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« To become familiar with standard epidemiological concepts and terminology and st

The term “leper” refers to someone with leprosy (Hansen’s disease) or, more
generally, to someone who is an outcast, excluded from participation in social
life for fear of contamination. Ronald Barrett, a medical anthropologist, describes -
working with patients with leprosy in India: although their disease is curable itis
caused by the bacterium Mycobacterium leprae) and not particularly contagious,
“the social stigma of leprosy furthers its physical stigma, which returns to reinforce
individual and collective models of discrimination” (Barrett 2005, 225). In other
words, the social consequences of the disease far exceed its biological capacity t0

harm, especially in the age of antibiotics, Barrett’s work with leprosy patients in
India reveals how health and disease hay,

als.k € meanings that are cultural and biologi-
cal, and in this chapter we provide som - g

: . € conceptual ; ide-
miological tools for understanding health and diIs)e::e wathropslagical and op

Definitions of Health
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the World Health Organizati
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]-being. Although this definition is useful to the WHO, which has the laudable (and
Jofty) goal of achieving hea.lth for all .Of the world’s citizen§, it begs the que§tion of what
actly-is-this-state, and is it something 'fhat. wwld_bggmm,g}gd? That is,
¢ hat may constitute this sense of well-being in one society may differ signifitantly from
" ﬁ.being in another. With respect to physical well-being, for example, having a sub-
W | amount of body fat might be seen as a sign of excellent health in one population
Stan?la reted as «overweight” and requiring medical intervention in another. De-
but m:lell')p havior may be seen as a cause of hospitalization in one culture but evidence
B eer of witchcraft in another. Or, a hemoglobin reading of 17 mg/dl might be
ofthe powlevel as evidence of polycythemia, a condition in which an individual has too
seen atljfaod cells, resulting in thick blood, whereas at 15,000 feet above sea level the
it czhn wox’ﬂd be evidence of a beneficial adaptation to hypoxia, the relatively low
pesll rrfa ressgure that characterizes high—altitude environments. There is also variation
(i):zvg}fat Eonstitutes “healthiness” within populations. A body weight copsidered healthy
for a man may be considered overweight for a woman; pregnancy in a 25-year-old
woman may be seen as entirely routine, whereas pregnancy in a 45-year-old woman
may be considered “risky.” Hence the conceptand appropfl?tte measure(s) of well-being
are specific to, and meaningful within, a set of local COIldlthl’l-S. o
Medical anthropologists find it useful to make a distinction among three
terms, which are often used interchangeably in popular language: disease, illness,
and sickness. e -l

ijsease

Se refers to a physiological alteration that impairs function in some way. De-
scriptions of disease processes largely derive from Western biomedicalscience. As
such, disease is a more or less.“objective” measure of health that can be used cross-
culturally. However, as the earlier hemoglobin example demonstrates, what consti-
tutes “disease” in one environment may in fact enhance function in another. These
categories are thus a useful starting point because they describe alterations in biol-
ogy and physiological function, but it is important to be careful about ascribing the
same meaning to them across populations and environments.

Here we list some common disease states and their causes. Most of these are by

il i . i
fo me.ans unique to humans, and several may co-occur simultaneously or derive
rcy Interactions among causes.

anat(l);n;niz;?.fﬁlcﬁrgan;sms are vuln.erable tc‘> i'njury or damage to some part of the
acliff in 3 neighbo:c(})lr(l) Odrarﬁdom a'cc1d.ents, living in a dangerous environment (on
(driving reckless] od where crime is common), behavior that increases the risk
1}74 Y> competing with others for mates), or some combination thereof

s o
5 gajob .1n a factory working with heavy machinery).
2. Infection. Infectious di

e individual to apoe. andsease derives from microorganisms that spread from

nfectous diseauen cope cause some sort of challenge to the body’s function.
WOIIS) and vary gy € viruses, bacteria, protozoa, or multicellular (such as
th‘ at cans Y from those that cause relatively little harm (such as rhinoviruses

se the commo
n col
e that cause permanent disability (such as the

Ka virgg d) to thos
r that are Potentially fatal (such as malaria or anthrax)
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3,véalnutrition. These are physi oloilq Clif;f:rg::l: tl}llat stem
it of nutrients, including yltamln » [TUNCTA'S, Carbohydrate
surfeit o 1 in e gral contributes to protein-energy malnutriy;
A.lack of fqo liefcan contribute to specific disorders (e.g.

trlenF deﬁa(inccontrast’ Jong-term overconsumption can contribye tom Vltan;““
deficighcy). ndiabetes’ cardiovascular disease, and some forms of CanCChme?i‘Q
easqysuch as process of sexual reproduction, mutationg ma o

ic. In the ; . o
4. Genetic These mutations can ultimately Create ahzcur inﬂ\
Tatin, ¢

; erm.
formation of g8 " 27 form of compromised : o
fetal development OF contribute to some p function g

Any given genetic disorder occurs relatively rarely at the rate of Mutatiqy, (mh'
estimated at about 1in 10,000 genes), but may becorPe TOTe common g, Pohen
isolated and inbred populations or when the dig, sy

down in reproductively : ' w5
fers some (E)ther biological benefit, as in the case of sickle-cell hemoglobin’ Wi?in\
seems to protect against deadly forms of malaria. &

5. Chronic. Some forms of chronic disease stem from genetic factors, but -
result from lifelong behaviors. Included in this category is cardiovascular ;g -
which is related to long-term dietary and activity patterns, cancers such ag thos;
related to smoking or exposure to toxic compounds, and type II diabetes, which i
many cases related to long-term overconsumption, lack of activity, or both, Tmpo.
tantly, these forms of disease are by and large absent from wild-living organisy,
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although they do manifest in domesticated pets or zoo animals as a function of dig Fol
and activity modifications. They are also relatively absent from human populations rie
engaged in subsistence agriculture or hunting and gathering. Other disease state i
can be chronic, such as allergies (immune responses to benign foreign substances) The st
or aufoimmune disorders (immune responses to one’s own body tissues). ways
. Psychological or behavioral. These forms of disease are also relatively absent cuttd

frf’m wild organisms, but they have come to be common among humans in indus- expe
trialized societies. Depression, anxiety, and attention deficit disorder, amon the e
others, are increasingly diagnosed in countries such as the United Stat;,s Thesge fit o
f:omplex disorders are caused by many factors, both biolo ical and social t.h t ‘
incompletely understood. They increasingly are treated w'fh i SQCIa i o C
the balance of neurotransmitters such as serotonin in thelbr;:'n = iR pla
As is evident from this list, an individual’s behavior - : e
environment is critical to understanding variation in dl'or - re.latlon ey hié ar bog .
1S€ase risk. Different social cQ

environments, patterns of behaviors, and ecolog

ation in the risk of any of these disorders across h s all give rise to vari-

Uman populatiopg,
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Ilness is used to describe the subjecti i

Hlness : ective experience of g

it mf)tlvates chaflges in behavior to alleviate the discomﬁfg&néfnd Suﬁering, and

restmg, or seekmg professional help). Arthur Kleinman, 5 nlic as altering the diet,

(see Figure 2.1), distinguishes illness from disease in the )follo i anthmpC’logiSt
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Figure 2.1
Arthur Kleinman.
Photo courtesy O

f Arthur Kleinman.

For the practitioner, too, has been socialized into 2 particular collective expe-
rience of illness. Disease, however, is what the practitioner creates in the
recasting of illness in terms of theories of disorder. (Kleinman 1988, 5)
The subjective experience of suffering is \,,iqf,{f,f,"fmed by cultural contexts that provide
waysof thInking —out and understanding what we are Teeling. That is, there are
cutturally specific and culturally appropriate ways of being ill and expressing that
exPﬁmimuccessfﬂT’“fﬁé‘fﬁpeutic encounter, there is-aclose match between
the articulation of illness and the diagnosis of disease. However, in many cases, the
fit may not be so clear. The clinician may fail to find objective evidence of disease
or declare a diagnosis that reflects an incomplete resolution of the patient’s com-
plaints. In other words, a patient may present his or her “illness problem” and re-
ceive the diagnosis that “nothing is wrong.” Conversely, a person feeling well (i.e.,
not exhibiting illness behavior) might, through a chance clinical encounter, dis-

cove : :
r that he or she has a serious disease, such as a symptomless early-stage cancer.

