
Anthropology applied to international solidarity: to recognize the other in its 
sociocultural ways of thinking about health, illness and care. 

 

Introduction 

When dealing with individuals with sociocultural representations, values and practices different from 

theirs, humanitarian professionals have all asked themselves at one point or another which posture to 

adopt, as well as the precautions and the limits of the impact of humanitarian aid programmes1.  

If numerous humanitarian programmes try hard to better the geographical and financial accessibility of 

the poorest populations2 to health services, taking account of the limiting effect that sociocultural 

determinants have on access to health is still tentative.  

However, social and cultural behaviours are also among the behaviours that have an impact on health. 

The representation of disease and its causes influence the types of services that will be used3. In certain 

regions of the world, diseases attributed to supernatural factors (convulsions, delirium, psychosis), the 

transgression of taboos or a curse (sterility, abortion, breast cancer) will be handled by a magico-

religious system with the use of healers, witch doctors, or Pentecostal priests. For these populations, 

getting access to modern health care is not necessarily synonymous with help or solutions to their 

problems with body or soul. Other recourses will be deemed more appropriate to respond to harms 

perceived as social disorders or witchcraft attacks. The importance of understanding the role played by 

popular logics in the choice of one type of medicine over another then becomes clear.  

In 20074, teams of Médecins du Monde (MdM) reported to their headquarters recurring issues observed 

in the fields of intervention: the efficiency of the strategies put in place with these programmes was 

challenged by the complexity of behaviours and health perceptions of the populations these programmes 

were meant to help. In plain language, the programmes were under used and not very efficient. A survey 

which was conducted to update the determinants of therapeutic treatments, revealed important 

discrepancies between MdM teams and local populations in their approach to comprehend issues related 

to disease, the body and the types of care. These discrepancies were speaking to the influence of 

sociocultural determinants which can be defined as the set of norms, values, knowledges, and popular 

practices in relation to health. We can consider that popular behaviours and perceptions on health 

correspond to the set of representations that each and every one, patients and health care professionals, 

develops about himself, his illness and what surrounds him/her such as health institutions, therapeutics, 

etc. These beliefs can be conscious and regularly part of a dialogue among populations, but they can 

also be unconscious and have unexpected influences on the motivation, the resistance, or the therapeutic 

treatment of patients.  

Identifying sociocultural differences is not only about acknowledging the profusion of ways of doing, it 

is also understanding that from one culture to another, it is the way of thinking about problems and 

solutions that changes. Overlooking these different ways of doing and thinking may be interpreted as a 

refusal to know and recognize and generate defiance and resistance to projects which don’t make sense 

in the receiving culture. Because every aid process is achieved through recognition and respect for 

sociocultural diversity; because humanitarian aid programmes must not be associated with 

unwillingness to understand; recognizing sociocultural differences also means recognizing the Other in 

the process, the exchange and the interaction.  
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1. What scientific stakes: Analysis of the context for the (re)cognition of the Other in his 

sociocultural diversity 

Hence, by fully committing in a programme, the contribution of anthropology can help improve the 

intercultural dialogue between professionals and the population and contribute to the emergence of 

programmes which are efficient and adapted to local social and cultural contexts.  

If from a technical standpoint, humanitarian aid projects will follow biomedical standards, for the 

population these actions are implemented in a context which is not reducible to health but that 

encompasses the totality of the social sphere. Maternal mortality for example is linked to social choices 

in relation to fertility, that is to say ways in which familial planning is or is not part of social norms that 

regulate fertility, as well as decision-making systems within families, and power structures. 

Humanitarian aid projects as examples of intercultural relations presuppose necessarily the emergence 

of conflict situations between different and sometimes irreconcilable forms of representation as this is 

the case for sexuality for example.  

More generally speaking, it is important to understand that a humanitarian aid project (whatever it may 

be, for instance a project on HIV prevention) is not implemented following a logic the difference 

between “knowledge” and “ignorance” but rather the integration of new data / new objects in the systems 

of thought and cultural practices that are pre-existent to these projects. For instance, for humanitarian 

operators, a condom is a rubber object which purpose is to protect against STD. But the condom is also 

a polysemic object in the sense that it can interpreted by the populations as a sign of illness in the logic 

of an inverted syllogism: if the patient is asked to use a condom, those who use a condom are sick. 

Hence, the condom is a sign of illness. Condoms are not less used because people don’t know or don’t 

understand but because they would rather cope with a biological risk rather than a social risk, i.e. being 

stigmatized by their partners and their community.  

