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ABSTRACT

The Nai, Nais, Sain/Sen, Sain-Thakur,
Savita-Samaj, and Mangal a - Barber occupational
castes. The name is thought to be derived from
the Sanskrit word napita. They can befound across
India. They used to work as barbers in the past.
Additionally, the barber has various significant
responsibilities connected to weddings and other
festivals. They assist the Brahmin and serve asthe
marital priest for the lower classes who cannot
employ a Brahmin. Dueto their prominent rolein
wedding ceremonies, has developed a reputation
as matchmakers among all respectable castes.
They acted as surgeons since Baid/Vaid (doctors),
most of whom were Brahmins, did not practise it.
Barbers frequently performed as musicians
throughout southern India, and various other
castesin Malabar hired barbersaspurohitsduring
funeral ceremonies. Barbers serve as village
physicians, cleaning the ears of their customers
and unobtrusively trimming their nails while
maintaining their professionalism. Blooding and
cupping his patients are among the treatments he
uses, leeches, tooth extraction, and the lancing of
blisters. Whenever he performs this activity, he
adoptstherole of a barber-surgeon in the Middle
Ages. The Nai community’s members have now
abandoned traditional occupations in favour of
more contemporary ones. |nthe Puranas, they are
called Ampitta. The term “‘Ampitta’ derives from
the Sanskrit term ““Ambistha”. Ambistha has been
corrupted into Ampitta. Ambistha is derived from
the Sanskrit word for Physician. They were also
physiciansin the earlier days. They could readily
perform both professions as they moved from
house to house. They were also known as
Ambashtha due to their physic practice.
Historically, they have been associated with Indian
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medicine and the physician profession. Inthe Colonial period, dueto the advent of allopathic medicine,
the promotion of education, and the fashion of cutting hair, these doctors were divided into educated

and uneducated doctors. Over time, these uneducated doctors came to be called *““barber-surgeons”.

KEY WORDS
Brahmin, Sanskrit, Nai, Baid/Vaid, Puranas, Doctors, Barbers.

INTRODUCTION

Theinformation collected from censusand economic datain North Indian villages described that the
few familiesof village barbers seemed to produce adisproportionate number of medical techniciansand
curers. Wasit only apeculiarity of asinglevillage, or wasthere something about the trade of barber that had
an analoguein aspects of medical practice and eased the passage from barber to paramedic.

The possibility of aconnection between Nai barber and modern medical practitionersinthe decades
immediately after theindependence of Indiarecalls mutatis mutandis, the connection between the guild
barbers and the practice of surgery inmedieva Europe. Hasacounterpart in early Ayurvedic medicinewhen
surgery was a so aspeciality separatefrom therest of medicine.

Thepardldismthat early surgery, bothin Indiaand Europe, wastreated as aspeciality separatefrom
medicine hasahistorical explanation. In both regions, early surgery grew out of the need to treat wounds
suffered in warfare and, jousting in Europe. However, the connection of barbery to surgery and medicine,
which also has an historical component as do all social phenomena, is in addition based on “social grooming”
behaviour whichisnot only pan-human but a so isfound among the non-human primatesand other animas. It
wasardatively smdl stepin early times, when medical knowledge and technology werelimited, from cutting
hair and nailsto treating visible externa pathology such as soresand boils. Asthe young barber Chandru
explains in Anand’s charming story, The Barber’s Trade Union. “I learnt how to treat pimples, boils, and cuts
on people’s bodies from my father, who learnt them from his father before him” (Anand,1959)

Barber -Surgeons of Medieval Europe

After A.D. 1100, surgery in Europewaslargely in the hands of barber-surgeons. Earlier intheMiddle
Ages, both medicineand surgery were practi sed almost entirely by men of theHoly Orders, but apriest who
shed blood was debarred from the higher offices of the Church and aPapal Decree ordered theclergy not to
undertake any surgery. This prohibition wasreinforced by the Tenth Lateran Council in 1215. Moreover,
even monks began to show the contempt for manual [abour that was so characteristic of medieva nobility. In
any case, the barber-surgeon wasfirmly established at the beginning of the 12th century and continued to
dominate the practice of surgery onthe continent up to the 19th century.

Barber-surgeons originally worked as assistants to bathkeepers but soon becameindependent and
powerful withthehelp of their well-organized guilds. Theguild system enhanced their professionaism. Guilds
controlled entry into the craft and established and enforced standards. Faced with little competition, European
barber-surgeonsand therelatively few pure surgeons had the opportunity to advance surgery and asagroup
to regp the benefits of improvements. As compared to medicinewhich suffered from dependenceon dlassica
and Arabi c authority, the achievements of surgery were remarkable (Bishop, 1987). Thesystem of masters
and apprenticesoffered better training than theinformal father-son syslemin India. When surgery and barbery
finally were separated, surgery had become such acomplex field that combining thetwo rolesinasingle
practitioner made no practical sense.

