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Sharpening Our 
Cultural Tools for 
Improved Global 
Health Engagement
By Suzanne Leclerc-Madlala and Maysaa Alobaidi

T
he central theoretical concept 
in all life sciences is adaptation, 
the idea that things change over 

time. Unlike other species, we humans 
have the full benefit of a dual system 
of inheritance; that is, we use (or are 
shaped by) both biological and cultural 
systems of adaptation. Both systems 
work in a similar way. Through the 
process of sexual reproduction, we 
inherit genetic traits from our parents, 
and through the process of learning, we 
inherit culture from our social group. 
Culture is a central concept in the study 
of human beings, and its existence has 
played a major role in the success of 
our species, including our success with 
combating, controlling, and containing 
disease.

Today, all societies, from the most 
technologically simple to the most ad-
vanced, have medical systems comprised 
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of three basic interrelated parts.1 These 
include a theory of the etiology (causa-
tion) of sickness; a method of diagnosis 
based on the etiology theory; and the 
prescription of appropriate therapies, 
both curative and palliative, based on 
the diagnosis. As aspects of culture, these 
parts are subject to change over time as 
they are continuously influenced by other 
cultural systems, and they continuously 
appropriate elements from other medical 
traditions. For example, it is not unusual 
today to find Zulu traditional healers in 
South Africa who don white lab coats and 
practice out of city offices with comfort-
able waiting rooms and pantries full of 
herbs labeled and bottled in a modern 
format. The services of these healers 
continue to be in high demand, and 
their practices continue to adapt. Despite 
centuries-old efforts by missionaries, gov-
ernments, and others to discourage belief 
in and support of indigenous medical 
systems, these systems persist.

The medical landscape in most 
countries is characterized by medical 
pluralism, a situation whereby several dis-
tinct medical systems coexist from which 
people can choose to seek health assis-
tance.2 While people may prefer one type 
of medical system to another and interact 
exclusively with that system when they 
are ill, a more common pattern, particu-
larly in non-Western societies, is to move 
between medical systems in an effort to 
take full advantage of any and all thera-
pies that might help. Medical syncretism 
is the term used by anthropologists to 
describe how people mix and match visits 
to local clinics and use of modern medi-
cines with visits to local healers and use 
of potions blessed by ancestors or deities. 
Ultimately, human beings are pragmatic 
creatures, and their pragmatism applies as 
much to their health-seeking behavior as 
it does to other aspects of life.

Challenges and Opportunities
While medical pluralism continues to 
grow in step with modernization and 
increased globalization, cultural consid-
erations often weigh on people when 
illness or misfortune strikes. In contrast 
to our Western biomedical system, 
many non-Western societies subscribe 

to what could be called a bio-moral 
system—that is, where illness and misfor-
tune are understood as resulting from 
a moral infarction of some sort. Such is 
the case throughout sub-Saharan Africa 
where the failure to honor one’s dead 
relatives, to supply sufficient wedding 
gifts, or to conduct a ritual according 
to tribal prescription is a serious moral 
infarction widely believed to be at the 
root of many illnesses. This bio-moral 
way of thinking helps to explain how it 
is possible for people to accept modern 
scientific medicine while at the same 
time continuing to seek diagnoses 
and prescriptions from the traditional 
system.

Modern biomedicine focuses more on 
immediate causation—for example, which 
pathogen is causing which symptoms—
while traditional bio-moral systems focus 
more on ultimate causation—who or 
what is responsible for this negative state 
of being. The different medical systems 
attempt to address the problem at differ-
ent levels. Traditional healers are sought 
to help answer questions of ultimate cau-
sation, and dire cultural consequences can 
be expected should the patient ignore the 
healer’s advice. As a result, people often 
see no real conflict between taking the 
medicines prescribed by modern doctors 
while at the same time following through 
with rituals and medicine prescribed by 
traditional healers.

All of this presents special challenges 
to governments of developing countries 
trying to build a modern medical sector 
and a modern economy. Health care 
is a key area of service delivery upon 
which people judge their governments.3 
Building relationships with partner na-
tions that help to strengthen and improve 
modern health services may not only 
contribute to the stability of nations but 
also help to build faith in modern systems 
more generally. Positive experiences with 
the modern medical system could have 
an important spill-over effect that acts as 
a catalyst for the modernization project. 
These experiences would likely make peo-
ple more open to other modern systems, 
including education, commerce, and 
culture. Equipping global health prac-
titioners with the skills or tools needed 

to successfully navigate complex cultural 
environments will increase the potential 
for these positive, longer term impacts. 
There is room for improvement in most, 
if not all, U.S. Government agencies 
for this level of work. One extensive 
review of 2,000 short-term medical mis-
sions revealed that better planning and 
preparation in the areas of cross-cultural 
communication and the contextual reali-
ties of mission sites were among the top 
needs identified for ensuring an optimal 
outcome.4 As we move into a future of 
growing global demand for medical ser-
vices brought on by, among other things, 
new and re-emerging diseases, high-qual-
ity cultural training needs to become a 
more central component to preparations 
for medical diplomacy and engagement.

