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ABSTRACT OF THE DISSERTATION 
 
 

Translation Without Medicalization: An Ethnography of the  
Interdisciplinary Building of a Medical and Health Humanities Program 

 
 

by 
 
 

Sharon Leslie Rushing 
 

Doctor of Philosophy, Graduate Program in Anthropology 
University of California, Riverside, June 2020 

Dr. Juliet McMullin, Chairperson 
 
 
 
 

This dissertation is an examination of knowledge production and its legitimation 

in medical education. In this ethnography, I study an interdisciplinary faculty workgroup 

as they build a medical and health humanities program at the University of California, 

Riverside, from everyday academic practices of faculty and medical students, to 

programmatic and course development, and implementation. I explore the workgroup’s 

discursive practices of knowledge production, and its articulation with the relations of 

power inherent in biomedical power/knowledge.  

Drawing from Foucault’s archaeologies/genealogies of power, and application of 

discourse analysis, I examine the effects of power embedded in social, cultural, and 

historical contexts to make visible what knowledges are authorized and what knowledges 

are marginalized in biomedicine’s discursive formations. I consider the social context of 

the workgroup’s discourse, its functions and meanings, and its positioning as it engages 

with biomedical discourse to decentralize, open space, and co-construct health and illness 
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knowledges. I argue that the workgroup’s program development is an act of power that 

challenges empirical biomedical knowledge production in medical education.   

 Through observation of course implementation, I examine medical student 

practices that reify and resist both humanities, and biomedical discourse. And, the 

everyday ways medical students illustrate Foucault’s “docile” bodies as they enact 

biomedicine’s techniques of disciplinary power. I argue that the enactment of disciplinary 

techniques reifies biomedical knowledge authority over alternative knowledges. 

Conversely, considering medical students’ attitudes and behaviors toward biomedical 

measures of “competency”, I illustrate how biomedical discursive practices constrain 

their agency. I argue that through acts, attitudes, and beliefs that center their agency, 

students resist biomedicine’s techniques of power. While biomedical knowledges 

produce the doctors we need, it simultaneously limits potential for emancipatory 

discourses of care. I argue that medical training that forecloses alternative discourse of 

students, and knowledges is structurally violent.   

This study contributes to current discourse in medical and health humanities that 

centers on integration of pluralistic knowledges and its operationalization. Giving 

attention to the ways in which discourse production in everyday practices can 

decentralize dominant narratives, this research contributes to understandings of how 

interdisciplinary knowledges of health expand perceptions of medical and health 

humanities knowledge praxis imaginaries. 
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Chapter One:  Introduction 

 

Biomedical research, education, and practice have undoubtedly made extensive 

advances in treating disease, yet the very knowledge that has brought its success has 

brought critique of biomedicine’s technological and impersonal approach. The fast-paced 

technoscientific advances of biomedicine have left it a casualty of its own achievements, 

where the dimensions of human care, suffering, and illness experience fall to 

contingencies of its paradigms and structures. The dehumanizing affects, however, are 

not felt solely by its patients, but also by the providers themselves. Clinicians, educators, 

medical students, and patients alike decry the “biologically reductive” and 

“dehumanizing” approaches of medicine.  

Inherent in biomedicine’s positivistic diseased-based model is the sidelining of 

the patient as person, and the foreclosing of their lived experiences of health and disease. 

A devaluation which marginalizes diseases’ social implications in medicine (Carson, 

2007; Del-Vecchio-Good, 2011; Holmes & Ponte, 2011; Tierney, 2004). This research 

responds to biomedicine’s marginalization of the patient’s lived illness experience as 

knowledge, and how such knowledge is mediated by medical curricula that integrates 

humanities knowledges.  

This dissertation is a study of the development and implementation of humanities 

knowledges in a new school of medicine at the University of California, Riverside 

(UCR). In this project, I trace the historical production of biomedical knowledge as 

hegemonic medical authority, and its role in marginalizing alternative medical 
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knowledge. I discuss paradigms and pedagogies of the field of medical and health 

humanities that challenge the hegemony of biomedicine. Applying critical theory and 

discourse analysis I identify everyday practices of an interdisciplinary faculty workgroup 

as they build a medical and health humanities program at UCR. My research asks, how 

do everyday practices of a medical and health humanities workgroup engage biomedical 

education to decentralize dominant positivist knowledges and construct knowledges 

inclusive of alternative ways of knowing in health and illness. I address the relations of 

power that are inextricably linked to the production of knowledge, and its authority and 

legitimation in medicine. I examine the social, cultural, political, and economic agendas 

of biomedical legitimation that coalesce power. And, I explore how everyday practices of 

a medical and health humanities program serves to both challenge and resist dominant 

medical narratives as they make space for new and co-constructed alternative 

knowledges. As such, this is a story of power, in which I situate knowledge as partial, and 

examine discourse practices of knowledge production to demonstrate how ordinary acts 

open possibilities of multiple ways of knowing in biomedicine. 
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Ways of Knowing 

Biomedical knowledge in the understanding and treatment of diseases1 can be 

attributed to reductionist approaches in medicine, specifically, in medical research where 

the study of cells can be narrowed to a specific malfunctioning cell to identify “disease”. 

Its goal is to arrive at a cause to create a cure (Beresford, 2010; Ghaemi, 2015; Lundberg, 

2011). In medical reductionism, complex biological/medical phenomena are 

deconstructed into parts for better understanding. Its approach is one in which a 

narrowing into individual “parts” allows for a targeted specificity. While it serves as a 

beneficial approach to advancing medical knowledge, it comes at a cost. One which risks 

translation into medical education and practice where it can be dehumanizing. If disease 

can be found in the cellular pathology the physician need only the patient body, not the 

individual person.  

Reductionist and dehumanizing approaches broaden the gap between patient and 

provider in the clinical encounter. “When a disease is explained in molecular and sub-

molecular levels, it becomes difficult for the lay person to conceptualize.” (Beresford, 

2010). This distancing of patient knowledge and understanding of their body is often 

 
1 In this research I use the definitions from the social sciences of the phenomenon of 
being unwell: ‘disease’, ‘illness’, and ‘sickness’ (Cassell, 1976; Kleinman, 1978, 1988; 
Helman, 2007; Young, 1982). Wherein ‘disease’ is an alteration in the biological 
structure and function of the body; an objectively measurable pathology, determined by a 
medical expert (doctor)’ “illness’ is the subjective experience, embodiment (and 
response) of an individual to being unwell; and “sickness” is the process through which 
biological signs are given social significance and meaning. EJ Cassell has said that illness 
is what a patient feel on their way to the doctor’s office and disease is what they have on 
the way home from the doctor (Cassell, 1976). 
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cited as serving to reify a social hierarchy of institutions and knowledges.2  Reducing 

disease to cellular pathology excludes components or “parts” potentially relevant to a 

disease (Beresford, 2010; Haque & Waytz, 2012), such that the context of a patient as 

individual is lost in utilitarian application. Hence, it has the potential to confound cause 

and effect of disease, further removing the context of social and structural determinants 

of an individual’s life from disease. 

In contrast, within the interpretive turn in anthropology, medicine’s positivistic 

epistemology is problematized by showing how the practice of medicine is essentially 

experiential, interpretive, and negotiated (Geertz, 1980; Habermas, 1990a; Ricoeur, 1971; 

Svenaeus, 2000, 2013; Taylor, 1980; Wear, 2009). As practiced, medicine is dialogical; 

its knowledge is gained from another’s (i.e. patient’s) perspective. The knowing ways in 

which illness is given meaning and understanding is never fixed, but rather always being 

negotiated to resonate with new situations (Hall, 1997). Each diagnosis and treatment are 

in fact co-constructed upon experiential knowledge obtained through patient-physician 

narrative (Frank, 2007; Kleinman & Seeman, 2000; Mattingly, 1994; Montgomery, 2005; 

Montgomery-Hunter, 1991). Tensions, however, lie in the gap between basic sciences’ 

principles of objectivity and replicability and the uncertain and contingent nature of the 

clinical encounter, where the meaning of a patient’s illness is found in the context of 

dialogical engagement.  

 
2 I use “knowledges” in a plural form in this dissertation to signify knowledges as varied, 
diverse, and discrete bodies of epistemologies, paradigms, ideologies, and practices. 
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The ethnographic work of Arthur Kleinman explores the tensions between the 

knowledge epistemes of biomedicine and the patient’s experiences of illness. In one of 

his seminal pieces The Illness Narratives: Suffering, Healing and the Human Condition 

(1988) he forwards “symbolic realities” of health and illness (Kleinman, 1978) and 

speaks to illness epistemes - the knowledge individuals draw from in making sense of 

their illness experience as a function of “political commentary” in which structural 

determinants are the author of illness (Kleinman, 1988; Kleinman & Benson, 2006). 

Kleinman draws from communication theory to show that meaning is co-created in 

dialogue, and dialogue is set in context. The ways in which individuals give illness 

meaning, and understanding is never fixed, but rather always being negotiated (Mattingly 

& Garro, 2000; Hall, 1997; Sontag, 1978). His work can be seen as a thick description of 

the socials contexts where lived experiences are the somatization of one’s context, 

“illness soaks up personal and social significance from the world of the sick person” 

(Kleinman, 1988).  

An individual’s responses to physical and social exposures are ultimately 

embodied and manifested in somatic health (Krieger 2005). And, patients can feel 

increasingly distanced in the clinical encounter as technical advances afford greater focus 

on the treatment of the pathology and less on a humanistic, meaning and context of 

illness (Calabrese, 2011). The importance of social and structural relationships that 

determine illness and disease knowledge highlight the fissure between growing 

technological advances and the illness experience and make visible the social, political, 
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and economic relations of health (Del-Vecchio-Good, 2011; Biehl & Moran-Thomas, 

2009; Kleinman, 2009; Sobo, Bowman & Gifford, 2008; Csordas, 1994; Toombs, 1990).  

Legitimating empirical knowledge in medical education and practice privileges 

biomedical epistemologies while foreclosing patient knowledge (Foucault, 1994; 

Rabinow, 2010). In this way, it also serves to legitimate what counts as knowledge in 

medicine. Within such frames of knowledge determinacy, biomedicine’s power centers 

itself as authority. Hegemonic medical paternalism threatens “to foreclose the types of 

lay questioning, critique and self-determination that are necessary to check” its 

tremendous power” (Livingston, 2012). This project calls into question theories of 

empirical biomedical knowledge production in order to move toward contextualized 

experiential knowledge. I ask what is being represented as medical knowledge and 

practice? How is its construction enacted, what is left out, and what, and whose interests 

are being mobilized? 

 

Power, Knowledge, and Discourse 

Power 

The multitude of definitions and concepts of power can be tied to histories, 

scholars, theologians, philosophers, and disciplines over time as they sought, and seek to 

understand its place in society. As a phenomenon, power has been long debated, 

contested, and deconstructed (Machiavelli, Hobbes, Marx, Weber, Gramsci, Parsons, 

Wolf, Foucault). Queries of power center on its locality, causality, techniques, and 

consent, and frequent conceptualization of power as a negative or positive force (Clegg et 
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al., 2006; Dean, 2013). In this ethnography, my examination of power focuses on power’s 

locality, techniques, consent of subordination, and resistance (Foucault, 1995, 1990, 

1980). 

In Niccolo Machiavelli’s 16th century work, The Prince (2008), he accords those 

in power of ‘the state’ unadjudicated control over individuals and application of 

techniques of power to expand and maintain its control. Power necessitated ‘brute’ force 

by rulers and morality was not the realm of politics (Wolin, 2004). Constructing power as 

a coercive force, although focusing on structures of social relations, are the works of 

Antonio Gramsci in the early 20th century. Framing power through a modernist approach, 

he defines power as a prohibitive and coercive force perpetuated in ideological, political, 

and economic structures of the bourgeois. Gramsci identifies this embedded and 

constraining notion of power as hegemony- power by a few select individuals over a 

populous (1971). Key in Gramsci’s hegemonic power is its top-down approach in which 

the ‘intellectuals’ of society employed social structures such as media, institutions, and 

universities to circulate their ideologies as norm. Hegemonic power then is an oppressive 

power through which Gramsci says holds sway, through one’s own consent, over 

individuals even when it may be in opposition to their interests (Gramsci, 1971).  

In contrast to the coercive, top-down negative frames of power is a post-

modernist frame in which power is relational in its forces, constitutive, and productive 

(Foucault, 1980, 1990, 1995, 2000; Wodak & Meyer 2009). Exemplifying postmodern 

theories of power is the work of Michel Foucault (1990, 1995). In Foucault’s works he 

characterizes power as not just prohibitive in its possibilities, but also its capacity to be 
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positive and productive in its social relations. Power, according to Foucault, is both 

positive and negative, and can be found everywhere- in the collective interactions of 

historical, cultural, social, political, and economic forces (Foucault, 1980). Foucault’s 

theory of power counters staunch notions of power as coercive means for control enacted 

through force that are centralized and repressively exerted (such as military power and 

force). Instead, power was located throughout society, intrinsic in social relations and 

embedded in institutions (Foucault, 1980; Rabinow, 2010) such as schools, hospitals, and 

media. Power transcends political notions as it can be found in the ordinary everyday 

activities of life. It is enacted in everyday practices that are socialized and embodied and 

predicated on the production and dissemination of knowledge. In Jonathan Gaventa’s 

work Power after Lukes, he provides a concise explanation of Foucault’s theory of 

power: 

power is diffuse rather than concentrated, embodied and enacted rather than 
possessed, discursive rather than purely coercive, and constitutes agents rather 
than being deployed by them (2003).  

 

Unlike Gramsci’s top-down construction of power, indicative of a binary view of 

power relations (oppressor and oppressed) (Rainbow, 2010), Foucault takes a bottom-up 

approach in which he focuses on relations of power over power as force, “power is not an 

institution, and not a structure” (Foucault, 1990, p. 93). Instead power is precarious and 

pluralistic in its relations, wherein it cannot be fixed upon an external. In his work, The 

History of Sexuality, Volume I (1990), he holds that power is achieved through social 

enterprises or strategies (state apparatus, legal systems, and social hegemonies) that are 

then embodied, by design (Foucault, 1990). In this way, Foucault calls out how these 
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relations of power are the intrinsic effects of marginalizing, unequal tactics of the many 

forms of social powers.  

His deconstruction of power is strategic by nature, as opposed to administrative or 

statutory. Foucault’s 1995 work, Discipline and Punish: The Birth of the Prison expands 

upon his theory of power by addressing the tactics and techniques of power, forwarding 

the idea of disciplinary power. Discipline is a technique of power; it regulates the 

behaviors of individuals within a social group by organizing of space, of time, and of 

daily activities as embedded in institutions. Power then, is an “organized, hierarchical, 

co-ordinated cluster of relations” (Foucault, 1980). According to Foucault, discipline 

occurs through institutions such as hospitals, schools, family, prison, etc., by maintaining 

order and creating productive, subjugated “docile bodies” (Foucault, 1995). In this way, 

power is internalized for bodies/individuals to self-discipline and regulate. Within this 

embodied disciplinary power, he defines biopower as power applied to populations 

through the scientific intercessions into reproduction, morbidity and mortality. Power is 

manifested through everyday routines and practices that are socialized and embodied, 

enacting self-disciple, self-surveillance, and self-subjugation (Foucault, 1990, 2013; 

Rabinow, 2010). Biopower sheds light on how individuals take part in their own 

oppression as they engage in daily practices informed by specific knowledge discourse.  
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Its force is built on the production and dissemination of knowledge. 

... power would be a fragile thing if its only function were to repress, if it 
worked only through the mode of censorship, exclusion, blockage and 
repression, in the manner of a great Superego, exercising itself only in a 
negative way. If, on the contrary, power is strong this is because, as we are 
beginning to realize, it produces effects at the level of desire--and also at the 
level of knowledge. Far from preventing knowledge, power produces it 
(Foucault, 1980). 

 

Knowledge 

Foucault’s understandings of disciplinary power and biopower are, again, not 

imposed from above or top-down tactics, but are instead applied and embedded in the 

interactions, norms, practices, and discourses of the ordinary mundane of the everyday. 

Power and its techniques of discipline are predicated on knowledge, where power 

operates through the production of knowledge, or what Foucault terms power/knowledge 

(Foucault, 1980, 1995; Rabinow, 2010). Power and knowledge 

... directly imply one another; that there is no power 
relation without the correlative constitution of a field of knowledge, nor any 
knowledge that does not presuppose and constitute at the same time power 
relations (Foucault, 1995). 

 

Within power/knowledge, knowledge is produced through discourse, and discourse and 

its knowledges are never neutral. Rather, discourse that produces new knowledge is 

motivated by agendas, perspectives, and ideologies which in turn dictate, constraint, 

allow, and regulate behavior.  

In this framing, knowledge is created and maintained by practicing scientists, 

professional associations, scientific and medical institutions, government regulators and 

media, etc. Foucault holds that the production of “scientific” knowledge then creates 
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discourse(s) of what is considered the norm, of which individuals then seek to emulate. 

This discursive creation of norms enacts Foucault’s disciplinary techniques of power. 

Importantly, Foucault classifies power/knowledge in its creation(s) as time particular and 

serving to reflect the values and ideas of a particular time or era. Wherein, knowledge 

forms the culture from which an individual, science, field or institution unconsciously 

embodies and enacts or functions (Foucault, 2013).  

In understanding Foucault’s conceptualization of power and knowledge, his 

works did not attempt to construct power as knowledge, but rather to show how power 

functions, and the means through which it is operationalized (Gee, 2014a). Foucault 

theorized that knowledge and power are mutually constructed and that there is no 

“disinterested knowledge” (Foucault, 1972, 1980), that “power is everywhere” (Rabinow, 

2010) and constituted through assented forms of knowledge (Foucault, 1995). His focus 

was placed on identifying the entanglement, or interrelations of power and knowledge in 

their production, where knowledge was fundamentally constitutive in operationalizing 

power.  In this relational frame of power, truth, Foucault held, is not intrinsic or innate, 

but is constructed and produced, socially, culturally, politically, and historically (Foucault 

& Rabinow, 2000). Truth is pluralistic as it relies on institutions and discourses of its 

production.3 Foucault terms the formation of a body of knowledge, scientific discourse  

 
3 Foucault’s conceptualizations of truth, knowledge, and power were influenced by the 
work of 19th century philosopher and philologist Friedrich Nietzsche. Nietzsche, who 
broke with humanists Descartes, Hegel, and Comte’s perspectives, forwarded knowledge 
and truth as determined within historical, cultural, and social contexts. In Nietzsche’s 
genealogical works he centered historical analysis of truth, as well as the importance of 
language in relations of power (Westfall & Rosenberg, 2018).   
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and techniques embodied to regulate, discipline, or normalize ideologies, as regimes of 

truth (Foucault, 1995). What is delineated as truth is produced, politically driven, 

disseminated through social apparatuses (institutions, administrations, etc.), and 

controlled through systems like universities (Foucault & Rabinow, 2000). In this way, 

truth becomes internalized and universalized.  

 

Discourse 

Foucault posits that as regimes of truth create diverse relations of power, that 

there becomes a struggle (truth game) between truths (and knowledge), but ultimately it 

is a battle for power (Foucault & Rabinow, 2000; Habermas, 2005). This confrontation, 

or battle is the locale of discourse. Foucault conceptualizes discourse as the material, 

verbal evidence(s) that can be found in history. But he is clear to delineate that discourse 

is not confined to language (Foucault, 1972). Discourse, for Foucault, follows what 

James Gee distinguishes as ‘big D’. “Big D’ discourse as defined by Gee encompasses 

language and materialities, as opposed to ‘small d’ discourse that addresses language 

structures (Foucault, 1972, 1980, 2001; Gee, 2014b). Foucault’s use of discourse draws 

from a postmodern frame where discourse is a body of knowledge, information, texts, 

and thinking devices that produce, communicate, and delineate meaning (Foucault, 1972; 

Gee, 2014a. 2014b; Wickham & Kendall, 1999). Discourse produces knowledge through 

language and materiality that are put into practice creating a social boundary (Foucault, 

1995, 1990; Foucault & Rabinow, 2000).  
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Foucault references discourse as:  

ways of constituting knowledge, together with the social practices, forms of 
subjectivity and power relations which inhere in such knowledges and relations 
between them. Discourses are more than ways of thinking and producing 
meaning. They constitute the 'nature' of the body, unconscious and conscious 
mind and emotional life of the subjects they seek to govern (Weedon, 1987, p. 
108). 

 

Discourse(s) attribute significance, incite activities, convey identities, signal 

relationships, and transmit ideologies and expectations (Gee, 2014a). Within a 

Foucauldian lens, discourse does not exist in and of itself, but rather, occurs in relation to 

other discourses. It both constrains knowledge production, as in marginalized 

knowledges, and enables and produces knowledges.  

 

Foucault and Biomedical Knowledge 

In Foucault’s The Birth of the Clinic (1994), he applies his theory of 

power/knowledge and discourse to biomedicine. His critical historicization of 

biomedicine dissects how biomedicine is produced by culturally accepted ideas, norms, 

standards, and knowledge. The sum of these attributes comprises what Foucault terms an 

“episteme”, or foundational knowledge and values held as truth (2001). As stated earlier, 

this knowledge is created and maintained by practicing scientists, professional 

associations, scientific institutions, government regulators, media, etc. In The Birth of the 

Clinic, he traces biomedicine’s historic ascent to esteem through the use of “scientific” 

knowledge, which in turn functioned to give it power in defining reality (Almgren, 2012; 

Foucault, 1994; Rosen, 1983; Starr, 1982). As the discourse and practices of 
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biomedicine’s nosology4 categorize and classify disease, they simultaneous create the 

ideas and norms of what is considered deviant or normal with health and disease 

(Foucault, 1994). Such power/knowledge is enacted, as Foucault draws attention to, 

through biomedical measures (statistics, etc.) that enable authority. 

Biomedical knowledges in Foucault’s theory create unconscious “willing” 

individuals who enact the knowledge and skills of biomedicine thereby creating, 

producing, and reifying its knowledge norms and power (Foucault, 1990, 1994). This 

unconscious enactment of knowledge and practice requires the disciplinary component of 

institutional knowledge. Foucault denotes that the field of medicine creates and 

constructs the norms, standards, knowledge, and values from which individuals within 

the field of medicine should embody and enact. Knowledge and norms of the field of 

medicine therefore serve as an internal disciplinary guide to constantly observe and 

record whether the individuals within the field ascribe and adhere to the epistemological 

knowledge and practices believed to be natural truths of biomedicine. “Discipline… 

comes about through careful observation, and molding of [individuals] into the correct 

form through… observation…by the institution” (Foucault, 1977).  

 

 

 
4 Nosology is the defined as the “branch of medical science that deals with orderly 
relationships among diseases or classifications of disease” (Farlex Partner Medical 
Dictionary, 2012), a classificatory system for disease. In Foucault’s work Birth of the 
Clinic he implicates nosology in extracting disease from the body, where disease is 
organized, hierarchically classified creating “a flat structure of perceptual simultaneity” 
(1994). 
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This power that develops control through expert knowledges with the goal of 

observing, normalizing, measuring, and monitoring society is what Foucault defines as 

governmentality (Foucault, 1980, 1990, 2003). Governmentality as power relies on an 

assemblage of mechanisms like discourse and materialities to inculcate self-regulation 

and surveillance. For example, discourse on health that promotes the specifics of what 

“good” health means, or what behaviors constitute good health are first defined through 

the knowledge of “health experts” (Foucault, 1980). They are then disseminated through 

the diffuse assemblages of discourse- clinic, academia, media, etc., - hence establishing 

“norms” of health from which individuals measure themselves through self-surveillance. 

Foucault states that power techniques manipulate desire to conform to what is normal, 

good, or positive. Powers “success is proportional to its ability to hide its own 

mechanisms” (Foucault, 1990). Theorized as such, discourse practices of medical 

knowledge production create institutions which overtime naturalize biomedicine as 

universal knowledge (Foucault, 1994, 1998).  

Within Foucault’s study of power, he sought not only to deconstruct power in its 

relations, but also to examine alternative forms of knowledge. By situating power within 

era and culture specific contexts, he sought to explore knowledges that were marginalized 

or subjugated historically (Foucault, 1980). He achieved this by reviewing historic 

documents related to subjugated knowledges that were obscured or “masked” (Foucault, 

1995). In his theory, subjugated knowledges could be found in the historical “struggles” 

or “confrontations” of power and its discourse. As marginalized knowledges they were 

considered inferior, “subjugated knowledges are, then, blocks of historical knowledges 
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that were present in the functional and systematic ensembles” but deemed deficient 

hegemonically (Foucault, 1995, Rabinow, 2010). 

 

Lived Experience and Illness Knowledge 

Didier Fassin reminds us that inequality within structures of knowledge can be 

seen popping through structures as they legitimate one source of knowledge or decision 

over another (2003). Narrow views of knowledge that often determine “standards” tend 

to privilege positivistic knowledge over human attachment and understanding. An 

approach that dismisses human connection and emotion as ways of knowing in 

knowledge production (Somerville, 2013). Non-positivist ways of knowing, as forwarded 

by Margaret Somerville (2012), are generally not always “translatable” in positivistic 

frames of science and research, but there remains a mutual entanglement of knowledges 

in science and research as all aspects of “knowing” produce knowledge. Somerville 

situates the production of knowledge within the mutual entanglement of divergent 

knowledges, where new knowledge is being formed rather than old knowledge being 

retold. In this frame, knowledge is created in the “contact zone” between two knowledge 

traditions (dominant and alternative), and the importance of sharing ways of knowing 

serves to negotiate and democratize knowledge (Somerville, 2012).  

