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Preface

A Biocultural Approach to Medical Anthropology

The field of medical anthropology embraces a wide range of perspectives as it seeks
to understand human health and illness as fully biccultural phenomena. Medical
anthropalogy emerged as a distinct topic of interest in anthropology in the 19705
and has grown tremendously since then. The Society for Medical Anthropelogy, a
unit of the American Anthropological Association with more than 1,400 members,
is one of the largest sections of the association. Anthropologists from across the
four subdisciplines (archacological, biological, cultural, and Hnguistic anthropol-
ogy) have contributed to making medical anthropology a vital and essential partof
anthropology.

Our interest in writing this text grew out of our dissatisfaction with the exist-
ing texs on the market. Having taught medical anthropology over the past 25 years,
we have struggled to find a text that matches our pedagogical approaches and our
students’ backgrounds and interests. We each patched together appropriate read-
ings, but felt the need for a book that could be the core of the course, one that pro-
vided both an overview of the field and a clear orienting focus. This is a tall order,
but the range and diversity of medical anthropology makes the task of textbook
writing an exciting challenge.

To present the field’s wide range of content and perspectives in one texibook, it
is necessary to develop a cohesive approach; ours is explicitly biocultural, Health
and diseasc have both biological and cultural causes and consequences. An ailment
is likely to have a physiological foundation, but its meaning is subject to cultural
interpretation and its causes more often than not stem from sociocaliural condi-
tions. A biocultural perspective draws on the breadth of anthropological research
on health and attempts to articulate and syathesize the ways in which biological
and cultural factors interact and affect health.

Our approach is to first present basic biological information on a particular
health condition and elaborate from there. We then expand our analysis to include
evolutionary, historical, and cross-cultural perspectives that enrich our understand-
ing of particular health conditions. Our emphasis is on understanding biological and
sociocultural sources of variation in health both within and between populations
and through time; as such, this book makes use of the holistic perspective of four-
field anthropology. In our approach, we do not mean to “privilege” physiological
explanations of disease, but when teaching our own classes, we have fovad that ex-
panding from a bislogical foundation to the social and cultural aspects of health and
disease is a pedagogical strategy that works well for our students, Many students
come to medical anthropology from the health and biologica! sciences, and students
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in the social sciences, such as anthropology and humanities, also find that their per-
spectives mesh well with Lhe biocultural approach we present. i

We attempt Lo present a holistic view of the mnﬁ.omann.rnw_ msz:om,o om,w_ﬁ u M_m
recognize that we cannot present the "whole” of the :.m_&. D.:.mz that E.‘w_owm? of medi-
cal anthropology come from diverse perspectives, a:m text is vm.,ﬁ used in noEE.aMEm
with additional resources. After each chapter we list some options ,man m:g:omnw@ 1ies
or other related texts that would be complementary to w_rm material mosm_.mn_ :.M the
chapter. Furthermore, we feature the work of applied En%nm.; E&ﬁcwo_omagﬂ L wnwmm
who are making use of anthropological perspectives to design, implement, or evalu-
ate bealth interventions or policies.

What Is Distinctive about This Text

Fach of the chapters of this book is organized around a topic central to En%n#uw
anthropology. The basic biology will be presented and then ncsm.cz.zi_ﬂma byt e
relevant evolationary, historical, and sociocultural factors that shape it. [n ua.&.?
tion, the intersections between the biocultural _uﬁ.,_w_umn:{n‘maa other %_u_dmnrﬁ in
medical anthropology, especially the political economy of health and applied med-
ical anthropology, will be highlighted.

- An explicit biocultural focus to each chapter. Each .nr,m@_ﬁa starts @:W mwm
basic bivlegy of an ailment and expands the Eﬁ,qma from there to E.LE @
histarical, sociocuttural, and political-economic factors that somehow influ-
ence it ] , .

« Holistic anthropological analysis. The strength of anthropology in mmzc.:t
and medical anthropology in particular derives from a “u_.on,& .ms.a inclusive
perspective. We include relevant work from all of the subdisciplines of an-
thropology, but most especially biological and n:EﬁL mﬂ::owo_om.# .

» Examples of “anthropologists in action.” We highlight mnnﬁcuo_o.mmmﬁu E_on
make use of thefr skills to create, evaluate, or implement hiealth policies, hoth
within their home country and across the globe. o

» Accessibility and relevance to students in the biological sciences and social sei-
ences. Students from both areas learn how biology and culture are essential
to understanding health. . 4

» Up-to-date data. Research in the health mnmnzwnm changes Em_&% ,Ewm we
have made every effort to ensure that the biological understanding ol ahwn,mmm
is current. Similar efforts were made to make certain that anthrepological
analyses likewise reflect contemporary understandings. , .

« Use of both contemporary and historical examples. m:ﬂm,ﬂm will see wavs _,:.
which current health problems are either unique or similar to patterns that
have existed in the past. , ,

« Use of both local and global examples. The scope of this textis m_ocm_“ m:@.EE_W
of our examples are drawn from anthropological _.mmnE.nv. in non-Western cul-

tures. We also draw extensively on work done in the United States {as s.m_.“ as
Canada and Eurepe), which demonstrates to students that the anthropological
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perspective is as useful in industrizlized and Western societies as it is in nogn-
Western or developing countries.

» Has a strong evohutionary component, based on new and exciting work in
Darwinian or evolutionary medicine.

« The links wﬁ_:ﬁx the biocultural approach and interventions to improve
frealth are considered throughout the text.

What Is New in This Edition

T 1 ¥
mu,mm_n_ o_: reviewers’ and users’ comments, we have revised this text for the third
edition in the following ways:

» All research bas been updated to include the latest findings and new
approaches

+ More discussion of the importance of causation in healing, training in alter-
native medicine, and decision making in transplant patients

« A new box on food insecurity and hunger

. ﬂm@o_.m?.m discussion of infertility, sexually transmitted infections, and as-
sisted reproductive technologies

. m_m&oa.unna discussion of bed-sharing and room sharing and their relation-
ship with sudden infant death syndrome

+ New materfal on telomercs, stress, poverty, aging, male hormone replace-
ment therapy, cross-cultural attitudes toward erectile dysfunction treat-
ments, and the effects of economic insecurity on mortality

» New material on the Ebola virus disease epidemic of 2014-2015 has been
added to Chapter 9

» Updates on _,nc:E‘n. mental illness, and the Diagnostic and Statistical Manual
of Mental Disorders, 5th edition, and the conceptualization of culture-bound
syndromes

= New section on sleep, including the medicalization of sleep disorders and

an.% wm_.m_w.ma. sudden unexplained nocturnal death syndrome, and Hmong
migration to the United States

Outline of the Book

Chapter 1 provides a brief introduction to the field of medical anthropology. Chap-
ter 2 discusses the concept of health as the key issue for medical muﬁgcwc.ﬂo Nf
biocultural perspective on health will be explicated, and other more nz:mﬂ.m% ﬂo
cused approaches to medical anthropology will be introduced. w

Chapter 3 provides a discussion of healing systems across cultures, includin
those of small-scale societies and textual traditions of complex societies, It nonmm%
ers the role of traditional healers and heath care within these monmmaaw and how
they attempt to provide a system of explanation and therapeutic methods for local
health problems.

Health at difterent times in the life cycie is the focus of Chapters 4 through 7.
The life cycle includes gestation, birth, growth and development, H.mﬁaa:a:n.:“
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aging, and death. Chapter 4 outlines the refationships between nutrition and
health. Nutrition is fundamental to health throughout life, but each life stage has
particular needs and is aflected by nutritional deficiencies or excesses in different
ways. Across diverse populations, nutritional problems underlic many common
diseases, from outright protein-energy undernutrition to coronary heart disease
deriving it part from chronic overconsamption.

Chapter 5 focuses on child growth. Since children’s bodies are literally being
constricted from the earliest stages of embryological development through adoles-
cence, the dietary and environmental conditions to which they are exposed (in-
cluding chronic over- and undernutrition) will shape their growth trajectory and
altimately atfect adult body shape, size, function, and, of course, health.

In Chapter 6, we explore reproductive health with a focus on how conception,
pregnancy, and “mothering” are jmportant biological phenomena with clear Jinks
1o health and how they are heavily influenced by cultural context. Men's reproduc-
tive health has been relatively understudied, and here we discuss two pertinent
issues facing contemporary men: declining sperm counts and erectile dysfunction.

In Chapter 7 we present an overview of the aging process and its relationship
16 heaith and diseasc. Aging is a biological phenomenon that is strongly influenced
by cultural patterns, such as diet, smoking, stress, and social status of the aged, and
variation i1t these factors contributes to substantial population variation in the ex-
perience of the aging process.

In Chapters 8 and 9 we explore the range of infectious diseases and their
impact on human heakh cross-culturally, Chapter 8 provides basic relevant infor-
mation on the taxonomy of pathogens that infect humans and how they cause dis-
ease in the body. An overview of the human immune system is also necessary
because it will influence the symptomatology of the disease. There is also consider-
ation of how evolutionary factors have influenced the spread, virulence, and human
responses to infection.

In Chapter § we discuss specific examples of the ways in which human behavier—
environment interactions have caused infectious diseases to “emerge” as importait
diseases in human populations both in the past and in the present. Malaria, chol-
cra, schistosomiasis, human immunodeficiency virus, and tuberculosis are de-
scribed in detail.

Chapters 10 and 11 consider styess, stress-refated disease, and mental health.
Chapter 10 focuses on the biology of the stress response, the conditions that activate
this response; and the health consequences of chronic stress. This chapter will also
consicler the relationships among “race,” “racism,” and disease risk, with a focus on
the United States and how these relationships may work through stress-mediated
pathways.

Chapter 11 explores mental illness from a cross-cultural and evolutionary per-
spective. It asks whether mental health problems are similar or significantly differ-
ent across cultures in their symptomatology and epidemiology and what role
predispositions to mental illness might have had in human evolution.

The baok concludes with a short epilogue that provides resources far students
who want to continue to explore some of the themes and topics raised in this book.
Each chapter contains a number of case studies or examples that demaonstrate how
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a medical anthropological perspective sheds new light on a particular health con-
dition. In many instances this perspective provides opportunities for a fuller un-
derstanding of the factors that contribute to the disease and, as a consequence, new
approaches to more effective prevention and/or treatment. We hope that this text

q&: iNustrate the ways in which medical anthropology has the potential to help
improve the health of populations throughout the warld.
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Chapter ?

Introduction

A Biocultura! Approach to Medical
Anthropology

CHAPTER GOALS

« To gain an initial understanding of medicat anthrapolagy 25 8 field

+ To become famifiar with the history of anthropology and its four subdisciplines and how
medical anthropoiogy s cannected to these subdisciptines

« Ta gain an understanding of a bisculturat approach to health and how it differs fram
biomiedical approaches

» Ta gain an understanding of how health is refated to culture, the enviraamest, history, and
prehistory

ou wake up one morning with a headache and the sniffles and msa:cé a pill
.%85.583 of an anti-inflammatory, antihistamine, and decongestant. You feel
better and are ready to go about your day. Somewhere else, a young girl wakes up
behaving oddly; ber parents take her to a Jocal diviner, who ascertains that she is
possessed by one of the local temperamental goddesses, who is offended by the Enw
of recent offerings. A {riend’s grandmother is diagnosed with breast cancer, which
is treated by specialized physicians called oncologists who cut o:m the tumor and
subject the remaining tissue to strong radiation while the woman's ﬁ&m:.qﬁw pray
for her. Yet someone else dies hemorrhaging from their orifices, a victim of
the lethal Ebola virus, while 2 middle-age and otherwise healthy man sceks out a
shaman—a practitioner with powers 1o harness forces of the supernatural—for the
loss of his soul. A toddler dies quietly on her sleeping mat while her mother is at
work, done in by the combined effects of not enough food and dehydration caused
by a bacterial diarrheal disease resalting from her family's lack of access to clean
water and food.

How can these diverse experiences be understood? Do they have anything in
common? Althoush the details of each example vary markedly, the experience ﬂwm
suffering is shared by all individuals, and all human cultures have methods to di-
agnose and treat il health. Indeed, collecting and transmitting knowledge about

1
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2 Medical Anthropology

health and illness has probably characterized human cultures over our cntire his-
fory as a species.

For better or worsc, disease is a human universal. Everyone gels sick, not once
but many times during their lives. Yet some people get sick more often or die pre-
maturely, whereas others remain relatively healthy and have fong lives. Diseases
cornmen in one population may be rare or nonexistent in another. Similatly, at-
tempts to prevent, cure, or lessen the effects of discase also exist in every culture,
although these medical traditions exhibit much diversity. Medical anthropalopists
work to understand the diverse factors influencing variability and universality in
health and disease experiences across human populations and across time,

What Is Anthropology?

Anthropology is a discipline that investigates the nature and causes of human
variation and those aspects of life that are common to afl of humanity. Anthropolo-
gists seek to understand similarities and differences in behavior and biclogy across
cultures and populations and how these dimensions change over time {both his-
toric and prehistoric time scales). Hence, all aspects of human behavior, such as
language, kinship, economic and political systems, subsistence, religious belicfs,
and healing practices, among others, are the focus of anthropelogical research.

