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The incorporation of the sociobehavioral sciences into the teaching and 
practice of medicine has been a hallmark of family practice. The strong 
ecological orientation that family medicine shares with anthropology 
provides a unifying framework for incorporating anthropological concepts 
and techniques into clinical family practice. This paper presents an 
ecologically oriented framework for organizing and integrating individual, 
family (primary group), neighborhood (community), and societal level 
variables. Core anthropological concepts are presented within the context of 
this framework. The application of this approach is illustrated using case 
material derived from a five-year multidisciplinary experience in teaching 
these concepts to family practice residents.

The incorporation of the behavioral and social 
sciences into the teaching and practice of medicine 
has been a hallmark of family practice in its devel­
opment as a medical specialty. Both the accredi­
tation standards provided by the Accreditation 
Council on Graduate Medical Education for train­
ing in family practice1 and the recommendations of 
the Residency Assistance Program of the Ameri­
can Academy of Family Physicians for the devel­
opment of high-quality family practice residency 
programs2 include education in the behavioral sci­
ences as a necessary component of the training of 
family physicians. Anthropology, sociology, and 
psychology are the cornerstones of sociobehav­
ioral sciences. Of this triad, sociology and psy­
chology have been included in teaching about the 
family in family practice3,4 and in the physician- 
patient communication process.5 Only recently 
have anthropological concepts and methods been 
incorporated into the clinical practice of
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medicine.6 The purpose of this paper is to outline 
an ecological framework for incorporating rele­
vant anthropological concepts and techniques into 
family practice. This paper reflects a five-year 
interdisciplinary experience in teaching these con­
cepts to residents and in applying them within an 
urban family practice center.

CLINICALLY APPLIED ANTHROPOLOGY
Sickness, health, and healing are themes that 

have been explored by anthropologists in many 
cultures and environments. In a recent discussion, 
Chrisman and Maretzki listed seven examples of 
themes that have been explored in anthropology in 
health care settings.7 These seven areas included 
(1) defining cross-cultural norms for behavior, (2) 
understanding cultural models related to biomedi­
cal diagnostic groupings, (3) using ethnographic or 
naturalistic data collection methods to develop 
understanding of sickness and health, (4) exploring 
the connection between ethnicity and the cultural 
experience and meaning of illness, (5) examining 
the complexity of human relationships and com-

1986 Appieton-Century-Crofts

THE JOURNAL OF FAMILY PRACTICE, VOL. 22, NO. 2: 159-165, 1986 159



CLINICALLY APPLIED ANTHROPOLOGY

munication, (6) studying the interrelationship 
among “ change,” culture, and health practices, 
and (7) applying anthropological approaches to the 
epidemiology of mental illness. Although not 
exhaustive, this listing suggests the breadth of 
medical anthropology.

Clinically applied anthropology is a relatively 
new focus within medical anthropology. Clinically 
applied anthropology can be defined as the appli­
cation of anthropological knowledge and method­
ology in the clinical setting. It directly involves the 
application of these techniques to the clinical con­
text: the physician-patient interaction, the clinical 
practice, and the community.

AN ECOLOGICAL FRAMEWORK FOR 
INTEGRATING CLINICAL 
ANTHROPOLOGY

Ecological models and frameworks are well 
known to the teaching and practice of family 
medicine.8,9 Ecological approaches are also cen­
tral to anthropology and underlie much of the re­
search in medical anthropology.10 The basic orien­
tation for developing an ecological framework 
for integrating anthropological concepts and meth­
odologies into clinical practice and teaching is de­

rived from such theorists as Engel,8 Janzen,11 and 
Bronfenbrenner,12 among others. In short, the eco­
logical model views the individual as nested in 
multiple interrelated environmental systems (Fig­
ure 1). This framework expands and refines the 
biopsychosocial framework of Engel in its consid­
eration of the external environment as it affects 
the individual. The basic premise of this frame­
work is that a person’s behaviors, as well as men­
tal and physical health states, can be understood 
only with knowledge of individuals as individuals 
rooted in social, cultural, and environmental set­
tings.13 This factor makes the ecological frame­
work extremely useful in organizing a clinically 
relevant teaching program and in its application to 
daily practice, since the physician’s perspective of 
the clinical problem is broadened by adding the 
dimension of environmental context.

