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ABSTRACT ARTICLE HISTORY
Structural competency is an emerging paradigm for both the training of Received 30 May 2022
health professionals and the creation of a common language addressing Accepted 23 December 2022
structural processes that determine health disparities. However, its
application to the field of epidemiological design and research is absent. St .

. ructural competency;
Based on our previous proposal of a tool for Structural and Intercultural epidemiological research;
Competency in Epidemiological Studies, the SICES guidelines, in this cultural and epistemic
article we analyse the possibilities and challenges of a ‘structural turn’ in humility; reflexivity
epidemiology. In terms of possibilities, we recognise the value of
paradigms from multiple parts of the world, such as social and
sociocultural epidemiology, critical epidemiology and collective health, in
facilitating a structural turn in epidemiological studies. In this framework,
structural competency would provide a new angle by focusing not only
on what to research (e.g. inequalities), but with what skills and attitudes
(e.g. cultural and epistemic humility). The challenges lie in the inclusion
of reflexivity and a comprehensive view in the context of a positivist
epidemiology oriented towards obtaining evidence from a biomedical,
but not social, perspective.
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The epidemiologist views the ethnographer’s task as “impressionistic”’, “anecdotal”, “uncontrolled”, “messy”,

»

“soft”, “unrigorous”, “unscientific”; the ethnographer, in near perfect counterpoint, regards the epidemiologist’s
work as “superficial”, “biased”, “pseudoscientific”, “invalid”, “unscholarly”. (Kleinman & Good, 1985, p. 10)

Introduction

If we are to believe Kleinman and Good, and there is significant reason to do so, epidemiological
and ethnographic points of view face a severe problem in cooperating with each other, likely
because both perspectives project onto their counterpart their own canon and shortcomings. We
can say that this problem reflects, once again, the old epistemological controversy between ‘causal
explanation’ (Erkldrung) and ‘comprehension and interpretive understanding’ (Verstehen) revealed
in the etymological meanings of these words. From the Latin explanare, the former connotes mak-
ing clear, making plain, and unfolding; while the latter, from the Latin comprehendere, suggests
taking together, uniting, capturing, understanding, and embracing (Dilthey, 1989; Habermas,
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2015; Ricoeur, 2013). These two points of view, two epistemes, at the same time, leave room for
incompatibility and complementarity. On the one side is a biomedical and positivist perspective
often in tune with the Baconian ideal of scientific language as a mirror of nature (Good, 1993), look-
ing sideways at other ways of investigating reality that do not offer evidence in line with its own
canon of scientific explanation. On the other side is a perspective that refrains from analysing reality
— especially social reality (Geertz, 1973; Weber, 2019) - through its fragmentation into variables
since it understands that this can only be a limiting artefact of any attempt at comprehension.

Fortunately, the scenario described by Kleinman and Good more than thirty-five years ago
serves to address the more polarised positions rather than the wide diversity of proposals from
both disciplines. Even so, we include it here as a constructive provocation, as we consider that a
frank debate on possible divergences can give rise to proposals for more robust points of conver-
gence and complementarity. In fact, the purpose of this article is to reflect on the possibilities and
challenges of applying structural competency to epidemiological design and research; an endeavour
in which we consider that the ethnographic approach can usefully contribute both to analyse com-
prehensively the broader social structures that shape morbidity, mortality and health care, and to
enhance the reflexivity of research teams. These are two competencies that can improve the quality
and impact of epidemiological inquiry. For example, ethnographic reflexivity can provide new clues
for reducing bias and interpreting findings, encourage the engagement of the populations under
study to research results and their dissemination, and strengthen empowerment among the most
‘vulnerabilised’ groups (i.e. those groups that are made vulnerable by unequal social, ideological,
political and economic structures). Of course, we do not mean to suggest that the ethnographic
approach is the only one that can provide these competencies. Options such as community-
based participatory research (CBPR) (Brush et al., 2020; Wallerstein et al., 2017) and participatory
action research (PAR) (Baum et al., 2006) methodologies, among others, can offer them from other
angles. Rather, we limit ourselves to the ethnographic approach because it is from here that we hope
to contribute to the development of these competencies in epidemiology.

This paper builds on a previous publication (Martinez-Herndez et al., 2021) in which, together
with a group of epidemiological colleagues within the European project SYNCHROS (SYNergies
for Cohorts in Health: integrating the ROle of all Stakeholders), we developed the Structural and
Intercultural Competency in Epidemiological Studies (SICES) guidelines. In the following sections,
and based on this experience, we offer a set of reflections on what we see as feasible to implement
and what is tricky at the intersection between structural competency and epidemiological research.
But first we must contextualise our definition of structural competency and describe what the SICES
guidelines are.

Diverse paradigms, overlapping labels

Any scrutiny of the epidemiological scenario shows paradigms close to the social science perspec-
tive, either by analysing the social determinants and vulnerabilities of health (Marmot, 2005) (which
we can also call determinations and vulnerabilisations) or by including critical approaches and
social participation of the communities under study. This is the case of social epidemiology (Berk-
man et al., 2014) and sociocultural epidemiology (Hersch-Martinez, 2013), participatory epidemiol-
ogy (Bach et al., 2017) and critical epidemiology (Breilh, 2012; Breilh & Krieger, 2021; Krieger, 2021;
Navarro, 1986; Prussing, 2018, 2020), in which we could even include the proposal of an ‘epidemiol-
ogy without numbers’ (Almeida Filho, 1989) that pursues the collective production of health.

In parallel, the ethnographic view and its sisters (i.e. qualitative research, narrative analysis)
already have a long history of analysing the social, cultural, and political-economic basis of health,
illness and health care (Menéndez, 1998). This analysis has usually taken place within the frame-
work of medical anthropology and medical sociology, but also in other fields more specific to clini-
cal practice that have proved capable of integrating ethnographic or para-ethnographic
perspectives. This is the case of the narrative-based medicine approach, which attempts to



GLOBAL PUBLIC HEALTH e 3

counteract the excesses of a biomedical model centred heavily on the biological bases of disease and
decentred from the patient’s voice (Greenhalgh, 1999). Another case is the cultural competency
paradigm, with its insistence on enhancing the skills of professionals to interact effectively with
patients from other cultural contexts (Betancourt, 2006; Fleckman et al., 2015; Martinez et al.,
2004).

In general terms, the cultural competency paradigm is a well-intentioned project. At its core is
the need to adapt health services, policies, and clinical practice to a culturally diverse and at the
same time globalised world in which different knowledge, experiences, values and lifestyles come
into play, thus challenging a biomedical healthcare model unconcerned with the cultural and social
aspects of disease. After all, clinical practice requires both the capacity for natural explanation and a
critical hermeneutics of suffering (Martinez-Herndez, 2000; Menéndez, 1998). Cultural competency
could respond to the latter requirement, but this paradigm shows several shortcomings already
highlighted in a wide literature (Fleckman et al., 2015; Kirmayer, 2012; Tervalon & Murray-Garcia,
1998). In a previous publication (Martinez-Herndez, 2006), we noted some of these shortcomings
as: (1) treatment of cultural and social data as biological data, (2) tendency to reify users’ cultural
traits, (3) creation of cultural and/or ethnic stereotypes, (4) recognition of ‘culture’ only among
users from ethnic minorities, (5) scant attention paid to material and structural vulnerabilities,
and (6) excessive logging procedures, which prevent assessment and treatment adapted to the
specificity of each case, creating the ‘T already know what you are like’ effect, among others. Indeed,
these kinds of criticisms have overlapped across different knowledge traditions, although under
different labels (Fernandez Liria & Pérez Sales, 2011).

