropped
first plans to introduce a registration system for practitioners of Indian
Medicine in the 1880s due to expected hostility from vaidyas and hakims
(Jefferey 1982:1836). Later, Medical Registration Acts were passed around
1913 based on the discussions about ‘quackery’ that emerged around the 1880s
(Mukharji 2011: 7). These targeted only practitioners of Western medicine
and marginalized indigenous practitioners (Berger 2013: 67). Registration
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patterns reinforced the subordinate position of practitioners of indigenous
medicine vis-a-vis doctors of Western medicine (Jeffery 1988: 56). Over
the years, successful acts of different presidencies granted legitimation to
Unani professionals to different degrees, but still their role continued to
be subordinated to that of Western practitioners. It was not until the 1920s
that practitioners of indigenous medicine began to be considered to become
part of the healthcare system, and that the standardization of training and
practice became part of the provincial health administration plans (Berger
2013: 74). However, it was only shortly before independence that the Indian
state attempted to regulate indigenous medicine (Lambert 2012:1033).

In order to regulate the practice of traditional medicine, the State Govern-
ments established so-called Boards of Indian Medicine in the 1940s and
1950s which distinguished between ‘A registrations’ (those with a college
degree on a particular form of medicine) and ‘B registrations’ for those who
did not possess a formal qualification but learned in the traditional manner
(ibid.). ‘B registrations’ required passing an examination and five years of
practical experience, and were licensed until 1976 (ibid.). Since 1979, whoever
wanted to practice Unani medicine in India was compelled to register in the
Central Register of Indian Medicine. In order to be eligible for such registra-
tion, a Unani practitioner should hold a diploma or certificate in Unani,
commonly the BUMS degree or an equivalent.34 Because B-registrations
were no longer licensed, khandant hakims without a degree in Unani were
no longer officially entitled to practice: the Supreme Court decided in 2010
against Ayurvedic physicians who continued to practice in spite of not being
registered because they had no degree (Lambert 2012: 1034). However, it is
known that unregistered practitioners still practice, some of them quite
openly, indeed.

BUMS graduates are not automatically allowed to practice after obtaining
their degree, a registration with the CCIM in their respective state is neces-
sary. The CCIM prescribes a code of conduct for registered practitioners,
who receive a registration number and a certificate of registration. Many
Unani practitioners display this certificate in the walls of their clinics. In the
case of hakims without a Unani degree, the registration of the matabb runs
often in the name of a relative (commonly a son or younger brother) holding
a BUMS degree and registered as a practitioner. Although not conforming

34 Other degrees include former equivalents to the BUMS that were granted by different
colleges before training was completely standardized, such as the DUMS (Diploma in Unani
Medicine and Surgery) or the GCUM (Graduate of College of Unani Medicine), as stipulated in
The Indian Medicine Council Act, 1970.
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to the regulations, this kind of practice is tolerated. Most practitioners in
question have no major problems with the authorities because they enjoy
respect in their communities, among patients, and occasionally even among
the staff of Unani colleges nearby. The authorities still allow—or at least
do not oppose—the practice of old and well-established hakims with long
years of experience. Even though they are not officially registered, they are
considered to represent the last vestiges of the former training system. As
such, they are recognized as legitimate Unani practitioners, as opposed to
quacks. A few unregistered but reputed hakims even have a consultant status
in government institutions and are approached by government officials
seeking for cooperation. Old hakims without a degree are still commonly
called ‘B-practitioners’ in Unani circles. These hakims are emblematic of
the shortcomings of institutionalization and efforts of practice regulation
because they are recognized as legitimate Unani practitioners due to their
experience and knowledge, albeit this recognition is only unofficial and as
such at the margins of legality. Thus, the government has failed to establish
itself as the sole authority in terms of Unani professional recognition, since
knowledge and experience continue to be recognized by many as more
important sources of medical authority than a Unani degree, leading to
concurring legitimating systems.

Qualified and Registered Practitioners

Old hakims without institutional training are seen as bearers of Unani
knowledge, a status that BUMS graduates without additional practical
training can hardly claim for themselves. From this emerges the subtle, yet
clear, distinction employed in Unani circles between the terms ‘qualified’
and ‘unqualified’ to refer to hakims. Here, qualification does not mean
institutional qualification acquired through college training and official
registration. Rather, it means the capacity in terms of knowledge and
skills based on experience and experimentation and sanctioned by the
Unani fraternity, regardless if acquired through self-learning or through
a family tradition, through an apprenticeship or through a formal degree
course. Formerly, some hakims trained in a lineage system received a permit
(¢)azah) from their masters through which prominent physicians attested the
skills and knowledge of their pupils (Attewell 2005: 3f.). ‘Qualified hakim’
means, in the jargon of the Unani fraternity, a physician who mastered
the art and science of Unani medicine through lineage training or own
experience, as well as a physician who is officially entitled to practice.
In contrast, an ‘unqualified practitioner’ can be described as a quack or
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at least as a less knowledgeable physician. Because of their malleability,
the adjectives ‘qualified’ and ‘unqualified’ are purportedly employed by
hakims to establish their own legitimation and authority vis-a-vis other
practitioners.

The need for registration forced many khandant hakims to pursue
degrees in Unani. Hakim Farugqi, an old hakim from Lucknow, claimed
he had over 8o pupils during his long life as a practitioner, a life that
started very early because he learned from his father while he was still
a young boy. I asked him if the pupils had a BUMS degree, and he said of
course, otherwise they would not be allowed to practice. ‘But then why
do they seek apprenticeship?’, I asked. Hakim Farugqi told me that the
degree is a must, but it does not equal an understanding of the practice.
He explained that he also had to go to college because a degree was
required, but college for him was like learning the ABC, so basic and
simple, he claimed that it was no contribution to his knowledge. He
criticized the ‘new system’ (i.e. the requirement of college education for
Unani practice) that started some 50 years ago, complaining about the
six months of the practical year that had to be passed at an allopathic
hospital as a requirement for the Unani degree. People get degrees as
easily as that, he claimed, but they have not been exposed intensively to
practice. ‘Suppose you don’t know how to swim and you want to learn.
For that you read a book on swimming. You know the book by heart and
then you jump into the water. What will happen? Yes, you will drown!
While those physicians practicing without being officially registered are
not necessarily considered to be quacks, holding a BUMS degree is not
a guarantee for recognition as a Unani physician among the fraternity.
The failure for the BUMS degree to produce recognized hakims rested
not only on the lack of sufficient exposure to Unani clinical training, but
also on the motivations behind Unani college education and the health
care system in India in general.

BUMS as Second Choice

A crucial aspect for the understanding of the contemporary state of Unani
education and practices is knowledge about the BUMS student’s back-
ground and aspirations. For practitioners and students with a Unani family
background, official Unani training is the natural way to ensure that they
would continue with the family lineage (and business), as they require the
qualification to register as practitioners. However, the majority of Unani
students and a significant number of practitioners and even some teachers
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I talked to were primarily interested in pursuing studies on biomedicine
before enrolling in a Unani college. Because they did not receive admission
to the MBBS course, they opted for Unani medicine instead. I hardly met
any Unani practitioner without a family background whose interest was to
study Unani in the first place.

A senior government official in a Unani institution told me in conversation
that he was previously not very interested in Unani, as he did not come from
a family of physicians. He decided to study Unani because he saw a good
opportunity to obtain a government job through it. According to him, those
times were different, nowadays Unani graduates hardly get government
jobs, although many continued opting for the study of Unani medicine
having a government job in mind. Back then, he explained, many took
up government jobs. He joined the RRIUM he now directed from its very
beginnings, in the early 1980s. A researcher working for another RRIUM
explained that his uncle was professor for Botany at university and it was
him who saw a future in Unani medicine as a profession for his nephew, so
he went to study Unani out of state. When he returned to his hometown he
got three job offers for government service, from these offers he decided to
work for the RRIUM. While the prospect of getting a government job with
a BUMS degree was no longer a safe bet at the time of research as it was
30 years ago when the CCRIUM was a new institution looking for staff,
students who did not know much about Unani still pursued college training
in Unani. One of these young students told me, a bit ashamed, that she did
not have any contact or experience with Unani medicine before enrolling
into the Unani college she was attending, all she wanted was a career in
the ‘health sciences’.

The interest in pursuing a career in the health sector is seemingly the
greatest motivation among students in Unani colleges. They passed courses
in Physics, Chemistry and Biology at school, since these were eligibility
requirements for MBBS and BUMS courses. It is not surprizing, thus, that
subjects concerning the basic concepts of Unani medicine are perceived
by students like the one above as particularly difficult because, coming
from a science background, the fundamental principles of Unani do not
seem to match what she was taught in high school. This problem was also
acknowledged by a senior lecturer who commented that students with a
science background had problems with taking Unani’s basic principles
seriously if the teachers were not able to adapt knowledge to modern
concepts.35 Another student explained that the terminology used in the

35 While dominant, this view was not shared by all the students I spoke to.
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Unani books in Urdu was very complicated, so she and her fellow students
had to spend a substantial amount of time looking up for the meaning of
the medical terms, mostly of Arabic and Persian origin, that they were not
acquainted with. If all was in English, she wished, it would be easier to study.
She considered the subjects taught using biomedical texts to be easier to
learn than those using Urdu ones, and claimed that those were preferred
by many other students, too.