The increasing awareness of culture in relation to health aid projects is not a new phenomenon if we 

consider that, as soon as the 1950s, WHO mentioned the respect of the culture of populations as a 

condition to maintain, foster or reinstate “the physical, mental and social well-being” which defines 

health5. The necessity to take into account the sociocultural factors influencing health status was 

officially accepted after the Alma Ata Conference in 19786. Moreover, to mitigate a growing demand, 

WHO published a strategy paper on traditional medicines in 20027 with the objectives of better 

recognizing these medicines, help with their integration in other health systems and preserve and protect 

the knowledges of traditional medicine8. 

Thus, the respect of human rights and the right to sociocultural diversity appears to have become an 

increasingly obvious need. However, the contribution of anthropology in the humanitarian field is 

regularly deemed inappropriate in the eyes of programme manager or when facing specific situations of 

emergency: overly long time required for surveys, complex analysis, results too critical are the most 

frequent grievances. In the development of projects, the authors of the logical frameworks rarely 

anticipate anthropological expertise as a systematic tool for humanitarian aid. The presence of the 

anthropologist in the field is often considered superfluous and dealt with later to the benefit of “hard” 

sciences. Epidemiological surveys are an example of this. Epidemiological surveys bring data which is 

critical to understand the extent of a phenomenon, but it does not always give you the reasons for these 

actions. For instance, it is critical to know how many children suffer from malnutrition in a given 

population, but it will then become necessary to try and understand how malnutrition becomes a reality 

in everyday life, in the interactions between parents and children: who eats what, with whom, and how 

a sick child is treated at home. Little by little, you will put a human face on these figures and you will 

be able to understand how a disease develops, and also how you will be able to fight it. You don’t fight 

against numbers, but you engage in a battle against behaviours when they are precisely described. 
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Quantitative data don’t say much about the meaning of therapeutic treatments. They don’t throw light 

on the multitude of social issues, on people’s lives. One could say that traditional epidemiological survey 

tools lack finesse.  

The reason why anthropologists are unevenly involved has to do with the sensitivity of team managers 

who decide to have an expert intervene on their turf. For many, the anthropologist is the “spoilsport” 

who ask more questions than they provide answers. There are frequent misunderstandings about the 

anthropological approach: often anthropologists are solicited in situations of helplessness and failure, 

generally when one doesn’t understand local populations and considers that the problem is solely of a 

cultural nature or fuelled by resistances and blockages linked to their culture. This type of request is 

legitimate but also problematic: legitimate because it is normal for operators, whoever they are, to call 

anthropologists for help to understand the societies in which they operate; problematic because this 

request presupposes that the problems originate in the population or the culture, evading the role of the 

humanitarians themselves on the field of their operation. Therefore, as soon as the feeling of 

misunderstanding from the operators vanishes, the relevance of the anthropological approach disappears 

or taken for granted9. However, anthropology, as one of the tools that humanitarians can use, is not a 

culturalist approach which provides fixed and closed representations of societies, controlled by 

traditions. Anthropology is a dynamic approach which includes operational actors as subjects of the 

action-research project. 

Culturalism allows anyone who uses it to avoid self-analysis or an analysis of the institution. It is easier 

to interpret the nature of the problems as a problem of adaptation on the part of the other than on one’s 

own failure to understand him/her. Let’s take the example of lead poisoning which was called “the 

African disease” in France because it affected almost entirely children of African descent. The cause of 

this disease was attributed to specific cultural behaviours when it was a pathology linked to old and 

decrepit housing infrastructure. It was indeed easier to talk about a health issue linked to a specific 

culture rather than the living conditions and the housing of immigrant populations. The culturalist 

interpretation allows us to ignore other forms of explanations like material conditions, legal status, 

hardships of daily life…  

Therefore, it is necessary to have a deep reflection on the habits of one’s culture, in order to avoid 

enclosing him/her in an intractable difference. It is not only knowing but also recognizing the other and 

avoid the ethnocentric drift.  

The role of the anthropologist in a NGO is to help refocus on the populations to allow professionals to 

take into account the voice of others, of their needs, to have a better knowledge of the site locations, the 

popular knowledges and practices, so as to make better decisions and avoid negative effects (understand 

if the project will disturb social relations, work organization, time management…). Surveys sharpens 

the mind of the operators, change their perspective by allowing them to look at the situation from other 

angles and adopt a critical distance on their actions. This allows for more complexity, to challenge 

certainties and the status of specific forms of expertise, to introduce reason and doubt… That is what I 

have tried to do with MdM: lead the actors of the organization to reflect upon humanitarian practices, 

not so much about knowledge but about know-hows and know-how-to-be of the actors.  