Linda Tuhiwai Smith’s Decolonizing Methodologies: Research and Indigenous 

Peoples (1999) explores the concept of “knowledge production” by delving into the 

world of indigenous peoples and “research”. She speaks of research and the “research 

setting” as a site of contestation between ways of knowing (or knowledge production) of 
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the “West” and ways of knowing (knowledge production) of the “Other” or Indigenous. 

Smith’s critical theory approach to understanding the gap in knowledge production 

between the dominant and alternative highlights how hegemonic processes define, shape 

and name the world.  

In her exploration she connects the legitimation in academia of knowledge 

creation through the triad of history, writing and theory- in other words, discourse (Smith, 

1999). She speaks to the legal importance of rights of indigenous to claim their history, 

and how such histories get silenced and marginalized. Of relation to medical knowledges 

her work conveys how the history of the role of the patient’s knowledges, their embodied 

histories, their lived experiences of health and illness have been silenced and 

marginalized, relegated to illegitimacy. Smith’s work necessitates the use of narratives of 

illness experience knowledge as a means to make space for alternatives and call for 

equitable epistemic models in medicine (Smith, 1999).   

Illness narratives are an existing and inherent part of the clinical encounter. 

Kleinman calls attention to the importance of the social and cultural frameworks in which 

a patient’s illness narrative is formed and organized. Illness narratives are a dialogical 

process between the doctor and the patient, in which the doctor becomes part of the 

patient narrative (Kleinman, 1988). Kleinman holds that in order to legitimate the 

patient’s experience of illness, physician practice “empathic witnessing” and 

“ethnography observation” in order to elicit information about a patient illness and illness 

experience (Kleinman, 1985, 1988). His approach uses active cooperative dialogue as a 
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means to reduce the depersonalizing and distancing aspects of privileging medical 

knowledge. 

Physician and literary academic Rita Charon’s work contributes to the discourse 

on illness experience in medical education through theory and practice of what she calls 

“narrative medicine”. Charon advocates for “narrative competence” in medical education 

and practice, wherein health providers acquire the ability to acknowledge, absorb, 

interpret, and act on the stories of their patients (Aull, 2005; Charon, 2001; Charon & 

Williams, 1995).  

Biomedicine’s clinical encounter, its practices, and social relations themselves 

call for a different way of knowing due to the variability and uncertainty of patient care 

(Cole, Carlin & Carson, 2015; Del-Vecchio-Good, Willen, & Hannah, 2011). A shift in 

medical education and training that uses interpretive knowledge methodologies to exact 

co-constructed treatment plans that are localized and contextualized to address the 

growing health inequalities in biomedicine are needed (Holmes & Ponte, 2011). Medical 

curricula need to focus attention on the ways in which social, economic and political 

factors result in symptoms (Metzl, 2012; Metzl & Hansen, 2014; Tsevat, Sinha, 

Gutierrez, & DasGupta, 2015; Wear & Kuczewski, 2008). One such response to this call 

for alternative knowledge in medical education and clinical encounters is the emergent 

field of the medical and health humanities.  
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The Medical and Health Humanities 

The medical and health humanities is a multidisciplinary field that draws on the 

knowledge frameworks of the humanities disciplines to provide insight into the human 

condition, suffering and personhood to incite medical education toward deliberative 

humane care. Humanities in medical education has had a long-standing conversation 

centered on reductionism and scientism in medical education and practice (Anderson, 

2011; Bouwsma, 1990; Carson, 2007; Jones and Tansey, 2015; Podolsky & Greene, 

2014). The importance of the medical and health humanities is cited as both helping to 

bridge gaps in provisions of care and re-introducing human narrative in the diagnostic 

medical process (Bleakley, 2015; Charon, 2010; Doukas, McCullough, & Wear, 2012;). 

Medical and health humanities asks biomedicine to critically interrogate their biases and 

prejudices that rely solely on a biomedical approach (Kuper & D’Eon, 2011; Wear, 

Kumagai, Varley, & Zarconi, 2012). It forefronts alternative knowledge possibilities 

inherent in the dialogic engagement of the clinical encounter where the patient’s story 

serves an epistemological function of illness and disease (Crawford, Brown, Baker, 

Tischler, & Abrams, 2015), to be legitimated in tandem with biomedical ways of 

knowing.  

More aptly defined as a movement, it’s continued, and recursive discourse have 

responded to the changes in and over time to an increasingly specialized and 

technologically driven medical culture (Arbuckle, 2013; Callahan, 1999; Cole et al., 

2015; Fox, 1985; Tierney, 2004). The multiple epistemological frames of the medical and 

humanities forward the complexities of modern lives and illness experiences in the 
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clinical encounter (Boudreau & Fuks, 2015; Carson, 2007; Crawford et al., 2010; Metzl, 

2012). Although often characterized as merely a critic of medical education and practice, 

the medical and health humanities seek to effect change in reductive medical education 

approaches that may impede a physicians’ ability to provide contextualized patient-

centered care.  

 

Movement History 

Historically, the medical humanities can be tied to the humanist movement during 

the Renaissance (grounded in education). Humanism emphasized the intrinsic worth of 

individuals and held that people were rational beings. It responded to a utilitarianism 

approach and what was considered “narrow pedantry” of medieval scholars (Bouwsma, 

1990).  Humanist sought to create citizenry, eloquent and classical communication, and 

civic engagement.  Humanist studies, from which the academic discipline of humanities 

of today derived, were “concerned with individual human beings, with their changing 

thoughts, values and feelings and with human interaction in society” (Bouwsma, 1990; 

Carson, 2007).  

Like the Renaissance, the medical humanities movement focuses analogously on 

the complexities of modern lives and “experiences of illness…(that) seem devoid of 

meaning and suffering” (Carson, 2007). The earliest humanities discourse in medicine 

came from theologians and philosophers who were concerned with the moral questions of 

life and death. They contemplated the sanctity of life, what it meant to be a person, what 

care meant in sickness and health, what it meant to die humanely and how all of these 
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critical imperatives faired under the changing technology of the time.  They shared a 

common concern about the troubling trend of “depersonalization”, “biological 

reductionism” and “teaching of mechanistic medicine”.  In response, they launched a 

movement “to reform medicine by changing medical education” referred to as “health 

and human values” (Crawford et al., 2015; Fox, 1985). 

In line with the moral theologians’ and moral philosopher’s value questions in 

medicine, by the end of WWI Sir William Osler a Canadian physician and one of the 

founding fathers of Johns Hopkins Hospital, spoke of the risks of reductionism and 

scientism in medicine set in the context of a technology driven economy.  He felt modern 

science needed modern humanities (Podolsky & Greene, 2014) to temper its reductive 

and dehumanizing aspects. By the mid-1950s Protestant social ethicist Joseph Fletcher 

called out the “problems of consciousness in medicine” in his publication of Moral and 

Medicine (Beresford, 2010; Carson, 2007). A work like that of theologians, philosophers 

and physician Osler addressed the moral responsibility of patient versus disease. It was a 

time that witnessed the growing concerns among clinicians of medical education about 

the devaluing of the “social art” of the medical practice (Carson, 2007).   

 

Humanities and Medical Education  

Literature 

The structural frame of the medical humanities as seen in medical schools in the 

United States (U.S.) today is identified as emerging out of the 1960s re-examination of 

the humanities (Jones & Tansey, 2015; Wear & Aultman, 2007). This era brought the 
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“value” driven questions and aspects of medical practice and training to the forefront 

again, but this time through hermeneutics of suspicions. With the referential works of 

Marx, Nietzsche, Freud, and Ricoeur, the hermeneutic method of interpretation took 

nothing at face value and instead examined historical explanations that exposed the latent 

motives of the political economy and its ethics. A critical component within the 

movement was the recognition of and growing discontent over the issue of equitable 

allocation of health care resources, in a system with finite resources. Focus of the re-

examination was placed on the use of knowledge for the betterment of society.  Medical 

humanities programs coming out of the 1960s “drew on the rich textual resources of the 

humanities to explore and interpret patients’ experiences of illness and injury, and the 

changing moral contours of clinical care under bureaucratic and market pressures” 

(Caron, 2007).  Writings and resources of the medical humanities explored the rapid 

expansion of technology, its subsequent matters of control of human life and death and 

the resulting rise of need for a “moral consensus” (Callahan, 1999).  

By the late 1960s early 1970s, the fields of ethics, religious studies, literature, and 

history (with the occasional cultural anthropology, law, and visual studies) were being 

taught in medical schools by their respective faculty. Many of which were funded 

initially through National Endowment for the Humanities (NEH) grants and private 

philanthropy, and later through university institutional support (Carson, 2007; Pellegrino, 

1997).  
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Ethics 

However, by the late 1970s and early 1980s medical humanities programs, which 

were a growing presence in medical school curricula, could be characterized by two 

pedagogical approaches--analytical (dialectical) and rhetorical (dialogical). The first 

brought questions of value and moral to juridical analysis for a rational solution; and the 

second, rhetorical, brought the same questions into a dialogical format -confounding and 

problematizing in order to recognize lives as stories that are shaped that “do not lend 

themselves to ration resolution” (Carson, 2007; Charon, 2006)   

With the weight of the Belmont Report of 1979 (created by the National 

Commission for the Protection of Human Subjects of Biomedical and Behavioral 

Research) medical knowledge and training approaches moved toward secularized 

bioethics with no connection to religious values. Ethics became mainstream and were 

based on universal principles devoid of social and historical context (Callahan, 1999).  

“Perhaps the most serious challenge to the hegemony of the ‘normativists’ has come from 

the ‘narrativists’ in literary studies, religious studies and conversational philosophy who 

are reviving interest in rhetoric” (Rorty, 2007). In addressing normative and universal 

principle approaches, literature was again moved to the frontlines of the medical 

humanities movement “to rescue physicians and patients from an almost exclusive 

reliance on a rules-based (principlists) approach to medical ethics” (Jones & Tansey, 

2015).  Literature was promoted in the medical curricula as a means to build medical 

student understanding of illness and the lives of the ill. 
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Narrative 

Narrative medicine was built on a literature in medicine approach but used a 

theoretical frame in which “close reading” and “reflective writing” were posited to help 

medical students examine the central narrative situations of medicine: physician and 

patient, physician and self, physician and colleagues and physician and society.  The 

narrative medicine approach in medical and health humanities tended to rely on a 

“hermeneutics grounded in some form of literary inquiry” (Charon, 2001; Wear and 

Aultman, 2007). An approach which advocates for “narrative competence” in medical 

education and practice, wherein health providers acquire the ability to acknowledge, 

absorb, interpret, and act on the stories of their patients (Aull, 2005; Charon, 2001; 

Charon & Williams, 1995). It is based on the concepts of “attention”, “representation” 

and “affiliation” (Charon, 2005, 2010), and posits that the practice of “narratology” (how 

stories are developed and perceived) allows doctors to gain insight into the “collection of 

representation” that sits before them—the patient (Charon, 2006). Training in narrative 

medicine utilizes “close reading”, “attentive listening”, “reflective writing” and “bearing 

witness” to the patients suffering (Charon, 2005). The close reading of literary texts, 

acting as a simulated clinical encounter dialogue, opens physicians to discourse exchange 

that creates understanding and attention to the perspectives of others. Charon’s narrative 

medicine advocates for the reading and writing of illness narratives in order to join 

doctors and patient together. 
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By the mid-1990s, the medical and health humanities are generally defined as: 

an interdisciplinary field of humanities (literature, philosophy, ethics, history, and 
religions, social science (anthropology, cultural studies, psychology, sociology), 
and the arts (literature, theater, film and visual arts) and their application to 
medical education and practice. The humanities and arts provide insight into the 
human condition, suffering, personhood, our responsibility to each other and offer 
a historical perspective on medical practice. (Literature, Art, Medicine webpage, 
Medicine database established by the New York University School of Medicine, 
n.d.).  

 

Health Humanities 

Newly emerged discourse of the 2010s on medical humanities programs centers 

on “de-medicalizing” the medical and health humanities and moving away from the 

narrow reference of “medical” that highlights the context of health from the institution of 

biomedicine (Jones, Wear, & Friedman, 2014). Health Humanities is considered a more 

inclusive movement that considers the life of health and healing outside of clinic and 

hospital walls and beyond physicians to caretakers and the host of allied professions that 

are a source of support in times of illness (Atkinson et al., 2015; Crawford et al., 2015; 

Jones et al., 2014).  

 

Second Wave 

Specific attention in this last decade has been called to the need for accountability 

of social or structural determinants on health and health care delivery within medical 

education. Medical and health humanities scholars and biomedical educators alike argue 

for medical curricula that focuses attention on the ways in which social, economic and 

political factors result in symptoms (Gravlee, 2009; LaVeist & Isaac 2012; Metzl, 2012; 
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Metzl & Hansen, 2014) and influence patient adherence and prognosis. Humanities 

scholars such as Bleakly (2015) call for democratizing medicine- in which medical 

education and practice shift away from an authority led hierarchy toward patient 

centered, socially equitable care fostered through the medical and health humanities as a 

core discipline of medical education.  

 

Integration and Evaluation  

Debates on implementation and evaluation of medical and health humanities in 

medical education center on the differences in medical curricula quantitative frames 

verses the interpretative frames of the humanities. Asking, how best to implement and 

evaluate humanities content in medicine? Discussions center on contributing disciplines, 

desirable content, differing pedagogic approaches, and assessing learning outcomes 

(Bleakley et al., 2015; Cole et al., 2015; Coria et al., 2013; Schwartz et al., 2009; 

Shankar, 2014; Tsevat et al., 2015; Valsangkar et al., 2014; Wear, 2009). Coupled with 

discourse on approaches to implementation and evaluation are concerns of humanities 

content drifting into the competency based skill sets that lend themselves to the realm of 

biomedicine clinical governance (Foucault, 1994, 1995; Peterson et al., 2008) or 

medicalization (Clarke & Shim 2011; Dror, 2011). Accountability, auditing, evidence-

based approaches, measurable skill sets, and quantitative outcomes driving medicine 

move the medical and health humanities into the realm of biomedicine clinical 

governance (Peterson, Bleakley, Bromer, & Marshall, 2008). Discourse of the movement 

focuses on desirable content of courses and contributing disciplines, how material should 
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be integrated into curricula, how learning outcomes can be set and assessed, and the value 

of different pedagogic approaches. 

 

Conclusion 

Despite biomedicine’s phenomenal achievements in disease and health outcomes, 

re-iterative challenges are heard from the margins of medicine where embodied and 

everyday ways of knowing are marginalized under the guise of scientific structures of 

advancement (Povinelli, 2011). As biomedicine’s discourse and rapidly defining 

technologies objectify illness they flatten and sideline individual subjectivities (Clarke, 

Shim and Mamo, 2008; Foucault, 1973), legitimating pathology as authority, hence 

devaluing embodied, lived knowledges.  

Anthropologist have emphasized that biomedicine is culturally produced, 

challenging the idea that medical knowledge is a universal, naturealized, and absolute 

truth. Biomedical knowledge and its practices generally privilege a positivistic, objective 

knowledge paradigm that works to define medicine as science. However, like all medical 

models, biomedicine is a complex and embedded network of power-knowledge 

discourse, solidified in practice. Biomedical hegemonic processes legitimate their own 

medical ideologies and define whose voice is heard (Foucault, 1975; Rabinow, 2010; 

Said,1989; Starr 1982). It’s grand narratives and patriarchal paradigms preclude 

alternative knowledge perspectives and serve to reaffirm what it means “to know” and 

“what counts” as legitimate knowledge in biomedicine (Wiley, 2012; Ramazanoglu & 

Holland, 2002; Wear, 1997; Holmwood, 1995; Ramazanoglu, 1992; Haraway, 1988). 
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Within such narratives, alternative experiences are “othered” or “marginalized” placing 

them at a socialized power disadvantage in the biomedical model of care. 

The medical and health humanities as a multidisciplinary field have had a long-

standing conversation with biomedicine centered on reductionism and scientism in 

medical education and practice. Its multiple epistemological frames forward the 

complexities of modern lives and illness experiences in the clinical encounter. 

Advocating for biomedicine to critically interrogate their paradigmatic and pedagogical 

approaches in medical education, they seek to provide insight into the human condition, 

suffering, and personhood, to re-introduce human narrative in the diagnostic medical 

process. The medical and health humanities are advanced as a means to forefront 

alternative knowledge possibilities inherent in the dialogic engagement of the clinical 

encounter where the patient’s story serves an epistemological function of illness and 

disease to be legitimated in tandem with biomedical ways of knowing. 

 

Overview of Chapters 

Drawing from critical Foucauldian discourse theory and Medical and Health 

Humanities paradigms and pedagogy, this project is informed by the everyday practices 

and engagements of an interdisciplinary group to decentralize dominant medical 

knowledges in medical education. In chapter two Research Genesis, Methods- Practice 

and Approach, and Setting, I provide a genesis of my research, my methods, and the 

background and description of my field sites in which this study was conducted. It 

discusses the selection and application of ethnography in capturing and interpreting the 
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multiple voices and perspectives in building alternative knowledges in program 

development. Chapter two identifies theoretical frames selected to examine knowledge 

production and describe the use of discourse analysis. Finally, it provides the context of 

my field site by presenting a brief history of its geographic location, and 

conceptualization of my site as configuration of relational space.   

Chapter three Medical Knowledge Production, Medical Authority, and Becoming 

a Patient-Pathology historicizes critical transitions in the development and rise of 

biomedicine’s hegemonic medical authority. It highlights the social, cultural, and 

political relations of power of biomedical discourse and sovereignty that marginalize 

existing ‘alternative’ medical knowledges and practices in meeting its epistemological 

and professional agendas. Chapter four Convening the Workgroup: Productive 

Resistance, Discourse, and Co-Construction identifies everyday practices of the 

workgroup in the production of knowledge that responds to biomedical authority. 

Through discourse analysis it shows how embodied practices of the humanities articulate 

with medical discourse to open space, and co-construct tandem knowledges of health. It 

considers the relations of power in building a medical and health humanities program and 

explicates the interdisciplinary workgroups dialogue and materiality as acts of power.  

In Chapter five, The Medical Student: Docile Body and Counter-Hegemonic 

Resistance, I examine student practices that engage, enact, and resist discourse of the 

medical and health humanities, and of biomedicine. I consider everyday ways in which 

medical students illustrate Foucault’s “willing” and “docile” bodies enacting 

biomedicine’s techniques of disciplinary power, reifying biomedical knowledge and 
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authority over alternative knowledges. I also consider medical students’ attitudes and 

behaviors toward biomedical disciplinary techniques to illustrate how medical students 

respond to biomedical discursive practices that constrain their agency. And finally, 

Chapter six Conclusion: Sustaining Engagement, Translation Without Medicalization 

reflects on what may lie ahead in the conversations between biomedicine and the medical 

and health humanities. It discusses the sustainment of humanities knowledges in medical 

education, and it considers the role of medicalization and co-optation of non-medical 

phenomena by biomedicine and its implications for continued discourse with the medical 

and health humanities.  
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Chapter Two: Research Genesis,  
Methods- Practice and Approach, and Setting 

 

Research Genesis 

My dissertation is based on three years of ethnographic research at University of 

California, Riverside. From 2015 to 2018, I conducted participant-observation of the 

interdisciplinary building of a medical and health humanities program for UCR’s new 

school of medicine. My prior professional background in health/healthcare disparities in 

medical and public health training and practice as an anthropologist and public health 

professional motivated my interest in the development of a medical and health humanities 

program at the UCR School of Medicine (SOM). Committed to continued research in 

health equity I sought to further my understanding of the authoritative power dynamics in 

the positivistic epistemology of the biomedical model. Most specifically, its tensions with 

social, political, environmental, and cultural contexts of somatic health. Remerging 

discourse and pedagogy of the medical and health humanities field (Bleakley, 2015; Cole 

et al., 2015; Crawford et al., 2015; Jones et al., 2014; Wear, 2009) forwards the need to 

make visible the necessity of these contexts in improving education and healthcare. The 

medical and health humanities as praxis resists biomedical reductionism and advances the 

integration of humanities knowledges in medicine. In selecting a research site, I wanted 

to explore the humanities perspectives’ potential in transforming biomedicine’s dominant 

discursive authority. Further, I sought to explore the relations of the production of 

knowledge for medical training inclusive of contextualized and lived experiences of 

health.   
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Before identifying the medical and health humanities program as my primary 

research focus, I explored prospective opportunities to examine structures of 

democratized medical knowledge. In 2013, my advisor JM invited me to sit in on an 

interdisciplinary faculty group, the Medical Narratives Colloquium. The Medical 

Narratives Colloquium would become the precursor of the Medical and Health 

Humanities workgroup, the latter among which I conducted this ethnography. The 

function of the interdisciplinary group was to initiate discourse and alternative knowledge 

frames grounded in the experiences of illness, and epistemologies of embodied ways of 

knowing that engage the lived experiences and knowledges of patients in the clinical 

encounter. Attending Medical Narratives Colloquium meetings offered me exposure to 

active discursive and pedagogical intersections of the humanities and medicine.  

For over a year I attended meetings and helped coordinate meeting rooms, set-up 

for meetings and presentations, prepared meeting agendas, materials, scholar presentation 

fliers, email invitations, and observed the workgroup’s activities. In doing so I was able 

to determine that one of the primary goals of the workgroup, as an interdisciplinary 

community, was to produce conversation, discourse, and research around the relations of 

represented voices, knowledges and power in health and healthcare, creating new 

narratives with and within medical paradigms and education. Participating in the group 

helped me to establish familiarity with the workgroup members, as well as with the 

everyday practices that while seemingly ordinary in the building process created the 

space of its momentum.  
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Selecting to be a participant-observer within the Medical and Health Humanities 

workgroup (the workgroup) provided a unique opportunity to observe the multi-voice 

perspectives of the various disciplines engaged in program development. It also helped to 

establish familiarity and trust among the participating faculty as a researcher with a 

genuine interest in the debates, processes, and nuances of co-constructing change in 

medical education. Unquestionably, committed, and regular participant-observation 

created a relationship that fostered introduction and access to a network of additional and 

alternatives voices in the development of the medical and health humanities program. 

The Medical and Health Humanities Workgroup- its discourse, materialities, relations, 

and its navigation and integration into the structures of the medical school- would 

become my primary research community. As such, research was conducted at sites and 

events related to or resulting from the work of the interdisciplinary team.  

  

Frameworks of Approach and Ethnographic Practices 

 

Approach 

Selecting an ethnographic approach for my research provided firsthand 

observations, conversations, and experiences of the relation of power and structures in the 

process of building a medical and health humanities program. Using ethnographic 

methodologies, I was able to experience and capture “real time” challenges, methods, 

mitigations, and resolutions as the interdisciplinary workgroup constructed the medical 

and health humanities program from theoretical dialogue to institutional recognition. I 
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chose ethnography for its ability to reveal details, everyday activities, and affective 

nuances of relational interactions. The witnessing, documenting, and participating 

practices of ethnography lend themselves to conveying the emplotted experiences of 

everyday moments through thick description (Geertz, 2008). Descriptive details capture 

the otherwise considered mundane moments of an individual or sequence of events over 

time and backlight the stakes for those involved.  

Sitting with, in, among and outside the faculty, students, workgroup members, 

and leadership in planning and implementing the program brought to center senses of 

power, vulnerability, determinacy, uncertainty, creativity, innovation, and at times, 

exigency in the building process. Ethnographic methodologies allowed me to analyze 

power, knowledge production, and practices that link social and symbolic discourses to 

the lives and experiences of individuals as it relates to health and illness (Biehl, Good, & 

Kleinman, 2007). Through this ethnography, I hope to convey the plurality of 

perspectives in building a medical and health humanities program, and show the building 

process as a “social space…. Where different kinds of knowledge, concerns, people and 

entities combine” (Livingston, 2012, p. 17) to affect transformation.  

Critical Theory 

Drawing from critical theory, my research can be considered a critical 

ethnography in its attention to decentralizing medical knowledge authority, its power and 

its control. Broadly defined, critical theory addresses ontology, or the nature of reality 

and its production within societal relations of power (and the tensions therein) (Tyson, 

2014). It examines epistemologies and forwards knowledge and its production as political 
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and value laden in their construction. Critical theory employs paradigms of the social and 

literary fields to reflectively examine and critique structures of power (Lindof & Taylor, 

2002). Its approaches focus on social construction, or rather the critique of social 

construction in positing how power is constructed, embedded, and enacted (Nickel, 

2012). It situates the effects of power in their social, cultural and historical contexts 

(Habermas, 1990b; Lindof & Taylor, 2002). Critical theory centers its critiques to 

question who benefits from dominant knowledges, and to engage those knowledges 

excluded in specific discourses. Key in postmodern critical theory is its strong 

underpinnings to social justice, representation, and transformation, or social action 

(Tyson, 2014).5 

Postmodern approaches to critical theory deconstruct notions of binary realties to 

forward meaning as contextually construed (Derrida, 1981, 2014). Foucauldian uses of 

critical theory demonstrate how power is embedded in nuanced and complex layers of 

social, political, economic, and culture regimes of truth (Foucault, 1972, 1990, 1995).  

