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Inventing Tradition: Tibetan medicine in the post-socialist 
contexts of China and Mongolia 

 
 

Craig R. Janes, Casey Hilliard 
 

Forthcoming in Laurent Pordié, editor, Exploring Tibetan Medicine in Contemporary 

Context.  Routledge.  Draft:  Not for quotation or citation. 

 

 By the mid 1980s Tibetan physicians in China had largely shaken off the effects 

of the Cultural Revolution and had turned their energies to restoring the institutions of 

Tibetan medicine – the hospitals, clinics, and medicine factories – to their formerly 

integral position in Tibetan society. Bolstered by support from the Tibet Autonomous 

Region’s Ministry of Health and aided by a more liberal attitude toward Tibetan cultural 

traditions by Beijing, senior physicians began the work of reintegrating Tibetan 

medicine into the public health and primary medical services provided to Tibetans 

living throughout south and southwestern China. Hospitals were built, a medical college 

was established; the older and experienced physicians that had been sent during the 

Cultural Revolution into the countryside to work as peasants and herders were found 

and brought to Lhasa to supervise clinics and medical curricula; and a new generation of 

Tibetan physicians entered training. By the mid-1990s, Tibetan medical practitioners 

were fully integrated into the primary health care system down to the county level. Yet 

the hard-won successes of Tibetan physicians, propelled by the economic and social 

liberalization of the two decades, opened Tibetan medicine up to international trade, 

foreign influence, global health reform initiatives, and the potentially transformative 

force of the Western imagination. These new and essentially global pressures represent 

a significant challenge to Tibetan medicine’s role in the primary health care system, and 

are a threat to its ability – intellectually and organizationally – to meet the health needs 

of Tibetans, particularly the rural and urban poor. 
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 To the north, Tibetan medicine was subject to another, yet to some degree 

strikingly similar, series of transformations at the hands of socialist reformers. 

Established in Mongolia through centuries of contact and scholarly exchange, Tibetan 

medicine became the dominant professional system of healing during the time of the 

Qing hegemony. Until the early part of the 20th century it is evident that the principal 

theoretical precepts of Mongolian and Tibetan medicine – what Unschuld (1985) terms 

the “paradigmatic core” – were closely shared by Tibetan and Mongolian physicians, 

supported by the overarching intellectual framework of the Gelugpa tradition of Tibetan 

Buddhism to which all subscribed. This Tibetan-Mongolian medicine, practiced largely 

by Buddhist monks, dominated Mongolian healing systems until the Mongolian 

socialist revolution of 1924. For the next seven decades, Mongolians embraced a 

Soviet-style socialist reform program which championed technological modernization 

along largely western lines. Soviet-style biomedicine became the only legitimate 

medical system, and all other competitors were legally restricted. As a consequence of 

the Stalinist purges of the 1930s in which thousands of monks were killed and their 

monasteries looted and destroyed, Mongolian medicine largely disappeared from the 

scene. In 1990, after having severed its ties with the Soviets and embracing a pro-

market, Western-style “democracy,” Mongolia sought to revitalize its native 

institutions. Mongolian medicine, though by 1990 having precious few knowledgeable 

practitioners and thus possessing little of an active intellectual tradition, was 

nevertheless reborn with the full backing of the nation-state. By the end of the 1990s, 

Mongolian medicine was offered as a separate curriculum in the national medical 

university, two private traditional medical colleges had opened, and several public and 

private hospitals and clinics were established. As with medicine in Tibet, Mongolian 

medicine is now practiced in a context in which state interests and global health policy 

largely determine its content and availability. In both – now post-socialist – contexts, 

indigenous medicine is entangled with, and thereby constrained, by state-level concerns 

over national and/or ethnic identity, global economics, and international health 

development agendas which champion “traditional” medicine as cost-effective and push 

market approaches to health care distribution. 

 In this chapter we undertake a comparison of the recent socialist and post-

socialist histories of indigenous medicine in Tibet and Mongolia. Our emphasis here is 
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not to explore how social and political histories may have acted on the core intellectual 

tradition once, and arguably still, common to Mongolian and Tibetan medicine, but 

rather to analyze the processes by which identifiable state and global-level forces have 

shaped the organization, practice, distribution, and, ultimately, accessibility of the 

tradition to Mongolians and Tibetans. The comparative approach that we employ here 

will identify several common threads in the development of “modern” indigenous 

medical systems. It will also reveal significant differences. Taken together, these cast 

light on the processes that link global discourses, state interests, and local therapeutic 

politics. Our argument here will focus on three such processes: 1) the degree to which 

programs or “projects” of socialist modernity determined the long-term development of 

these indigenous medical traditions; 2) the importance of problematizing identity – i.e., 

what it means to be Tibetan or Mongolian in socialist/post-socialist contexts – in order 

to reveal how indigenous medical systems operate, or are allowed to operate; and 3) the 

degree to which the many dimensions of globalization – cultural, economic, and 

political – affect the social organization of indigenous medicines at the level of the 

community. 

 We draw on data collected between 1988 and 1994 in the central prefectures of 

Lhasa, Tsethang, and Shigatse in the Tibet Autonomous Region, China, and between 

2000 and 2002 in urban Ulaanbaatar and the rural northwestern province of Huvsgol in 

Mongolia. In both settings, methods included interviews with physicians, patients, and 

policy-makers. In Mongolia we conducted a structured survey of community members 

living in urban and rural environments designed to elicit experiences with and 

perceptions of access to health care – both cosmopolitan and “traditional”. One of the 

authors (Janes) has published extensively on the modern history and globalization of 

medicine in Tibet; this information will be provided here in highly summarized form. 

Greater emphasis will therefore be placed on presenting the Mongolian materials in the 

greatest detail. Readers interested in a longer discussion of the modern history and 

social organization of Tibetan medicine in China and South Asia should consult the 

works of Janes (1995, 1999a, 1999b, 2001, 2002), Adams (2001a, 2001b, 2002), and the 

many excellent works in this volume. 
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A Critical Ethnography of Tibetan-Mongolian Medicines 
 
 Our comparative approach draws on a framework established initially by 

Unschuld (1975) and developed in medical anthropology by Crandon-Malamud (1991). 

In this framework, the “content” of a medical system, termed its “primary resources” 

are distinguished from its organizational, political, and economic effects, termed 

“secondary resources”. Primary resources refer to the activities or content of healing per 

se: theories of etiology, both specific and general; nosology; the materia medica, and 

therapeutic techniques more generally. In providing, or pursuing access to, these 

primary resources, patients and healers may realize other benefits. From the perspective 

of healers, control of primary resources brings with it social and economic rewards, 

including influence, legitimacy, prestige, authority and power. From the perspective of 

patients, health care decisions often reference the gritty details of life – illness and 

suffering – and it is important to recognize that most such decisions are motivated 

largely by such pragmatic concerns. However, it is also the case, as Crandon-Malamud 

(1991) has eloquently argued, that a health care decision may instantiate a particular 

social and/or ethnic identity vis-à-vis others – dominant or subordinate, modern or 

“traditional”. Primary resources are not isolated from secondary ones. Patient demands, 

healers’ pursuits of influence, prestige, and economic benefits, and state attempts to 

control and or transform healing practices have a certain impact on the epistemology, 

theory, and knowledge of the indigenous system. Unschuld (1985), for example, 

documents how temporally specific social and political events, exigencies, and 

ideologies led to the development of historically contingent Chinese medicines. 

Although in Unschuld’s reading the paradigmatic core of the tradition did not change 

much – e.g., the etiologic centrality of the system of correspondences – the application 

of core ideas to understanding socially and environmentally specific patterns of cause 

and effect did. Unschuld’s focus is identifying and explaining the relationship of this 

shifting “surface” or “soft” covering of the paradigmatic core tradition to events in 

wider Chinese society. 

We find the distinction between primary and secondary resources, and between 

the core elements of medical traditions – in this case based on that blend of Ayurvedic 

humoral theory, Buddhist epistemology and the pragmatic therapeutic rationalism that 

comprises the root texts, or Gyü-Shi, of Tibetan medicine – and the application of these 
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ideas within rapidly changing social and political contexts – to be a particularly useful 

device for understanding the parallel courses taken by Tibetan and Mongolian medicine 

through the 20th century. Thus, as the various interested parties, acting out of 

contextually-specific interests, and within particular constraints, exploit the primary 

resources of a medical tradition, it is put into motion – made social – leading to many 

effects, only one of which is strictly, or even, the amelioration of symptoms and 

suffering. One effect, certainly, especially under the political-economic terms of post-

socialist transformation, is a reformulation of the content of a tradition. In this way, 

primary and secondary medical resources clearly interact; this interaction is in turn 

largely determined by factors operating at the level of the nation-state, and, 

increasingly, within global systems of economic, political, and cultural exchange. 