Language is an important issue. Training in Unani is mostly in Urdu,
alanguage that has come to be identified as a symbol of Muslim identity
in (North-) India. Most students of Unani medicine in India are, indeed,
Muslims (see Chapter 6), and students coming from more affluent families
are less likely to study Unani because they would not have visited an Urdu
medium school if their parents were able to afford English medium educa-
tion. Added to that, those who can afford better school education and have
a better socio-economic position often prefer to study biomedicine. This
is the case of the children and grandchildren of several well-positioned
khandanihakims. Students who are not very good in Urdu, let alone Arabic or
Persian—the languages that constitute the basis of Unani medical terminol-
ogy, just as Greek and Latin in biomedicine—have problems understanding
the texts. While some teachers are very enthusiastic about making Unani
training accessible in English, a step which would enable to expand Unani
practice beyond the South Asian Muslim milieu, the majority remains
cautious, arguing that translations are full of pitfalls and that it is difficult
to find equivalents in English. They fear that translations into English could
jeopardize a proper understanding of Unani medical concepts.

Some Unani practitioners who were critical about the BUMS degree
remarked that many, if not the majority, of the students were mostly in-
terested in biomedical subjects and knew beforehand that they would not
practice Unani once they graduate (Latif 2008: 11). This motivation seems to
be reflected in the practice of biomedicine in private or public facilities by
AYUSH graduates, which has been said to be characteristic of them (Bode
and Hariramamurthi 2013; Jeffery 1988: 186).

Practicing ‘Allopathy’ with a Unani Degree

The practice of biomedicine by BUMS graduates encapsulates the ambiguities
of institutionalized Unani education: whereas college training grants a
recognized degree, qualifying holders to practice Unani medicine officially,
most BUMS graduates without a family background or additional trainee-
ships with hakims do not feel confident enough to practice Unani medicine
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in terms of diagnosis and treatment. At the same time, they are not allowed
to prescribe allopathic medicines in many states, although they are expected
to do so when employed in government biomedical facilities in rural (and
even urban) areas with shortage of MBBS doctors (Naraindas 2014b: 121;
Pordié and Blaikie 2014: 354). The result of institutionalized training is
a mixed form of practice which, in the case of Ayurveda, was described
by Bode & Hariramamurthi as an ‘hybrid form of medicine marked by
biomedical diagnosis, biomedical drugs, and industrial Indian medicines’
(2013:10). This practice has been described as a creolization of therapeutic
languages, whereby the language of biomedicine dominates (Naraindas
2014b: 123ff.) Bode & Hariramamurthi estimated that only 10,000 of the
over 500 thousand registered ISM practitioners actually practiced mainly
Indian medicine in terms of diagnosis and treatment (2013: 2).

In spite of a general consensus about the massive amount of biomedi-
cal knowledge integrated into the BUMS curriculum, some members of
the fraternity downplayed its influence on Unani medical practices. A
prominent hakim who used to direct a department at a renown Unani
college claimed that biomedicine had only a minor role in Unani college
training. He explained that anatomy and physiology were the same in every
medical system, and only surgery could be seen as purely allopathic. Still, he
argued, surgery had a minor part in training. He explained that the students
were not exposed to allopathic pharmacology, so how could they practice
allopathy? I asked him what about the practical year that most students
completed in biomedical facilities? He claimed that it poses no problems
because students had to learn how to use modern diagnostic techniques,
and those were not exclusive of allopathy but were the product of inventions
made by scientists and technicians, hence their use did not compromise
Unani medicine or its fundamental principles (see Chapter 4). According to
him, X-rays, stethoscopes, blood tests and other modern diagnostic methods
were really useful for Unani practitioners. ‘As long as the treatment remains
Unani, there is nothing to be afraid of.’ He claimed that BUMS graduates did
not prescribe allopathic treatments, saying that it was something he was
completely against, claiming to rise his voice loud against those who do so.

When I started fieldwork in May 2012, my initial contacts were all mem-
bers of the Unani fraternity. My original plan was to include the informal
sector into this study, and I searched for Unani practitioners at random
places, walking through Muslim areas in different Indian cities, asking
people in the street and in pharmacies for a hakim or a Unani davakhanah.1
also approached practitioners in private clinics who announced their BUMS
degree on the board, but soon I learned that unless the board explicitly
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mentioned Unani, those BUMS physicians did not practice Unani but bio-
medicine or even Ayurveda instead. One of those practitioners was a man in
his mid-thirties with polished English, he had a small clinic close to a slum
in Mumbai. When I introduced myself telling him that I was conducting
research on Unani medicine, he immediately said that I had come to the
wrong place, because he practiced allopathic medicine. I still wanted to talk
to him, and he agreed. He answered many of my questions before I could
even pose them. He explained:

Dr. Yunis: Out of ten doctors in this area, eight are BUMS doctors who
practice allopathy. Only two are MBBS doctors. The statistics show that
there are not enough MBBS doctors to cover the population. If BUMS
doctors would not be taking this job, what would happen to the people?
Where would they go?

KS: Were you trained to become a doctor or a hakim?

Dr. Yunis: [Laughed] The aim of the BUMS course is to produce doctors, not
hakims. Most of the people who studied MBBS prefer to go for specializa-
tion areas which are not clinical. They would not sit in a general practice
seeing patients here. I charge little to my patients, they would not pay
more, it is not attractive for the [MBBS] doctors and they do their MDs in
other areas. BUMS doctors have to practice allopathy, the patients need
malaria treatment which is allopathic and not Unani treatment for most
of the cases. If  was to set a Unani clinic, then it had to be something
big, because patients look at that. A big clinic with a big board for herbal
medicines, that would work. But not a small clinic like this. And money is
what thrives human beings. It is as simple as that. Everyone needs money
nowadays to survive, everyone opts for an option which offers the best
possibilities. Here, go percent of the patients are illiterate. It is a poor
area, and a few MBBS doctors would work as general practitioners here.

Not only did this practitioner explain that BUMS graduates like him practiced
biomedicine because they have been trained to do so, but he also justified
this practice as a form of social service. While he claimed that working as
general practitioners in slum areas was not profitable for most MBBS doctors
and hence they preferred to specialize in non-clinical areas of expertise,
BUMS doctors filled the gap and provided primary health care as needed by
the patients. Hence, practicing allopathy for this practitioner was not only
the logical consequence of his insecurity in Unani medical knowledge, but
also a moral duty. BUMS graduates practicing biomedicine often articulated,
apologetically, the need for income as a reason for their practice but, more
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importantly, they stressed that their practice was a service towards patients
neglected by MBBS physicians as a way to justify their practice. While practi-
tioners like Dr. Yunis, who work in low-income urban areas, claim legitimacy
of their practice based on a structural problem of health care delivery, they
are blamed indirectly both by the Unani fraternity for not promoting Unani
medicine, and by MBBS professional groups for being quacks, using the
argument of practicing a system of medicine they are not entitled to.

Unani practitioners prescribing allopathic drugs are often the target of
verbal attacks in social media like Facebook, where they are criticized by
peers for not advancing Unani or for putting their personal and economic
interests before the advancement and promotion of Unani as a system of
medicine. Some practitioners have understanding for their colleagues—this
is especially the case of practitioners having a family background—, arguing
that these colleagues might prescribe allopathic medicines simply because
they do not feel confident practicing Unani (i.e. the college degree does not
grant sufficient knowledge on Unani medications in order to apply it in
practice). However, it is still widely argued that BUMS graduates prescribing
allopathic drugs are actually practicing allopathy. This practice is condemned
by many as a form of treachery against the Unani system of medicine.

The situation of these practitioners remains ambiguous because of a
lack of clear regulations pertaining to the prescription of medicines. The
ban imposed towards AYUSH practitioners regarding the prescription of
biomedical pharmaceuticals in certain states triggered protests and strikes
at the time of my first fieldwork in 2012, some of which even lead to violent
confrontations between the protesting practitioners and security forces,
as reported in Lucknow.3® AYUSH practitioners demanded the right to
prescribe allopathic drugs in emergency cases as well as during employment
in the NRHM. Although the argument of these demands was the patients’
interest, who in rural areas might not have access to public biomedical
facilities, informants agreed that the protests were primarily aimed at
decriminalizing cross-prescription practices in urban areas. As protests
by AYUSH practitioners continued, they were driven by a rather different
agenda, namely the rise of salaries.