The framework used by the authors has four 
major levels, each with its own unique charac­
teristics. The terminology used to define three of 
these levels uses “ system” in order to emphasize 
the interactive effects of each upon the other. The 
first level is that of the individual. The clinical rel­
evance of this level is the easiest to understand, as 
it represents the patient in terms of his or her 
biomedical, intellectual, and emotional self, basic 
sensorimotor functioning, cognitive skills, and ego 
strength in relationship to the clinical encounter. 
Anthropological concepts and skills at this level 
include explanatory models of illness,14 elicitation 
of patients’ requests,15-18 physician-patient negotia­
tion,19 and the impact of ethnicity on the physician- 
patient relationship and health or illness behavior.20

The second level of the framework involves the 
microsystem, the immediate social and physical 
environmental context in which an individual 
functions. The social environment consists of the 
significant people in the life of the subject, such as 
parents, spouse, friends, and fellow employees. 
The individual also experiences social pressure as 
a result of group membership. Included here are 
such phenomena as group pressure and social 
norms active in the individual’s immediate life 
environments. Examples include work life or reli­
gious life.

In addition to the social environment, the mi­
crosystem contains the physical environment that 
includes both the natural or built environment. 
The social and physical dimensions of the micro-
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system can affect an individual's health-related 
beliefs and behaviors.

The third level, the exosystem, encompasses 
the local community or neighborhood. The con­
cept of community can be understood from at least 
three separate but unrelated vantage points: (1) as 
an area of bounded territory, (2) as a collection of 
institutions with physical, personal, and social 
components that provide life-supporting and life- 
enriching services to individuals, (3) as a psycho­
logical sense of belonging or “ we feeling.” 21

The neighborhood or community environment 
is of critical importance to the health of the indi­
vidual. It may be the source of basic resources and 
services, physical security or threat, social inter­
action or entertainment, and many other factors 
related to human needs, wants, and pressures.

The global context of the ecological framework, 
the macrosystem, is concerned with the political 
processes, economic and social forces and events 
that operate within a particular politico-economic 
system to “ socialize disease and illness.” 22 As 
Young22 suggests, factors operating at this level 
directly or indirectly influence almost every aspect 
and sphere of life. These factors help to determine 
(1) which people get which sicknesses, what prac­
titioners and interventions, and (2) how individu­
als with the same set of signs are allocated with 
different sicknesses, ie, how different biophysio- 
logical signs can lead to different illnesses and dif­
ferent cures according to the sufferer’s particular 
economic and social position.

CONTENT WITHIN THE ECOLOGICAL 
FRAMEWORK

An ecological framework facilitates the integra­
tion of anthropological principles and methods 
into clinical practice. The remainder of this paper 
will consider specific principles particular to each 
level of this framework and their usefulness to the 
primary care physician.

THE INDIVIDUAL

Explanatory Models, Patient Requests, 
and Negotiation

The level of the individual includes the interre­
lationship of patient’s requests, patient’s 
explanatory models, and the negotiated approach

to the patient’s management.
Explanatory models are the perceptions and 

beliefs that an individual holds about a disease or 
dysfunction.14 In essence, these beliefs contain 
elements of cause, pathophysiology, prognosis, 
and the patient’s perceptions of effective 
therapeutic approaches. A patient’s explanatory 
model reflects concern for his or her illness and is 
a mixture of popular, biomedical, and folk notions. 
A patient’s explanatory models can be elicited in 
an interview and may be an important element in 
developing an evaluation and management strat­
egy for a patient’s problems.