As an academnic field anthropology has its roots in the carly twenticth cenfury,
amid colonialism and widespread migration to areas sach as North America. These
Pprocesses put cxposure to non-Western cultures front and center and raised ques-
tions about the spectrum, source, and meaning of cultural diversity. Anthropolo-
gists took these on as their central questions, and the foundations were laid for
contemporary cultural anthropology. Simultaneously, this cultural variability co-
existed with linguistic and biological diversity, leading to similar types of questions
about kanguage and biological variation, Franz Boas, a German-born physicist and
geographer who immigrated to the United States, became a pivotal figure in the
history of anthropology and its development in the U.S. context, DPuring his geo-
graphic work in the Arctic, he became intrigued by the lifeways of local peoples and
began to advocate systematic and long-term fieldwork as a way of understanding
peoples from different cultures. He did not restrict his observations to behavior, bat
included language, biology, and cultural histories, accessible through archaeologi-
cal excavation, thus setting the stage for an integrated, holistic anthropology that
sought to understand the human condition in jts entircty, Moreover, he brought to
this enterprise an insistence on rigerous methodology and data coliection, which
could inform theoretical insights that then could be tested by further data collec-
tion. This set the standard for conterporary ethnegraphic fieldwork, during which
anthropologists would collect data on mythology and tribal lore, religion, social
taboos, marriage customs, physical appearance, diet, handicrafts, means of obtain-
ing food, ete,

One of Boas’s great contributions was the concept of cultural relativism, which
means that cultures must not be evaluated in relation to another that is judged su-
perior (which had often been “Western™ civilization), but rather understood or
“made sense of” on their own terms. In other words, he did not view cultural change

introdustion 3

as a progression fromt “primitive” to “civilized” or mmnmmmm whose u.oﬁ.mﬁwr&m.mm«nm
from Europeans as inferior. Raiher, he saw them as :_Emc.n? adapted to thelr A_Eﬁ
particular civcumstances, a concept that applied to gowom.ﬁ mi,.::‘a. and language.
“This was a critical point, and anthropology has vmnoim a discipline known for over-
turting views of racial and culiural m:ﬂﬁ...ﬂoiﬁi Fmﬁ,_c::_. , _
The burden of collecting multiple kinds of data {and hence being trained in
numerous methodologies and analytic techniques) ultimately led to %nn_mrmmamsm
within the field of anthropology, and four distinct subfields emerged: cultural, lin-
e uistic, biological, and archaealogical anthropology. These subfields can be m,.,,:m_a
mg most ngsmo_ﬂ_uoan American four-field anthropelogy amwmiﬁmma” m:m ¥
cultural anthropologists study human behavior in the context of societies, their
traditions, and their institutions, whereas linguistic anthropologists focus on

Figure 1.1 ) ) ) )
wamnaa Brewdisis a hiocullural anthropologist who investigates how stigma undermines glohal

health afforts (Figure 1.1 Much of her recent research _._,mm focused on the challenge o% mLWE_”m
antifat [deas around the globe and how increasing sheming and H_._ms.::m ﬁ.m_mwma.ﬁmu éam_Mwn_MM i
tentionally reinforces weight gain. Sha has condueted long-term :maé,o} :._.ﬂ eis N;_._ o _m.a
Mexico, and across the United States, Most recently she has been working with Em. ayo u_: ‘o
understand how stigma Interventions might improve _m:m.ﬂmﬁa ocao._.:mm .*9 ummmma cﬁ: Mﬂmsm
ing weight-loss surgery and doing applied work at Arizona State University to un m_anwuéma
cultural bases of college weight gain. Hare she stands between autemated campus statio

students can pravide data for campus studies.

Photo courtesy of Alex Brawis.
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language. Archaeologists study the behavior of past populations—either histovic or
prehistoric—based on material remains. Biological anthropologists are concerned
with human biology and ask how and why humans are binfogically similar or dif-
ferent across groups and in relation to other species (especially those most closely
related to humans, the primates) and how humans Lave changed biologically over
the past hundreds, thousands, or millions of years.

Regardless of their avea of specialization, anthropologists are united by a com-
parative perspective—whether it be cross-cultural comparisons or comparisons
across historical and prehistorical time frames. This comparative approach allows
anthropologists to understand and appreciate the many ways in which humans
vary and at the same time ascertain the characteristics that humans share. Further-
more, anthropology as a field is committed to understanding the “whole” of the
human experience, or “humankind in ali of its aspects.” Although not all anthro-
pologists see their work as explicitly holistic, many work collaborat ively across the
subdisciplinary spectrum and adopt theories and methods from other subdisci-
plines in their research. A focus on a particular topic is one of the most useful ways
to employ this holistic approach, which may also include collaboration with re-
searchers in other disciplines. Human health is one such topic.

The Development of Medical Anthropology

Among the data that would be collected by anthropologists, regardless of subfield,
were those related to health. Healing traditions and concepts of disease causation
and their relationship to religious cosmologies and ethnomedical systems, includ-
ing knowledge of the medicinal properties of plants or animals, were often de-
scribed. Furthermore, many early anthropological investigations in non-Western
or tribal socicties were conducted by physicians involved in colonial health care (sce
Chapter 9 for further discussion), and they gravitated to the study of these health-
related aspects of culture. By the mid-twentieth century, especially during World
War If and its aftermath, there was growing employment of anthropologists to
gather data related to the health and nutrition of populations in the United States
and abroad, not only to ascertain the “fitness” of Americans for war but also o
confront the wretched health conditions and fack of public health infrastructure
faced by countries newly independent from their colonial rulers. With the creation
of the Warld Health Organization in 1948, anthropologists were hired to help un-
derstand (and break down) “cultural barriers” to health promotion campaigns and
craft ones that were more “culturally appropriate” (Castro and Farmer 2007). An-
thropologists thus served an important role in countering the prevailing public
health views that resistance to biomedical interventions was the result of ignorance,
superstition, or stubbornness that needed to be overcome among non-Western pop-
ulations. George Foster, ane of the major figures in the founding of medical anthro-
pology, worked with international public health organizations to demonstrate the
utility of anthropological knowledge to enhance the efficacy of any health interven-
tion, be it admonitions to “boil water” or accept vaccinations.
Foster’s colleague, Benjamin Paul, argued in his 1955 book of anthropalogical
analyses of successful and failed health interventions, “If you wish to help a
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comniunity improve its health, you must learn to think like nmowwn c_‘ #_.:uﬂ._noﬁ-
munity. Before asking that community to assume new health habits it ww W Hmmm ﬁ,o
ascertain the existing babits, how these habits are linked to one _p:omvnh what E,.H.-
tions they perform, and what they mean to those zro_vsnﬁnm them %ﬁ,; 1955, . w
For example, in Bdward Wellin's contribution to this ﬁ.ur:dﬁ_v he describes wmw:ﬂ
tance to using boiled water among residents of a Peruvian village. .‘a:rocmﬁ :ﬁ.«
seems like a refatively straightforward practice-to adopt, the health zo(__._aw 5 ,:
tempts to get villagers to boil water were often—but not &Eﬁa:,:%n A.;,_M:ﬂ h.mwn,
tance, despite public health lectures about the health benefits of doing so. fm, in
was able 10 ascertain the cultural logic of this resistance: water was :_omg& am::m
the heat of midday and needed to be cool by that time, yet the m:_w time available
for boiling it was after breakfast, when women did not _rm«é _:Em. w:ﬂ.rm::m,n.m_
access to fuels needed for boiling were scarce, and the village's y.m_wr,..m,:;&ﬁ:v_
often resulted in suspicion of outsiders and their ideas, p:ro.:m.: in this case the
health worker was generally well liked. Others M.Q.mnnwm the idea that ﬁrmqm. were
waterbarne germs that could cause disease. As some A.:umm_.m comimented, :%.u,m
ate enough real threats in the world—cold” and "airs’ and poverty and m:ﬂmr_:l._
without bothering oneself with animals that one cannot see, _J_nm:_..‘ Es.nr. or Emw )
{Wellin 1955, 92). In other words, what may have mt.ﬂmp_.ni tobe _:.m:.osa_ cnr,» wm
by villagers were made sense of by an anthropologist who had taken Ea ﬁ.._:,:.u n:ﬁ
cffort to ascertain how this new public health message related to other establishec
beliefs and behaviors. .
‘Thus, medical anthropology in the mid-twentieth century centered 8.9_::_
two different, although related topics: ethnomedicine (including formal medical
svstems with written Lreatises and training institutions m:ﬁ those A%_mEu:mn-,mnm_w
or tribal groups that were passed down through oral traditions) and Epﬁ.nu:onﬂ,
healil. In other words, from its inception, medical anthropology had an academic
mission as well as an applied one, with the latter focusing on m:mc_,ﬁm to mES:.‘na
irealth through more effective policies and interventions. Hz. 1970 the wanE._wn
Medical Anthropology was formed as a section of the >En:n.m: >z::.cﬁofm.ﬁi
Association and is now one of the largest of these sections, s‘:r. many m:_u,E&E_w_‘
interest groups. Medical anthropology is also well H.@ﬂ_mmnnﬂma in ﬁre_mcn_mﬁmﬁ.mcﬂ
Applied Antliropology, and many medical anthropologists noE.SEW the :d... i w,;
of working with national, international, and nopgovernmental organizations ju de-
signing, implementing, and evaluating health programs.

What Is Medical Anthropology?

So, what is this ficld and what are its objectives for the twenty-first nmEE.xw Medi-
cal anthropology is the study of health, illness, :.nm:: care, msa related topics from
a broad anthropological perspective. More specifically, the Society for Medical An-
thropology defines medical anthropology this way:

Medical anthropalegy 1s a subfield of anthropology that draws upon social,
cultural, biological, and linguistic anthropology to better understarnd
those factors which influence health and well being {broadly defined), the
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experience and distribution of illness, the prevention and treatment of sick-
ness, healing processes, the social relations of therapy management, amd
En .n_.__..ﬁE.& importance and utilization of pluralistic medical mﬁn.m_s.a_ The
discipline of medical anthropology draws Upon many different w_wmop,.ew:n&
_,%.Eonmvmm. It is as attentive to popular health culture as bioscientific
epidemiolfagy, and the social construction of koowledge and politics of sci-
ence as scientific discovery and hypothesis testing. Medical anthropulogists
examine how the health of individuals, larger social formations, and the hﬁg-
ron ment are affected by interrelationships between humans and other spe-
cies; cultural norms and social institutions; micro and macro politics; .ma
forces of globalization as each of these affects local worlds. (hit ‘:A_z,x:_:
,Enamm:ﬁc,umxmvcnr\mcoE-Bn&nmfmnﬁrnowo_omw& : .

me:nmw anthropologists investigate differences in health and disease experi-
ence using a cross-cultural approach, comparing and contrasting .wcaon&wm !
situations to illuminate the underlying causes of variation or mmﬁmm:,g What mﬂw
tors contribute to differences in disease patterns or to variation in HMm ob,mmmmmm
Emmmmmw. There are many possibilities: social arrangements, subsistence M_.mﬂ.mnam
¢cconomic resources, hygiene, gender roles, religions practices, access to Em&an

Figure 1.2
The anthrapoelogist Virginia Vitzthum studies reproductive health in the Bolivian Andes, She is the

director ow ?o__mnﬂ_mm_.u.p (Reproduction and Ecology in Provincia Arora), a
reproductive functioning and health in the rural Balivian highlands. The mﬂ.o_
”wowmﬂ “M.w%ﬂuﬂwmm qmmmam_._m the envirenmental, behavioral, and biclogital determinants of varis
ity ia.g., reproductive hormane levels, the probab i i :
ref 1 . y of coneeption, the probatyikity of

pregnancy joss). This is the first study in an i i eprod o

oregnar y population to have investigated ive {
tioning in women at the peak of their fecundi i i ] nciepiidoii
ty {their twenties and thirties) and again 14
v . e Gw—-m .
as they experience the perimenopausal transition. Here she is pictured with :mm_. _o:mﬁmﬂaqmﬂoﬂ

laborator, Esperanza Caceres, and
g 3 one of the women whe partici i
Photo ecourtesy of Yirginia J. Vitzthum. i peiedin et stud

longitudinal study of
ect’s main purpose iy
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institutions or healers; ecological conditions such as climate, altitude, aridity,
plants and animals in an environment; biclogical factors such as genes, nutritional
status, immunological competence; age, or sex; and myriad athers.

Which of these factors are most important? That depends on the specific health
condition and on the context because each community has a unique combination
of cultural, sconomie, ecological, and biological characteristics. Even within a
group whose members live in the same basjc natural environment and are biologi-
cally similar, both subtle and more obvious behavioral differences contribute to
health disparities, For example, there may be occupational variation that leads to
different risk of job-related accidents, exposure to toxic chemicals, or infectious
diseases. ‘These may correlate with economic status or ethnic differences. Or, it
might be that there are groups with similar cultural attributes who live at slightly
different altitudes or with access to different natural resources (water, marine re-
sources, woadlands, pasturage, etc.), which, in turn, contribute to vartation in dis-
case vulnerability. Finally, groups with evolutionary histories that have resulted in
genetic variations can have simitar behavioral patterns and live in the same place,
but face a different array of disorders that derive from these genetic variations.
Thus, it is important to consider the broadest range of possible factors to ascertain
which are the most significant determinants of health within groups or that con-
tribute to differences in health between groups. Compatative analysis highlights
the ways in which different combinations of factors affect healt h, whether they are
local social processes or configurations or a population’s evolutionary history, or
whether there are universalities that stem fron a commeon evolutionary history or
the current forces of globalization.

The Culture Concept

Patterns of behavior that are common te a group are referred to as culture, a key
concept in anthropology. Culture includes the beliefs, values, practices, and tradi-
tions of hehavior of a group. These traditions of behavior include subsistence and
economic practices, social organization, rituals, diets, and healing practices,
among many others. It is important to recognize that although many aspects of
culiural behavior persist over generations {and thus are referred to as “traditions”),
culture is not static. Tnstead, it is dynamic and creative, changing and reforming in
a historica! and geographic context, as its members simultaneously enact and
creale culture throagh their unique experiences and behaviors.