 
5 Critical theory was born out of the Frankfurt School (or Institute of Social Research) in 
Germany by social theorist discontent with theories of capitalism, communism, and 
fascism that overlooked cultural and historical critiques of society (Tyson, 2014). Critical 
theory can be traced to Karl Marx’s, who draws on critical theory in his critique of 
capitalism addressing ‘means of production’ and the operation of power relations 
between society’s bourgeoisie and the proletariat. In their expanded theories Gyorgy 
Lukacs and Antonio Gramsci focused critical theory on the manifestation of ideological 
power and its means to conceal it effects on individuals, constraining emancipatory 
ideologies. Considered ‘first generation’ critical theorist of the Frankfurt School, scholars 
such as Theodor Adorno, Walter Benjamin, Max Horkheimer, and Jurgen Habermas 
again expand critical theory building theories around the function and requalification of 
Hegelian dialectics (Crossman, 2019).  
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Wherein, perspectives of meaning are not found to be objective, but rather, are framed in 

the social and the historical (Clarke et al., 2003; Derrida, 2014; Foucault 1972, 1980; 

Habermas, 1990b). In its application to biomedical discourse, scholars have advanced 

critical theory to address positivism and scientific knowledge production (Kuhn, 1970; 

Latour, 1993; Starr, 1982), illness experiences (Charon, 2001, 2006; Kleinman, 1985, 

1988, 1998; Lupton, 2012), and processes of power relations (Clarke et al., 2003; 

Foucault, 1972, 1980, 2001; Haraway, 1990; Smith, 1999).  

My ethnographic underpinnings align with the post-positivist tradition of Foucault 

in calling awareness to how discursively produced knowledge is embedded in everyday 

life, structuring authority, and dominant power relations (Foucault, 1972, 1980, 2001). 

Specific to my study, I employ critical theory to understand, observe and critique power 

relations in medical and health humanities, and biomedical education discourses. In this 

way, it helps to frame a ‘local’ understanding of how these discourses interact and 

respond to tensions among power/knowledges. Additionally, it serves to move my 

ethnography from a gazed study of medicine to one that engages to reconstruct intimate 

medicine and provoke critical questioning of medical education and practice. 

 In my research interpretations, I use critical theory to situate biomedicines’ socio-

scientific status in a historical context to show its production, dissemination, and 

legitimation (Kleinman, 1988; Lupton, 2012; Rosen, 1983; Rosenberg, 1987; Starr, 

1982), and its re-production reified over time in the relations of the medical industrial 

complex, to the Biomedical TehnoService Complex of today (Clarke et al., 2010). The 

application of critical theory allows me to examine the processes occurring within the 
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interdisciplinary medical and health humanities program construction, its practices, 

discourse exchange, its identity, and its validity. Through critical theory, I highlight the 

ways in which the embodied and everyday practices of the workgroup resist dominant 

discourse through forwarding space in medical paradigms and pedagogy for alternative 

knowledge authority. Ultimately, critical theory provides me with a lens to observe and 

problematize discourse of authority and marginalization by focusing attention on their 

social and historical contexts (Tyson, 2014); making “what was unseen visible and 

renders what was merely noise as speech” (Bleakley, 2015 p. 72).  

 

Studying Within 

Anthropological research within American institutions or structures is referenced 

as “studying up” a term defined by Laura Nader (1972) as examining the processes of 

power that shape and define structures within the institutions of American society. More 

aptly, Nader later references the term, post-Foucault, as a way of “excavating power” in 

its practices (Nader, 1995; Sassen, 2000). While excavating power dynamics in the 

building of a medical and health humanities program classifies my research as an 

examination of a culture/phenomenon within an American institution- academia, it can 

also be seen as a research of “studying within” (Priyadharshin, 2003). As a research 

“within” academia that explores the power structures in practice within educational 

discourse.  

In my approach, ethnographic studying within allows for the analysis of the 

entanglement of everyday practices in the apparatus of power. Excavating power 
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investigates the heart of control tracing permutations of powers (Nader, 1995) that 

marginalization alternatives. Yet, studying within also offers insight to the implications 

of one’s own place in power as part of the complexities of discourse and knowledge 

production, dominant or otherwise.  

 

Practices 

In order to understand the relations of power in decentralizing medical 

knowledges, I engaged in ethnographic fieldwork using anthropological research methods 

of participant observation, semi-structured interviews, intra-views (informal interviews), 

fieldnotes, archival research, and triangulation. A primary strength in selecting an 

ethnography to study the development of a medical and health humanities program is its 

inherently inclusive approach that “ventures in” to the multiplicity and complexities of 

social structures and meanings (Geertz, 2008). Ethnographic methods and methodologies 

allowed me to capture perspectives and voices of the multiple stakeholders in which 

developing and implementing a medical and health humanities program could affect. 

Ethnography lends itself to capturing those undefined spaces, uncertainties, and 

achievements not made readily noticeable in questionnaires, or structured interviews.  

 

Participant-Observation 

 Over a three-year period, I became a participant-observer by involving and 

immersing myself in the everyday contexts (social, political, economic, and cultural) of 

the workgroup. Through interaction, observation, listening, and documenting I was able 
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to identify key practices, patterns, and relations of social and cultural norms as well as 

political and economic forces appearing in and as a result of the building process.  

Observation was not limited to a singular site location, but rather incorporated the multi-

relational “spaces” created in building the program and navigating divergent academic 

structures. Hence, observations took place in many relational locals, such as meeting and 

conference rooms, classrooms, mock-exam rooms, workshops, offices, clinics, public 

events, academic events, and conferences. During observations I sought to understand the 

subtleties and nuances exchanged relevant to the intersection of medical knowledge and 

humanities knowledge, didactic approaches, attitudes, and value and applicability of 

humanities content. My participant observation followed the interconnectedness of the 

interdisciplinary building process making participant observation multi-sited (Marcus, 

1995, 1998). 

 

Intra-Views 

Deepening connections among the faculty occurred overtime as I regularly 

attended workgroup meetings, but also through trust gained through listening and talking 

with faculty not only during meetings but after meetings while breaking down or cleaning 

up the meeting room. Since the critical center of my research was the workgroup, 

conducting structured interviews alone would not afford me the opportunity to 

understand the everyday moments as mechanisms at play in building the program across 

disciplines. Informal conversations with faculty workgroup members took place 

frequently in hallways, in parking lots, and while walking to and from meetings. This 
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style of interview draws in similarity to Kuntz and Presnall’s “walking encounter” or 

“intraview” in which rather than the interview as a tool of inquiry, the intraview is “a 

wholly engaged encounter, a means for making accessible the multiple intersections of 

material context that collude in productive formations of meaning” (2012). In conducting 

intraviews I could highlight embodied intra-action as a means to understand daily 

practices and expressions of tactical resistance. The intra-action of the intraviews moved 

my interactions with participants away from a transcribed “object” as a form of 

representation, and as a form of control. Intraviews allowed what de Certeau alludes to as 

space for normalizing power relations, making everyday activities seen (de Certeau, 

1984; Kuntz & Presnall, 2012). 

intra-views [sic] are enactments-among…….and requires a distancing and 
relaxation of habitually casual ways of knowing and living. It requires peripheral 
vision, whole-bodied listening (Kuntz & Presnall, 2012). 
 

The large majority of conversations were impromptu. However, on several 

occasions I would initiate conversations with faculty members in order to explore a 

particular discussion or interaction that took place during a meeting or related 

event/activity. Intraviews centered on program and content development, and its 

potentials and possibilities in next steps. And, as a wholly engaged encounter also 

included frustrations with progress of the program or content, concerns of schedules, and 

at times frustrations with other group members. As impromptu conversations with 

workgroup members, intraviews would replace formal interviews. Using this context 

embodied approach, however, makes it difficult to quantify data as “number” in data 
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collection. Over the course of three-years of participant-observation I estimate having 

engaged in well over 100 intraviews.  

Because the intraview is inherently different from formal and semi-formal 

interviews, consent was obtained verbally prior to joining the workgroup for observation. 

Workgroup members were also provided a research disclosure handout. Fieldnotes were 

not generally taken during intraviews, but rather notes of the conversation were 

summarized at a later time.  

 

Interviews 

 Nine semi-formal interviews were conducted during my research with SOM 

administrators. For these interviews I used purposive (Cresswell & Plano Clark, 2011; 

Patton, 2014), or selective sampling which allowed me to interview SOM administrative 

staff who could provide in-depth information about the medical school. In using 

interviews, I was interested in exploring the understanding of the field of medical and 

health humanities with the medical school, as well as if there were existing courses which 

might be considered within the humanities paradigms. Of the nine interviews conducted, 

some can be defined as a snowball sample- based on recommendations by those 

interviewed.   

 Interviews were scheduled according to the availability of the interviewee and 

were structured for a 40 minute time frame (unless extended by interviewee). Consent 

was obtained prior to questions and interviews were recorded with permission. Brief 

notes were also taken during the interviews.  



 42 

Student Assignments 

In the course of my fieldwork, I spent a total of 16 months working as a teaching 

assistant, completing directed studies, and as graduate researcher in UCR medical school 

courses. In addition to observing medical training, student-instructor interactions, and 

student responses to humanities instruction within these roles, I helped to evaluate and 

provide feedback on student assignments.  

 As a teaching assistant and graduate researcher for the SOM’s Clinical Reasoning 

course, I read over 600 medical student assignments. Clinical Reasoning is the first SOM 

integrated and required humanities course resulting from the medical and health 

humanities workgroup. It utilizes a writing framework to teach cognitive tools for 

increasing empathy and reducing heuristic errors in clinical decision making. Course 

assignments, termed Powerwriting, emphasize biases recognition, critical thinking, and 

empathetic communication while developing students’ ability to create effective patient 

care documentation. Assignments require students to submit 10 minute informal writings 

using Socratic questioning to develop their metacognition related to the medical training 

(clinic, standardized patients, peer observation, case studies, Clinical Skills and 

Doctoring courses, as well as medical school experiences).   

 Of the 600 plus writing assignments I read and/or evaluated, I analyzed 331 

assignments related specifically to student-practice interactions. For purposes of my 

research, student practice-interaction refers to those medical student assignments which 

addressed only direct student to preceptor and student to patient interactions as part of 
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their training. Analysis focused on students’ lived experiences and subsequent attitudes 

toward medical training and practice.     

 

Field Notes 

Field notes were taken for observations, formal and informal conversations, and 

related events. I regularly carried a daytimer to capture fieldnotes during workgroup 

meetings and events. During more formal events like orientations and graduations I 

brought smaller loose sheets of paper to take notes in a less conspicuous and attention 

drawing manner. Often in ethnographic observations field notes are written shortly after 

observations or at the end of the day. While I did keep separate reflective notes of my 

work when they appeared outside meeting topics, more often than not I could document 

meeting dialogue as it occurred, as well as, keep research notes that arose for me during 

documentation. The nature of the educational setting of my research made taking notes 

during most meeting and events acceptable and apropos for an educational setting.   

As mentioned earlier, informal conversations with the workgroup faculty occurred 

fairly regularly. Based on the nature of the conversations I would decide whether or not 

to take notes. I selected to refrain from note taking when conversations revolved around 

workgroup member personal frustrations or tensions. And I understood the difference 

between information relevant to the tensions of the complex process of building and the 

friendships and bonds I built with many of the workgroup members.  
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Analysis     

Data analysis for my ethnography focused on illuminating the social, cultural, and 

political linkages in discourses that establish biomedicine as predominant medical 

authority and the workgroup’s production of new knowledge. Through analysis of my 

interviews, intraviews, observations, participations, fieldnotes, archival and secondary 

data I sought to better understand the interdisciplinary processes of knowledge 

construction that act to decentralize biomedical paradigms. I utilized discourse analysis, 

grounded theory, and triangulation to analyze: the everyday acts that construct and 

produce alternative knowledge, and how ordinary discourse practices (production of 

knowledge) can be simultaneously acts of resistance.  

  

Discourse Analysis 

Discourse analysis allowed me to explore the social construction of knowledge as 

mediated by texts, dialogue, types of speech, symbolic, and affective communication 

(Edwards, 2003; McCarthy, 2013; Willig, 2003; Wodak and Myer, 2015, 2009). Within 

the post-positivist tradition of critical theory, social reality and knowledge are arbitrated 

by symbolic communication, texts and speech (Haraway, 1990; Latour, 1993), or 

discourse. Discourse analysis examines the social construction of knowledge, making 

intelligible the moments, processes, and momentum of linkages between knowledge and 

power. As a post-structuralist analytical approach, discourses are the loci of examination 

in deconstructing power and knowledge legitimation; revealing how discourses organize, 

author, and construct boundaries for what can be said. 
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In this way, my discourse analysis employs a Foucauldian approach to 

understanding how the materialities and transmission of discourse can produce power 

(Gee, 2011b; Foucault, 1972, 1990, 1995, 2001). Foucault’s attention to discourse in his 

works sought to illustrate how discourses construct social reality (Foucault, 1972, 2001). 

Discourse analysis focuses attention on the everyday activities of  “creation and 

attribution of significance; the enactment of activities; the building of identities in 

contexts; the signaling of relationships; the conveyance of judgment and perspectives 

(politics);….(and) the construction of connections and relations” (Gee, 2014b p. 11). It 

queries who is exercising power, whose discourses is left out, and what is left unsaid? 

 In my examination of the humanities knowledges as subjugated knowledges in 

biomedicine, discourse analysis made visible the social and situated perspectives of the 

medical and health humanities program workgroup. Discourse analysis of the 

workgroup’s everyday practices disclosed how alternative knowledges respond to, as 

well as, act to disrupt dominant biomedical discourse while constructing knowledge.  

 

Grounded Theory 

Grounded theory was used to analyze medical student assignments, as well as key 

themes across observation and participation fieldnotes. As an inductive approach to data 

analysis (Corbin & Strauss, 2014), grounded theory allowed me to focus on emic views 

and understandings of the workgroup’s building process. I used grounded theory to 

analyze both my research fieldnotes, and to analyze medical student assignments. Using 

grounded theory to analyze medical student assignments, I was able to identify practices 
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in which medical students enact resistance to biomedical training techniques. Within my 

research fieldnotes, I sought to determine recurring themes that emerged during the 

building process, the interdisciplinary relations, and program implementation.  

 

Triangulation 

 Finally, I routinely compared my various data sources (participant-observations, 

intraviews, interviews, fieldnotes, text) to verify common themes and understandings of 

my ethnography. This practice of triangulation can provide deeper understandings of the 

program building phenomena in relation to participants’ experiences.  

 

Field Site 

 

The University of California, Riverside  

UCR is located in Riverside, California, a Southern Californian city in the County 

of Riverside, approximately 60 miles inland from Los Angeles. Along with several other 

metropolitan cities (San Bernardino, Ontario) the region is referred to as the Inland 

Valleys and is economically and ethnically diverse. Riverside County’s vast and fertile 

lands have been home to a diverse population that can be seen in its communities today. 

From the multiple Native American tribes that first inhabited the region, to the Spanish 

missions and Mexican land grants, European colonies and citrus farming, China towns of 

Chinese rail laborers, and its role in African American civil rights. It is home to working 
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undocumented immigrant populations and the second largest number of federally 

recognized tribes in the United States (U.S. Census Bureau, 2017). 

Known as a birthplace of the citrus industry, the region and Riverside in particular 

have had a long connection to the University of California (Department of Capital Asset 

Strategies and UCR SOM, 2018). At the beginning of the 20th century, California State 

Legislature and the University of California (UC) started working with the area farmers 

to address agricultural challenges of the citrus industry, founding the UC Citrus 

Experiment Station 1907. By 1954, the UCR campus was established as a land-grant 

university through the Morrill Land-Grant Act of 1862 (Moses, 2016). Under the Act, the 

federal government funded the establishment of institutions of higher education through 

granting states land (much of which was taken from Native Americans). In the scape of 

the industrial revolution land-grant universities sought to forward agriculture, science and 

engineering in response to traditional liberal arts institution of education (Moses, 2016; 

Nash, 2019). Today, UCR’s main campus consists of 1,900 acres and hosts over 25,500 

students (Warren, 2019).    
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Figure 1. California, Riverside County Location Map, created by Matthew Walsh. 
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Figure 2. University of California, Riverside Location Map. created by Matthew Walsh. 

 

The School of Medicine 

UCR SOM located in Riverside, California serves a medically underserved region 

with a notable physician shortage, and poor population health indicators (Conduent 

Healthy Communities Institute, 2017; Riverside County Department of Public Health, 

2013). In fact, Inland Southern California was identified as having the least number of 

primary care physicians per 100,000 people with projections to nearly double (Barton et 

al., 2016). In addition to the importance of UCR’s location in addressing population 

health needs, it is the first public medical school on the West Coast in over 40 years, and 

the 6th medical school in the University of California Regents system. While the medical 
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school is new, UCR had a decades long history with biomedical sciences curriculum. For 

30 years, UCR implemented the UCR/University of California, Los Angeles (UCLA) 

Thomas Haider Biomedical Sciences program. Through the Haider program medical 

students would complete the first 2 years of training at UCR, then transfer to UCLA’s 

David Geffen School of Medicine for the third and fourth years; hence UCR had both 

medical sciences and clinical faculty in place (Barton et al., 2016, 2018). 

 Distinctive to UCR’s SOM is its establishment as a community based medical 

model- in which there is no primary teaching hospital, but rather medical student’s 

clinical training takes place in the local community health systems. This model positions 

the SOM to continue its social mission:  

To improve the health of the people of California and, especially, to serve Inland 
Southern California by training a diverse workforce of physicians and by 
developing innovative research and health care delivery programs that will 
improve the health of the medically underserved in the region and become models 
to be emulated throughout the state and nation (UCR, SOM webpage, n.d). 
 

Its goal, in keeping with its social mission, is to train a diverse workforce of 

doctors to address population needs for family, internal, pediatric obstetrics, and 

psychiatric medicine. Its admission application includes a focus on medical students 

interested in inequities in health and social justice, and it retains 24 seats for UCR 

undergraduates, promoting inclusion of local students. Within UCR SOM’s original 

curriculum development, the first two years are designated pass-fail in order to reduce 

competition among students and increase cooperative and effective learning. Unlike other 

medical schools, UCR’s SOM students begin clinical work in their first year and the four-

year curriculum includes required courses designed to help student understand and 



 51 

address health disparities and population health. Finally, UCR SOM students are offered 

a loan forgiveness program for those who commit to practicing in the Inland Valley 

region for 5 years. 

With its history and social mission, UCR SOM provides a unique opportunity to 

improve doctor-patient encounters through humanities epistemological frames with a 

medical school that emphasizes a physician workforce committed to wellness and health 

for the underserved regions of Riverside and the Inland Valley communities (Olds & 

Barton, 2015). In 2017 UCR SOM graduated its inaugural cohort. All students matched 

for their residencies, 25 percent of its students will complete residencies in Riverside 

County, and 63 percent in Southern California. 

 

The Medical and Health Humanities Workgroup 

While my field site is located at the UCR SOM, it is not bounded by a specific 

location of the SOM, nor is it delineated by a homogenous group. Rather, the locality and 

plurality of perspectives and relations of the interdisciplinary workgroup make it more 

aptly conceptualized as a relational space where the varied knowledges, people, 

institutions, and concerns of both UCR’s SOM and College of Humanities, Arts, and 

Social Sciences (CHASS) combine as community (Bourdieu, 1992; Livingston, 2012). In 

this relational way, I define my field site as those “processes involving configurations of 

relations among different actors and institutions” (Desmond, 2014). Hence, the 

interdisciplinary workgroup as a field site is inscribed by and through its multiple 

localities, events, convenings and materialities. As a field site, it makes mobile its 
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identity space in and across schools in those places and practices conducive to build its 

community.   

 

Background 

The Medical and Health Humanities Workgroup (the workgroup) is a core group 

of interdisciplinary faculty that actively built UCR’s medical and health humanities 

program. The workgroups beginnings and history precede the opening of the UCR SOM. 

Initial inter-campus discussions for humanities pedagogy in medical education at UCR 

was initiated between anthropology faculty and biomedical sciences faculty several years 

prior to enrollment of medical students. Anthropology professor JM engaged biomedical 

faculty directing the biomedical Thomas Haider Program in discussions regarding 

anthropological collaboration in medical education. The faculty in the biomedical 

program expressed interest in focused conversations on health inequalities for their 

students, which lead to invited lectures by medical anthropologists. While these 

conversations were sporadic, interest in nurturing community centered medical students 

lead to continued conversations.  

By the mid-2000s discussions and commitment to build a full medical school 

would broaden across campus, exchanging dialogue with many of the social sciences. 

Seeking to attain greater inclusion in the foundational conversations, an interdisciplinary 

team of UCR faculty (anthropologists, gender and sexuality studies, history, English, 

theater, and medicine), led by JM and CT, a gender and sexuality studies professor, came 

together to engage the campus and medical school. The faculty created opportunities to 
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engage through a regular dialogue with administrations and intra- and extramural 

funding. The interdisciplinary group decided to develop medical and health humanities 

programming in the new medical school.  

In 2011, through an Andrew W. Mellon Foundation grant with the Center for 

Ideas and Society at UCR, the interdisciplinary faculty group established the Medical 

Narratives Colloquium (The Medical Narratives group). The Medical Narratives group 

was housed in CHASS and brought together multi-disciplinary scholars for theoretical 

and research-based discussions, workshops and debates centered on the intersections of 

humanities and medicine. Faculty participation in the workgroup varied, at times 

including up to twenty faculty representing anthropology, art history, creative writing, 

history, psychology, science and technology, School of Medicine, theater, and women’s 

studies. A smaller contingent of eight CHASS and SOM faculty from this 

interdisciplinary group however would make up a core workgroup dedicated to regular 

meetings, dialogue, education, material, and content development. Their primary aim was 

to strengthen interdisciplinary conversations around that role of narrative in medical 

education and practice. The workgroup sought to foreground the interpretive-dialogical 

engagement- the dynamics of the clinical encounter and medicine more broadly that 

address the knowledge perspectives, power relations and collaborations between patient 

and provider. In other words, the dialogue that takes place between patient and provider 

that is weighted with plural worldviews, ontologies and epistemologies. Additionally, the 

workgroup sought to address institutionalized aspects of medical education that create 
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conflict with medical students’ personal and ethical values and ability to build a 

productive patient-provider relationship.  

With the opportunity to meet regularly and consider interdisciplinary 

perspectives, JM, TL (Professor of Theater, Film, and Digital Production) and PL 

(Professor and Senior Associate Dean for Medical Education)  developed a proposal for 

the National Endowment for the Humanities (NEH), Humanities Initiatives program in 

2014. The workgroup was awarded 3-years of funding for “Narratives in Tandem: 

Creating New Medical and Health Humanities Programming” and established themselves 

as The Medical and Health Humanities Program workgroup. The NEH award represented 

how scholars from across campus could collaborate toward a common goal, facilitating 

conversations between humanities and medical faculty. Collaborations addressed among 

the interdisciplinary group included the cultural, economic, historical, and philosophical 

complexities of medical encounters of health and illness, as well as delivery of quality 

care. Over a three-year period, the core workgroup designed and received institutional 

approval for a PhD Designated Emphasis (DE) in medical and health humanities, as well 

as a medical and health humanities DE for medical students. Prior to the official 

implementation of the DE for medical students, the core workgroup designed and 

implemented two mandatory courses, Clinical Reasoning and Medical Humanities and 

Narratives plus one selective course, graphic medicine with an artist-in-residence. 

The Medical and Health Humanities DE for medical students includes over ten 

courses linking seven humanities disciplinary knowledge structures with expected 

research (practice improvement projects) and clinical training (Longitudinal Ambulatory 
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Care Experience (LACE), and Clinical Skills courses). More traditional humanities 

courses in the DE include Introduction to Medical and Health Humanities, Narrative 

Pathways, Literature and Disabilities, and Indigenous Literature. In 2017, the DE for 

medical students was opened and 6.5% of the 4-year medical student body self-enrolled 

during its first block. DE or certificate programs in medical and health humanities 

programs report less than 1% of the students enroll in elective programs. 

 

Contributions and Applications 

 

This research contributes to medical and health humanities literature and 

discourse by advancing knowledge in the understandings, methodologies, and 

applications of humanistic learning in medical education. It seeks to further 

understandings of processes of collaboration, translation, and integration among 

pluralistic knowledges in medical education, benefiting both Colleges of Humanities, 

Arts and Social Sciences and Schools of Medicine. Its anthropological ethnographic 

approach provides insight into engaging in “real time”, the relations of power in 

producing humanities knowledge for application in medical curriculum. This study can 

contribute to current discourse in medical and health humanities that centers on the 

integration of pluralistic knowledge and its operationalization.  

While this dissertation is specific to the building of a medical and health 

humanities program at UCR, it can be applied within several disciplinary fields such as 

medical anthropology, medical and health humanities, and medical education. 
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Application to interdisciplinary programs that seek to work among and across institutions 

to translate and integrate multiple knowledge frames may also benefit. Giving attention to 

the ways in which discourse production in everyday practices can decentralized dominant 

narratives, this research contributes to understanding how interdisciplinary knowledge of 

health expands perceptions of medical and health humanities knowledge praxis 

imaginaries. It contributes to use and understanding of situated, partial knowledge among 

divergent disciplines in the processes of co-construction and translation of discourse. 