The employment of Unani graduates in government-run biomedical
facilities represents a double-standard in the treatment of Unani practition-
ers: on the one hand, their training in biomedicine is conveniently used to

36 Fornewspaper reports on the strikes in Karnataka see for example IBN Live (n.n. 2012¢) and
The Times of India (n.n. 2012c). For reports on the violent protest in Lucknow see for example
India TV News (n.n. 2012a) and The Times of India (n.n. 2012b).
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overcome a shortage of MBBS practitioners in the public sector, while on
the other the private practice of allopathy by BUMS doctors continues to
be largely condemned, at least on paper. The state’s approach is a pragmatic
one. However, while different state governments have lifted the bans for
AYUSH practitioners to prescribe allopathic medicines and even to perform
minor surgeries, MBBS professional groups have issued harsh criticism. The
Indian Medical Association (IMA), which is the biggest professional group
of MBBS doctors in the country, strongly opposed the lifting of the ban in
Maharashtra and has since then continuously fought the appointment of
AYUSH graduates to fulfil biomedical tasks (Shelar 2015). More recently,
the IMA pressed against the recent draft of the new National Medical Com-
mission Bill that would allow AYUSH graduates to practice allopathy after
passing a bridge course (Dutta 2018). The IMA’s president claimed that this
course would ‘open up the floodgates to allow backdoor entry to crosspathy
thereby promoting quackery legally’ (ibid.).

The BUMS degree is looked down by MBBS practitioners, leading to an
‘inferiority complex’ as described by some high-ranked hakims. BUMS
graduates in government service are paid less than MBBS graduates, and
their status in the hospitals is also lower. A BUMS graduate that was for-
merly employed in a government biomedical facility narrated that she felt
discriminated against by her MBBS colleagues, who looked down upon her
for having ‘only’ a BUMS degree. However, BUMS graduates and students
claimed that the study of the BUMS course was even more difficult than
the MBBS course because they had to learn both Unani and biomedicine.
But while they were certainly exposed to both forms of medicine during
training, it was recurrently reported that graduates were not fully accountant
with any of them. A BUMS graduate who sought an apprenticeship with an
established hakim explained that the BUMS degree was not sufficient for
practicing Unani. Moreover, according to him the BUMS degree was 75 per
cent allopathy and only 25 per cent Unani. How was he supposed to practice
Unani if he did not learn it properly? The BUMS is only a degree, he said.

While BUMS graduates do not usually master Unani in terms of traditional
diagnostic methods and treatment (including the preparation of medicines)
unless they seek apprenticeship with an established hakim, neither do they
master all the subjects needed to be a qualified biomedical practitioner.
The anatomy and physiology classes attended by the BUMS students may
be the same as those attended by their MBBS counterparts—in fact, teach-
ers of these subjects in Unani colleges held often MBBS and not BUMS
degrees—, but biomedical pharmacology, for example, is not part of the
BUMS curriculum.
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The prescription of biomedical drugs by BUMS graduates is not only a
symptom of the equivocal status emanating from institutionalized training
and its modes of knowledge transmission and content, but also the product
of ambiguous health and profession policies. The integration of Unani
professionals in the health care sector grants Unani graduates a status
superior than that of folk practitioners, but lower than that of biomedical
doctors (Bode and Hariramamurthi 2013; Priya 2013). Even though they have
a degree that they can hang on the walls of their clinics, BUMS graduates
do not enjoy the same recognition that old and respected khandani hakims
do. As Lambert put it: ‘formal qualifications do not necessarily equate to
the acquisition of genuine therapeutic expertise or ensure the provision
of high quality care’ while at the same time ‘a lack of formal accreditation
does not necessarily signify the complete absence of therapeutic expertise’
(2012:1035). The Unani fraternity, the patients, and even the government of
India are aware of this situation. In this way, recognition of Unani medical
professionals varies depending on the context, accounting for the multiplicity
of the Unani profession, too. The professional recognition of hakims is
distributed between the state, the Unani fraternity, and patients, who
define it according to the different taskscapes (Pordié and Blaikie 2014).

Defying Standards
Individualized Treatments and Clinical Falsification

Attention to the individual constitution of the patient through tailored thera-
pies has been addressed as characteristic of humoral forms of medicine (Bode
2008:166), and also official representations stress the individualized and
holistic approach of Unani. Hakims often contrast Unani with biomedicine,
emphasizing the former’s focus on the individual patient and its environment
and not just on isolated organs or affected body parts. Therapies, according
to members of the fraternity, have to be adjusted to the temperament of
the patients. In practice, however, this is not always done. While observing
the clinical practice in a Unani college in Delhi, it became apparent that
patients in that facility were treated symptomatically only, using standard
formulations for the same ailments in different patients. BUMS students and
teaching physicians in that clinic seemed to be under great pressure to treat
quickly given the number of patients waiting for a consultation.

When asked about the role of mizdj (‘temperament’) in Unani practice,
a teacher and consulting physician in this college apologetically explained
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that mizaj is a very important concept in Unani, but she did not have the
time to assess the temperament of the patients in the OPD. Establishing a
patient’s temperament takes time, and she could not afford to waste time
since many patients were queuing waiting to be seen by a doctor. If she took
enough time to do that, she would not be able to attend to all the patients.
How could she send patients home when they had been waiting the whole
day to be seen by a doctor? Later on, she told me that ‘the temperament
of the patient has no clinical importance, it is irrelevant.’ This teacher had
successfully pursued post-graduate Unani education in a prestigious Unani
institution in another city and had been teaching for two years. While this
direct dismissal of the clinical relevance of the temperaments was not
representative for all Unani practitioners, it neither constituted an isolated
case, especially in institutionalized settings.

Institutionalized training introduced biomedical categorizations and
technologies. Their influence is prominent in the clinical practices of many
Unani college hospitals and dispensaries where physicians work under time
pressure, rely primarily on modern methods to establish diagnosis, and treat
diseases using the limited number of ready-made drugs available at their
dispensaries. Moreover, medicines are known to be on short supply in many
government facilities, forcing practitioners to constrain their therapeutic
options. Once I witnessed a consulting physician dictating a prescription:
the drug that the physician wanted to prescribe was not on stock at the
hospital’s dispensary, nor was its substitution. He changed the medicine
five times until he found one which was available.3”

Not all college hospitals have standardized their treatments, an important
exception being the Nizamia Hospital in Hyderabad. There, davasaz com-
pound medicines in a ‘traditional’ dispensary attached to the college, where
also decoctions are prepared individually for the patients staying at the
IPD.38 Generally speaking, however, it can be said that the clinical practices
in institutional settings have been largely standardized, hence individually
tailored therapies constitute the exception rather the rule in these facilities.
Maarten Bode was very critical about the role of the government and the

37 The authorities were aware of this problem. The then AYUSH department issued ‘Essential
Drugs Lists’ (EDL) for Ayurveda, Homeopathy, Siddha and Unani in 2000 and reviewed these in
March 2013 in order to ‘ensure that the essential medicines are regularly available in the health
facilities and the people does not have to suffer from paying medicines’ costs from their pockets’
Department of AYUSH (2013a). The Essential Drugs List for Unani, which contains 288 drugs, is
online available at the CCIM website.

38 Following the claims of patients, this college hospital was also affected by a shortage of
medicines. See also an article in The Hindu (Iftekhar 2012).
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2. Home-made medicines at the compounding table of a hakim in Hyderabad (2012).

pharmaceutical industry regarding the de-individualization of Ayurvedic
and Unani therapeutic practices in India. For him, de-individualization is
the consequence of efforts to develop Indian medicine to keep it at par with
modern medicine, identifying the reliance on ready-made drugs as one of
the main threats against the individual approach to disease in Ayurveda and
Unani (2008). Others have similarly argued that the pharmaceuticalization
of Ayurveda, through its focus on active ingredients and description of action
based on biomedical categories, lead to changes regarding ‘the internal
structure and epistemology of this knowledge system’ (Banerjee 2008: 201).
Therapeutic practices have also been affected, as diseases were approached
through biomedical categories and treatments, treating diseases and not
patients (Gaudilliere 2014b: 175; Naraindas 2006, 2014c: 27£.).

Despite the fact that the temperament of patients is seldom explicitly
acknowledged in clinical consultations, the observation of private clinical
practices revealed that Unani treatments given by some hakims are still,
indeed, often individualized, even when hakims treated with branded drugs.
Hakim Ahmad and Hakim Sadiq in particular followed a prescription proce-
dure based on a trial-and-error approach. Here, the hakims tried to identify
the cause of a patient’s problem not only through diagnostic methods, but
also through the testing of therapies and the assessment of a patient’s reaction
to it. When the actual cause of the disease had not been identified yet, the
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hakims prescribed medicines for a short period of time in order to observe
how the patient reacted to them. Hakim Sadiq, for example, always asked
his patients to tell him how many days should he prescribe the medicines
for, because he charged the medicines per day. In this way, patients could
buy the medications according to what they could pay at the moment. For
example, once he had a patient suffering from diabetes, hypertension and
kidney problems. After the consultation, which included pulse and urine
diagnosis, the hakim asked the patient to get different laboratory tests. He
asked the patient to bring the results the next time, arguing that he should
find out the cause of the disease. ‘If you do them today you will get them in
three days’, he said. The patient asked the hakim to give a prescription for a
whole week. Hakim Sadiq looked at the patient and said: ‘Fine, you should rest
a bit and don’t walk much. I'd better give you medicines for three days and
today only, so that I can give you the medicines according to the tests results.