 Our argument is “critical” in the sense that we see transformative power flowing 

from groups who have vested interests (direct or indirect) with respect to the 

organization and development of traditional medicine. This power, we argue, is 

principally political-economic in origin – e.g., associated with interests in the global 

trade of “herbal” pharmaceuticals, or nation-building – but is experienced at local levels 

through the deployment of those ideological and symbolic devices that attempt to create 

particular identities, bodies, and modernities.  

Globally, such discourses with regard to science, medicine, and tradition 

develop within the major Western-dominated intergovernmental institutions – e.g., the 

development banks, the World Health Organization, and, increasingly, international 

non-governmental organizations. These discourses have a powerful influence at national 

levels, where lenders, development experts, and resident expatriates work to bring 

national practices in line with global ideologies. As Escobar (1995) argues, those in 

power globally set the rules of the game at the local level: “who can speak, from what 

points of view, with what authority, and according to what criteria of expertise; it sets 

the rules that must be followed for this or that problem, theory, or object to emerge and 

be named, analyzed, and eventually transformed into a policy or a plan” (p. 41). These 

discourses are operationalized through the process of labeling, monitoring, 

institutionalization, bureaucratization and professionalization. As we shall argue, in 

Tibet and Mongolia, neoliberal policies of health reform – rationalization, privatization, 
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and cost-efficiency – have had a pronounced effect on the primary and secondary 

resources offered by indigenous medical systems. 

 Nation-states are not passive players in determining health policy, but stand very 

much in-between global interests and local action. Governments, as Starr (1982) pointed 

out, have a clear interest in being identified with the distribution of desirable social 

services; this interest provides both an incentive, and logic, to intervene. Insurance 

schemes which recognize traditional medicine, state sanction of professionalization, and 

celebration of “native genius” may all flow from such political interests. On the other 

hand, political exigency, for example, concern over unchecked expressions of ethnic 

identity, or the potentially politically destabilizing demands of a restive population, may 

require that states interfere in the content of services offered so that they do not offer 

potent challenges to the status quo. Above all, states self-consciously interact with 

global ideologies of modernity, particularly those which emanate from the north and 

west. The products of such interactions in the case of medicine are ideas, translated into 

policy, about processes of healing vis-à-vis western science. 

Not to be neglected, of course, is the fact that communities of individuals and 

practitioners may offer various kinds of resistance to programs, changes or mandates 

from above. Our critical approach, cognizant of the many potential loci of power, 

asserts that social change, in this case transformations to indigenous Tibetan-origin 

medicines, are a product of conflicts occurring at many levels, from the community and 

clinic, to the nation-state and global health development agencies. These conflicts in 

part explain how the relationships between primary and secondary resources shift, and 

how these shifts in turn determine the historically-contingent character of indigenous 

medicine. 

 Lastly, we believe it is important to acknowledge at the outset that our interests 

in understanding the transformations of indigenous medical systems are guided by 

principles of equity and social justice. We believe that, for a host of reasons that have 

been described elsewhere (Janes 1999a), the availability of a diverse array of 

therapeutic resources is a good thing. Our exploration of how medical traditions have 

become entangled in a web of global discourses is motivated by trying to understand 

how and why so many Tibetans and Mongolians have access to a rather impoverished 

array of health services, and what the experiences of these two peoples, each with a 
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different history but both sharing the legacy of post-socialist social and economic 

transformation, might tell us about how globalization affects one important feature of 

local social life. 

 

Mongolian Medicine 
 

In 2002, Mongolia had 11 public Mongolian Medical hospitals, 35 public 

outpatient clinics (mostly associated with district and provincial hospitals), 65 private 

clinics, and 3 state-licensed colleges of Mongolian Medicine1 (Bold and Ambaga 2002). 

In addition to the clinics and colleges were five government-regulated traditional 

medicine manufacturing companies. In 2002 these companies produced over 270 types 

of Mongolian medicines with raw materials (herbs, minerals, and animal products) 

primarily collected in the Mongolian countryside. A number of the manufactured drugs 

were patented and licensed for sale in several Eastern European countries. Remarkably, 

this active, integrated, and developed traditional medical culture is mostly a recent 

phenomenon.  It is an artifact of post-socialist nation-building and externally-imposed 

health reform efforts which began just over a decade ago. 

As we shall argue, Mongolian Medicine as it is taught and practiced today is an 

eclectic mix of beliefs and therapies. From the perspective of its current practitioners, 

the traditional medicine of today is the product of an unbroken lineage of a rich 

nomadic and Buddhist tradition dating back at least to the 13th century. Despite such 

claims, however, its foundations are recent. Seventy years of political repression and 

Soviet-style modernization effectively disrupted Mongolia’s ties to the Tibetan medical 

and Buddhist traditions of the past. Mongolian Medicine is a creative reconstruction of 

that past, a project that is grounded in the social, political, and economic exigencies of 

the present. Its current character is a reflection of the global and national discourses that 

have shaped and reshaped the face of Mongolia over the past century, and particularly 

the past decade.  

                                                 
1 The three colleges include the School of Mongolian Traditional Medicine at the National Medical 

University, Otoch Manramba Institute at Manba Datsan, and Manos College. Manos College was not 

observed. It is a private institution with a five-year program and its graduates receive a bachelor’s degree 

in traditional medicine.  
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For six centuries Tibetan Medicine was the only formal medical system in 

Mongolia. Introduced to Mongolia in the 13th century along with Buddhism, Tibetan 

medicine was quickly adopted and assimilated by the nomadic population. By the 17th 

century, a uniquely Mongolian Tibetan medical system was found throughout the 

country. Colleges for the formal training of medical practitioners were established and 

Mongolian scholars began to gain impressive reputations as healers throughout central 

Asia. Tibetan Medicine was a thriving tradition in Mongolia. By the early 1920s, 

however, Mongolia’s struggle for independence from China effectively severed its ties 

to the Tibetan scholarly tradition. 

A loosely-organized feudal state at the turn of the 20th century, Mongolia was in 

Marxist theoretical terms among the least likely candidates for a socialist revolution. In 

1924, however, they became the first socialist state in Asia, and the world’s second 

socialist state after the Soviet Union. This dramatic change in political philosophy and 

social organization was not at the outset the consequence of Mongolia’s deep-seated 

commitment to revolutionary values but a desperate political attempt to escape hated 

Chinese hegemony and secure international recognition of their independence and 

sovereignty (Baabar 1999). The parallels between the efforts of the Mongolians and of 

the Tibetans to establish states independent of China are striking (e.g., Goldstein 1989). 

Unlike Tibet, Mongolia was ultimately successful in their attempts to assert 

independence, although this success was achieved at the expense of Soviet domination. 

Given Mongolia’s largely rural, pastoral economy, and the entrenched social and 

political power of the religious elite (40% of the male population were reported to have 

been monks; Baabar 1999), initial political and economic reforms promulgated by 

Mongolia’s new socialist government were quite moderate. Religious tolerance was the 

policy of the government, and indigenous medicine was not only tolerated but actively 

supported. Indeed, as was then the case in Tibet as a consequence of social and political 

reforms promulgated by the 13th Dalai Lama (Janes 1995; Goldstein 1989), concern 

over the health needs of a vast, underserved rural population led to active support of 

Tibetan-Mongolian medical training and practice. This support came to an abrupt end 

with the Stalinist purges of the 1930s and 1940s, when superstitious, religious, feudalist, 

and traditional medical practices became direct targets of government control and 

subject to organized, and horrific, violence. 
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The Great Purges, begun in 1937 and designed to cleanse Mongolia of its 

feudalist leanings, stand out as the harshest examples of the repressive Soviet era. Over 

the course of seven years, the government executed over 30,000 Mongolian men, 

mostly monks, and displaced many others. The terror campaign devastated the 

traditional culture of Mongolia. Writes the Mongolian historian, Baabar (1999: 355), 

“Through the Great Purges, Stalin eliminated the heirs of 2000 years of Mongolian 

aristocratic tradition, whose civilization, historic continuity, oral literary traditions, rules 

of conduct, customs, and habits had been passed on from generation to generation”. The 

religious institutions that had served to integrate the dispersed Mongolian population 

were dismantled. The medical system that had served the Mongolian population for 

centuries was on the verge of extinction. 

In the years that followed, a massive, Soviet-style socialist program of 

modernization was undertaken. This program, linked to a commitment to technological 

development along Western lines, had dramatic social and economic effects. Mongolia 

moved rapidly from a feudal state based on loosely-organized nomadic groups to an 

industrial state embracing “high modernist” (cf. Scott 1998) efforts to establish 

communal agricultural enterprises, rationalize public education, promote science and 

technology, and introduce Soviet-Western biomedicine to all sectors of the population. 