To adequately understand the complexities of culture, anthropologists often
engage in long-term fleldwork in a society. This is called ethnographic fieldwork
{ethnography relers to the systematic description of human cullure), Fleldivork
often requires residing in a community, speaking the local language, and partici-
pating in daily life as a mentber of that community, as Boas urged back in the early
twentieth century. Participant-observation—the active participation in soctaland
cultural life along with open-minded, detached observation ofa group’s behavior—
is a hallmark of this kind of research. Participant-observation provides both an
insider’s and an outsider’s perspective, The insider’s view is referred to as an emic
perspective, which is that of members of the society. An emic account is how a
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member of the group would describe or interpret the behavior of group menbers.
111 contrast, an etic viewpoint is that of an outsider, observing behavior as if from a
distance and with no prior knowledge about its ernic meaning.

One way in which medical anthropologists explore the “emic” and “etic” per-
spectives fs through definitions of health (discussed farther in Chapter 2). For ex-
ample, Naomi Adelson, a medical anthropologist who has worked extensively with
the Cree, an indigenous population of northern Canada, describes how the Cree
use the term “miyupimaatisiiun” to describe health, more accurately translated as
“being alive well” (Adclson 2000). Being alive well encempasses protection from
the cold, physical activity, and eating distinctively Gree bush foods, which come
from hunting and gathering. Thus, it more broadly references the quality of the
land that provides them with this food, their history, and the social relations that
suppoerted their livelihoods as hunters. In the context of political struggles over
land rights and incursions of “white man’s foods” in local stores, miyupimagtisiiun
is difficult to achieve. An etic description of health among the Cree might include
standard biomedical measures such as levels of cholesteral, body mass index, or
prevalence of hypertension, but an emic description in this context provides a
richer understanding of how the Cree view their health, or state of being alive well
There are many such examples within the field of medical anthropology.

Anthropologists thus have a unique dual perspective that allows them to de-
scribe and understand the emic worldview but alse makes possible cross-cultaral
analysis. In practice, separation of these two perspectives is not easily maintained,
nor is it necessarily desirable. Anthropologists are drawn into tntracultural dy-
namics and bring to the ethnographic encounter their own set of biases that pre-
clude a “truly” objective view; they also bring with them a status {e.g., forcign,
cconornic, ethnic, gender) that influences the way people interact with them. For
example, it is not unusual for anthropologists working in cultures witl limited
access to Western medical care to become a source of medicing to treat comman
ailments. Anthropologists can thus become part of a complex cultural dynamic
that is altered to some extent by their participation.

Careful observation of behavior within a community makes it possible to as-
certain local patterns of disease, their likely causes, and the ways in which people
respond to threats to their well-being. These are likely to depend heavily on interac-
tions that individuals have with their environment, All groups live in natural envi-
ronments that can be described in part by abiotic (physical, climatic) and biotic
(living forms) features, and these constitute part of the context for local disease
patterns. Aridity and humidity, presence of bodies of fresh water, seasonality in
temperature and light cycles, barometric pressure, and local flora and fauna, to
name a few, are important in determining what kinds of health problems are likely
to be faced by the population. However, as mentioned earlier, the extent to which
these factors actually impact health is closely related to how the population inter-

acts with the environment. Such interactions are strongly influenced by cultural
practices and traditions and occur within the confines of socioeconomic stric-
tures. Thus, although ecological conditions play an impartant role in disease, they
are never the sole determinant of disease in a population.
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Figure 1.3 o ) .
j_m medical anthropologist Bill Dresster with a family in Brazil. Dr. Dressler studies the cultural

i i Fin wide
dimensions of stress and stress-related diseases. He has am.q,mm_ovmaﬁ_. an “ﬂ_mo“ﬁMMM Hommﬂm puide
i i tural consonance, which predicts that str
use in medical anthrepoiogy calted cultura ; s results n e
i iti ftursl ideals or who cannot atiain cultura
viduals who do not conform to prevaiting cu : ¢ e e
i at He has also contributed in key ways to dis ) "
cause of econcmic of ather constrainis. ' e e 1
iti ici iabies in public health research and poticy g.
utility of ethnicity, race, or culture as varia : : o
o::.m.,_::,.. pverseeing a project in Brazil on the relationship amang cuftural consanance, dagp
sion, gnd genetic variation in serotonin receptors.
Photo courtesy of . C. Balisiro.

A Biocultural Perspective ‘ N
The preceding introduction has outlined a Ecnzz,ﬁi .@mamwnnn:& om_: %r.ﬂwa _w“ M
perspective considers the social, ecological, mma,go_om_,n& mmmmnﬁo, H ; a,o :
and how they interact within and across populations. .: isa Es,acr Y &m r_ Hw ,Hm -
cal and holistic view of health, incorporating these different aspects o t m.ﬁ ,E M "N '
experience, Ecotogical conditions include alf :mEEw‘uza social componen .m_ oc the
environments in whicli hurnans live, and those environments have, :w ,:“ E,m r”:._
shaped by historical processes. The body hasalso been shaped by a his o;,i,;oz-
evolutionary history—during which it has been molded by nr_m:m_nm M.:ff -
mental conditions. Thus, a full biocultural analysis must also mo:aﬁﬁ. ﬁ,:m _ wﬂo:p..nm-
pracesses--operating on both local and mEU.& scales~—that have Enr_m.nﬁ 3 ..o:M H.J
buted to current health problems. This is, of course, an enormous _unoﬁ.nw EHM _”,
reality, some topics are more amenable to this kind of uzm,.ﬁa ::_5 cﬁrﬂ?, E_u :w
more, a biocuitural approach is but one of several that Enmﬁm_ .»z.::,m_uc cm_ﬁw bri mm
to the study of health. Although it tries to be broadly holistic in its consideration o
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Figure 1.4

The applied medical anthropologist Crystal Patit with a group of ehildren in rural Tanzania. Dr. Patil
conducted foundational biocultural ethnography that allowed her to deeply understand house-
hold farnily health and whether and how families accass health systems. She learned a great deal
about pregnancy, women's work, childbirth, food, eating, and the feeding of babies and children,
as well as the joys and difficuities of women's lives. Building on this research, her research path
wentin two applied directions. First, she is currently the principal investigator on a study pitating
a group care model to improve the quality of antenatal care in Malawi and Tanzania, The second
direction seeks to identify pathways to improve child nutrition and health in Tanzania.

Photo courtesy of Crystal Patil.

both biology and culture as important to health, many medical anthropologists
focus their analysis on the sociccultural factors affecting health.

Human bodies, culture, and history have complex interactive relationships.
For example, not alt bodies are equally at risk of disease, despite location in a simi-
lar cultural context. Why is this? As noted earlier, it is partly the result of genetic
and behavioral characteristics that are unique to individuals and that derive from
individuals’ unique life histories and genealogies. Furthermore, to get beyond the
simple exercise of “cultural component X increases or decreases the risk of disease
¥ it is useful to ask these questions: Wity this particular discase? Why this par-
ticular cultural factor? These questions, like those pertaining to individual-level
variation, require a more historical view, Biocultural analysis is inherently histori-
cal, seeking the roots of cultural behavior. Furthermore, in the case of the physical
body, biocultural analysis employs a longer-term evolutionary perspective that
considers the forces that have shaped human biology and population biological
variation. Given the intrinsic biocultural nature of health and disease, cultural,
historical, and evolutionary factors must be taken into consideration.
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Figure 1.5 ) ) )
qrw anthropelogist Roger Sulfivan studies mental health in Palau, Micronesia. Here, he and &

social worker interview a patient. His work is discussed further in Chapter 11.
Photo courtesy of Roger Suilivar,

Biocultural analysis considers the individual body as a starting wogr In many
ways, human bodies are similax; there are also significant ways in which EQ m;.mmn
Some of this variation is patterned across populations, but there mﬂo exists a tre-
mendous amount of vartability among individuals within a population. Just as ?m
anatomy of individuals is visibly different, so is the anatomy of the organs, E_:_.n_r
are only visible through imaging techniques. As Roger <<:‘_ fams C,mm.mv s0 elegantly
demonstrated in his book Biockemical Individuality, E&a.ac.m_.m differ m:m,m% {and
perhaps unexpectedly} in their biochermical processes, :E_.E_uua requirements,
and internal anatomy. Although individual variation is interesting m‘mm itis E%,o._.-
tant Lo never lose sight of its significance to individual health and clinical practice,
it is not something that anthropelogical analyses D‘wazmm:w address. After all, m_ nw._
thropologists are interested more in group-level biological, cultural, and healt
plienomena. . _

One of the first tasks of medical anthropology is to define health in a way that
both acknowledges different cultural models of ,_wmnw,nnmm and allows for compara-
tive analysis. Disease processes alter biological function in more or me. vn.m%_ng_o_n
and measurable ways. Although populations differ in the types of mm:n,:oﬁm they
suffer from, the way these maladies unfold physiclogically is F_:,.J, consistent. Ina
biocultural analysis, it is possible to make use of these regularities, E?nw are well
described in the biomedical lilerature. Hence, there are moEe.wmﬁmHmmnﬂo.am _uns.%..n:
the biocultural approach and that taken by Western Ema_n_zm.. or biomedicine
(sometinies also referred to as cosmopolitan medicine because of its global spread).
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Biomedicine is the form of medicirte that developed out of the scientific tradition in
eighteenth-century Europe; as such, it is a medical system that arose out of a par-
ticular cultural context, It views disease as having a unique biclogical cause within
the body, whether it be a microorganism causing infection, the growth of malig-
nant cells, deficiency of a nutrient, or the failure of an organ because of repeated.
insults (such as alcohol consumption), It has a well-developed and widely applica-
ble set of diagnostic criteria used to describe a large number of disease states.
Biocultural analyses most often utilize biomedical categories of disease as a
standard that can be used for cross-population comparison of health and disease.
[t is extremely important to have some sort of common standard by which to do
comparative analysis because definitions of health and disease vary significantly
across cultures. Thus, although a syndrome that is well described by one culture
may have no apparent analogue in another, a biocultural approach to disease that
employs local cultural models and biomedical measures imay nonetheless be used
to frame a comparative analysis. That said, it is important to note that biocultural
approaches differ from those based in biomedicine. Clinical biomedical under-
standings of disease tend to privilege the body as the only relevant site for under-
standing disease causation, which gives rise to the view thal individuals are
uniquely responsible for their health {(McKeown 1979). As described previously, a

Figure 1.6

The medical anthropologist Andrea Wiley studies the impact of cow'’s milk consumption an differ-
ent aspects of child growth in the United States and India. She is interestad in how milk might
have some unusual effects on human biclogy, given that it is produced for calves, nol humans,
and given that milk is produced by mammals specifically to support the yrowth and develapment
of nursing infants of a given species, yet is often consumed by both children and adukis. Shais
also concerned with how milk drinking came to be a normative part of childhood dists in many
patts of the world and how ideas about milk’s teiationship ta child growth inform peoples’ deci-
sions to feed their ehildren cow’s milk. Furthermare, most people in the world stop ireing abie 1o
digest milk in adulthood, yet there is widespread promation of this food for individuals of all ages,
Her work is discussed further in Chapters 4 and 5.

Photo courtesy of Richard Lippke.
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biocultural approach looks beyond the body to its interactions with the social and
natural environment to ascertain the broader causes of disease.

Looking Ahead

The chapters of this book are organized around a series of topics o.m:z..m:.nc Emﬁnuw
anthropology. Each is presented from a biocultural .mmﬂmﬁmncéw :__mw:mr:qw
uniquely anthropological insights into these health 8?,8. The gﬂm gowcmv..oh a
given health topic will be presented and then noanmxﬁ_w:wmm by the H.Em‘é nt B&kz.-
tionary, historical, and socicculiural factors Emmmﬁ.m_ua it. Qur emphasis is oz E,#: J
standing sourees of variation in health, both within m.:a between ﬁo?:u:o:,v m:,gw,
through time. n addition, the intersections between biocuitural and other perspec-
{ives in medical anthropology, cspecially the political economy of :mp:r. are em-
phasized, and we discuss other approaches in medical anthropology in mote detail
in Chaprer 2, The practical implications of this approach to each topic .E,m _i.mo.
addressed-—that is, how can this perspective be used in the development of policies
to enhance health? Thus, the links between the biocultural approach and interven-
tions to improve health are specified, and starting with Q,EEQ, 3, chapters mnm:_,_,m
the work of an applied anthropologist. We hope that this text ilustrates the ways in
which medical anthropoelogy, whether practiced in universities, _.mmmm_.__.nr. centers,
public health institutions, or nongovernmental or global health organizations, has
the potential Lo help improve the health of populations throughout the wotld.

Study Questions

1. What is anthropology and how did it become established as a viable field of study?

2. What is medicai anthropology and what do medical antirepologisis study? How does the

histary of medical anthropology refate to the histery of anthropoiogy as field?

3. What are the advantages and disadvantages of ethnographic fieldwork as & method for
studying human hishavioe?

. What are the diverse kinds of information that the biocultural perspective takes into account
ta explain human health ang disease?

E -]

Critical Thinking and Discussion

. b what ways do you think your own health status is a product of your biolagy and in what
ways is tta product of your cufture? Is [t possible to make such a distinction?