If no improvement ( farg, lit. ‘difference’) was achieved with the treatment,
the hakim would change the prescription and try with other medicines,
addressing the individual reaction to the drugs as well as targeting another
possible cause of the condition. This treatment approach resembles that
of Ayurvedic practitioners in Sri Lanka analysed by Obeyesekere, who
referred to it as ‘clinical falsification’ meaning that ‘if a prescription does
not work, it is abandoned’ (Obeyesekere 1992: 172). In the case of Unani,
clinical falsification assumes that different patients present different
reactions to the same drugs. This assumption stands in clear contrast to a
standardized approach where the same prescriptions are utilized for the
same diseases. Hakims focus on the temperament of the disease as they
also attend to the individual responses of the patients to the administered
drugs. These responses are said to be influenced not only by the patients’
humoral constitution, but also by the environment, dietary habits, lifestyle
patterns, and other aspects constituting the six-essential factors in Unani
medicine, a concept whose relevance is discussed in the following chapter.

Some patients seemed skeptical about the constant change of prescrip-
tions and asked hakims why this was needed, to which hakims responded
that it is ‘the Unani way of treatment’ or ‘we will see if the medicines work’.
A few patients did not return to the clinics after their prescriptions were
changed for a second or third time. Perhaps the changes were interpreted as a
sign of inconsistency and hesitation from the physicians’ part, as biomedical
practitioners who changed prescriptions several times may generate the
impression of a lack of medical competence. In the case of Unani medicine,
however, the individualized approach as well as clinical falsification often
required making changes of this sort. As argued by Obeyesekere for the
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case of Ayurveda, clinical falsification is clearly congruent with the idea of
targeting the root cause of diseases (1992). In this way, variations in treat-
ment, thus, were not just accepted in Unani medicine, but were moreover
required if the root cause of the disease was to be targeted.

Pulse Diagnosis and the Limits of Standardization

One of the most significant moments during a consultation with a Unani
physician was the moment of pulse taking. Often, patients and physicians
stopped talking during it. For a few seconds, silence reigned inside the
matabbs and the time seemed to stand still once the hakim placed two or
three fingers over one of the wrists of his patient. During this instant, the
patients tended to search for the eyes of the hakim with an avid expression,
as if trying to decipher from them any clue about their problems. In this
special interaction, only the patient seemed to matter. While the patients’
excitement was hard to oversee, the expression of the hakims was difficult
to unravel: some hakims frowned, some held an inexpressive face while
others fixed their gaze on some invisible point on the wall or closed their
eyes. Most hakims seemed to be gone for an instant, sometimes as short
as a wink. Not a few hakims asked the patients for the other wrist, and the
procedure was repeated once again on the other arm. Some hakims asked
questions while feeling the pulse, sometimes it was the patients themselves
who revealed details about their complaints while the physician was feel-
ing the pulse. It was usually a moment of intimacy—even when done in
public—that seemed to seal the roles of the hakim and the patient, the
latter submitted to the hakim’s authority, waiting for relevant information
concerning the own health.

Although the patterns described above are not always present in all
consultations—I also saw hakims attending phone calls or reading text
messages on their mobile phones while feeling a patient’s pulse—, in most
consultations it is an important moment where hakim and patient seem
to get closer. On a few occasions I even felt like a silent intruder in a very
intimate moment. The haptic connection between patient and healer is
for some hakims an important recourse to establish a bonding of trust
and intimacy (Sieler 2015:147). In institutionalized settings, however, more
often than not pulse examination is conducted in a rush and, admittedly,
for the patients’ satisfaction only. Also, a few very popular family-hakims
felt their patients’ pulse for no longer than a few seconds, sometimes even
after they had written the prescription. In this context, asking about the role
of taking the pulse in contemporary Unani practice is justifiable, because
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pulse reading can be seen not only as a method to establish rapport with
patients and arrive at diagnoses, but also as a token of differentiation from
biomedicine and a symbol of Unani medical authority and skill.

The first time I met Hakim Azim, I asked him how he diagnosed. He
told me that the pulse was very important in his practice. Through it, he
could identify what a patient had, and that experience was crucial for pulse
diagnosis, and lack of it was the reason why so less Unani practitioners
were skilled in pulse diagnosis nowadays. Not even a year later, after I
had spent some weeks observing his clinical practice, Hakim Azim told
me once again that the pulse was very important in Unani medicine,
but this time he added that he could forgo it for diagnosis. He always
conducted pulse examinations for the patients’ satisfaction, because
patients expected a hakim to feel the pulse, even though they often came
with examination reports and already knew their diagnoses. To give me
an example, he reminded me of a patient who, without uttering a word,
automatically stretched her arm towards him once she sat inside his tiny
matabb. ] remembered that situation very well: the patient expected Hakim
Azim to provide a diagnosis from the pulse only. However, he had to ask
questions, too, as he could not rely on pulse alone as a diagnostic method.
Pulse examination was an important part of his clinical practice, but it was
more about creating a bond with the patients in a ritualized moment of
silence than about establishing a diagnosis. Hakim Azim not only had to
satisfy patients’ expectations of a hakim as someone who feels the pulse,
he also had to establish rapport with them. Since an important part of
his practice was related to the satisfaction of patients and re-assuring
that they would soon be fine, he used pulse not mainly as a diagnostic
method, but as part of the therapeutic process. As Langford pointed out,
‘Pulse reading sparks the faith that fires the healing process’ (1999: 40).
For diagnostic purposes, Hakim Azim would rely more on observation
and questioning as well as on the examination reports brought by his
patients, and not on the pulse.

Dr. Hussain routinely checked the pulse of his patients, too. With no need
to presume to be knowledgeable about pulse diagnosis, since he openly
claimed to practice allopathy, he told me that through the pulse he could
get an idea of the patient’s temperature, of hypertension and hypotension.
He also said that quite often there was no need for an examination of the
blood pressure with the sphygmomanometer after feeling the pulse, but he
still did it for the patients’ satisfaction. Once, Dr. Hussain was examining a
patient and, while feeling the pulse, asked him if he had fever, the patient
said yes. Dr. Hussain turned to me: ‘You, see? I could feel that through the
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pulse, it is very easy. Anaemia we can find, it is manifested in a feeble pulse.
Hypertension we can feel, cardiac arrhythmia we can feel’.

For a long time, pulse diagnosis had a very special place as a form of
authoritative medical knowledge. This skill was often the reason for a hakim’s
fame (Attewell 2005: 390). Nabbazi, or the mastering of pulse diagnosis,
was considered a source of professional recognition and respect among
patients and colleagues alike. Biographical accounts of elite hakims included
anecdotes on accurate diagnosis based only on pulse taking or an account
of the physician gaining knowledge about the patient’s profession or habits
solely through feeling the pulse. These anecdotes exalted the hakims’ skills
and knowledge through accounts of their expertise in pulse reading. Today,
many Unani practitioners and government officials regret that there were
no longer experts in pulse reading. The rector of one of the most prestigious
Unani medical colleges in India told me about a famous hakim known for
his pulse diagnostic skills; when he died, his knowledge died with him.
He regretted that old diagnostic methods such as pulse were getting lost
forever because the new generations were not learning these practices in
college. Even his own generation (he was above 50 years old) was not able
to teach that knowledge properly anymore. He claimed that unlike the
regimental therapies, which were being revived, pulse diagnosis could not
be revived, because it required training based on experience which could
not be transferred through books: ‘when the practitioners who had that
knowledge are no more, how can it be revived?’

The combination of diagnostic methods was sometimes interpreted as
the decay of pulse diagnosis. However, it is difficult—if not impossible—to
know if hakims in the past really diagnosed only through the pulse as
the narratives of nabbaz suggest. The idea of great hakims diagnosing
solely from the touch of their patient’s wrists seems to be more a myth
than reality, as even Ibn Sina advocated the combination of different
diagnostic methods in order to ensure reliability. However, today less and
less Unani practitioners are acquainted with pulse diagnosis. According to
Guy Attewell, pulse and urine diagnostic methods became marginalized
during the twentieth century due to the establishment of institutional
training, the decay of training apprenticeships, and through the integration
of modern diagnostic methods (2007: 134). I agree with Attewell in that
institutionalized training and practice contributed enormously to the loss
of knowledge on pulse diagnosis. However, I have reservations regarding
the integration of modern diagnostic methods as a cause for it. Hakims
knowledgeable on pulse diagnosis knew how to complement it with new
diagnostic procedures, avoiding substitution. On the other hand, younger
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practitioners like Hakim Azim, who did not seem well versed in this skill,
argued that this knowledge was not clinically relevant because questioning
and observation were more useful to diagnose. For these reasons, the blame
for the decline of pulse as a diagnostic method cannot be placed only on
the use of modern diagnostic methods.