Tibetan medical practice was rejected as a remnant of the feudal past. Mongolia 

established a fully modern and technological health care system based on the Russian 

model.2 For the next 70 years, Mongolia embraced Soviet-style socialism, which by 

advancing a competitive orientation to western scientific and industrial development, 

radically transformed traditional Mongolian society. In juxtaposition to its old nemesis 

of China to the south; Mongolia was not only an utterly transformed state, ideologically 

it embraced uncritically the benefits of western-style industrial and technological 

development (Baabar 1999). 

 

                                                 
2The Russian system of health care emphasized inpatient services, the building of hospitals and clinics, 

and a reliance on biomedical diagnostic and therapeutic technology. Though rationally distributed and 

accessible throughout the country, given the reliance on hospital care and a lack of development of a 

public health system, health care in Mongolia was considered inefficient and expensive by the time of the 

economic transition of the 1990s. 



 10

The Invention of Mongolian Medicine 
 

By the late 1980s, as was occurring throughout Soviet Central Asia, the socialist 

government had begun to falter. In 1990 Mongolia’s socialist party3 led a peaceful 

transition to an elected, parliamentary-style pro-market government. By this time, due to 

the socialist repression of the previous seventy years, there was no longer an intact 

traditional medical system. Thus, in 1990 when efforts to develop Mongolian Medicine 

were begun, the process was less one of revival than one of ‘invention’ (Hobsbawm and 

Ranger 1983). 

The political and economic transition of the early 1990s precipitated a national 

crisis of character. For seventy years Mongolians had embraced a European-oriented 

Soviet identity and had thoroughly renounced those Buddhist traditions that were 

associated with the “undeveloped” and feudal institutions of traditional Mongolia. Yet 

the sharp turn in orientation away from the Soviet Union left the Mongolian state bereft 

of an unambiguous national identity – was it Asian or Western, and how would this 

identity influence its relationship with its economically-powerful neighbors? Soviet 

society was crumbling at the time, the thousands of Russian expatriates who had 

established residences in Mongolia began to leave in large numbers, and the pent-up 

resentment of Russia burst forth in a wholesale rejection of Russian cultural hegemony. 

Mongolia began a nationalist revival, which both embraced and eulogized their 

traditional nomadic culture and the dominant historical role once played by Mongolia 

throughout Asia (Bulag 1998). 

This nationalist revival was rapid and far reaching. Chinggis Khan was 

reclaimed as the Mongolian national hero, the traditional Mongolian script was 

reintroduced, mass production of the traditional costume, the deel, was begun, 

shamanism was rediscovered (especially for the benefit of increasing numbers of 

Western tourists), and Buddhism was re-designated as the state religion (Kotkin and 

Ellman 1999, Ole and Ole 1996). The vast rural countryside, once associated with 

backwardness and untoward conservatism, was portrayed increasingly as the wellspring 

                                                 
3The Mongolian People’s Revolutionary Party, or MPRP, which, except for a period in the late 1990s 

during which a coalition government held power, has dominated national politics throughout the post-

transition period. 
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of a nearly-lost, authentic, Mongolian culture. The movement redefined Mongolia’s 

distinctiveness, its bounded significance in a global world, while at the same time 

building a cultural identity that enhanced its competitive value on the global 

marketplace (Yoshino 1998, Hae-Joang 1998). As part of this renewed tradition and 

market-oriented national identity, Mongolia embraced, redefined, and encouraged the 

development of Mongolian Medicine. 

The political-economic transition, although it opened the door for the discovery 

of and experimentation with a new cultural identity, also dealt a severe blow to the 

economic and social stability of the country. The withdrawal of Soviet aid (35% of 

Mongolia’s GDP) and the neoliberal economic reforms that accompanied Mongolia’s 

democratic transition affected all sectors of the Mongolian infrastructure (Pomfret 

2000). The economy collapsed, the highly rationalized, Soviet-style health care system 

largely disintegrated, and urban areas grew rapidly due to the decollectivization of the 

rural areas, poorly implemented privatization schemes, and a run of bad weather that 

displaced many herders. With the assistance of international financial aid, Mongolia has 

showed some signs of economic recovery. Mongolia has become, in many ways, the 

post-socialist “poster-country” for international aid, attracting substantial interest, and 

investment, from many quarters. However, social inequality is cited by many 

Mongolians to be a continued threat to the integration of their communities; the GINI 

index (an index of income inequality), for example, rose by nearly 20% in the five year 

period between 1995 and 1998(Government of Mongolia 1999).  

Mongolian Medicine’s modern development was in many ways spurred on by 

the initial economic crisis that crippled the nation. Highly dependent on Soviet aid, 

drugs, and equipment, Mongolia’s health care system experienced an overwhelming 

challenge to its ability to address the needs of the population. As a result, for the first 

few years of the 1990s life expectancy declined, infant and maternal mortality rose, and 

the general health status of the nation suffered. In response to this situation, several 

physicians reported being motivated to learn about alternatives to biomedicine in order 

to better serve patients. The experience of one physician, now a teacher of acupuncture 

to students in the main public college of traditional medicine, is typical: 
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Dr. Delgermaa received a degree in biomedicine from a Russian medical 

college in 1991. She completed her internship and residency in 

Mongolia during the period when biomedicine was “in shambles” due to 

the economic transition. “There were no medicines and doctors had 

difficulty helping their patients. This led me to my interest in traditional 

medicine.” Delgermaa consulted with her Russian professors, and 

eventually enrolled in a traditional medicine program in Korea, 

specializing in acupuncture. She has become one of the leading 

intellects in Mongolian Medicine. 

 

Like Delgermaa, and lacking access to any formal training in traditional 

medicine in Mongolia, a number of physicians traveled to other Asian countries (China, 

Tibet, and Korea primarily) for training, and began a dialogue with the few physicians 

that had studied traditional medicine in secret. Through these efforts, these early 

physicians played a significant role in the reconstruction of Mongolian Medicine.  It is 

notable that the development of Mongolian Medicine was shaped, in large part, by the 

interest of a number of biomedically trained physicians. 

As we shall discuss in greater detail below,  this experience, coupled with the 

oversight of the Ministry of Health, itself dominated by Russian-trained physicians, 

shaped both the content and the institutional role created for Mongolian Medicine. The 

result was the development of an “adjunct” or complementary tradition, which initially 

at least, was somewhat of a pan-Asian medicine, borrowing liberally and eclectically 

from other Asian medical systems. More recently, however, with the establishment of 

stronger ties to Tibetan institutions in exile, and with greater attention given to study of 

the Mongolian medical texts, many of which are written in Tibetan, there has been a 

greater effort to historicize Mongolian Medicine, and thus to construct a more culturally 

“authentic” tradition. These efforts are particularly evident in the main private medical 

college of Manba Datsan (discussed in more detail below), which is run by a Buddhist 

monk trained in India.  

We observed the practice of Mongolian Medicine in the main public in- and 

outpatient clinics in Ulaanbaatar. These clinics provide the main practical training 

opportunities for the vast majority of Mongolian Medical physicians, and thus represent 
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the dominant mode of traditional healing nationwide. Outpatient diagnostic practices are 

similar to what has been reported for Tibetan medicine in China and India (Janes 1995, 

Samuel 2001). Pulse diagnosis is the principal technique used, and combined with an 

interview of the patient, suggests an initial diagnosis. Inpatient diagnostic practices are 

more complex, involving urine diagnosis (urine is not stirred or whipped as in Tibet, 

simply observed and smelled) and a battery of biomedical tests as well. The treatment 

regimen offered to patients is in some ways distinctive from that which Janes has 

observed in China (1995, 2002) and which Samuel (2001) has described in India. It 

involves a mix of herbal medications, regular massage, mud baths, medicinal baths, 

Chinese-style acupuncture, heat and light therapy, blood-letting, and cupping.  

In addition to the standardized and diverse traditional medicine practiced at the 

public clinic, the nationalist movement has encouraged the revival of the Buddhist 

healing traditions. During the socialist period monasteries, which had once been, as in 

Tibet, key social, political, and economic institutions in local communities, were either 

destroyed or abandoned. Buddhist rituals, where they were still performed at all, were 

done in secret. Most religious activity was restricted to the domestic sphere. By 1987 

there was only one operating monastery in the entire country (Sanders 1987). However, 

the declaration of Buddhism as the state religion in 1990 encouraged proactive efforts to 

resurrect the tradition and monasteries were rebuilt throughout the country. As part of 

this initiative the “Monastery of Medicine to Help People” (Busdad Tuslahui Anagaah 

Uhaani Khiid), a monastery in Ulaanbaatar destroyed in 1937, was restored as Manba 

Datsan4 (to which we referred to above) and a Mongolian Medical practice closely 

associated with its Buddhist foundations has been developed. The government-backed 

center contains an outpatient clinic, hospital, traditional medical college, and active 

monastery.  