That surgery grew up with barbery reflected socia grooming behaviour that underliesboth, thescarcity
of academicdly trained surgeons, therdativesimplicity of early surgica techniques, and acomplex of attitudes
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associ ated with blood which tended to demean surgery. Nonethel ess, the need for surgery and thegrowing
technical complexity of thecraft led to moreand morefull-time surgeons, a beit till membersof thesameguild
asbarbers, andinevitably raised their status. So too did thefact that they dabbled in medicine for want of
physiciansoutsdemgjor citiesand their rd ativescarcity evenin cities. Theresult wasaunion of medicineand
surgery whaose practitionersreceived their trainingin universities. But the processwas not compl eted until the
19th century.

Therewasastrong tendency among barber-surgeonsaswel | asphysiciansfor their sonsand sons-in-
law to follow the practices of their fathersand fathers-in-law. Important features of the social structure of
barber surgeonswerethefamily and theguild. A barber-surgeon headed afamily and was called Master. He
took on apprenticeswho werelimited in number by the guild except for sonsand sons-in-law. Further, the
Master’s sons could not marry outside of the guild though daughters might, but the husbands of daughters
could become apprenticesto their fathers-in-law, thus affording an opportunity for the prospective son-in-
law. In addition, medieval barber guildshad patron saintswhose holidayswere observed by itsmembers.

Becausethey monopolized the craft of bleeding, which depended on astrol ogy, they werefamiliar with
formsof magic. Thus, the socia structure provided ameansof perpetuating the barber-surgeon craftina
family lineaswell embusingitsmemberswith specia powersfor healing (Ackerknecht, 1984; Libby, 1922).

Barber-surgeonshad to serve an apprenti ceship of threeyears and then weretravelling journey-men
for six years before becoming masters. They not only engaged in cosmetic activities and were surgeons but
alsotreated al typesof diseases. They a so did obstetrical work despite the activities of midwives. Barber-
surgeonsweretheactual doctorsof the people, for no country could bear the cost of providing expensive
university-trained physiciansfor everyone. With their high fees, physicianscould not makealivingintherura
areaswheremost peoplelived. Physicians served only theurban elite, thustreating far fewer clientsevenin
thecitiesthan did barber-surgeons. A few examples of the urban proportionsof physiciansto barber-surgeons
bear out theimportance of thelatter in making medical carewidely available; during the 15" century in
Geneva, therewereonly eight physiciansto 90 barber- surgeons; in Zurich aslateas 1797, theratiowasfour
phys ciansto 34 barber-surgeons plus el ght midwives (Ackerknecht and F scher-Homberger,1977). Hans Sachs
(1494-1576), acraftsman-poet, concisaly depictsthebarber-surgeon (English trand ationinAckerknecht, 1984):

| am called everywhere
| can make healing salves
| can cure new wounds
Also fractures and chronic afflictions,
Syphilis, Cataract, Gangrene, pull teeth,
Shave, wash and cut hair, | also like to bleed.

Atfirgt, thesocia statusof barber-surgeonswasrather low but they rose steedily. Their backgroundin
hands-on medicinemeant that they had moreto offer fromapractical point of view than did thetheoretically
inclined university-trained physi cians. They were needed to servethe armiesand navies of thetime, incessantly
engaged inwarfare. They wereavailableduring plagues and to patientsin hospitas, wherethey often lived.
Their guilds, known as Barbers” Guild or Company of Barbers, were powerful and aggressively defended
their prerogatives. In the 18" century, surgeons separated from barbersand became equal to physicians. The
final step wasthereunification of medicineand surgery: in 1794 in France; during the mid-19" century in
Greset Britain and Germany.

In London, the company of Barbers had two classes of members, those who engaged in barbery
proper with perhaps some tooth drawing and bleeding and those who practised surgery, known as barber-
surgeons. “For aught we known to the contrary, a perfect harmony and good under-standing existed between
thesetwo sectionsof the Company, and it is probably that the ranks of thelatter were continually recruited
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from the former” (YYoung,1890). The Company of Barbers gradually became the Barbers-Surgeons’ Company
asmoreof their membersengaged in the practice of surgery. Eachlarge city resembled Londoninthat it had
itscompany of barber-surgeons.

However, therewasa so in London another fraternity or guild that of the surgeons, morearistocratic
and unconnected with the barbers. The Surgeons’ Guild was not numerous, possibly never exceedingly more
than 20 members. Thetwo organi zations competed for the supervision of the practice of surgery, with the
barber surgeonswinning control inthe early 15th century. All thesurgeonsin London werefindly united by an
Act of Parliament in 1540. Moreover, theAct separated the practice of surgery from barbery, although the
two callingswere united under asingle corporation (the United Barber-Surgeon Company) for lega purposes.
Thepartnership lasted for two centuries.