Anthropologist in Action: Arthur Kleinman

T?: ;:S:EZL?;:N}T?‘OQ‘“ Arthur Kleinman holds an M.D. and a master's degree
anthropology, at Hayr‘va(: dlsija professor of psychiatry, as well as a professor of medical
field of medical anth ﬂ|Vers|'ty anq ha§ made fundamental contributions to the

fopology, while maintaining a psychiatric practice until recently.

(continued)
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gont".l“ 31)1 has worked in the United States and has carried oyt 8).<t ensivg -
r: Kleinm China. He has been active as a consultant for WHO, workin Jong, afdm' 1”
Ta|waq and Chin 'ell as issues related to infectious diseases, such a5 SAR s e,
2 health |S§Ues als V\,\Cork Dr. Kleinman developed the concept of the explanatg Allg
| l." ;:/S‘::;;’ const,ruct to interpret and “make sen§e” (’)’f thgir eXperience o :2;'
\:’Ve:itﬂgng them in what Kleinman called “iliness narratives” (Kleinman 1988), Thes g

Onteyt by

also from his or her own life history, family ar_ld'commun.lty, ?(?d, oxliet Sy'stems‘ Inan artig,
outlining the relevance of these models fgr clmlcal practice, K ennman; Eisenberg, gng Goyg
(1978) suggest asking: (1) What do you think has caysed your problem? (2) Why g You ty
it started when it did? (3) What do you think your sickness does to you? How does it Worky
(4) How severe is your sickness? Will it have a short or long course? (5) What king Of treqt.
ment do you think you should receive? (6) What are the most important results you hope
receive from this treatment? (7) What do you fear most about your sickness? What are th,
chief problems your sickness has caused for you?
 Inthis work and throughout his career, Kleinman has been concer
;vingﬁihé doctor—patient relationship to best alleviate not only the physiol
- of disease but also the multiple social dimensions of patient suffering. As a psychiatrist
 he has seen how the “routine” health crises that people inevitably face (for themselyes
oo Vﬁgiéne’s)'«often Precipitate a medical diagnosis (depression or anxiety), yet he argues
moral issues that suffering brings to the fore should not be medicalized or turned

to” Tiggase"‘f (sge G&'A“With Arthur Kleinman, The Boston Globe, July 23, 2006).
 Inrecent years, Kleinman has turned to the consideration of how caregiving must
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Because illness reflects a set of individually expe‘rienced symptoms of c‘liscom—

the disease diagnosis may not fully—or even partially—resolve these feelings. As
s noted, “When chest pain is reduced to chronic coronary artery disease for
Kle'mmarll i b,lockers and nitroglycerine are prescribed, while the patient’s fear, the
whl?h ,Cafrc 1 tration, the job conflict, the sexual impotence, and the financial crisis go
fam1.lY ° ufi and u;laddressed, it [the disease diagnosis and treatment] is unsuccessful”
urldl.agnoSe 1988, 6). Hence, 2 focus on disease is often considered reductionist; that is, it
S ill ’ S éx erience to a hysiological locus. Treatment of an identifiable dis-
reduces the illnes: .-'—’c‘ " aeexperienceofitiness, either for patients or for their loved
ease M8y O &émmm e SemsEof W eE—?(emg, as 9e WHO definition of health
one «. reare psycholo  social, and p ysical aspects of illness that sh01.11d
indicates, & y + more hotistic concept than Jisease because it links the in-

ressed. IiiTmpegis-Haus gy . .
g:?gd 1. his or ? : serien)ce, cultural orienta , and social environment.
jvidual, N

S€i
gica

Sickness . L g
gickness is another term that is used in relation to health. Sometimes it is equate

=ith disease, illness, or both, butithasa sociological r“nc-eaning as well. Talcott Parsons,
» famous medical sociologist, coined the phrase t}:&gglﬁﬁ}:)le- ”thlt P meant
s asocalyrecognized set of xpectafions or Sl indvicus ® FLees
1979). These expectations may include being exempt frc')m .ocj,cupanonal work, house-
hold tasks, or the other obligations expected of “well” 1nd1v1dua1_s..To be able to take
on the sick role, one must have an {llness that is recognized as legitimate by th'e spgal
group. Legitimacy may require documentation by a health expert, such as a clinician.
Doctor’s notes are often required in industrialized societies to exempt a person from
work or to allow him or her to receive what is called in the United States “worker’s
compensation,” financial compensation for wages missed while the worker is sick.
Given the benefits 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-
hgat.ic?ns, the sick role may also be associated with stigma, which in turn triggers
2&‘1;;135?: nSltllflfeezing. Afflicted ir¥d.iv'1dual‘s may be avoided or even ostracized, espe-
— Metaphoryglftomss are visible, asin the case qf leprosy. In her 1978 book IlI-
which canoe. 1 p)e rcesiizd ;)Sn;cl';lg iw}}o died of cancer in 2004) discussed the ways in
“shunned by relutivee s frieg’; erlczius and generates fear, sgch that patients may be
by members of e temeihald S and are the gb)ect of practices of decontamination
[Cancer] is felt to be Obsz o as if GRS, like TB, were an infectious disease. . . .
abominable, repugnant toetr}lle—-m thﬁ original meaning of that word: ill-omened,
With cancer may not wigh iy fals(enses (SQHtag 1978, 6, 9). In this case, individuals
n s:cli:_?e sick role, the distincteu())r? lt)};i\fllecek r'()le i Of.being stigmatized.
ies such ) n illness and disease becomes rel
author; as the United States where biomedicall . _ e.:s're evant.
evidence uf s diee : y trained clinicians have
se often must be present to

o
a“thenti);;?e health matters, clinical
a patient’s claj i
m to the sick role, If
- 1 no such evidence is fo 1
und, the sick
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role may not b.
well. In most, 1
if he or she is tO

A kw’aﬁ;ﬁ’faspeCt (o) . ]
Theyareeach afi LMp ase, illness, or sickness, Howeyer oy

" disease, 1L
SMfﬁ:iplete well-beinig; e they would o o,
el buni 59 — k role or the services of a healer. For example_, iy |
themselvs asillorseek £ ed because of the demands of work or an O’Velr)ersf)n
who is chronically sleep depriv larly strong sense of well-being but is un}; il
social life may not have particular -Y.S g. havi ; 1 _lkel !
seek medical attention to treat a condition derived from having a particular lifesty,
Under these conditions, a person is able to carry out his or her normal functiop
albeit with the sense that all is not as well as it could be. So, perhaps health is relateg
to one’s ability to carry out normal functions to one’s satisfaction. Only whep, the
routines of “normal” life are disrupted by an increasing or acute sense of “dis-eage”
does a person recognize that he or she is suffering from ill health.

In the WHO definition of health, “social well-being” is specifically includeq,
What does this mean? In one society {Pfiay 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 eroded
through discrimination and permanent untouchable status, even after being cured

of the d%sease. They both continued in the sick role and expressed illness symptoms
even going so far as to further disfigure themselves as the physical confi R
their internal suffering (Barrett 2005). Another Y HAFENA0EN &

€

rr(:fl:}llwaYS necessarily imply a patho-
s r’;\Stlt might of society” (Adelson
Ot merely about the absence of

logical condition of the individual, however $0
1998, 11). The Cree recognize that being alive

an individual pathology;.it involves the integrity of 5 h
If you are used tq thmku_lg about health 5 Tiasss Whole Society and way of life.

may seem odd to consider social well-be; Vg an exclyg; o
Ivsis. the bodv i = 'l?emg an aspect of, Xclusively bodily locus, it
anzll YSlS,t L e body is often th§ focus of investigation, v , ealth, Indeed, for biocultural
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300,000 participants showed that having Stronlgss osz_udies o 0l\re 0 ;
kinds resulted in a significant increase in the likeli}llal SUppoy N, SSing mgre e
Smith, and Layton 2010). As Figure 2.2 shows, overq)) t}?Od Suryp, lor S of variogs
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0 01 02 03 04 05 06 07 0.8
Social Relationships: Overall findings [~y ' ;

from this meta-analysis

Social Relationships: High vs. low s o p——— e
social support contrasted FRTICAOE | SRS

Social Relationships: Complex measures =
of social integration |

Smoking < 15 cigarettes daily gacaratn I

smoking Cessation: Cease vs. Continue pr==mag

smoking among patients With CHD e s it

Alcohol Consumption: Abstinence vs.
Excessive drinking (> 6 drinks/day)

Flu Vaccine: Pneumococcal vaccination '
in adults (for pneumonia mortality)

Cardiac Rehabilitation (exercise)
for patients with CHD &&

Physical Activity (controlling
for adiposity)

BMI: Lean vs. obese § '

Drug Treatment for Hypertension (vs. |
controls) in populations > 59 years |

Air pollution: Low vs. high £

Figure 2.2
Comparison of odds of decreased mortality across several conditions associated with mortality.