In some European countries, such as Spain and Italy, these critiques developed early on within
medical anthropology as well as under the umbrella of the ‘interculturality in health’ movement.
Driven mainly by health professionals in the public system alongside NGOs and advocacy groups,
the latter has addressed the health and health care problems that migrants, refugees and asylum see-
kers face as a result of structural social exclusion, poverty and racism (Leal Rubio, 2013; Sayed-
Ahmad et al., 2008; Seppilli, 2000). The aims of this movement are both to give migrants the
same universal health coverage as the rest of the general population and to promote health services
that challenge rather than reproduce structures of inequality and racism (Ferndndez Liria & Pérez
Sales, 2011; Sayed-Ahmad et al., 2008). In this context, it is important to say that the label ‘inter-
cultural’ does not necessarily have the same meaning as in other regions (e.g. Latin America),
where it has been used with uneven success to recognise and include indigenous health practices
in public health systems (Langdon & Diehl, 2020; Menéndez, 2017; Pifiones Rivera et al., 2019).
Rather, in the Spanish and Italian context, ‘intercultural’ refers to the awareness of relations of hege-
mony/subalternity between expert and lay systems, as well as the epistemic ability to position one-
self and oscillate ‘between’ (inter) a cultural world already known and a cultural world yet to be
known. In this approach there is much inspiration from the Gramscian idea - actively promoted
by the Centro Sperimentale per L’Educazione Sanitaria of the University of Perugia since the
1950s (Seppilli, 1959) - of encouraging professionals to consider their position of hegemony
with respect to lay sectors and to promote bottom-up initiatives in the health field.

In the United States, structural competency is undoubtedly one of the main paradigms for over-
coming the cultural competency model. Defined as a framework for addressing health-related social
justice issues that emphasises diagnostic recognition of economic and political conditions produ-
cing and racialising inequalities in health (Bourgois et al., 2017; Harvey et al., 2022; Metzl & Hansen,
2014; Metzl & Petty, 2017; Neff et al., 2020), it is an emerging paradigm for both the training of
health professionals and the creation of a common language addressing structural processes that
determine health inequalities as well as the naturalisation of these inequalities.

Here we do not envision structural competency as an ex novo creation, but as a paradigm that
condenses pre-existing elements in different disciplinary and national traditions (i.e. social medi-
cine, social and sociocultural epidemiology, critical epidemiology, collective health, interculturality
in health, global health), critical theories - i.e. anti-racist, Marxist and Gramscian, feminist, radical
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justice theories, and decolonising theories developed in the global health movement - as well as
many postulates from medical anthropology (especially critical medical anthropology), including
the ethnographic perspective. Of course, structural competency cannot be reduced to any of
these sources, but it has many things in common with them, especially with the ethnographic
view and critical medical anthropology (Baer et al., 2013; Farmer, 2001; Seppilli & Otegui, 2005;
Singer & Baer, 2018). Some of these shared aims are the holistic analysis that allows a kind of
‘macroscope’ to be applied to phenomena (comprehension), the relational approach, the impor-
tance of focusing on the social worlds of suffering, the emphasis on social inequalities and structural
vulnerabilities in health, the unravelling of naturalisation (and the concealment) of inequities, and
the recognition that the creation of knowledge is an interdependent and collaborative activity
between expert and lay knowledge. This last point connects with the importance of epistemic
and cultural humility (Foronda et al., 2016; Ho, 2011; Tervalon & Murray-Garcia, 1998; Valles,
2021; Waters & Asbill, 2013), a necessary first step both for ethnographic analysis and structural
competency. This set of orientations guided us in the creation of an instrument for enhancing a
structural turn in epidemiology.

The SICES guidelines

SICES came out of a scoping review of the existing literature. Surprisingly, a search for instruments
on structural competency applied to epidemiology returned a null result, even when we replaced
structural with cultural, cross-cultural, or intercultural competency. This gap led us to search for
instruments, tools and guidelines on these competencies applied to other related fields such as
medical education, clinical practice and health promotion, among others, and to tentatively use
them as a basis on which to build a set of guidelines that would be applicable to epidemiological
design and research. To the best of our knowledge, SICES is the only systematic attempt to
apply structural competency in epidemiological inquiry.

The idea of maintaining dual intercultural and structural competency arose for two reasons. The
first is that structural competency does not cover all the cultural aspects that epidemiological research
can assess, a field where, for example, translation and cultural validation of scales and instruments, as
well as sensitivity to local knowledge, are relevant issues. Moreover, the cultural approach and the
critical orientation are not contradictory, as the Gramscian tradition and several authors show,
among them the promoters of the Centro Sperimentale per L’Educazione Sanitaria (Falteri & Bartoli,
2020). The second has to do with the attempt to combine a paradigm established in the North Amer-
ican literature, such as structural competency, with existing efforts in southern Europe under the rub-
ric of intercultural competency and interculturality in health, as mentioned above. In fact, the word
‘intercultural’ in the SICES guidelines allows us to recover a critical cultural approach from before the
popularisation of the notion of cultural competency in the medical literature.

SICES is made up of four domains that we extracted from the analysis of the intercultural and
structural competency instruments (see Table 1). According to the rationale of SICES, these
domains should structure the various phases of epidemiological research: (1) formation of the
research team and research questions, (2) study design, recruitment of participants, data collection
and analysis, and (3) dissemination of results. Table 2 shows SICES in its checklist format. It is
important to note that we do not see our proposal as a finished product but as a work in progress.
To do otherwise would be to disregard the fact that the intersection between structural competency
and epidemiological research is uncharted territory that requires the collaboration of multiple
actors. Tentatively, and paraphrasing Bourgois et al. (2017), we can define structural competency
in this field as the ability of epidemiologists and epidemiological teams to recognise and respond
with self-reflective humility and community engagement to the ways negative health outcomes
and lifestyle practices are shaped by larger socioeconomic, cultural, political and economic forces.
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Table 1. Intercultural and structural competency domains and definitions.

Domain 1: Cultural
awareness and reflexivity

Domain 2: Cultural and
linguistic validation

Domain 3: Sensitivity to
cultural diversity and
structural vulnerabilities

Domain 4: Representativeness

of minoritised groups and
excluded populations

Defined as the capacity of
the research team to
reflexively analyse how
their cultural, ethnic, social
and expert backgrounds
interact with those of the
participants, and can affect
research questions, design,
recruitment, data
collection, data analysis,
and dissemination
activities. One of the bases
of reflexivity is cultural
humility and the ability to
recognise in others a
variety of knowledge,
whether lay knowledge
and/or that based on
experience. Reflexivity is an
intangible domain that has
to do with attitudes and
predispositions and
influence the quality of
research. For example,
reflexivity on cultural and
social gaps between the
research team and the
populations under study
can provide new clues for
reducing bias.

cultural adaptation of
instruments, tools,
informed consents,
participant information
sheets, questionnaires,
interactions between
researchers and
participants and
dissemination outputs
addressed to the
participants. Crucially, this
refers not only to a
translation into the
participants’ language(s),
but also to adapting to a
discourse that is intelligible
to them, thus avoiding the
usual biases in the use of
questionnaires that
participants do not
understand, as well as
situations of exclusion due
to immigration, low level of
education, disability, or a
combination of these.