Its application of discourse analysis provides insight to approaches to identifying 

marginalized knowledge. Using discourse analysis, it contributes to literature on how 

discursive practices engage dominant discourse for change. Although this project 

addressed a marginalized knowledge group within academia, its application may be 

useful in other settings, organizations, or community and population groups subject to 

historical, social or cultural hegemony practices. More broadly, my study seeks to make 

real-world contributions to ameliorating the biologically reductive practices of the 

biomedical model that may contribute to health inequities by marginalizing patient illness 

experiences. It contributes to data on training-to-practice where basic sciences’ objective 

learning is challenged by the subjective and unpredictability of lived experiences of 

illness knowledge in patient care. I hope for my research to advance the validation of 

lived illness knowledge in the clinical encounter by demonstrating how humanities 

knowledges can function to open spaces for co-constructed, translated knowledges that 

create a holistic health encounter experience. 
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Chapter Three:  Medical Knowledge Production, Medical Authority,  
and Becoming a Patient-Pathology 

 

The medical profession has had an especially persuasive claim to authority. 
Unlike the law and the clergy, it enjoys close bonds with modern science, and at 
least for most of the last century, scientific knowledge has held a privileged status 
in the hierarchy of belief. (Starr, 1982) 
 
 

In this chapter I historicize critical transitions in the development and rise of 

biomedicine as we understand it today. My goal is to provide the context for the 

transition from pluralistic medical practices to biomedicine as current hegemonic medical 

authority. In-depth review of existing literature on the history of biomedicine, its 

knowledge production, and authority is necessary to identify how legitimating allopathic 

medicine as a scientific authority was achieved through enactment of agendas that 

required marginalizing existing ‘alternative’ medical knowledges and practices. As such, 

in this historical analysis I examine the social, cultural, and political relations of power 

that delineate the jurisdictions and spaces of medical discourse, authority, and 

sovereignty. I trace the ways in which everyday practices in the production of allopathic 

medical knowledge and discourse coalesced power in legitimating biomedical 

knowledge. And, I explore the ways in which political influence, economic power, and 

social privilege underlie the discourse and production of medical knowledge as either 

prescriptive or proscriptive. This historical analysis frames the larger argument of my 

dissertation around what is being represented in biomedical knowledge, how it is 

constructed and mobilized, and what is left out. 
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Health Practitioners of Colonial and Antebellum American (1760-1860) 

Medicine of 18th century colonial America was characterized by a multiplicity of 

healers who identified themselves as practitioners of various models of medicine. In fact, 

in 1776 there were an estimated 3,500 practitioners of health (Almgren, 2007). Medicine 

largely consisted of care that took place at home, provided by women, and healers of 

folk, mystic, humoral/allopathic, and homeopathic medicine. Knowledges within the 

various practices were learned through traditions, shared and handed down, 

apprenticeships, and education. Of the thousands of individuals practicing medicine 

during the mid-18th century, roughly 400 held medical degrees (Almgren, 2007).  

Allopathic medicine used an apprenticeship model where individuals interested in 

learning medicine were selected by a practicing physician. Criteria for the selection of 

apprenticeships during this era spoke to the social and political norms of the time in 

which “the candidate be white, male, of good character, intelligent, industrious, and 

literate” (Almgren, 2007). The qualifications of the potential apprentice were also drawn 

upon the reputable and prosperous status of their candidate’s family. Inherent in these 

selections was an individual who represented “a disposition toward medical free 

enterprise”. These criteria for identifying a viable apprentice and future medical 

practitioner would frame norms well into the 19th century. However, at the turn of the 

century, growing contention surfaced among those practitioners who considered the 

apprenticeship model of allopathic medicine determinative of a what constituted a 

“physician”. Framed by political, social and economic agendas, their concerns addressed 

the legitimacy of medical knowledge and determinacy of what constituted a 
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“professional” physician by focusing on quackery, as well as incompetent physicians in 

terms of the “proper” use of medical knowledge. Allopathic physicians cited the 

multitude of practitioners and incompetent physicians as undermining the public’s trust 

and hence social acceptance in the allopathic “professional” physician. To help delineate 

“proper” use of medical knowledge, allopathic physicians forwarded a governing of 

professional credentialing for physicians. Starr (1982) identifies a latent aspect in the 

push for credentialing of proper medical knowledge as being tied to the allopathic 

physicians’ ability to generate income due to competition from the multiple medical 

models and practitioners.  

 Allopathic physicians, however had little power to legitimate their model as their 

medical practices had limited curative therapeutics and their medical knowledges lacked 

certainty. Additionally, the cultural climate of the era did not work in their favor as it was 

a time of general distrust in ‘expert’ knowledges. The professions limited cultural capital 

bought skepticism as well as resistance and distrust of their aggressive therapeutic 

practices like purging and bleeding. Dominant health ideologies centered in naturalistic 

practices of folk, Homeopathy, Thompsonian, and Eclectic medicine persisted and were 

the preferred models of care. Homeopathy, founded by Samuel Hahnemann, is a holistic 

model whose practices use natural sources (plants, minerals) to stimulates one’s own 

healing powers in the body. Thompsonian medicine, founded Samuel Thompson, used 

herbs and treatments like steam baths to open the bodies systems of elimination and rid it 

of toxins. And, Eclectic medicine, founded by Constantine Rafinesque, used botanical 
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remedies and although it embraced allopathic knowledges, it resisted their therapeutic 

practices.  

Lacking cultural capital- social and cultural authority- hindered the allopathic 

professions’ ability to generate status and unity. By the antebellum period, medicine in 

America consisted of multiple competing therapeutic models or ‘sects’ of medicine based 

on varying ideologies and practices. Medical sectarianism persists as some of the varying 

models formalize and reproduce their knowledge through establishing medical schools. 

Among the models, homeopathic and eclectic medicine were deemed scientific 

practitioners, and hence became direct competitors of allopathic medicine (Starr, 1982). 

In James Cassedy’s Medicine in America: A Short History he identifies how the differing 

medical models tended to align with social classes  

..homeopathic medicine (which emphasized personal attention and conservative 
use of pharmaceutical remedies) as preferred by the middle and upper classes. In 
contrast, rural and lower class patients preferred therapies which were more 
aligned with their trust of folk remedies, eclectic medicine, and a botanically 
oriented system of medicine…(Cassedy, 1991) 

 

 

Places of Practice and Care: Organizing Power from Home to Hospital  

A crucial development in the allopathic practitioners’ ability to garner 

professional unity and build leverage to organize themselves was the transitions from 

home as place of care, to hospital as place of care. The early American hospital would 

emerge from the mid-18th century almshouses which served to shelter the poor, disabled, 

elderly, orphaned, and mentally ill who did not have the resources or family to attend to 

their care. Almshouses were generally associated with religious orders as an extension of 
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Christian ethos of charity, and in larger urban areas developed charity wards to serve 

those destitute who were sick or needed medical care (Rosenberg, 1987; Starr, 1982). 

Drawing from almshouses, American hospitals were established as non-profit facilities 

based on religious, ethnic, and philanthropic ideologies.  

Within the cultural and social milieu of the time, municipal and religious leaders’ 

in urban cities began citing concerns of public order related to indigent poor and initiated 

discourse about where certain individuals should be able to access care. Premised in 

morality, they supported the establishment of places of care 

for those who, through no fault of character or moral defect, found themselves ill 
and unable to support themselves. Thus, the earliest American hospitals had a 
common purpose: a place of refuge and care for the worthy poor (Almgren, 
2007).    
 

With the waves of immigrants coming to America often with no family or 

relations to help them when ill, the turn of the century to mid-19th century witnesses the 

rise of early American hospitals with ethnic affiliations for those immigrants seeking to 

care for their own. Additionally, due to Protestant bigotry encountered in hospitals of the 

era, many Catholic and Jewish hospital were established (Rosenberg, 1987). But social 

and cultural norms were not the only factors behind the early hospitals, the economic 

impact of the industrial revolution in the United States would usher in the establishment 

of industry related hospitals for those manufacturing industries considered to carry high 

risks of injury (mining, railroads, textiles).        

 The site of medical care began to transition from home to hospitals. Although 

therapeutically medicine was still limited in its ability to cure, hospitals developed and 



 62 

spread across the nation’s urban cities. They were however still considered a last resort 

due to high infection and death rates, surgical procedures that lacked sterility, 

overcrowding, and generally poor hygienic conditions (Almgren, 2007; Rosenberg, 

1987). It would not be until the 1860s with the event of two wars that hospitals, along 

with allopathic physicians would encounter significant change. 

 

Knowledge Production of Hospital Reform  

The focus of medical practice shifting from the home to the hospital coupled with 

medical advances of the mid-19th century set the stage for an epistemological transition in 

medical knowledges and practice. Economic and social factors combined with medical 

developments occurring during the Progressive era would provide the momentum for 

allopathic physicians to organize and unify toward social medical authority and economic 

political sovereignty.  

Prior to the acceptance of the germ theory, the work of Florence Nightingale in 

contributing significant medical knowledge would prompt an important transition in 

hospital practices. Nightingale, a nurse who volunteered for the British Army during the 

Crimean War advocated for changes to medical practices and hospital conditions based 

on her everyday practices and observations while providing care. In contrast to the 

aggressive practices still in use in allopathic medicine, her methods were based on her 

knowledge of hygiene and structure which she implemented successfully during the war. 

She believed that those factors that made hospitals a last resort, overcrowding, filth, 

effluvia in open buckets and poor ventilation were a cause of death and disease. 
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Nightingale was a relentless advocate in the dissemination of her knowledge of health 

and disease. In 1859 she published Notes on Hospitals, outlining critical knowledge of 

disease and lessons in hospital organization (Almgren, 2007; Starr, 1982). Her knowledge 

and discourse on medical practice and care had a significant following and her Notes on 

Hospitals recommendations were implemented by the Union Army during the Civil War. 

The effectiveness of her practices was evident, “during the final year of the Civil War 

over 1 million soldiers were treated in the military hospitals of the Union Army with a 

mortality rate of only 8%” (Almgren, 2007).   

 

New Technology, New Knowledges (1870-1920) 

By the end of the Civil War, the acceptance of the germ theory by medical 

practitioners coupled with surgical advances (anesthesia and antisepsis), developments in 

clinical pathology, disease specific diagnoses, and inventions such as the X-ray machine 

in 1896 created a turn in which the hospital shifted from a place of last resort to the 

location for curative practices (Rosen, 1983). The development and use of these new 

knowledges and technologies or ‘scientific discoveries’, framed in the germ theory, were 

heralded as a scientific and intellectual turn in American (and broader) medicine. With 

new medical knowledges and reforms making the hospital a place of curative practices, 

hospitals grow from an estimate of 178 in 1873 to over 4,000 in 1920 (Rosenberg, 1987) 

and become the locale for ‘scientific discovery’.   

As Starr points out, however, this transition in biomedicine is not attributed solely 

to notions of “scientific discovery” but rather “takes place within larger fields of power 
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and social structure.” (1982, p. 8). He describes the transition as a result of interrelated 

social, economic, political and cultural dynamics: 

 simultaneously structural and historical: structural in its 
identification of the underlying patterns of social and economic relations 
that explain observed events; historical in its tracing of those patterns to 
the human actions that brought them about. (1982, p. 8) 

 

Demographically, there was considerable population growth occurring with the waves of 

immigrants into urban areas. And the hospital, no longer a place solely for the “worthy 

poor” began to gain the acceptance of the middle and upper classes of society who 

previously eschewed it as a place of care. The new medical knowledges discovered and 

practiced in hospitals, along with its practitioners are afforded considerably greater 

respect. Population growth, urbanization, and social acceptance of medical practices in 

turn expands the economic demand of medical services. Improvements in transportation 

of the period contributed to the popularity and demand for medical services at hospitals 

and allowed practitioners to provide more care as the need to travel to patient homes is 

reduced (Starr, 1982).  

The philanthropic role in the establishment of hospitals for the “worthy poor” 

itself transitions during the rapid economic growth of the Gilded-Age at the end of the 

19th century. With an influx of wealth, a new social class of elite’s money can be 

“parlayed for social status and influence” (Almgren, 2007; Starr, 1982). Philanthropic 

hospital ventures could now combine the influences of elite politics and science. Starr 

theorizes that the cumulative effect of these changes resulting in greater demand are the 

catalyst for the rise of not only medical authority, but also the seed of “professional 
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sovereignty” and the allopathic physicians’ relations to free medical enterprise (Starr, 

1982). Medical knowledge and discourse created in this Progressive Era period was now 

organized and reproduced around scientific principles and enacted within hospitals 

(grown from the charitable principles of the almshouses) (Starr, 1982). Medical authority 

began to take hold with the establishment of institutions (hospitals and clinics) and 

through regulatory control in the restructuring and standardizing medical training and 

practice.  

 

Leveraging Authority 

 During these transitions and expansions, allopathic physicians who are primarily 

practicing in hospitals align themselves economically with hospitals. Aligning with 

philanthropic financing provided for control in their income security, but importantly 

enabled physicians to resist government interference in the business of health care. An 

alignment which became the backdrop for the growth of private practice in medicine.  

“Where possible, physicians would often organize investor-owned hospitals that would 

rely on profits from private pay patients” (Almgren, 2007). Significantly and historically, 

this approach combined private philanthropy and medical free enterprise that would 

underlie the future of American healthcare to exclude a federalized role in healthcare and 

healthcare systems.       

 The market for medical private practice was pointedly expanding, but struggles 

remained in the medical community’s ability to organize itself in a manner in which to 

affect medical practice credentialing and state licensure (Almgren, 2007). Although this 
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post-Civil War era witnessed the emergence of the medical community as a burgeoning 

powerful profession with its own social and political agendas, medical sectarianism still 

challenges allopathic claims for singular medical legitimacy. And, although the majority 

of the approximately 130 medical schools by the end of the 19th century taught allopathic 

medicine, homeopathic and eclectic medical schools and practices remained as direct 

competition (Starr, 1982). Despite their popularity and numbers allopathic practitioners 

still lacked sufficient medical authority and organizing strength.   

 

Organizing Authority: The American Medical Association 

The American Medical Association (AMA), born out of a national medical 

conventional, was established in 1847 with goals of standardizing medical education, and 

forwarding medical ethics, scientific advancement and public health. Functions of the 

AMA included debunking non-allopathic practices and treatments through production of 

knowledge and discourse dissemination to the general public. In 1849 the 

AMA establishes a board to analyze quack remedies and nostrums and to 
enlighten the public in regard to the nature and danger of such remedies. The 
Department of Investigation (1913-1975) gathered and disseminated health fraud 
and quackery information for the public for over 60 years (American Medical 
Association, n.d.).   

 

While in its initial years the AMA continued to be challenged by sectarian and 

division, by the turn of the century allopathic physicians had gained enough power to be 

able to sanction “local medical societies that failed to expel their eclectics and 

homeopaths” (Almgren, 2007, p. 43). Their growing power gave them the ability to 

discipline practitioners that practiced or engaged alternative models. New allopathic code 
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of ethics “became a weapon for punitive action against dissenters” (Rosen, 1983, p. 114). 

The AMA however still lacked a unified voice that could control credentialing and in 

1903 it restructured to include non-allopathic practitioners. A move, while inclusive, by 

membership volume allowed the AMA to claim itself as an organization that represented 

the national medical profession (Almgren, 2007). Now as an institution with political 

clout, the AMA was able to 

achieve uniform standards of medical licensure in each state, including dominion 
over what acts by the various groups of other healers constituted the illegal 
practice of medicine (p. 43).  

 

In turn, enactment of licensures allowed the AMA to purge those practitioners they 

deemed quacks or incompetent. Unfortunately, it also resulted in the power to exclude 

membership based on non-medical grounds such as race, ethnicity, and gender, as well as 

ideologies that conflicted with free medical enterprise.  

By the beginning of the 20th century there were an estimated 160 medical schools 

(Rosen, 1983), however, many were considered “diploma mills” lacking what the AMA 

considered basic allopathic medical knowledges. Others were lacking in clinical 

education, laboratories and credentialed instructors. Seeking to address the state of 

medical education, the AMA reaches out to the Carnegie Foundation for the 

Advancement of Teaching who employs Abraham Flexner to conduct an assessment of 

medical school and provide recommendations. Flexner’s 1910 report Medical Education 

in the United States and Canada critiqued American medical education recommending 

its credentialing and training be standardized and centralized to fewer, higher quality 

schools. Within a few years of the report roughly half of the medical schools in the US 
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were closed with those that remained associated with high-status colleges, university and 

teaching hospitals (Starr, 1982)6. This association helped to solidify the influential 

connection between hospitals as teaching centers with universities, making both central in 

medical discourse and knowledge production. A liaison that was also instrumental in 

helping to solidify medical knowledge authority via standardization of the allopathic 

model. A less discussed outcome of the Flexner report was its impact on non-allopathic 

schools being highly derided following the reports advice to rigorously comply to 

principles of mainstream science. 

 

Political Clout 

Access to healthcare outside of the private fee-based model was a growing 

concern for the AMA by the early 20th century. For those who could not afford the 

private physician fees they sought care in ‘medical dispensaries’, which were designated 

services (much like that of the almshouses) or ‘departments’ within the public hospitals 

(akin to what would become today’s emergency departments in hospitals).  In 1900 it is 

estimated that there were approximately 100 dispensaries providing care for those not 

able to afford private physician care. In 1912, in an attempt to provide alternative access 

  

 
6 In Wujin Ke’s reading of the Flexner Report of 1910 he highlights that Flexner’s focus 
on standardization which emphasized the importance of biological sciences itself led to a 
bias toward a “curative, rather than caring medicine” (Ke, 2010). He problematizes this 
within the importance of medical education because, as he posits, medical students’ 
formative years are shaped by the instruction and instructors of the basic sciences, rather 
than by clinicians who shape medical students’ identity.  
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to care, Theodore Roosevelt (of the Progressive Party) proposed national health 

insurance, but the AMA lobbied against it, defeating plans for national health insurance. 

Opposition by the AMA was based on two primary elements, the belief that government 

financing would interfere and undermine the physician’s authority to practice medicine in 

the best interest of their patients, and that government involvement in health care would 

impact profits of private fee-based medicine (Starr, 1982).  Almgren defines the AMA’s 

political strategy of the progressive era as having three foci: 

Label publicly sponsored forms of health insurance as radical socialism, 
emphasize the predatory tendencies of government bureaucrats, and remind the 
public that the doctor-patient relationship was sacrosanct and never the business 
of government. In a nutshell, this strategy entailed convincing the voting public 
that a vote for a plan of national health insurance was a vote against the 
beneficent wisdom of their family doctor. (2007, p. 47).   

 

Allopathic physicians would determinedly preserve their fiscal control by resisting 

Progressive era programs such as free and pay clinics, contract and group practices, 

public health prevention programs, and national health insurance (Rosen, 1983).  

In pushing back against these approaches, physicians promoted the ideas that such 

measures would undermine individual initiative and self-reliance, as well as drive solo 

practitioners out of business. Their new organizing power and social and economic clout 

enabled them to successfully lobby against any third-party approaches, public or private 

(Rosen, 1983). The AMA would continue to oppose plans for national health insurance 

citing the ideas of distrust of government in health care and the importance of physicians 

putting the patients interests first.  



 70 

The 1930’s Depression brought renewed focus to medical costs and coupled with 

Franklin D. Roosevelts plan for social insurance, the AMA while in opposition to a 

universal health plan would lobby their support for voluntary or private health insurance.7 

This incremental move allowed physicians to maintain the upper hand in health care 

financing, but importantly also allowed them to define the terms of “acceptable’ 

insurance plans (Starr, 1982). The AMA’s organizing power allowed them to control the 

terms of health insurance and hence, preserve physician autonomy. In this understanding 

the AMA had acquired not only the influence to shape institutions, but also to influence 

knowledge and beliefs about “authority” of health care (Rosen, 1983; Starr, 1982).  By 

World War II, the medical profession had significant political, social and economic 

influence in its structural hegemony. A passage from Starr (1982) summaries the impact 

of the medical profession’s sovereignty socially, economically and politically.  

Its authority spills over its clinical judgement into arenas of moral and political 
action for which medical judgment is only partially relevant and often 
incompletely equipped. Moreover, the profession has been able to turn its 
authority into social privilege, economic power, and political influence…..it has 
exercised dominant control over the markets and organizations in medicine that 
affect its interest. And over the politics, policies and programs that govern the 
system, the profession’s interests have also tended to prevail. At all these levels, 
from individual relations to the state, the pattern has been one of professional 
sovereignty. (p. 5)  

 

 
7 The AMA supported private insurance plans that were based on catastrophic insurance 
for need of hospital care, fee payments for physician care, and charity care for the poor 
(Almgren, 2007).  The American Hospital Association (AHA) supportive of the 
approach, would join forces with the AMA in defeating universal health care.   
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In solidifying its legitimate authority, the medical profession sought ‘a universally 

recognized credential’ that would in turn signify “mastery over a definitive body of 

knowledge” (Almgren, 2007).  

In measures to maintain control of voluntary health insurance medical 

associations from both the state and local levels sponsored nonprofit plans like Blue 

Shield. This allowed physicians considerable control over health services and fees (Starr, 

1982). Voluntary health insurance would see the emergence of employee based insurance 

surge as insurance increasingly became a bargaining and compensatory tool of labor 

employment. Physicians were still able to maintain their interests in profit and delivery of 

care as private since employer insurance plans were driven by providers rather than the 

public consumer. The medical professions power in health insurance would not be 

countered until the labor movement’s force of collective bargaining would gain control in 

influencing the structure of insurance plans. As the labor movement declined in the 

1970’s, health insurance as an industry would become dominant in the political economy 

of health care placing constraints on physician autonomy.  

 

Federal Government in Health Care: Re-Producing Authority and Sovereignty  

 In the decades just prior to and following World War II, the federal government 

would take a role in healthcare, most specifically in healthcare policy and health research. 

For the scope of this ethnography I historize a few, and key, initial government health 

legislation provisions in healthcare that helped to solidify medical authority produced in 

in knowledge and discourse through resources, research, and education.  
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Up to the late 1920’s and early 1930’s the medical profession had successfully 

opposed direct government involvement, thus ensuring its sovereignty through their 

collective political and economic power that enabled incremental changes supportive of 

their agendas. Resistance to federal government involvement in health care, however, did 

not include legislation that funded health research. Federal investment in health research 

through the establishment of legislative funding facilitated continued production and 

reproduction of the profession’s authority and sovereignty. With the founding of the 

National Institute of Health (NIH) in 1930 “Congress established the foundations of an 

enduring partnership between the hospital and clinics affiliated with American 

universities, a massive federal research bureaucracy, and medical free enterprise” 

(Almgren, 2007). Later legislative acts expanded NIH administration to funding that 

established of the National Cancer Institute, National Heart Institute, and National 

Institute of Mental Health. Research funded through these federal acts catapulted 

American health “science research” to prominence bolstering the medical professionals’ 

and biomedicine’s authority. Funding of health science research through these legislative 

acts of government would be the beginning of a significant function of the federal 

government in healthcare: health research.  

Federal funding of health research would also lay the foundations for the rise of 

the “medical-industrial complex” (Clarke et. al, 2010; Ehrenreich & Ehrenreich, 1971; 

Starr, 1982). Starr (1982) and Abraham (1995) historicize the rise of the medical-

industrial complex as one in which the interests of physicians, the health care industry, 

and its investors took primacy over public interest. Federal funding “showed a common 
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pattern of respecting the sovereignty of the medical profession and local medical 

institutions” (Starr, 1982, p. 351). The medical industrial complex is characterized by 

increasing corporatization of healthcare and its rise to a megabillion-dollar enterprise or 

‘health industry’ that encompasses providers, facilities, insurance and health maintenance 

organizations, pharmaceuticals, construction, real estate, and financing firms.    

While the medical healthcare industry can be credited with significant population 

health status improvements, as a powerful assemblage of healthcare stakeholders it has 

also substantiated and insulated professional healthcare interests. As a health industry or 

industrial complex medicine in America emerges as a for profit business, monetizing, 

corporatizing and proprietarizing “health” care (Andrews, 1995; Clarke et al., 2010; 

Ehrenreich & Ehrenreich, 1971; Estes et al., 1984; Ginzberg, 1988; Himmelstein & 

Woolhandler, 1990; Navarro, 1976). Ehrenreich and Ehrenreich (1971) identify the 

American healthcare industry as one with a primary function of profit followed closely 

by its functions in healthcare research, and education.  

 

Hill Burton Act: Hospital Modernization and Economic Relations  

Another significant legislative act that served to re-produce medicine’s 

professional sovereignty was the Hill-Burton Act. The Hill-Burton Act of 1946 or the 

Hospital Survey and Construction Act designated funds for the modernization of 

hospitals, as well as construction of hospitals to address hospital capacity nationally. 

Although the Act sought to reduce disparities in hospital resources across the county, 

funds were allocated to states/communities with the ability to match funds. While the 
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Hill-Burton Act would require hospitals to provide services specifically for those who 

could not pay, the AMA supported the act because it did not interfere with medical free 

enterprise (Starr, 1982). The AMA’s  

political agenda to promote the sovereignty of medicine and protect medical free 
enterprise from the specter of socialized medicine was very well served by the 
Hill-Burton Act. First, the Hill-Burton Act further reinforced the incrementalist 
alternative to the provision of health care for the poor and those without health 
insurance—as opposed to the progressive approach that would have included 
universal health insurance as a further extension of the Social Security Act. 
Second, as Hill-Burton funds were poured into hospital construction, physicians 
derived enormous direct economic benefits for the opportunities to expand their 
practices to includes hospital care—without significant federal involvement in 
either hospital services planning or hospital utilization maintenance (Almgren, 
2007). 

 

Physicians, under the Hill-Burton Act, could influence and promote the types of 

investments for their facilities that served their economic benefit. Funds then, were more 

often supporting already affluent hospitals and communities, than intended underserved 

communities. In this way, the Act could be seen to support medical free enterprise. Over 

the next decade, expansions of the Act incorporated nonprofit and public facilities 

(nursing homes, ambulatory care) significantly shaping the health care system. Revisions 

to the Act by the Supreme Court in 1963, prohibited the use of “separate but equal 

facilities” as a provision to refuse service to African Americans (Starr, 1982). From the 

mid-1960’s federal healthcare legislation, amid rapidly expanding healthcare system, 

technological development and population health needs amended the Social Security Act 

and established Medicare and Medicaid in 1965 (Starr, 1982).  

The medical profession retained its authority and autonomy as it embraced 

incremental approvals of legislation and free market enterprises that supported the 
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interest of physicians. But the expanding growth of the corporate sector in healthcare 

over the next two decades would see greater commercialization in the industry that would 

ultimately initiate considerable control over the medical profession ability to influence 

economic interests in services (Starr, 1982). Politically, the new corporate third party 

involvement in healthcare was diminishing the medical professions’ unified power to 

oppose ‘intrusive’ agendas.    