Zero indicates no effect.
Credit: Holt-Lunstad J, Smith TB, Layton JB (2010) Social Relationships and Mortality Risk: A

Meta-analytic Review. PLoS Med 7(7): €1000316. doi:10.1371/journal.pmed.1000316

E:ds of R ‘{iVal. Figure 2.2 illustrates that the magnitude of the effect of social support

bo j;lrn::;:liifdimenﬁa}?y .greater.tl}an that of well-known risk factors such as smoking,

adult ages dx° oLy .y51ca1 activity, among others. The results were consistent across
8¢S, gender, initial health status, follow-up period, and cause of death.

Health, Ethics, and Cultural Relativism

heW ’ 4
= WZICI)-Z giflnlt{on of health as a state of complete social, psychological, and phys-
graises some ethical questions for medical anthropologists. One of the

hallmarks of
a .
nthropology is the concept of “cultural relativism”—the idea that the

(continued)
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(continued) e must be understood on their own terms, Withoyt
eloments of each cu.ltur other cultures. However, if a particylay Pract a'Uatiom
base on nors derived 11 | detachment from their infants, as discusseq i'CE e
female genital cuttin'g or matzfi’r‘;ul yet enhances a person’s social or psvcholzci amera-,
: Phys'icaH.y delet?r:‘?f?ec;rltf}y?" h‘lit is accepted that a universal companen of WZII.l\)N o
i, p{aCtr:c ical pain and suffering, but also that well-being encompaggg, se'f‘g
pihcage ol what is an appropriate medical anthropological interpretatig .
andneiitl fgiites. lution to ths issue, and medical anthropologists 1, . "
action? There is no clear resolution . By,
| ety of stances. Some use their research as a way of he ping to un ers anq these g,
| doxes; others attempt to find ways of eradicating the physical suffering while Presery,

' the cultura meanings or integrity of a practice; othgrs §eek to gffect cyltura! Change, ro.
. gardless of what social benefits such physical suffering I5ass0ciated ‘{Vlth} Still others
 their writing to bring these complexities to a broader audlencg, mc}udmg polscy Makers,

Furthermore, one important anthropological contribution is to bring to light the
ways in which health is not evenly distributed across cultures and to clarify the ways
in which local culture is implicated inimprovijng_or worsening health and the ways in
which larger political and economic forces;coritr::ib'ute‘to health differentials. As Pay|

Farmer (1999) has argued, it should not be assumed that poor health in one population
? Is just an intrinsic part of that culture, suc t there s little to be done about it
without “disrupting” cultural integrity. Instead, medical anthropological analyses
.~ should elucidate the various local, hist_or‘_i"caklb,a :mgré fglobal factors that contribute
i tovariation in health across c,uitutes.lAs’F:q;mg tes, what people with poor health
tend to have in common around the world s poverty; despite different cultural attri-
Fs butes, thg °°“’_”‘0” denominator :t'o low “f‘? e}@éﬂ’fénslybr high infant mortality, for
i example, is being at the low end of the €conomic hierarchy (this :

e Chapte.r 10 Mqreqver, st v.b'e'c.au's "‘k':’dilﬁme' i,‘s'kderive.d from Westem
culture (suggesting that its introduc Findg :

tions) does not mean that it cannot be extremél\) effk i

/ ective in treati s
and such resources should be made universally accessiplg. Ng many diseases

e ——————

e T —
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The Locus of Health: The Body apgq Soci
In a seminal paper in Medical Anthropology Quarterly, Nanc ot

Margaret Lock (1987) argued t.hat‘tl?ere are three bodieg ¢,, be z’onc}}eper-Hughes and
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. the latter being privileged over the mind i'n the §earch for the cause (?f a
resulted n t. The extent to which people recognize social or even psychologlcal
articular adm;n . spects of health is highly variable across cultures. That is, health
henome.na o pexclusively somatic state rather than a characteristic of society.
ma \l:;;l, lgjeidszi;rll or other forms of external forces (e.g., supernatural) are recog-
e

valid causes of {liness or disease is also highly variable. Scheper-Hughes
as

nized  described the social body as the seam between the physical body and the
and Lo¢

| world of the individual. The ills of society may be inscribed on the body via
cial wo .

SWTWT&E‘S srturn may be, at least in part, reflective of a ha'rm'oni-
diseasETReNE E jety rife with social divisions, inequality, or conflict is likely
: l W?r?d. AS?CIRK (e.g., Via stress, increased exposure to infection, or vio-

to harm individua “e;le-i ntégf’ated or egalitarian societies should generate im-
lencel; 14 iy heir members (see Chapter 10, R. G. wilkinson 1996; R. G.

rove.d healthd'fcl)’ricieiltr2009; Marmot 2015). The body politic refers to the ways in
Wl%k}llnss((::iaalnand political forces exert control %W a
Whl-(,-: atid M’b@’ﬁﬁ??ﬁﬁftmor optimﬂhealfh“fé‘r’éﬁ.
Soae(t:};isidering health in relation to all three “bodies” makes clear .th'e ways that
individual health is connected to larger social conditions and how in-dlvug.%a?s co‘tm_e
to “embody” the conditions of their social worlds. In the context of l?lome icine, itis
fair to say that health has come to be exclusively the concern of medical practitioners
and its links to larger social phenomena are not made explicit (Farmer 1999). Ind'eed,
there is in biomedicine, as well as in other medical traditions, a tendency to medical-
ize conditions that have clear social roots. Medicalization refers to the defining of a
condition as a disease, or in need of medical surveillance. It often occurs in situations
n 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 over
the twentieth century. It is widely held that pregnancy should be monitored by cli-
n_icians a.nd that birth should occur in hospitals (see Chapter 6). Similarly, depres-
:)lfﬁe:vllllff};g ;1(1;2}; Iclii‘esoi:kclliarly related to an il.ldividual’s sati.sfaction w?th his
cal disease and is treated acco’rd?ls Clome' t}? bl? Con51de“_fd e e
as the box about Arthur Klein;::agn})’ WI_lIt It fnaceutlca}s (see Chapter 11, as well
conditions is often subsumed in sucﬂ d.ow s9c1al forces increase the risk of such

iscussions, and the focus turns toward how

to best «treat» i
: these diseases. Thus. j 3
diseases of fhe e - Thus, ills of the social body come to be treated as

1 - L
treat_ments that sidestep th bOdg' Th.ls may result in inappropriate or ineffective
Medical treq ¢ underlying cause; in other words, the focus is on bio-

tment rath i
reduce ; er than social polici : :
its frequency, or ameliorate suffgringlgjoil?: ight prevent the SEnC0n,
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alysis rather than an endpoint, as it is in o,

I iocu llral a_.rl s “.u.,g ICi
lilct-(l)‘:n to}nake here is between the P 1 te and u t[m .. -1Ng
tincti roxima T

A ‘
te literally means nearby, andtrthiscs - toatteecauses l(t?flm i B
i el1 . =k : )
Proxima hysiological disruption. It could be a bacteria] infectioy, t’;‘lm.e NS
of some Pe}’ofa high fever. lassitude resulting from tog little thyroizt i thep X
te caus y .
zir;;iiulty breathing caused by unimpeded growth of cancer cells i, theﬁrm

is where biomedical analysis often stops. & “ns

lip
In cont,rgétg,big,QkLM@lmglﬁiaﬁ@kﬁ,Qﬂﬁomhmmw
-/ tant or “ultimate” causes of the disease. It asks wh —why this .in di"idualﬂwri f
%atiou, [ving under a set of household, Commun}twlgnal’ nati:):l ,
global-conditions, each of whlchjﬁas fzgs;? shaped by hlstorlc'a] m.e% O,

forces~What Tactors put the individual at risk for the‘Bé‘c‘t‘é‘ﬂa-hnfECﬁ%? 1
f lack of attention to hygiene in a nursing home, anc.i why was the Person the::he
g begin with? Was the individual exposed tq asbestqs in the course of hi job ag, b
f molition worker, and how did he end up with that job anyway? Ultimate faCtorsce"

also be locally defined and include supernatural forces that are believ,

i ed to gy,
disease, such as witchcraft, sorcery, or some other form of divine Interventiop

Biocultural analyses (and medical ammﬁgﬁgglog“igglianalyses in genera]) tryty
get at these more gdistant’ or ultimate causes of a mai:?!l} They cast a critiey -
on standards of health derived from biomedicirie, Which have most often beep d.