=i
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Chapter 2

Anthropological Perspectives
on Health and Disease

CRAPTER GOALS

« To understand the concept of health and the challenge of defining it as a universal
foncept

* To be able to distinguish among disease, finess, and sickness and their relationship
to each gther

« To understand the concept of adaptation in relation to health and disease
« To become familiar with the major cultural appreaches to the study of health
» To become familiar with standard epideminiogicat concepts and terminology

he term “leper” refers to someone with leprosy (Hansen’s disease) or, more
_ geaerally, to someone who is an outcast, exchuded from participation mz, sacial
hfe mw_, fear of contamination. Romald Barrett, a medical anth ropologist ammnhmu”a
working with patients with leprosy in India: although their disease is nz.u.&u_m it is
mmcmma _”.% the bacterium Mycobacterium leprae) and not particularly contagious
. ﬁrw social stigma of leprosy furthers its physical stigma, which returns to ﬂmmnmonn.r“
individual and collective models of discrimination” (Rarrett 2005, 225}, In other
words, the social consequences of the disease far exceed its binlogical nm_umn: 1o
rmn,z, especially in the age of antibiotics. Barrett’s work with leprogy @m:mﬁw in
India reveals how health and disease have meanings that are cultural and biologi-
cal, and in this chapter we provide some conceptual anthro ;

L anc | clogical and epide-
miological tools for understanding health and disease. pove e

Definitions of Health

The first task in this survey of medical anthropology is to understand what the concepts
of health and disease refer to. Defining health is a tricky business because health %wm
many dimensions. In a famous pronouncement from the Alma Ata conference in 1978
the World Health Organization (WHQ), the international organization based :M
Geneva, Switzerland, that oversces health problems and interventions around the
world, defined health as a state of complete social, psychological, and physical
13
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well-being, Although this definition ts useful to the WHO, which has the laudable {and
lofty) goat of achieving health for all of the world's citizens, it begs the question of what
exactly ts this state, and is it something that would be universally recognized? That s,
what may constitute this sense of well-being in one society may differ significantly from
well-being in another. With respect to physical well-being, for example, having a sub-
stantial amaunt of body fat might be seen as a sign of excelient health in one population
but interpreted as “overweight” and requiring medical intervention in another, De-
pressed behavior may be seen s a cause of hospitalization in one culture but evidence
of the power of witcheraft in another. Or, a hemoglobin reading of 17 mg/fdl might be
seen at sea level as evidence of polycythemia, a condition in which an individuai has too
many blood cells, resulting in thick blood, whereas at 15,000 feet above sea level the
sarne reading would be evidence of a beneficial adaptation o hypoxia, the relatively low
oxygen pressure that characterizes high-altitude environments. There is also variation
in what constitutes “healthiness” within populations. A body weight considered healthy
for 2 man may be considered overweight for a woman; pregnancy in a 25-year-old
woman niay be seen as entirely routine, whereas pregnancy i a 45-year-old woman
may be considered “risky.” Hence the concept and appropriate measure{s) of well-being
are specific to, and meaningful within, a set of local conditions.

Medical anthropologists find it useful to make a distinction among three
terims, which are often used interchangeably in popular language: disease, illness,
and sickness.

Disease

 Disease refers to a physiological alteration that impairs function in sonie way. De-

scriptions of disease processes largely derive from Western biomedical science. As
such, disease is a more or less “objective” measure of health that can be used cross-
calturaily. However, as the earlier hemoglobin example demonstrates, what consti-
tutes “disease” in one envirenment may in fact enhance function in another. These
catcgories are thus 4 useful starting point because they describe alterations iu biol-
agy and physiclogical function, but it is important to be careful about ascribing the
samg meaning to them across populations and environments.

Here we list some common disease states and their causes. Most of these are by
noneans unique to humans, and several may co-occur simultaneously or derive
from interactions among causes.

1. Injury. All organisms are vulnerable to injury or damage to some part of the
anatorry as a [unction of random accidents, living in a dangerous environment fon
a chiff, in & neighborhood where crime is common), behavior that increases the risk
(driving recidessly, competing with others for mates), or some combination thereof
{having a job in a factory working with heavy machinery).

2. Infection. Infectious disease derives from microorganisms that spread from
one individual to another and cause some sort of challenge to the body's function.
Infections diseases can be viruses, bacteria, protozea, or multiceilular (such as
worms) and vary from those that cause relatively little harm (such as rhinoviruses
that cause the common cold) to those that cause permanent disability (such as the
Zika virus) or that are potentially fatal (such as malaria or anthrax).


http://cbs.wondershare.com/go.php?pid=5239&m=db

16 Medical Anthropology

3. Mainutrition. These are physiological disorders that stem from Lhe lack or
surfeit of nutrients, including vitamins, minerals, carbohydrates, protein, and fat,
Alack of food in general contributes to protein-energy malnutrition, and micronu-
trient deficiencies can contribute to specific disorders {¢.g., scurvy from vitamin C
deficiency}. In contrast, long-term overconsimption can contribute to chronic dis-
eases such as diabetes, cardiovascular disease, and some forms of cancer,

4. Genetic. In the process of sexual reproduction, mutations may oceur in the
formation of egg or sperm. These mutations can ultimately create alterations in
fetal development or contribute to some form of compromised function after birth.
Any given genetic disorder occurs relatively rarely at the rate of mutation {often
estimated at about 1 in 10,000 genes), but may become more coramon when passed
down in reproductively isolated and inbred populations or when the disorder con-
fers some other biological benefil, as in the case of sickle-cell hemweglobin, which
seetmns to protect against deadly forms of malaria,

5. Chronic. Some forms of chronic disease stern from genetic factors, but most
resull from lifelong behaviors. Included in this ca tegory is cardiovascular disease,
which is related to long-term dietary and activity patterns, cancers such as those
related to smoking or exposure to toxic compounds, and type 1 diabetes, which is in
many cases related to long-term overconsumption, lack of activity, or both. Impor-
tantly, these forms of disease are by and large absent from wild-living organisms,
although they do manifest in domesticated pets or zoo animals as a function of diet
and activity modifications. They are also relatively absent from human populations
engaged in subsistence agriculture or hunting and gathering, Other disease states
can be chronic, such as allergies (immune responses to benign foreign substances)
or autoimmainie disorders (immuune responses to one’s own body tissues),

6. Psychological or behavioral. These forms of disease are also relatively absent
from wild organisms, but they have come to be common among humans in indus-
trialized societies. Depression, anxiety, and attention deficit disorder, among
others, are increasingly diagnosed in countries such as the United States, These
complex disorders are caused by many factors, both biological and social, that are
incompletely understood. They increasingly are treated with medications that alter
the balance of neurotransmitters such as serotonin in the brain.

As Is evident from this list, an individual’s behavior in relation to his or her
environment is critical to understanding variation in disease risk. Different sacial
environments, patterns of behaviars, and ecological conditions all give rise to vari-
ation in the risk of any of these disorders across human populations,

lliness

IlIness is used to describe the subjective experience of symptoms and suffering, and
it motivates changes in bebavior to alleviate the discomfort {such as altering the diet,
resting, of seeking professional help), Arthur Kleinman, a medical anthropotogist
(see Figure 2.1), distinguishes illness from disease in the following way:

Hlness complaints are what patients and their famities bring 1o the practi-
tioner. Indeed, locally shared illness idioms create a common ground fov
patient and practitioners to understand each other in their initial encounter.
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Figure 2.1
Arthur Klginman,
Photo courlesy of Arthur Kleinman.

For the practitioner, too, has been socialized into a particular noznnzé,eﬁm.

ricnce of illness. [Mscase, however, is what the practitioner creates in the
7 H et s

recasting of illness in ferms of thearies of disorder. (Kleinman 1988, 5}

The subjective experience of sulfering is informed by nz:E.mH.ncn.&ﬁm ﬁrmy?aimr
ways of thinking about and understanding what we are maawﬁm. That w”.: ...FFL M
nEwE.m:% specific and culturally appropriate ways of wﬂmm ill and mx.mu.ﬂ m,,v_:_ m Hm:
experience. In a successful therapeutic encounter, there is a n_o.mn mate M,.dm éﬂw

the articulation of illness and the diagnosts of disease. E,oén_én. in many E,pwm,m.: m
fit may not be so clear. The clinician may fail to find o_u‘_nm:é mi&aﬁnm aﬁ_ :F:ﬂwn
or declare a diagnosis that reflects an EBEE&G Rmo_cw.s: of %m. _um:nm s rM :

plaints. In other words, a patient may present his or her iliness ?oEmE mmﬁ e
ceive the diagnosts that “nothing is wrong.” Conversely, a ma,_.%mmmmw_im ,Mm , MM
not exhibiting iliness behavior) might, through a chance clinica rnncssb m”r ¢

cover that he or she has a serious disease, such as a symptomless eacly-stage cancer.

- Anthropologist in Action: Arthur Kleinman

he medical anthropologist Arthur Kiginman hotds an .0 and a master's mm@__.mm
in %_:.ano_mﬁ, He is a professor of psychiatry, as well as a Eﬂmmmﬂ_i.amecm_
- m:w,:awo_m.ﬁ. at Harvard University and has made Eémamﬂm_ SH:UE_Q“ to the
fald of medical anthropolagy, white maintaining a psychiatric practice until recently.

{continited)
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(continued)

Dr. Kleinman has worked in the United Statas and has carried out extensive research in
Taiwan and Ghina. He has been active as a consultantfor WHO, working on global mental
health issues as well as issues related to infectious diseases, such as SARS and AIDS.
in his sarly work, Dr. Kleinman deveioped the concept of the explanatory modat—
é:&. individuals construct 1o interpret and "make sense” of their experiance of maladies,
describing them in what Kleinman cated “ithass narratives” {Kleinman 1988}, These illness
narratives and explanatory madels stem not only \
alsa from his or her own life history, family and community, and balisf mﬁ”maw in-an articl
9:__:_8 the relévance of these radels for clinical practice; Kleinman, Eisentarg, and Goad
{1978} suggest asking: (1 What do you think has caused your prablem? {2} Why do you think
_.ﬁ started when it did? (3) What do you think-your sickness does to you? How does it work?
(4} Howe sevete is your sickness? Wilt it have a short of lang course? (5} What kind of treat-
ment do you think you sholld receive? (6) What are the most irnpartant results you hops to
receiva from this treatment? (7) What do you fear most about your sickness? What are the

. chief problems your sickriess has caused for you?

fn this work and throughout his career, Kieinman has been concerned with imgeoy-
ing the doctor—patient refationship to best alleviate not only the physiological symptoms
of disease but also the muttiple satial dimensions of patient suffering. As a psychiatrisi,
he has sgen how the "routing™ health crises that people inevitably face (for themselves
or {oved ones) often precipitate a medical diagnosis {depression or anxiely), vet he argues
that the moral issues that suffering brings ta the fore should not be medicalized or turned
into “disease” {see O&A with Arthur Kleinman, The Boston Globe, July 73, 2006},

I recent years, Kiginman has tumned to the consideration of how caregiving raust

be fuily integrated into medical education; such that the a_mmgoaahm%g_cm_nm_ as-

pects of medicine are not cleaved from the humanistic and moral aspacts of patient

care, As he writes,

Ido a.m_mmé :_.ﬁ what doctors need to be helped to master s the art of acknow-
edging and affirming the patient as a suffering human being _amaa:m.m:mam.
tive contexis and practices for responding to calamity; and conversing with and
supporting patients In desperats situations where the emphiasis is on whati really
matters to the patient snd his or her intimates. .- . The implementation of usefil
- programmes will require paratisl mzma_.% ta Em struetural and E:Emm bairiers
that undermine caregivingin practice settings soas to encourage the mxuml_m:nm
of caragiving as core to the professional and personal fife of the doctor. This wil
atso mean that studants and practitioners acquite those infergretive skiis of
gritical se-rflection that enable them to understand and réspond to !l those
barrlers that cause doatars to fail-at the ast of healing: {Kisinmarn 2008, 23

In & new book, he and 8.252 fain-Wilkinson extend this charga to the social sci-
ison and Kleinmman 20185,
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Because illness reflects a set of individually experienced symptoms of discom-
fort, the disease diagnosis may not fully—or even partially—resolve these feelings. As
Kleinman noted, “Wlhen chest pain is reduced to chronic coronary artery disease for
which calcium blockers and nitroglycerine are prescribed, while the patient’s fear, the
family’s frustration, the job conflict, the sexual impotence, and the financial crisis go
tndiagnosed and unaddressed, it [the disease diagnosisand treatment] is unsuccessisl”
(Kieinman 1988, 6). Hence, a focus on disease is often considered reductionist; that Is, it
reduces the iliness experience to a physiological ocus. Treatment of an identifiable dis-
ease Tay Of may 1ot resolve the experience of illness, either for patients or for theix loved
ones. 1llness is closely tied to the sense of well-being, as the WHO definition of health
tndicates, and there are psychological, social, and physical aspects of illness that should
be addressed. 1liness is thus a more holistic concept than disease because it links the in-
dividual, his or her lived experience, cultural orientation, and social environment.

