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I ntroduction

Therelativeweight of culture and of other, mainly eco-
nomic, factorsin explaining behavior has provided a topic
of discussion since the dawn of sociology. While some re-
searchers regard culture as being relatively insignificant,
others see it as the predominant factor. The former gener-
ally view economic needs and interests as the main force
driving human behavior.

In the modern state, with its heterogeneous population,
guestions regarding the power and significance of culture
take on a pragmatic dimension when dealing with social

policy.

The lsragli Context

Culture was perceived asamajor driving force both by
sociologists and policy makers during the initial period of
statehood. Derived from the functional concept of culture
as a potentially divisive or unifying factor, the prevailing
perception and policy held that al citizens (but predomi-
nantly the Jews) should adopt a single cohesive culture.

Whilediscussion centered onthe* melting pot,” or mix-
ture of all the cultures, in practice asingle well-defined cul-
ture was selected. This was a culture characteristic of the
Western world (secular, rational, technological-scientific,
achievement-oriented and liberal), which was generally
adopted by the established Ashkenazi? elite. Later, critical
sociologists employing conflict theory were to view this
development as a manipulative use of culture aimed at
achieving economic and political dominance®.

Now, 40-50 years on, with the melting pot concept con-
clusively discredited*, researchers are posing a number of
guestions:

1. Isit desirableto select asingle culture and allow it to
dominate (in view of the consequences this entails)?

2. Issuch a step possible (in view of what has actually
occurred)?

3. If apreferred cultureischosen, according to which cri-
teria? How can one create a hierarchy according to
which democracy is preferableto tradition, or technol-
ogy isvalued above social ascription and commitment?

4. Whoisentitled to determinethecriteriafor preference?

Culture and Multiculturalism
Prior to discussing thefeasibility of creating and main-
taining asingle culturein a society containing various sub-

cultures, and the conditions required to do so, we need to
clarify the concepts of culture and multiculturalism.

Paraphrasing Taylor’s classic definition, John Beattie
maintains that “ culture refers to the whole range of human
activities which are learned and not instinctive, and which
aretransmitted from generation to generation through vari-
ous learning processes.” ® Since thisis an extremely broad
definition, | shall use the narrower and more convenient
concept of “way of life.” According to Michael Thompson
and Aaron Wildavsky,® “way of life’ is a combination of
patterns of interpersonal relationships and beliefs and val-
ues shared by a number of people or agroup. For example,
a pattern of relationships prevalent among members of a
traditional rural family, combined with their beliefs about
how to celebrate afestival and their concepts regarding the
cause of illness (and these are the topics discussed below),
congtitute away of life. It isone'sway of life, according to
Thompson, that channels the individual’s thoughts, deci-
sions and actions.

Multiculturalism is arelatively new concept. Its wide-
spread use reflects the cultural differences that have per-
sisted between vari ous groupingsthat coexist within acom-
mon social framework, such as a country or acity, in mod-
ern society. Multiculturalism also oftenimpliesaval ue-based
position that accordslegitimacy to the very existence of dif-
ferent cultures within a society. This approach encourages
researchers to expose and identify culturally different so-
cia groups and calls for appropriate action to be taken at
the level of policy formation.

In Israel it has become clear that cultural disparities
have continued to differentiate between various ethnic
groups, particularly with regard to their religious practices,
but also in other areas of life (for example, the Henna cer-
emony practiced by certain ethnic groups). During the past
two decades the cultural diversity resulting from the great
variety of Jewish ethnic origins has been strengthened by
the waves of immigration from the former Soviet Union
and Ethiopia. Furthermore, various socio-political processes
have introduced the Arab population, with its various sec-
tors, into the multicultural discourse. And in addition, new
and clearly defined cultural groups, based onideology rather
than ethnicity, have appeared in recent years, such as the
various left and right-wing movements.

In 1978 Sammy Smooha’ identified three major cat-
egoriesin Israeli society, distinguished by their socio-cul-
tural characteristics. These groups are defined according to
rifts. The first of these is the ethnic rift, with oriental Jews
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struggling against the Ashkenazis. Second isthe nationalis-
tic rift, with Jews set against Israeli Palestinians, while the
cultural rift is drawn between the religious and secular ele-
ments of society. Later discussions® list alarger number of
distinct cultural groups currently activein the Isragli arena.