A similar competitivesituation existed in France, where quarrels between the College of St. COmein
Paris, acollege of surgeonsfounded in 1279, and the barber surgeons continued until the 18th century when
Louis XV abolished the barber surgeons, created five professorshipsat St. Come, and raised the status of
surgeons.” After the foundation of the Academy of Surgery (1731) and the foundation of four professorships
a Montpdlier, (whoseuniveraty wasoneof thegreatest centresof surgica and medicd ingruction], theteaching
of surgery in France became the best in the world till it was disorganized by the Revolution” (Parker, 1920).

Nai Barber

Crookelists someof thefunctionsof the Naisin north-west Indiain thelate 19th century as shaving,
hai rcutting, shampooing, and nail paring. Theseservicesarequite smilar to the cosmetic dutiesof themedieva
European barber; infact, they definetherole of barber. Of much greater interest isthe seemingly arbitrary
connection of barbery and surgery in the two widely separated areas. In pre—Independent India, as in medieval
Europe, the Nai Barber took care of simple surgical procedures. “He is the rural leech, bone setter, tooth drawer
and performer of petty operations, such aslancing boilsand thelike If aMuhammadan, heusually performs
circumcision; but some Hindu Nais perform this operation for their Musalman neighbours” (Crooke, 1896).

In Europe, the barber-surgeonsformed guilds. Although there waswell established succession from
fathers to sons and son’s in-law, masters could take a limited number of apprentices from families with no
connection to barbery. Entry waslimited and so competition wascontrolled. Thelndian Nai Barbersformsan
endogamous caste enjoying amonopoly of atraditiona occupation. Entry into thecraft isby birth. Training
takesplacelargely inafamilid context. Childrenlearntheir skillsand dutiesfromtheir parentsor other family
members. Such control of the craft asis necessary to settle quarrel s between barbers or between them and
their clientsisexercised by respected caste el ders. Although castesand guildsdiffer inmany ways, particularly
concerning the purity- pollution and hierarchica aspectsof caste, they resemble each other withregardtoa
traditiona occupation, endogamy, and thetraining of novices. Endogamy wasless strict for guild members
thanfor castesand the master-apprenticerel ationshipisdifferent from the parent-child sequencefor transmitting
acraft. Neverthel ess, when the greet differencesbetween Indian and European civilizationsare considered,
the parall el sbetween castesand guilds are striking.

Barbery and the associated function of minor surgery are matched in importance by the Nais’ ceremonial
roles. Theceremonia dutiesof Na's, eveninther somewhat atenuated modern form, haved maost no counterpart
among themedieval barber-surgeons. TheNai Barbers, men and women, have numerousand important roles
to play during the ceremoniesof birth and marriagethat take placeinthefamiliesof their clients. For example,
at marriages, a Nai woman helps to bathe the bride and groom, braids the bride’s hair, grinds flour, mixes
dough, removes|eaf plates after feasts, cleans pots, and callsvillagersto ceremonies (Freed and Freed,
1976). Although they no longer help to arrange marriages, they continueto carry gifts and messagesto the
married daughtersof their clients. Castestraditionally served by Nais could not manage without them at
weddings, and they were well compensated for their services (Freed and Freed, 1976). However, their
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former rolein death ceremoni eshasbeen reduced. They once had such dutiesas shaving acorpse, hel ping to
prepare funeral feasts, cleaning the dead man’s house, and cooking food for dogs, the symbolic messengers
of Yama, the God of Death (Freed and Freed,1980). Asisalso truefor castes other than Nais, hereditary
serving relationships that are demeaning, such asthe foregoing, have been reduced or eliminated since
Independence. Nonethel ess, Nais spent and conti nueto spend much timein ceremonid activity.

InIndia, asin Europe, there was asophisticated medical tradition in early timesinvolving not only
medical theory and practice but a so surgery. Training inthe most advanced medicine and surgery wasthe
province of the educated dlite and was not ordinarily avail ableto uneducated, low caste people. However,
expert physiciansand surgeonswere few and could not begin totreat therural population. Therefore, Nai
Barbersbecame one of the medical practitionerswho werewidely available to the common people.

Nais, Bhagats, Vaids, and Physicians Share the Medical Scene

Whilein Europe, barber-surgeonswere the principal doctorsfor most of the popul ation and were
without significant competition outsidethe citiesexcept in obstetrics. Nai Barberssharesmedica activitiesin
villageswithavariety of other curers. Villagers use midwives, bone setters, and snakebite curers as needed
and frequently consult vaids (Ayurvedic physi cians) and doctorswho practice Western Biomedicine.