Weight (KQ)

100,
Wagiy,)

FIgUYs * nd WHO gr©
veloped in a Western context. The example described earlier of hemoglobin [eyg The Cdzvi ations from tt}
in sea-level and high-altitude populations is illustrative of this. Another exampleis | ser;t put especially S(;c
that standards for growth (achieved weight and especially height for age) routinely asgo,;rce: de Onis, “\:‘V‘ih
used in cross-population analysis often derive from the well-known U.S. Centers the CDC 2000 gtzgdon-
for Disease Control and Prevention (CDC) growth charts. When used in this way, Society for NU

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 by osteopc
CDC charts for growth in weight among boys against the WHO standards pub- caused by O ol
lished in 2007. In general, the WHO standards are lower than the CDC standards, women in Wes

especially from ages 6 months to 32 months. The WHQO standards are based on direct—to—c?onsurf
healthy children from diverse populations and call into question the CDC stan- have con.51dered
dards as the global norm for “optimal” growth (de Onis et a]. 2007). That is, con- risk and in need
temporary children in the United States mg

Y in fact be overnourished and able to Thus, althor

: ¢, the wisdom of using these height, weight, |
standards as an ideal is being questioned, especially becayge U.S. children are now ticular measure
manifesting increasing rates of what used to be considereq adult-onset diseases they will be ass
such as diabetes. This topic is taken up in EQL&A@MLJQ Chapter 4 populations or

A digication R g tlis analple M‘i@‘iﬁ%aﬂy nérmal% This is a The issue ¢
crucial issue because “normal” tends to be e uated with’ healthy fpes ou; to human biglg
develop a better sense of (1) the range of what mig = erza - Ort?nth s, g
norm—the most common form of a characterigriz s normal (a.s in the - uman
across history, and (2) what evidence exists Supporting 4 re 05s populations or e. Races we
trait and an increased or decreased risk of disease across POpuTtlonShlp between a Unique set of

ments (G. C. Williams 2000). The concept of biologica] " ations apq énvikon:

plied to conditions for which there is no known cause or
which are thus labeled normal. For example, the dowager’s hum,
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sen

ially so from ages 6 months to 32 months. .
?S%ngz? gngrf;: Kllercedes, et al. 2007. “Comparison of the WHO child growth standards and

the CDC 2000 growth charts.” J. Nutr 137:144-148. Reprinted with permission from American

Society for Nutrition.

caused by osteoporosis of the spine, long described a normal aspect of aging among
women in Western societies. Barbara Mintzes (2002) notes the pernicious effects of
direct-to-consumer drug advertising as a way to encourage individuals who might
have considered themselves 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 bodily states (e.g.,
h.eight, weight, parasite load, blood pressure) are used, the meaning of their par-
tlcular.measures will be subject to investigation, with no prior expectation that
they Wll.l be associated with the same risks or derive from the same causes across
POP‘{};tK_)ns or the%t they are considered problematic within any given society.

umane E:lloeg(i)i;m\}:rgil:zl norTrEalcy is especially relevant to our ut}derstz.:\nding of

across human POPUIation(;n.and e}:? e sane well-known biological differences

race. Races were seep o di,fferent ::torlc’e’ally these were understood as aspects of
Unique set of biological chara et ypes” of h_umans,- with each type having some

Understand thyg e (it c erlstlc.s that differentiated it from others. We now
members of ope populatione}rll::'s arein C.legrees. of frequency rather than simply all
apter 10). Some of these genetic differ-

Tace ang health
€nceg can b
€ underst
00d as the outcome of variation in the diseases faced by



: : selectjo is o
—~survive,” the adaptation of interest may haye

96  Medical Anthropology

d therefore they have health significance, Tp,

S, t() un
tions an . o ong human populatj . Tyt

Frees o his ilgia R ve-on Fealth. Bigeal ot nec
s olutionary perspective o ne e . Nalyses ofr rhsary {\

i v g Gy it A I . . )
outl_%,IL":é.f}%&; evolutionary ,Pf{f,gfftweym effor slto understang }, cu?tkef‘z\
tensive use A ffects.interactions *Wfﬂﬁht? natura environment_y oy,
especially a:slfor the body, in the form of biological changes. g'term
consequenc
Evolutionary Perspectives on Health

lutionary theory is a set of well-supported hypotheses thgt XPlaipg;

To start, evoiu ot o o
biological systems came about, how they chang W the

Te g

tained. Evolutionary theory is the overafcgi_gmg P?r af;]gr;l for ,?111 of thf_41§f§.lscie§n a;n\ .
those branches of science that are coﬁcgrned w1td lviinz;;l orgalnlsms. “The Corg
principles of evolutionary theory are stralghtforwar. and have clear relevancet
health. These principles derive from the pathl?reaklng w0'rk of Charles Dary;
(1809-1882) in the nineteenth century. Darwin, along Vylth the less-celebrated
Alfred Russell Wallace, provided a process—natural selec‘tlon—that could explap
how organisms came to have their traits and how these traits were clos

ely relateqy,
the environment in which the organisms lived. Simply put, With’i&}zgogﬁul‘ations ind;
viduals vary in their characteristics, and many of these Variat_if)r;li_ilvrtgﬂ eritable (e,
pableof being passed on to offspring via DNA). Because resources such as foo,
Space, mates, protection from predation or climate, and so on are

time, such favorable traits sho
that population, as evident in the freqy,
lustrated in Figure 2.4. This is evolutiopn
tion over time. Natural selection is a e
The traits that confer som,
as adaptations. Importantly, an adaptat;
rovides an advantage in a tropic
Arctic environment. Predators, food re
lems that all organisms must solve, but the Particy], ..
their adaptive responses vary by environmeIlt Xarmes of thoge problems and
throughout the body—natural selection my fortn daptiye Tesponge em
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source of variation:
::?D%M GENETIC MUTATION I E \

ﬁ l SELECTIVE FORCE: VIRUS X

S individuals differ in their ability to get
threats to survival and

lndividuals vary; variation
is HERITABLE.

J resources or avoid death or disease
reproduction as well as because they have different traits.
urces These aré

to as SELECTIVE
FORCES.

reso!
referred

whose traits allow them to access
resources or avoid death tend to have
more offspring (they have HIGHER
FITNESS). Since traits are heritable,
individuals with those traits will become
more common in subsequent
generations.

Those

Traits that enhance survival and/or
reproduction are called
ADAPTATIONS. NATURAL SELECTION
is the process by which non-adaptive
traits diminish in frequency in the
population and adaptive traits spread.

i) =lower fitness; less well-adapted to Virus X

higher fitness; better adapted to Virus X

Figure 2.4 .
Evolution through natural selection and the concept of adaptation.