How to Sharpen Our 
Cultural Tools
For global health engagements, the 
ultimate goal is to build bridges and 
establish ongoing relations to influence 
change through meaningful dialogue 
and opportunities to develop a shared 
vision and a roadmap toward develop-
ment.5 Achieving this goal is contingent 
upon adequate preparation for engage-
ment in cross-cultural environments. 
Part of current preparation involves 
the imparting of knowledge of existing 
beliefs and behaviors related to health 
and illness within a particular cultural 
context. This part, however, is only the 
tip of the iceberg. If cultural preparation 
for global health engagements is left at 
that, one risks amplifying rather than 
diminishing barriers to cross-cultural 
competence by perpetuating stereotypes 
of other cultures and encouraging atti-
tudes of cultural superiority. Knowledge 
alone is not enough.

Underlying this sense of cultural supe-
riority is a lack of understanding of how 
these beliefs and practices were produced 
within their particular cultural context 
and the function they perform for those 
who practice them.6 The view that tra-
ditional health beliefs and practices are 
something inferior from the past and are 
a complicating factor in direct conflict 
with the Western approach to health 
care is prevalent among many health 
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professionals.7 This sense of cultural 
superiority is also driven by an incorrect 
assumption that health professionals are 
objective and value-free individuals who 
are immune to cultural differences. In 
reality, everyone, health professionals 
included, is culturally bound to some 
extent.8 By focusing predominantly on 
knowledge of other cultures while ignor-
ing that this knowledge, no matter how 
extensive, is shaped by the bias of their 
own culture, health professionals face 
an increased risk of cultural misunder-
standing and miscommunication, which 
ultimately may result in damaged rela-
tions and failed engagements.

Nonetheless, health professionals 
have a responsibility not to remain passive 
about harmful traditional practices in the 
name of a utopian vision of multicultural-
ism. Some practices clearly violate rights 
to health, life, dignity, and personal 
integrity, while others are patently harm-
ful to health. Our health engagements 

need to align with policies such as the 
1994 United Nations Plan of Action for 
the Elimination of Harmful Traditional 
Practices Affecting the Health of Women 
and Children—bearing in mind that 
blind adherence to some practices has 
made possible large-scale violence against 
women and girls over the course of 
many centuries. While careful efforts are 
required to alter or eliminate harmful 
practices, Western pressure for change is 
sometimes heavy handed and insensitive 
and often perceived as imperialistic. More 
strategic approaches are needed that help 
people to understand that it is possible to 
give up harmful practices without giving 
up meaningful aspects of their culture. 
These efforts are usually most effec-
tive when they originate, or at least are 
perceived to originate, from within the 
culture that practices them.9

For many in the health professions, 
knowledge-based cultural learning is 
appealing given that their education 

predominantly focuses on knowledge 
acquisition. While beneficial, this type 
of training neglects other key aspects of 
learning, mainly, attitudes and the soft 
skills deemed critical for engaging in 
a cross-cultural context. Theoretically, 
cultural learning should enable global 
health practitioners to adapt and function 
effectively within any cultural context, 
no matter how different it is. Beyond 
cultural knowledge, cross-cultural adapt-
ability and effectiveness require certain 
personal attributes and enabling skills. 
Accordingly, the design and development 
of cultural learning resources should tar-
get three primary domains.

Cultural Self-Awareness. Cultural 
learning is aimed at helping practitioners 
explore their own cultural identity and 
recognize their unconscious assumptions, 
biases, and prejudices toward people with 
different cultural backgrounds.10 Every 
society is made up of different social 
groups with which people identify and 
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from which they derive their norms and 
values. Identification with various social 
groups provides the basis for defining 
one’s cultural identity.11 It is only by 
understanding and articulating their own 
cultural identity that health profession-
als are able to understand the diverse 
cultural identities within a particular 
population and determine their relevance 
to health.12 This kind of understanding 
prepares practitioners to be able to de-
termine which of these identities is more 
salient in influencing health beliefs and 
behavior. Practitioners who lack cultural 
self-awareness are less likely to accept that 
all cultures are equally valid and that no 
one culture is inherently better or worse 
than another. Lacking the cultural finesse 
acquired through cultural learning, they 
are more likely to impose their values and 
beliefs on others out of an uncritical sense 
of cultural superiority, leading to ways 
of interacting that foster disrespect and 
distrust and undermine good relations. 
This can be a challenging aspect of the 
cultural learning process, as practitioners 
do not always see the immediate rel-
evance of cultural self-awareness to their 
practice. Most practitioners approach 
cultural learning with the expectation 
to learn about other cultures and do not 
appreciate the value of critical reflection 
on their own cultural background. While 
motivating practitioners to embark on 
this aspect of cultural knowledge remains 
a challenge, it is fundamental to the 
learning needs for maximally effective 
engagements in global health.