Especialy important arethe bhagats, swamis, siyanas, and hakimswho treat illnessesbelieved to be
caused by supernatura beings. Many but not al villagersbelieved and still believethat supernatural beings,
especially ghosts, can cause illness and death by seizing their victims’ souls. Fever, a symptom of many
illnesses, isconceived of asanindex of ilnessbrought by aghost. Other symptomsmay bedifficult breathing,
choking, convulsions, and other bodily movementswhichindicate pain and discomfort. Ghost possession has
adifferent set of symptoms: thevictim fallsunconscious or into asemi-conscious state whiletheintrusive ghost
speaksfromitsvictimwho, in adissociative state, may runto awell or rail-road, supposedly to commit
suicide. Doctorsand medicine may be used for ghost ilInesswith theideathat they will help tofight off the
ghogt, but exorcistsarea so used. Only exorcistsare used for cases of ghost possession. Other magjor diseases,
such as choleraand typhoid, may be attributed to M other Goddesses. Greatly feared, the goddesses are
appeased with ceremony and offeringsin thehhopethat they will not cause diseases or will takethem away
should they gppear. Thegreat epidemicsof former timesno longer occur, but therd evant beliefsand ceremonies
perss.

In addition to the foregoing roster of curers, the vaids, who are practitioners of India’s indigenous and
sophisticated medicd tradition, Ayurvedic medicine, aregenerdly withinreach of many villagers. Inthe 1950s,
vaidswerenot rated ashighly by urbanized vill agers as physicianstrained in Western Biomedicine (Taylor,
1976). However, by the 1970s, attitudes changed somewhat, and thefollowing statement was heard anumber
of times in the village: “Allopathic medicine (Western Biomedicine) puts down the disease, but Ayurvedic
medicine roots it out.” The increased prestige of Ayurvedic medicine was due to the Government programme
upgradingAyurvedic professond training and Government funding of loca Ayurvedic clinicsand dispensaries
forvillagers.

Sincethe 19th century, the practice of Western medicine has become prominent in India. Western
medi cine takes variousforms. Western Biomedicine, Popular Pharmaceutica medicine, pharmacy, and
Homoeopathic M edicine. Homoeopathy was introduced by the English and other European doctorsinthe
19th century. It appeal ed to an urban elite asamodern type of medicine, which did not requireagreat break
from traditional ideas. Thereissomequestion asto what extent Indian doctors of Homoeopathy practised a
standard version of thismedica theory. Homoeopathi c training and regi strati on asaHomoeopathic physician
were primarily through correspondence courses. Homoeopathic doctors could then useavariety of practices
(Jeffery, 1988).

Western Biomedicinewasintroduced in the 19th century. An early event wasthe use of vaccinationsfor

April to June 2023  www.shodhsamagam.com
ADouble-blind, Peer-reviewed and Referred, Quarterly, Multidiciplinary and
Multilingual Research Journal

Impact Factor 878

SIIF (2023): 7.906



. PriyankaKaushik
ISSN : 2581-6918 (E), 2582-1792 (P)
Year-06, Volume-06, 1ssue-02 SHODH SAMAGAM Page No. 874 - 883

smallpox in 1802 in Bombay. In Delhi, the British built hospita's, and Western medicinesweredispensedin
pharmaceutical shops. Although the acceptancein therurd areas of Western Biomedical theory and treatment
by physicians has been slow, the adoption of the actua medicines, such asaspirin and later antibiotics, has
been rapid. The concepts of germs, contagious disease, and other sources of infection are still not well
understood by many villagers. They haveinterpreted germsin termsof their earlier knowledgeof illness
caused by anintrusive ghost. Injectionsof antibioticsreducefever (initssupernatural aspect asanindex of
ghostillness) and to some extent combat theghost. Inany case, the Government sponsors\Western Biomedicine
in hospitalsand other public health facilitiesinthe Delhi region, especialy thecity, and in recent decadeshas
extended thesefacilities, including primary health centres, dispensaries, clinics, and hospita sinto therura
region and oftendirectly to villages (Gazetteer Unit, 1976: Ch. XV1).

Thepracticeof Popular Pharmaceutica Medicine, theterm currently used for thedispensing of powerful
Western medicines by largely untrained practitioners, is widespread. As the term suggests, Popular
Pharmaceutical Medicine grew out of pharmacy. In Europe, in early times, apothecarieswere allied with
grocersand Spicers. During the 13th and 14th centuries, the pharmaceutical profession gradual ly separated
from such merchants. The pharmacy becamemoreof amedicd institution. In England, gpothecarieswereless
controlled by physiciansthan on the continent. In 1617, English apothecarieswere given aseparate charter
affirmingther ancient right of both prescribing and dispensing medicines. English physiciansfdt that pharmacists
wereinfringingonmedica prerogetives, and therewas cons derabl e competition between thetwo professions.
In 1703, therewasajudgment in favour of the gpothecaries. In 1815, by anAct of Parliament, apothecaries
were confirmed intheir right to practice medicine but weredirected to assist and cooperate with physicians
and surgeons.