Defined as the linguistic and  Defined as the incorporation

of variables and relevant
information on cultural
diversity and structural
vulnerabilities of the groups
under study in any of the
phases of epidemiological
research. This is the most
comprehensive domain as it
includes team training in
intercultural and structural
competency, the cultural
and social knowledge of
populations under study,
and knowledge about the
medical history of the
country/community in
which the research is taking
place and of the medical
research legacy for ethnic
minorities and hidden
populations. This also
includes the use of social
determinations of health
and structural vulnerability
issues in the study design.

Defined as the ability to favour

the representativeness of
minoritised groups and
excluded populations
throughout the various
phases of the study, such as
the composition of the
research team, the selection
of the sample and the
development of
dissemination activities. This
includes assessing social and
cultural barriers to their
participation, as well as
promoting the involvement
of these groups in the
dissemination process with
the aim, for example, of
strengthening their agency.

What's feasible

A first question that emerged in drawing up the SICES guidelines was why there were no previous
systematic efforts to endow epidemiological research with structural or even intercultural compe-
tency. The most straightforward answer is because such a vision was already embedded in some of
the paradigms mentioned above, such as social medicine and social epidemiology. But this is only
half true.

Certainly, social epidemiology has a long history of investigating health disparities according to
social determinants (and determinations) such as class, gender, race, ethnicity, income distribution,
access to social policies and social capital, to cite the most relevant. Various contributions in nine-
teenth century Europe are widely recognised as precursors to the study of the impact of the social,
economic and political forces on the health of populations. Villermé’s work in France showed the
impact of lack of schooling and working conditions on the mortality of the most vulnerable groups
(Julia & Valleron, 2011). In his famous, and to all intents and purposes, ethnographic essay on the
living conditions of the English proletariat, Engels described a scenario of extreme hardship and
asked rhetorically: ‘How is it possible, under such conditions, for the lower class to be healthy
and long lived? What else can be expected than an excessive mortality, an unbroken series of epi-
demics?’ (Engels, 1993). Shortly after, Virchow, one of the best-known representatives of nineteenth
century German social medicine, wrote his report on famine typhus in Upper Silesia, in which he
appealed to the shortcomings of our societies to understand the role of structures of inequality, pov-
erty and vulnerability in the precarious health of the working class (Taylor & Rieger, 1985). The
three cases cited above are landmarks that have been unevenly projected onto more recent social
epidemiology.
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Table 2. The Structural and Intercultural Competency for Epidemiological Studies (SICES) guidelines.

PHASES Guide questions
Research team building and research 1. Has the research team identified its ethnic, cultural, and social composition and
questions compared it with that of the study population? Has the research team considered
the potential impact that these differences or similarities may have on the
research?

2. Does the research team have any tools or means to facilitate reflexivity, e.g.
fieldnotes or regular meetings for this purpose?

3. Does the research team consider the lay views on the topics of study?

4. Has the research team assessed whether the use of concepts such as race,
ethnicity, or culture (among others) in the study is adequate?

5. Have the research team’s training needs in intercultural and structural
competence been assessed?

6. Does the research team have cultural and social knowledge of the populations
under study, including ethnic minoritized and marginalised groups and lay
perspectives on the topics of study?

7. Has the research team considered the medical history of the country in which the
research is taking place and the legacy that medical research has on ethnic
minorities/hidden populations?

8. Has the research team established an advisory board which includes
representatives of different cultural and/or ethnic groups, including lay
participants representing civil society and/or minoritized collectives?

Study design, recruitment, data 1. Is the research team aware of cultural and social biases from previous research
collection and data analysis done on a similar topic/population that they are using as a research
background?

2. Has the research team considered social and cultural sources of potential bias or
imprecision? For example, if the research hypothesis, the objectives of the
study, the theoretical-conceptual framework, or the sample gives rise to
possible sensitive cultural issues or ethnocentric statements?

3. Has the association of missing data with sociocultural characteristics of
populations under study been considered?

4. Are the informed consent and the questionnaires, scales, and instruments
understandable to the participants and/or culturally validated or tailored to the
population under study?

5. Has qualitative research or mixed methods been included in the design of the
study, i.e. for the selection of the instruments or for the collection of qualitative
data on the research subject?

6. Have cultural variables been included in the study design such as ethnicity,
cultural identity, religious beliefs, or acculturation, among others? In addition,
and following the Bridging Research Integrity and Global Health Epidemiology
(BRIDGE) Guidelines, have the different causal mechanisms associated to these
variables been considered and the limitations of using these variables as proxies
for more complex categories been acknowledged?

7. Does the study address how symptomes, clinical problems, diseases and/or
attitudes toward patients, populations and/or health systems are influenced by
social determinants of health and structural vulnerabilities? For example, but
not limited to discrimination, lack of financial security, lacking safe/stable place,
risk environments, difficulty in food access, lack of social network, problems
with legal status and/or lack of formal education.

8. Has local knowledge been considered in interpreting the results of the study, i.e.
local ideas on aetiology and disease transmission?

9. Does the sample consider subsamples of cultural minoritized groups, groups
subject to health disparities, and/or historically underrepresented? And if so, in
what way, i.e. has the analysis been disaggregated for such variables or have
they been considered as confounder/effect modifiers?

10. Have barriers to participation in the study arising from structural vulnerabilities
been analysed? If so, has the inclusion of these participants been facilitated in
any way?

Dissemination 1. Does the dissemination plan include the groups under study? Does this plan

include reflexivity and awareness on potential linguistic, cultural, and social
gaps?

(Continued)
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Table 2. Continued.
PHASES Guide questions

2. As part of the dissemination of the results, has any output (i.e. publication or
audio-visual document) been addressed and culturally tailored to the population
studied (i.e. tested in a focus group)?

3. Have the cultural and social specificities of the studied groups been considered in
the conclusions, recommendations, and in the implementation of the results?

4. Is there a dissemination or Responsible Research and Innovation (RRI) plan
considering the active role of participants and stakeholders? If so, have barriers to
participation been assessed and active participation been facilitated?

In a now classic article, Krieger, one of the epidemiologists who has worked most extensively on
the role of structural determinants such as race, gender and social class (Krieger, 2008, 2021; Krieger
et al., 1993), suggests there are three current theoretical trends in social epidemiology: (1) the psy-
chosocial theory, (2) the social production of disease/political economy of health theory, and (3) the
ecosocial theory and related perspectives (Krieger, 2001). Although formulated several years ago,
Krieger’ typology is still very useful, as long as we understand that, like any typology, it is a gener-
alisation. For example, the first theory seems quite incompatible with a structural competency per-
spective, since the major structures that shape lifestyles, risks and the unequal distribution of
morbidity and mortality are virtually absent in this approach. Rather, it seems to chime with the
neoliberal practice of citing the problem without thoroughly analysing its causes, which, in its
most unreflective positions, interprets exposure to toxic agents, the risk of contracting HIV-
AIDS or dying from cancer or Covid-19 as the result of ‘bad-behaviours’, thus helping to mystify
and cover up the social inequalities in health. This is precisely the point the second theory would
emphasise from a critical approach, assessing the excesses of the neoliberal regime and pointing out
the state’s responsibility to promote equity through redistributive policies, social justice and univer-
sal access to health care. In our view, the suitability of the third theory (the ecosocial model) for
structural competency will depend on whether the notion of environment - and others such as
One Health - ends up concealing a planetary reality of very unequal responsibilities, with logics
of exploitation that condemn a large part of the world’s population not only to exclusion but, to
use a descriptive term from the Argentine sociologist Alberto Bialakowsky et al. (2006, 2007), to
the purest and hardest ‘extinction’. In fact, most public health professionals use a toned down ‘social
ecological’ model that does not include the political or broad social structures; an oversight that can
be associated with the coloniality of knowledge production in global public health (Richardson,
2020).

