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There was a time, not too long ago, when health re-
search publications did not mention the ethnicity
of study populations, either because there was only

one studied, or because no one thought it mattered. This
was also the time when many clinical trials were done only
on men. We have now established that health risks and
health outcomes vary by factors such as cultural identity,
and we are attempting to learn more about how, why, and
what we can do to eliminate health disparities, including
social and economic barriers to optimum care.1 We are also
closer to understanding differences in health-related behav-
iors, including risk-taking and health-seeking behaviors.2,3

The papers which follow detail the importance of cultural
identity and barriers to care for pediatric dental practices
in several diverse cultural settings.

This paper outlines some concepts drawn from anthro-
pology and related behavioral sciences, and from public
health. These principles are intended to provide a frame-
work for understanding and addressing cultural and
socioeconomic environmental factors such as those de-
scribed in detail in the accompanying articles. These
concepts range from how we perceive human groups to
how we understand and measure the factors that affect
health and illness.

Recent attention to health disparities
While anthropologists have long drawn attention to varia-
tions in perceptions and behavior related to health and
illness, the health professions only began to fully appreci-
ate the importance of these when evidence of health
disparities was identified. Recent national initiatives on
health disparities include:

1. 1997 President’s Initiative on Race;
2. 1998 Eliminating Racial and Ethnic Disparities in

Health campaign;
3. Healthy People 2010;
4. 2000 Minority Health and Health Disparities Re-

search and Education Act;
5. 2000 Oral Health in America: A Report of the Sur-

geon General.

Note that the word “race” appears in the earliest of these
initiatives, but then words like “ethnicity,” “culture,” and
“minorities” begin to appear. One of the confounders in
looking at disparities is the lack of precise definitions of
groups and the lack of agreement on who is affected. If
disparities are taken to mean groups whose health risks and
health outcomes are worse than those for other groups, ir-
respective of possible genetic causes, then from the
epidemiological perspective, health disparities exist for
ethnicity, social class, age, economic status, and gender.3

Our ability to trace the etiology of health disparities is com-
pounded by the fact that many of these categories overlap.
A child may lack access to dental checkups both because
of poverty and because he or she belongs to a cultural group
where preventative oral health is not the norm (eg, because
of misinformation and competing priorities for family time
investments).

Identification of cultural groups
The health disparities were identified using tools and defi-
nitions which have now come under critical scrutiny, and
deservedly so. Robert Hahn, an anthropologist working
with Centers for Disease Control, has written extensively
of the conflicting and changing definitions of ethnicity and
race used by various agencies of the federal government.4,5

Alan Goodman summarizes the view of most contempo-
rary anthropologists, emphasizing that race is not
biologically based, but instead is socially based with bio-
logical consequences.6 We are trying to understand health
behaviors and health disparities with a conflicting jumble
of definitions of race, ethnicity, and culture. This makes it
almost impossible to collect meaningful and comparable
data.

As noted in the recent Institute of Medicine (IOM) re-
port “Speaking of Health,” diversity in the United States
is culturally and socially constructed.3 Discussions about
race are based on perceived biological and physical differ-
ences that have little basis in contemporary genetics. On
the other hand, ethnicity is based on common cultural
experiences and values. The report discusses this dichotomy
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in detail, and concludes that 2 distinct actions are needed.
First, the concept of race and the rigid and inaccurate clas-
sifications of ethnicity did serve to identify health disparities
and may need to continue to be used for comparative pur-
poses.3 Second, new ways of defining and understanding
cultural groups need to be implemented.

The report critiques the view of culture that assumes that
people’s behavior is: (1) locked in by their culture on the
basis that this assumption is incorrect; and (2) resented as
stereotyping by many of the people so labeled.3 Ethnic
groups are not discrete clumps with neat boundaries. Each
group has many “subgroups,” which may be quite differ-
ent from each other. For example, a Laotian living in
Minnesota and a third-generation Japanese American in
New York would both be classified as “Asian,” yet have very
different languages and cultures. Often, the region of the
United States, rural/urban residence, and socioeconomic
status are better predictors of health risks and health sta-
tus than an ethnic category.

Culture can be a more accurate way of describing people
than race, but the report suggests modifications to the way
people’s cultural identities are formed and measured. There
are many definitions of culture, but basically they include
shared ideas, meanings, and values that are socially learned,
not genetically transmitted, and patterns of behavior that
are guided by these shared ideas, meanings, and values.
These are constantly being modified through “lived expe-
riences,” and often exist at an unconscious level.3 Rather
than existing rigidly in the same way across time, change
and variation occur constantly within cultural group. These
variations occur among individuals in the same setting,
across generations, between genders, across geographic and
rural urban settings, and so on.