Religious healing is an integral part of this medical practice. Chanting and ritual 

often accompany other features of patient care. For instance, Manba Datsan houses an 

active monastery with monks trained to perform special rituals for the restoration of 

physical, emotional, and mental harmony. Also, the prayers, ceremonies, blessings, 

meditations, and healing rituals at the monastery are specially focused on repelling 

                                                 
4Manba Datsan is the Mongolian transliteration of the Tibetan term for “medical college”. This was the 

name given to the medical schools found throughout Mongolia in the 17th-19th century.  
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misfortune and sickness. Patients treated at Buddhist private traditional medical clinics 

may be provided advice to organize and participate in longer rituals, which are 

performed by specially trained monks for a set fee. This Buddhist Mongolian Medicine 

is licensed, regulated, and supported by the government. Its overtly religious 

foundations are embraced as part of the Mongolian national identity and the medicine 

has been supported for this reason.  

The traditional medical system practiced throughout Mongolia today is thus an 

eclectic mix of theories and practices. Drawing from ancient Mongolian medical texts, 

historical texts, contemporary Tibetan medicine, new “research” designed to assess the 

biomedical relevance of traditional theories and medicaments, and training received in 

other Asian countries, scholars of Mongolian Medicine have built a system that is 

designed for and shaped by the social, scientific, and thoroughly modern exigencies of 

the present historical moment. Its current reality is less a reflection of the past than it is 

the product of rational efforts, spurred on by the democratic transition in 1990, to create 

a marketable, efficient, and complementary medical system that resonates with global 

discourses on the value of traditional medicines, efforts at Mongolian nation-building, 

and the imposition of neoliberal reforms to the human services sector. Mongolian 

Medicine is today celebrated as an important part of Mongolian heritage. Its “natural” 

medicines, grown on Mongolian soil, are considered best suited for the Mongolian 

bodies, and its practitioners and users laud its effectiveness.  

 

Training in Mongolian Medicine 
 

The Mongolian government early on made an effort to systematize training in 

Mongolian Medicine, establishing a School of Mongolian Traditional Medicine within 

the National Medical University of Mongolia in 1990. It is clear from the beginning that 

despite the celebration of “native genius,” inherent to government decisions to 

legitimize traditional medicine, and its strategically symbolic importance to nation-

building, Mongolian Medicine was in practical terms seen as a resource complementary, 

and thus secondary to, biomedicine. Training in Mongolian Medicine was developed as 

a layer of elective coursework on top of a core curriculum of basic biomedicine. 

Students deciding to specialize in Mongolian Medicine complement this biomedical 
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core curriculum with courses in the Tibetan language, Tibetan medical theory, and 

Mongolian additions to/modifications of that basic theory. Students of Mongolian 

Medicine are, for example, expected to study and memorize selected portions of the 

core texts – Gyü-shi – of Tibetan medicine, and are expected to master basic medical 

terminology in three languages – Tibetan, Russian, and Mongolian.5 

Parallel training in biomedicine and traditional medicine continues through the 

fourth year of instruction. At this point internship and residency training is completed in 

Mongolian Medicine. Altogether the length of training is 6 years; students are awarded 

dual baccalaureate degrees in family medicine and Mongolian Medicine. As of 2002 

there were 251 graduates from the traditional medical program and approximately 1,000 

biomedical physicians who had received 3-12 months of postgraduate training at the 

School. The School has trained the vast majority of Mongolian Medical practitioners in 

Mongolia. 

Graduates from the program are licensed as both biomedical and traditional 

medical practitioners. Reflecting health care reforms designed to promote primary 

health care, based on the European “family doctor” model, the graduates of this 

program are considered the ideal primary care physician equipped with “holistic skills” 

to address a full range of patient needs. The traditional medical training is considered a 

useful asset for the biomedical doctor. As of 2002, however, few Mongolian Medical 

doctors have been hired to work as family doctors; most choose to work in hospitals and 

clinics which specialize in traditional medicine. Also, many have left the country to 

establish lucrative practices in Europe. Generally speaking, it is far more attractive 

economically to work in private settings than in the quasi-public family doctor clinics 

which form the core of Mongolia’s primary health care system. 

Aside from the main public training program and hospital, there are two other 

colleges of Mongolian Medicine. Both are private and represent a slightly different form 

of Mongolian Medicine than that which is taught and practiced in the School of 

Mongolian Traditional Medicine at the National Medical University. The two colleges, 

Monos6 and Otoch Manramba Institute at Manba Datsan, offer five year programs and 

                                                 
5 Russian is now giving way to English as the preferred language of scientific instruction. 
6This college was not observed and no graduates from this college were interviewed. It is relatively new 

and presumably similar to Otoch Manramba Institute.  
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award graduates a baccalaureate degree in traditional medicine with the professional 

title of “physician of traditional medicine.” The colleges have been reviewed and 

granted formal accreditation by the Mongolian government. Unlike the graduates of the 

National Medical University, graduates of these institutions are only permitted to 

practice traditional medicine. Nearly all have gone into private practice.  

The Otoch Manramba Institute at Manba Datsan was established in 1991. To 

date there have been 100 graduates from the program who now practice as private 

physicians, teachers, and researchers. Eight of the 25 teachers at the college are Otoch 

Manramba graduates and the rest are biomedical doctors, scientists, and religious 

figures with advanced degrees in Buddhist philosophy (many earned in Tibetan 

monastic colleges in India). The curriculum is 70% traditional medical topics, 25% 

western medical subjects, and 5% “general knowledge.” Graduates describe the 

biomedical curriculum as limited to the interpretation of biomedical diagnostic tests, 

which, as in the case of the public university, are required in order to rule out an acute 

biomedical disease prior to treatment. The study of traditional medical theory is 

emphasized, mastery of literary Tibetan is required, and all four books of the Gyü-Shi 

are memorized.7 

The Institute is housed within an active monastery. The prayers, ceremonies, 

blessings, meditations, and healing rituals at the monastery are specially focused on 

repelling misfortune and sickness. The monks are trained in rituals intended to restore 

physical, emotional, and mental harmony. Thus, the medical training at this college is 

closely associated with Buddhist religion and spiritual healing. A number of the 

Institute’s graduates are monks. 

In practice, the medicine taught at Otoch Manramba is characteristic of the 

traditional medical practice closely associated with Mongolia’s revival of Buddhism and 

as a consequence, it is in some ways, distinct from that taught in the biomedically 

                                                 
7It is unusual in Tibetan medical training for students to memorize all four of the texts; the third text, the 

Men-ngag Gyü, is in Tibet and India not memorized. It is the longest and most complex of the treatises, 

and is devoted to a detailed consideration of disease categories, causes, and particular treatments. It is the 

text subject to the greatest elaboration through commentary, and potential modification in light of 

“modern” conditions (Samuel 2001). Writes Samuel (2001: 261), “It would be interesting to know how 

far ‘studying the Men-ngag Gyü’ at the [colleges today] in fact means studying comparable material on 

disease categories that has been rewritten in light of present-day needs.” 
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dominated Mongolian Traditional Medicine program at the National Medical University 

(described above). For example, biomedical diagnostic tests are absent from the Otoch 

graduates’ practice. The traditional diagnostic techniques, pulse diagnosis, interrogation, 

and examination are similar in method but the Otoch physicians do not use biomedical 

instruments. They look at x-rays, ultrasounds, and lab results if brought by the patient 

and comfortably refer patients for testing, but sphygmomanometers, stethoscopes, and 

ECGs are noticeably absent from examination rooms.  

An additional distinction in practice is the use of treatments. Unlike the liberal 

use of diverse, external therapies by the School of Mongolian Traditional Medicine’s 

graduates, Otoch traditional physicians rely primarily on herbal medications. The 

students are trained in massage, moxibustion, acupuncture, cupping, and bloodletting 

but the treatments are rarely employed in the outpatient setting.  In addition to their 

reliance on herbal medications, Otoch practitioners employ Buddhist rituals in their 

healing practice. Thus, religious healing is an integral part of their medical practice. The 

director of Manba Datsan is famous for his special secret “tantras” for infertility and 

prevention of miscarriage. He said the success of these rituals was “guaranteed” and 

noted that he had traveled to London and Japan to help infertile couples.8  

 

Mongolian Medicine in the National Health Sector 
 

Subsequent to the political-economic transition, and recognizing that significant 

resources were tied up in expensive curative, tertiary services, the Mongolian 

government, in consultation with (some would say at the behest of) international donors 

and policy-makers, tentatively adopted a primary health care strategy as the centerpiece 

of health care reform. Universal access by all citizens to primary health care was 

legislated as early as 1990, and some services, mainly care to women and children, were 

to be provided free-of-charge. A national health insurance system was legislated in 

                                                 
8The term “tantra” was used by this informant to describe these rituals.  He distinguished them from 

“mantras”, which would be the more conventional usage. The term mantra was used by several 

informants to describe short Buddhist healing prayers that could be performed quickly in the outpatient 

setting. In contrast, “tantras” are elaborate healing rituals that can take many hours. 
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1994, and has been consistently revised since then to regulate costs and expenses, and to 

address problems of access by, and exclusion of, so-called “vulnerable” subpopulations. 