Sickness

Sickness is another term that is used in refation to health. Sometimes it is equated
with disease, illness. or both, but it has a sociolagical meaning as well. Talcott Parsons,
a famons medical sociologist, coined the phrase the “sick role” What Parsons meant
is that there is a socially recognized set of expectations for “sick” individuals (Parsons
1979). These cxpectations may include being exempt from occupational work, house-
hoid tasks, or the other obligations expected of “well” individuals. To be able to take
on the sick role, one must ymdo an illness that is recognized as legitimate by the social
group. Legitimacy may require docwimentation by a health expert, such as a clinician.
Doctors notes are often required in industrialized societics 1o exenpt a person from
work ot to allow him or her to receive what is called in the United States “worker’s
compensation,” financial compensation for wages missed while the worler is sick.
Given the bencfits that can derive from assuming the sick role, it can be abused.
Among students, it is not uncommon for sickness to be used as an excuse for missing
assigned work or an examination; from the professor's perspective, documentation
from a clinician is often required to legitimize the excuse

Although in these contexts adopting the sick role provides some relief from ob-
Tigations, the sick role may also be associated with stigma, which in turn triggers
additional suffering, & Micted individuals may be avoided or even ostracized, espe-
cially when the symptoms are visible, as in the case of leprosy. ki her 1978 book Ifl-
ness as Metaphor, Susan Sontag (who died of cancer in 2004) discussed the ways in
which cancer s perceived as mysterious and generates fear, such that patients may be
“shunned by relatives and friends and are the object of practices of decontamination
by members of their household, as if cancer, like TB, were an infectious disease. . .
[Cancer] is felt to be obscene~—in the original meaning of that word: ill-omencd,
shominable, tepugnant to the senses” (Sontag 1978, 6, 9). In this case, individuals
with cancer may not wish to take on the sick role for fear of being stigmatized.

Tn the sick role, the distinction between tllness and disease becomes relevanl.
In societies such as the United States where biomedically trained clinicians have
authority in health matters, clinical evidence of 2 disease often must he present to
authenticate a patient’s claim to the sick role. If no such evidence is found, the sick
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role may not be legitimated, even if the person continues to complain of not feeling
well, I mmost, if not all societies, healers may need to “vet™ q person’s health status
if he or she is to continue in a sick role, exempt from normal responsibilitics.

These are useful terminological distinctions to make, but they do not provide
an answer to the question of what defines health. Discase, illness, and sickiess are all
refated to the WHO's definition of “social, psychological, and physical well-being.”
They are each an important aspect of health and point to the fact that health cannot
stmply be defined as the absence of discase, illness, or sickness. However, many
people may not have a sense of complete well-being, yel they would not dassily
theinselves as ill or seek the sick role or the services of a healer, For example, a person
who is chronically sleep deprived because of the demands of work or an overactive
social life may not have a particularly strong sense of well-being but is unlikely to
seek medical attention to treat a condition derived from having a particular lifestyle.
Under these conditions, a person is able to carry out his or her normal functions,
albeit with the sense that all is not as well as it could be. So, perhaps health is related
to one’s ability to carry out normal functions to one’s satisfaction. Only when the
routines of “normal” life are disrupted by an increasing or acat: sense of “dis-ease™
does a person recognize that he or she is suffering from ill health.

In the WHO definition of health, “social well-being” is specifically included.
What docs this mean? In one society it may mean being inextricably embedded in a
complex network of kin relations; in others it may mean autonomy or self-reliance.
For the patients with Hansen’s disease in India, social well-being was severely croded
through discrimination and permanent untouchable status, even afier being cured
of the disease. They both continued in the sick role 2nd expressed illness symptoms,
even going so far as to further disfigure themselves as the physical confinmation of
their internal suffering (Barrett 2005). Another example comes from the work of
Naoimi Adelson with the Cree described in Chapter 1. Adelson notes that “Of course,
the ideals that comprise ‘being alive well” Gnivupimaatisiiun) cannot always be met,
and one may then not "be alive well.” This does not always necessarity imply a patho-
logical condition of the individaal, however, so much as it might of socicty” (Adelson
1998, 11). The Cree recognize that being alive well is not merely about the absence of
an individual parhology; it involves the integrity of a whole society and way of life.

If you are nsed to thinking about health as having an exclusively bodily loaus, it
may seem odd to consider sacial well-being an aspect of health. [ndeed, for biocultural
analysis, the body is often the focus of investigation. Yet us anthropologists understand
and as other social and medical scientists are becoming increasingly aware, social net-
works seemn to have a great deal of relevance Lo health, People with well-developed
sources of social support often get sick less, recover faster, or live longer than those
with less support. A recent meta-analysis of 148 studies encompassing more than
300,000 participants showed that having strong sacial support networks of varioas
kinds resulted in a significant increase in the likelihood of survival (Holt-Lunstad,
Smnith, and Layton 2010). As Figure 2.2 shows, overail there wasa 50 percent increase in
odds of survival among individuals with stronger social relationships. Muktidimen-
sional assessments of social integration that included supportive social interactions and
perceptions of social suppert (i.c., “functional” social support) as well as integration in
social networks (“structural” social support) resulted in a 91 percent increase in the
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Credit: Holi-Lunstad J, Smith TB, Lavion JB {201 Social Relationships and Mertatity Rislk: A
Mata-analytic Review. PLoS Mead 2(71: e1000316. doi 10,137 Vjournal.pmed 1000316

odds of survival. Figure 2.2 illustrates that the magnitude of the eflect of social support
on survival is potentially greater than that of well-known risk factors such as simoking,
body mass index, or physical activity, among others. The results were consistent across
adult ages, gender, initjal healfth status, follow-up period, and cause of death,

Health, mwzn_mh and Cultural Relativism

e WHO's definition of haalth as a state of complete social, psychologicat, and ghys-
g iealwell-heing raises some ethical questions for medical anthropelogists. One of the
hallmarks: of anthropology is the concept of "eultural relativism'—tha idea that the
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{continued)

elements of each culture must be undsrstood on their own terms, without evaivations
based on norms derived from other cultures. However, it a particular practice {such as
female genital cutting or maternal detachmant from theirinfants, as discussed in Chagter )
is physically deletérious or painful, yet entiances a person's social or psychologicat well-
being, is this practice “healthy?” f it is accepted that a universal component of we -heing
i freedom from physieat pain and suffering, but alse that well-being encompasses social
and mental attributes, what is an appropriate medical anthvopologicsl intespretation o
aetion? There is no clear resoliition 1o this issue, and medicat anthwopologists take a varl-
ety of stances. Some use their research as a way of helping to understand these para-
doxes; others attempt to find widys of eradicating the physica) suffering while preserving
the cultural meanings of integrity of a practice; others seek to effect culturat change, re-
gardiess of what social benefits such physicat suffaring is associated with; still others.uss
g io bring these complexities to & broader autlience, including poticy makers.

Furthermore, one impartant anthropotegical contribution is 1o bring to light the
ways in which health is not evenly distributed across cultures and to clarify the ways
in which lotal culture is implicated inimproving or wersening health and the ways in
which iarger political and econamic forces contribute to health differentials. As Paul
Farmer (1299} has argued, it should not be assumed that poor health in ane population
is just an intrinsic part of that culiure, such that there is little to be done about it
without “disrupting” cultural integrity. Instead, medical anthrepological analyses
should elucidate. the varfous Iocal, historieal, and more global factors that contribute
to é;mm% in heaith across cubures. As Farmer notes, what peaple with poor health
tend to have in common around the world is poverty; despite different cultural atiri-
butes, the eommon denominator to fow life expectancy or high infant mortality, for
example, is being at the jow end of the economic hierarchy {this is covered in mare
detail in Chapter 10}, Moreover, just because biomedicine is derivad from Wastern
culture {suggesting that its intraduction might undermine local ethnomedical traci-
tions} does not mean that i cannot be extremely effactive in treating inany diseases,
and-such resources should be made universally accessibie.

'The Locus of Health: The Body and Society

In a seminal paper in Medical Anthropology Quarterly, Nancy Scheper-Hughes and
Margaret Lock (1987} argued that there are three bodies to be considered in the anal-
ysis of health and disease: the individual body, the social body, and the body politic.
The individual body {“self”) has been privileged in Western biomedical praxis as
the sole locus of disease. A separation of the mind and body, the legacy of Rene
Descartes’s attempt to separate the “intangible mind” from the material body, has
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resulted in the latter being privileged over the mind in the search for the cause of a
particular ailment. The extent to which people recognize social or even psychological
phenomena to be aspects of health is highly variable across cultures. That is, health

may be viewed as an exclusively somatic state rather than a characteristic of society.

Whether soctal or other formis of external forces {e.g., supernatural) are recog-
nized as valid canses of iliness or disease is also highly variable. Scheper-Hughes
and Lock described the social body as the seam between the physical body and the
social world of the individual. The ills of society may be inscribed on the body via
disease; individual wellness in turn may be, at least in part, reflective of a harmoni-
ous social world. A society rife with social divisions, inequality, or conflict is lkely
to harm individual health (e.g., via stress, increased exposure to infection, or vie-
lentce); in contrast, well-integrated or egalitarian societies should generate im-

proved health for their members {see Chapter 10, R. G. Wilkinson 199%6; R. G.

Wilkinson and Pickett 2009; Marmot 2013). The body politic refers to the ways in

' which social and pelitical forces exert control over the bodies of individuals in 2

society and thereby constrain opportunities for optimal health for all.
Considering heaith in relation to all three “bodies” makes clear the ways that
tndividual health is connectled to karger social conditions and how individuals come
to “embody” the conditions of their social worlds, Tn the context of biomedicine, it is
fait to say that health has come 1o be exclusively the concern of medical practitioners
and its links to Jarger social phenomena are not made explicit (Farmer 1999). Indeed,
there is in biomedicine, as well as in other medical traditions, a tendency to medical-
ize conditions that have clear social roots. Medicatization refers to the defining of a
condition as a disease, or in need of medical surveillance. It often occurs in situations
in which medicine and medical practitioners have social and cultural authority or
when there is resistance to seeing health as closely tied to social conditions.
Pregnancy and childbirth, which can certainly be considered intrinsic to the

life cycle, are good examples of life cycle processes that have been medicalized aver

-the twentieth century. It is widely held that pregnancy should be monitored by cli-
. nicjans and that birth should occur in hospitals (see Chapter 6). Similarly, depres-
" siun, which in bany cases is clearly related to an individual’s satisfaction with his

ot her life and social network, has come to be considered predominantly a biologi-

caldisease and is treated accordingly with pharmaceuticals (see Chapter 11, as well

as the Dox about Arthur Kleinman). Flow soctal forces increase the risk of such
conditions is often subsurned in such discussions, and the focus turns toward how
to best “treat” these diseases. Thus, ills of the social budy come to be treated as
diseases of the individual body. This may result in inappropriate or ineffective

) .. treaiments that sidestep the underlying cause; in other words, the focus is on bio-

medical treatment rather than social policies that might prevent the condition,
reduce its frequency, or ameliorate suffering from it.

Biological/Medical Normaley

There is an important distinction to be made between a biocultoral and a biomedi-
cal perspective on disease. Both talke the body as their focus and assurne that a
cause or locus of disease can be found there. But this is a starting point for


http://cbs.wondershare.com/go.php?pid=5239&m=db

24 Medical Anthropology

biccultural analysis rather than an endpoint, as it is in biomedicine. A useful dis-
tinction to make here is between the proximate and ultimate causes of disease,
Proximate literally means nearby, and in this case it refers to the immediate catlse
of some physiological disruption. It could be a bacterial infection that i the proxi-
mate cause of a high fever, lassitude resulting from too little thyroid hormone, or
difficulty breathing caused by unimpeded growth of cancer cells in the lungs. This
ts where biomedical analysis often stops,

In contrast, biocaltaral analysis takes off from here to investigate the more dis-
tant or “ultimate” causes of the disease. I asks why—why this individual, in this
population, living under a set of household, comnminity, regional, natiopal, or
global conditions, each of which has been shaped by historical and evolutionary
forces. What factors put the individual at risk for the bacterfal infection? Was it the
lack of attention to hygiene in a nur; ing home, and why was the person there to
begin with? Was the individual exposed to asbestos in the course of his job asa de-
molition worker, and how did he end up with that job anyway? Ultimate factors can
also be locally defined and include supernatural forces that are belicved fo cause
disease, such as witchcraft, sorcery, or some other form of divine intervention.

Biocultural analyses (and medical anthropological analyses in general) try to
get at these more “distant” or ultimate causes of a malady, They cast a critical eye
on standards of health derived from biomedicine, which have most often been de-
veloped in a Western context. The example described earlier of hemoglobin levels
in sea-level and high-altitude populations is illustrative of this, A rother example is
that standards for growth (achieved weight and especially heighi for age) routinely
used in cross-population analysis eften derive from the well-known US. Centers
for Disease Control and Prevention {CDC} growth charts. When used in this way,
frequently it appears that the population being compared with the CDC standards
Is "failing” to achieve the same age-specific body size, Figure 2.3 compares the
CDC charts for growth in weight among boys against the WHO standards pub-
lished in 2007. In general, the WHO standards are lower than the CDC standards,
especially from ages 6 months to 32 months. The WHO standards are based on
healthy children from diverse populations and call into question the CDC stan-
dards as the global norm for “optimal” growth {de Onis et al. 2007). That is, con-
temporary children in the United States may in fact be overnourished and able to
grow at rates that arc historically unprecedented. Hence, the wisdom of using these
standards as an ideal is being questioned, especially because .S, children are now
manifesting increasing rates of what used to be considered adult-onset diseases
such as diabetes. This topic is taken up in more detail in Chapter 4.