Adaptations are measured by the fitness of the individuals who possess these
traits. Fitness is defined as reproductive success (how many offspring or-grand-
offspring, etc., you have). To have fitness, you must survive to reproductive maturity
or make some contribution to the reproductive fitness of close biological relatives (this
is known as inclusive fitness). Because the strict measure of fitness is often difficult to
assess, especially in humans with their long generation times, health indexes are often

used as proxies for fitness—that is, for the assessment of adaptations. By definition,
these are linked—either direct

1989). Frequently used IX orl ir:ldirectly—to s.urvi\.ral and reproduction (Little
Status, infoctions dhoeas. st:t)f: ;?c u e.stalndard t?lolog¥ca1 measur.es—hemoglobin
e, eproductive Outepmes parasite oz'ad, child belght a}nd weight, blood pres-
something about hoalth 1 S ;uc as miscarriage, or birth weight. All of these signal
ductive sgogpes e tit as significance for survival chances and overall repro-
study—that is, Y’_ ese .m.easures can be linked together in a prospective

» Dy assessing individual health characteristics and following an indi-

I eI' i ]
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he diet, or overexposure to heat or col_d’ 21mong many Other
a,nd individuals with characteristics that help thep, 2
¢ higher fitness and better health than others, Those ¢ Cop

nutrientsin t
as selective forces,
these stressors hav

. en get passed o~ . . . he
:}C;thNatguraIi selection acting 1n different environments on differe
ion.

. ‘butes not only to variation between species but 4, - ex}%n‘
jsms contriu e ulations within a species that inhabits a broad eval‘lati%
observed betwﬁelrln I:gz Hence, an evolutionary perspective is relevan ¢, iﬁi“‘?‘lk
range, SuChli; ;15 ecially those that consider population differences i, b Stig,
tions of he:l se’lecfi on is a slow process, producing a gradual change in th .
cies E?clil:ptive traits over generations. thn enl;riror})rr(l;entatI_ chzcilnges are
rapid, however, natural selection must play cat;:1 h-up.” Genetic adaptatio
in response to the previous environmental C-On itions] v 3 el’.lVIIOnn?e oy
quickly relative to generation time, thgre w111 be a period during which there i
mismatch betiéen the populations genetic characteristics and the environ .
This time is likely to be characterized by higher rates of morbidity and ortaljy,
This mismatch is especially relevant to health among contemporary popul;
tions (Gluckman and Hanson 2006; Moalem 2007; Nesse and Williams 1994), Cal.

SQI\{&
h y ar: Wi‘l&
on with greater frequency to the next generatiop, of i, Cley,

.
relatively
ns evOlVed

tural change is rapid relative to genetic change, and the historical changes i, |
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but to the bacteria this is a severe obstacle to reproduction. As
the challenges have passed, the individual reverts to physiological basel‘me.
soon as se short-term responses are meant to be just that—of short duration.

Note that the e expensive to maintain in terms of bodily resources and are

t is because they are &
"Fna;ﬁ ient or even deleterious over the long term. .
ine FC : stressors that persist over longer periods of time, the body engages more
or

. kinds of adaptive responses-. If cold stress continues, the body shiﬁs to al.ter—
efficient < - tion and dilation of the blood vessels. In the context of an infectious
nating ConStric (l,ther arms of the immune response are engaged (see Chapter 8).
disease"dllfe*.l d’ ]s increase weight-bearing activity, bones increase in density to
Wheﬁ :ﬁg 11‘12\: Toad- when individuals travel to high altitude, they build more red

mafc adequately take up and deliver oxygen. These responses are en-

re ;
b-IOOd cellsr;(t))lr;(;)one density declines with less activity, and red blood cell produc-
trely rev b . baseli ols when the individual returns to sea level.

: es bagk 10 Dd . )
on gOOth adaptability respoRses that are less reversible, but more efficient, are those
' X d development. If a stress is encoun-

. br5ds of growth an
that occit Ty pe - Jleable, growth and development

i is peri the body is most ma
tered during this period, when ‘ ! .
can be fundamentally altered in ways that increase survival and reproductlon under

those conditions. For example, if undernutrition is encountered chronically in utero or
during early childhood, growth in height will be stunted to preserve the development
of more critical physiological systems such as the brain. Other adaptive responses may
be engaged that make metabolic function more efficient. These kinds of alterat1.0n5 are
often permanent, and they can be beneficial if in fact the future environment is char-
acterized by the same kinds of stressors, such as chronic food scarcity. However as we
will see in Chapter 5, these also come with costs to individual health that may manifest
during childhood or later in life. Thus, whether these are adaptive or problematic (or
both) is subject to differing interpretations (Schell and Magnus 2007).

manifests as fever,

Behavioral Adaptability

Thereare also behavioral adaptability responses, and these are likely to be especially
important for a large-brained, cognitively astute species such as Homo sapiens.

Vari . . . . . .
ation in behavioral adaptations may be evident in cultural traditions because

r0u TR TR o N D % TV RS = - ) i
fheirpdsﬁk;zye'b%gﬂe&%g¢;9“d}ﬁg¢m threats to their health over time as a result of
buiking :;izs IStOHSa%lQI}og@ ecological situations. For example, differencesinhome-
may reflect differences in expos -
y ct differences in exposure to malaria. Researchers have

shown that build;
ng h i
carying moy g houses high off the ground can reduce exposure to malaria-

it : s
el 1ikeqx;s(e)erse ;lhat have a low flight ceiling (Charlwood et al. 2003). Healing
F“rthermom, s ect local bealth threats and may be adaptive in that context
NeX, behaud genes, which can only be passed from one generation to thé

be transf, -
ever, there oy ansferred quick -
, e barri ; individuals or po '
SPecific cultyra] o :erlsj to the transmission of behaviors: those sf Plﬂlatll(.ms. Hlange
Sence of migrat; 1810us tradition may be less lik rongly linked to a
A, Bl s likely to be transferred in the ab-
selytizing,

itself
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>

d. Although the difference between adapting to an €nVironme
changec. : t such that it no longer poses a chal Nta] g,
dapting the envir onment . allenge Mmay 1 g
or adapting the latter has been key part of our adaptive behaviora] p,* % sm?"i‘-
for hum.ans,keS the form of buffering us from health threats. Byj] din Er Oire‘M“li
Oft?n thls" tia('n water from wastewater, building houses high off the g%: eltery se‘iz»
rating (.1r1n elttib;lg are all examples of this kind of environmenta] mq diﬁ‘:n(.l’ o “sl'::
fnosqtl-léti(;; to control insect-borne diseases Or fertilizer to increase crq atiop, Singn
insecti ) ; Ody:
also fit into this category; as do medical systems that effectively reduce :Illuchv“;

. . . e, . or g
from life-threatening diseases. All reflect the creatw? alillllltles of H. Sapiens m:)ah“Y
the environment in ways that reduce threats to survival, ealth, or well-beip di

There is an important caveat to these kinds of technological innOVati(;n
though they may solve a particular problem, espec1e.111y in the short term ;; iss' 1&
possible that they disrupt some other part of the environment such that a ne,, C‘;m
lenge emerges. Building dams for irrigation or hydroelectricity can increage , al‘.
cultural or economic productivity, but it also changes the ecological cond,ltigorl.
such that new disease vectors can flourish. When the Aswan Dam was builtI:s
create Lake Nasser in Egypt, the lake became home to Bulinus snails, whj '

ce Nasser in “gyp » Which cay
the helminthic infection schistosomiasis, a debilitating disease associated with
blood loss and scarring of the blood vessels surrounding the liver, intestines, o
bladd.er. Wheq people started using the still water for a variety of activities (ﬁshing
washing, playlr}g), they were exposed to these helminthes, which are parasiti;
worms (Desowitz 1981; see also Chapter 9). Thus, environmental modificat;
often have unforeseen consequences for health e
: ) ealth, and they may also contrib
roblem of " : Y ute to the
P of genetic-environment mismatch mentioned previous|