Little substantive reform was accomplished until the Asian Development Bank 

(ADB) entered the picture in the latter half of the 1990s. It has to-date provided loans in 

the amount of approximately US$24 million in support of a “Health Sector 

Development Programme” (HSDP). Although there are many formal goals of ADB-

sponsored health reform, the core themes can be reduced to two: a) the shifting of health 

care costs, and activities, from public to private sectors, accomplished through the 

application of compulsory insurance, co-payments, and user fees; and b) the 

establishment of a system of family doctors, providing full and equal access by urban 

and provincial center populations to basic primary health care services, and acting as 

gatekeepers to secondary and tertiary care facilities. 

The cornerstone of ADB-funded primary care development in Ulaanbaatar and 

the provincial centers is the “family group practice” (FGP). Within each practice, 

several doctors, ideally (but not always) trained in primary care, provide services to a 

defined population of patients. Family doctors are paid on a capitation basis, adjusted by 

population risk and socioeconomic factors. The capitation scheme is designed to both 

recognize different health needs in a community, and to give incentives to the family 

doctors to provide quality service to needy groups (Hindle et al. 1999).  

Family doctors are prohibited from selling drugs or otherwise collecting user 

fees. They are obligated to provide services to all those registered in their communities. 

They are charged with referring patients, if deemed necessary, to higher level treatment 

or diagnostic work-ups in district or specialty hospitals. Funding for establishing the 

FGPs came originally from the ADB’s first health sector development program grant. It 

has now been partly shifted to local government, and in 2003, funding has begun to 

flow into the system from the national health insurance fund.  

As has been described, doctors trained in Mongolian Medicine at the National 

Medical University are also licensed to practice as family doctors. It is clear from our 

interviews with medical college and ADB staffs that there is great hope that cadres of 

family doctors, with some knowledge of traditional medicine, will become important, if 

not central, to the delivery of primary health care. One of the ADB representatives has 

suggested that the idea behind the FGP model is that family doctors will be fully able to 
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offer “holistic medicine” to all citizens, regardless of their ability to pay. Traditional 

medicine, according to one of the professors in the School of Mongolian Traditional 

Medicine is “ideally suited” to provide such care, insofar as it relies on therapies and 

medicines that are easily and cheaply available. The recent WHO report on the 

Mongolian health sector very much embraces this efficiency argument (WHO 1999): 

 

There is potential for wider application of traditional medicine 

practices of proven value in Mongolia. For example, acupuncture 

as an effective, inexpensive and readily transportable modality 

could be used to improve the delivery of health care service in 

Mongolia, considering the shortage of essential drugs available 

for the treatment of common diseases. (Section 6, p. 19). 

Although it is early in its development, the family group practice model has yet 

to achieve its goal of providing holistic care on an equitable basis, particularly in poor 

communities (Janes, 2003). Restricted access to basic drug supplies and diagnostic tests, 

problematic and highly bureaucratic funding arrangements, and thus financial 

limitations of doctors’ abilities to offer anything but a referral service to patients, who 

may not be able to afford the services to which they are referred, has resulted in, as one 

of us has argued, a system of attenuated and thus ineffective primary care (Janes, 2003). 

Given these significant structural constraints and financial disincentives, traditional 

medicine has thus been largely kept out of the family group practice system. To date 

physicians with Mongolian Medical training work primarily in specialized traditional 

medical hospitals or private clinics and even the few traditionally trained family doctors 

practicing primary care are disinclined to offer traditional medicine. For example, we 

interviewed a family physician who received training in Mongolian Medicine and uses 

her  skills each summer when she travels to Poland, earning in a few weeks what she 

earns in a year as a family doctor, but offers it only rarely to her low-income patients in 

Ulaanbaatar.  

Further weakening efforts to integrate Mongolian Medicine into the primary care 

delivery system is the lack of interest or faith in traditional medicine exhibited by 

patients, from the poorest segments of Mongolian society, the intended benefactors of 

traditional medical services. During the course of our research in Mongolia, we 
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completed a survey of rural and urban residents who live in low-income communities. 

We interviewed members of 61 households who lived in the squatter-type “ger 

settlements”9 on the outskirts of Ulaanbaatar, and members of 30 households in rural 

Huvsgol province in northwestern Mongolia. These households were selected randomly, 

using a multi-stage, cluster sampling technique. These households are thus 

representative of the parts of the country, and the communities, from which they were 

drawn. We asked about access to, use of, and opinions about various health resources, 

and collected narrative histories of illness events that had occurred in the month prior, 

and year prior, to the interview. Traditional medicine, which included self-treatment 

with collected herbs was used in approximately 16% of illness incidents reported in the 

past year (35 out of a total of 219 incidents). However, when we asked about patterns of 

resort to health care providers, for all illness incidents reported formal traditional 

medicine was used as a first resort in just 2% of cases, second resort in about 5% of 

cases. We also asked individuals to discuss their opinions of traditional medicine. Most 

individuals claimed to be ignorant of traditional medicine, and of these, the majority 

expressed an equivocal or negative opinion, claiming to have greater faith in 

biomedicine. Clearly, for this population of Mongolians, and for the health problems 

they experienced, traditional medicine is not valued as a health care resource, and this 

opinion translated into very low rates of use. 

The picture that emerges from our study of patients, community members, and 

hospital staffs is that Mongolian Medicine is a largely an urban health care resource 

offered to relatively affluent patients in private hospitals and clinics. Within such 

settings, Mongolia’s national health insurance system provides reimbursement for 

inpatient care with Mongolian Medicine. While health insurance is available to all 

Mongolian citizens, substantial copayments and user-fees restrict access. From the 

perspective of practitioners, though, insurance reimbursements, when combined with 

these patient fees, make the practice of Mongolian Medicine particularly lucrative. 

                                                 
9The “ger” is the traditional nomadic tent used by Mongolian herders. Known as a “yurt” in the West, 

these structures are relatively inexpensive, and have the advantage of being easily moved. Many 

newcomers to Ulaanbaatar establish residence in one of the outlying districts of the city, setting up their 

gers wherever there is available land. These “ger districts” comprise the most socioeconomically deprived 

communities in Mongolia today. 
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Mongolian Medical hospitals and clinics are now the fastest growing sector in the new 

private medical market. As Table 1 shows, the number of traditional medical clinics and 

hospitals equals the number of non-specialized private biomedical clinics. 

 
Table 1: Private Health Care Institutions in Mongolia in 2001 

    

Type of Service or Institution Number in All Mongolia Number in Ulaan-

baatar 

Private hospitals with beds 75 45 

Private pharmacies 320 184 

Drug wholesale agencies 42 42 

Dental clinics 148 83 

Gynecological clinics (abortions 

and STI treatments) 

60 43 

Traditional medicine clinics 59 45 

Source: Government of Mongolia, Ministry of Health and Social Welfare 

 

This integration of Mongolian Medical practitioners into the biomedical health 

care system as specialists rather than primary care physicians is based on a division of 

labor encouraged by the pervasive belief that traditional medicine is best suited for 

treating illnesses that biomedicine does not satisfactorily treat. Doctors and patients 

argue that traditional medicine is effective for treating the cause of the illness and 

restoring health, whereas biomedicine is effective at relieving acute disorders and in 

treating trauma and other emergent conditions. It is also suggested that biomedicine’s 

alleviation of symptoms does not heal the “root causes” of disease, turning it, therefore, 

into a chronic, periodically recrudescent condition. Therefore, traditional medicine with 

its focus on the roots of disease is considered the necessary complement to biomedical 

treatment. In this way, a rational system of medical care has been defined that employs 

biomedicine for the relief of acute symptoms and traditional medicine for the cure of the 

illness’s root causes. Of course, the distinction between “chronic” and “acute” is 

characteristic of many, if not most, pluralistic medical systems. In Mongolia, however, 

the distinction is explicitly coded in health policy and insurance reimbursement 

mechanisms, and as such, takes on a character which appears to distinguish it from other 

Asian contexts. Of greatest interest is the degree to which the distinction derives 
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principally from a biomedical frame of reference, which then dominates diagnostic and 

therapeutic decision-making even though these may be exclusively “traditional”. An 

example will illustrate how this distinction works in practice. 