A question raised by this example is: what is bilogically normal? This is a
crucial issue because “normal” tends to be equated with healthy. It is important to
develop a better sense of (1) the range of what might be considered normal {(as in the
norm—the most commeon form of a characteristic), either across populations or
across history, and (2} what evidence exists suppuorting a relationship between a
trait and an increased or decreased risk of disease across populations and environ-
ments (G. C. Williams 2000). The concept of biolagical normalcy can also be ap-
plied to conditions for which there is no known canse o cure within a given sociely,
which are thus labeled normal. For example, the dowager’s hump, now known to be
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The COC and WHO growth standards for weight for age for boys, Units are N.mno:wy which repre-
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Sacigty for Nutrition.

caused by osteoporosis of the spine, loag described a normal aspect i..mm_nmm_sc:m
wonmen in Western societies. Barbara Mintzes (2002) notes the pernicious elfecis of
direct-to-consumer drug advertising as a way to encoorage individaals who might
have considered themsebves relatively healthy (i.e., normal) to see themselves as at
risk and in need of pharmaceutical treatment.

“thus, although in this book descriptive characteristics of _unﬁz‘«, wgnm”_w fe.g.
height, weight, parasiie load, blood pressure) are used, the meaning of %.m:. pat-
ticular micasures will be subjecl to investigation, with no prior expectation that
they will be associated with the same risks or derive m_.oﬁ the Samie Causes across
pepulations or that they are considered problematic within any given socieLy. .

The issue of biological normaley is especially refevant to our zsaami,ﬂ:i_:m of
hurman biological variation, There are some well-known biclogical n:%ﬁ.n:nmm,
acruss human populations, and historically these were understood as aspects of
race. Races were seen as different “types” of humans, with each type having some
unique set of biological characteristics that differentiated it from others. We now
understand that these ditferences are in degrees of frequency ruther than simply all
members of one population having a trait that is not found in another (the topic of
race and health is considered in detail in Chapter 10). Some of these genetic ditfer-
ences can be understood as the outcome of variation in the diseases faced by
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populations and thereforc they have health significance. Thus, to understand the
sources of this biological variation among human populations, it is necessary o
outline an evolutionary perspective on health, Biocultural analyses often make ex-
tensive use of evolutionary perspectives in efforts to understand how culture—
especially as it affects interactions with the natural environment—has long-term
consequences for the body, in the form of biological changes.

Evolutionary Perspectives on Health

To start, evolutionary theory is a set of well-supported hypotheses that explains how
biological systems came about, how they change over time, and how they are niain-
tained. Evolutionary theory is the overarching paradigm for all of the life sciences—
those branches of science that are concerned with living organisms. The core
principles of evolutionary theory are straightforward and have clear relevance to
health. These principles derive from the pathbreaking work of Charles Darwin
(1809-1882) in the nineteenth century. Darwin, along with the less-celebrated
Alfred Russell Wallace, provided a process—natural selection—that could cxplain
how organisms came to have their traits and how these traits were closely related to
the environment in which the organisins lived. Simply put, within populations indi-
viduals vary in their characteristics, and many of these vartations are heritable {ca-
pable of being passed on to offspring via DNA). Recause resources such as food,
space, mates, protection from predation or climate, and so on are usuaily limited,
there is often competition among individuals for those resources. Individuals with
characterislics that give them some advantage in that struggle will gel more re-
sources, which in turn will provide these individuals an advantage in survival, re-
production, or both. For example, individuals who have some trait that allows them
to better resist infection or metabolize energy more efficiently have an advantage in
environments characterized by infectious disease or food shortages. Ultimately,
they likely will have more offspring than those without these favorable tratts. Over
time, such favorable traits should spread in the population, and the characteristics of
that population, as evident in the frequency of thase traits, will have changed, as il-
lustrated in Figure 2.4. This is evolution: changes in the characteristics of a popula-
tion over time. Natural selection is a mechanism by which such changes can occur.

The lraits that confer sonte survival or reproductive advantage are referred to
as adaptations. Importantly, an adaptation is specific to an environmental context;
what provides an advantage in a tropical forest may not be at all adaptive in an
Arctic envivonment. Predators, food resources, and infectious diseases are prob-
lems that all organisms must solve, but the particularities of those problems and
their adaptive responses vary by environment. Adaptive responses can occutr
throughout the body—natural selection may favor more acute vision, blood cells
that do not allow infection by a parasitic disease, darker or lighter skin, larger or
smaller Intestines, or a bowl-shape pelvis for upright walking versus a flat pelvis
that serves quadrupedalism well. Bodies can thus be thought of as bundles of adap-
tations. Keep in mind that although natural selection is often seen as “the strongest
survive,” the adaptation of interest may have nothing to do with strength per seand
the “competition” may be invistble to us.
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Evolulion through natural selection and the concept of adaptation.

Adaptations are measured by the ftness of the individuals Ewo.nom.mmmm these
traits. Fitness is defined as reproductive success (how many offspring or grand-
offspring, ¢tc.. you have). To have fitness, you must survive to R?d,mcnzé H_dm::.:,v..
or make sowe contribution to the reproductive fitness of close biological relatives {this
is known as inclusive fitness). Because the strict measure of fitness is often difbcult to
assess, especially in humans with their leng generation times, rnm:,r indexes are mwnm
used as proxies for fitness-~that is, for the assessment of adaptations. By %mEron.
these are linked—either directly or indirectly—to survival and reproduction Q\_Em
1989}, Frequently used indexes include standard biological measures--hemoglobin
status, infections disease status or parasite load, child height and weight, blood mm.%-
sure, reproductive outcomes such as miscarriage, or birth weight. All of these signal
something about health that has significance for survival chances and overall repro-
ductive stccess. Ideally, these measures can be linked ﬂ_omn%m_.. i a prospective
study-—that is, by assessing individual health nrmnmnﬁlm_nﬁm and Smo,.(._nm an indi-
vidual over Jonger periods of time to assess his or her fertility and survi .m_ (or age at
death). Prospective studies are difficult to do because they require monitoring of indi-
viduals over long periods of time, so more often than not health meastires are used as
proxies for adaptation if they are known to affect survival or reproduction. ,

Selective forces are environmental factors that ultimately challenge survival
and reproduction, but more immediately endanger health and well-being. They are
sometimes referred to as stressors. Exposure to pathogens, lack of food or specific
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nutrients in the diet, or overexposure to heat or cold, among.many others, al serve
as selective forces, and individuals with characteristics {hat help them cope with
these stressors have higher fitness and better health than others. Those characteris-
tics then get passed on with greater frequency to the next generation of the popula-
tion. Natural selection acting in different environments on different existing
organisms contributes not only te variation between species but also to variation
observed between populations within a species that inhabits a broad geographic
raige, such as humans, Hence, an evolutionary perspective is relevant to investiga-
tions of health, especially those that consider population differences in health,
Natural selection is a slow process, producing a gradual change in the frequen-
cies of adaptive traits over generations. When environmental changes are relatively
rapid, however, natural selection must play “catch-up.” Genetic adaptations evolved
in response to the previous environmental conditions; when environments change
quickly relative to generation time, there will be a period during which there is a
mismatch between the population’s genetic characteristics and the environment.
This time is Jikely to be characterized by higher rates of morbidity and mortality.
This mismatch is especially relevant to health aNoing contemporary popula-
tions (Gluckman and Hanson 2006; Moalem 2007; Nesse and Williams 1994). Cul-
tural change is rapid relative to genetic change, and the historical changes in
Hteways that have occurred over the past handreds of years have resulted in most
contemporary humans living in environments that differ substantially from those
in which we evolved. For some 2 million years, members of our genus Homo were
hunter-gatherers, eating a diverse diet of wild plants and animals; living in small,
inobile, kin-based groups; and engaging in energetically dernanding activities, Few
human groups live by subsistence hunting and gathering anymore, and most rely
on the products of agriculture, which differ from wild foods, Farthermore, in in-
dustrialized or highly uwrbanized societies, work patterns are no longer shaped by
foraging or food production, but are often sedentary in nature. Combined with
urbanization, which creates large, dense accumulations of peaple, this creates a set
of environmental or lifestyle couditions at odds with those that prevailed daring
much of our genetic evolution. The types of diseases that prevail among industrial-
ized societies arc likely to reflect, at least in part, this mismatch,

Adaptability

Adaprtations derived from natural selection are based on heritable variation, and
they are therefore accompanied by genetic changes in DNA that are passed from
generation to generation. There are other forms of biological adaptation, however,
One form is physiclogical plasticity or adaptability. This refers to shorter-term, non-
herttable changes that occur in individuals when they are confronted with immedi-
ate challenges to their survival, The capacity for specific adaptability responses has a
genetic foundation, but the engagement of that resportse depends entirely on envi-
ronmental exposure. For example, in respanse io a sudden drop in temperature, an
individual shivers to generate heat, and vasoconstriction {narrowing of the blood
vessels) accurs to reduce heat loss. Likewise, when bacteria or vivus infects tissues
in the body, the bedy responds by raising body temperature. To the individual, this
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manifests as fever, but to the bacteria this is a severe abstacle S,nﬁu_ﬁaﬁnzwﬂu As
soon as the challenges have passed, the individual reverts to physiological base ine.
MNote that these short-term vesponses are meant to be just :m:.ch short QE‘E“@.,.N
That is becuse they are expensive to maintain in terms of bodily resources and are
ineflict - even deleterious over the long term.
Sn:w.“nﬁ_mﬂﬂmwou..mw that persist over longer periods of time, the body m:.mmmn.m qu,a
efficient kinds of adaptive responses. 1t cold stress continues, the body ,,,.:_@m F.m.lm#nﬁ;
nating constriction and dilation of the blood vessels. In the comtext of an EF.‘M_,QMW
disease threat, other arms of the immune response are msmmmmg ﬁmmw Qu.%f .W.
When individuals increase weight-bearing activity, bones increase in Qanmw_%. 6
raatch the new load; when individuals travel to high altitude, they build u,#o_.n. red
blood cells to more adequately take ap and deliver oxygen. These responses m._ mmef
tirely reversible: bone depsity declines with Wmm. activity, and _.mﬁ.ﬁ Eoo.a_nm: produc-
tiou goes back 1o baseline levels when the ind Eazﬂ returns to sca _Q_m - o
Other adaptability responses that are less reversible, but more maem,:,ﬂ.. m“ e those
that occur during the early periods of growth and development. If a stress is runoz:.ﬁ
tered during this period, when the body is most Ew:mmﬁﬂ growth and ﬁ_ré”m_omémw:,
can be fundamentally altered in ways that jucrease survival and ..mwx,_oacnﬂcs .E”R Q,
those conditions. For example, if undernutrition is encountered nﬁBEnﬁ:m :H utero Eﬁ
dwring early childhood, growth in height will be .n..EmHa to preserve the grar_owﬁm.:.
of more critical physiological systems such as the gﬁ_s, 0:.6_. mm_mn:_.\m h.mm.na:%m Eg,w.
be engaged that make metabolic mcsn:om Eo,w.wmﬁnasﬁ. These r,:im. ﬂ.um mrnnm:_onﬂ mw n
often permanent, and they can be beneficial if in fact Em futare mn/,..:omaﬁ.;. is cha -
acterized by the same kinds of stressors, such as chronic food scarcity. However as ¢ e
wilisee in Chapler 5, these also come with costs to individual rﬁ:r that Euw E_mJ:SF.
during childhood or Jater in life, Thus, whether these are adaptive or problematic {or
botl) fs subject to differing interpretations (Schell and Magnus 2007).

Behavicral Adaptability .
There are also behavioral adaptability responses, and Eo,mm are likely 1o be ommmnmmsm
importaut for a large-brained, cognitively astute mﬁ.memm such as Wﬁ_:_..a vﬁuaz_.ﬂ_
Variation in behavioral adaptations may be Q«Em:w in cultural :wa_:o_,sm @mnﬂ;ﬂ
araups have been exposed to different threats to ﬁﬁm: health over time ._,. aresulto
their different historical and ecological situations. For BSEEP,% _ﬂmﬁsn.am B.H._o#_ﬁn“‘
building styles may reflect differences in exposure to malaria. wmmmmﬁrra;m.»ﬂm
shown :Hmmg:&:m houses high off the ground can reduce exposure to ma .__H. rﬂ
cairying mosquitoes that have a low flight ceiling (Charlwood et m_..mo.cuv. Hea :,:J
traditions likewise reflect local health threats and may be adaptive in :E,ﬁ no:ﬁmym
Farthermore, unlike genes, which can only be nmmmma_m.cﬁ one ma:omw.:os, to the
next, behaviors can be transfevred quickly across individuals or com:;mzm:? Ic:....
ever, there are barriers to the transmission of behaviors: those strongly :_nw.w_& ﬁ.o_u._
specific cnitural or religious tradition may be _mmm. :.rn_w to be transferred in the ab-
sence of migration, war, colonization, or proselytizing. o ) L
Iy many cases, hehavioral adaptations involve Eo%mnm:_c: of the wze :‘EEMS.
itself. That is, instead of adapting to the environment, the envivonnent is adapted o
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changed. Although the difference between adapting to an environmental challenge
or adapting the environment such that it no longer poses a challenge may be subtle,
for humans, the latter has been a key part of our adaptive behavioral repertoire. Most
often this takes the form of buffering us from health threats. Building shelters, sepa-
rating drinking water from wastewater, building houses high off the ground, or using
mosquito netting are all examiples of this kind of envirenmental niodification. Using
insecticides to control insect-borne diseases or fertilizer to increase crop productivity
also fit into this category, as do medical systems that effectively reduce mortality
from life-threatening diseases. All reflect the creative abilities of H. sapiens to modify
the environment in ways that reduce threats to survival, health, or well-being,

There is an important caveat to these kinds of technological innovations: al-
though they may solve a particular problem, especially in the short term, it is also
possible that they disrupt some other part of the environment such that a new chal-
lenge emerges. Building dams for irrigation or hydroelectricity can increase agii-
cultural or economic productivity, but it also changes the ecological conditions
such that new disease vectors can flourish. When the Aswan Dam was built to
create Lake Nasser in Egypt, the lake became home to Bulinus snails, which carry
the helminthic infection schistosomiasis, a debilitating disease associated with
bloed loss and scarring of the blood vessels surrounding the liver, intestines, or
bladder. When people started using the still water for a variety of activities (fishing,
washing, playing), they were exposed to these helminthes, which are parasitic
worms (Desowitz 1981; sce also Chapter 9). Thus, environmental modifications
often have unforeseen consequences for health, and they may also contribute to the
problem of genetic-environment mismatch mentioned previously.