Practitionersof Popular Pharmaceutical Medicinein Indiaact in thetraditional double capacity of
physician and vendor of medicinesthat characterized pharmacy in England. They obtain the drugsfrom
pharmaceutical shopswhaose proprietorsshow them how to giveinjections and keep them up to date on new
remedies. Taylor (1976) writes, ...we uncovered not only an underground system of health care providing the
bulk of medical treatment for the people of India, but also awidely pervasiveand previoudy unrecognized
separate system of medica education. The professorsarethedrug-detail menfrom pharmaceutical companies,
often thelargest and most reputable companiesin theworld. Thejunior faculty arethe pharmacistsinthe
cities. Each pharmacist has a continuing class of practitioners scattered throughout the neighbouring villages.”

Noteworthy differences between the current Indian and European medical scenesderivefromtheir
different histories. Western Biomedi cine was an indigenous devel opment in Europe, gradualy dominating
competing practicesand practitionersif not entirely replacing them. Most medica careisdispensed by university
trained physicians. Although Homoeopathy hasits adherents and some women prefer trained midwivesto
doctors, thereisno longer any placefor surgery practised asacraft. The scope of informal folk medicine
outsi de themedica mainstream ismuch reduced. (Shryock, 1969).

InIndia, thesituation isdifferent. Western Biomedicinewas not anindigenousgrowth. Arelaivey late
addition to Indian medical practice, it found four well devel oped and solidly established theoriesof disease,
namely, thetwo scholarly medica traditions, Ayurvedic and Unani medi cine based on humora theories, and
supernatura causation owing to invasive ghostsand deities. Arabs brought Unani Medicineto Indiaand with
it the popular diagnostic technique of pulsing, originally from China(Porkert, 1976), and thetheory of the
wandering uterus. Inyet another tradition, Unani Prophetic Medicine, the Prophet Muhammad introduced the
concept of diseaseinflicted by supernatural beingson humansasretribution for sin. The Prophetic doctrine of
the cause of disease is based on retribution for sins. Thus, it is somewhat similar to the Hindu belief that one’s
soul’s past actions cause fever and ghost illness. Both Islamic and Hindu beliefs call for the exorcism of the
ghost causing these diseases.
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Western Biomedi cine has by no means usurped the authority of these competing systemsnor hasit
replaced the specia medica servicesoffered by Nais, bone-setters, snake- bite curers, and midwives. Even
whenitsremediesare provento beeffective, rurd peopleofteninterpret ther effectivenessintermsof indigenous
belief or supplement themwith traditiond ritualsand practices. Theimpersond scientific personaof Western-
style physicians and hospitals may be unsettling to rura people, which, added to the distance that a patient
often must travel to receive treatment, tendsto keep Western Biomedicine asaspecific theory and style of
treatment onthe outskirtsof thevillage (Jeffery, 1988; Marriott, 1955; Bhasin and Srivastava, 1991). However,
themedicinesthemsdvesareeverywhere, distributed intherura areasby practitionersof Popular Pharmaceuticd
Medicine, such as two of the Nai paramedicsin Shanti Nagar. Moreover, the Government hastried to
achieve asynthesis of Western Biomedicinewith Ayurvedic Medicine (Taylor, 1976). Kutumbiah (1969,
Preface to the Second Edition: xvi) rather pejoratively comments on the new look in Ayurveda: “Ayurveda
looks very venerable and dignified in her own ancient lineaments but with this “new-look” given to her she
looks a flirt coquetting with modern medicine for petty favours and recognition.”

Thehistory of European barber-surgeons beginswith acombination of barbery and smplesurgery. In
the absence of significant competition from physicians, thelatter role devel oped to the point where surgery
was such acomplicated speciaty and so time-consuming that barbery and surgery were separated. Surgery
wasthen joined with medicine, and medicd training took placein universities. Surgery wasno longer acraft
based on aguild organization, and the barber- surgeonswho did not follow the medica path became simply
barbers.

InIndia, thebarber had atriplerole: barber, minor surgeon, and ceremonid specidist. Although medicine
and surgery were at first separate, by the second century A.D., they were combined in Ayurvedic Medicine
and so barbershad |esser scopeto develop their medical role. Moreover, their ceremonid dutiestook agreat
dedl of timeand provided considerableincomefactorswhich woul d reduce motivation for the el aboration of
thesurgicd role. TheNaisof Shanti Nagar had an additiona sourceof income, namely, owning or workingin
barber shopsin nearby Delhi, activitieswhich strongly pushed them inthedirection of barbery. TheNaiswho
opened shopshad military pensionsfrom service as barbers, which providedinitia financing and also were
used to finance their children’s education.