In short, we can understand that the second theory of Krieger’s typology is the closest to the
paradigm of structural competency, because of its critical and comprehensive emphasis, and
because it mobilises a curiosity and interest about inequality that the other theories do not fore-
ground. However, the picture Krieger describes can be broadened by including other paradigms
that are often overlooked in the English language epidemiological and public health literature
and that are useful for rethinking the role of structural competency in this field, as in the case of
collective health in Brazil (Ceccim, 2007; Paim et al., 2011; Paim & de Almeida Filho, 1999), Argen-
tina (Liborio, 2013; Spinelli, 2004) and other countries in the Latin American region (Breilh, 2013;
Menéndez, 2009).

Collective health can be defined as both a ‘scientific field” (campo cientifico) in which different
biomedical and social disciplines collaborate, and an arena of practice in which actions are carried
out by various actors (specialised or not) within and outside the space conventionally recognised as
the ‘health sector’ (Paim & de Almeida Filho, 1999). At its core is a theory of conflict that is not
limited to highlighting health problems, their seriation and distribution, but aims to investigate
the determinations of the social production of disease and the organisation of health services, as
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well as the study of the historicity of related knowledge and practices. In this approach, health is
inseparable from the structure of society, including its economic and political-ideological struc-
tures, and for this reason it has a historicity.

Collective health is also a social and political movement to advocate for the right to health and
social justice. It has many points in common with the theory of the social production of health,
although it has enhanced some aspects in a more practical way, such as creating a broader trans-
disciplinary field of knowledge (Almeida Filho, 1997), including social groups not associated
with the health sector as agents of practice, and political contestation both at the academic level
and in health services and public arena. An illustrative example of its greater political and practical
orientation is its expression in Brazil’s health councils (conselhos de satide), which are deliberative
bodies of the Unified Health System that operate at municipal, state and federal levels and are made
up of policy managers and implementers, health professionals and representatives of civil society,
including social movements (Ceccim, 2007).

Within the framework of collective health and critical social epidemiology, the inclusion of
structural competency in epidemiological research becomes feasible. For example, several of the
points in the SICES guidelines (see Table 2) fit quite clearly with these paradigms, such as points
3,4,6,7,8, 10, 12, 15, 16, 19 and 22. Other points fit less clearly, but are quite congruent, such as
1, 3, 14, 17, 20 and 21. However, structural competency is a unique perspective that is not sub-
sumed in the above paradigms, as it addresses the process of epidemiological research itself,
including the design of the study, and emphasises the skills and attitudes of researchers and
research teams. Briefly, it concerns what to research (i.e. social determinations), but especially
the question of how to research and with what attitudes and skills. In this sense, it is a strategy
that shows the limitations of positivist epidemiology from another angle. This explains our earlier
response to the question of whether structural competency was already included in social epide-
miology that this was a half-truth. In fact, hypothetically, the model of structural competency that
we propose here could be applied to any population-based epidemiological study, regardless of its
baseline theory. Yet, it would have the capacity to transform that same hypothetical study. For
example, if an initially biomedical study includes in its research design the reflexivity of the
team, structural vulnerabilities, historical knowledge of the participating communities, minori-
tised and hidden populations, and the active role of these communities in the whole research pro-
cess, it is obviously no longer the same biomedical study. This turn changes everything. But is it
too good to be true?

What's tricky

We are aware that there are some difficulties preventing the SICES guidelines from fitting easily into
the more positivist and biomedical tradition. These difficulties also provide a different answer to the
question of why there were no initiatives to systematically include structural competency in epide-
miology. The most obvious answer now is that such contributions could be seen as anecdotal to the
goal of producing ‘scientific evidence’, and therefore superfluous or even unscientific. Here again we
are faced with the epistemological gap between explanation and comprehension or interpretive
understanding mentioned at the beginning of this article. From a certain epidemiological view,
knowledge that does not derive from sophisticated and precise measurement techniques deserves
little attention. However, accuracy does not imply truth and conjecture does not exclude scientific
rigour. Indeed, a simple observation exercise in the field can produce more evidence and resources
for the interpretation of what is at stake in the health of a community than an apparently precise
methodological design that falls far short of asking the relevant research questions or with a clear
sampling bias, for example by ignoring people who are not included in the census, who cannot par-
ticipate because they have reduced mobility or who simply do not have a smartphone or internet
access. Here we would like to draw attention to three difficulties of incorporating structural com-
petency in epidemiology.
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(1) The first difficulty is the contradiction between the comprehensive, holistic and relational
approach of structural competency as opposed to the atomisation and disaggregation of reality
into variables of the more conventional epidemiological perspective. As Menéndez (1998)
points out, the random selection of a sample generates an artificial effect that disaggregates
individuals from their social groups when these same individuals are defined as such by
their social relationships, which are not random. Indeed, relational dimensions are one of
the first victims of the atomisation of reality, but not the only ones. In the absence of a relational
perspective, the behaviours and meanings associated with health/illness/care processes may be
incomprehensible, because the context of the structural forces that shape these processes will be
missing. Of course, we can fragment these forces and processes into a priori variables in epi-
demiological design but understanding them requires observational and ethnographic analysis
of social practices to discover what these ‘variables’ mean for a given social group and what
structural forces shape them. For example, we can hardly understand the processes that lead
to later diagnoses of breast cancer among Muslim than non-Muslim women or why Catalan
adolescents with symptoms of frank depression do not seek professional help by atomising
the behaviours, structural conditions and cultural meanings that shape these phenomena. At
best, we will have a set of indicators that may be contextualised in previous epidemiological
and biomedical studies, but will be decontextualised locally, socially, and historically, with
the risk of creating tautological ideal types (Mason, 2019). In the SICES guidelines we include
criteria such as points 3, 6, 7, 10, 11, 13, 14, 15, 16 and 18 to help draw that social context.
Nevertheless, this kind of contextualisation can only take place if we include a holistic and rela-
tional perspective, and the increasing technicality and pseudo-sophistication of epidemiologi-
cal research is certainly not conducive to this, as its aim is to produce evidence in biomedical,
but not social, terms.