These examples illustrate another important point: all adaptations are in some
way compromises. This means that there are both benefits and costs to changes made
in response to a health challenge, regardless of whether the adaptation is genetic,
developmental, a short-term physiological alteration, or a behavioral change. It is dife
ficult to imagine what optimal adaptations would be—that is, those that came with
few or no costs. Sickle-cell hemoglobin may be a genetic adaptation to malaria, but it
increases the frequency of sickle-cell anemia, a life-threatening disorder of red biood
cells. Fever serves to reduce bacterial infection but requires many cellular resources
and may be destructive to an individual’s own cells. Insecticides may kill mosquitoes
initially, but over time mosquitoes evolve resistance and are able to resurge.

There are thus two dimensions of investigation in biocultural analysis: one
considers local adaptive responses to health challenges (genetic, physiclogical
adaptability, or behavioral adaptability), which we have just described, and the
other considers the nature of those specific challenges and how they became threats
to health in that population {Wiley 1992). Many of these challenges are likely to be
derived from historical circumstances that have altered the social environment in
ways that result in ill health, The colonial era had a particularly deleterious effect
on local health patterns when new modes of employment, including the shift away
from subsistence agriculture to commodity production for cxport, new forms of
stratifted social relations, and ecological changes derived from new modes of pro-
daction and transportation all fundamentally altered health conditions in calo-
nized areas. One outcome of this was an improvement of health in many European
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countries as their economies expanded and new supplies of food were available,
event as the colonies experienced a perceptible decline in health conditions. In the
Americas, indigenous population numbers plummeted because of exposure to new
infectious discases from Europeans, and a legacy of major health disparities be-
tween native and European-derived populations persists well into the _.291@-: H.,”;
century. Disparities in health across the globe came to be more n:m::,Q QH,:.Em this
time, and these persist today. These ave evident in huge &mmu.nsn.nm in E__w expec-
tascy among countries around the world—from a low of about wo years in some
sub-Saharan conntries to more than 80 in Scandinavian countries and Japan, as
shown in Table 2.1. Life expectancy is the average length of lifeina _uoncr_.aaﬁ and,
as such, is strongly affected by levels of mortality early in life. /me..__m:_om in life vx-
pectancies reflects differences in disease burdens, especially early in life, and years

Table24 Life Expectancy and Income across Countries, 2014-2013

nm_&m# Atrican m.%c____n o 50 §610
Ethiopia 4 . $1,500
Haiti : B4 _ 51,750
Sierea Leone : 50 . $1.830
Aghanistan fil : $1,980
‘Bangtadesh ’ 71 R X1
Palestinian Ternitory 73 ) 85,080
Pakistan 66 . #3100
India g8 ~i5760
Bofivie . 67 : $6.130
_ 89 _ 58,300

China _ 75 : $13.130
Costa Hica : 74 . $13,900
Thailand : I : $13.850
75 $15,690

v “ $18.710

; 77 $19,040

: 7 : §20.0

& w $26,130

82 W _ 534620

5 m $37,920

4 : 538,370

a2 . 542,860

- Banatla : 81 g $43.400
 Svieden m i, _ $46,710
*inited States _ 7 55,860

ion Reference Burean, 2044 and 2015 World Popuiation Fata Sheets. hrtpuiwiww.prb.ocg

Seurce: Pop
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of life lost as a result of these diseases, Thus, global and Jocal political cconomies
which have taken shape under specific historical conditions, have been E%E.E:m
farces producing variation in health.

In the context of poverty, oppertunities for adaptation may be limited, All
adaptive responses require resources of some kind, and if they are not available, the
ability te adapt can be scriously corpromised, leading to a downward &umnm of
health. Impoverished living conditions generate multiple stressors that challenge
health and well-being, including crowding, unclean water or contaminated »,ooﬁm~
insufficient heating or cooling mechanisms, lack of access to health care, and in-
creased levels of violence, among many others, such that not only are resources
scarce, but also challenges to health exist on maltiple fronts, Poverty is a rout cause
of health differentials within and between populations. Wealt individuals have
more resources and hence more adaptive options but also face fewer challenges Lo
their health and well-being. Tt is tempting to consider the relatively poor health
often scen among tmpoverished populations as evidence of “fajlure to adapt,” but
this is tantamount to blaming the victim. Instead, it is critical that the root canses
of resonrce disparities be illuminated, becanse only with attention to these causes
will lasting solutions to entrenched health problems of the poor be possible. nﬁﬁ
Richard Wilkinson (1996} has demonstrated, it is also the case that in populations
that are highly stratified, with laxge resource differentials within them, not only do
the poor suffer more, but also everyone’s health suffers compared with populations
with mare egalitarian resource distributions (see Chapter 10,

Cultural Approaches in Medical Anthropology

A biocultural perspective attempts to integrate both biological and cultural factors
in the holistic study of health, However, some medical anthropologists employ ap-
proaches that are specifically cultural in focus. This reflects not only a Eum_w”..mn
but alse a theoretical orientation: the body, its biclogy, and evolution are consid-
cred of secondary tmportance to the social and cultural factors that more immedj-
alely influence health, healing, and well-being. But how does cultura influence
health? Culture is a set of shared meanings (i.e., it exists at the group level), embed-
ded in social institutions, and an implicit shaper of individual beliefs and behavior.
Indeed, whep individual beliefs or behavior is at odds with a set of shared mean-
ings, health may be compromised. William Dressler has pioneered “cultural conso-
nance” analysis and demonstrated in several contexts that individuals who do sot
conform to or participate in some core cultural components (i.¢., their experience
does not match expectations about how the world works) tend to have worse health
than those who de conform or pariicipate {Dressler 1995). Several of these cultural
approaches are outlined next.

Politicai Economy of Health

Sometimes alse called critical medical anthropology, this perspective examines
power differentials and their impact on health (Singer and Baer 1995). This per-
spective traces its origins to Rudolf Virchow (1821-1902), the pioneering German
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pathologist who was also a crusader for social reform in the service of public health.
As demonstrated previously, one of the most obyious sources of variation int health
across the globe is cconomic status. Wealthy groups within and across countries
tend to have overall better nutrition, fewer infectious diseases, and longer life spans
han poor groups. This difference in wealth can be traced to historical processes
that have resulted in differcntial access to important economic resources such as
land, other forms of capital, credit, political power, and so on, which mostly stem
from the capitalist world system. Individuals with fewer resources are doubly at
risk of poor health: they are more likely to be exposed to hazardous conditions that
lacrease their risk of disease (through occupational hazards, contaminated domes-
tic environments, nnclean water or food, violence, etc) and they have access (o
fewer health-care resources. This is what the physician-anthropologist Paut Farmer
refers to as “structural violence™s how the social machinery of oppression is embod-
ied in adverse health outcomes and needless suffering among the poor or victims of
racism, sexism, ot al of the above {Farmer 2004),

From this perspective, the only lasting solution to health differentials les in
clhianges 1o the social, cultaral, economic, and political structures that support or
satntain differential access to resources within and between populations, Any other
kind of specific health intervention will address only one or at besta fow of the prob-
lewts and usually only temaporarily, leaving underlying structures unchanged.

Power differcntials can exist in many sociat domains. They are casily seen in
cross-country comparisons. As Table 2.1 indicates, there is a clear positive correla-
tion between life expectancy aind per capita wealth. Within couniries there are dif-
ferences that correlate with local levels of economic or social stratification, political
systems and ideologies, caltural heterogeneity, and ecology. In the United States,
there are substantial differences among subpopulations with regard to health in-
dexes, and they tend to track along with economic status {see Chapter 1Y), Gender
dilTerences in healgh are likely to be pronounced in societies with strong gender
higrarchics. For biological reasons that are not well understood, women live longer
than men; but this biological advantage can be undercut by social factors that serve
1o reduce female survival. On the one hand, across societies, females are more
likely to have lower incomes, less representation in governments, and less power
within s household context to make decistons about resource allocations. As a
resudt, female health is often compromised relative to that of males, On the other
hand, men may be subjected to other kinds of occupational hazards more often
than women {coal mining, high-stress white-collar jobs, factory work). Likewise,
children are vuluerable to such inequities because they rarely have access to their
awn economic resources and Jack the skills to manage their own health and health
care, They are subject to household decision making that may privilege the health
of econoinically productive adults over that of children, sons over daughters, or
older children over younger children.

Ethnomedical Systems
Somie of the carliest work in niedical anthropology was on indigenous healing sys-
tems (cthnomedical systems) and how they vary cross-culturally (Foster and
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Anderson 1978). Although the practice of healing may appear to be strikingly diter-
ent across cultures (from chanting shamans to surgeons wiclding scalpels), healin,
:..mn_ioug,m have elements in common: alt have theories of eticlogy {discase nxrmmh__ozum
diagnostic criteria, therapeatic measures, formalized interactions between Eanmm
and healers, and mechanisims for training new healers (see Chapter 3; Fabrega 1997)
The complexities of healing systems tend to track along with mcnmmw moavﬂxm@ 5,
m_numgw. In highly structured, large-scale societies (such as India or China), the prac-
tice of medicine is likely to be institutionalized, with formal cﬁnwg_m«sm“ for &_E.mm-
ing, authoritative medical texts, professional organizations of healers, and a com xmw
mvm..:?;ncﬁommw for treatment. In smaller-scale societies, there may be no ﬂaanwB-
dition and more informal mechanisms for training and transmission of knowledge
,:,Em, healing traditions and institutions are cultural products and “make mmzwm.,“
fw.n_Em their cultural context. To individuals within a culture, local healin .,nSn:-
tions produce explanatory medels of health and disease. Arthur Kleinman Eomzﬁwh.mn
ﬁvm concept of explanatory models in his research on doctor-patient dlinical interac-
tions, which revealed that physicians and patients (especially when they are ﬁ.ﬂmE
different cultura! backgrounds) often have different cxplanatory models for the
cause, appropriate treatment, and definition of an ailment (Ileinman, Eisenbers
and O.ooa 1978; see also Anthropologist in Action: Arthur Kleinman box). This o.,.wm
for highly complex systems such as Western biomedicine, Chinese .Ema_w:n
Ayurveda (practiced in South Asia), or “folk healers” or shamanism. “
One of the major distinctions among medical traditions is the extent to which
E,m cause of a given atlment is located within or beyond the patient. In biomedicine
Q::,_Qw:m look for evidence of some disruption in function at the cellular level ?,
proximate cause}, which may involve an infectious agent or replication of abnormal
n&,? or other organic disturbances. Likewise, in Ayurveda, practitioners search m,:.
n.,.&m:nm of an imbalance in the body’s humers {wind, bile, phlegm) O,::.._, tradi-
:m:wm consider the possibility that refigious or moral transgressions rm,é H,amc:.n”,_“ in
divine punishment or that other individuals can “send” sickness out of spite or jeal-
ousy. These etiological differences in turn lead to the use of different types of nwn_ﬁ.f
pies to restore health. In biomedicine these tend 1o be individual »,cnmmm,n Wnnéwm
interventions are focused on the body of the sick individual, In other nos:wxmm in
u.iin: the cause of disease is supraindividual, social, or supernatural, appropriate
interventions may include prayey, sacrifice, social reconeiliation, and ouzx:. types of
group-level therapies, sometimes in conjunction with therapies that treat M._w, ., -
mediate physiological cause, e
In practice, healing traditions have come to be pluralistic, m¢aning that ele-
ments of one may be incorporated into another or that individuals in a society ma
seck out healers from various traditions in their quest for health. In India bw.ﬂz.ﬁn&w
practitioners dispense antibiotics or give vaccinations or other mb_.mnzom.m. biomedi-
cal practitioners may recommend massage or acupuncture for pain Q\m_w:n 1992)
Thus, although people may profess a belief in one particular medical paradigm Hn
fact many are willing to try others, especially when a particular iliness Eocmwammm-
tant to one therapeutic approach. This kind of permeability seems to be at odds
with the idea that medical systems are embedded within one particular cultural
context, but it may well be that when individuals are suffering they become more
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open 1o alternative approaches in their search for rel ief. Furthermore, as biomedi-
cal therapies have become widely available around the globe and their clear success
at treating or preventing some ailments such as bacterial infections or vitamin de-
ficiencies has been demonstrated, these therapies have become widely acceptable
and desirable For some types of symptoms. People may understand or subscribe to
only bits and pieces of the explanatory model of biomedicine but will still make use
of its therapics. i

As groups encounter members of other populations or alter their subsistence
or habitation patterns, their patterns of discase may likewise change. In response,
new explanations of disease or therapies may be adopted. One phenomenon thal
medical anthropologists have frequently described is that indjviduals in diverse
cultures may try mumerous healing methods that derive from widely varying cul-
varal traditions in their efforts to cure themselves of seemingly intractable health
problems. In the United States, surveys show that more than one-third of all Amer-
jcan adulss use some form of complementary or alternative medicine in addition to
biomedicine and thet this number has remained relatively steady stnce the late
1990s (Tindle et al. 2005). Most common were herbal therapies, relaxation tech-
niques, chiropractic care, and yoga. Individuals make use of these healing tradi-
tions although they are derived from cultures with different concepts of the body
orunderstandings of the causes of il] health. This openness to other forms of medi-
cine suggests that beliefs and behaviors related to health and disease are aspects of
cullure that are especially open to change or, at the very least, experimentation. It
may also reflect a pragmatic approach, in which there is evaluation of different
therapies for different ailments.