 
 
 
Patient as Pathology: Conceptual Paradigm Shifts in Medical Knowledge and 
Authority 

 

Doctors who tell the story of illness in the clinical encounter do so from the 
standpoint of those who created the medical ideology, the nosology that dissects, 
names, orders and categorizes the human experience of illness into detached 
pathologies (Said, 1989).  

 

These same historized events theorized by sociologist Ivan Waddington focus on 

the social power shift occurring in the hospital’s new role in medicine. In his work he 

forwards the importance of the shift on the nature of the patient and doctor relationship 

examining the effect of “new hospital-based knowledge” (Armstrong, 1994; Waddington, 

1973). With the hospital the locus of the new patient-doctor relationship, the once 

“traditional dominance of the upper class patient over the doctor”, where the doctor 

served as a medical attendant to the upper class, shifts and essentially creates a reversal in 

status positions when public hospitals took in low income, indigent patients to be treated 

by a “relatively high status physician” (Armstrong, 1994; Jones & Porter, 2002; 

Waddington, 1973). A shift that made visible a “movement” within medicine from which 
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power and control changed from client knowledge privilege, to medical knowledge 

authority.  

Still others hypothesized the new “medical discoveries” of the period as a shift in 

the “internal cognitive structure of knowledge” within science/medicine. Medical 

sociologist Nicholas Jewson, whose work echoes a Marxist framework, analyzes the 

connection between the new medical knowledges and the existing dynamics of the 

(doctor-patient) social relationship (Armstrong, 1994; Jewson, 1976). He examined the 

effect of the hospital on medical knowledge- where it was the “relationship that was 

instrumental in establishing the new biomedical model of medicine” (Armstrong, 1994; 

Jones & Porter, 2002; Starr, 1982). The doctor-patient relationship during bedside 

medicine (pre-transition) was one in which the patient held a “position to dictate (and 

define) the nature of illness” as evidenced in the practice of symptom-based medicine of 

the time (Jones & Porter, 2002). According to Jewson, this association between the 

patient-doctor relationship and the development of new medical knowledge is critical 

because its shows not only the nature of the relationship serving as the progenitor of the 

new medical knowledge, but also in maintaining the power dynamics of the relationship. 

The core of his work sought to make visible the social production of knowledge versus 

medical knowledge as ‘discovered’. 

With the dawn of the hospital, doctors took a dominant role through nosological 

engendering pathology-based medicine, a medicine which became indecipherable and 

inaccessible to the patient. Jewson held the patient-provider relationship as the social 

relations of production that produced a form “of social order and concomitant 
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knowledges”, citing a shift from 18th century patient dominant agendas to 

medicine/doctor dominant agendas (Jewson, 1976). A shift that resulted in creating an 

alienation of the patient from the body (and medical knowledge) by treating them as 

objects and ignoring the patient’s words in order to seek the pathology. In this the patient 

is alienated from the autonomous identity due to “new mechanistic forms of clinical 

practice” (Jewson, 1976; Jones & Porter, 2002) wherein knowledge of disease now 

becomes based solely on biomedicines construction of what constitutes disease. This new 

pathology-based medicine required a specialized medical interpretation. Into the coming 

decades medicine transitions to pathology-based medicine normalizing and reinforcing a 

patient-provider relationship that is dominated by the doctor’s knowledge (Armstrong, 

1994; Jones & Porter, 2002).   

Addressing the transition in medicine from a deconstructivist approach, the work 

of Michel Foucault is among the most foundational and influential poststructural and 

postmodern body of scholarly work in the examination of biomedical knowledge 

production. The works of Michel Foucault (1994, 1995) theorize that the new medical 

knowledges (of anatomy and pathology) materialized the “techniques” that allowed 

medicine to “know” bodies, as well as, and perhaps more importantly, construct the 

bodies it needed (Foucault, 1994). That scientific neutrality in the medical model is in 

fact a cover “for controlling challenges to a conventional bourgeois morality” (Foucault, 

1994). And what is presented as objective incontrovertible scientific discovery is in fact 

the product of eminently questionable social and ethical commitments. 
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In Foucault’s theory, discursive practices of medical knowledge production create 

institutions which overtime naturalize biomedicine as universal knowledge (Foucault, 

1994, 1998). A process which, though denial of authorship reifies the naturalization of 

knowledge. Foucault theorized the transition in the medical model as one in which focus 

moved first from the individual to epidemic, to end with the body as pathology. No 

longer did the pathological disease insert itself into the body (as an external pathology) 

but the body itself had become disease, shifting from the disease afflicted individual to 

the body itself as pathology (Foucault, 1994).  Foucault held that the hospital allowed 

bodies to be observed and analyzed “with the purpose of effecting a passive and 

malleable body, but at the same time establishing those selfsame bodies as individual and 

discrete” (Armstrong, 1994; Foucault, 1975). The effect was the creation of 

individuality...” a mold specific and novel to the era, not like what we call individuality 

today but “ordinary individuality –the ordinary individuality of everybody” (Foucault, 

1995; Jones & Porter, 2002).   

For Foucault it is during this transition time that the clinical practice relations 

shift to an interrogative focus which allows for an “investigative” methodology. In his 

The Birth of The Clinic (1994), which traces the history of modern biomedicine, the 

medical profession and its concepts of the body and disease, helps to illustrate how the 

patient becomes embedded in medical science; and how it becomes a conceptual tool of 

current medical knowledges. He identifies how medicine and the “clinic” in particular are 

creations of the field of knowledge of the human body. Epistemes of medicine are not, as 

assumed, the product of progressive empirical scientific discoveries but rather are the 



 79 

result of a radical and decisive reorganization (or replacement) of pre-18th century 

medical knowledge structures with new, post-French Revolution, Enlightenment 

influenced epistemes of medicine. These new epistemes replaced older knowledge 

schemes where classification was the means, science and truth through which disease was 

defined were new epistemes which held observation as the pedagogical domain from 

which disease was defined. Medicine was considered crucial to the reestablishing of a 

healthy society and increasing focus was placed on populations and disease risk 

(epidemiology) which could be managed or eradicated through vigilant observation 

(Foucault, 1994).   

The concept of observation as the foundation of knowledge emerging out of the 

18th century is one in which disease is displaced from the body, where the individual is 

removed from the social to the pathological. It is a time in which new medical epistemes 

separate the social from the biological and health professionals view the body as the sum 

of a person—resulting in biological reductionism. The patient’s body is made a signifier 

of disease and the patient loses some of his status as an individual. The body becomes a 

signifier of disease through which causality can be inferred by the doctor’s gaze. This 

separating observation is what Foucault terms “medical gaze” – where the doctor’s act of 

gazing at a person renders the body an object, removing personhood from the body. This 

allows for the “becoming” of a body where pathology can be found (patient), and medical 

knowledge generated. Thus, in the clinical encounter the doctor’s gaze is not directed at 

the person but rather at the pathology. Through an objective process the person is 

dehumanized and made the patient, a site of knowledge. A subject of knowledge where 
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medical knowledge is generated. This new way of viewing the body, or medical gaze, 

breaks the body into a molecular structure that can be examined in order to generate new 

knowledge. The patient becomes a spatial object that presents the disease, and hence it is 

no longer a person (or in Foucault’s terms not even a patient but a pathology). The 

reductionist and discursive knowledge practices in medicine are coalesced in that the 

body is reconstituted into a grid for specification and once specified it can then to be 

constructed, separated, broken down, operated, understood and taught (Foucault, 1994). 

The body is reduced to parts to be diagnosed and corrected (Rose, 2007). The patient can 

be seen to embody this disarticulated, molecularized body in that the “blank slate” patient 

modality can be programmed to represent singular or parsed aspects of disease and 

illness, and hence, the human. “The patient is only an external fact; the medical reading 

must take him into account only to place him in parentheses” (Foucault, 1994). This 

parenthetical act serves to privilege the disease; hence a clinical encounter is not 

predicated on the person and doctor but rather the doctor and disease (patient). Not only 

did this “new classification of disease de-emphasized the patient’s experience (since the 

‘truth’ of the disease became that which was uncovered in the pathologist’s laboratory) 

but disease acquired a fundamental spatial (as opposed to temporal) aspect” (Foucault, 

1975). 

In this way, “new knowledges (pathological medicine) serve[d] new social 

practices (those of clinical medicine), which produce[d] real objects (the body)” 

(Armstrong, 1994). Within this paradigm the collapse of distance between gaze and 

language speaks to the production and distribution of knowledge in biomedicine. By 
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collapsing the visible, the verbal and the language of illness (Foucault, 1994), a well-

made medical language of disease classification is created and allows for a flat structure 

of perceptual simultaneity of illness, now turned disease. A structure that relies on 

replicable “ordinary individuality” in diagnosis. Where ordinary individuality creates the 

“known” body, the unvaried object that needs no attached subject knowledge and 

corresponds well to the knowledges of human anatomy and pathologies (Foucault, 1994, 

1980).  Hence removing the need for patient knowledge or co-construction in the clinical 

encounter to diagnosis and instead engenders and reinforces the emplotment of 

biomedical dominant knowledges. New knowledges that reify and are reified by the 

medical institution as a science.  

These new medical, scientific, and esotericized knowledges made the patient’s 

experience of illness and the medical encounter of the illness inaccessible and 

indecipherable to the patient (Jewson, 1974, 1976).  No longer did the patient hold 

knowledge of their illness, no longer did their experience of symptoms contribute to 

understanding illness, and its treatment, the patients’ knowledge and voice, as stated by 

Foucault, are parenthetical. With the event of illness defined as pathology, the patient’s 

knowledge and voice were no longer needed, just their diseased body.  
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From Modern to Postmodern Medicine: Medicalization and Biomedicalization   

Medical technologies, as complex systems of design and function, are not just 
physical objects used for a particular purpose. They are also cultural products, 
telling us something about the social, economic and historical values that 
produced them at a particular time and in a particular place” (Helman,  
2007). 
 

With major investment of federal funds in the public health sector (NIH, 

Medicare, Medical, etc.) and in private industry and foundations, biomedicine had 

become a politico-economic institution, but also was culturally accepted as a social 

“good” (Clarke et al., 2010; Kleinman 1978). The decades following WWII would 

experience rapidly expanding production of medical knowledges and clinical 

interventions, which in turn fostered the prevailing acceptance of allopathic medicine and 

medical scientific authority.  

 

Medicalization 

By the 1960’s, sociocultural recognition of biomedical paradigms and medical 

authority witness another critical transition in both knowledge production and medical 

authority. Medical discourse and knowledge, research, education, and practice start to 

extend its authority and jurisdiction into broader aspects of people’s lives (Zola, 1972, 

1991). Human personal experiences like birth, death, pain, suffering, and need become 

subjects of medical intervention and practice. In Irving Zola’s Medicine as an Institution 

of Social Control (1972), he terms this expansion of medical jurisdiction into personal 

lives- medicalization. Through medicalization social problems and phenomena once 

perceived within the realm of moral matters or those addressed within the jurisdiction of 
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law, such as alcoholism, drug abuse, homosexuality, abortion, shift into medical 

jurisdiction (Conrad & Schneider, 1980; Zola, 1991). Zola theorizes medicalization as a 

process in which medicine is both a social and cultural enterprise, as well as a medico-

scientific enterprise constructed through human interaction with and participation in 

medicine (Lupton, 2000; Zola, 1972, 1991). Economically, medicalization was seen to 

continue the agendas of the medical industrial complex and capitalist ventures of 

medicine (Ehrenreich & Ehrenreich, 1978; Navarro, 1986; Waitzkin, 1989).  

The process of medicalization emphasizes control over the once social, now 

medical phenomena:     

health itself and proper management of chronic illnesses are becoming individual 
moral responsibilities to be fulfilled through improved access to knowledge, self-
surveillance, prevention, risk, assessment, the treatment of risk, and the 
consumption of appropriate self-help and biomedical goods and services (Clarke 
et al., 2010). 
 

Latent in the pathologization process of non-medical issues to be categorized as matters 

for medical treatment is the encompassing epistemic and institutional power of 

biomedicine. Epistemically, the biomedical model of health is the dominant medical 

model backed by science and institutionally organized. By the 1970s, the reach of 

medical discourse and knowledge production could define deviations, normality and 

abnormality in human conditions and behaviors. The universality of medicine’s 

application to what is a “normal” life extends to phenomena in the 1980’s such as post-

traumatic stress disorder, attention deficit hyperactivity disorder, as well as to 

stigmatizable disparities through plastic surgery for aesthetics, and pharmaceuticals for 

obesity (Clarke et al., 2010). As a process, the medicalization of non-medical phenomena 



 84 

becomes so normalized as medical jurisdiction that its social consequences, diminishing 

the impacts of the social, economic, and political aspects of individuals’ lives in health, 

get rendered invisible (Conrad & Bergey, 2015). In this sense, medicine enacts a political 

function by extending its domain beyond disease to broader life, wielding its authority 

over individuals and populations as a “limitless extension of the intervention of medical 

knowledge” (Foucault, 1994). 

 

Biomedicalization 

By 1985, with society having grown accustomed to technoscientific innovations 

as medical techniques of health, biomedicine experiences another critical shift, or rather, 

transformation. Technoscientific advances begin to shift the process of medicalization 

from merely incorporating social lived-experiences as matters of medicine to the 

transformation of human biological processes of life (Clarke et al., 2010; Rose, 2007), or 

biomedicalization. In their work, Biomedicalization: Technoscience, Health and Illness in 

the U.S., Clarke et al., (2010) characterize biomedicalization as “a shift from enhanced 

control over external nature (i.e., the world around us) to the harnessing and 

transformation of internal nature” of human life forms. Biomedicalization goes beyond 

the clinical and social control over of issues (of medicalization) to an accelerating 

technoscientifically enacted model of medicine able to transform human bodies and life. 

Examples of biomedicalization range from Botox injections, pregnancy after menopause, 

life after heart failure, to gene editing. Biomedicalization is a means of enhancement of 

our biological selves. The scope of biomedicalization expounds on the realms of 
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medicalization through epistemic and clinical expansions that build a broader and 

stronger organizational and institutional reach (Clarke et al., 2003, 2010). Its mechanisms 

of knowledge production- resources, socio-cultural discourses, and material 

infrastructures- are instrumental in biomedicine’s authority in these new “life” realms. 

Highlighting the changes from the medical industrial complex to the era of 

biomedicalization, Clarke et al. (2010) forward the concept of the Biomedical 

TehnoService Complex, Inc., in order to underscore the privatization and corporatization 

of medical research and practices of technoscience today.   

 

Medical Postmodern Legitimacy: Knowledge Production and Dissemination 

Clarke et al (2010) define biomedicalization as being co-constituted within the 

processes of privatization and commodification, risk and surveillance, expanding 

technoscientific practices, transformation of bodies and subjectivities, and production and 

distribution of knowledge. As a co-constituted concept, biomedicalization is considered 

by some scholars to be less of a subculture and more of a fundamental element of mass 

culture evidenced in its transmission throughout popular media (Bauer, 1998; Hodgetts & 

Chamberlain, 1999). The internet, magazines, newspapers and pharmaceutical advertising 

all sources of health and disease information have become sites for legitimating 

biomedical knowledge through expansive dissemination. Additionally, these same 

sources of health knowledge act as sources of health knowledge production (Clarke, 

2010) in websites whether federally funded and aimed at providers and researchers, or 

private “patient advocacy groups” (Brown, 1995) aimed at consumers. Conversely, sites 
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like patient advocacy groups and alternative and complementary medical knowledge can 

be seen as a form of resistance or democratization of knowledge production, as well as 

increased access to health knowledges previously only accessible by physicians. In some 

ways, this puts the medical profession in a familiar quandary of competing with 

alternative medical knowledges found in cyberspace. But, unlike their foundational 

struggles, the reach of biomedicine’s discourse, organization, institutionalization, and 

most specifically its corporatization renders non-biological health knowledges minimal 

competition.  

 Additionally, a biomedicalization mechanism of the late 20th and early 21st 

century responds to competing medical knowledges by co-opting non-biomedical health 

knowledges and practices. Co-opting knowledge in this way allows power to transform 

itself when it meets resistance (Pylypa, 1998). Non-biomedical models presenting an 

economic threat in light of internet access to alternative knowledges are “repositioned” as 

legitimate through biomedical clinical trial testing (Adams, 2002; Eisenberg et al., 1998). 

Non-allopathic practices such as acupuncture, acupressure, and massage, can now be 

found as health treatment options supported not only by physician referrals, but also 

covered through multiple health insurers.  

The authorizing of standards of “medical” innovations is another technique of 

biomedicalization through which biomedical knowledge is legitimated (Clarke et al., 

2010). Following in the wake of standardized testing requirements for pharmaceuticals by 

the federal Food and Drug Administration (FDA) with oversight by medical and public 
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health institutions, randomized clinical trials emerge as the standard for legitimizing 

biomedical claims (Marks, 1997; Porter, 1995).  

These emergent forms of legitimation contribute to a biomedicalization of clinical 
trials not only through a scientization of the FDA’s approval process, but also 
through linkages created among government agencies…, private industry…, and 
academic research institutions (Clarke et al., 2010). 

 

Biomedicalization’s ubiquity in everyday life demonstrates the relations of power co-

constituted in social, cultural, political and economic processes in transforming 

organizational infrastructures and technoscientific innovations of the current century. 

Yet, these same mechanisms propelling the juggernaut of biomedicalization also incite 

negotiations of its power through the production of democratized knowledges that 

simultaneously contest marginalization and make space for democratized health 

knowledges.  

Biomedicine’s rise to eminent medical authority provides insight into the relations 

of power central to legitimating new medical knowledges, technologies, and practices of 

medical authority. Dissecting the era specific mechanisms of the shifts and 

transformations makes visible the ways in which biomedicine is made valid as a universal 

scientific truth and a cultural good through social, political, cultural and economic 

assemblages. From the rise of the allopathic physician’s knowledge authority, advances 

in surgical practices, the hospital as institution of scientific care, the medicalization of 

everyday life, and the techno-scientific transformations of lives, biomedicine can be seen 

as an undoubtedly social practice. It is an assemblage of people, places, things, and 

infrastructures of health (Appadurai, 1996) that are circumscribed, promulgated, 
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standardized, governed, and consumed. In other words, biomedicine’s authority as an 

epistemically dominant model is articulated in the diffusion and control of its discourse, 

and ability to respond to resistance of its socio-economic agendas.  
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Chapter Four: Convening the Workgroup: 
 Productive Resistance, Discourse, and Co-Construction 

 
Our goal is to stage a conversation that will connect many different voices to 
better understand the work we are doing at the university and in the community to 
navigate challenges in the areas of health, wellness and medicine and better our 
work as change agents (Tomas Rivera Conference, 2015).  

(TL, Medical and Health Humanities Workgroup Co-Coordinator)  
 

Change and transformation historically, socially, culturally, and politically, as 

theorized by Foucault, is achieved through discourse and its production of knowledge.  

“Discourse can be both an instrument and an effect of power,….a hindrance, a stumbling 

point of resistance and a starting point for an opposing strategy” (Foucault, 1998, p. 100). 

In this chapter I examine everyday practices of the workgroup in the production of 

knowledge that responds to biomedical authority to interrupt its knowledge and discourse 

reproduction in medical education. Based on content developed by the workgroup, 

intraviews, and fieldnotes, I consider the relations of power enacted through discursive 

dialogue and materiality. To do this, I use critical discourse analysis to identity everyday 

practices that articulate with dominant medical discourse to decentralize, open space, and 

co-construct tandem knowledges of health. I argue that the workgroup’s discourse is an 

act of power that challenges current medical training practices through understandings of 

the knowledges of lived experiences in health and illness. My analysis considers the 

social context of the workgroup’s discourse, its functions and meanings, and its 

positioning as it relates to biomedical epistemes. In examining these contexts of the 

building of a medical and health humanities program, I ask how do every day acts 

construct and produce alternative knowledge; how do humanities knowledges 
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decentralize dominant positivistic medical knowledges; and how are divergent paradigms 

situated to co-construct new knowledge? 

  

Convening the Workgroup 

The initial imaginations of the medical and health humanities program can be 

traced to the discourse among a small group of humanities faculty around the 

intersections of medicine and humanities. The small group of interdisciplinary faculty 

came together within the social backdrop of dialogue occurring across campus regarding 

the building of a school of medicine. Foucault tells us, discourse and discursive practices 

do not exist solely in and of themselves, but they are in response, or in conversation, with 

other existing discourse (Foucault, 2002). In this way, the workgroup’s discourse was in 

conversation not only with campus discourse on integrating a school of medicine, but 

also more broadly with biomedical training and practice. As stated by a workgroup 

member:  

we watched the inclusion of many social sciences in the development of the 
effort, we wondered how the voices of the humanities faculty were included. How 
might we attain greater inclusion in this foundational conversation?  

(JM, Medical and Health Humanities Workgroup Co-Coordinator)  
 
          

Engaging in conversations with SOM administrators, the workgroup’s discourse 

centered on the complexities of the context of modern lives and the meanings of 

experiences of illness. They wanted to address normative and universal approaches in 

biomedicine that bracketed the human condition, suffering, and personhood inherent in 

lived experiences of health and illness. Drawing on illness experiences at the 
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intersections of the humanities and medicine the workgroup sought to elucidate embodied 

knowledges of health and make visible the stories of human suffering (Frank, 2010) and 

their cultural and political contexts (Kleinman, 1988). In the initial workgroup stages of 

convening, their dialogical engagement occurred in the form of meetings, emails, hallway 

conversations, readings, conferences, and invited medical and humanities scholars’ 

lectures.  

The following description of their work from the early stages of development 

(then called the Medical Narratives group) speaks to the mobilization, function and 

meaning of their discourse, as well as identity. The workgroup defined themselves as:  

a multi-disciplinary group of scholars with interests in the intersections of 
humanities and medicine. Based in the College of Humanities and Social Science, 
participants explore issues of pain and transcendence through a range of 
discourses and applications. In addition to regular theoretical and research-based 
discussions, the Medical Narratives group orchestrates conversation with visiting 
scholars from wide-reaching specialties with critical, current insights into health, 
care, technology, power, and much more. In workshops and debates, we 
collectively explore the ever-changing face of medicine and the elements of story 
and narrative that speak to experiences of illness, wellness, treatment, and healing 
(Medical Narratives, n.d.). 

 

In this textual expression of their work, the workgroup is both “authoring” and 

sketching a relational space in the early formation of their identity. Defining their 

knowledge and space at the “intersections” of “humanities and medicine” the workgroup 

juxtaposes discourse of illness experiences with discourse of biomedicine. The use of 

“intersections” of “humanities” and “medicine” in this early stage of the workgroup’s 

discourse demonstrates a binary acknowledgement of boundaries. Boundaries, that while 

unseen or unsaid, determine what is kept apart in power/knowledge production. By 
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orchestrating critical conversations that include “scholars from wide-reaching specialties” 

around the topics of “health care, technology, and power” the workgroup’s discourse 

begins to examine premises in medicine around health and illness ontology (Bates et al., 

2014; Bleakley, 2015).  

The workgroup’s discursive frames reflect epistemologies of embodied ways of 

knowing within health and illness, “issues of pain and transcendence” that call for the 

exploration of lived experiences as valid knowledge. Through discourses whether 

“theoretical, research-based” or via practices such as engaging visiting scholar, the 

workgroup initiated space at UCR alongside empirical conversation for alternative 

knowledge frames grounded in the experiences of illness. Additionally, they forward a 

discursive agenda of the contingent nature of medicine, its uncertainty and plurality as 

“the ever-changing face of medicine”. The workgroup is enacting Foucault’s definition of 

discourse as a body of knowledge, information, texts, and thinking devices that not only 

produce discursive knowledges, but also communicate, distribute, and establish meaning 

of their work (Foucault, 1972).  

Although the workgroup was composed of faculty from multiple disciplines 

across campus to include biomedicine, its discursive practices began from the margins of 

power/knowledge of health and illness that were constrained by what qualified as 

‘medical knowledge’. Its routine convening among ‘interested’ scholars demonstrates 

Foucault’s conceptualization of power and its transformation as occurring from the 

bottom-up (1990). The workgroup did not convene as an academic act or requirement 

incited by an institutional structure as a discursive apparatus, but rather as individual 
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scholars seeking to respond to biomedical discourse from their perspective paradigms, 

including biomedicine. The bottom-up approach in producing knowledge and disrupting 

dominant hegemony is akin to Gramsci’s ‘organic intellectuals’, who as (educational) 

intellectuals could represent the voices and experiences for those in society, the subaltern, 

who could not do so for themselves (Gramsci, 1971).  

In its ordinary practice of routinely meeting, conversing, and engaging with the 

entanglements of power relations of health the workgroup began to build a platform, or 

space for pluralistic knowledge visibility.  The act of convening faculty interested in 

embodied knowledges functions to garner social momentum, organization, and 

recognition across campus for alternative health narratives. The workgroup’s discursive 

practices act to fracture the power of dominant and normative medical discourse. From a 

Foucauldian perspective of power, the workgroup’s dialogue produces alternative 

knowledges through the power of everyday practices and embodied knowledges 

(Foucault, 1972) that challenge dominant biomedical narratives.  

 

Building Discourse 

The workgroup actively created opportunities to regularly meet and mobilize 

discourse around alternative perspectives of health and illness. While time spent in 

dialogical engagement (meetings, conversations, emails, etc.) was done on the group 

members’ own time, their decision to seek financial support allowed them to deepen and 

expand their discourse. With the support of an Andrew W. Mellon Foundation grant with 

UCR’s Center for Ideas and Society, economic resources allowed the workgroup to 
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broaden their discursive scope. This approach helped to both increase visibility of the 

workgroup’s ideologies across the campus, and within the local community. One such 

example is a conference created and facilitated by the workgroup: 

 

Medical Examinations: Art, Story, Theory    

 

Figure 3. Medical Examinations Conference Flyer, drawing by Kata Faust. 