Lazare et al15 have conceptualized the clinical 
encounter between a physician and a patient as 
beginning with a patient’s “ request” for specific 
services. Expanding upon this idea, Good and 
Good16 have categorized patients’ requests in 
ambulatory primary care settings into three major 
groups reflecting (1) biomedical requests, (2) 
psychosocial requests, and (3) requests specific­
ally related to the interaction between clinician 
and patient. Specifically, patient requests include 
medical information, psychosocial assistance, 
therapeutic listening, biomedical treatment, and 
ventilation-legitimation.17,18

Eliciting patient requests focuses upon the pa­
tient’s needs and desires in the clinical interaction. 
Understanding a patient’s requests can be ex­
tremely useful in the process of negotiation be­
tween provider and patient over expectations and 
outcomes in the clinical encounter. The physician 
can elicit requests from the patient by asking a few 
specific questions. These questions are of neces­
sity open-ended and responses require clarifica­
tion during the process of the interview. Questions 
such as “ What can I help you with today?” “ What 
do you hope I will be able to do for you today?” 
“ Is there some specific thing that you would like 
help with?” “ When you leave today, what do you 
hope will have occurred?” are helpful in eliciting 
requests, though it is not unusual for requests to 
be expressed throughout the interview. The 
classic example is the patient who raises a ques­
tion or problem just as the physician is about to 
leave the room at the end of an office visit (the 
so-called “ hand on the door phenomenon” ).

Elicitation of a patient’s explanatory models 
and requests in the clinical encounter are initial 
steps in allowing the clinician to note differences
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between his or her biomedical explanatory models 
and the lay models and requests of patients. Un­
derstanding similarities and differences in per­
spective is the first step in beginning the process of 
reconciling these differences. Elicitation of patient 
explanatory models and requests sets the stage for 
a mutually satisfying interaction between patient 
and physician. Negotiation involves clarifying the 
patient’s explanatory model and requests and not­
ing areas of similarity and difference with those of 
the physician. Once similarities and differences 
are noted and discussed, a mutually agreeable plan 
for management of the presenting and related 
problems can be developed. Figure 2 illustrates 
the interrelationship between explanatory models, 
patient requests, and the process of negotiation.

MICROSYSTEM
The microsystem consists of an individual’s 

immediate social and physical environment. The 
immediate social environment is a source of in­
strumental resources, ie, goods and services, and 
affective resources such as emotional support. 
The primary social group provides the immediate 
social context for the individual, and the physical 
context is provided by the environment.

The Primary Social Group
An individual’s primary social group can be de­

fined as “ a small group marked by personal in­
teraction between its members.” 23 The primary 
social group consists of family and nonfamily 
members with whom there is personal interaction. 
Composed of those individuals who contribute to 
the individual’s physical and emotional function­
ing, the primary social group may include an ex­
tensive kin network or may consist entirely of non­
family members.

The primary social group fits with the concept 
of a “ social support network” defined by Walker 
and colleagues24 as “ the set of contacts with rela­
tives, friends, neighbors, etc , through which in­
dividuals maintain a social identity and receive 
emotional support, material aid, services and in­
formation, and develop new social contacts.” The 
primary group exerts positive and negative pres­
sures upon the individual. The positive and nega­
tive pressures exerted upon the individual by the 
primary social group become important clinically 
in understanding the “ fit” between an individual 
and his or her social environment. Kahana25 has 
suggested that individual behavior can be under­
stood as a function of the relationship between 
personal needs and environmental pressure and 
resources to meet those needs. In the process of 
clinical negotiation, obtaining additional data 
about the primary group can aid in the clarification 
of differences between the patient’s and physi­
cian's explanatory models and can help the physi­
cian understand the patient’s illness-related behav­
ior. The negotiation process leads to developing 
alternative strategies for the management of the 
clinical problem.

The Physical Environment
The immediate physical environment for the in­

dividual is the home. The home environment can be 
defined as the bounded geographic territory inhab­
ited by an individual or family. In the same way that 
social environment may act as a resource or a stres­
sor on the individual, so does the physical environ­
ment. For example, the physical environment may 
be a source of shelter and safety but also may pose 
health risks. The pressure or stressor may be direct, 
such as lack of heat in the winter, or indirect, 
ie, limited access and egress for a functionally im­
mobile elderly couple living in a second-floor 
apartment. The physical environment may also de­
termine interaction patterns of primary group
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members residing within the home. A home visit 
serves the physician as a means of data collection 
about the microsystem environment by providing 
an opportunity for direct observation of the physi­
cal environment and primary social group interac­
tions. Teaching about the microsystem of a patient 
and his or her help-seeking behavior patterns can 
occur through faculty-supervised home visiting 
and the inclusion of this data in clinical problem 
solving.