(2) The second difficulty stems from reflexivity, or rather its absence. Reflexivity can be defined as
the ability to examine one’s own beliefs, judgements, and practices during the research process
in order to assess their influences on the results (Bourdieu, 2001; Lichterman, 2017). It includes
the structures of knowledge production that are shaping our assumptions as researchers. In this
sense, it is a fundamental instance of the structural competency that makes the researcher vis-
ible, as well as the effect on his or her point of view of elements such as research policies,
relations of hegemony-subalternity of academic narratives and subjective and cultural ascrip-
tions and assumptions. In fact, reflexivity extends the process of contextualisation to include
the subjectivities of the researchers and the researched and the intersubjective relations
between them. In a field such as anthropology it can include co-theorising between researchers
and participants by incorporating native categories as part of analysis and theory. In the SICES
guidelines it forms a cross dimension to the different criteria, and is clearly explicit in points 1,
2, 4,9 and 13. Nevertheless, reflexivity is not easily applicable in a study based on a positivist
epistemology that tends to make the researcher invisible in order to create an aura of scientific
neutrality (Mishler, 1981).

One way to overcome this second difficulty is to include the ethnographic approach or one
of its sisters as a complement to the research design (i.e. criteria 13 of Table 1). Indeed, the
use of ethnography for the interpretative enrichment of epidemiological findings has proven
to be a fruitful form of interdisciplinary cross-fertilisation. Interdisciplinary work requires an
epistemic humility that is not easy to achieve, but without which it is difficult to move for-
ward and to create new knowledge. At this point, we agree with Béhague et al. (2008) that,
referring to the relationship between epidemiology and ethnography, until researchers recog-
nise that methodology is nothing more than a tool designed by human beings to interpret
reality, disciplinary inertias will continue to alienate one methodology of knowledge from
the other.
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(1) The third difficulty is the inclusion of social participation in epidemiological inquiry, which
derives precisely from the ability to create ties not only within the research teams, but also
between them and the studied populations. Structural and intercultural competency demands
proximity to the communities and a dialogical model of communication and interaction that
makes it possible to reclaim such important dimensions as local knowledge and the analysis of
the material conditions of life. Here we understand dialogic models as those that foster:

(a) Two-way communication between researchers and populations in such a way as to over-
come the idea that there are communities ‘under’ study rather than communities actively
‘participating in’ or ‘doing’ the study. The two-way dynamic allows for the creation of
shared knowledge between expert and lay systems and can be reflected in the incorporation
of civil society and minority representatives in research teams, but also in the dissemina-
tion of results.

(b) Multidimensional analysis of and reflexivity on the determinants and structural forces that
are shaping health needs and research needs, as well as the local knowledge and human
experiences related to these structural forces.

(c) Horizontality in communication and research practices, which overcomes implicit and
explicit hierarchies, such as those derived from notions like ‘target population’, through
cultural and epistemic humility.

However, the implementation of participatory and dialogical epistemologies shapes a research
logic that requires different procedures and temporalities from the usual epidemiological endea-
vour. In the participatory approach, communities are no longer objects, but intersubjective realities;
they are no longer just data, but social ties. It is laborious and difficult to implement in a framework
geared to the speed of obtaining ‘evidence’. Adams et al. (2014) have criticised the ‘celebration of
speed’ in global health research and interventions and have proposed the notion of ‘slow research’
as an alternative. In our case, we could speak of slow and dialogical research that transcends the idea
of research as simple data collection and analysis to conceive it as the collective production of
health.

The benefits of a structural turn

In this article we have presented some reflections on the possibilities and challenges of applying
structural competency in epidemiology. These are reflections that emerged during the preparation
of the SICES guidelines. They focus on how certain predispositions of structural competency
encounter some epistemic pitfalls and methodological routines in epidemiological research that
limit the opening up of new horizons of knowledge.

One of the main contradictions of positivism is that, while on the one hand it tries to objectify
the world in order to explain it, on the other hand, in this objectification it introduces limitations to
the understanding of that same world. For example, one limitation is its failure to provide knowl-
edge about social forces, both on the side of the object (health, illness, care) and on the side of the
researcher. Indeed, positivist models can often fall into mere scientism, understood as the dogmatic
faith of science in its methods, which is a contradictio in terminis. As Seppilli (2011) liked to point
out, the most radical criticism that can be made of positivist and biomedical approaches is not that
they are excessively scientific, but the opposite, that they are not sufficiently so because they exclude
the forces of the social world. To this we can add that they exclude other research methodologies
that, from other angles, promote complementary knowledge to biomedical research.

The main benefit of structural competency in the field of epidemiology is that it is an instrument
for mobilising ‘wonder’ (in its Aristotelian sense of the beginning and driving force of knowledge)
about the structural forces that shape inequalities in health, whether in the production of morbidity
and mortality, in unequal access to health care, or in the creation of ideologies that naturalise and
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conceal these same inequalities. Clearly, structural competency is not the only instrument for this.
As we have seen throughout this article, social epidemiology, collective health and social medicine,
among others, are moving in the same direction. But structural competency introduces a different
angle: that of the skills, attitudes and sensitivities of the clinician or researcher. In this way, it
appeals to their subjectivities to discern the scenario, to develop skills to detect the relationships
established between large structures, local realities and the small subjective worlds of affliction.
Unlike the neoliberal ideology that only speaks of what individuals do ‘with” and ‘in’ the world,
and which in the epidemiological field is projected in the individual attribution of risks and life-
styles, structural competency speaks of what the world does with individuals.

Another benefit of structural competency is that it introduces reflexivity and cultural and epis-
temic humility into epidemiological research, and this leads to greater community engagement.
When the researcher recognises a kind of knowledge in lay individuals and populations, the analysis
of disease becomes an intersubjective endeavour and health a collective production. Far from the
illusion of dealing exclusively with biological objects, in this new framework the narratives of afflic-
tion and its social world become visible. Sickness involves not only a universe of facts, but also of
meanings and values, of inequalities, naturalisations, and contestations of these inequalities.

The challenge of structural competency is to foster a scientific arena of collaboration, debate, and
openness, both in the expert field and in its relationship with local knowledge. We believe that this is
feasible in a scientific field such as epidemiology, where there is a long tradition of social epidemiol-
ogy and paradigms that have pursued similar objectives. It is what we can define as a structural turn.
In a time characterised by the pre-eminence of so-called ‘evidence-based medicine’, perhaps we
should remember that what is quite evident is suffering, and that to address it is to restore the
human and social dimension of sickness; it is also to think about health from an ethical and political
perspective.

Acknowledgements

We would like to thank the reviewers, as well as Seth Holmes, for their excellent comments, criticisms, and sugges-
tions on an earlier version of this article.

Contributors

AM-H conceived the idea, designed the study and wrote the manuscript. DB and AM-H reviewed
the various drafts of the article. All authors discussed the results and contributed to the final
manuscript.

Disclosure statement

No potential conflict of interest was reported by the author(s).

Funding

This project has received funding from the European Union’s Horizon 2020 Research and Innovation Programme
under grant agreement no 825884 (SYNergies for Cohorts in Health: integrating the ROle of all Stakeholders, SYN-
CHROS, https://doi.org/10.3030/825884). AM-H acknowledges the financial support from Institucié Catalana de
Recerca i Estudis Avancats (ICREA) under the ICREA Academia Award 2020.

ORCID

Angel Martinez-Herndez (10 http://orcid.org/0000-0002-5122-7075
Deborah Bekele (2 http://orcid.org/0000-0003-1787-1243


https://doi.org/10.3030/825884
http://orcid.org/0000-0002-5122-7075
http://orcid.org/0000-0003-1787-1243

12 (&) A MARTINEZ-HERNAEZ AND D. BEKELE

References

Adams, V., Burke, N. J., & Whitmarsh, I. (2014). Slow research: Thoughts for a movement in global health. Medical
Anthropology, 33(3), 179-197. https://doi.org/10.1080/01459740.2013.858335

Almeida Filho, N. (1989). Epidemiologia sem niimeros: uma introdugdo critica a ciéncia epidemiolégica [Epidemiology
without numbers: A critical introduction to epidemiological science]. Campus, Rio de Janeiro.