While Smoohaand Baruch Kimmerling emphasize the
differences and the dimension of conflict between the
groups, Eliezer Ben-Rafael extends the scope of discussion
by proposing a number of factors that form the collective
identity of acertain group. Ben-Rafael viewsthe collective
as defined primarily by its unifying attribute, with contra-
diction constituting only one of three el ements of thegroup’s
cultural identity.

Both Kimmerling and Ben-Rafael make use of theterm
“cultural boundary,” without explaining or conceptualizing
it. The term refers to the boundary that differentiates be-
tween one group and ancther as a result of some kind of
variance, be it religious, ideological, or a boundary that
emanates from special ties to a unique type of music or lit-
erature.

| use the concept of cultural boundaries in analyzing
the data of my research.

Resear ch Population and M ethods

My research was conducted in the nephrology depart-
ment of Nahariya hospital in northern Israel, between July
and September 2000, using mainly the participant observa-
tion method. Extended interviews with the patient popula-
tion and with family members who accompanied them to
their treatment were conducted in parallel. 70 of the 132
regular patients in the department were interviewed. The
remaining 62 patients were excluded owing to communica-
tion difficulties (related to language and/or mental clarity).
Additional interviewswere conducted with members of staff
—nurses, doctors, adietician and a social worker.

Nahariya hospital serves the demographically and cul-
turally heterogeneous population of the Western Galilee,
which comprises Druse, Moslem and Christian Arabs, re-
cent immigrants (mainly from the former Soviet Union),
and veteran Jews living in communal settlements (kibbutz
and moshav), development towns and cities in the area.

Diaysis Patients

The dialysis patients suffer from kidney malfunction-
ing, resulting in the accumulation of fluidsin the body and
varying degrees of inability to dispose of them. In parallel,
certain toxins such as phosphorous and carotene accumu-
late in the body. General weakness and associated compli-
cations gradually affect bodily functions.

Kidney disease may have hereditary-genetic causes,
such as marriage between relatives, or may develop as a
result of other diseases, such as heart complaintsand diabe-
tes. The disease is characterized by agradual deterioration
of bodily functioning, leading to a state of total dependence
and finally death. The development of the disease can be
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slowed down by means of appropriate medication (to coun-
teract the phosphorus), or through adherenceto astrict diet,
which involves avoiding intake of fruit and vegetables (to
reduce phosphorus and carotene), increasing the intake of
dairy and meat products for their whole protein, and limit-
ing the intake of liquids to two glasses per day. However,
there is no prospect of improvement in the patient’s condi-
tion by means of the above treatments. The only way of
restoring the patient to anormal life styleis by performing
akidney transplant, for which demand significantly outstrips
supply. For thisreason many transplants are performed sur-
reptitioudly.

Three distinct categories of kidney patients are treated
by Nahariya hospital: outpatients, whose condition is less
serious and who undergo periodic check-ups; patients who
receive dialysisin their homes — a carefully selected popu-
lation; and patients with severe kidney malfunctioning who
requireregular dialysis treatment in the hospital. The treat-
ment is rendered by connecting the patient to a machine
that cleans the body of the various toxins and extracts the
fluids that are not disposed of naturally. Patients receive
treatment that lasts 3-4 hours around three times a week,
depending on the quantity of excess fluid.

Thefollowinganalysisrefersonly to thethird category,
i.e., patients suffering from severe kidney malfunctioning.

Findings

My attention was drawn to the ethnic composition of
the department’s 132 patients (74 Jews and 58 Arabs and
Druse). Among the veteran Isragli patient population, both
Arabs and oriental Jews were over-represented in compari-
son to the ethnic distribution of the general population in
the area. The largest single category (44% of the Jewish
patients) comprised immigrants from the former Soviet
Union. Sincethey are affected by factorsin their country of
origin, I do not discuss this category of patients here.