As a counterpoint, much is shared across apparently di-
verse cultures, such as popular music and fast foods.
Anthropologist Linda Garro suggests that to account for
diversity within cultures and sharing across cultures, it is
important to stop focusing on cultures as entities, and in-
stead think in terms of the cultural processes through which
enculturation, or the learning of one’s culture, occurs. She
notes that the concept of cultural processes allows us to
highlight the connection between lived experience, learn-
ing, and sharing. By virtue of learning about, having
membership in, or participating in social groups, individu-
als become exposed to ways of thinking about the world
(or specific aspects of the world) and ways of acting and
responding.

Culturally acquired knowledge may also reflect under-
standings gained through cultural products like books,
television, and computers. The term cultural processes re-
fers to these ways of learning which contribute to the way
an individual thinks, feels, and acts. There are many po-
tential sources of shared understanding—such as
ethnicity, training in a specific occupation, education, age,
religion, language, gender, and generation—that may pro-
vide a basis for social groupings within which these

cultural processes unfold. Intracultural variation is expected
because individuals participate in or are exposed to differ-
ent cultural processes. Both individuals and groups are
shaped by these cultural processes. Garro notes that a
strength of the concept of cultural processes is that it al-
lows us to see individuals as unique and complex but still
very much exemplifying culture. It facilitates the under-
standing of the complexity of the multiple social and
cultural influences that contribute to and shape who we
are, what we do, and the way we live.7,8

Thus, we need to move to ways that measure individu-
als’ cultural identities as shaped by their lived experiences.
While much of the work of developing and validating such
measures remains to be done, the field of medical anthro-
pology does offer some assistance to the practitioner who
is working in our multicultural society.

Medical anthropology
“If you wish to help a community improve its health, you
must learn to think like the people of that community. Be-
fore asking a group of people to assume new health habits,
it is wise to ascertain the existing habits, how these habits
are linked to one another, what functions they perform,
and what they mean to those who practice them.”9

Medical anthropologists look at different cultures and
their perspectives on disease and illness by examining the
biological and the ecological aspects of disease, the cultural
perspectives, and the ways in which cultures approach pre-
vention and treatment.

 To understand the cultural context of health, it is es-
sential to work with several key definitions. First, the
concepts of “insider” and “outsider” perspectives allow us
to examine when we are seeing things from our point of
view and when we are trying to understand someone else’s
view of things.10 “Insider” (“emic” in anthropological ter-
minology) refers to the culture as viewed from within. It
refers to the meaning that people attach to things from their
cultural perspective. The “outsider” perspective (“etic” in
anthropology) refers to the same thing as seen from the
outside. Rather than meaning, it conveys a structural ap-
proach, or something as seen without understanding its
meaning for a culture. It can also convey an outsider’s
meaning attached to the same phenomenon. For example,
in some cultures the “insider” view is that gold or jeweled
inlays in teeth enhance beauty. From the “outsider” (mod-
ern dentistry) perspective, this practice damages the teeth
and can invite decay.

The “insider-outsider” concept leads to another set of
definitions. “Disease” is the outsider, usually the Western
biomedical definition. It refers to an undesirable deviation
from a measurable norm. Deviations in temperature, white
cell count, red cell count, bone density, and many other
factors are seen as indicators of disease. “Illness,” on the
other hand, means “not feeling well.” Thus, it is a subjec-
tive, insider view. This sets up some immediate dissonances
between the 2 views. It is possible to have an undesirable
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deviation from a Western biomedical norm and to feel fine.
Hypertension, early stages of cancer, HIV infection, and
early stages of diabetes are all instances where people may
feel well, but have a disease. This means that health care
providers must communicate the need for behaviors to fix
something that people may not realize is wrong.

It is also possible for someone to feel ill and for the West-
ern biomedical system not to identify a disease. When this
occurs, there is a tendency for Western-trained health care
providers to say that nothing is wrong or that it is a “psy-
chosomatic” problem. While both of these can be the case,
there are several other explanations for this occurrence. One
possibility is that Western biomedical science has not yet
figured out how to measure something. Several recent ex-
amples of this include AIDS, generalized anxiety attacks,
and chronic fatigue syndrome. All of these were labeled psy-
chosomatic at one time, and now have measurable
deviations from a biological norm. Similarly, painful men-
struation used to be labeled “subconscious rejection of
femininity,” but is now associated with elevated prostag-
landin levels and can be helped by a prostaglandin
inhibitor.