In spite of its decay as a diagnostic tool, feeling the pulse remains an
important symbol of Unani medical practice. Pulse reading is used by
many hakims to create a solemn moment of silence where the patient
occupies a central space and is cared about. Moreover, pulse continues to
play a crucial role in the representations of Unani medicine. The practice of
feeling the pulse, thus, can be said to have experienced a shift of purpose:
from a diagnostic tool to a symbol of Unani medicine. Pulse examination
escapes observation, it privileges other senses instead. For more than two
thousand years, pulse reading was investigated with far more interest than
other diagnostic methods such as observation and questioning (Kuriyama
2002 [1999]: 19f.). Unlike other forms of diagnosis except for palpation, pulse
is intrinsically related to the sense of touch, and hence with feeling. Many
efforts have been made to render this subjective knowledge objective, the
most common being attempts of visualization. These ranged from linear
representations of the different kinds of pulse in analogy to animals—as
done by Galen (Miiller 2012)—to transcriptions of the pulse as musical notes
in the sixteenth and eighteenth centuries, for example (ibid., Kuriyama
2002 [1999]: 81). At the time of fieldwork, a research project at the Ajmal
Khan Tibbiya College in Aligarh Muslim University was developing a device
to allow the visualization of different patterns of the pulse. This effort is
interesting because it would not only tell us about the selection of parameters
to be visualized (i.e. which ones are considered to be useful in diagnosis),
but also because it was a development motivated by the perceived need to
rendered the physicians’ experience objective, hence ‘proving’ the existence
of the different parameters through visualization, which until now could
only be identified subjectively through the physician’s feeling.

Apart from offering a visual proof of the different parameters used in
Unani pulse diagnosis, this device may compensate for the lack of Unani
practitioners sufficiently skilled in conducting pulse diagnoses in the tra-
ditional way, and Unani students in the future may not need to bother to
train the skills if a device can help them to perform this task. Opinions about
the usefulness of such a device were divergent. An old khandant hakim
and government official expressed concern that such a tool would make
Unani practitioners ‘lazy’. Practitioners would rely on the machine only, he
feared, which is problematic not only because machines are vulnerable, but
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also because a good hakim is supposed to make a diagnosis based on his
knowledge and interpretation, assessing the temperament of the patient
from the moment he sets a foot in the matabb, observing gestures, voice,
and behaviour. A machine, he argued vehemently, cannot do that:

Machines give us a wrong clue and they cannot be trusted alone, the
human capacity of reasoning is the basic, mantiq [logic] and falsafah
[philosophy], this is why these subjects are important in Unani! But the
new generations are lazy. Unani is not only a science, it is also an art. This
is something that everyone should remember.

If and how this device will be used by Unani practitioners remains to be
seen. Although the role of pulse reading as a diagnostic method seems, in
the case of most practitioners, subordinate to its symbolic imaginary as a
token of Unani practice and a recourse to establish trust in patients through
touch and through the atmosphere of intimacy that often characterizes the
moment of pulse taking, it continues to be practiced by almost every hakim.
Whenever I asked about diagnostic methods, the pulse was commonly
mentioned first as the most important one. Hakims usually feel the pulse
at the beginning of almost any consultation, before or during questioning
or when patients narrate their complaints. Through its convenience—
feeling the pulse only requires a patient and a practitioner, and unlike
urine diagnoses no hygienic issues are involved—and its embodiment of a
physician’s knowledge and skill, pulse reading has been retained in Unani
practice and is considered characteristic of Unani medicine. Whether as a
diagnostic method or as a performative tool, whether felt by the physician
or visualized with a device: nabz remains, for the time being, an integral
part of Unani medical practice.

Exclusive Knowledge and the Pursuit of Originality

Hakims consider innovation in terms of treatment an important virtue.
Only experienced and skilled hakims possess the ability to integrate their
own experimentations and to go beyond the teachings of the books dur-
ing the diagnosis and treatment of patients. When a practitioner told his
patient that the medicines he was giving were formulated by himself, he
did so as to establish the difference from other practitioners, as only good
practitioners are considered to have the knowledge to formulate good
remedies. The results of these experiments, if proven effective, are very
valuable. They are used as a trademark for the hakim in question and his
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family, becoming exclusive knowledge. Such is the case of hakims who have
a specialized practice in which they mainly treat patients suffering from
specific diseases for which they have a tested (mujarrab), own recipe. One
hakim in Hyderabad, for example, treated only heart patients. His family
nuskhah (‘recipe’) had been formulated by his father, the first hakim in the
family, and it was the only medicine given out at that matabb: a special heart
tonic that, judging from the number of patients queuing outside the clinic
early in the morning, seemed to enjoy a great popularity among different
sections of the city’s population (Schmidt Stiedenroth 2019a). This hakim’s
son, who had a BUMS degree, also practiced in the clinic they run attached
to their residence in a middle-class neighbourhood in Hyderabad.

In India, the production and marketing of medicines is regulated by the
Drugs and Cosmetics Act, 1940. An amendment made in 2010 established
that a good manufacturing practices (GMP) certificate should be issued to
producers of Unani medicine in order to obtain a manufacturing license.
However, practitioners like Hakim Sadiq, who manufacture their own
medications in their dispensaries, do not require to adhere to GMP standards
or any other regulations stipulated in the act (The Drugs and Cosmetics Act
1940, 33EEC (c)). In this way, the law not only recognizes, but also allows
the use of exclusive knowledge as well as experience and experimentation
when it comes to the preparation of drugs by hakims in their private practice.
Standards, thus, are not universally applied to Unani medicines, and hakims
legally retain autonomy regarding the preparation of medicines as long as
they do not use banned ingredients such as musk.

During my search for practitioners in the Phydoonie area of Mumbai, I met
aman in his early forties who had a shop selling Unani medicines where he
also offered free consultations. I asked him questions about clinical practice,
but he kept avoiding answering those. As it turned out, he did not see many
patients, as he was mostly busy with his own manufacturing company and
his activism within the Unani fraternity (which included being the editor
of a small Unani magazine). He seemed apologetic while explaining why
he hardly saw any patients. I asked him about his company, and he showed
me some printed advertisements and packaged medicines, he gave me a
free sample of a syrup for menstrual pain. He said that these were his own
recipes, ‘the product of my own experimentation and trial with patients’.
This was his own wording, in English. By experimentation and trial, this
practitioner did not mean modern scientific research, but rather an aspect
ubiquitous in Unani medical practice: the testing of different treatments and
the observation of its effects on patients. I later spoke to his elder brother,
who also practiced Unani. Unlike his younger brother, he neither spoke
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English nor did he pursue formal Unani education. He told me that he teased
his younger brother by telling him that a degree means nothing. I asked
him why he said so? He opened his eyes widely and said that experience is
very important: ‘What is a degree without experience?’ The man told me
later about his own recipes, and explained that many hakims keep their
knowledge secret, but he was willing to share his knowledge because it
was something that god has given to him. As proof of that, he wrote down
arecipe for me. The first letters of each ingredient formed the name of the
formula. He told me that in this way, sharing knowledge was easier, as we
both would remember the ingredients just by remembering the name of
the compound. Interestingly, this recipe included neither instructions nor
measurements, it was merely a list of ingredients.

In a similar way, Hakim Sadiq claimed to have created his own formula-
tions. Although some of them had common names, he assured me that they
were variations of the classical formulations, and that I would not find the
same medicines anywhere else. His son Sabir also told me this one time as
I was copying one of his prescriptions: there was no point for me in copying
the names of the medicines because those medicines were only available
there. Exclusiveness was very important for Hakim Sadiq’s monetary income,
because he did not charge for the consultations and only earned through the
therapies. He had one powder for weight loss which was packaged in a plastic
container with a coloured printed label that included a picture of him and
his name. The rest of the medicines were individually packed for each patient
by the davasaz in inconspicuous containers: electuaries and stomachics in
plastic tins, syrups in glass bottles, and powders and tablets in newspaper
slips. Hakim Sadiq and his colleagues wrote prescriptions containing lists
of ingredients and instructed the patients on how to prepare the decoctions
at home. Patients were sent to buy the ingredients at a medicinal herb shop
just around the corner.

For the practitioners I spent time with, adding uniqueness to their own
practices was central for attaining reputation. It constitutes a way to create a
signature treatment for those who do not have a family background and, thus,
have not inherited nuskhahjat (‘recipes’). The creation of own efficacious
prescriptions or formulae through experimentation and innovation allows
practitioners without a familial background to establish a reputation on
their own. Establishing an own lineage is possible, provided that there is
unique and efficacious knowledge to be transmitted. This was the case of
many of the family-hakims I met: even those trained in Unani colleges had
the option of using their own experimentation and experience in order to
produce unique knowledge and, through it, to establish an own lineage, as
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the example of the Unani heart clinic mentioned above or the case of Hakim
Sadiq, whose knowledge was the product of his own self-study, demonstrate.
These hakims profited from the democratization of Unani medicine, which
allowed even for those without a renowned family background to attain
a reputation as skilled hakims. I met several practitioners who claimed
to be khandani hakims and whose family lineage could be traced only a
few generations back. For a few hakims the lineage consisted only of the
self-taught father, as the case of Hakim Sabir or Hakim Azim. The idea of
lineage suggests that it is a continuous chain of knowledge transmission, but
except for elite families whose genealogies can be traced for centuries back,
as claimed for example by Hakim Khalifatullah from Chennai and Hakim
Zillurrahman from Bhopal, not all khandani hakims nowadays can trace
their lineages for many generations. In fact, only few hakims could trace
their background for several generations. As the families of elite hakims
enjoyed a better socio-economic position which allowed them to send their
children to English medium schools, the better-off newer generations could
opt for more prestigious degrees such as MBBS or studies abroad. With the
decline of Unani medicine as elite medicine during the Colonial Period,
the profession ceased to be attractive for the offspring of elite practitioners.
Apart from that, some khandanihakims did simply not have (male) children
to pass on their knowledge, and their lineage died with them.