Cultural Knowledge. Only after 
establishing conscious awareness of them-
selves as cultural beings are practitioners 
able to obtain and effectively integrate 
information about the culture of certain 
population groups, including information 
about their health-related beliefs and val-
ues. As previously discussed, all cultures 
have a set of beliefs to explain what causes 
illness, how it can be cured or treated, 
and who should be involved in the heal-
ing process. More important than the 
knowledge of what these beliefs and prac-
tices are is the understanding of how they 
were produced, what sustains them, and 
if they are in some ways harmful. While 
the tendency to generalize exists due to 

the dearth of readily available information 
about culture-specific health beliefs and 
practices, it is important to emphasize 
that there is more variation within cul-
tural groups than across groups.13 An 
expected outcome of cultural knowledge 
acquisition is being able to discern that 
variation and to determine the key vari-
ables that impact on health.

Cultural Skills. Learning how 
to gather cultural information that is 
relevant to health without applying it 
stereotypically to all members of a par-
ticular culture is another critical skill that 
is emphasized throughout the learning 
process. Other skills emphasized include 
interpersonal skills such as flexibility, 
openness, and the ability to look at the 
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world through a different lens, as well 
as communication skills including lan-
guage skills and the ability to interpret 
various forms of verbal and non-verbal 
communication unique to different 
cultures.14 Learning to apply method-
ologies from the field of anthropology 
would be especially relevant and a useful 
skill for cultural learning. For example, 
practitioners can be taught the skills 
for asking questions in ways that reveal 
important cultural logics. They can be 
trained to make observations and recog-
nize behaviors that are an indication of 
deeply held cultural values. Techniques 
for prompting conversations that elicit 
what anthropologists call the “unspoken 
rules” that inform and guide behavior, in-
cluding but not exclusively those related 
to health, can be taught. Developing 
cultural skills is a lifelong process that 
requires continuous exposure to other 
cultures with simultaneous self-reflection 
and reconstruction of cultural boundar-
ies. Comprehensive training that makes 
better use of anthropological expertise 
would allow practitioners to fully exploit 
the potential of this process.

Opportunities and Challenges
The extended military engagements in 
Iraq and Afghanistan brought increased 
attention to the lack of cultural capa-
bilities within the joint medical force. 
This heightened attention resulted in 
dedicating resources to determine the 
required competencies for culture and 
communication within the joint medical 
forces and creating training programs to 
develop these competencies.15 System-
wide discussions are currently under 
way to develop core competencies and 
evidence-based standards and best 
practices in health culture and commu-
nication for global health and to expand 
the availability of training to all military 
health personnel.

In spite of this positive momentum, 
important challenges remain. Key among 
these is the significant diversity within 
the joint medical forces in terms of pro-
fessional background, specialties, and 
missions, resulting in different training 
requirements for different groups within 
the system. Other challenges include 

difficulties in incorporating cultural learn-
ing in the pre-deployment training cycle 
due to busy schedules, in sustaining gains 
in capabilities achieved through training, 
and in bringing about policy changes 
to institutionalize and secure ongoing 
system-wide support for cultural training.

Nonetheless, in a globalized world 
where the health of nations is increas-
ingly interdependent, sharpening our 
cultural tools for improved global health 
engagement remains a necessity. The 
U.S. Government remains the largest 
funder and implementer of global health 
programs worldwide, with support for 
global health involving many different 
departments and agencies.16 Equipping 
all our practitioners with a sound under-
standing of the interplay between culture 
and heath, knowledge of local disease 
etiology, and the skills to succeed in 
increasingly complex contexts of medical 
pluralism will bolster our efforts to build 
bridges and create shared visions for the 
future with partner nations. Cultural 
learning needs to be accelerated and 
embedded in training programs if we 
are to have the kind of forward medical 
diplomacy and engagements that maxi-
mize our effectiveness and contribute 
to enhancing our national reputation 
abroad. JFQ
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