These examples illustrate another important point: previsins Y
way compromises. This means that there are both bPomé;., all a_daptg_hons are in some
In response to a health challenge, regardlé?w.hwegfﬁtﬁ il COStsmde
developmentatTHOTE IR ATy s of whether the adaptation 1S genetic
ﬁ 1 . = . P YSlO Oglcamfmwd’“‘"b . 3
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May b We ‘es of food available,
) supplies of food were
PErtOie subtfe ntries as their p——— - i atr;gl: ilv:clinipin health conditions. In the
Shey b X X o the colonies experienced 2 P e 1 eted because of exposure to new
)UH(;er L SeESt even aif:as indigenous population numerSaPI:gI:zﬁ of major health disparities be-
" ! A Americas = from Europeans, and a X . . ty-first
lcatiol1 using infeCtiouS.dlseazegu;opean-derived populations persists well into thettcvlver;g’ o
> * Uy n native anc_C_ The globe came to be more distphct during
Produ Sl twee ~ties in health across g ———diflerences in life expec-
ice m, Ctlvit)' century lsise persist today.- These are €Vl fent in lug & ot 50 yeam—rs e
Orty); time, alt . d the world—from a low 0 :
ens tq ", l}ty lncy among countries aroun than 80 in Scandinavian countries and Japan, as
‘bein dlfy @ haran countries to more tha < length of life in a population and,
& sub-Sa. Life expectancy is the averag g o 2
10Vat10n : shown If Tebled by levels of mortality early in life. Variation in
rm. i St al. ch, is strongly affected by leve burdens, especially early in life, and years
> 1t 18 alS as sucll differences in dlsease ur 2
taney, ch 10 pectancies reflects P P
a o -
NCre i —2015\
A oaseff ti- Life Expectancy and Income across Countries, 2014 e
ndltlons Table21 L1 .| Gross National Income 3
wa§ built ¢, r— . | power Parity, Per Capit
W.thh carry Fl o et $610
0Clat<'ed with Central African R?P“b“? - $1,500 £
In.testlnes., or e o $1'750.
ities (ﬁshlp_g, Haiti | | I — eiga0
Are parasitic SEmBLo0e it o e IR 90
19d1ﬁcatlons Afghanistan 51 B EO—— §3340
ribute to the Bangladesh It $5'080
Palestinian Territory B ’ &
are in some Pakistan e e $5.
1anges mafle India R et~ $5,760
n is genetic Bive oL 36,130 {\
g L 15 d.lf- Philippines R D T el :
t come Wlt!'l China O $13130
alaria, butg CostaRica 79 $13,900
of red bk"l : Telnd L Rl ~ $13.950
ar resot_eres Brazil ‘ | 75 $15.900
BtoaqyiE Cuba s L $18,710
ge Turkey | I 77‘ h . * '
1alysis: f)n‘; Russi el o I $1‘9,040
1ysiologica Gioste s AR s $24.710
s he 81
ame threats o e $34 620
be TR R S A t
Blely to Uniteg Kingg &8 $37.920
ronment n A : g om : 81 , %
rious effect ‘¥hali | 82 | 235
2 shift away Canada $42,880
w forms of Sweden | Bl | $43,400
vdes of pro- Uﬂited States 82 * $46 710
ns in colo- :

79 '*‘ §
Yy European ‘ $55,860

sOurCC' PO
* opulatiop Refere
ne
e Bureau, 2014 ang 2015 World Population Data Sheet http://
S. http://www.prb.org

N— )'\



32 Medical Anthropology

e ot diseases. Thus, global and locg] olitic
w
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forceInpthe co&x(Of povettiy, oppariunilics f o aaap tathH 13y be iy a"
adaptive responses req 50f some kind, andifthey are hot n«uted
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bility to adapt can be seriously compromised, leadll"lg to a dOanar llab}e ‘

;ealtl}; Impoverished living conditions generatei multiple stressorg that csplralf;f

. ing, unclean wa o Chy

health and well-béing, including crowc?mg 1; i ter or Comamlnatedlfe"ﬁe

insufficient heating or cooling mechanisms, lack of access to health Care anggd‘

creased levels of violence, among mapy others, 'such that not only are Teggy, "

scarce, but also challenges to health exist on mult1ple fronts. POVerty g footcrces

of health di i ithi etween populations. me

Thore resources and hence more adaptive options but also face fewer chanenge:te |

]

Or hegl,

dapt? by
00t cay

hese cagg,
ed health problems of the poor be possible, 4

Richard ilkinson (1996) has demonstrated, it is also the case that in Populatiop
that are highly stratified, with large resource differentials within them, not only 4y

the poor suffer more, but also everyone’s health suffers compared with populatiopg
with more egalitarian resource distributions (see Chapter 10).

their health and well-being. It is tempting to consider the relatively po
often seen among impoverished populations as evidence of “failure to
this is tantamount to blaming the victim. Instead, it is critical that the
of resource disparities be illuminated, because only with attention to t
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approaches are outlined next.
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er for social reform in the service of public health.

of the most obvious sources of variation in_}falth
Wealthy groups within and across countries
%ewer infectious diseases, and longer life spans
difference in wealth can be traced to historical processes

or grou . ' s
tl}ianlfafi,e rgsulted in differential access to important economic resources such as
that

ther forms of capital, credit, political power, and so on, which mostly stem
land, ?h prEalit wor ' s~with Tewer resources are doubly at
from the ¢

system. a
sk of poor health: they are more likely to be exposed to hazardous conditions that ~

- OaSI; their risk of disease (through occupational hazards, contaminated domes-

incre

tic environments,

unclean water or food, violence, etc.) and they have access to g
fewer health= LESQUICE St TXISIS I

gist who was also a crusad
i yoOne

atholo
As demonstrated orexvietsh

across the gl
tend to Iave ©

meaﬁfmhm%gpaul Farmer |
he social machinery of oppression is gd-

. 7)-
gers to as “structural i e’ how the ; i
health =rcomesand needless suffering among tre poororvicti

woR Lk

Fro tis erspective, the only lasting solution to health differentials lies in
changes to the social, cultural, economic, andpohtlcal stiluctures Fhat support or
chinges | ementatress o Tesources within aid berweepopulations. 140 0/ X
kfﬁ&%’fmzfﬁmﬁdinterx}enm willaddress only one or at Besta few of the prob-
lems and usually only temporarily, leaving underlying structures unchanged. .
power differentials can exist in many social domains. They are easily seen in
ntry comparisons. As Table 2.1 indicates, there isa clear positive correla-
r capita wealth. Within countries there are dif-
political

cross-cou
tion between life expectancy and pe :
ferences that coTrelate with local Tevels of economic or social stratification,

systems and ideologies, cultural 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 10). Gender
differences in health are likely to be pronounced in societies with strong gender
hierarchies. 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
to reduce female survival. On the one hand, across societies, females are more
iljflll)l' ntoah;;rsslc;lwirl incomes, less represent:ation in governments, and less power
el ]ie:hh ci;n:)tfctext to make c.lec151ons .about resource allocations. As a
hand, men may be sub'ec::ldcfmpfmls-ed relative to th.at of males. On the other
than women (coal min;n » ;)1 o;c er klnfls of occnpatlonal hazards more often
children are vulnerable t(% ’suc%l irslereli'stwhlbte—couar e e thety
OWn economic resources and lack tlclle 11?151 i ra_rely il
care. They are subject to household d s manage their own health and health
ecision making that may privilege the health

Ot economicall
Y productive adul )
4 i ults ove
er children over younger children, r that of children, sons over daughters, or

Ethnomedical Systems

Ome of the earl
tems i Tiiest work in medica] anth
omedical nthropology was on indi |
Systems) and how they vary crosslggllgue;?lus ?;ahng sys(-l
) y (Foster an
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ct
Anderson 1978): Although the pra

34 ice of healing may appear to be g

hamans to surgeons wielding SCalp:fgly d

ing S i &,
ent across culturles (glts in commor: all have theories of etiology (disease —
. elem
traditions have

ized interacti Satj, &
i, therapeutic measures formahie (see Ch ey e Patign)’
diagnostic EIELT: thanisms for training new hee;( erls see " ;lpter 3; Fabrega 1;9%
C ng wi i
and healers, a.n'd n(l) ‘; healing systems tend to track along social Comple,. )
The complexities

o ; ) ity .
, ctured, large-scale societies (.such as India or Cblna)’ theg‘“
general. In highly stf nstitutionalized, with formal mechanigp, o,

o Tikely to be d . o3 try
tice of medicine is likely professional organizations of healers, anq , o

- L ical texts, ot P
ing, authorltat-w;?:iatm ent. In smaller-scale societies, there may be no textyy) t;:
pharmacopoeia

iti d more informal mechanisms for training and transmission kaHOWIedgev
dition an mor ‘itions and institutions are cultural products and make ge, 2
'n.lus., he}ill%ng tftaural context. To individuals within a culture, loc'al healing trad;.
within their cu lanatory models of health and disease. Arthur Kleinman Pioneereg
tigms odos SXPRAAST in his research on doctor-patient clinica] inte
the concept of explanatory models in his re . £ i e
tions, which revealed that physicians and patients (especially when they are from
different cultural backgrounds) often have differen? explanatOfy model§ for the
cause, appropriate treatment, and definition of an ailment (Kleinman, Elsenberg,
and Good 1978; see also Anthropologist in Action: Arthur Kleinman box). This g0es
for highly complex systems such as Western biomedicine, Chinese medicine,
Ayurveda (practiced in South Asia), or “folk healers” or shamanism.