2. The sociocultural determinants of access to health care: A few examples surrounding 

Sexual and Reproductive Health (SRH) and the influence of language use.  

Indeed, humanitarian NGOs have a vested interest in integrating anthropologists in their teams without 

waiting for them to manifest that need. Let’s use the case of access to health. This issue is extremely 

important. When a patient arrives too late, and this is often the case for children who arrive dehydrated 

or in situations of undernutrition, you can be excellent caregivers, you won’t be able to save this person. 

When a woman arrives with a massive haemorrhage or eclampsia, you won’t save her because she came 

too late. The same way, patients who leave the hospital after a treatment and didn’t understand what had 

happened to them, the same causes producing the same effects, you are very likely to see them again a 

                                                           
9 EPELBOIN A., 2009. « L’anthropologue dans la réponse aux épidémies : science, savoir-faire ou 

placebo ? » Bulletin Amades, 78 



few weeks later. Projects which can look excellent on the paper will make the objective reality of access 

to health better. Access to care depends on decision-making systems and power structures are crucial: 

if a young woman wants to deliver in a health institution but her family opposes it, it is very likely that 

in most cases she will comply with its decision. The issue of malnutrition encompasses matters relating 

to agriculture, the distribution of wealth, commerce and also “table manners”, i.e. who gets certain types 

of food, how proteins are divided and used in a dish. In certain cultures in Africa, the meat is put in the 

middle of the dish and the meat is divided according to age groups. In some instances, the youngest 

children get less proteins than the adults. Food is more regulated by social norms (age differences, 

genders, forbidden foods and eating habits) than by purely nutritional considerations. Child survival 

programmes in Africa, centred around the individual determinants of the mother don’t integrate the 

crucial part played by fathers and other members of the family. However, the familial institution plays 

a central role in the management of health, as the child’s social affiliations and the responsibility of his 

health are coextensive with the group of reference which is composed of several individuals. The actions 

which aim to teach young mothers of malnourished children nutritional principles will collide in their 

implementation with the private sphere of individuals. Power struggles and conflicts will develop with 

the modification of habits and practices within a family or a group. The mother will face the authority 

of elders opposed to some innovations and she will not follow the actions proposed in fear of being 

marginalized… In many cases, even when one wants to use contraception, if the mother-in-law does not 

agree, then it is better not to use it because taking a uncertain risk with one’s health than the social risk 

of repudiation which is absolutely certain.  

On all these issues, medicine can have a set of answers but cannot on its own have all the answers and 

for all these questions, one has to look for tools in another discipline, i.e. anthropology.  

Professionals have to integrate the social dimension of health: there are diseases that one faces on his/her 

own and for which consequences are social marginalization and exclusion and others that involve 

networks and social status. Some diseases only require a treatment, others more stigmatizing bring into 

play the identity of the patient intersecting the pathological and the social. Therefore, humanitarian 

actors often face the issue of stigmatization of individuals targeted by their programmes, especially on 

sexual health related issues…  

If you consider the question of language more specifically, this is also an important determinant:  

The meaning and the choice of words in vernacular languages is important because a language conveys 

a special sensitivity and an understanding of the world. So, one has to work with the categories of 

thought of the individuals.  

The knowledge (or the lack of) of local languages is therefore an important determinant in the 

relationship between health care providers and patients, and further the access to care. To make himself 

understood, the patient will use the language and the notions of his own linguistic register. There is a 

social way to talk about a condition: the patient does a specific linguistic encoding of symptoms that 

(s)he notices on his/her body or on somebody else’s body. In these conditions, if the caregiver is not of 

the same nationality, or does not share the same culture, some of the keys to understanding will be 

missing to capture and interpret what the patient says. Caregivers will use biomedical referents which 

will not necessarily match the cultural referents used by these populations. For this reason, the 

communication between health care providers and patients can be limited to what each of them is able 

to perceive through a lexical, semiological, and  semantic blur.  

Inappropriate uses of healthcare services can be due to communication issues which result in 

misunderstandings and inaccurate interpretations. What a caregiver says is always interpreted by the 

patient and what the latter understands depends on the way the practitioner formulates his message.  