Jewsof oriental origin make up 61% of the veteran Jew-
ish patients, compared to only 51% in the general veteran
Jewish population of the area. Among the veteran patient
population Arabs constitute 59%, compared to only 47%in
thegenera population.® Furthermore, Arabs congtituteaclear
majority of patients treated in the night shift, in which the
treatment lasts longer than in the other shifts and to which
patients who gain most weight between treatments owing
to accumulation of fluids are assigned. This distribution
raises interesting questions.’® (The majority of staff mem-
bers are Jews from various origins, including recent immi-
grants from the former Soviet Union. There is one Arab
doctor and severa Arab nurses).

Apart from the demographic characteristics of the pa-
tient population, differences between ethnic groups were
found with regard to both the perception of the disease and
to ways of dealing with the illness. The belief that “all is
willed by Allah” held by many Arab patientsand their fami-
lies, while not necessarily leading to passive behavior with
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regard to hospital visits and medication, is nevertheless as-
sociated with less effort to comply with dietary instructions
and agreater reliance on medication. Thisbelief thus serves
as an excuse for failing to adhere to the strict dietary re-
gime, which is the hardest aspect of the treatment.

Severd differences in way of life were found, for in-
stance, thetendency among Arabsto allocate afamily mem-
ber, generally a daughter, as a full-time helper to the pa-
tient. The daughter accompaniesthe father or mother to the
hospital, and remains at their servicein the home. Asthisis
along-termillness she does not marry, since her role defini-
tion precludes her from doing so. Also, whereas Jewish pa-
tients generally seek emotional support from the
department’s social worker, the Arab patients seek only
meaterial assistance.

The discussion below focuses mainly on a single as-
pect of dealing with the disease, namely compliance with
treatment instructions. Inthe general research literature evi-
denceisfound of alink between ethnic origin and compli-
ance in Japan, U.S. and Sweden™. When one examines the
components that constitute the general term ethnic origin,
we find that economic conditions, education and family
structure al play acentral role in the patient’s behavior.

To establish whether there were different degrees of
compliance among the various ethnic groups in the depart-
ment | examined the degree of compliance with treatment
instructions on the part of kidney patientsthrough interviews
with the patients themsel ves and with the staff of the dialy-
sisunit. Significant differencesin the degree of compliance
between membersof thedifferent ethnic groups and between
gendersemerged. In general, Arabswereless compliant than
Jews, and among the Jewish patients those of oriental ori-
gin, and particularly the men, were less likely to comply
with the treatment instructions. Among Arabs, non-compli-
ance was also more marked on the part of the men.

Analysis

Two culturally determined factors expose the Arab
population to a higher risk of renal disease before they be-
gin treatment in the dialysis unit. The phenomenon of mar-
riage to a relative, common among rural Moslems in gen-
era and among the Druse in particular, provides a partial
explanation of the higher rate of kidney malfunction among
this section of the population, and their over-representation
among patients treated in the night shift. An additional ex-
planationis provided by delayed diagnosis owing to lack of
knowledge and relatively inferior medical services. As a
result, some of these patients medical condition already
necessitates dialysis treatment when diagnosed.

Compliance, or lack of it, may explain the differential
pace of development of the disease. In other words, poor
compliance accelerates development of the illness, hence
the fast track to dialysis treatment and the disproportionate
number of dialysis patients among this population.

A number of explanations may be offered regarding
different rates of compliance among culturally distinct

groups. Thefollowing pointsrefer mainly to the Arab popu-

lation, although some aso apply to the oriental Jews.

1. The patients’ traditional diet is inconsistent with the
dietary instructions pertaining to their treatment. It is
rich in vegetables and does not include dairy products.
Labaneh (sour white cheese), one of the very few dairy
itemsincluded in the Arab diet, is not good for the pa-
tientsasit contains phosphorus. The changein diet de-
manded of Arabs s thus drastic and difficult to main-
tain.

2. An additional hardship concerns the eating patterns
within the extended family; most of therural Arab fami-
lies are extended, family members generally eat to-
gether, and the individual finds it difficult to resist the
food on the table.

3. Womentraditionally do not eat dishesthat are not eaten
also by their children, and therefore do not prepare spe-
cial dishesfor themselves.