One of the major distinctions among medical traditions is the extent to which
the cause of a given ailment is located within

ion in function at the cellular level (a

proximate cause), which may involye an infectious agent or replication of abnormal

cells or other organic disturbances, Likewise, in Ayurveda, practitioners search for
evidence of an imbalance in the body’s humors (wind, bile phlegm). Other tradi-

tions consider the possibility that religious o
s . I mora] t ; -
divine punishment or that other individualg “onsgressions have r esulted in

C o » .
ousy. These etiological differences in f, a4 sickness out of spite or jeal-
pies to restore health. In biomedicine theée tendtﬁ,ﬂgl S‘?QOfT‘djﬁerent types of thera-
int?r“\?éntions are focgsed on the body of the sick inde- Individya] focused Because
which the cause of disease is supraindividyg| Socia] Widual, 1 other contexts in
: > O
€€, socia] e, r.s_upematural, appropriate

interventions may include prayer, sacrify

group-level therapies, sometimes in conjunctiop, Withn:lllhation’ and other types of
€rapies that -

treat the im-

mediate physiological cause.
In practice, healing traditions hay,
e :
another o, th pl.uml’st

ments of one may be incorporated into ic, meqp:
seek out healers from various traditions in thejr quest?;t 1ndi\’idu s inmng _that ele-
practitioners dispense antibiotics or give VaccinationSOr ealth, n 2 Society may
cal practitioners may recommend massage o aCupunor T injoun; 1, Ayurvedic
Thus, although people may profess a belief i, one artiCtUre i painlons; biomedj-
fact many are willing to try others, esP,eCia}"Y when 5 aclilar Medie, (Leslje 1992).
tant to one therapeutic approach. This kind of Permegh . Jar innessparadigm’ L
with the idea that medical systems are embeddeq With
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es in their search for relief. Furthermore, as biomedi-

to alternative approach .
oPler;lerapies have become widely available around the globe and their clear success
o ting or preventing some ailments such as bacterial infections or vitamin de-
;t ?r"'iies has been demonstrated, these therapies have become widely acceptable

cien

desirable for some types of symptoms. People may understand or subscribe to
arli1 bei:; and pieces of the explanatory model of biomedicine but will still make use
only

of its theraplez- p— members of other populations or alter their subsistence
) fitiiiﬁlppattem s, their patterns of disease may likewise change. In response,
or ha Janations of disease o therapies may be adopted. One phenomenon that
new 'exP anthro ologists have frequently described is that individuals in diverse
medical 27 trp numerous healing methods that derive from widely varying cul-
culture® :ir;;}(;ns};n their efforts to cure themselves of seemingly intractable health
turalltras In the United States, Surveys show that more than one-third of all Amer-
: rob e(ilﬂis use some form of complementary or alternative medicine in addition to
Lcii)r:nidicine and famber has remained I€ ey since. .
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

or understandings of the causes of ill health. This openness t0 other forms of medi-
cine suggests that beliefs and behaviors related to health and diﬁse are aspects of
culture that are especiall to change or, at the X@ﬂl@i@fgﬁ’fﬂ?@gﬁ%ﬁon' It
may also reflect 2 pragmatic approach, in which there is evaluation of different
therapies for different ailments. i
Although it may be tempting to see biomedicine as “superior’jto other healing
traditions, because of ifswi d success at treating many ailments, it can also
beviewed as an ethrfomedical system of Western societies (Rhodes 1990). Biomedi-
cine reflects the v; : icties-os-much-as other medical systems reflect
the beliefs and values of non-Western groups. For exanipie, biomedicine focuses on
purely natural causes of disease and sees the supernatural as irrelevant to disease
causatier—PFUTthermore, metap i i '
malfunctioning parts :renclci;:fr}lfris lt)/lfea};sa?(;i}t,hisoa r1nacjht1 ni it functional o
rise of this common metaphor coir‘1cid ith et a B argoed that the
et o Pl' coine es with a transition to a factory-based pro-
S r'1a 1ie ‘soc1et1es (Martin 1994). Political metaphors also
ooy - “inv; ;esr Sln the immune §y(s‘tem’s capacity to “defend” the body
,- with which it is “at war” (E. Cohen 2009).

Inte i
'Pretive Approaches to lliness and Suffering

Man an . .
theirycult'c}:;zl])oclzstlSts 1nter1?re.t medical systems, health, and disease strictly withi
liffor Geertpe :t).cts. This interpretive approach was strongly influ d d ll)n
Pologist mygt full ulog of ethnography as “thick description.” Tfl}t( i hence ¢
graphic ﬁeldwork;,thn erstand (through the process of lon -t‘e s o
e role that varioug behaviors play with%n t;:;; 1211(::’-15“1; ethtn "
al context

and hoy,
the behayj
Tequireg aviors make ithi
that th ) sense within that mil;
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. istorical, ecological polit;
iduals, which i itslf elated to hs oLBcal politicy
indmdual;, ngcct}:) ;z It becomes possible to see illness as tp, em ecomnn.
er '

; « bod- e,
myriad ot gl Iture. For example, Nichter (1981 gy, b,
individual’s role within that cu ) hag d t% y

i)

; ’s positi role . i,

tion Wlt}}i ic:?if);li(:)sflfil?srtlrzzs are culture specific. Simi'larlyT a 10cally recogy; Y
Suc be considered culturally constructed. Historically, i i dicalzeds‘n\\
drome C;nse were referred to as culture-bound syndromes—clusters of n
f}fi? %«rﬁeiecognized as illness in one society but' n(c)lt ;ei\fssa.rﬂy Withiy ;1:}23?
Examples included pibloktog, a syndrome recognized by Arctic Peoples g Mt

psychological symptoms that made afflicted individuals behave i \, S att:isf
with their normal roles (see Chapter 11). le'ew1se, among the Hmong of LaoS,in&
cluding those who have migrated to the United States., a syndrom.e _kf{own . tx.)\
tsuam (nightmare attack) attributed to the dab tsog (nightmare SPIrit) s deg,,, 1

: Is deseyy,
(see further discussion of pibloktoq and tsog tsuam in Chapter 11). This Was gi": ‘

the biomedical label sudden unexplained nocturnal death syndrome (SUNDS) b
cause it often results in sudden death during sleep, but no proximate cayge ha
uncovered by biomedical researchers. The Hmong describe this syndrome as
caused by failure to perform traditional religious obligations, and it is char
ized by intense psychological stress, especially in relation to their displaceme
trauma subsequent to political persecution in Laos (Adler 1995),

The WHO International Classification of Disease provides standardizeg
definitions of all known human diseases. It was originally developed in 1909 bya
group of representatives from the International Statistjca] Institute, and the WHO

ational Classification of Disease
iversal classification of diseases that

] : eless, anthropologists have found
gories are subject to interpretation because they

tegories. For ex i ;
. . a
be recognized across cultures, but itg Causes and mple, infant diarrhea P

Similarly, in Ladakh, India, s, i, aPp.ropr-iate treatment vary widely.
WHO definition of 2,500 grams for low b},