Finally, a language is also a cultural capital which is an integral part in a set of power struggles. In 

practical terms, in a care practice, the operation of translation consists in accepting to listen to the patient, 

to explain his/her illness, preventions… The seemingly linguistic work instigates also a symbolic 

association as a statement that the caregiver wishes or refuses to “bring him/herself within reach of” 

his/her interlocutor.  



A practice is not a socially neutral space where a process of listening takes place. The linguistic 

interaction is characterized by social inequalities, and the acceptance of the refusal to “decode” 

linguistically the vernacular terms used by the patient enacts power relations which play in the various 

forms of acknowledgments that the caregiver grants to his/her interlocutor.  

3. Operations Research in socio-anthropology: What methodology to use? 

To establish the intercultural relation inherent to humanitarian activities, it is therefore important that 

professionals know the social representations and value systems associated with the purpose of the 

intervention and be able to address the populations: why we do this, since when, why this practice is 

validated, etc…. “Social knowledges” will make the identification and the exchange of crucial 

information possible for a better comprehension of the logics of behaviour.  

To do that, we developed our own methodology which, in simple terms, is like a three-stroke engine: 

you start to ask yourself questions; then reflect on how these questions will be asked to the people 

(problem of the translation of systems of meaning); and then you ask questions to the people not only 

to get answers but to ask yourself which questions they ask themselves. You open a dialogue. The idea 

is to free oneself from one’s own systems of interpretation and take the time to look as candidly at the 

situation as possible by going beyond one’s own most immediate preconceptions. To be surprised, one 

needs to think of the other as other and completely other. The other is simply different from me because 

I make him/her different from me, i.e. I don’t allow myself to see things from his/her perspective. I make 

him/her the other.  

Emmanuel Levinas said that the other is the question to which I am not the answer. That could be the 

inquiry approach: the other is a question for which I am not his answer. I try to build the other up like 

an enigma, completely different from me, and look at him/her with a distant gaze.  

Another posture in these inquiries is to try and place oneself in the perspective of the actors: an « actors 

oriented » posture. One tries to ask oneself a rather simple question. If some populations do something, 

they are not always tight to do that, but they never do something without a purpose. And so, the question 

one has to ask is why do people act like they do and not in any other way? One of the objectives therefore 

is to start by stating what people do and why they do it, and then start with their current practices to try 

and better them slowly and steadily.  

These studies are usually carried out in the assessment phase. The social science studies conducted at 

MdM will help understand how the environment conveys a set of constraints which puts people in 

situations where their health is at risk. They will shed the light on the representations of a disease (the 

disease as sickness, as illness and as a cultural and collective event with its own norms and constraints), 

the forms of care (the relationship between health care providers and patients), the sociocultural aspects 

of the treatment (therapeutic treatment, social use of medicine), the social dynamics of traditional 

medical systems, and the relationship between medical systems (medical pluralism)…  

Anthropology gives tools for understanding but not necessarily tools for action. After the data has been 

collected comes the time of the negotiation of professional practices. The results of the studies must 

allow for the elaboration of a sensible project which can be negotiated in the various contexts of the 

constraints which weigh on possibilities of adherence to the project. One must allow room for possible 

modulation and negotiation of the project and therefore not elaborate projects designed too vertically 

from the outset.  

In practical terms, in the intercultural relation one should try not to threaten local and popular knowledge 

while not support it, but rather to negotiate so as to find a middle ground which will leave room for local 

norms and values. 

In conclusion 

In conclusion, if the programmes have to be built up taking into account norms, values and know-hows 

of the populations affected, it is because there is a real stake to find congruence (and support) between 

the components of the programmes and local structures. Every culture offers on solidarity related issues 



different approaches which put our practices into question. One has to take this into consideration with 

a critical and constructive mindset.  

The humanitarian actor has to be initiated to the process of intercultural dialogue between cultures to 

understand that when faced with the irruption of humanitarian aid which is too often hegemonic, the 

only possible response of a cornered culture is to resist, which limits its openness. The stakes are all the 

more important that populations which are relegated in a passive role can later adopt an attitude of 

withdrawal in the phase of implementation. A project model which doesn’t put the populations in the 

forefront will come into conflict with the intrinsic model of the real process of development. The 

intercultural approach thus means that there is a relationship with other cultures through languages, 

know-hows, co-decision procedures and co-management structures. It is a value and a concept which 

has to be the foundation for any solidarity project.  

Therefore, the way projects are currently approached necessitates a re-evaluation to take into account 

cultural diversity. It is through this cross-cutting approach that projects will build a space for discussion 

and promote a form of action which demonstrates that dialogue between cultures is key to any 

development process.  

 