Almeida Filho, N. (1997). Transdisciplinaridade e satde coletiva [Transdisciplinarity and collective health]. Ciéncia
& Saiide Coletiva, 2(1-2), 5-20. https://doi.org/10.1590/1413-812319972101702014

Bach, M., Jordan, S., Hartung, S., Santos-Hovener, C., & Wright, M. T. (2017). Participatory epidemiology: The con-
tribution of participatory research to epidemiology. Emerging Themes in Epidemiology, 14(1), 1-15. https://doi.
org/10.1186/512982-017-0056-4

Baer, H. A, Singer, M., & Susser, L. (2013). Medical anthropology and the world system: Critical perspectives. Praeger.

Baum, F., MacDougall, C., & Smith, D. (2006). Participatory action research. Journal of Epidemiology & Community
Health, 60(10), 854-857. https://doi.org/10.1136/jech.2004.028662

Béhague, D. P., Gongalves, H., & Victora, C. G. (2008). Anthropology and epidemiology: Learning epistemological
lessons through a collaborative venture. Ciéncia ¢ Satide Coletiva, 13(6), 1701-1710. https://doi.org/10.1590/
$1413-81232008000600002

Berkman, L. F., Kawachi, L., & Glymour, M. M. (2014). Social epidemiology. Oxford University Press.

Betancourt, J. R. (2006). Cultural competency: Providing quality care to diverse populations. The Consultant
Pharmacist, 21(12), 988-995. https://doi.org/10.4140/TCP.n.2006.988

Bialakowsky, A. L., Rosendo, E., Crudi, R., Reynals, C., Zagami, M., Costa, M. L, Franco, D. E., Haimovici, N. M.,
Dimarco, S., & Benvenuto, A. (2007). Padecimientos sociales, discursos y procesos de trabajo en las practicas
de salud [Social illnesses, discourses and work processes in health care practices]. Salud Problema, 18-19, 87-
97. https://repositorio.xoc.uam.mx/jspui/handle/123456789/34284

Bialakowsky, A. L., Rosendo, E., Crudi, R., Zagami, M., Reynals, C., Lopez, A. L., & Haimovici, N. (2006). La violencia
del método institucional en el continuum de exclusion-extincion social [The violence of the institutional method
in the continuum of social exclusion-extinction]. Subjetividad y Procesos Cognitivos, 9, 69-91. https://www.
redalyc.org/comocitar.oa?id=339630248005

Bourdieu, P. (2001). Science de la science et réflexivité. Cours du Collége de France 2000-2001 [Science of science and
reflexivity]. Raisons d’Agir, Paris.

Bourgois, P., Holmes, S. M., Sue, K., & Quesada, J. (2017). Structural vulnerability: Operationalizing the concept to
address health disparities in clinical care. Academic Medicine, 92(3), 299-307. https://doi.org/10.1097/ACM.
0000000000001294

Breilh, J. (2012). Epidemiologia: economia politica y salud. Bases estructurales de la determinacion social de la salud
[Epidemiology: Political economy and health. Structural bases of the social determination of health]. Corporacién
Editora Nacional-Universidad Andina Simén Bolivar, Quito (Ecuador).

Breilh, J. (2013). La determinacion social de la salud como herramienta de transformacion hacia una nueva salud
publica (salud colectiva) [Social determination of health as a tool for a new public health (collective health)].
Revista Facultad Nacional de Salud Puiblica, 31(Suppl. 1), 13-27. http://www.scielo.org.co/scielo.php?script=sci_
arttext&pid=50120-386X2013000400002

Breilh, J., & Krieger, N. (Eds.). (2021). Critical epidemiology and the people’s health. New York, Oxford Academic.

Brush, B. L., Mentz, G., Jensen, M., Jacobs, B., Saylor, K. M., Rowe, Z., Israel, B. A., & Lachance, L. (2020). Success in
long-standing community-based participatory research (CBPR) partnerships: A scoping literature review. Health
Education & Behavior, 47(4), 556-568. https://doi.org/10.1177/1090198119882989

Ceccim, R. B. (2007). Invenc¢io da saude coletiva e do controle social em saide no Brasil: nova educa¢io na saude e
novos contornos e potencialidades a cidadania [Invention of collective health and social control in healthcare in
Brazil: New health education and new contours and potentialities for citizenship]. Revista de Estudos
Universitdrios-REU, 33(1), 29-48.

Dilthey, W. (1989). Introduction to the human sciences (Vol. 1). Princeton University Press.

Engels, F. (1993). The condition of the working class in England. Oxford University Press.

Falteri, P., & Bartoli, P. (2020). Educazione sanitaria. Il viaggio pit1 lungo di Tullio Seppilli verso I'antropologia med-
ica [Health education. Tullio Seppilli’s longest journey towards medical anthropology]. AM. Rivista della Societa
Italiana di Antropologia Medica, 49(49), 81-90. https://www.amantropologiamedica.unipg.it/index.php/am/
article/view/447

Farmer, P. (2001). Infections and inequalities. University of California Press.

Ferndndez Liria, A., & Pérez Sales, P. (Eds.). (2011). Instrumento para la valoracién de la competencia intercultural en
la atencion en salud mental. Hacia la equidad en salud [Intercultural competency assessment tool for mental health
care. Towards health equity]. Ministerio de Sanidad, Politica Social e Igualdad, Madrid (Espana).

Fleckman, J. M., Dal Corso, M., Ramirez, S., Begalieva, M., & Johnson, C. C. (2015). Intercultural competency in pub-
lic health: A call for action to incorporate training into public health education. Frontiers in Public Health, 3, 210.
https://doi.org/10.3389/fpubh.2015.00210


https://doi.org/10.1080/01459740.2013.858335
https://doi.org/10.1590/1413-812319972101702014
https://doi.org/10.1186/s12982-017-0056-4
https://doi.org/10.1186/s12982-017-0056-4
https://doi.org/10.1136/jech.2004.028662
https://doi.org/10.1590/S1413-81232008000600002
https://doi.org/10.1590/S1413-81232008000600002
https://doi.org/10.4140/TCP.n.2006.988
https://repositorio.xoc.uam.mx/jspui/handle/123456789/34284
https://www.redalyc.org/comocitar.oa?id=339630248005
https://www.redalyc.org/comocitar.oa?id=339630248005
https://doi.org/10.1097/ACM.0000000000001294
https://doi.org/10.1097/ACM.0000000000001294
http://www.scielo.org.co/scielo.php?script=sci_arttext&pid=S0120-386X2013000400002
http://www.scielo.org.co/scielo.php?script=sci_arttext&pid=S0120-386X2013000400002
https://doi.org/10.1177/1090198119882989
https://www.amantropologiamedica.unipg.it/index.php/am/article/view/447
https://www.amantropologiamedica.unipg.it/index.php/am/article/view/447
https://doi.org/10.3389/fpubh.2015.00210

GLOBAL PUBLICHEALTH (&) 13

Foronda, C., Baptiste, D.-L., Reinholdt, M. M., & Ousman, K. (2016). Cultural humility: A concept analysis. Journal of
Transcultural Nursing, 27(3), 210-217. https://doi.org/10.1177/1043659615592677

Geertz, C. (1973). The interpretation of cultures. Basic Books.