Patients seeking admission to the main public Mongolian Medical hospital in 

Ulaanbaatar are typically referred by a primary care physician or by a practitioner 

working in a district hospital facility. The demand for admission to the hospital is very 

great, especially during the winter, and the waiting list for a bed may be as long as three 

months.10 Prior to admission the patient undergoes a biomedical screening which is 

intended to rule out any potentially serious conditions. Only those patients who have 

certifiably chronic but stable and non-serious diseases will be considered for admission. 

Patients with acute conditions, or serious chronic diseases such as cancer, will be 

referred instead to a biomedical facility. Subsequent to admission, the patient undergoes 

a complete diagnostic work-up. Patients are given two diagnoses. The first, and required 

for insurance reimbursement, is the biomedical diagnosis. This diagnosis is often based 

on a combination of history, previous laboratory tests, and biomedical tests given at the 

time of admission. There are a number of biomedical specialists who work in the 

hospital; their job is to assist with making an accurate biomedical diagnosis; this 

becomes the primary diagnosis, and is written in Russian, or a combination of Russian 

and Mongolian, on the patient’s chart. Traditional diagnoses are then determined on the 

basis of history, pulse-taking, and traditional urinalysis (smell, appearance, color). A 

traditional diagnosis is then given in Tibetan, and written in Tibetan on the patient’s 

chart. According to physicians, the treatment plan, which may include herbal 

medications, massage, medicinal baths, acupuncture, blood-letting, and cupping, is 

entirely in keeping with the logic of, and any subsequent refinements to, the traditional 

diagnosis. Our observations of and interview with patients in this hospital suggest that 

biomedicine – either institutionally or in terms of its primacy as the cognitive model 

which guides the primary diagnostic effort – is a gatekeeper access of Mongolian 

Medicine in the public sector. Patients are referred by biomedical practitioners, and 

upon admission are evaluated to insure that they do not have an acute or serious (read: 

“treatable”) condition. Only after the basic steps of biomedical diagnosis have been 

                                                 
10Individuals may pay fees to move up on the waiting list; more affluent patients thus experience shorter 

waiting times. 
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satisfactorily completed is a patient then able to take advantage of the facilities. As one 

young physician remarked, traditional medicine is in many cases the “last” resort after 

all other measures have been exhausted or found to be ineffective. 

This same young physician admitted that the dominance of biomedical thinking, 

both in terms of her own training and in terms of admission to the public inpatient 

hospital, affects the way she thinks about Mongolian Medicine. She noted that for the 

first part of her training, she learned almost nothing but biomedicine, and thus 

concentrated on what she termed, “scientific” understandings of the body. This, she 

noted, is the study of “real” and “material” things. The terminology of Mongolian 

Medicine, when it was introduced, was much more difficult to comprehend. It is quite 

abstract, and lacks the “materiality” of “scientific” medicine. It was very difficult for 

her at the beginning to truly comprehend traditional theories of the body, and they 

definitely took a back seat to her training in biomedicine. It is for this reason, Ulzii said, 

that she relies primarily on biomedicine when she approaches a patient (although she 

did note that she is new to the practice of medicine and that some of her teachers don’t 

do this at all). The primary history, diagnosis, lab tests, and so forth are all rooted in 

biomedicine. Only when biomedical techniques are “exhausted” does she turn to 

traditional techniques, except in cases where she has learned from experience that 

traditional medicine really works – she mentioned cerebral palsy and rehabilitative 

medicine – that Mongolian Medicine would be the treatment of first resort. 

This faith in the tangible, material aspects of biomedicine manifest itself in the 

considerable anxiety among practitioners of Mongolian Medicine over the potential 

harm of a ‘wrong’ diagnosis using traditional medical techniques. Patients and doctors 

both suggested that one of the only disadvantages to traditional medicine was the 

greater risk for misdiagnosis, and hence, mistreatment. This reflected the belief that the 

pulse exam was a subjective and possibly unreliable way of assessing the health of the 

whole body, while biomedical tests were objective and valid. If done properly, by an 

experienced physician, the pulse diagnosis was considered an accurate means of 

diagnosing the body, though the potential for error was believed greater in traditional 

medical diagnosis. Given this level of uncertainty and anxiety, biomedical diagnostic 

tests were used to support traditional medical assessments and validate the success of 
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traditional treatments, for example a reduction of blood pressure or shrinkage of an 

ovarian cyst. 

The shape and content of training in and practice of Mongolian Medicine clearly 

demonstrates the conflict between the desire to instantiate an important feature of 

Mongolian history and culture on one hand, and the requirement that care be fully 

“modern” in the sense that biomedical theory and knowledge provide the primary logic 

for diagnosis and therapy. The result of this conflict has been the development of a 

system which at the surface level is “traditional”, with ample symbolic connections to 

religion and spirituality. On another level – the level of practice – traditional medical 

practitioners are expected to adhere to the basic formulation that traditional medicine is 

complementary and secondary to biomedicine. In the private hospitals and clinics, while 

this feature of modern practice may not be as evident as in the public clinics, the 

requirements imposed by health insurance, by licensure, and by accreditation insure that 

the boundaries of the complementary role remain fixed. The important question, and 

one which we cannot at this point answer, is whether and to what extent the 

complementary role to which Mongolian Medicine is now restricted has had an impact 

on the theoretical basis – such that it exists – of the tradition. There is some evidence to 

suggest that as a consequence of placing Mongolian Medicine in a close and direct 

relationship with biomedicine that traditional practitioners are engaged in a project of 

reconciling traditional theory with what they know of biomedical theory. In a recent text 

describing the fundamentals of Mongolian Medicine, Bold and Ambaga (2002) devote 

an entire chapter to a “New Era for Scientific Research Into Traditional Medicine.” In it 

they argue that the abstract notions of the humors are in effect metaphors for the “three 

basic states of membrane structure.”  

Of equal importance, and as a consequence of the more significant of neoliberal 

transformations to the Mongolian health system – privatization and gate-keeping by 

primary care physicians – access to Mongolian Medicine is restricted largely to 

individuals who can draw on the resources required to gain admission to one of the 

public or private hospitals, or who can pay for consultation and medicines in one of the 

many private clinics. Despite global discourse on the role of traditional medicine in 

providing cheap and efficient therapy in the context of holistic primary care, it is 

principally available to the urban elite. Economic rewards, locally, and abroad, 
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particularly in Eastern Europe, where Mongolian physicians have found opportunities 

for lucrative practice and drug sales, attract traditional doctors into the private sector. 

Local and global demand is driven by those whose desire for alternatives to biomedicine 

is matched by their access to social and economic resources. This is not to suggest, 

however, that there is necessarily a great, unmet demand for traditional medicine among 

the urban and rural poor. Mongolian Medicine, as we have discussed, has been created 

out of a project of nation-building, and as such is largely an intellectual product of the 

same classes to which it now primarily offers its services. Individuals in poor 

communities – urban and rural – know relatively little about Mongolian Medicine, often 

evince equivocal attitudes about it, and therefore use it relatively little.  

Indeed, one reading would suggest that the creation of traditional medicine in 

Mongolia is in many ways an exercise of political elite who have embraced neoliberal 

reform while at the same time deploying powerful symbols of Mongolian identity in 

order to contend with the demons of the socialist past. Although the invention of 

Mongolian Medicine may have begun as an overtly political, and thereby cynical, act, 

its creation has captivated the imagination, both local and global. Its eminent 

marketability has enormous appeal in an economic context of liberal markets and the 

growing global trade in herbal medicines. Traditional medicine, a showcase element of 

an imagined Mongolian identity, also bears the global imprimatur of market efficiency. 

And what could be more attractive to the modern liberal state than this? 

 

The Transformations of Tibetan Medicine 
 

The modern history of Tibetan medicine in China differs from that of Mongolian 

Medicine primarily in the degree and intensity of efforts by the state to destroy it. 