When a practitioner does not prepare medications on his own, uniqueness
can be sought using other strategies. For example, Dr. Hussain, who practiced
mainly biomedicine in Mumbai, told me that through his long experience
and experimentation he had increased the recommended dosage of a certain
antibiotic. This became clear while he explained to me how he was treating a
patient whom he had diagnosed with cystitis. The patient was afraid of hav-
ing a kidney failure, but Dr. Hussain assured him that he had nothing of the
sort and that he would get well soon. The physician explained to me that he
was treating the symptoms with Unani, Ayurvedic, and allopathic medicines.
While he was preparing an injection for this patient, he turned to me with
the filled syringe in his hand and explained that the usual dosage for that
antibiotic was two cubic centimetres, but he used three cubic centimetres
instead. He had augmented the dosage based on his experience through
the years, and this is what made it a unique treatment. ‘It is my uniqueness,
my policy’ he proudly said, explaining that no other doctor would do that,
and that made him stand apart from other practitioners. ‘It is not written in
the books’, he remarked. He further explained that he used the three cubic
centimetres of that antibiotic for gonorrhoea, STDs in general and urine
infections as he injected the medicine into one of the patient’s buttocks.
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The practice of Dr. Hussain is interesting because it reveals how biomedical
drugs—in this case antibiotics—were prescribed following a prescription
logic characteristic of Unani: one pursuing innovation through modification.
While the over-usage of antibiotics in India is a subject on its own and
it is embedded in a complex web of practices, including self-medication
and wide availability through government support to the pharmaceutical
industry, among others (Saradamma et al. 2000), Dr. Hussain’s motivation
to use a larger dosage than the recommended one was rooted in his interest
to create a unique treatment in order to satisfy patients and enhance his
reputation. Experimentation, thus, is not exclusive of practitioners involved
in the manufacturing of medicines, nor of traditional hakims. Originality
of practice is also open for those who rely on branded medicines, standard
formulations or even allopathic drugs, as the practice of Dr. Hussain suggests.

Standardized Drugs

Standardization is considered one of the keys for the recognition of Unani
medicine among the scientific community, it is seen as the basis to ensure
the safety and quality of Unani drugs by the government authorities.39 The
standardization of Unani drugs is deemed a high-priority area because
the safety and the reputation of Unani is considered to depend upon it.
Standardization work is conducted in different institutions like for example
the 1lm al-adviyah (‘Pharmacology’) Department of the Ajmal Khan Tibbia
College in Aligarh Muslim University. Its head, Dr. Abdullatif, explained
that they check for contamination of the drugs included in the UPI and
that they created standards for those medicines in the NFUM which had
not been previously standardized. For this, they used the standards and
parameters for herbal medicines laid down by the WHO.

The quality of raw materials has arguably deteriorated with the growing
demand of herbal medicines, pointing out that the supply of medicinal plants
for the production of medicines ‘remains unwieldy within the unorganized
sector’ (Banerjee 2008: 203). In order to curb this development, the standardi-
zation of medicines takes place at three levels: raw materials, manufacturing
processes, and final product (Banerjee 2004: 9o). The standardization of raw
materials is crucial because the efficacy of herbal medicines is ascribed
to a variety of factors, including the place of growth of the plants (climate
and soil condition, for example), the times for collection or harvest, as well

39 Foradetailed description of the standardization process as conducted by the CCRUM, see
Bright (1998: 172ff.).
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as transportation and storage (Banerjee 2008: 203). Also, complaints of
adulteration and substitution are not seldom. I once witnessed the arrival
of the wrong herbs to the Shifa Mahal in Hyderabad. Hakim Sadiq ordered
many of the raw materials he used for the production of the medicines in
his davakhanah from Khari Baoli, the medicinal herbs bazaar in Old Delhi.
Every now and then, he received big sacks full of dried stems, roots, leaves
and other plant parts arriving straight from Delhi. On one occasion, Hakim
Sadiq found out that the herbs sent were not those he had played for. He got
very angry and immediately made a phone call, shouting to the responsible
never ever to attempt to fool him again. This episode gave shape to the claims
of many hakims and manufacturers who had spoken about the problem of
adulteration and substitution. At the same time, it was a reminder about
the enormous value of knowledge of shinakhat-i adviyah (‘identification
of medicines’). Hakim Sadiq relied on his experience and knowledge of
raw materials instead of on pharmacological standards, as he was skilled
enough to assess the quality of the single drugs he purchased trusting
his senses. A researcher from a department of i/m al-adviyah explained
that before standardization, it was the hakims who conducted the quality
control of the drugs. They knew for example that the medicinal properties
of certain plants varied from the location where they were collected, hence
some ingredients still bear the name of geographic regions, because it
was known that the soil of that area made the medicinal plants better for
medical purposes. In this way, he claimed, hakims were already aware of
the fluctuations present in medicinal plants and recommended the use of
those growing in a specific region.

The inclusion of Unani and other forms of traditional medicine in the
Drugs and Cosmetics Act followed the recommendations made in the Mu-
dalier Report, which promoted the emulation of standards used in biomedi-
cine for traditional medicine. As a consequence, the production of Unani
drugs was influenced by the adoption of standard procedures of production
that have been imposed to the manufacturing of Unani products without
taking into consideration the specificities of Unani drug production, which
remained safeguarded only through hakims producing medicines at small-
scale in their own davakhanahs. The manufacturing standards employed
in the large-scale production of Unani pharmaceuticals were introduced
emulating biomedical standards, using biochemical parameters to define
acceptable ranges that ensure the quality of the single drugs and classical
compound formulations. In this way, pH levels or the exact amount of time
that each ingredient takes to be digested are measured in order to meet the
requirements of GMP. The NFUM sets the pharmacopoeial standards for
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Unani medicines in India, and as such it has not only contributed to obtain
a certain homogeneity in terms of quality of Unani medicines, but it has
also served the purposes of Unani pharmaceutical companies seeking to
manufacture classical formulas using cheap substitution ingredients, as
discussed in the previous chapter. Standards, thus, do not always fulfil the
purpose of raising the quality of medicines, on the contrary: they can also
actually lower their quality and, with it, the reputation of Unani medicine,
as feared by some informants.

The shelflife established in the Drugs and Cosmetics Act 1940 (rule 161-B,
iif) for Unani medicines is a particularly interesting case. The director of
a RRIUMs told me in a conversation that the ‘best before’ or expiry date
concept was problematic when applied to Unani medicines. According to
him, it was a new concept that did not exist when hakims or their family
members used to prepare the medicines by themselves. It was the other way
around, he argued, as hakims would say ‘I have a very special medicine, it
is very old! In this sense, medicines were like wine: the older the medicine,
the better. Today, he claimed, the idea that old medicines are more powerful
was still in the minds of some old people in India. He regretted that hakims
were compelled to throw away the medicines after the ‘best before’ date,
although the medicines may not have expired yet and, depending on the
formula, they may even be more potent than before. Also, those practicing
privately have to do the same, he went on, as they could not convince some
of the young patients anymore that the medicine may still be good, or even
better. ‘Best before’, he vehemently argued, was not the same as ‘date of
expiry’. According to him, some of the medicines which did not improve
with time did not lose their properties completely, only their effect was
reduced to the extent that to obtain the desired results, larger quantities
were required. He claimed that neither ‘best before’ nor the ‘date of expiry’
of Unani medicines could be compared with allopathic medicines, which
could be harmful if administered after expiration.

Interestingly, the Drugs and Cosmetics Act exempts certain Ayurvedic
and Siddha drugs from the ‘best before’ regulation, arguing that their efficacy
increases with time (Rule 161-B, i). Although some Unani preparations also
become ‘even better’ with the passage of time, no such exception applied for
any Unani medicine: the act established a date of expiry ranging from one
to five years for all Unani drugs (Government of India 1940: Rule 161-B, iii).
Products whose date of manufacture goes back beyond the established shelf
life ‘shall not be in circulation’ (ibid.). A producer of Unani drugs explained
that to deal with this legal situation, the concerned products were packaged
only after they had been ‘ripening’ in containers in the production units for
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some time ranging from weeks to years. The date of manufacturing printed
on the label, thus, did not necessarily correspond to the actual date of
manufacturing but could refer to the date of packaging instead. In this way,
this producer had found a suitable way to stick to the regulations without
compromising the quality of his Unani products. It is significant that in spite
of the commonality of this practice—I heard of several manufacturers who
proceeded in a similar way—, the regulations have not been adjusted to
meet the requirements specific to Unani medicines, as in the case of Siddha
and Ayurveda. This leads to a situation where regulations aiming to ensure
the quality and safety of Unani medicines, which assumed that standards
used for biomedical pharmaceuticals have a universal application, turn out
to minder their efficacy.