EXOSYSTEM
The exosystem comprises the local community 

or neighborhood. Three themes continually appear 
in the literature on community: the idea of terri­
tory or space, the idea of group membership or 
“ we feeling,” and the idea of social organization 
or structure.21 Each theme can be viewed from the 
point of view of the outsider or the insider. Thus, 
community may be defined by the physician as the 
place where his or her patients reside.

Alternatively, community can be defined from 
the perspective of those who live within it. In geo­
graphic terms, community is termed neighbor­
hood; it can be a street, a cluster of houses, or a 
named locale. Community as “ we feeling” en­
genders the sense of group identity and cohesion. 
This view focuses attention on cultural or subcul­
tural factors such as shared ethnic background, 
social status, or language, all factors that cause a 
group of people to interact with each other in over­
lapping social networks.

Finally, community can be defined as a collec­
tion of institutions with physical, personal, and 
social components. These institutions are key 
elements in the social structure and organization 
of an area. From the outsider’s view, major com­
munity institutions may include hospitals, schools, 
churches, and police. The perspective of the in­
sider might be quite different from that of the out­
sider’s, and in the area of health care, for example, 
might include the hospital as well as several com­
munity practices and folk or religious healers. The 
process of understanding community can be de­
fined as community assessment. Its value lies in 
discovering health risks and resources as well as 
the needs that exist within a population group. 
Such factors have a major effect on the design of 
services for an office practice developing special 
clinical services for a given community. Several

writers26,27 have suggested that exosystem 
assessment can be used to design practice services 
as well as specific individual patient interventions 
in the family practice office.

MACROSYSTEM
The macrosystem consists of the global political 

processes and economic and social forces that af­
fect the individual patient. These forces provide 
the structural constraints or bounds that define the 
patient’s options in maintaining health and in heal­
ing sickness. Included in this system are such fac­
tors as macroeconomics, employment, and health 
care organization, which can directly or indirectly 
affect patients and families as well as health care 
practitioners. For example, in an urban county 
hospital practice with a large population depend­
ent upon the welfare system, the rate of cancella­
tions and no-shows the first three days of the 
month is double the rate for the rest of the month 
because of the requirement that individuals receiv­
ing financial assistance visit the county welfare 
agency at the beginning of each month. Concerns 
of health care professionals regarding nuclear war 
or changes in reimbursement systems are addi­
tional examples of macrosystem variables affect­
ing the delivery and use of health-related re­
sources.

CLINICAL VIGNETTE
The following clinical case, organized using the 

ecological framework, illustrates how anthropo­
logical concepts can help the physician in under­
standing health and illness problems.

INDIVIDUAL
Shortly after the discharge of an 18-month-old 

boy from a hospitalization for the diagnosis and 
management of new onset insulin-dependent dia­
betes mellitus, his mother contacted her family phy­
sician stating that she was depressed and angry and 
that she and her husband were having difficulty 
managing their son’s insulin dosage in spite of the 
physician's advice. Since the child’s age prohibited 
eliciting his explanatory model, and since the par­
ents were central to the management of his problem,

THE JOURNAL OF FAMILY PRACTICE, VOL. 22, NO. 2, 1986 163



CLINICALLY APPLIED ANTHROPOLOGY

a home visit was used as a vehicle for understanding 
their explanatory models and requests as well as 
elements of the microsystem and exosystem that 
were important to the problem.

Illustrating the close connection between levels 
in the ecological framework, there were several 
competing explanatory models (an individual level 
concept) held by members in the family (a micro­
system concept). The child’s father and mother 
believed that their son’s illness was God’s 
punishment for the father's unfaithfulness, as he 
had been diagnosed as having a venereal disease 
one week prior to the development of his son’s 
symptoms. The paternal grandmother believed 
that the child's illness was due to excessive 
“ sweets” and poor child care because his mother 
worked and the grandmother disapproved. In gen­
eral, the family shared the belief that the child 
would not outgrow his condition and that he would 
be dependent upon insulin injections for the rest of 
his life. In addition, the father felt that sunlight and 
exercise were bad for his son’s health and became 
very angry whenever his wife would let their son 
play in the yard.