Good, B. (1993). Medicine, rationality and experience: An anthropological perspective. Cambridge University Press.

Greenhalgh, T. (1999). Narrative based medicine: Narrative based medicine in an evidence based world. BM]J, 318
(7179), 323-325. https://doi.org/10.1136/bmj.318.7179.323

Habermas, J. (2015). Knowledge and human interests. John Wiley & Sons.

Harvey, M., Neff, ], Knight, K. R., Mukherjee, J. S., Shamasunder, S., Le, P. V., Tittle, R., Jain, Y., Carrasco, H., Bernal-
Serrano, D., Goronga, T., & Holmes, S. M. (2022). Structural competency and global health education. Global
Public Health, 17(3), 341-362. https://doi.org/10.1080/17441692.2020.1864751

Hersch-Martinez, P. (2013). Epidemiologia sociocultural: Una perspectiva necesaria [Socio-cultural epidemiology:
An essential approach]. Salud Publica de México, 55(5), 512-518. https://doi.org/10.21149/spm.v55i5.7252

Ho, A. (2011). Trusting experts and epistemic humility in disability. IJFAB: International Journal of Feminist
Approaches to Bioethics, 4(2), 102-123. https://doi.org/10.3138/ijfab.4.2.102

Julia, C., & Valleron, A.-J. (2011). Louis-Rene Villerme (1782-1863), a pioneer in social epidemiology: Re-analysis of
his data on comparative mortality in Paris in the early 19th century. Journal of Epidemiology & Community Health,
65(8), 666-670. https://doi.org/10.1136/jech.2009.087957

Kirmayer, L. J. (2012). Rethinking cultural competence. Sage.

Kleinman, A., & Good, B. (1985). Culture and depression: Studies in the anthropology and cross-cultural psychiatry of
affect and disorder. California University Press.

Krieger, N. (2001). Theories for social epidemiology in the 21st century: An ecosocial perspective. International
Journal of Epidemiology, 30(4), 668-677. https://doi.org/10.1093/ije/30.4.668

Krieger, N. (2008). Ladders, pyramids and champagne: The iconography of health inequities. Journal of Epidemiology
& Community Health, 62(12), 1098-1104. https://doi.org/10.1136/jech.2008.079061.

Krieger, N. (2021). Ecosocial theory, embodied truths, and the people’s health. Oxford University Press.

Krieger, N., Rowley, D. L., Herman, A. A., Avery, B., & Phillips, M. T. (1993). Racism, sexism, and social class:
Implications for studies of health, disease, and well-being. American Journal of Preventive Medicine, 9(6
Suppl.), 82-122. https://pubmed.ncbi.nlm.nih.gov/8123288/

Langdon, E. J., & Diehl, E. E. (2020). Anthropological engagement and interdisciplinary research: The critical
approach to indigenous health in Brazil. In J. Gamlin, S. Gibbon, P. M. Sesia, & L. Berrio (Eds.), Critical medical
anthropology. Perspectives in and from Latin America (pp. 19-41). University College London Press.

Leal Rubio, J. (2013). Competencias interculturales y relacion asistencial en el campo de la salud mental [Intercultural
skills and the care relationship in the field of mental health]. Educacion Social: Revista de Intervencion
Socioeducativa, 54, 142-149.

Liborio, M. M. (2013). ;Por qué hablar de salud colectiva? [Why talk about collective health?]. Revista Médica de
Rosario, 79(3), 136-141.

Lichterman, P. (2017). Interpretive reflexivity in ethnography. Ethnography, 18(1), 35-45. https://doi.org/10.1177/
1466138115592418

Marmot, M. (2005). Social determinants of health inequalities. The Lancet, 365(9464), 1099-1104. https://doi.org/10.
1016/S0140-6736(05)71146-6

Martinez, K. M., Green, C. E., & Saiiudo, F. M. (2004). The CLAS challenge: Promoting culturally and linguistically
appropriate services in health care. International Journal of Public Administration, 27(1-2), 39-61. https://doi.org/
10.1081/PAD-120028652

Martinez-Herndez, A. (2000). What’s behind the symptom? On psychiatric observation and anthropological under-
standing. Routledge.

Martinez-Hernaez, A. (2006). Cuando las hormigas corretean por el cerebro: retos y realidades de la psiquiatria cul-
tural [When ants crawl around the brain: Challenges and facts in cultural psychiatry]. Cadernos de Saiide Piblica,
22(11), 2269-2280. https://doi.org/10.1590/50102-311X2006001100002

Martinez-Hernaez, A., Bekele, D., Sabariego, C., Rodriguez-Laso, A, Vorstenbosch, E., Rico-Uribe, L. A., Ayuso-
Mateos, J. L., Sanchez-Niubo, A., Rodriguez-Mafias, L., & Haro, J. M. (2021). The Structural and Intercultural
Competence for Epidemiological Studies (SICES) guidelines: A 22-item checklist. BMJ Global Health, 6(4),
€005237. https://doi.org/10.1136/bmjgh-2021-005237

Mason, K. A. (2019). Quantitative care: Caring for the aggregate in US academic population health sciences.
American Ethnologist, 45(2), 201-213. https://doi.org/10.1111/amet.12632

Menéndez, E. L. (1998). Estilos de vida, riesgos y construccion social. Conceptos Similares y Significados Diferentes
[Lifestyles, risks and social construction. Similar concepts and different meanings]. Estudios Sociolégicos, 46, 37-
67. https://www.jstor.org/stable/40420500

Menéndez, E. L. (2009). De sujetos, saberes y estructuras: introduccion al enfoque relacional en el estudio de la salud
colectiva [Of subjects, knowledge and structures: An introduction to the relational approach in the study of col-
lective health]. Lugar Editorial, Buenos Aires.


https://doi.org/10.1177/1043659615592677
https://doi.org/10.1136/bmj.318.7179.323
https://doi.org/10.1080/17441692.2020.1864751
https://doi.org/10.21149/spm.v55i5.7252
https://doi.org/10.3138/ijfab.4.2.102
https://doi.org/10.1136/jech.2009.087957
https://doi.org/10.1093/ije/30.4.668
https://doi.org/10.1136/jech.2008.079061
https://pubmed.ncbi.nlm.nih.gov/8123288/
https://doi.org/10.1177/1466138115592418
https://doi.org/10.1177/1466138115592418
https://doi.org/10.1016/S0140-6736(05)71146-6
https://doi.org/10.1016/S0140-6736(05)71146-6
https://doi.org/10.1081/PAD-120028652
https://doi.org/10.1081/PAD-120028652
https://doi.org/10.1590/S0102-311X2006001100002
https://doi.org/10.1136/bmjgh-2021-005237
https://doi.org/10.1111/amet.12632
https://www.jstor.org/stable/40420500

14 A. MARTINEZ-HERNAEZ AND D. BEKELE

Menéndez, E. L. (2017). Interculturalidad en salud: dudas, limitaciones y repliegues [Interculturality in health:
Doubts, limitations and retreats]. In F. M. Gil Garcia, & P. V. Martin (Eds.), Medicinas y cuerpos en América
Latina: debates antropoldgicos desde la salud y la interculturalidad (pp. 53-98). Ediciones Abya-Yala.