4. Both Jewishwomen of oriental origin and Arab women
are obliged by their traditional social role definition to
obey figures of authority. This may make it easier for
them to comply with thedietary instructionsgiven them
by doctors and nurses.

5. Men, on the other hand, tend to find it difficult to ac-
cept the new regime. Their illness brings with it aloss
of roles, in particular the role of breadwinner, loss of
independent functioning and dependence on physical
assistance from their wife and children, and loss of
friendsand adeclinein socia activity. In addition, “for
usin the Arab culture to beill,” a patient told me, “is
shameful.” Thisrolereversal leadsmento cling totheir
remaining vestige of autonomy, albeit a negative one,
and to eat asthey like, in defiance of the dictates of the
doctors and nurses and their representatives in the
home—the women—who attempt to serve dishesin ac-
cordance with the medical instructions. Elderly men
dependent on adaughter-in-law are embarrassed to ask
for specia food, as this emphasizes their weakness.

6. Rules of hospitality—guests are welcomed with large
quantities of food. Thefrequent family and social events
generaly include a sumptuous feast. To avoid hurting
the hosts’ feelingstheill guest often consumes forbid-
den foods and drinks as well. In some cases patients
sever their social ties rather than having to insult their
hosts.

7. Theeconomic situation also playsarole. Food supple-
ments such as vitamins and meat are expensive and are
beyond the means of many Arabs, many of whom be-
long to the lower economic strata.

Discussion

Following Mary Douglas'?, Thompson & Wildavsky®
present amodel that attemptsto explainindividuals' choices
and preferences and the nature of their socia relationships
by means of two variables: the group and its boundaries
(bounded units), and society’s grip on the individual .
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Theformer concept refersto the existence of clear dis-
tinctions between different social groups. Religious people,
for example, dress and eat differently from secular people,
and their marriage patterns also differ. Themoreapersonis
bound to and involved in agroup with clearly defined bound-
aries, the harder itisfor themto act differently tothegroup’s
norms of behavior.

The second concept of grip examineswhether thereare
detailed rules that guide the individual’s behavior within
society: for example, when and where to pray, what to eat,
how to make aliving, whether to prefer study to work, and
with whom and when to marry. Numerous rules of thiskind
increase society’s grip on theindividual and thuslimit their
areaof choice and their capacity to make autonomous deci-
sions.

The rural Arab population has a far more clearly de-
fined collectiveidentity than the Jewish population, although
it too has interna divisions. Its language, religion, family
organization, role division within the family, relations with
neighbors, and concept of honor are al derived from the
common culture or common way of life, which ispassed on
from generation to generation. Nevertheless, they all make
useof thedialysis services offered by modern Western medi-
cine, while some also comply with the additional treatment
instructions concerning diet. Their cultural boundary isthus
not hermetically sealed.

Examination of cultural differences between members
of different groups of origin within the context of treatment
for serious renal disease leads to a number of general con-
clusions:

1. Therole of cultural boundaries in forming individual
behavior: the more clearly defined are the boundaries,
and the more detailed and binding are the rules of so-
cia behavior, the less latitude the individual has to
choose a different course of behavior.

2. Thisindicates the secondary role played by economic
factors in determining practical decisions regarding
health-related behavior. Way of life has considerable
influence even in matters of life and death.

3. Thecultural boundary may beflexible. Arabslivingin
villages are willing to utilize modern Western medical
services. Within the cultural boundary that distinguishes
them there is room aso for elements common to the
genera Isragli population.

4. A conclusionrelating to multi-culturalism: the sub-cul-
ture prevalent in the patient’s home recognizes the ex-
ternal culture of the hospital. On the other hand, while
understanding the culture of the home, the hospital cul-
ture does not accept it, and views it as being obstruc-
tive. The staff members of the nephrological depart-
ment try to persuade their patients to adopt different
patterns of behavior and sometimes chastise those who
fail to comply with thetreatment instructions. Although
their attempts to enforce compliance are driven by a
genuine concern for the patients, they negate the prin-
ciple of equality implicit in the ideological position
derived from the multi-cultural approach.
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