Because hakims making medicines in their own davakhanahs were
exempted from the regulations of the Drugs and Cosmetics Act, it could
be argued that the traditional forms of drug production and storage are
considered by authorities to be safe enough not to be prohibited. Hence,
the introduction of standards for the regulation of Unani pharmaceuticals
is not only explained by external pressure such as that of the WHO or the
global market of CAM, but also by a necessity to protect the public against
unscrupulous producers of fake or low-quality products who do not care about
‘defaming’ the name of Unani medicine in order to make money. Unani pro-
ducers complaining about this kind of producers explained that the problem
of low-quality Unani products could not be solved through the regulations
alone. They demanded more control and law enforcement from the authorities
to curb adulteration and ensure safety through the implementation of GMP.
While the regulations exemplify how the production of Unani medicines
was modernized emulating biomedical pharmaceutical principles, these
examples reveal how Unani resists biomedicalization as producers manage
to defy standards in order to ensure the quality of their products.

Variations of Medicine and Multiplicity

Differences in medicine do not constitute a temporary disruption or anomaly,
but should be seen as an intrinsic part of it (Mol and Berg 1998). Diversity
is often considered problematic in biomedicine by those involved in its
practice, and coordination work is done in order to align the variations
(ibid.). The case of Unani medicine is different, as variations seem to have
always been on the agenda. In Graeco-Islamic medical encyclopaedias
and handbooks, the descriptions of diseases and their treatments follow a
standardized scheme that seems characteristic of Persian medical literature
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(Kurz and Reichmuth 2012). Yet the texts did not go into details regarding
the patients, the environment and other aspects considered therapeutically
vital according to theoretical works (ibid.). This omission presupposes an
individual application of the standards: ‘Anamnesis and treatment laid on
the expertise of each practicing physician and did not have to or could not
be presented in a standard or general way’ (Kurz and Reichmuth 2012: 240,
my translation). This argument can be applied to contemporary Unani
medicine, as hakims adapt therapies to patients’ responses. Further, exclusive
knowledge continues to be an important source of professional author-
ity among private practitioners of Unani in spite—or perhaps precisely
because—of the introduction of medical degrees and registration. As Guy
Attewell aptly pointed out, Unani was never a homogeneous system of
medicine, hence its newly organized profession could never constitute a
single authoritative group (2007). This aspect continues to characterize the
professional Unani landscape, where claims of authority, legitimacy and
authenticity by different Unani professionals enact Unani in multiple, yet
not always contradictory or mutually exclusive, ways. Because variations in
Unani are not just tolerated but are—moreover—expected, we may argue
that multiplicity is inherent to Unani.

The pursuit for treatment originality followed by hakims on a small scale
continued to operate under the logic that the medical practitioner was the
authority capable to discern between benefit and detriment and what was
best for patients. The practice of the private hakims I observed continues
to be more ‘eminence-based’ than evidence-based (Schmidt Stiedenroth
2019a). In contrast, the standardization of Unani practice in institutional
settings through a common teaching curriculum and a limited number of
available drugs in the clinics leaves little room for physicians’ innovation.
Moreover, the nature of institutionalized settings itself makes the physicians’
pursuit of originality redundant: as government employees, their income
does not depend upon their reputation, hence they do not require to satisfy
their patients as private practicing hakims do.

While the institutionalization of training and practice sought to sys-
tematize Unani in search for its acceptance and recognition, it has failed to
establish itself as an exclusive source of Unani medical authority. As college
training alone cannot produce good hakims, old sources of professional
recognition remain in place, being peers and patients often more important
than recognized degrees and legal status. Because tajribah remains an im-
portant legitimating factor, even those hakims without a family background
can build up a reputation on their own, and many khandant hakims today
do not belong to a centuries-old lineage of physicians, but are rather third,
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second, or even the first generation to practice Unani thanks to self-study
and experimentation.

The idea of uniqueness and variation in medical practice has been
thought to contradict the notion that medicine, as a science, should not
leave room for variations as it should be, instead, a coherent and standardized
unit (Mol and Berg 1998: 7). But as Gananath Obeyesekere argued for the
case of clinical falsification in Ayurveda, ‘the generation of new medical
prescriptions is possible because Ayurveda is a science of medicine’ (1992:
172). The same applies for Unani, where the creation of new knowledge by
practitioners through clinical experimentation at an individual level not
only characterizes its practice, but it is considered its virtue. The art of
Unani is as important as its science.

The situation in contemporary India suggests that either the government
authorities were sensitive enough to recognize the value of an individual-
ized approach in Unani medicine by not interfering in the imposition of
standards at all levels, or that they failed to implement regulations such as
those pertaining to registration. Whatever the case may be, there is room
left for variations, allowing for different forms of knowledge production
and legitimation to coexist, each enacting a different Unani.

The apparent ontological tension between the cohesiveness enacted
through systematization and the multiplicity of practices of Unani medicine
is defused when examined though Mol’s theoretical framework (2002). As
discussed in the previous chapter, Unani is construed as a coherent system
of medicine by unifying efforts that establish what it is through coordination
work, while at the same time allowing it to remain flexible in practice.
Unani'’s inherent multiplicity, as discussed in this chapter, defies any efforts
of standardization, and even in times of standardized packed medicines
and college degrees, some Unani practitioners manage to create their own
singular knowledge and, with it, to establish their own professional authority
based on individual practice. It is through distribution in Mol’s sense, i.e.
the coexistence of multiple, incompatible realities but the enactment of
only one of them at a particular time and place (2002: 96ff.), that Unani
medicine can be a system of medicine characterized by multiple practices
that defy some of the standards that define it in other contexts.
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During a long conversation with Hakim Zillurrahman at his residence in
Aligarh in 2012, I asked him to define Unani medicine in one single sentence.
He began talking about the temperaments and the four humours and their
importance as they constitute the basis of Unani. He explained that they
are central because through their observation, a physician can establish
the cause of the disease, and knowing the cause is crucial for the selection
of appropriate treatment. Hakim Zillurrahman argued that excess of one
humour caused imbalance and that, when there is imbalance, the human
body becomes susceptible to disease. Unlike in allopathy, he went on, in
Unani medicine there is the idea that disease is caused by the dominance
of one humour. Therefore, the line of treatment has to address that excess
humour. Medicines give the body taqat (‘strenght’) to heal itself. Therefore,
he stressed, the cause of disease has a central role in Unani, and this is the
main idea on which the system is based. Now, if Unani had to be defined in
one sentence, he would say temperaments, humours, and arkan (‘elements’),
as the system is based on them. ‘That is Unani identity, because there is no
other system based on the four humours and addressing the issue of cause
of disease’, he concluded.

Hakim Zillurrahman’s emphasis on elements, temperaments, and espe-
cially humours as Unani’s identity reflected the answers given by hakims and
Unani graduates when asked what Unani medicine is. Similarly, the scholarly
study of Unani medicine has been characterized by representing Unani as
a humoural form of medicine. In their study of Medieval Graeco-Islamic
medicine, Peter Pormann & Emilie Savage-Smith argued that ‘[t]he single
most pervasive explanatory medical principle was that of humoral pathology
inherited from the Greeks’ (2007: 43). The understanding of humoural
balance in the body as a healthy state and that of humoural imbalance as
disease was attributed to Hippocrates (Pormann and Savage-Smith 2007:
9) and embodied the ambivalent relationship between Unani medicine
and Western science: on the one hand, humouralism stood as evidence of
a common origin and, as such, of a strong historical connection between
both. On the other hand, it materialized the breach between Unani and
Western science from the nineteenth and twentieth centuries based on the
rejection of humouralism through the emergence of modern science and
the discovery of the germ theory.

While humouralism has been widely accepted as the epistemological
framework of Unani and other forms of medicine, a recent publication has
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challenged the centrality of this theory in so-called humoural medical
traditions (Horden and Hsu 2013). It may be asked, then, if these claims
can be extended to the current practice of Unani medicine and, if yes,
what the implications could be. The present chapter focuses on the role of
humoural (im)balance in the practice of Unani physicians and its theoretical
underpinnings. Here, I focus on hakims practicing privately and not in
institutionalized settings. I start by exploring the concept of medicine
and the fundamental principles of human physiology presented in textual
sources and by hakims themselves, to conclude with a discussion about
humouralism and looping effects.

Fundamental Principles of Unani Medicine
The Concept of Medicine and the Principles of Human Physiology

In his book Usil-i Tibb (‘Principles of Medicine’), which was conceived for
Unani college students, Said Kamaluddin Hussain Hamdani defined %/m-i
tibb (‘medical knowledge’ or ‘medical science’) as:

That knowledge that discusses health and lack of health with regard
to the human body, or where the decline of health is discussed so that
if health has been acquired it can be protected, and if health has been
extinguished, meaning that disease has arisen, then it can try to recover
health (Hamdani 2011 [1998]: 29).