Another possibility is something that anthropologists
have called “culture-bound syndromes,” but which might
be better described as “culturally defined syndromes.”11

Culturally defined syndromes are an “insider” way of de-
scribing and attributing a set of symptoms. They often refer
to symptoms of a mental or psychological problem, but a

physiological disease may exist, posing a challenge to the
health practitioner. For example, temporomandibular joint
disorder may be described as having a “bewitching” cause.
With culturally defined syndromes, it is important to ask
about the symptoms associated with the illness, and to pro-
ceed with diagnosis and treatment on the basis of those
symptoms.

Cultural views of health and illness
“Failure to understand the different lifestyles, including
logic in behavior, naming systems, dress, diet, ideas about
diseases, modesty, and personal hygiene, can lead to
irritation.Hence, they become regarded as ‘problem pa-
tients.’ Effective patient care demands the understanding
of ethnic identity and related concepts of illness. Dentists,
thus, require social and cultural skills as well as scientific
and technical capabilities.”12

Cultures vary in their definitions of health and illness.
A condition that is endemic in a population may be seen
as normal, and may not be defined as illness. For example,
in rural Latin America, people expect to loose their teeth
beginning in early adulthood, and view a toothless old age
as normal. Persuading people to begin preventive dental
care in young children is a difficult task under these cir-
cumstances.

Types of insider cultural explanations of disease causa-
tion found in the literature for many cultures can be
summarized in a recent chapter entitled Culture, Behav-
ior, and Health.13 While the chapter should be referenced
for more detailed discussion, 3 summary tables are repro-
duced here. Figure 1 classifies the various causes of disease
from the insider perspective. Figure 2 lists types of practi-
tioners. While the chapter was written for a book on
international health, the cultures represented in it can all
be found in the United States. It is important to note that

Figure 1. Types of insider cultural explainations of disease causation.
Source: Scrimshaw SC.  Culture, behavior, and health. In: Merson M,
ed. International Public Health: Diseases, Programs, Systems and
Policies. Gaithersburg, Md: Aspen Publishers; 2000.

Figure 2. Types of healers.
Source: Scrimshaw SC.  Culture, behavior, and health. In: Merson M,
ed. International Public Health: Diseases, Programs, Systems and
Policies. Gaithersburg, Md: Aspen Publishers; 2000.
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not all causes or all types of practitioners listed are found
in all cultures. Also, individuals will vary in their belief sys-
tems. Because of this, Figure 3 is important.

Figure 3 is based on the work of Good and Good.14 It
lists some basic principles about cultural groups’ approaches
to defining health and illness, then suggests a line of ques-
tioning to elicit individual patient’s beliefs and behaviors.13

While this has yet to be adapted to oral health, it should
be useful in helping to determine beliefs that facilitate or
complicate the delivery of pediatric oral health care.

There is an emerging literature on cultural diversity and
oral health.15-18 In addition to cultural factors, several bar-
riers to accessing quality dental health are noted in the
literature.16,19-22 These barriers include:

1. the cost of services;
2. lack of dental/health insurance and communication

problems between the dentist and the patient, which
may include language barriers;

3. transportation needs, especially for those in rural
communities;

4. patients’ negative image of the dentist (ie, the one who
inflicts pain);

5. cultural issues (beliefs about oral health, concerns
about access, etc).

In general, the articles conclude that ethnic minorities
(either living in the United States or Great Britain) have
poorer oral health compared to Caucasians. The ethnic mi-
norities visit the dentist less. In comparing low SES groups
vs higher SES, the articles also mention that the low SES
groups fare worse in dental health.

Conclusions
Dentistry has long been more focused on patient attitudes
and comfort than many of the other health sciences, in part
because of the need to encourage people to practice pre-
vention. There is now an emerging literature on cultural
issues in oral health, including a few studies focusing on
pediatric dentistry. The concepts and constructs from an-
thropology presented here are intended to inform and assist
pediatric dentists and researchers in better accessing cul-
tural issues. The papers which follow present some detailed
examples for several cultures. Practice based on informa-
tion like this can lead to improved access to care and
improved preventative behaviors for children and their
families in the diverse cultural groups found in our society
today.
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