 
Emerging from conversations held in the UCR Medical Narratives Colloquium, 
this conference facilities diverse approaches to disease and a multitude of 
imaginaries that come with suffering and health seeking. From the social 
condemnation of disease to bodily and psychological manifestations, states of 
illness and pain invite a certain weaving in, out, and through various states of 
telling, silencing, denying, and confronting. Emergent forms of care and 
community are investigated through a range of genres and embrace a variety of 
topics from therapy to isolation. This conference invites and celebrates 
multiplicity and morphing forms as a venue for scholars, practitioners, artists, and 
community members to be in a dialogue through an array of media. With graphic 
novels, illustrations, research forums, paper presentations, performances, and an 
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original play on Saturday evening, this coming together of expressions and 
interrogations promises deeply creative and highly engaging examinations of 
medical encounters (Medical Narratives, 2013). 

 

Viewed from a Foucauldian perspective of discourse, the Medical Examinations: 

Art, Story, Theory conference is representative of a ’thinking device’ of discursive 

practices (Foucault, 1972, 1990). It facilitates its discourse agenda through material 

evidence(s) such as graphic novels, illustrations, performances, and its verbal evidence(s) 

in research forms and paper presentations. As a discursive approach, or practice, the 

conference and the flyer description itself center its language use as a form of social 

action, and as a “constitutive feature of actions, events, and situations, rather than as 

merely a passive means of describing or transmitting information” (Whitehead, 2017). In 

this same language constitutive way, the workgroup “communicates” its meaning-

making- “this conference facilities diverse approaches to disease and a multitude of 

imaginaries that come with suffering and health seeking”, and “emergent forms of care 

and community are investigated through a range of genres”. The language and materiality 

mechanisms of discourse employed in the conference not only produce, but also 

disseminate the workgroup’s epistemological frames and help to put into practice or 

convey a social identity that can transmit their knowledges (Gee, 2014a; Foucault, 1990). 

Their social reality and knowledge are arbitrated through symbolic communication, texts, 

and speech-- as discourse (Latour, 1993; Haraway, 1990).  

Reflective of Foucault’s premises of biomedical knowledge authority in The Birth 

of the Clinic (1994), the conference disentangles the context of possibilities in medical 

perspectives, forwarding a multiplicity of knowledges as a means to move away from 
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nosological readings of disease that remove the patient. From this lens the conference 

(and its description), disseminated through university venues (flyers, email) and social 

media, can be read as a practice of resistance problematizing a singular biomedical 

perspective of disease and illness. At this stage within the workgroup development they 

situate themselves as they “facilitate diverse approaches to disease” and call for 

interrogations and “examinations of medical encounters” that displace the social 

manifestations of disease, or as they state “social condemnation of disease to bodily 

manifestations”. By engaging the “multiplicity” of the various disciplines to include 

biomedicine, the workgroup simultaneously disrupts regimes of power in medicine and 

its discourse while constructing or producing new knowledge possibilities. As such, I 

argue that the workgroup’s discourse can be seen as both a form of resistance and of 

power where subjugated humanities knowledge transforms to create new knowledge 

within existing (biomedical) relations of power. 

The visual image created for the conference can also be read to convey the verbal 

discourse of the workgroup’s knowledges and perspectives of illness. It illustrates, 

perhaps literally, what Foucault historicizes as the extraction and displacement of the 

person for the pathology, where “nosological readings of disease remove the patient” 

(Foucault, 1994). The image evokes a “site of struggle” where the biological, anatomy 

and physiology, as the location of disease are entangled with the manifestations and toils 

of “lived” illness experiences, demonstrating the discursive tensions of illness and 

disease. In the image we see organs like the heart in the bottom left corner, and an eye in 

the center of the frame, arteries, muscles, veins representing the biological manifestations 
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of the body. But we also see “persons” in various states of tumbling, flailing, clinging, 

and grasping within the exposed anatomy as if to represent the struggle to resolve their 

experiences, knowledge, and identity within the battle of truths between illness and 

disease. Additionally, as if to “morph” the discourse, as suggested in the conference 

description, two hands, outreached and moving toward the individual hold both the 

persons and anatomy as entangled. Visual representation of the conference’s textual 

descriptions- “weaving in, out,” and through “various states of telling”- help to center the 

complexities of illness representation, and speak to the vulnerability of opening the 

boundaries of anatomy in the embodiment of disease as illness.   

 

Building a Medical and Health Humanities Program 

 
Medicine is not necessarily complicated, but life is complicated.  

(PL, Medical and Health Humanities Workgroup Co-coordinator) 
 

Building on their foundational discourse, the workgroup continued to meet and 

work toward foregrounding lived knowledge experiences and the interpretive dynamics 

of illness. The workgroup itself has now developed into a consistent core of eight faculty 

members from CHASS and the SOM. Their discourse centers on bringing attention to 

lived experiences within medical education and exploring the dialogical context of the 

clinical encounter. In moving their discursive agenda forward, the workgroup decides to 

create infrastructure through the development of a medical and health humanities 

program at UCR.  
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The medical and health humanities have provided theoretical frames from the 

humanities over time responsive to and alongside medicine’s history to re-center 

humanistic approaches in medical education and practice. The relational practices of the 

humanities (and other non-biomedical disciplines) have sought to contest hegemonic 

medical knowledges and technologies that marginalize alternative knowledges, as well as 

the validation of social contexts in health and illness. Lived illness experiences and their 

narratives offer an important critique to positivistic, universalized knowledge paradigms 

in championing humanities knowledges.  

Medical and health humanities discourse challenges biomedical discourse that 

requires biomedical training and practice to bracket or disregard the knowledges of lived 

experiences in the clinical encounter. And, posits the importance of social, economic, 

cultural, and political contexts in embodiment of illness and the production of illness 

knowledges. As the workgroup builds a medical and health humanities program, I argue 

that their development of the program is a form of productive resistance to the dominant 

medical narratives in medical education. In examining the workgroup’s discourse of 

program building, I consider the ways in which their production of knowledge open space 

for subjugated knowledges. I attend to the everyday practices of dialogue and 

materialities as they build their program.    
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Mobilizing Resources and Position 

Narrative is just as present in the medical sciences as it is in the humanities and 
borrowing processes from the humanities can build stronger human connections 
in the field of medicine. The humanities can help medical students consider the 
stories that they are telling themselves about their patients (CHASS News, 2015). 

 (GL, Medical and Health Humanities Workgroup member)   
 

With the decision to develop a medical and health humanities program at UCR’s 

SOM, three lead group members, from the school of medicine, anthropology, and theater 

submitted and were awarded a National Endowment for Humanities (NEH) grant titled 

Narratives in Tandem: Creating New Medical and Health Humanities Programming. 

With this funding the workgroup (now the Medical and Health Humanities Program 

workgroup) positioned and organized themselves 

around examining narrative in the humanities and medicine through three 
approaches of conveying, expressing, and understanding the human experience in 
the search for health and in medical encounters (McMullin, Lyons, & Lopez, 
2014).  

 

Funding from the NEH grant functions to give the workgroup socially legitimated 

recognition by acknowledgement from a national organization. The NEH is a federally 

funded humanities program established through the National Foundation on the Arts and 

the Humanities Act signed into law in 1965. As an independent federal agency, it was 

founded to promote humanities knowledges for the greater understanding of human 

conditions (National Endowment for the Humanities, n.d.). Within the context of the 

NEH funding, the workgroup becomes a force within a series of structures that working 

together produce knowledge (Foucault, 1994). While the NEH is a federal institution that 

awards funding in the support and development of research, the institution (federal and/or 
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NEH) itself does not conduct the research. Rather, the workgroup’s everyday discursive 

practices of meetings, dialogues, texts, workshop, lectures, engagements, and expertise 

become part of a series of forces within the institutional structure to promote the 

understanding of human conditions.     

Importantly, the grant also demonstrated that what the workgroup was doing had 

value to scholars and professionals outside of their small core group. Being awarded an  

NEH grant “attributes significance” to the workgroup’s discourse (Gee, 2014b) and 

confers constitutive production of knowledge by the workgroup, as well as linking it to 

social practices (Weedon,1987). It is an important step in defining the workgroups social 

and political status, moving the workgroup’s assertions and meanings of the relevance of 

alternative knowledges of health and disease from a small voice at the margins, to one 

heard in its local and current context. Additionally, it “signals relationships” in common 

discourses that assemble in the production of knowledge and power. As shared by a 

workgroup member: 

the National Endowment for the Humanities funding helped put our group on the 
map, and much has been achieved, it was not clear that humanities, outside of our 
group, would ever play a significant role in medical education unless we 
translated our goals, making them legible to the institution (JM, Medical and 
Health Humanities Workgroup Co-coordinator). 
 

The grant brought focus to the workgroup’s agenda through advancing its position 

and identity. It allowed the workgroup to help further define “who” it is possible to be, 

and “what” it is possible to do in relations of (and in response to) dominant medical 

knowledge. Notably, it provided a platform to represent alternative knowledges in the 
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medical encounter. With economic and social support, the workgroups identity continues 

to be shaped as they structure and organize: 

around narrative in the humanities and medicine through…conveying, expressing, 
and understanding the symptom as something that is conveyed through enacted 
communication and can be read, articulated, and explored in various scenarios 
and contexts.  

 

Focusing on the role of illness narratives in healing contexts, the workgroup 

sought: 

to develop an engaged conversation between faculty of the humanities and 
medicine around the cultural, economic, historical, and philosophical 
complexities of health and medical encounters. 

 

Giving meaning and context to their discourse the workgroup delineates their 

paradigmatic approach wherein they define: 

“the symptom” to include medical and social conditions that impact health 
experiences from patient/provider interactions to connections with individuals and 
communities not physically present in the encounter.  

 

“The symptom”, or more aptly, its definition demonstrates Foucault’s assertion of how 

discourse constructs knowledge, thus governing what it is possible to talk about. In this 

case the workgroup’s delineation makes possible a knowledge of social conditions and 

relations of health. What Kleinman would refer to as the somatization of lived 

experiences of one’s context; the soaking up of one’s world (Kleinman, 1988). 
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Deconstructing to Decentralize 

If the structure does not permit dialogue the structure must be changed. 
 Paulo Freire 

 

Moving toward operationalizing their paradigmatic approach, I observed two 

iterative dialogical engagements among the workgroup that would be key in the planning 

of their program infrastructure: 1) disciplinary contributions, and 2) pedagogical 

approach. Their iterative process of dialogical engagement would give the workgroup a 

center, and axis of space from and in which to work. Conversations allowed for moments 

of attentive care to draw out and move toward informed understandings among the 

workgroup and allow for transformative thinking from utilitarian, to emancipatory. Their 

everyday iterative dialogical engagement and practices would be the means through 

which the medical and health humanities program was made possible. In examining the 

workgroup’s dialogical building process, I ask how divergent paradigms are negotiated, 

and how its knowledge is constructed. I argue that the workgroup co-constructs 

alternative knowledges through enacting situated or partial knowledges, to decentralize 

and democratize medical knowledges  

 

Disciplinary Contributions  

We have a strong group because of the several different perspectives. We need to 
be deliberate about honoring our differences and bringing them together. 

(JM, Medical and Health Humanities Workgroup Co-Coordinator) 
 

As the workgroup engaged the theoretical premises of the varying academic 

disciplines within the workgroup, it required reception to the multiple disciplinary 
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epistemes, knowledge paradigms, and pedagogical approaches to the ways in which 

disease and illness are perceived. For example, the phenomena of “disease”, “illness” and 

“patient lived experience” required understandings of their production and meaning in the 

context of the mechanics of anatomy, as well as from a social context. Each discipline 

within the workgroup brought to the program development their own field’s paradigms 

and pedagogy, and more specifically, how they constructed health and illness. Dialogue 

necessitated reflective and telling truths in order to push past divides to work reflectively 

toward co-constructed, inclusive change.  

Reflective co-construction meant that disciplinary boundaries had to be 

dismantled or at minimum acknowledged and confronted. My observations of the 

workgroup identified both inter-disciplinary and intra-disciplinary dialogues. In this 

regard, inter-disciplinary experiences are those dialogues between the medical faculty in 

the workgroup and the CHASS faculty in the group, and intra-disciplinary experiences 

are those dialogue between the varying CHASS faculty. Dialogue, iteration, and creation 

would occur among and between the inter- and intra-disciplines through the entirety of 

the building process. Dialogue of meetings at this stage often centered on parsing out the 

differing paradigms and pedagogy of the various disciplines.  

Assembling an interdisciplinary team does not ensure integration, let alone 

democratic integration. Efforts within the workgroup to be inclusive, understanding, and 

to make space for each other were in general the norm, yet elements of what Foucault 

frames as “battles for truth” were present as disciplinary boundaries were deconstructed. 

According to Liberati et al., (2015), disciplinary boundaries “can be broadly understood 
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as socially constructed demarcations that establish what is, and what is not, a profession’s 

sphere of competence and a legitimate domain of activity” (p. 32). Talking through the 

disciplinary boundaries required vulnerability within the workgroup. The nature of 

interdisciplinary work is itself an intra-action of data-- discourse, texts, materialities, 

actors-- already entangled and in motion. Wherein, the affective nature of entanglements’ 

fore front aspects of vulnerability and uncertainty required in interdisciplinary work 

(Gherardi, 2019). Tensions within the dialogue around discipline boundaries was 

observed to occur more frequently among the humanities, rather than between the 

humanities and medicine.  

 The reiteration nature of the dialogical building process was at times manifested 

in waning participation, missed meetings, and unspoken attitudes and stances among 

workgroup members. While these moments of tension occurred, whether simmered in 

side conversations, directly in meetings, or in content support, the core workgroup 

members would return to “table” to build.   

 

Paradigmatic Boundaries 

 
For the humanities to successfully collaborate with the sciences, it falls on the

 people who teach to ‘make it come to life’ (CHASS News, 2015).  
 (JK, Medical and Health Humanities Workgroup member) 

 

Part of the workgroup’s dialogical engagement of deconstruction required 

recognizing and acknowledging the contingencies of each of their disciplinary positions 

or knowledges. This reflective process required acknowledging that their assertions of 
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knowledge were subject to the same contestations as those they addressed in biomedical 

science and its power relations. This required allowing space for objectivity in the 

production of knowledge, rather than asserting themselves to be neutral observers 

(Haraway, 1988). In Donna Haraway’s critique The Science Question in Feminism and 

the Privilege of Partial Perspective she forwards the notion of epistemes of “situated 

knowledges”, which holds that there are no “objective” knowledges, all knowledges are 

from a situated and specific source that are embodied rather than disembodied- from 

everywhere or nowhere. Analogous to Foucault’s conceptualization of power, Haraway 

theorizes all knowledges as contestable, where there are no neutral observers that do so 

objectively (Haraway, 1988). Knowledge is drawn from one’s position- there is no 

“innocent”, standard objectivity, but instead acknowledgment of source.   

Objectivity turns out to be about particular and specific embodiment, and 
definitely not about the false vision promising transcendence of all limits and 
responsibility. The moral is simple: only partial perspective promises objective 
vision (p. 190). 

 

In this way, the workgroup’s co-construction of the medical and health humanities 

program as multiple partial perspectives could be read as a mechanism to affect or alter 

medical education’s “objectivity”.  

The workgroup’s knowledge production process required determining individual 

and disciplinary (paradigmatic) expectations and how to validate each while creating a 

transformative space that also met the expectations of medical curriculum. Through 

enacting situated knowledges (examinable, mediated) one can see what a particular 

knowledge authorizes or excludes. Constructing from situated knowledge is “potent for 
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constructing worlds less organized by axes of domination” (p. 192). From this 

perspective the work group engaged from situated knowledges in which each disciplinary 

faculty would interrogate their own positionings in order to “construct and join rational 

conversations and fantastic imaginings that change history” (p. 192-3). Situated 

knowledge that acknowledges partiality by virtue of epistemologies embedded in local, 

position and situation hold there are no “universalities” in claims to and of knowledge.  

As the workgroup accounts for its “gaze” in its dialogical and content 

development processes, it enacts Haraway’s notion of situated knowledge by extending 

“situatedness” to the other disciplines. Their enactment allows the workgroup to hold 

space for both tension and concordance with their divergent paradigms. It is in their co-

construction of the “partial” that change is made possible. 

Exploring their various paradigmatic boundaries, the workgroup recognized the 

need to educate each other about their disciplines’ paradigms and pedagogies related to 

the intersections of illness and medical education. And, despite each of the workgroup 

members holding fulltime positions in their respective disciplinary departments, the 

workgroup deemed “education sessions” an essential activity in paradigmatically and 

pedagogically creating an inclusive and co-constructed medical and health humanities 

program. In building and organizing their knowledge each member of the workgroup 

prepared descriptions of knowledge frames and methods from their discipline as it related 

to medicine. Additionally, each recommended articles, texts, and works that exemplified 

their discipline’s frames of health and illness.  
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The workgroup also invited medical humanities scholars from multiple 

universities to take part in half-day workshops with the workgroup. The guest scholars 

provided insight, direction, guidance, and recommendations on program development and 

implementation. The educational process required the workgroup to then return to the 

table for dialogue on how to draw together those aspects of the various disciplines’ 

frames and methods to draft a targeted, inclusive, and integrated program. Educational 

sessions held in the workgroup centered the experiences of engaging multiple disciplines’ 

in coming together to fascine or re-frame knowledge and practices. 

In mobilizing their program, the workgroup began the process of developing 

program infrastructure starting with a vision and mission to guide their content creation, 

integration, and operationalize. As previously mentioned, because each of the core 

workgroup members had fulltime faculty positions the ability to sustain dialogical 

engagement to develop their infrastructure often presented a challenge. To address this, 

the workgroup organized a 3-day workshop to allow for intensive and sustained dialogue. 

In their strategic workshop, the workgroup defined their program vision as “Restoring 

humanity to medicine”, and their mission as “Medicine is humanities”.   
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 Figure 4.  Medical and Health Humanities Workshop Dialogue Sheet. 
 
 

  

Figure 5. Medical and Health Humanities Workshop Dialogue Sheet: Vision. 
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Figure 6. Medical and Health Humanities Workshop Dialogue Sheet: Mission. 

 

 

Both the vision and the mission of the medical and health humanities program 

speak to the co-constructed approach of the workgroup’s discursive agenda. From a 

genealogical approach the workgroup’s discourse can be traced from initial imaginations 

and communications at the “intersection of humanities and medicine” to the co-

constructed production of knowledge that engenders multiple voices and multiple 

knowledges.     

 

Pedagogical Approach 

Co-constructing curriculum required developing content inclusive of biomedical 

and humanities approaches that would engage the medical tool of differential diagnosis 

without foreclosing valuable and essential humanities knowledge. Dialogical engagement 
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and exploration of pedagogical frames focused on professional and institutional norms 

and differences, such as curriculum integration and academic logistics.  

For the humanities faculty in the workgroup, understanding, engaging and 

working within the culture of medical education and practice presented a critical learning 

component for developing and implementing medical and health humanities program 

content. As stated by a medical faculty workgroup member, “Humanities needs to be 

exposed and aware of medical culture.” For example, as program content began to take 

shape, dialogue emerged around the fundamental differences in arriving at or achieving 

intended objectives in learning. In translating medical and health humanities content the 

work group identified that, “in medicine the correlative of being better means they get 

narrower in what they take in for a diagnosis.” And that medicine, “is an information 

field but….Students don’t know what to do with information outside of biomedical 

science.” Consequently, as identified by the work group’s medical faculty, medical 

students “are not being trained on relationships of providing care” that draw on more 

interpretive frames found in the humanities. Co-constructing interpretive frames would 

require “situated knowledges” to be continued though the program’s pedagogical 

approach.  

 Another pedagogical boundary that required considerable dialogical exploration 

was whether program content, i.e. courses, should be implemented as mandatory 

“elective” medical courses, or “selective”. A primary discussion among the workgroup 

regarding “selective” or “elective” course implementation focused on the meaning 

communicated to medical students. In the following workgroup dialogue, they convey 
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how discourse can both “attribute significance” and transmit ideologies and expectations 

(Gee, 2014b):  

 
-humanities material that is introduced to the medical students should be done in a 
integrative manner, which speaks to its vital/importance rather than as selectives, 
which could be counter intuitive for students. 
 
- yes, agreed. Integration at a baseline level which introduces a concept has to be 
mandatory, while going to deeper levels around specific aspects could be 
voluntary selectives.  
 

Course Workload  

Within intended learning objectives, another challenge in working across 

institutional and cultural pedagogy was that of course workload expectations. Workloads 

for graduate students in the humanities and medical students may be comparable within 

their perspective fields, however, the transfer of humanities workloads obviously is 

neither practical nor feasible. The challenge for the work group became translating an 

appropriate workload for instructional content of the humanities into medicine. Dialogue 

focused on: 

o What is an appropriate number of articles to assign weekly?  

o Does that number consider length of article?  

o What is considered an appropriate assignment length for assignments, and 

specifically writing assignments?  

 

It was determined that to achieve the highest potential of students reading the 

articles that no more than 2 articles, 7-10 pages in length, should be assigned. Readings 
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were not assigned on a weekly basis but rather once or twice within the medical 

curriculum block (a 4-6 week period). Medical humanities content then required 

thoughtful consideration of selection of instructional material that most effectively 

covered intended learning outcomes.  

 

Teaching Calendars 

Another challenge the workgroup faced in developing medical and health 

humanities courses was the differing academic calendars from main campus and the 

medical school. UCR’s main campus follows a traditional quarter system with 11 weeks 

per quarter and an academic calendar that starts in the end of September each year. As 

with most medical school UCR’s SOM utilizes traditional instructional blocks for the 1st 

and 2nd year with 4-5 blocks each lasting approximately 5 weeks. Third and 4th year 

students complete eight clinical rotations. The medical academic calendar starts at the 

end of July each year. The divergent academic calendars’ primary impact was on 

administrative coordination of humanities instructors’ ability to teach within the main 

campus quarter system and the medical school blocks system. Dialogue focused on: 

o Would the calendars allow for cross campus teaching without conflict or 

loss of content objectives?   

o Would the varying humanities disciplines administrations support joint 

teaching appointments?   

o And how would these be compensated?  
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In addressing these critical implementation components, the workgroup drew on 

its network both internally and externally in identifying the key administrators and 

financial avenues for joint appointments. The workgroup was able to address these 

challenges by “buying out” percentages of humanities faculty’s annual appointments. 

This did still however, require humanities faculty to be willing to potentially teach 

continuously across the two academic calendars.      

As the workgroup began to operationalize and institutionally formalize the 

medical and health humanities program, they were required to justify the need for 

humanities content in the medical curriculum for SOM administrators. Like the majority 

of medical schools, UCR’s SOM medical curriculum is identified as “impacted” and/or 

often under pressure to include more material. Because the workgroup included senior 

medical faculty, they were better able to navigate and respond to bringing and justifying 

the program in the professional structures of a medical institution. For example, in 

designing their program, the workgroup built their intended curriculum in consideration 

of the medical curriculum to be embedded within existing UCR medical training courses 

as well as to focus on clinical practice. Key in providing justification for integration was 

to show how the program lent itself to meeting aspects of the SOM’s mission, training 

values, and strategic plan: 

• Inclusion – Embracing diversity in the broadest sense and appreciating all 
points of view. (mission) 
 

• Developing innovative research and healthcare delivery programs …… and 
become a model to be emulated throughout the state and nation. (mission) 
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• Education Objective #4   Augment undergraduate and graduate medical 
education programs with new opportunities in inter-professional education, 
community service and outreach (strategic plan) 

 
• Innovative training that emphasizes patient continuity, progressive learning, 

public health, social determinants of health, and practice improvement 
research (strategic plan). 

 

Within the provisions of providing justification the work group encountered one 

of the long standing debates among the differing institutional cultural norms of 

humanities and medicine: producing evidentiary beneficial outcomes, or empirical 

evaluation of medical humanities training. This aspect of justification required the work 

group to translate the use of qualitative methodologies for rigorous evaluative outcomes. 

For example, the work group had designed course content to be implemented 

longitudinally for each medical student cohort across three years. Course content 

assignments which were threaded through existing required courses (such as 

“Doctoring”, “Clinical Skills”, “LACE” and student work in clinic), would be assessed 

and compared for key assignment variables within each year and across the three years. 

With its robust sample and longitudinal structure qualitative methodologies could speak 

to quantitative understandings. 

The workgroups co-construction process of dialogical engagement created a space 

to work from and toward integration with medical education. Their reiterative dialogue 

allowed them to move toward informed understandings among the group. A key 

advantage of the workgroup’s iterative dialogue was identifying epistemes shared 

between humanities and biomedicine, that recognized medicine as an inherently social 

discipline. Effectively deconstructing disciplinary frames and constructing frames for 
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collaboration was contingent upon the enacted dialogical, educational and iterative 

processes of the workgroup. These processes required a continual balancing of 

understandings, differences, and translations to create a democratized knowledge. 

Through the creation of co-constructed knowledge, the workgroup blurs the lines 

between everyday knowledges and biomedical authority by re-engaging lived 

experiences as tandem knowledges in biomedicine and disrupting hierarchical authority.  

 

Discourse Materiality: Assembling Texts 

 
Affecting change is not always about who should hold the power, but whose 
voices are included in the power.  

(JM, Medical and Health Humanities Workgroup, Co-Coordinator) 
 

Foucault tells us that power cannot function without the formation, organization, 

and circulation of knowledge apparatuses (Foucault, 1976).  