This definition of medicine as a science of health and its decline as well as
its preservation and restoration clearly reflects the definition of medicine
provided by Ibn Sina in his Qaniun,*° which remains the accepted definition in
contemporary Unani medicine. Both cure and prevention, or hifagat-i sihhat
(‘preservation of health’), are considered central aspects of medical science.
In this context, the asbab-i sittah zaruriyah (‘six essential factors’) play an
important role. These factors are considered to necessarily influence the
human body, because humans cannot live without them: air and environ-
ment, food and drinks, physical activity and rest, mental activity and rest,

40 ‘Tibb (Medicine) is the science by which the states of the human body, regarding health
and decline of health, are identified: its purpose is to preserve health if its already attained and
to restore it when it is lost’ (Ibn Sina 1993: 1). Ibn Sina’s definition of medicine, in turn, derived
from Galen’s treatise On [medical] Sects for Beginners (Pormann and Savage-Smith 2007: 41).
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sleep and wakefulness, as well as evacuation and retention. The importance
of these factors for the preservation of health is reflected in sayings such
as ‘Let food be thy medicine and let thy medicine be food’, a famous quote
attributed to Hippocrates. Apart from the six-essential factors, Unani books
also address the asbab ghair zaruriyah (‘non-essential causes’) which may,
or may not, influence the body and thus health. These include geographical
conditions, housing, occupation, habits, age, and gender (Ahmed 2009 [1980]).

Hakims consider the human body as capable of healing itself thanks to
a self-preservation power or faculty. This concept of quvvat-i mudabbirah
(‘self-preservation’) is the equivalent of the concept of medicatrix naturae
attributed to Hippocrates. Its Greek legacy is centered on the idea of tabi‘at
(‘physis’ or ‘nature’). In everyday Urdu usage, tabi‘at refers to temperament
and mind disposition and is related to health and well-being. Asking someone
about his tabi‘at is a common greeting set phrase in Urdu-speaking contexts.
Hakim Faruqi from Lucknow asserted that to understand Unani medicine
one had to understand that ‘nature itselfis the physician.’ As an example, he
explained that if someone cuts his finger and it bleeds, the blood will come
like the ‘military’ (he used the English word). He would tell the patient to
press the finger and hold it high, in this way the patient would prevent the
‘military’ from coming. Similarly, he went on, cough is not a disease. It is a
bodily reaction to expel phlegm when there is an excess of it, or a natural
reaction when there is itching in the throat. We can scratch other body parts
with our fingers, he argued, but we cannot scratch our throat, and this is
why we cough. In this way, tabi‘at (‘nature’) is the tabib (‘physician’): the
body itself knows what to do. As a further example, the hakim mentioned
what happens when a person gets an upset stomach when he did not check
the food before ingesting it. It is no coincidence, he stated, that the nose is
just above the mouth. A person is supposed to check (smell) the food before
eating it. But supposing that a person did not do it and gets an upset stomach,
what does the tabi‘at do? It causes vomiting. The vomiting is good, because
the person will be expelling the poisoning food. And what will the tabib
do? He would give water to the patient. Water will induce vomiting, which
should continue until all the bad food has been expelled. Water would also
prevent dehydration caused by vomiting. A physician has to twist nature
(‘tabib tabi‘at ko mirna hai’), in this case the physician would give chili to
the patient. Through this, the next time that the patient drinks water the
tabrat (‘bodily nature’) will not induce vomit because the stomach will need
the water to neutralize the hot chili. Through this measure, the physician
would curb dehydration. The body, he concluded, heals itself, the hakim
helps but, ultimately, healing is in god’s hands.
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Unani literature classifies medical knowledge (or medical science) under
theory (i.e. the knowledge about the fundamental principles) and practice (i.e.
knowledge about health, diseases and their treatments). Canonical texts such
as Ibn Sina’s Qanin or Jurjani's Zakhirah (which was influenced by the Qaniin)
further classify medical knowledge under the following sections: a) Kulliyat- i
umaur- { tabi‘tyah (‘Works on the principles of physiology’), b) Kulliyat-i asbabo
amrazo agharaz ("Works on the causes of diseases and necessities’), ¢) Kulliyat
nabg baul o baraz (‘Works on pulse, urine and motions’), d) Kulliyat-i adviyah
(‘Works on drugs’), and e) Kulliyat-i “ilaj ya usul-i ‘ilaj (‘Works on treatment or
principles of treatment’) (Hamdani 2011 [1998]: 27). The principles of human
physiology encompass the understanding of the bunyadrusil (‘fundamental
principles’),* including what constitutes the human body (microcosm) and
how the body stands in relation to the universe (macrocosm). As for the body,
the fundamental principles include arkan or ‘anasir (‘the four elements’), i.e.
earth, water, fire, and air; and their kaifiyyat (‘qualities’), i.e. garam or har
(‘hot’), sard or barid (‘cold’), khushk oryabis (‘dry’) and tar or ratb (‘moist’) which
determine the mizaj (‘temperament’) of individuals as well as of substances like
drugs and objects like the organs of the human body. The kaifiyyat (‘qualities’)
mentioned above play a crucial role when it comes to establish the cause of
disease, and hence, its treatment. The four humours are considered particular
of the human body, they are characterized by the four qualities, too: the
temperament of blood (dam or khiin) is hot and moist, that of phlegm (balgham)
is cold and moist, yellow bile (safra’) is hot and dry, and black bile (sauda) is
cold and dry. Apart from these, a‘za’ (‘tissues’ or ‘organs’), arvah (‘pneumata’,
also referred to as ‘soul’ or ‘vital spirits’), quvva’e (‘faculties’ or ‘powers’), and
af‘al (‘functions’) are components of the human body and are considered to
be part of the fundamental principles of Unani medicine (Ahmed 2009 [1980];
Azmi 1995; Kabiruddin 1934). The human body and its parts are directly
connected to the outer world, hakims consider health and disease to be the
product of the interactions between them, as elaborated below.

‘What is First’

In concordance to Graeco-Islamic textual sources, modern textbooks on
Unani medical theory consider health and disease as the product of four

41 Sometimes also called kulliyat. Attewell referred to them as ‘the so-called “foundational
principles” (usul al-tibb or usul-i tibb, or kullyat)’ (2013: 129). Kulliyat refers to the subject that
includes basic sciences such as philosophy and logic, history of medicine, and the fundamentals
of Unani medicine (Aligarh Muslim University 2014b).
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kinds of causes following Aristotelian philosophy. Hamdani explained
them as follows: the asbab maddiyah (‘material causes’) ‘are the causes in
which health and disease are present, i.e. the elements, humours, organs
and pneumas’, the asbab fa‘iliyah (‘efficient causes’) ‘are the causes which
create alterations or changes in the human body, or which preserve it.
For instance, the essential and non-essential causes’, the asbab zaruriyah
(‘necessary’ or ‘formal causes’) ‘for instance temperament and faculties and
composition’, and the asbab tamamiyah (‘final causes’) ‘whose example
are the functions’ (Hamdani 2011 [1998]: 145). According to Hamdani, if
the causes of the human body (asbab badan-i insan) mentioned above are
maintained in moderation, then health is preserved (ibid.).

Unani literature discusses the causes of disease under the subject Kulliyat-i
asbab o amraz o agharaz (‘works on the causes of diseases and necessities’).
As the name suggests, failure to meet the necessities of the body leads to
diseases. The causes of disease are complex, and it is beyond the scope of
this book to discuss their theory in detail.#* However, it is important for
us to know that they influence one another. For example, the faculties
may become impaired influenced by a negative environment, bad dietary
habits, or high levels of stress, all of which influence a person’s humoral
balance and, thus, the restorative nature. An impairment of the faculties
may influence the organs, creating problems for their proper functioning.
Hence, a person gets sick because her tabi‘at (‘nature’) cannot function
properly due to disorders or imbalances rooted in the causes, among which
the six-essential and the non-essential factors, as efficient and thus primary
causes for change, were central. When tabi‘at is impaired, other diseases
(secondary diseases) may arise as the body makes efforts to restore or cope
with an impaired bodily function or any state affected by a primary disease,
creating further deficiencies or excesses.

In the Urdu version of Kulliyat-i Nafisi, Hakim Kabiruddin explained
the asbab (‘causes’) of health and disease as ‘jo pehle ho’ (‘what is first’)
(1934:184). Unlike many representations of Unani medicine, the theory of
causation of health and disease, which also corresponds to the one presented
by Ibn Sina, is not centred on the balance of the humours, but it is rather
based on complex entanglements between responses to causes inside the
body (such as the organs and their functioning) as well as outside of it
(environment, climate, food, etc). These, in turn, are intimately connected
to the humours and their temperaments and hence, with their balance
(see Ibn Sina 1993). When dealing with a disease and explaining its cause,

42 Fora detailed overview see Kabiruddin (1934).
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however, textual sources like the Aksir-i Az am dealing with the practical
aspects of medicine often refer to humoral imbalances as the cause of disease
(Kabiruddin n.d.). For example, yargan (‘jaundice’) is said to be caused
by a flow of non-putrefied bilious and melancholic humours towards the
skin and its connected parts (Kabiruddin n.d.: 542). Here, it is important to
note that this kind of practical text takes theoretical knowledge of Unani
medicine for granted. In this way, the author addresses the material cause of
disease only, as he expects the reader to know that material causes represent
manifestations of diseases and are, in turn, connected to efficient, formal
and final causes as well. This becomes clear when we examine how hakims
arrange treatments.

Diseases

A khandani hakim who formerly directed a reputed Unani college in North
India and still practiced privately stated that the treatments given in Unani
were all about whirling the humours. He explained that different diseases
arose from humoral changes which could be caused by external forces that
cannot be controlled (\ghair marzi’), for example when there is sunshine or it
gets cold, or by things that can be controlle