Whereas in Mongolia three generations of violent oppression effectively extinguished 

the tradition, in China two factors effectively insured the continuity of the indigenous 

medical system. First, as a result of efforts by the 13th Dalai Lama to “modernize” Tibet 

in the early 20th century, a non-monastic tradition of Tibetan medicine was established. 
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This non-monastic tradition, based in the Lhasa at the first Mentsikhang11 by virtue of 

its independence from the great monasteries and lack of any explicit ties to the feudal 

past, survived the early years of Chinese political control and socialist reform. The first 

director of the Mentsikhang, an accomplished student of the great 20th century physician 

Khyenrab Norbu, became an influential Tibetan member of the Chinese Communist 

Party, and used this position and influence to protect the main elements of training and 

practice. In many ways, he is principally responsible for the contemporary structure and 

character of Tibetan medicine in China. Tibetan medicine was early on defined as a 

secular institution, separated from the politically and ideologically problematic religious 

sector, and associated with the principles of social justice that formed the core of 

Chinese revolutionary discourse. Secondly, the government in Beijing has never 

pursued a coherent or consistent policy in the Tibet Autonomous Region with regard to 

either traditional medicine or to Tibetan cultural institutions more generally. Attitudes 

toward traditional medicine in Tibet were in large part like attitudes toward traditional 

Chinese medicine – these were a potentially valuable resource, illustrative of native 

genius, and thus inseparable from those elements of Chinese civilization that were, in 

Maoist thinking, to be blended with the uniquely Chinese socialist project of 

modernization. Tibetan medicine was identified as one of the “family” of Chinese 

medicines. On the other hand, Tibetan medicine was associated with Tibetan ethnic 

expression, a problem that has plagued Chinese attempts to integrate the region more 

thoroughly with the interior, predominately Han, state. It is fair to say that given these 

countervailing interests, the attitude of the government toward Tibetan medicine was, 

and continues to be, ambivalent.  

The Cultural Revolution in Tibet, as throughout China, had serious 

consequences for scholarly institutions, but it was relatively short-lived, and damage 

done during the period was repairable. Tibetan Medicine was thus poised for rapid 

development when the Mao government fell and Deng Xiao-Ping initiated liberal 

macroeconomic and political reforms. Tibetan medicine was rapidly expanded into the 

                                                 
11The Mentsikhang (Tibetan: sman rtsis khang), or literally, institute of medicine and astrology, was 

established in Lhasa in 1916. It remains the intellectual center of Tibetan medicine in the Tibet 

Autonomous Region today. 
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sparsely populated rural regions where it was intended to become an important 

component of primary health care. 

As in Mongolia, these efforts at rationalization had a certain impact on the 

content and practice of the tradition. Tibetan medicine was set into conversation with 

biomedicine and science (as these are represented in China), and the training of medical 

practitioners was incorporated into the standard undergraduate university curriculum. 

Through training, and limitations on practice, the state is able to control the secondary, 

and to a great extent, the primary resources of Tibetan medicine. Janes has summarized 

these efforts at control (2002) as follows: First, the state controls the content of 

education in traditional medicine. Although these days faculties are given significant 

latitude in discussing the philosophical underpinnings of Tibetan medical theory, both 

they and their students interact with this knowledge in a context where religion, because 

of its association with Tibetan independence sentiments, is a touchy subject. Scholars 

and students are careful to frame their discussions in such a way that their explicitly 

religious connotations are downplayed or articulated in “scientific” terms (Adams 

2001b). Secondly, the line that distinguishes the sacred from the scientific is drawn 

carefully in the context of an educational system that early on sets students in 

conversation with biomedicine, science, and political theory. Scholars and practitioners 

must resolve disparities between the theoretical elements of Tibetan medicine and 

biomedicine in a context where anything other than scientific discourse is problematic. 

Like Mongolian medical scholars, the effort is to demonstrate correspondences between 

traditional and modern medical theory. Thirdly, the social organization of Tibetan 

medical practice seriously limits the degree to which medical theory and the traditional 

logic of treatment can be thoroughly applied. For example, the theory of humors 

suggests that each individual possesses a particular “character”. This character 

predisposes the individual to particular diseases, and, therefore, must be taken into 

consideration in determining treatment. Disease is thus individual- and context-specific, 

and care must be taken in determining a particular diagnosis and treatment regimen. In 

the setting of the busy clinic, where, as one of us has discussed (Janes, 2002), 

physicians may take just a few minutes for treatment, the individualized approach is 

abandoned in favor of a more standardized model of diagnosis and treatment.  
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The consequences of such state-led practices of rationalization are summarized 

as follows:  

 

Tibetan medicine is becoming fully modern in its social structure and 

cultural content… it is becoming disembedded from local contexts of 

practice and reconstituted as part of a centralized system of technical 

accomplishment and professional expertise, which in turn is expected to 

conform to the pervasive and powerful cultural standards of rational 

science and biomedicine … {W]hen ethnomedicines are sanctioned and 

supported by the state the resulting pluralism is orchestrated by 

institutions and structures built out of the culture of biomedicine and, 

therefore, entails a transformation of medical care and training so that it 

is consistent with the epistemological, symbolic, and sociologic 

attributes of biomedicine … The modernization of ethnomedicines in 

such a fashion is represented by shifts in epistemology and practice that 

favor a standardized and radically materialistic perspective on the body, 

an objectification and thus desocialization (decontextualization) of 

disease, and transformations in the social relations of healing that put 

emphasis on professionalism, contribute to asymmetries of power in 

healing encounters, and objectify/reify the patient (Janes 1995: 24-25). 

 

By the early 1990s, global discourses around reform, “efficiency,” and, 

somewhat later, “competition” and “decentralization” invaded and displaced state’s 

discourse on the rational deployment of indigenous medical institutions. By the early 

1990s, the clinics, hospitals, and medicine factories of Tibetan medicine saw their state-

appropriated budgets slashed by as much as 50%. Throughout the region, Tibetan 

hospitals began competing with one another, not in Tibet so much, but in Beijing, 

Shanghai, Xian, and Chengdu, as they strove to open for-profit clinics catering to both 

Chinese and non-Chinese. Representatives of the different regional hospitals traveled 

abroad to negotiate deals with purveyors of Asian medicine in Paris, Geneva, Munich 

and New York. 
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By 2002, Tibetan medicines have become a hot commodity in the global 

pharmaceutical marketplace. In one report aired on Chinese national television in early 

2001, it was reported that, “Tibetan traditional medicines are getting more and more 

popular both at home and abroad. The China Business Times is reporting that the 

Tibetan herbal medicine industry has an annual output value of over US$2.5 billion.” In 

a follow-up article that appeared in the People’s Daily the next day, it was concluded 

that, “in order to fully develop Tibetan medicine, several local governments are looking 

for foreign investment” (People’s Daily, January 15, 2001). In December of 2001, 

China’s Xinhua news agency reported that “wild herbal medicines are poised to become 

big profit makers.” Under the terms of entry into the World Trade Organization, 

replications of foreign patented medicines – something China’s large pharmaceutical 

industry has been dependent on – would be forbidden. As a consequence, “the domestic 

medicine sector is now actively readjusting its operating strategies, relying on 

traditional medicine techniques to participate in future competition” (Xinhua News 

Agency Dec. 10, 2001).  

Preparing Tibetan and other indigenous medicines in China for the global 

marketplace has had predictable consequences on its local practice and availability. In 

Janes’ study of rural health in the summer of 1992 (Janes 1999a, 2002), he found that 

relatively few rural clinics had sufficient personnel or medications to provide even basic 

care to local farmers and herders. The best and most experienced doctors had been 

called to service profit-generating enterprises in Lhasa and beyond. The most desirable 

medications rarely made it out of Lhasa, unless for transport to Chengdu, Shanghai, 

Beijing, or Paris. Young, inexperienced doctors, lacking the skills needed to identify 

and manufacture their own medicines, were left in the expanses of Tibet beyond the 

capital and major towns, and were unable to provide the kind of care available to urban-

dwellers. With the collapse of rural health insurance schemes and the move toward 

privatization of the health sector, rural biomedicine was largely in the same state. 

Increasingly in China, access to all medicines, including traditional medicines, is largely 

a privilege of the urban elite (Hsiao 1995; Hsiao and Liu 1996). 
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Conclusions 
 

The modern institutions of indigenous medicine in Mongolia and the Tibet 

Autonomous Region are both products of socialist modernity. Although the forms that 

state interest took are quite distinct, and proceeded along different ideological and 

political lines, the outcomes, in terms of the local structure of primary and secondary 

resources, share many features. In Mongolia the project of Soviet-socialist modernity 

was to quash Mongolia traditional identity, and, most particularly, those elements 

associated with the feudalism of the past. Unlike in Tibet, where medicine had to some 

extent been shielded from feudalist associations, Mongolian medicine, learned and 

practiced in the context of the monastery, was the object of violent repression. Yet when 

Mongolian Medicine “emerged” in the 1990s subsequent to the collapse of the socialist 

state, ostensibly to showcase a recovery and celebration of an historically-rooted, yet 

modern Mongolian identity, its content and the structure of its practice were defined, at 

least in the initial years, by the high modernist sensibilities that were particularly 

characteristic of the Soviet enterprise in Central Asia (Scott 1998). Mongolian Medicine 

was invented as a tradition, but subject to the widespread and thoroughly modernist 

belief that it should be an “adjunct” or complement to biomedicine, a treatment of “last 

resort”. It is possible that Mongolian Medicine may over time escape this particularly 

confining role in the health system, particularly if privatization and economic 

liberalization weaken the control of the Ministry of Health over its content and practice. 