When membersof castesother than barbersplayed amedical role, it wasusually asatraditional curer
whotreated ghost il Inessand possession. Therewereafew exceptions. A Brahmin had training to becomea
physician of Western Biomedicinewhilein military service. He continued in-service and never practisedin
Shanti Nagar. Another Brahminwho wasacompounder worked inaGovernment dispensary and a so operated
apharmacy in anearby villagewith awoman physician of Western Biomedicine. Villagersregularly caled her
anurse becausethey associated theroleof vaid, physician, and exorcist with men.

All village exorcistswere men. Although one chuhra (sweeper) and one chamar (leather worker) were
bhagats, most exorcistswere Brahmins. (Mullahs, Muslimsfrom Delhi, alsowerecalled to thevillage as
exorcists). The Brahmins’ ascribed caste status as priests, which involves connections with supernatural’s and
the power toinfluencethem through the knowledge of mantras, givesvillage Brahminsahereditary clamto
theroleof exorcist. TheAtharvaVedaservesasthe ancient authority for thisaspect of the Brahminical role.
The Brahmin exorcists of thevillagedid not appear to be particularly favoured by thevillagerswho wereas
likely to summon the sweeper or |eather worker mentioned aboveasaBrahmin. Among the Brahminexorcists
wasamanwho not only drove out ghostsafflicting humansbut a so exorcised cattle diseaseinavillage-wide
ceremony called Akhta (Freed and Freed, 1966). Another traditional Brahmin curer treated snake-bites. He
used adecoction made from plantsrather than supernatural methods.

Concerning the connection of caste and medical study, therewereno great restrictionsin the classica
texts. Kutumbiah (1969: xliv) remarks, “The science of life was to be studied by Brahmins, Kshatriyas and
Vaisyas. Brahminswereto learnit for doing good to al creatures, K shatriyasfor self-preservation, and
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Vaisyasfor gain. Susrutaassertsthat some say aSudraof good family and character may be admitted asa
pupil. Ingeneral, all may study this science for the acquisition of religious merit, wealth, and pleasure.” Although
Na Barbersand barber- surgeonshad much in common, particularly aprotected craft and endogamy, significant
differencesbetweentheir circumstancesin Indiaand Europe have had an effect concerning individua socid
mobility. Barber-surgeons werereckoned among the craftsmen. They did not form part of the emerging
bourgeoisie, certainly not of the nobles. But when surgery wasjoined to medicine, theindividua barber-
surgeon who opted for surgery entered the emerging middle class. Moreover, atraditional barber-surgeon
who became wealthy achieved an enhanced status. Although he himself might feel social uncertainty, his
grandchildren “would not experience any uncertainty of status This point is usually put in the form of an
admission that familiescan and do sometimesascend in thetraditiona societies, but that it took ageneration
and more” (Laslett, 1971). We do not know how much social mobility took place in traditional European
society beforethe Industria Revolution, but socia originswereinal probability lessrestrictivetherethanin
traditiond Indian society.

Themagjor barriersto mobility in Indiaare poverty and the caste system, thel atter morefrom the point
of view of intra-caste customs and thescarcity of castefelowsininfluential positionsrather thanfromtherank
of aparticular castein thehierarchy, although al such mattersareinter-connected.

Becausesurgery inIndiadevel oped asapart of medicinewhose practitionersunderwent specid traning
and generally were membersof high caste families, the Nais could not ascend the social hierarchy from
craftsman to educated professional by riding arapidly devel oping specialty, surgery, as had some of the
European barber-surgeons. If Naiswanted to pursuemedicine, their traditiond craft background would be of
no help. They would haveto devel op atradition of higher education. However, their caste per sewould be of
no particular hindrance, especiadly inmodern India. Although several Naishad attended or were attending
higher secondary school, none had yet goneto college, which would be anecessary step for entry into the
professions. Ingenerd, theNaispractisetheir traditional caste specidties, protected asthey areby the caste
system. They seemto be at | east one generation away from the professions, with little economic pressureto
push them in that direction and without atradition of education which would easetheir way.

CONCLUSION

The connection of barbery and elementary surgery appearsboth in Europe and India. In ageneral
sense, both areaspectsof socia grooming behaviour, apan-human activity so theassociationisnot surprising
onceitisnoted. Ontheother hand, thetwo civilizationsaresufficiently different sothat thepardldismisessly
overlooked, the more so as other aspects of the roles of medieval barber-surgeon and Nai Barber are
different. In Europe, the separation of medicine and surgery and therelative lack of pure surgeonsgave
barber surgeonsamajor medicd role. Inmedieva Europe, they werethedoctorsof thecommon people. The
craft eventudly disappeared as surgery was combined with medicine after aseparation of centuries. However,
those barber- surgeonswho practised surgery to the exclusion of barbery were ableto enter themiddleclass
asmembersof aprofession.

