
Anthropology

ISSN: 2332-0915

Anthropology

OPEN ACCESS Freely available online

Mini Review

1Anthropology, Vol. 9 Iss. 10 No: 261

The Problem of Cultural Competency in Medical Anthropology and How 
to Fix it
Christina Jenkins*

Department of Anthropology, Emory University, Atlanta, GA, USA

*Correspondence to: Christina Jenkins, Department of Anthropology, Emory University, Atlanta, USA, E-mail: jenchris@emory.edu

Received: October 8, 2021; Accepted: October 22, 2021; Published: October 29, 2021

Citation: Jenkins C. (2021) The Problem of Cultural Competency in Medical Anthropology and How to Fix It. Anthropology 9:261.doi- 
10.35248/2332-0915.21.9.261

Copyright: © 2021 Jenkins C. This is an open-access article distributed under the terms of the Creative Commons Attribution License, 
which permits unrestricted use, distribution, and reproduction in any medium, provided the original author and source are credited.

INTRODUCTION

One significant issue with the possibility of social ability is that 
it proposes culture can be decreased to a specialized expertise for 
which clinicians can be prepared to foster skill. This issue comes 
from how culture is characterized in medication, which stands out 
strikingly from its present use in human studies—the field where the 
idea of culture started . Culture is regularly made inseparable from 
identity, ethnicity, and language. For instance, patients of a specific 
nationality, for example, the "Mexican patient"— are expected to 
have a center arrangement of convictions about disease attributable 
to fixed ethnic qualities. Social capability turns into a progression 
of "do's and don'ts" that characterize how to treat a patient of a 
given ethnic foundation. Detached social orders with shared social 
implications would be dismissed by anthropologists, today, since it 
prompts hazardous generalizing, for example, "Chinese trust this," 
"Japanese trust that, etc—as though whole social orders or ethnic 
gatherings could be depicted by these basic trademarks [1]. 

In human sciences today, culture isn't viewed as homogenous or 
static. Anthropologists accentuate that culture is certifiably not a 
solitary variable yet rather involves different factors, influencing all 
parts of involvement. Culture is indistinguishable from financial, 
political, strict, mental, and organic conditions. Culture is an 
interaction through which customary exercises and conditions 
take on a passionate tone and an ethical significance for members 
[2]. Social cycles remember the encapsulation of importance for 
psychophysiological responses, the improvement of relational 
connections , the genuine exhibition of strict practices , good 
judgment translations , and the development of group and 
individual character . Social cycles regularly contrast inside a similar 
ethnic or gathering of people due to contrasts in age accomplice, 
sexual orientation, political affiliation, class, religion, nationality, 
and even character [3]. 

One of us [AK] presented the "logical models approach," which is 
generally utilized in American clinical schools today, as a meeting 
method (depicted beneath) that attempts to see how the social 
world effects and is influenced by ailment. Notwithstanding its 
impact, we've regularly seen misfortune when clinicians and clinical 
understudies utilize illustrative models. They emerge the models 
as a sort of substance or estimation (like hemoglobin, circulatory 

strain, or X beams), and use it to end a discussion rather to begin 
a discussion. The second when the human experience of ailment 
is reworked into specialized illness classes something critical to the 
experience is lost since it was not approved as a proper clinical 
concern [4].

CONCLUSION

What clinicians need to comprehend through the smaller than 
normal ethnography is the main thing—what is truly in question 
for patients, their families, and, now and again, their networks, 
and furthermore what is in question for themselves. If we 
somehow managed to diminish the six stages of socially educated 
consideration to one action that even the most active clinician 
ought to have the option to figure out how to do, it is regularly ask 
patients (and where fitting relatives) what makes a difference most 
to them in the experience of sickness and therapy. The clinicians 
would then be able to utilize that essential data in considering 
treatment choices and haggling with patients. 

This is vastly different than social capability. Discovering what 
makes a difference most to someone else is certainly not a specialized 
ability. It is an elective liking to the patient. This direction turns 
out to be essential for the professional's ability to be self-aware, and 
relational abilities become a significant piece of the expert's clinical 
assets. It is the thing that Franz Kafka said "a conceived specialist" 
has: "a want individuals" .And its central purpose is to zero in 
on the patient as an individual, not a generalization; as a person 
confronting risk and vulnerability, not just a case; as a chance for 
the specialist to participate in a fundamental moral errand, not an 
issue in cost-bookkeeping.
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