Education may well be, as of right, the instrument whereby every individual, in a 
society like our own, can gain access to any kind of discourse. But we well know 
that in its distribution, in what it permits and in what it prevents, it follows the 
well-trodden battle-lines of social conflict. Every educational system is a political 
means of maintaining or of modifying the appropriation of discourse, with the 
knowledge and the powers it carries with it (Foucault, 2012).  
 

In the building of the medical and health humanities program infrastructure, the 

workgroup developed a Designated Emphasis (DE) in Medical and Health Humanities at 

UCR. The workgroup’s defining scope of the DE speaks to the space it has sought to 

create in co-constructing medical and health humanities (program) knowledges.  

The Designated Emphasis (DE) in Medical and Health Humanities builds a 
foundation for medical students to articulate the multiple dimensions and social 
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contexts of an individual’s experience of disease, health and illness, and clinical 
encounters. The DE will enhance skills of observation, analysis, self-expression 
and self-reflection; and foster the development of research, creative, innovative 
and improvisational responses to navigate multiple contexts of care. The unique 
integration of interdisciplinary courses highlights diverse contexts and non-linear 
identities of care, helping students to better understand how structural dynamics 
impact the communities with whom they work and cultivate more humane, 
effective, and collaborative relationships with patients and colleagues. Responsive 
to diversity the DE works toward addressing critical issues and inequities in 
health, medical care, and its education.  
 

       
 
Figure 7. The Medical and Health Humanities Designated Emphasis 
informational, cover. 
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Figure 8. The Medical and Health Humanities Designated Emphasis 
informational, requirements. 
 

 
Through the co-constructing of their knowledges, the workgroup developed the DE 

for the SOM to foster the understanding of the social and historical contexts of disease 

and illness as encountered within medical education and practice. Discourse advancing 

contexts of care was coupled with content to enhance medical students observational, 

analytical, and personal-professional reflection skills. To meet the educational goals and 

scheduling of the medical students, the workgroup designed the DE attentive to the SOM 

curriculum. Students interested in completing the DE could initiate enrollment any time 

within their first three years. Completing the DE required 180+ hours of course work, 

research, a capstone project, public presentation of their project, and creation of a DE 

portfolio. Mapped to SOM curriculum competencies, DE learning objectives include:  
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• Applying principles of social‐behavioral sciences to provision of patient care, 
including assessment of the impact of psychosocial and cultural influences on 
health, disease, care seeking, care compliance, and barriers to and attitudes toward 
care. 
 

• Through engagement with the arts, students will identify strengths, deficiencies, 
and limits in their knowledge and expertise. 

 
• Demonstrate sensitivity and responsiveness to a diverse patient population, 

including but not limited to diversity in gender, age, culture, race, religion, 
disabilities, and sexual orientation. 

 
• Develop the ability to use self‐awareness of knowledge, skills, and emotional 

limitations to engage in appropriate help‐seeking behaviors.  
 

• Recognize that ambiguity is part of clinical health care and respond by utilizing 
appropriate resources in dealing with uncertainty.  

 
• Demonstrate interpersonal and communication skills that result in the effective 

exchange of information and collaboration with patients, their families, and health 
professionals. 

 
• Demonstrate compassion, integrity, and respect for others. 

 
• Demonstrate insight and understanding about emotions and human responses to 

emotions that allow one to develop and manage interpersonal interactions.  
 

The development of the DE in its co-constructed knowledge production, its structure 

and integration into medical curriculum, and its implementation are the result of the 

workgroup’s iterative dialogical engagement that deconstructed paradigms and 

pedagogies to create new knowledge paradigms. Exploring the DE and two of its courses, 

I ask what interests are being mobilized, and what identities and practices are made 

possible in the implementation of the DE.  
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Figure 9. Medical and Health Humanities Flyer Bodies, Art & Medicine. 

 

Bodies, Art, & Medicine    

This course introduces students to vital questions on the role of the human body 
and face in Western Art, from antiquity to the present. It addresses the 
interdisciplinary nature of body images in different media and art forms, 
familiarizing students with a broad range of subjects, artworks, cultural practices 
and thought patterns. Its chronologically arranged themes foster both the students’ 
sense of historical differences and developments as well as changing notions of 
the human body and its ‘meanings’ – from the visceral to the virtual, as metaphor 
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and matter, and as subject and object in visual representation. The course 
familiarizes students with central ideas of what it means to be human, beyond the 
Cartesian dichotomy of body and mind, and it will help them to critically evaluate 
the intellectual and cultural concepts behind different forms of body images.  

 

In Body, Art, & Medicine, the course explores the human body (and face) as it 

manifests changing meanings cross time, perspectives, and mediums. Addressing 

genealogical meanings of the human body, the course moves the body out of a medical 

perspective as a “pathology” by exploring how ‘meanings’ of the body are normalized. It 

addresses the “historical differences and developments” framing the “changing notions of 

the human body and its meanings” through “chronological” themes to explore what is 

being represented as “truth” over time. Its genealogical approach to critically evaluating 

the understandings of the body aligns with Foucault’s theory of knowledge and 

power/knowledge by situating their effects within era and culture specific contexts 

(Foucault, 1980). As knowledge in its creation is time particular and serving to reflect the 

values and ideas of a particular era, it is possible, according to Foucault to find “blocks of 

historical knowledges” marginalized through hegemony (Foucault, 1995). In this way. 

the course dissects era specific mechanisms to make visible the ways in which current 

biomedical knowledges of the body may represent or subjugate meanings of the body as 

validated in science, and normalized through social, political, and cultural functions.  
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Figure 10. Imagining the Future of Medicine Flyer. 

 

Imagining the Future of Medicine  

This course will introduce students to the role of the speculative imaginary in 
shaping expectations about and the implementation of new technologies. It will 
ask students to think about how popular culture might inform some of their own 
and their patients’ expectations about their treatment and the medical industry. 
Readings will show how popular culture informs individual and health system 
views of the future of medicine. The goal is to examine these narratives as 
expressions of cultural hopes and fears, working through how they might shape 
clinical interactions that are informed by popular culture. 

 

In Imagining the Future of Medicine, students are introduced to the role “popular 

culture” plays in the technological transformation of human biological processes of life. 

Addressing how “popular culture informs health systems” and “expectations”, the course 
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centers technoscientific advances as culturally contingent. Where new technologies are 

not just objects of diagnosis and treatment but as cultural products that are produced and 

informed by specific era values. In this context, it evokes a Foucauldian perspective of 

the production of scientific knowledge that creates discourse of what is considered the 

norm, of which individuals seek to emulate. While in a post-Foucauldian perspective, the 

“informed” expectations of technology and the “medical industry” are shown to shift 

from the medicalization of social lived experiences into the transformation of biological 

life itself (Clarke et al., 2010; Rose, 2007).  

The DE and its courses represent alternative voices and knowledges in medical 

education by emphasizing the role of lived illness narratives in medicine and health as 

essential to understanding how people give meaning to their world. They enhance 

medical students’ ability to engage the complexities of human experience in combination 

with their biological understandings to create a more comprehensive approach to care 

(Bleakley, 2015; Cole et al., 2014; Doukas et al, 2012; Kumagai et al., 2014; Shapiro et 

al., 2009). The courses are an example of Foucault’s explication of discourse producing 

knowledge- as verbal traces and materialities left through history (Foucault, 1972). As 

discursive practices, the courses make possible certain ways of thinking, of speaking, and 

producing meaning. They produce knowledge through language and materiality that put 

into practice the creation of a “social boundary”. A boundary inscribed by new language, 

hence new knowledge.  

The DE and its courses represent the production of new knowledge formed in the 

“contact zone” between two knowledge traditions (dominant and alternative) (Somerville, 
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2013). As noted within the description of the classes, ways of knowing are generally not 

“translatable” in positivistic frames of science and research, but rather there is a “mutual 

entanglement” of research, and the importance of “sharing” knowledge as means of 

democratization (Bleakley, 2015; Jones, et al., 2014; Somerville, 2013). The courses 

mobilize the mutual entanglement constructed through the negotiation of lived illness 

experiences of health and illness, and biomedical “scientific” frames. Developed in the 

“contact zones” among the dialogical tensions of dominant and alternative discourses of 

health and illness they make possible “non-linear identities of care”.  

From a Foucauldian perspective, and within the context of my analysis, the 

workgroup’s DE and its courses can be understood as becoming knowledge apparatuses 

put into circulation through practice (i.e. teaching). The development and distribution, or 

teaching, of the courses demonstrate the ordinary, everyday activity of teaching as a 

means to forward discourse that decentralizes dominant biomedical narratives.   
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Chapter Five: The Medical Student:  
Docile Body and Counter-Hegemonic Resistance 

 

 In Discipline and Punish (1995), Foucault illustrates his concept of “docile 

bodies” as malleable objects where power is arranged, and disciplinary forces are 

enacted. As an object, the body can “be read” in relation to its historical era, to reveal 

how power is organized. The docile body, in this way, becomes a “text” where dominant 

ideologies inscribe themselves to inform ways of knowing and doing. They can reveal the 

discursive practices and techniques that shape its positionality. As institutions, schools 

require “docile bodies” to respond through “training” to its well organized relations of 

discourse and discursive formations (Foucault, 1995). Docile bodies, according to 

Foucault, are “unformed and willing” participants susceptible to being “manipulated, 

shaped, trained” (Foucault, 1995 p. 135). Foucault’s The Birth of the Clinic explicates 

how biomedicine creates the bodies it needs, or ‘docile bodies’ in patients through 

biomedical norms and practices. But patients are not biomedicine’s only ‘docile bodies’, 

in Foucault’s definition, medical students become docile bodies as willing and receptive 

subjects enacting biomedicine’s discursive and self-disciplinary practices.  

In this chapter, I draw from participant observations of medical students in 

classrooms, medical student assignments, and intraviews to examine student practices 

that engage, enact, and resist discourse of the medical and health humanities, and of 

biomedicine. I first consider everyday ways in which medical students illustrate 

Foucault’s “willing” and “docile” bodies as they enact biomedicine’s techniques of 

disciplinary power. I argue that medical students’ enactment of biomedicine’s 
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disciplinary techniques reifies biomedical knowledge and authority over alternative 

knowledges. In the latter half of the chapter, I illustrate how medical students respond to 

biomedical discursive practices that constrain their agency. I consider medical students’ 

attitudes and behaviors toward biomedical disciplinary techniques. And, I argue that 

through acts, attitudes, and beliefs that center their agency, medical students resist 

biomedicine’s techniques of power.  

 

Privileging Biomedical Knowledge, Resisting Alternative Knowledges 

In biomedical training, “docile” student bodies are the objects of its techniques 

and in turn deploy its power (Foucault, 1995). But, power in and of itself is not discipline, 

instead discipline is a form through which power is exerted. Discipline is enforced 

through systems of surveillance, such as schools, prisons, hospitals etc. (Foucault, 1995) 

where hierarchical observation, normalizing judgment, and the examination serve as the 

disciplinary techniques of power and control (Foucault, 1990, 1980). As a form of 

institutional discipline and surveillance, medical education (to include pre-medical), like 

all disciplines, trains students that are accustomed to external governing or regulation. Its 

discourse serves “to discipline the body, optimize its capabilities, extort its forces, 

increase its usefulness and docility, integrate it into systems of efficient and economic 

controls" (Foucault, 1980, p. 139). Disciplinary techniques of medical education regulate 

the behavior of medical students by organizing their space (classroom, problem based 

learning, laboratory, etc.), time, and daily activities as embedded (or institutionalized) 

into training (as well as in hospitals and clinical encounters).   
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During my research, I had the opportunity to observe medical students in both 

biomedical courses as well as medical and health humanities courses. Observations of 

biomedical courses included Doctoring, Clinical Skills, and Longitudinal Ambulatory 

Care Experience; and observations of medical and health humanities courses included 

Clinical Reasoning, Medical Humanities and Narratives, and Practicing Graphic 

Medicine. In addition to course observations, I reviewed and analyzed medical student 

assignments for the medical and health humanities course Clinical Reasoning in order to 

provide feedback to student, and assess course objectives to outcomes with the course 

instructors. Within my observations, I was interested in exploring relations, behaviors, 

and attitudes between medical students and material content, and between medical 

students and instructors (for both biomedical and humanities instructors). Through the 

voices, attitudes, and actions of the medical students, I attend to the ways in which 

biomedicine produces medical student docile bodies. And, as objects of biomedicine’s 

discursive techniques, how medical students deploy its power? As such, I sought to locate 

the everyday moments in which medical students reify biomedical knowledge and 

authority over alternative knowledges.   

In my observations and analysis, I identified recurring reifying acts among 

medical students that illustrate how biomedical discourse, techniques, and practices, 

when enacted by students, privilege biomedical knowledges. The reifying acts highlight 

the workings of disciplinary power and its techniques as carried out in student actions, 

behaviors, and attitudes. In my observations of medical students and in their own words 

in assignments, I locate reifying acts broadly grouped as “conforming” and “performing” 
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that demonstrate the privileging of biomedical knowledge authority. The reifying acts are 

considered the effect of disciplinary power that dictate and regulate behaviors and 

activities through specific knowledge discourse creating the “norms” students internalize, 

and through reification seek to emulate.  

A primary technique of discipline within medical education is the concept or 

measurement of competence. In Byron J. Good and Mary-Jo DelVecchio- Good’s 

ethnographic work Learning Medicine (1993) they identify ‘competence’ as a central 

focus in medical education discourse and knowledge construction. Within biomedicine 

and medical education, competence is framed as the language of science, indicative of 

operating in a realm of value-free facts and knowledge. Biomedicine is “characterized by 

an ideology that reifies the domain of “scientific facts” through its discourse (Good & 

Good, 1993). The discourse and knowledge attached to competence then becomes the 

knowledge that counts in medical education. Competence as a defining ideology and 

disciplinary technique requires that medical students learn and conform to the language, 

categorizations, and practices of biomedicine. In Becker et al.’s Boys in White (2007), a 

study of student culture in medical education, he discusses a shift that occurs as students 

realize they cannot “learn it all” and shift to identifying what it is that the faculty want 

them to know, what will be on the exam or evaluated. In this shift medical students both 

consent to a focus on specific knowledge, and performance of such knowledges, 

practices, and behaviors.  
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For the medical student, and medical education and practice, competence 

becomes a focal disciplinary technique of becoming a physician: 

From the first days of medical school, students repeatedly express anxiety about 
competence, that learning the details of anatomy, patho-physiology, or 
pharmacology are essential to their becoming competent physicians, that one day 
they may stand before a patient and need to know a fact that they are now 
struggling to remember (Good & Good, 1993, p. 92).  
 

The importance of competence as a governing and regulating disciplinary technique is 

then enacted in the everyday practices such as memorization of terminology and 

anatomical systems that center on conforming to biomedical “truths”, knowing ‘the facts 

on an exam’ and ‘performance’ (Becker et al., 2007). Conforming to biomedical “truths” 

or knowledges is demonstrated by medical students in their resistance to new 

knowledges, specifically knowledges marginalized as non- “scientific” truth. By asserting 

and delineating a corpus of knowledge as ‘scientific’ truth, ‘scientific’ discourse 

entangles power and privilege.  

 

Conforming 

In my research, reifying acts that privilege biomedical knowledge and resist 

alternative humanities knowledges were recorded in medical school settings of the 

classroom, medical school events, and with instructors, and medical student assignments. 

Within the classroom setting, I frequently observed conforming as enacted in resistant to 

the required medical and health humanities course, Clinical Reasoning. Clinical 

Reasoning is a longitudinally integrated and required course implemented in the UCR 

SOM curriculum in 2014. It utilizes a writing framework to teach cognitive tools for 
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reducing heuristic errors in clinical decision making. Course assignments, termed 

Powerwriting, emphasize biases recognition, critical thinking, and empathetic 

communication while developing students’ ability to create effective patient care 

documentation. It uses Socratic questioning to develop students’ metacognition related to 

the medical training (clinic, standardized patients, peer observation, case studies, Clinical 

Skills and Doctoring courses, as well as medical school experiences).   

In the first year of course implementation, medical student began to complain to 

the medical school administration about having to take the humanities course. Through 

written and verbal complaints, students expressed:   

this course does not provide us information needed. 
  
how can [the instructor] tell us want we need, [they] are not a doctor. 
 
I don’t find this class of use….this is not graded so it is not a priority for me. 
 
our schedules are too busy to have to take this course. 

 

In these examples, the medical students state that the medical and health humanities 

course, then titled Powerwriting, does not meet their expectations (standards and norms) 

of what they should be learning in a medical curriculum. For the medical students, the 

course’s knowledge discourse does not conform to biomedicine’s inscribed ways of 

knowing “information” and “what they need to know” in the study of medicine. In their 

resistance, students are enacting internalized power/knowledge techniques that not only 

inform their sense of what medical knowledge should look like, but also delineating what 

it is not. A delineation of knowledge that is produced, disseminated, and controlled to 

become internalized and universalized, generating the norms the students seek to emulate 
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(Foucault & Rabinow, 2000). The delineation of knowledge authority by the medical 

students (informed by discursive norms) serves to reify what knowledge counts in their 

training.8  

The internalization of discursive techniques of power reinforce the norms that 

define relevance and value of knowledge. Statements about alternative knowledges “use” 

or “need” in biomedical training speak to medical students internalized attitudes and 

beliefs around the value of knowledges that are not considered biomedical “science”. The 

arrangement of power in discursive determinations (standardization) of “use” and “need” 

of medical and health humanities knowledges is enacted as the student’s push back 

against alternative knowledges. Relevance and value of non-biomedical material can also 

be read in statements of “time”, such as being “too busy” for alternative knowledges in 

biomedical curriculum. Here, the reifying statements highlight the ways in which 

disciplinary techniques of power regulate behaviors by organizing time as embedded in 

institutions (Foucault, 1980). Similarly, students’ comments regarding the course not 

“being graded” and therefore “not a priority” demonstrate mechanism of knowledge 

 

 
8 What must also be accounted for is the fact that medical students, rarely receiving pre- 
medical and health humanities courses, the integration of humanities epistemologies into 
medical education is encountered as an unanticipated element in standardized curricula. 
At the point of entry into medical school, medical students have been “shaped” 
didactically with (and psychologically for) frameworks of curricula grounded in biology 
and anatomy. Newly required, non-selective humanities courses appearing in more 
medical school curricula are likely to find medical students wrestling with reconfiguring 
their expectations of necessary knowledges and skills of learning and practicing 
medicine. 
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legitimation as those complying with biomedical measures of competency. In some ways, 

 students’ resistance to the course, from a Foucauldian perspective, could itself read as 

surveillance through normalizing judgments, extending the institutions surveilling 

disciplinary techniques of power by becoming the “surveiller” themselves.  

Reifying acts were also observed in student behaviors in the course. During the 

lectures for the course, while the majority of students showed up to class before or on 

time, a small fraction of student showed up late to class. In the biomedical courses I 

observed, it was uncommon to see the same percent of medical student showing up late. 

Another behavior that signaled non-medical knowledge legitimation from students 

included medical students coming to the humanities course unprepared- without writing 

materials such as paper and pencil/pen. A main frame of the course required the students 

to write responses to prompts while in class. For the first few lectures of the course, I did 

not find this to be that unusually as I had observed during the biomedical courses that 

medical students almost exclusively used computers during lecture. By the third and 

fourth lecture however, some students continued to show up unprepared, and would start 

asking other students if they had something to write with, or paper, or both when 

instructed to respond to a prompt. While these behaviors were not enacted by the 

majority of students, the lack of similar behaviors in biomedical lectures again spoke to 

the ways in which alternative knowledges were conceptualized in terms of value to 

biomedical training. Whether conscious or unconscious, the behaviors can be seen to 

reify biomedical hegemony.  
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In an experience observed during the course, the lecture for the day addressed the 

role of medical students’ meta-cognition processes in the clinical encounter as it 

intersected with patient interactions and the potential for missed diagnoses. The lecture 

objective emphasized students’ metacognition during patient interactions and the 

understanding of its role as “useful in negotiating a relationship [with patient] but 

specifically around diagnosis” (GL, course instructor). During the lecture, there were side 

conversations that usually occurred through lectures, however, when the lecture content 

was presented using statistics of missed diagnoses, the class become quiet and attentive.  

For the medical students, the statistics are a way of “knowing” that conforms to 

biomedical truths. Historicizations of biomedicine identify statistics as a discursive 

practice and biomedical competence measure that enable its place of authority (Foucault, 

1990; Starr, 1982). In this way, the students’ attentive behavior to information presented 

in statistics responds to a biomedical discursive practice.  

Reifying acts of conforming to biomedical knowledges, while not expressly the 

actions of the students, were also enacted in response to student behaviors and attitudes. 

These included changes in course terminology and course instructors. For example, 

changes to the use of language and terminology in the course were made over the first 

two years. While changes and adaptations to courses is standard in academia, the changes 

to the medical and health humanities course around terminology spoke to classifications 

that would better conform to biomedical discourse. The original name of the course, 

Powerwriting, was changed to Clinical Reasoning despite the core learning objectives of 

the integrated writing assignments closely retaining their intended goals. Changes to the 
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use of more ‘clinical’ or ‘behavioral science’ terms such as ‘meta-cognition’ versus 

‘reflection’, ‘affective error’ versus ‘emotions’, and ‘attribution error’ versus ‘biases’ 

were also made to address resistance from medical students. Before the changes, some 

students expressed that: 

the course language implies that medical students may hold “biased thoughts” 
toward patients, when in fact our training teaches and expects us to reject any 
prejudice or bias in order to treat patients fairly.    

 

In intraviews with the course instructor, it was noted that the exploration and use 

of terms such as “emotions” and “empathy” in the course frustrated medical students and 

made them uncomfortable. Students felt that teaching about “emotions” was not a part of 

relevant medical training. Ironically, the very complaint the students made regarding the 

insinuation of holding “biased thoughts” toward patients, is an intended design of the 

course in order to explore the enculturated processes of the human mind and behavior as 

experienced in medical encounters. As Good and Good point out, emotions and empathy 

are not “value-free” facts and therefore not the language and realm of scientific 

competence (1993). The use of language in naming strategies, as theorized by Foucault, 

reinforces discursive techniques of power (Foucault, 1994)9. In these examples, the  

 

 
9 Although less often less focused on, in Foucault’s biomedical deconstruction, The Birth 
of Clinic (1994), the conflation of the medical “gaze” and “language” engender 
biomedicine’s nosology. In the conflation of gaze and language, or loquacious gaze, the 
body is reconstituted into grids of understanding and specification to then be broken 
down, understood, and taught, creating an alliance between words and things (Foucault, 
1994). This coalescence enables biomedicine “to see” and “to say”, while concurrently 
displacing the human “experience” to the realm of language.   
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students are resistant to terminologies that do not align with expectations of “scientific” 

or clinical use. As the course iterations and adaptations included more biomedically 

transcribed terminology, the acceptance of the course by medical students also increased.   

The changes of course title and terms discussed above demonstrate everyday 

ways in which non-biomedical knowledge are subjugated through the use of language 

and biomedical norms. Understood through the works of Zola (1991) and Clarke et al, 

(2010) this transition of terminology from humanities and social sciences discourse to 

biomedical discourse illustrates medicalization. As the concepts and use of terms such as 

“emotions” and “empathy” are replaced by more “scientific” terms or dismissed as 

relevant to biomedical training, they are as “experiences” displaced through language and 

transformed into medical classifications and terminologies such as “affective response”, 

and “attribution response”. A displacement, that while marginalizing non-biomedical 

knowledges, more critically, renders “experience” whether social, cultural, or political, 

invisible.  

Like the medical students’ complaints that delineated what is and what is not 

legitimate biomedical knowledge, so too, they resisted the professor of the course who 

did not conform to norms of who is qualified to teach in medical education. Although the 

course was taught by a humanities scholar well-established in their field, and the course 

was designed specifically for medical training, medical students felt that:  

 
a Creating Writing professor does not understand medicine and doesn’t have 
knowledge of us to us.  
 
[Creative Writing faculty] is not a doctor. 
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And similar to the translations of course terminology, to help transition and integrate 

humanities knowledge in the medical curriculum a medical faculty member joined the 

humanities faculty in co-teaching the course. The medical faculty member, also a 

member of the workgroup, and with whom the students were familiar, provided the 

medical students with the discursive structure they desired.  

 

Performing 

In some cases, reifying biomedical discursive practices in the medical and health 

humanities Clinical Reasoning course were enacted through performance by medical 

students. During an intraview with the course instructor, the instructor (MD) shared: 

“students are writing to exactly what is asked [of them in the assignments] and 
seeing the writing as a check list”. For example, in a course assignment the 
students are asked to write about the loss of a patient. After reviewing the brief 
writings, the instructor is concerned about a student’s very emotional response 
and follows up with the student to see if the student was alright. The student 
informs the instructor that they are fine, they had written an emotional response 
because that is what they were asked to do.  

 

This example is not intended to dismiss the ways in which medical professionals process 

emotions of loss and suffering they encounter. But rather, to illustrate how a prescriptive 

focus on competency in educational settings serves to inculcate and regulate 

performance. Medical students are keenly attuned to the activities, training, and 

discourses of biomedicine that measure and define a competent doctor.  

In the third year of medical school medical students are generally required to 

complete clinical rotations, or clerkships to provide them the opportunity to apply 

knowledge from the classroom to the exam room. During the third year, students will 
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spend several weeks shadowing and working under the supervision of medical 

professionals (attendings, residents, and/or physicians; preceptors) across several medical 

specialties, such as surgery, family medicine, pediatrics, obstetrics-gynecology, 

psychiatry, neurology and emergency medicine. The students receive clinical 

performance evaluations from their preceptors for each rotation/specialty. Performance 

evaluations often address students’ aptitude within basic clinical skills to include medical 

history taking, case presentation, knowledge, and professionalism. The scores from 

rotation evaluations are weighted along with standardized examinations, and objective 

structured clinical examinations to assess a student’s final third year grade.  