S been
beig
acter.
Nt ang

newborns fall into this category (Wiley 29 04a)‘ngless becayge almost 50 percent of
The cultural construction of disease refers to )
gies (systems of disease classification), symp tomatolow- disease categories, nosolo-
ject to cultural influence. This is a major the 'ngle ,an treatments are sub.
anthropology. This perspective links to the Politica] e, cu tu'rally focused e
ering not only how disease is interpreted Clllturally bu(; Omijc aPproach by comsid-
social structures, cultural beliefs, values, and behaviors ;llso how ¢ S produced by
conditions such as occupation, housing, ang socia] S;ra(i-r SXamplq, Rowda it
infant diarrhea? What historical processes Produceq 4 Ificay; act 1y 050
mately contributed to this outcome? How do culturg] Onditiy a};d 111c-e
haviors contribute to this health outcome? Ip, this cage, diseg :Cl_'lbe . ulti-

i i X lefs an "

of socially and culturally created conditions and, in turn, i ; 354 ref d _be
; Nte Teteq .. . €Ction
cultural context. in thyy
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‘mentq g is interpretive approach is analysis of language.
K A
Ssatisflll‘ As buret dividuals use in talking about health and disease are revealmg. It is
. i that‘ - dical traditions with Greek and Arabic roots to talk about diseases
Ihized cor"(ﬂl'ﬂo”n lnﬂg(ljd,» reflecting a conception of the body as be‘ing r¥1ade up of humgrs.
al ap S, as: hoj‘ -Oranalysis can illustrate how worldv'iews are manifest in the classification
SYm thrm ng_ulsuc tiology. For example, Joseph Bastien (1985?) hgs descrlbf:d hov.v the Qol-
nq Ptoms of dlseaSIenzia ns of Bolivia have a similar conceptu.ahzatlon of their b.OdlleS a; 1they
. nother‘ lahua}'}‘ieir surrounding mountain environment. Sickness and ;cipl}(l)gu}:la 1pro err;rllcs1
" aat Set o ggr(i)\fetfrom the same source, and both must be healed to reestablish wholeness a
i Laoz(ﬁs health‘ fgee aléoiﬁiil:ft?ozniosz.tween healers and patients lik_ewise prm{ide i,nsights
W ag tso\ Lm-glil:g;tionships. How do patients and healers describe tche patlenlts symp-
described into soc1§ their causes differently? Is there mutual understanding and clear com-
Was o; toms af¢ to be speaking a different language? How does their
Is) gg)“{fn mumcatlonrl(l)r d(')re:t;asccl:ci:\f?istinctions between patients and healers? Analyses of
: : mi . i e e
Mg beeen i?lteesrea‘fitllﬁlt;s iarratives” provid:e rich ir{sig}.lt into d;\lrergij:cli :aetti‘c/)\frel:r;:rcgll::;li?l;
har being perspectivi a;ld th?d(l)j ;?;E:ig:gt&gﬁ;? r:;lirrr;le;.s Iohg Heritage and Douglas
aract or failure o 81 i
| g (o0 e e 3 ) 0 L
patient interaction during clinic visits (wl}lch t ey es e
dardized opening, presenting complaint, examma.tlon, <.11agn031s, txza ment, Sl
900 by a for power differentials, lay versus biomedical misunderstandings, cor}l1 .eh thg ai
1e WHO noses and treatment regimens, and so on to play out. ‘The extf:nt' tf) whic eﬁe .
"Disease differences between patient and clinician under.standm.gs, prlorltlt?s, and authority
1ses that can have important effects on the success of the interaction and ultimately the reso-
e found lution of the complaint.
1se they
wa.f? y Applied Medical Anthropology
nv;r;’ fh}; A large number of medical anthropologists are engaged in applying the principles
— and_ ethnographic knowledge derived from anthropological scholarship to the
b design or implementation of health policies and interventions and, hence, are doing
applied medicatanthrepelogy-—Fhey-mayworkin a clinical setting by, for exam-
— ?}fﬁWﬁs understanding of his or her condition and that of
re sub- I ian. Often patl.ents and healers are from different social, cultural, and
redical Chltre ' gxts, leading ’{0 a mutual lack of understanding. Anthropological
onsid- Rre—— ma:r can play a \_ntal role in faCﬂﬁm_,&gsg.nggiggggg bﬁﬂ’ﬁfn find-
ced b)l, goman% sllents, thereby increasing the likelihood of a positivg_outcdme. This
soci the treatme mple language translation to ensure compliance by the patient with
oduce oth re nt regimen. Instead, medical anthro ologists in clinical setti
1 ulti- Patient and clinician to und d 3 ) gists 1 C inical settings help
e Models 50 4 to facilitate comm eI:Stap each Otl‘{er s perspectives and explanatory
:ction . Crapeutic succegs. 1 such a unication and ultimately enhance the likelihood of
n that Patient advocate .Context t



38 Medical Anthropology

S ical anthro
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Epidemiology

Before delving further into mellical anthropological topics, it is important ,
become familiar with some of the terminology used in the study of health at the
population level. Many of these terms come from a discipline closely related t

mcdiga P gly:::e idemiology, WhichTs e study of the distribuf .
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susceptible to contracting the infection. There can also be epidemics of
noninfectious diseases. It is not uncommon to hear about epidemics of
hypertension in the United States.

childhood obesity Of
__An epidemic that occurs on a global scale. HIV is considered a

and diabetes is quickly becoming one because its incidence and
ncreased dramatically in populations throughout the world.

5. Pandemic
andemic,
prevalence have i
are morbidity and mortality. Morbidity refers to disease;

The mortality rate is the number of deaths in a given time

1 population size. In the United States, the CDC publishes
d Mortality Weekly Report (MMWR; http://www.cdc.gov/mmwr).
de, the MMWR lists the number of cases of notifiable infec-
d that week and for the previous year; this is the “mor-
f the MMWR. It also provides tables listing the number of deaths
e diseases) that occurred during

(i.e., the mortality from thos
eriods. Infant mortality, which we refer to in many places in this

h in the first year of life.
Medical anthropologists often work with epidemiologists or seek additional
ement their anthropological skills. A sampling of
¢ Health, edited by Robert Hahn

logists bring to bear their ethno-

be profitably combined with larger-scale (but necessarily
litative and quantitative

ical patterns in ways

elevant terms
fers to death.

s name asi

aphic skills, which can
“rich”) epidemiological surveys, thereby melding qua

methods. Their work can also help make sense. of epidemiolog
that help better design culturally appropriate. interventiqns.ﬁﬁfhfcpobg—is’és—who use

idermiological data have much in common with social epidemiologists, who 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 epidemiology be-
cause it is routinely evident that marginalized or impoverished populations or those
living in countries with high income inequality have poorer health than those in the
mainstream, with higher incomes, or living in more equitable societies (Krieger 2011;

see allso .Chapter 10?. Other epidemiologists focus on genetic factors that give rise to/
5:£u attlon patterning of disease (genetic epidemiologists); these are of great rele-
ce to medical anthropologists using an evolutionary approach to health.

Conclusion

Medical ant i i
o perspzzggi(;ili;se?i :tzlgerse group of anthropologists who employ a vari-
Contest,variation i health pts to unde.rstand health within its local cultural
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. as a list of i d h b d h I off
cial Pl notxﬁable inf ious di a at mu € reported to
plle ectious dise Ses that st reported to t
em. Local health s
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eekly basis.
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Study Questions

1. Compare and contrast disease, illness, and sickness.

2. What are the basic causes of disease? . L ,
3. What s the “sick role”? How is it defined? How does a sick role become legltlmated"?

4. What does it mean to say that there are three bodies to be considered in the 5
health?

3. How do the proximate and ultimate determinants of disease differ?

6. What are some of the problems encountered in trying to define biological normalcy?

1. What are stressors? What are some of the
status?

8. What is adaptability and how s it "elated to adaptation? What are some examples of thes
responses and how are they relateg to health?

3. What roles do political and econgmic factors play in Producing global patterns of \)ariation
in health?
10. What is the focus of critical medica anthrg
aDproach o the interprotin ot 9v? How does it differ from the biocultural
11. How can biomedicing be viewed as th

12. Define these key concepts in epidemi
demic, morbidity, and mortality.

Nalysis i

most critical stressors that influence healt

Critical Thinking and Discussion

1. What are three conditions that currently appegr to be
tion? What are the costs and benefits for SOciety of the ergoing the

2. Why is it impossible to understand b "
ment in which an organism lives?
3. Identify ways in which our biologies see
ment. How do these mismatches negati
4. Think about your own health history.
evolutionary, etc.) of your most signific

ogical adaptation wi

these conditions?
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