Metzl, J. M., & Hansen, H. (2014). Structural competency: Theorizing a new medical engagement with stigma and
inequality. Social Science & Medicine 103, 126-133. https://doi.org/10.1016/j.socscimed.2013.06.032

Metzl, J. M., & Petty, J. (2017). Integrating and assessing structural competency in an innovative prehealth curricu-
lum at Vanderbilt University. Academic Medicine, 92(3), 354-359. https://doi.org/10.1097/ACM.
0000000000001477

Mishler, E. G. (1981). Viewpoint: Critical perspectives on the biomedical model. In E. G. Mishler (Ed.), Social contexts
of health, illness, and patient care (pp. 1-23). Cambridge University Press.

Navarro, V. (1986). Crisis, health, and medicine: A social critique. Routledge, London & New York.

Neff, J., Holmes, S. M., Knight, K. R,, Strong, S., Thompson-Lastad, A., McGuinness, C., Duncan, L., Saxena, N.,
Harvey, M. J., & Langford, A. (2020). Structural competency: Curriculum for medical students, residents, and
interprofessional teams on the structural factors that produce health disparities. MedEdPORTAL, 16, 10888.
https://doi.org/10.15766/mep_2374-8265.10888

Paim, J. S., & de Almeida Filho, N. M. (1999). La crisis de la salud publica y el movimiento de la salud colectiva en
Latinoaméric [The public health crisis and the collective health movement in Latin America]. Cuadernos médico-
sociales, 75, 5-30.

Paim, J., Travassos, C., Almeida, C., Bahia, L., & Macinko, J. (2011). The Brazilian health system: History, advances,
and challenges. The Lancet, 377(9779), 1778-1797. https://doi.org/10.1016/S0140-6736(11)60054-8

Pifiones Rivera, C. D., Liberona Concha, N. P., & Montecino Quenaya, B. (2019). La subordinacién ideoldgica del
saber médico andino en la salud intercultural chilena [The ideological subordination of the Andean medical
knowledge in Chilean intercultural health]. Polis (Santiago), 18(54), 224-244. https://doi.org/10.32735/S0718-
6568/2019-N54-1407

Prussing, E. (2018). Critical epidemiology in action: Research for and by indigenous peoples. SSM - Population
Health, 6, 98-106. https://doi.org/10.1016/j.ssmph.2018.09.003

Prussing, E. (2020). Through a critical lens: Expertise in epidemiology for and by indigenous peoples. Science,
Technology, & Human Values, 45(6), 1142-1167. https://doi.org/10.1177/0162243919887448

Richardson, E. (2020). Epidemic illusions: On the coloniality of global public health. The MIT Press.

Ricoeur, P. (2013). Le conflit des interprétations. Essais d’herméneutique [The conflict of interpretations. Essays in
hermeneutics]. Plon.

Sayed-Ahmad, N., Garcia, R., & Gonzalez, E. (Eds.). (2008). Salud mental en la inmigracion [Mental health in immi-
gration]. Escuela Andaluza de Salud Publica, Granada (Espaa).

Seppilli, T. (1959). Il contributo della antropologia culturale alla educazione sanitaria [The contribution of cultural
anthropology to health education]. In G. Barro, A. Modolo, & M. Mori (Eds.), Principi, metodi e tecniche dell’e-
ducazione sanitaria. Atti del Primo Corso estivo di educazione sanitaria (Perugia, 14-21, 1958) (pp. 33-45).
Perugia, Centro Sperimentale per I'Educazione Sanitaria.

Seppilli, T. (2000). Le nuove immigrazioni ei problemi di strategia dei servizi sanitari europei: un quadro introduttivo
[The new immigrants and the strategic problems of Health Services in Europe: An introductory framework]. AM.
Rivista Della Societa Italiana Di Antropologia Medica, 5(9-10), 35-58. https://www.amantropologiamedica.unipg.
it/index.php/am/article/view/91

Seppilli, T. (2011). Satude e antropologia: contribui¢ées a interpretacdo da condigio humana em ciéncias da saude
[Health and anthropology: Contributions to the interpretation of the human condition in the health sciences].
Interface - Comunicagdo, Satide, Educagdo, 15(38), 903-914. https://doi.org/10.1590/S1414-32832011000300022

Seppilli, T., & Otegui, R. (2005). Presentacién: Antropologia médica critica [Critical medical anthropology]. Revista
de Antropologia Social, 14, 7-14.

Singer, M., & Baer, H. (2018). Critical medical anthropology. Routledge.

Spinelli, H. (2004). Salud colectiva: cultura, instituciones y subjetividad, epidemiologia, gestion y politicas [Collective
health: Culture, institutions and subjectivity, epidemiology, management and policies]. Lugar editorial, Lanus
(Argentina).

Taylor, R., & Rieger, A. (1985). Medicine as social science: Rudolf Virchow on the typhus epidemic in Upper Silesia.
International Journal of Health Services, 15(4), 547-559. https://doi.org/10.2190/XX9V-ACD4-KUXD-COE5

Tervalon, M., & Murray-Garcia, J. (1998). Cultural humility versus cultural competence: A critical distinction in
defining physician training outcomes in multicultural education. Journal of Health Care for the Poor and
Underserved, 9(2), 117-125. https://doi.org/10.1353/hpu.2010.0233

Valles, S. A. (2021). Why race and ethnicity are not like other risk factors: Applying structural competency and epis-
temic humility in the Covid-19 pandemic. Philosophy of Medicine, 2(1), 1-8. https://doi.org/10.5195/pom.2021.52

Wallerstein, N., Duran, B., Oetzel, J. G., & Minkler, M. (2017). Community-based participatory research for health:
Advancing social and health equity. John Wiley & Sons.

Waters, A., & Asbill, L. (2013). Reflections on cultural humility. CYF News.

Weber, M. (2019). Economy and society. Harvard University Press.


https://doi.org/10.1016/j.socscimed.2013.06.032
https://doi.org/10.1097/ACM.0000000000001477
https://doi.org/10.1097/ACM.0000000000001477
https://doi.org/10.15766/mep_2374-8265.10888
https://doi.org/10.1016/S0140-6736(11)60054-8
https://doi.org/10.32735/S0718-6568/2019-N54-1407
https://doi.org/10.32735/S0718-6568/2019-N54-1407
https://doi.org/10.1016/j.ssmph.2018.09.003
https://doi.org/10.1177/0162243919887448
https://www.amantropologiamedica.unipg.it/index.php/am/article/view/91
https://www.amantropologiamedica.unipg.it/index.php/am/article/view/91
https://doi.org/10.1590/S1414-32832011000300022
https://doi.org/10.2190/XX9V-ACD4-KUXD-C0E5
https://doi.org/10.1353/hpu.2010.0233
https://doi.org/10.5195/pom.2021.52

	Abstract
	Introduction
	Diverse paradigms, overlapping labels
	The SICES guidelines
	What’s feasible
	What’s tricky
	The benefits of a structural turn
	Acknowledgements
	Contributors
	Disclosure statement
	ORCID
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile ()
  /CalRGBProfile (Adobe RGB \0501998\051)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments false
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings false
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.90
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.90
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 300
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU ()
  >>
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [595.245 841.846]
>> setpagedevice