In the course of the home visit, several requests 
were made by the child's father and mother. First 
and foremost, they made a request for biomedical 
treatment to adjust their son’s insulin to avoid re­
actions. Second, the mother felt that her hus­
band's obsession with “ controlling” his son’s dis­
ease caused him to be overly critical of the care 
given by others. This increased the tension in their 
relationship. The mother felt that communication 
within the marriage was impaired. They no longer 
socialized, and she felt trapped in the house and 
isolated from others. Her requests for help with 
this problem is an example of a request for psych­
osocial assistance. Finally, the father’s under­
standing of the relationship between exercise and 
diabetes led the physician to postulate a request 
for medical information.

MICROSYSTEM
The home visit led to a better understanding of the 

microsystem environment as it affected and was 
affected by this child’s illness. For the child, the 
primary group, composed entirely of family mem­
bers including the father, mother, mother’s sister, 
and paternal grandmother, was highly influential in 
the behavioral system that was organized around

this child’s illness. As individual explanatory models 
of the child’s illness were elicited from family mem­
bers, it became evident that while the system pro­
vided emotional and instrumental support, it also 
perpetuated feelings of guilt, fear, and anger.

The physical environment of the home con­
tributed to the behavioral patterns of family mem­
bers. The home was a two-story duplex. The 
couple and their son lived on the second floor; the 
son's aunt, her husband, and their two children 
lived on the first floor. As a result, in part, of their 
close proximity, the two sisters were confidantes. 
The child's father felt that his wife’s attitude 
toward him was being negatively affected by her 
sister.

Finally, the child’s room was located at the 
other end of the apartment from their own room. 
His parents were concerned that should their son 
have an “ attack” during the night, they would be 
too distant to be aware. Thus, their bedroom was 
the only place for him to sleep, leading to sleep 
problems for the parents and limiting their pri­
vacy.

EXOSYSTEM
This child resided in a mixed racial, working-class 

neighborhood located adjacent to the downtown 
commercial district. Although the parents men­
tioned concerns related to safety and theft, the sup­
port of a high proportion of other Puerto Rican fami­
lies in the neighborhood created a general sense of 
community and belonging. The family practice cen­
ter was located nearby, as were grocery stores and a 
pharmacy.

MACROSYSTEM

The elements of the macrosystem may seem less 
immediate to this child's problems, yet, they were 
central to this family’s help-seeking behavior. Mac­
rosystem variables determined the family’s choice 
of living arrangements, their use of this specific fam­
ily practice center, and their cultural belief systems 
regarding illness as it influenced the development of 
their explanatory models. For example, in tradi­
tional Puerto Rican culture “ attacks” or “ ataques” 
usually refer to a sudden partial loss of conscious­
ness, jerking movements, and foaming at the mouth 
lasting minutes to days. These attacks may be cul­
turally appropriate as a sign of grief or may occur 
idiosyncratically as a spiritual disturbance.20 In this
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case, knowledge of “ ataque” was important in 
prompting the physician to clarify how the parents 
were using the word “ attack” when referring to their 
child’s illness. Knowledge of this cultural syndrome 
led to a discussion of hypoglycemia as a physiolog­
ical dysfunction vs a spiritual disorder.

For this family, the interaction of individual, 
microsystem, exosystem, and macrosystem vari­
ables contributed to the medical problem pre­
sented to the physician. Understanding the full ex­
tent of the parents’ requests and their explanatory 
models and obtaining data about the primary 
group and the physical and social environments 
provided a basis for a negotiated management 
plan.

CONCLUSION
In any discussion of anthropology, it is natural 

to teach about ethnicity. This topic is covered at 
each of the levels of the ecological model and thus 
does not require special designation or status. 
However, it is important to remember that ethnic 
groups have different cultural norms and values 
that influence each level of the framework. Fi­
nally, the concepts presented in this paper are not 
necessarily relevant to each patient and problem 
seen by the physician. It is helpful for the clinician 
to develop a familiarity with these concepts so that 
he or she may selectively apply them with any 
given patient. As Katon and Kleinman suggest,19 
clinical practice requires the clinician to shift 
paradigms as appropriate to the presenting prob­
lem. Biomedical, biopsychosocial, inductive, and 
deductive approaches all have their place in clini­
cal practice.
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