InIndia, surgery sinceancient timeshasgenerdly devel oped in conjunctionwith medicine, leaving the
Naisaminor medica rolewhichwasadead end. It could not lead into aprofession becausethe professional
medical-surgical rolewasalready filled. Training for therole required much more education than could be
provided inafamilia context, the settingin which Naislearned their craft.

Maorly, theroleof Nai Barber hasbeenrdatively stable, retaining barbery, ceremonid activity, and the
occasiona treatment of minor dermal eruptions. Individual Nai Barbers of Shanti Nagar haveraised their
status becauisetheir economic situation hasimproved owing to some sal aried empl oyment and theownership
of barber-shopsin Delhi. Moreover, their employment in modern hospitals, the ability to giveinjections, and
accessto and distribution of modern medicinesall confer prestige. Tojudgefrom thefew cases presented by
thesma | Nai community of Shanti Nagar, the barbers seem disoroportionately dravn to careersasparamedics.
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The apparent connection could be simply amatter of chanceor it could reflect their old tradition of minor
medical practitioner. But the Naishave not entered modern medicine except as paramedics; they seemto be
ageneration away from acquiring the university qualifications necessary to become doctors. Barbery remains
relatively lucrative, and entry into the craft islargely governed by the caste system. Thereislittleeconomic
pressureto push Naisin thedirection of the professionswith their long and difficult years of study.

AlthoughinIndiaasin Europe, the connection of barbery and surgery hasa most entirely disgppeared,
that it once existed at atime of limited knowledge and simpletechnology before the modern eraof rapid
communi cation strongly indicates an independent devel opment in thetwo widely separated aress. It isnot the
simple question of a child’s learning the trade of a parent. Rather it isa link between activities that in modern
times seemworldsapart. Such alinkage could befortuitous, but in all likelihood, it reflects both the use of
knivesagainst theflesh and aninevitable e aboration of socid grooming to encompassthetreatment of illness.

REFERENCES

1. Ackerknecht, Erwin H. “From barber-surgeon to modern doctor.” Bulletin of the History of
Medicine 58, no. 4 (1984): 545-553.
2. Ackerknecht, Erwin H., and Esther Fischer-Homberger. “Five made it-One not The Rise of Medical
Craftsmen to Academic Status during the 19th Century.” In Clio Medica. Acta
Academiae Inter nationalisHistoriae Medicinae. Vol. 12, pp. 255-267. Brill, 1977.
Anand, Mulk Raj. “The barber’s trade union and other stories.” (1944).
4. Baines, Athelstane. Ethnography (Castesand Tribes): With a List of the More Important Works
on Indian Ethnography by W. Segling. Vol. 2. Walter de Gruyter GmbH & Co
KG 2021.
5.  Bhattacharya, JogendraNath. Hindu Castesand Sects. An Exposition of the Origin of the Hindu
Caste System and the Bearing of the Sects towards each other and towards
other Religious Systems. Thacker, Spink, 1896.
6. Bishop, Morris. Themiddle ages. Houghton Mifflin Harcourt, 2001. Blunt, E. (1931). The caste
system of northern India, reprint. ed.
7. Cabalion, J., & Thivet, D. (2019). Who Speaksfor the Village? Representing and practicing the
“Rural” in India from the Colonial to the Post-Colonial. South Asa Multidisciplinary
Academic Journal, (21).
8. Channa, V. C. (1979). Caste: identity and continuity. Delhi: BR Publishing Corporation; New
Delhi: DK Publishers’ Distributors.
9. Cohn,B.S, & Guha, R.(1987). An anthropol ogist among the historiansand other essays.
10.  Crooke, William. Thetribesand castes of the North-Western Provincesand Oudh. Vol. 3. Office
of the superintendent of Government printing, 1896.
11. Dirks, N. B. (2011). Castes of mind. In Castes of Mind. Princeton University Press. Dobson,
Jessie, and Robert MilnesWalker. Barbersand Barber-surgeonsof London: A
History of the Barbers’ and Barber-surgeons Companies. Blackwell Scientific
Publicationsfor the Worshipful Company of Barbers, 1979.
12. Dobson, Jessie. “Barber into surgeon.” Annals of the Royal College of Surgeons of England 54,
no. 2 (1974): 84.
13.  Freed, Ruth S.,and Stanley A. Freed. “Unity in Diversity in the Celebration of Cattle Curing Rites in
a North Indian Village: A Study in the Resolution of Conflict 1.” American
Anthropologist 68, no. 3 (1966): 673-692.
14. Freed, R.S. and S.A. Freed 1980 Rites of passage in Shanti Nagar. Anthrop. Papers, Am. Mus.
Nat. Hist. 56: 323-554.