Adthough it may be tempting Lo see biomedicine as “superior” to other healing
traditions, because of its widespread success at treating many ajlments, it can also
be viewed as an ethnomedical system of Western societies {Rhodes 1990} Biomedi-
cine reflccts the values of these societies as nuch as other medical systems reflect
the helicfs and values of non-Western groups. For example, biomedicine focuses on
purely natural causes of disease and sees the supernatural as irrelevant to disease
causation. Furthermore, metaphors of the body as a machine with function al or
malfunctioning parts are common. Medical anthropologists have argued that the
rise of this common metaphor coincides with a transition to & factory-based pro-
duction system in industrialized societies {Martin 1994). Pelitical metaphors also
pervade biomedicive, as in the immune system’s capacity to “defend” the body
agatnst harmiul “invaders,” with which it is “at war” (B, Cohen 2009).

Interpretive Approaches to Hiness and Suffering

Many anthiropologists interpret medical systems, health, and disease strictly within
their cultural contexts. This interpretive approach was strongly influenced by
Clifford Geertz's notion of ethnography as “thick description.” That is, the anthro-
pologist must fully understand (through the process of long-term, in-depth ethno-
graphic fieldwork) the role that various behaviors play within their cultural context
and how the behaviors make sense within that milieu. Thus, the analysis of illness
requires that these behaviors be considered in the context of the worldview of
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individuals, which is itself related to historical, ecological, political, economic, and
myriad other factors. It becomes possible to sce illness as the embodiment of an
individual’s role within that culture. For exaimple, Nichter {1981} has described ill-
ness as an “idiom of distress,” a cubturally sanctioned way of expressing dissatisfac-
tion with one’s position or role at 2 given time.

Such idioms of distress are culture specific. Similarly, a locally recognized syn-
drome can be considered culturally constructed. Historically, in medical anthro-
pology these were referred to as culture-bound syndromes—clusters of symptoms
that were recognized as illness in one society but not necessarily within another.
Examples included pibloktog, a syndrome recognized by Arctic peoples as a set of
psychological symptoms that made afflicted individuals behave in ways at odds
with their normal roles (see Chapter 11). Likewise, among the Hmong of Laos, in-
cluding those who have migrated to the United States, a syndrome known as Lsog
tsuamn (nightmare attack) attributed to the dab tsog (nightmare spirit} is described
{see further discussion of pibloktoq and tsog tsuam tn Chapter 11). This was given
the biomedical label sudden unexplained nocturnal death syndrome (SUNDS} be-
cause it often results in sudden death during sleep, but no proximate canse has been
uncovered by biomedical researchers. The Hmong describe this syndrome as being
caused by failure to perform traditional religious obligations, and it is character-
ized by intense psychological stress, especially in rclation to their displacement and
trauma subsequent to political persecution in Laos {Adler 1995).

‘The WHO International Classification of Disease provides standardized
definitions of all known human diseases. [t was originally developed in 1900 by a
group of representatives from the International Statistical Institute, and the WHO
took over responsibility for it in 1948. The International Classification of Disease
represented a concentrated eflort to create a universal classification of diseases that
could be applied in any caltural setting. Nonetheless, anthropologists have found
that even these standardized categories are subject to interpretation because they
intersect with locally defined disease categories, For example, infant diarrhea may
be recognized across cultures, but its causes and appropriate treatment vary widely.
Similacly, in Ladalh, India, where average birth weight is atound 2,700 grams, the
WHO definition of 2,500 grams for low birth weight {below which babies are seen
to be at greater risk of death) is relatively meaningless because almost 50 peteent of
newborns fall into this category (Wiley 2004a).

The cultural construction of disease refers to how discase categories, nosoto-
gies (systems of disease classification), symptomatologies, and treatments ave sub-
ject to cultural influence. This is a major theme in culturally focused medical
anthropalogy. This perspective links to the political economic approach by consid-
ering not only how disease is interpreted culturally but also how it is produced by
social structures, cultural beliefs, values, and behaviors. For example, how do social
conditions such as occupation, housing, and social stratification act to produce
infant diarrhea? What historical processes produced these conditions and ulti-
mately contributed to this outcome? How do culturally prescribed beliefs and be-
haviors contribute to this health outcome? In this case, disease is seen as a reflection
of socially and culturally created conditious and, in turn, is interpreted within that
cultural context,
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Arn important component of this Interpretive nﬁ?.ou..nr is analysis of language.
As bumans express culture through language, the particular words mua. expres-
sions that individuals use in talking about health and disease are M.E..mm::m. It is
common in medical traditions with Greek and Arabic roots to talk about discases
as “hot” or “cold.” reflecting a conception of the bady as being Em.n“n up of vc_ﬁmam,
Linguistic analysis can llustrate how worldviews are manifest in the nram_mm._.,.:o__,_
of disease etiology, For example, Ifoseph Bastien Qomﬂ rmm ﬁ_om,n:ﬁ& T.Q.c :.E, Dc...
lahuaya Indians of Bolivia have a similar conceptualization of their c.omﬁm as they
do of their surrounding moantain environment. Sickness and mn_omomﬁm_ problems
derive from the same source, and both must be healed to reestablish wholeness and
health (see also Adelson 2000}, , o o
Linguistic interactions between healers and patients En.ms;mn ﬁnofun w_zzmw;
into social relationships. How do patients and healers describe mrm patients’ symp-
toms and their causes differently? Is there mutual understanding and clear com-
munication, or does cach seem to be speaking a different language? How does their
interaction illuminate social distinctions between patients and healers? ».rnwﬁ&ww ..Hm
these “illness narratives” provide rich insight into &Enmgnm_ vmmﬁ.mmz a a:En,E.: s
perspective and that of the patient, which in turn has E%:nm:.ozm for the likelv
success of failure of the prescribed treatment regimen. John Heritage and Douglas
Maynard (2006) note that there ave opportunities at every stage nm :gm, %.un.swr.
patienl interaction during clinic visits {which :.Sv. mnwun:vm as having six wr__mrm,
opening, presenting complaint, examination, a_mmuoar ﬁm_ﬂ_smzr mza,n cmw.__umw
for power differentials, tay versus biomedical misunderstandings, contesting .Sm.
noses and treatment regimens, and se on to play out. The nim:ﬁ to which there are
differences berween patient and clinictan understandings, wio:ﬂﬁm. and authority
can have inportant effects on the success of the Interaction and ultimately the reso-
lution of the complaint.

Applied Medical Anthropology

Alarge number of medical anthropologists are engaged in ,mnngsm the ml:nﬁwmm
and ethnographic knowledge derived from 925806@8_ mn:&m:v%, to the
design or implementation of health policies and Eﬁmﬂémcwnm msaw wnnnw, E.m m\cEm
applied medical anthropology. They may sﬁ% ina _n_E ical setting by, mcm m_yswﬂ,m
ple, mediating between a patient’s understanding Om_:_m orher nomm:ﬁo: and that o
the clinician. Often patients and healers are from different social, cultaral, m,:a
gconomic contexts, leading to a mutual lack of Eﬁmnmgn&:m.. F,/s::,owc_omwn&
“culture brokers” can play a vital role in facilitating noEE:Enwﬁwoz between nm inl-
cians and patients, thereby increasing the likelihood oT,ﬁ posilive ontcome. :.Jm
goes beyond simple language translation io ensure noz,%:wsnm E the patient with
the treatinent regimen. [nstead, medical anthropologists in n._::r,& setiings help
both patient and clinician to understand each other’s perspectives and QEEEEJ.
models so as to facilitate communication and ultimately m:rmsn.n the :warvcoa of
therapeutic success. In such a context, the Em%n& msﬁrawcﬂom_mw.zo%m asa "::M
of patient advocate, Most clinics do not have medical anthropologists on mw&ﬂ an
social workers often play this advocacy role. Tt is important that whoever is filling
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this role have some basic training in medical anthropology, especially in a mulii-
cultural society.

, Applied medical anthropologists also work in institutions where health poli-
cies are designed to target specific populations or health problems. Here they bring
:.:m,a ethnographic knowledge and experience to bear an the development of health
policy or interventions. They try to bring a user’s perspective to the table, helping
to ensure that any health intervention programs are culturally appropriate, do net
violate social norms, or do not require resources that are ,_wmz.:‘u:\ ot m<m;mmuﬁ‘ Or-
ganizations that employ medical anthropologists include various nongovernmen-
tal organizations; the WHO); federal, state, and local public health bureans; and in
the United States, the Centers for Disease Control and Prevention ACUQ.,Edos g
many others, In such contexts, medical anthropologists also act as conumunity ad-
vocates by ensuring that members’ voices are heard in the design of health pro-
grams and policies. Applied medical anthropologists may also be hired to nozmcnn
short-term ethnographic research to assess the feasibility and lkely success of a
wE.:nEmw. health-retated intervention. Arthur Kleinman is a particular w,m:m .cm

applied anthropologist” insofar as he brought his anthropological insights into his
clinical practice (and vice versa); others will be featured throughout the book.

Epidemiology

Before delving further into medical anthropological topics, it is important to
become familiar with some of the terminology used in the study of health at the
ﬁcvﬁmaos level. Many of thesc terms come from a discipiine Eounq refated to
med H,nm_ anthropology: epidemiology, which is the study of the distribution of dis-
easeina pepulation. Epidemiology is a key part of public health, a braneh of health
studies that is concerned with the health of the population (i.e., the public) as op-
posed to the individual {referred (o as clinical health, or clinical Em&ﬁm&, vm,
though epidemiology originated as the study of infectious diseases and how ,:E r
spread, epidemiology is concerned with the distribution of all discases, m:m..n:ocw
or not. It is concerned with the factors that influence the distribution of disease and
thereby affect the risk of disease. The following terms are used to describe patterns
of disease in epidemiological work: ’ ,

1. wunmdwimznmiﬂgm total number of individuals with the disease in a particu-
lar time period.

2. Incidence—The nunber of new cases in a particular time period,

3. Endemic—A disease that has a long history in the population, with little
change in either prevalence or incidence over time.

4. mﬁwamﬁmni> disease that dramatically increases its incidence and preva-
_n:nw in a short period of time. In the context of an infectious disease, epi-
demics result when an infection spreads rapidly through the population.
Infectious disease epidemics often have a cycle, with rapid increases in inci-
am:,.na, followed by a decrease in incidence {see Figure 8.3 for an example of
an ,Em:mmwu epidemnic). The decrease results from the fact that most
individuals will have been exposed (or are dead) and hence are no honmm_,
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susceptible to contracting the infection. There can also be epidemics of
neninfectious diseases. It is not uncommon to hear about epidemics of
childhood abesity or hypertension in the United States.

5. Pandemic—An epidemic that occurs on a global scale. HIV is considered a
pandemic, and diabeles is quickly becoming one because its incidence and
prevalence have increased dramatically in populations thronghout the world.

Two other relevant terms are morbidity and mortality, Morbidity refers to disease;
mortality refers to death. The mortality rate is the number of deatlis in a given time
period divided by the total population size. In the United States, the CDC publishes
the Morbidity and Mortality Weekly Report (MMWR; http:fivww.cde.gov/mmuwi).
Its ominous name aside, the MMWR lists the number of cases of notifiable infec-
tious diseases' that pccurred that week and for the previous year; this is the “mor-
bidity” part of the MMWR. [t also provides tables listing the number of deaths
from thaose diseases (i.e., the mortality from those diseases) that occurred during
those same tine periods. Infant mortality, which we refer to in many places in this
text, refers to death in the first year of life.

Medical anthropologists often work with epidemiologists or seek additional
{raining in epidemiology to complement their anthrapological skills. A sampling of
their work can be found tn Anthropology and Public Health, edited by Robert Hahn
and Mareia Inhorn (2009). Many medical anthropologists bring to bear their ethno-
graphic skills, which can be profitably combined with larger-scale {but necessarily
less “rich”) epidemiological surveys, thereby melding qualitative and quantitative
methods. Their work can also help make sense of epidemioclogical patlerns in ways
that help better design culturally appropriate interventions. Anthropolegists whe use
epidemiological data have much in commeon with social epidemiotogists, wha focus
on the social factors that influence disease risk in a given population. In that way,
there is overlap between critical medical anthropology and social epidemiclogy be-
cause it is routinely evident that marginalized or impaverished populations or those
living in countries with high income inequality have poorer health than those in the
mainstrean, with higher incomes, or living in more equitable societies (Krieger 2011
see alsa Chapter 10). Other epidemiologists focus on genetic factors that give rise to
population patterning of disease (genetic epidemiclogists); these are of great rele-
vanee to medical anthropologists using an evolutionary approach to health.

Conclusion

Medical anthropologists are a diverse group of anthropelogists who employ a vari-
ety of perspectives in their attempts to understand health within its local cultural
context, variation in health belween papulations, or the ways in which health con-
ditions have changed as a function of evolutionary or historical processes. There
are important differences among the approaches with respect to the level of analy-
sts. Some are concerned with individuals—their individual life histories that have
made thern vulnerable to a particular disease, how their maladies are interpreted

I'he 03¢ has a list of niotifiable infectious diseases that must be reported ta them. Eocal bealth offi-
cials compile these data and send them to the CDC an a weckly basis.
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