In Tibet, the modernist project was far more moderate than it was in Mongolia: 

Mao had, especially after the failed Great Leap and his disenchantment with the 

Russians, little interest in the heavy-handed and western-oriented approach of the Soviet 

Union. Yet, as in Mongolia, the relationship between indigenous medicine and identity 

was a problem, though of a different order, and Tibetan medicine has been forced to 

maintain a clear boundary between what it calls Tibetan medical “science” and the 

“sacred” philosophical and soteriological underpinnings of the tradition that are clearly 

Buddhist, and thus to China, ideologically and politically problematic (Adams 2001b). 

State control of the medical curriculum, the rationalizing consequences of the modern 

bureaucracy, and more recently, the impact of health reform have produced in Tibet a 

standardized, secular tradition.  
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Thus in both Tibet and Mongolia, larger state agendas have produced a carefully 

orchestrated pluralism in which the role played by traditional medical institutions are 

carefully defined, particularly in juxtaposition to biomedicine. State interests have 

revolved around two principal motives: concern over the relationship between medicine 

and identity – championed in one context and feared in the other – and controlled 

deployment of a valuable health care resource along lines established by the dominant 

intellectual and political position of science and acceptance of global standards of 

modernity. Regardless of its political and ideological starting point, orchestrated 

pluralism has had the same effect in both settings: a desocializing of traditional 

medicine and a preparation of indigenous therapies and medicines for the global 

marketplace. On the global scene, these indigenous medicines take on a very different 

character, and meaning, than they do locally, engaging, in particular, the Western 

imagination about the wisdom of the East. 

Appadurai (1996) argues that imagination, as a social practice which has 

“broken out of” the past and entered the “logic” of ordinary life, has become a central 

feature of globalization. The idea that imagination is somehow a newly emergent 

cultural phenomenon of the global age is probably overstated. Imagination would seem 

to be central to the representational processes through which groups define and address 

an array of social problems, and from which various discourses, both local and global, 

are produced. What is a qualitative break from the past is the degree to which 

imagination as a local social practice is affected by the desires of those at great social, 

cultural, and geographic distance. Imagination provides people with a new vocabulary 

for thinking about suffering, its causes and consequences, and thus plays an important 

role in local medical practices (Janes 1999b). It is the technicians of development who 

engage with state officials in imagining a health sector and the interventions to it that 

will create good health at low cost. As well, Western desires for alternative modes of 

healing, whether driven by nostalgia (e.g., Janes, 2002) or the terrifying costs of the 

health transition in rapidly aging societies (Janes 1999a), engage with global capital in 

the exploitation, and thus transformation, of local medical traditions. Indigenous 

medicines in Tibet and Mongolia are enmeshed in, and transformed by, these 

thoroughly global processes of imagination and the practices that they entail. 
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One of us (Janes 2002) has argued that Tibetan medicine is unique in the degree 

to which it has become both globalized as Asian medicine and entangled in the complex 

political and ethical discourse that surrounds the Tibet question. This fact produces 

several distinct lines of transnational discourse. In the context of global human rights 

dialogues, Tibetan medicine, like Tibet itself, is construed as subject to ruinous 

suppression and reorganization at the hands of the Chinese, impairing its authenticity 

and requiring, if possible, repair and salvage. Given that there is a substantial Tibetan 

community that lives outside Tibet, one which engages fully in keeping this image of a 

suffering Tibet on the global human rights agenda, a genuine alternative is always 

available – an authentic counterpoint to an inauthentic Chinese fabrication (Lopez 

1998).  

Not unrelated, but in a telling which celebrates its “native genius”, Tibetan 

medicine is center stage among exported Asian medicines, where the transnational 

deployment of a set of understandings about Buddhist spiritualism pervades its theory 

and practice (Janes 2002, 1999b, Samuel 2001). As a feature of Tibetan culture, 

particularly a threatened one, long the subject of Western interest, Tibetan medicine 

may evoke a longing for imagined things that have been or will soon be “lost” through 

the processes of modernity (Appadurai 1996, Foucault 1978, Giddens 1990, Lopez 

1998). Threatened by the Chinese, Tibet-as-Shangrila emerges as a threatened source of 

exceptional, disappearing medical knowledge for maintaining physical and spiritual 

health. Although Mongolian medicine has not been the object of the same kind and 

level of Western fascination, the fact that it is an Asian-Tibetan medicine, one which 

advertises its distinctiveness and which has now fully embraced its Buddhist roots, may 

promise to attract similar transnational curiosity. These ideas likely resonate with the 

changing health needs of the aging populations in the resource-rich Western states of 

North America and Europe (Janes 1999a).  

In Mongolia, a different kind of imagination has been brought to bear on the 

development of indigenous medicine – the imagination of a health sector as a distinct 

social world, and the subsequent construction of tools and apparatuses for intervening in 

that world (e.g., Escobar 1995). As in most countries in the grip of neoliberal health 

reform, the bearers of this imagined world are the technicians of globalization – a 

loosely affiliated and cosmopolitan mix of economists, financiers, physicians, health 
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administrators and public health practitioners – who together link the global possibility 

of health reform, as it is imagined in the halls of the development banks and other 

intergovernmental institutions, to local institutional realities. Central to this imagining is 

the idea that the privatization of some aspects of the health sector is the only avenue to 

providing “efficient” and “high quality” health care at low cost.  

Privatization stimulates paradigmatic shifts in health policy and a structural 

reorganization of health care institutions. Under pressures to privatize, the health care 

“system” is pulled apart at the seams. Traditions, specialties, therapists, and styles of 

care are set in competition with one another, diversity is encouraged, and market 

mechanisms are left to order the relationships between kinds and levels of services. In 

the context of political decentralization, the consequence is an anarchic fragmentation of 

services (Janes, 2003) 

Conceptually, this fragmentation of the health care system is accomplished 

through a series of representational dividing tactics, informed principally by 

neoclassical economic thought (Laurell and Arellano 1996, Paalman et al. 1998). A 

logic of “public” versus “private” goods is invoked to rationalize privatization, with 

empirically-weak arguments marshaled to argue that some kinds of health care are 

“private goods” insofar as they are drawn from a theoretically limited supply (and thus 

cannot be consumed by others), and benefit only the person who consumes them. 

Because these logics are intellectually compelling, resonate with a long intellectual 

tradition in public health which has tended to downplay the population-level biological 

efficacy of clinical health care (e.g. McKeown 1976), and, perhaps most importantly, 

coalesce with a general “economizing” of society that has accompanied the global 

penetration of capitalist political-economy, they have come to dominate global health 

policy. In our view, these economizing discourses may free the social organization of 

therapeutic pluralism from the heavy hand of science (however construed).  

In conclusion, these brief examples, drawn from two Asian sites, demonstrate 

that the development of traditional medicine is entangled in several national and 

transnational social, cultural and economic processes. On the state and local level, 

socialist, and post-socialist, projects to rationalize medical systems in the context of 

managing national identities transform the practices and theories of traditional 

medicine. On the transnational level the cultural dimensions of globalization, to which 
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Appardurai (1996) fixes the term “imagination”, entail social practices by which local 

medicines are transformed. Asian medical traditions instantiate Western desires for a 

holistic or spiritual medicine that in the West have been “lost” to modernity, but may be 

recovered from an Eastern Shangrila. In both Tibet and Mongolia the medical systems 

that we have described have been subject to practices produced out of the discourses of 

health development – where health care is seen in increasingly economic terms, 

segmented into types in relation to cost-utility, and valued in regard to their status as 

public or private goods. In the case of the latter two processes especially, these 

transnational products of imagination comprise both the rationale, and the means, to 

prepare medicines for the global marketplace. In such a way, the potential for the 

delocalization, if not wholesale appropriation, of local traditions is great. While the 

local never completely surrenders to the global, in the case of both Tibet and Mongolia, 

there are significant pressures on the local level to reorganize and restructure the 

primary and secondary medical resources that comprise Tibetan medicine. 

  From the perspective of equity and social justice, our research suggests further 

that access to traditional medicine is increasingly a product of social privilege. In both 

Mongolia and Tibet, the political economy of health reform, coupled with global 

demands for the products of these medical traditions, has led to a hierarchical 

structuring of therapeutic pluralism. For those in the newly emerging and now sizeable, 

lower classes, access to health care, any health care, is a difficult challenge. To invert a 

critical observation made by Paul Farmer (1999), whether or not traditional medicine is 

poor medicine, it is increasingly not for poor people. 
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