w

April to June 2023  www.shodhsamagam.com
ADouble-blind, Peer-reviewed and Referred, Quarterly, Multidiciplinary and
Multilingual Research Journal

Impact Factor 882

SIIF (2023): 7.906



ISSN : 2581-6918 (E), 2582-1792 (P) PriyankaKaushik

Year-06, Volume-06, |ssue-02

SHODH SAMAGAM Page No. 874 - 883

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31

32.

33.

35.

36.

Freed, S.A. (1963). Fictivekinship inanorth Indian village. Ethnology, 2(1), 86-103.

Freed, Ruth S. “Nai Barbers as Paramedics.” New Per spectivesin Anthropol ogy (1993): 237.

Jeffery, Roger. Thepoliticsof healthinIndia. University of CaliforniaPress, 1988. Kincaid, Dennis.
British social lifein India 1608-1937. Routledge, 2018.

Konner, Melvin. “AMuster of Veterans: Man and Beast Revisited. Michael H. Robinson and Lionel
Tiger, Eds. Smithsonian Ingtitution Press, Washington, DC, 1991. xxiv, 386 pp., illus.
Paper, $16.95. From a symposium.” Science 253, no. 5027 (1991): 1564-1565.

Kutumbiah, Pandipeddi. Ancient Indian Medicine. Orient Blackswan, 1999.

Libby, Walter. The history of medicineinitssalient features. Houghton Mifflin Company, 1922.

Marriott, McKim. “WESTERN MEDICINE IN A VILLAGE OF.” Health, culture, and
community (1955): 239. (edited by B. D.Paul withthecollaboration of W. B. Miller).
New York: Russeall Sage Foundation. pp 239-268.

McDonald, Donald. Surgeons Twoe and a Bar ber: Being Some Account of the Lifeand Work of
the Indian Medical Service (1600-1947). W. Heinemann, 1950.

McNee, John. “Barber-Surgeons in Great Britain and Ireland: Thomas Vicary Lecture delivered at
the Royal College of Surgeons of England on 30th October 1958.” Annals of the
Royal College of Surgeons of England 24, no. 1 (1959): 1.

Nesfield, J. C. (1885). Brief View of the Caste System of the North-V\estern Provinces and
Oudh: Together with an Examination of the Names and Figures Shown in the
Census Report, 1882, Being an Attempt to Classify on a Functional Basis All
the Main Castes of the United Provinces, and to Explain Their Gradations of
Rank and the Process of Their Formation. 28th February, 1885. North-Western
Provinces and Oudh Government Press.

Parker, George. The Early History of Surgery in Great Britain: Its Organization and
Development. Black, 1920.

Porkert, Manfred. “The Intellectual and Social Impulses.” Asian medical systems. A compar ative
study (1977): 63.

Reis, Pamela Tamarkin. “The bridegroom of blood: Anew reading.” Judaism40, no. 3(1991): 324.

Risley, H., & Crooke, W. (1999). The peopleof India. AsiaEducational Services.

Samarendra, P. (2011). Censusin colonia Indiaand the birth of caste. Economic and political
weekly, 51-58.

Rose, H. A. “Glossary of the Tribes and Castes of the Punjab and NWF Province.” The Aryan
Printing, Publishing and General Trading Co., Limited, Lahore (1911)

Russdl, R. V. (1916). Thetribesand castes of the Central Provincesof India (Vol. 4). Macmillan
and Company, limited.

Samarendra, P. (2003). Classifying caste: Census surveysin Indiain thelate nineteenth and early
twentieth centuries. South Asia: Journal of South Asian Sudies, 26(2), 141-164.

Sharma, K. N. (1961). Occupational mobility of castesin anorth Indian village. Southwestern
Journal of Anthropology, 17(2), 146-164.

Srivastava, Vinay Kumar, and Sukant K. Chaudhury. “Anthropological studies of Indian tribes.”
Sociology and social anthropology in India (2009): 50-119.

Taylor, Carl E. “The Place of Indigenous Medical Practitioners in.” Asian medical systems: A
comparative study (1976): 285.

Young, Sidney. The Annals of the Bar ber-surgeons of London. Blades, East & Blades, 1890.

*kkkkkk*k

April to June 2023  www.shodhsamagam.com | roact Factor
ADouble-blind, Peer-reviewed and Referred, Quarterly, Multidiciplinary and Sl F[22023): 7906 883
Multilingual Research Journal