The third year of medical training is considered to be a difficult and stressful year 

due to the demands on medical students’ time, personal life, and decisions regarding their 

future specialty. In student assignment reviews, students frequently acknowledge the role 

of evaluations as part of biomedical competency. As a disciplinary technique, the 

evaluations regulate and elicit self-disciplinary acts from medical students to consent, 

conform, and perform. In the statements shared below, students express the ways in 

which they perform competence:   

its like this automatic facade that you put on and keep up for your attendings in 
order to get good evaluations.  
 
I couldn't do anything but yield to the preceptor’s inane wishes because that’s the 
way this preceptor was and they were going to write me an evaluation one day. 

 
A student referring a preceptor’s behavior that the student knew violated 
practices- “My evaluations mean too much to say anything directly and risk 
insulting the preceptor”.  
 



 137 

One of the hardest parts for me right now is stressing over how I'm going to be 
evaluated by my preceptors. The evaluations can be so subjective and that I feel 
like, to an extent it doesn't matter what I do or how much I impress them. 
So far, I have received really good feedback from almost every preceptor I have 
worked with which is reassuring, but I do want to see what the actual evaluations 
scores will be from those preceptors when they are submitted. Even with good 
feedback, I constantly worry about my evaluations because I know some people 
will get better evaluations solely because they can fake it better than I can.   
 
The preceptor would spend countless time talking about non-medical issues like 
politics or history after we were done for the day. But to be professional and make 
sure to make a good impression, I would quietly listen to the preceptor go on and 
on with their views and act like I was interested. 
 

For medical students, their preceptors’ evaluations serve as both a form of 

hierarchical observation and examination. The clinical performance evaluations, in a 

Foucauldian frame, are a technique of discipline through which biomedical discourse 

shapes, trains, and regulates medical students. As documentation the evaluations allow 

systems of power, in this case the medical school, to exert power over the students 

through the creation of categories (pass/fail, grades, etc.) that define biomedical 

knowledges and student consent. The impact of the evaluations as a governing or 

regulatory technique of biomedical discourse enacts multiple functions wherein the 

medical student as “docile body”, willing participates in the integration of an efficient 

system of control that “optimizes” and “extorts” their usefulness (Foucault, 1995).  

In these examples of reifying acts, the students’ comments allow me to locate how 

the students docile body is produced in the relations and practices of biomedical 

discourse and disciplinary techniques. Students’ desires to conform and perform to the 

measures and ‘rules’ of what knowledge and whose knowledge defines biomedical 

competence reify what is determined as relevant knowledge and exemplify the effect of 
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power/knowledge mechanisms that Foucault ascribes to self-disciplinary techniques of 

power (Foucault, 1995).   

 

Resisting Biomedical Discourse 

The three fundamentals of medicine are: 1) doctors are required to observe 
carefully and interpret with a clear mind, 2) construct shared stories, not parallel 
but tandem, it only works when its shared and 3) create a sustained empathy- at 
the end of the day medicine is a human experience, driven by the ability to create 
an empathic space (PL Medical and Health Humanities Workgroup Co-
Coordinator). 
 

While medical students were resistant to the new required knowledges of the 

medical and health humanities, my research also identified everyday practices in which 

medical students resisted biomedicine’s disciplinary techniques and discursive 

formations. In this section, I examine medical student agency as acts that disrupt 

biomedicine’s disciplinary techniques. In attending to medical students’ experiences 

during clinical training, I consider the various ways in which they respond to biomedical 

knowledges and training techniques. I argue that through acts, and attitudes and beliefs 

that center their agency, medical students resist biomedical discursive techniques.   

As discussed at the beginning of this chapter, key to disciplinary power is its 

ability to subject individuals to continuous surveillance and examination creating 

pervasive control of their behavior. Power, then is exercised in control over people 

through surveillance or observation. As a central disciplinary technique of power, 

surveillance, first directed at the body or bodies, becomes internalized producing self-

disciplining individuals. According to Foucault, “norms” as determined by era specific 
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institutional, administrative, and scientific discourse create the classifications and 

categorizations (knowledge) that define “truth” (Foucault, 1990, 1995). In this way, 

social control is accomplished through “normalizing” techniques that delineate standards 

through examination, assessment, and evaluation to produce self-discipline as a desire to 

conform. Normalizing techniques act to observe what has not been achieved and serve to 

“right” deviant behavior that fails to meet stands and norms (Gutting & Oksala, 2019; 

Foucault, 1990).  

A primary critique of the works of Foucault cite the removal or retreat of the role 

of agency in his theories (Cassell, 1993; Giddens, 1984; Linstead, 2004). In Anthony 

Giddens’ The Constitution of Society, Giddens argues that in equating the body with 

agency, where the body is a product of disciplinary regimes, Foucault does not account 

for agency, and most specifically, as it relates to change (Cassell, 1993). Yet, others 

argue that while Foucault broke with ontological dualism that defined individual action 

and agency, he forwarded agency of action and resistance, like that of Gramsci’s “organic 

intellectual” (Caldwell, 2007; Wheatly, 2019). Instead of agency as dichotomous to 

structure, Foucault’s notion of agency was situated as “discourse, talk, text or 

conversation” (Caldwell, 2007). His conceptualization of agency redefines the 

relationship between agency and change, resistance and power as the productive, 

potentiality of emancipatory discourse (Caldwell, 2007). In his works he does not seek to 

define agency, but rather situate it within the concern of recognizing and interrogating 

socialized norms and their constraints. As such, resistance by the medical students 

illustrates Foucault’s assertion that while “discourse transmits and produces power…..it 
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also undermines and exposes it, renders it fragile and makes it possible to thwart” 

(Foucault, 1998, p. 100).   

In my research review of medical student assignments, I identified a recurrent 

theme of resistance or personal counter-hegemonic acts in response to biomedical 

disciplinary techniques as experienced by medical students during their third year of 

medical training. During the medical students third year they are evaluated by their 

preceptors in each rotation on standards that may include fund of knowledge, clinical 

problem solving, oral presentations, patient history taking, professional attitude and 

behavior, ability to cope with service demands, and demonstration of compassion.  

Literature from the biomedical academy, as well as from the humanities and 

social sciences, has also identified the third year as a time when erosion or decline in 

medical student ‘empathy’ occurs (Batt-Rawden et al., 2011; Eikeland et al., 2014; 

Graham et al., 2016; Shapiro, 2008). Authors Hojat, Vergare, Maxwell, Brainard, 

Herrine, Isenberg, and Gonnella of The Devil is in the Third Year (2009), record a 

significant decline occurring during the third year across rotation specialties. Their work 

highlights the erosion of empathy in medical training occurring during a time in curricula 

when students shift to working with patients. Studies on the loss of empathy during 

students third year theorize the decline as a result of compassion fatigue, distress of 

hidden curricula, personal well-being, and burnout (Hojat et. al, 2004; Neumann et. al, 

2011; Rosenthal et. al, 2011; Spencer, 2004; Thomas et. al, 2007).     

Prominent in my analysis of student assignments, however, was not a focus on 

their own expressions, narratives, and accounts of empathy loss, but rather on the lack of 
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empathy witnessed during their rotations. Medical student identified ‘negative 

experiences with attendings, residents, and/or physicians’ as the highest reported theme 

during their rotation experiences. Within this theme, students identified “negative 

experiences” related to the way in which the attendings, residents, and physicians treated, 

talked about, and interacted with patients and students. Students expressed concern about 

the ways in which preceptors spoke to patients in dismissive and reprimanding tones or 

dismissing patient questions. They also expressed concern over preceptors’ 

unprofessional interactions with patients and with medical students.  

Yet, in experiences with preceptors and patients, the students found ways to 

thwart biomedical discourse and its disciplinary techniques. The following examples of 

the student’s experiences draw attention to the various ways in which medical students 

resisted training norms and engaged their own agency. On several occasions, students 

expressed that when they witnessed dismissive and empathy lacking preceptor-patient 

encounters they would try to address the situation without the notice of the preceptor. In 

one such example, a student recounts their actions after being embarrassment by their 

preceptor’s rude interaction with a patient: 

I couldn’t believe how they treated the patient; it was so rude, I was embarrassed 
as a student. After we went to the next patient, I snuck back and apologized to the 
patient for the preceptor’s behavior. 

 
In a similar example, another student relates their experience with their preceptor: 

the woman was upset, she had been assaulted, and I could tell she had more 
questions, but the preceptor did not care to spend more than a few minutes, [the 
preceptor was] more concerned with the number of patients they could see in a 
day and boast about it later, as this preceptor did. I excused myself and went back 
to talk to the patient. 
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Another student responds to an attending who states how medical training practices today 
are easy for medical students: 

The attending had nothing to say when I mentioned, that changes to rotation 
practices that provide more sleep, food and selfcare may create higher functioning 
students who may not only be better for the medical team but also for the patient's 
care than an overworked burned out student who is functioning at half capacity. I 
noticed the attending looked annoyed at my response, so I did not say anything 
more.  
 

Addressing their interaction with a preceptor’s unsanitary practices during rotations a 
student recounts:  

All I could do for weeks was to sneak around behind the preceptor’s back to 
change and clean the preceptor’s equipment while they weren’t looking. 

 

In each of these experiences, the medical student shares personal acts in which 

they counter norms of biomedical training and the disciplinary techniques of its 

hierarchical observation. Their use of statements or “discourse” in which they “snuck 

back”, “sneaked around behind” the preceptor’s back or “excused” themselves illustrates 

the students’ recognition of norms that constrain their voices and struggles with relations 

of power. Through their acts the students disrupt the discursive practices that subjugate 

their beliefs of professional care. Addressing the matter with their preceptor within the 

hierarchical biomedical training culture was not a theme or scenario encountered in my 

review of the student assignments. Instead, in their counter-hegemonic acts the medical 

students’ knowingly and willingly risked drawing attention and potential repercussions, 

via preceptor evaluations, to their actions. In doing so the students resist biomedical 

training norms by countering “desired” and “normalized” standards of training behavior 

by engaging their agency. In their personal counter-hegemonic acts the student’s break 

from Foucault’s docile “trained and disciplined” bodies of biomedicine to counter 
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biomedical relations of power that serve to constrain their own discourse (Foucault, 

1995).    

 

Attitudes as Acts of Agency 

 In other examples, student enact their agency not through physical acts but 

through attitudes that, while not observable counter-acts, invoke resistance. Here, 

students reflect on the ways in which they personally counter hierarchical observation 

and evaluation:  

I’m trying not to react to what the preceptor says around me because it is usually 
really unprofessional, and it puts me in a really difficult situation because I think 
responding to what the preceptor says would be unprofessional on my part. 
Instead I am left figuring out how to acknowledge that I was listening without 
indicating that I agree or disagree.   
 
my mentality is: tolerate them, because soon enough they will have to retire, and 
more sound minded individuals can lead the conversation on how to best care for 
ourselves so we can be healthy, happy people. Because prioritizing our personal 
wellbeing positively impacts how we behave as professionals. 

 
The biggest lesson I have learned in my third year was to stop caring- not about 
the patients but about what my attendings thought about me. I have spent so much 
time trying to predict what my residents or attendings wanted me to do just so that 
I could impress them. Often this made me lose sight of who I was really there to 
serve.  
 

In a similar vein, a medical student expresses their concern with eventually behaving like 

their preceptors, and vows to counter such practices:  

How do I maintain my humility, I don’t want to lose it. I don’t think that all 
physicians do, but it seems like it just takes one bad example to prevent us from 
wanting to seek more. Before I’m ready to embrace being a doctor I want to make 
sure that I’m strong both physically and mentally. I want to be sure and know that  
I am mentally strong enough to hold onto my identity and sense of worth. I need 
to know that I won’t lose that part of me. 
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In the students’ attitudes, they express a language of values, caring, and 

compassion that are in tension with the disciplinary measures of competence in training. 

Their discourse asserts their “personal” desires as a medical professional, which then 

come into conflict with the “docile”, “malleable” bodies needed to reinforce the 

organized relations of a discursive formation. The students’ experiences reveal a struggle 

against the practices and techniques of power that teaches them to “edit out what 

medicine does not care about” (Holmes & Ponte, 2011). As the students described their 

responses to what they witness, they negotiate and mediate institutional requirements of 

competence as “a quality of knowledge and skills” with “caring [as] as quality” of the 

individual (Good & Good, 1993). In the last example, the student locates their site of 

struggle for agency in their goal to “achieve competence” without losing their humility 

and identity.  

 

Agency and Biomedical Training Methods 

 A recurring theme framed in medical student agency was the critique of medical 

training methods. While some of their experiences addressed their broader medical 

training, the most frequently identified training critique applied to their current third year 

training. A stress inducing aspect identified in the third year of medical training is its 

‘pimping’ approach in teaching during rotations. Pimping, around which there is debate 

in medical literature, is a Socratic teaching method in which medical students are asked 

multiple question in rapid succession regarding patient status and care (McCarthy & 

McEvoy, 2015; Ravi, 2016; Reifler, 2015). Intended as a training method to prepare 
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student for the pressures of the clinical context, debates center tensions on pimping as a 

form of hazing that is called out as humiliating and unnecessary (Detsky, 2009; Kost & 

Chen, 2015; McCarthy & McEvoy, 2015). Common discourse from the students 

referenced third year training practices as “outdated and inappropriate”: 

its nothing new that we're made to feel invisible. It's like an old world medical 
mentality  

 
they view it with the same ridiculous attitude, that it’s a hazing ritual we all must 
go through it. It’s really dumb. But there is nothing much to be said about it. It 
makes me feel condemned for things outside of my control and resigned to just 
feeling like shit throughout this year.  

 
the power hierarchy is bullshit. We are colleagues. I’m not the scum on the 
bottom of your shoe.  

 
its just the culture of medicine I suppose, a culture where preceptors believe that 
since they were scolded or embarrassed or completely ignored when they were a 
medical student, then we have to be made to feel that way too.  

 
I am not supportive of the hierarchical nature of medicine. Everyone is treating 
each other poorly. The attendings patronize the residents, and the residents 
patronize us medical students.  

 
why is it that medical training is this way? Is this current way really the best 
approach? Is it that we don’t want to stir things up or is it that this is how its 
always been done?  

 
I have been treated so poorly, so often now that I feel like this is normal. 

 

Students also critiqued, although in a minimal frequency, lack of training in non-medical 

topics and knowledges: 

We can't even take the time to be educated on the other more important societal 
level issues and policy issues that we should be speaking up about and weighing 
in on. But how do we do that, especially when I don't feel like we should speak up 
in rounds. And I would feel so out of my depth on such topics how can we ever 
master what is needed to help patients in the clinic or hospital. And how can we 
learn to actually speak up in a community or state or national forum and will 



 146 

anyone even listen because these concerns get dismissed, they aren’t seen as real 
and grounded in fact. Instead, they are ignored as just some sort of half-baked 
liberal horror that is being called for. 
 
sometimes I think that medical school is detrimental to my knowledge about 
global issues. I often find myself talking with non-medical peers and when they 
talk about current events, and I’m thinking to myself I have no idea what is taking 
place because I am so consumed by medical school. 
 

A student talking about a patient who was repeatedly abused: 
doctoring doesn't teach how you to deal with that. How are you supposed to keep 
your composure when people are going through and dealing with really rough 
situations? More than anything it reminds of how truly helpless I am to help them. 
 

In these shared experiences, the students’ discourse interrogates training practices 

that reinforce a hierarchical culture. Their acts challenge and expose relations of power in 

biomedicine’s disciplinary techniques. In students’ personal counter-hegemonic acts, 

agency occurs within the slippage of disciplining, structuring discourse, and techniques. 

Seen from a Foucauldian perspective, the students situate their agency in the productive 

tensions between and among discourses where the potentiality of their struggle to be 

heard transpires. Although the praxis of biomedical knowledges is furthered as the 

students consent to its practice, it is also “resisted, mediated, and ignored” as the medical 

students’ acts respond to its discursive techniques (Clarke et. al, 2003; Lupton, 2003; 

Morgan, 1998; Olsen, 2000). In this way, medical students’ personal counter-hegemonic 

acts respond and negotiate the discourse of medical training practices to center their own 

beliefs and needs, disrupting biomedicine’s techniques of power. It is in their discourse of 

resistance where possibilities for change occur and where biomedicine’s discursive 

formation is rendered contingent (Clarke et al., 2003).  
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 The students’ ordinary everyday acts of resistance are moments that detach power 

from the disciplinary techniques that require they conform. In my reading of the students’ 

discourse as agency in their medical training, they expose how techniques of power 

constrain their “potentiality” of care. They identify how training practices, as a structure 

of the biomedical institution often prevent them from achieving their “desires” for the 

potentials and possibilities of care. In Johan Galtung’s Violence, Peace, and Peace 

Research (1969), he theorizes the role of social and institutional structures that prevent 

individuals, groups, and societies from achieving their full potential as “structurally 

violent”. The concept of structural violence is most commonly used in health (public 

health, medical anthropology, and global health) to contextualize the marginalization of 

suffering and inequality in health (Farmer, 2004; Galtung, 1969; McMullin, 2010; Rylko-

Bauer, & Farmer, 2017; Scheper-Hughes, 2004). Like Foucault’s genealogies, the power 

and relations of structural violence can be understood in the historical, social political, 

cultural and economic forces. For example, in the ethnographic work of Juliet McMullin, 

The Healthy Ancestor (2010) she exposes how the relations of power and structures such 

as cultural, political, and institutional ideologies systematically constrain individuals. Her 

work identifies the articulations of these structures as a “violence of neglect” (2010).  

In the medical students’ acts of agency, they speak of the harm and suffering that 

result from hierarchical structures and techniques of power that engender neglect.  The 

use of “structural violence” in literature as applied to medical education currently focuses 

on the importance of the inclusion and understanding of social and structural forces or 

“structural competency” in ameliorating health inequalities (Bourgois, Holmes, & 
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Quesada, 2017; Metzl, 2012; Metzl & Hansen, 2014). Lacking, is the application of 

“structural violence” to the discursive assemblages and practices within medical 

education. While the disciplinary technique of a competence based approach to 

biomedical training produces the doctors we need, it simultaneously limits potential for 

emancipatory discourses of care. As such, I argue that medical training that forecloses 

alternative discourse of students and knowledges is structurally violent.   
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Chapter Six: Conclusion 
Sustaining Engagement, Translation without Medicalization 

 
Never doubt that a small group of thoughtful, committed, citizens can 
change the world. Indeed, it is the only thing that ever has.  

 Margaret Mead 
 

In applying Foucauldian relations of power and discourse analysis to the 

workgroups process of building a medical and health humanities program at UCR, this 

dissertation sought to illustrate how knowledge is produced in the context of discourse 

and power, and importantly, how all knowledge is subject to contestation by alternative 

and subjugated discourse. The workgroup’s discursive practices in conversation with 

biomedical discursive practices enacted the production of knowledge that served to re-

center, through everyday practices, dominant medical narratives for inclusion of 

alternative, illness experience knowledges. The achievements of the workgroup are 

evident in the implementation of required courses, and the continued interest and 

enrollment by medical students in the medical and health humanities DE. The co-

constructed discourse of multiple disciplinary knowledge paradigms and pedagogies in 

building UCR’s medical and health humanities program was a key component in 

translating their dialogue and bringing the program to fruition. The act of effectively 

translating disciplinary frames for collaboration was contingent upon the enacted 

discourse and its materialities in the building process. Its co-construction process required 

balancing the integration of humanities and medical knowledges between unintelligible 

translation and reductive medicalization. Or what I term, translation without 

medicalization. In this chapter I provide concluding thoughts identified during this study 
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that speak to sustaining the discursive practices of co-constructed medical and health 

humanities knowledges in biomedical education.   

 

Social and Structural Determinants of Health in Medical Education  

Increasing attention (academically and publicly) in the last decade has brought 

renewed attention to structural competency in health care and the role of patient provider 

relations in reducing disparities in health outcomes. Coupled with calls for greater 

accountability for including social or structural determinants on health and health care 

delivery in medical education (Holmes & Ponte, 2011; Metzl, 2012; Metzl & Hansen, 

2014; Wear et al., 2009). Changes in the Medical College Admission Test (MCAT) and 

American Association of Medical Colleges competencies require physicians to 

understand the impact of social and structural contexts in their training and practice. An 

increase in medical and health humanities courses and programs in U.S. medical schools 

has also re-emphasized requisite for changes in reductive medical education approaches 

that may impede a physicians’ ability to provide contextualized patient-centered care 

(Del-Vecchio Good, 2005, 2011; Skelton, 2001; Wear, 2012).  

While social and structural determinants of health (SSDs) have gained the 

attention of the medical academy in patient disease and illness, integrating pedagogical 

approaches that provide actionable epistemological frames require consistent educational 

exposure (Bleakley, 2015; Jones et al., 2014; Metzl & Hansen, 2014). The large majority 

of literature on the role of SSDs on health, illness, adherence, and prognosis has been 

generated over the last several decades by the humanities and social sciences. SSDs 



 151 

emergent transition into the medical academy around social justice in healthcare, as it 

relates to upstream and downstream factors has recently seen considerable growth. 

Literature produced by MDs (Good, 2010, 1985; Holmes, 2013; Metzl, 2012; Metzl & 

Hansen, 2014) highlights the call for medical practices attentive to the SSDs that land 

patients in their care. Sharma et al (2017) call for a “critical consciousness” in medical 

education and training that re-centers SSDs around justice and inequity. They call for 

“major structural and cultural transformations” within medical education that would 

make the academy authentically socially responsible. While this is certainly essential, 

how is the role of SSDs in medicine kept from being medicalized?  How are the 

humanities and social sciences discourses of SSDs engaging the knowledge expertise in 

these disciplines to prevent expropriation? What structures within institutions of 

biomedical education articulate with the humanities to maintain legitimate knowledge 

translations?     

Reflecting on the history of “cultural competency”, what will prevent the current 

wave (second) of the medical and health humanities foci from following the same 

trajectory as cultural competency? Cultural competency approaches initiated in the early 

1970s promoted an agenda of awareness of the “other” meaning “patient” in the clinical 

encounter. While a progressive start, it typically highlighted the role of the patient’s race, 

ethnicity, and cultural beliefs as potential barriers that may not be compatible or were 

contrary to biomedical diagnosis and treatment. It did not focus on legitimating a 

patient’s knowledge or way of knowing, but merely recognizing that the patient 

represented an “other” in the clinical encounter equation. Cultural competency, like the 
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medical and health humanities sought to disrupt dominant biomedical knowledge in the 

clinical encounter. But, as they were incorporated into medical institutions in the form of 

training and patient informational checklists, they slowly became medicalized. The initial 

concept of understanding a patients social, cultural, and economic contexts impact on 

their health slipped into a reductive reference tool in interacting with patients.  

This process is what Clarke et al., (2010) refer to as co-opting in biomedicine, in 

which mechanism of medicalization and biomedicalization respond to competing 

knowledges by co-opting non-biomedical health knowledges and practices as medical. 

Co-opting knowledge in this way allows power to transform itself when it meets 

resistance. As models, theories, and practices of social and structural determinants are 

finding their place in medical education and practice today, what will keep them from 

being translated and medicalized? What is needed to prevent the resurgence of “re-

humanizing medicine” from following the pattern of diversity and cultural competency 

training that has gone before, ultimately slipping into lists and competencies that can be 

categorized by “gaze” and hence perpetuate inequities.  

 

Structural Competency 

Johnathan Metzl (sociologist and M.D.) and Helena Hansen (anthropologist and 

M.D.) propose a shift in medical education and training to address the growing health 

inequalities in biomedicine. They argue that medical curricula need to focus attention on 

the ways in which social, economic and political factors result in symptoms (Metzl, 2012; 

Metzl & Hansen, 2014). Through their theory of “structural competency” they proposes 
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five key competences of clinical training: “1) recognizing the structures that shape 

clinical interactions, 2) developing an extra-clinical language of structure; 3) 

rearticulating ‘cultural’ formulations in structural terms; 4) observing and imagining 

structural interventions; and 5) developing structural humility” (Metzl & Hansen, 2014). 

Paralleling theoretical frames and research of the humanities and social sciences, Metzl 

advocates for the awareness in medicine to the ways in which structures function as a 

system that produce and reproduce social determinants directly linked to health 

(Betancourt, 2006; Betancourt & Maina, 2004; Marmot & Wilkinson, 2005). The 

structural competency approach problematizes pedagogical diagnostic frameworks that 

employ check lists. Similar to theoretical and methodological discourse on narrative in 

medicine, training in structural competency inculcates differential diagnosis skills that 

allow a provider to consider multiple interpretations, to include those that fall outside of 

reductive models tied to singular attributes (culture, race, income). In Foucauldian terms, 

structural competency calls for a shift in the “gaze” from the individual as pathology to 

pathological embodiment of structural violence. 

Like anthropologist researching culture and health (Del-Vecchio-Good, 2013; 

Good, 1994; Hannah, 2011; Kleinman, 1988, 1995, 2000, 2006), Metzl posits that 

medical education is currently suffering from an “over competency syndrome” that asks 

providers to develop competencies for singular individual identifies such as religion, 

sexual orientation, race, and culture (to name a few) and hence grossly misses the 

complexity and interacting influences of structural forces (Metzl, 2012) on one’s lived 

experience and health. He points to the importance of developing a humility in the 
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clinical encounter that recognizes the constraints of structures forces on both patient and 

provider (Tervalon & Murray-Garcia, 1998). In a recent podcast interview of Tess Jones, 

medical and health humanities scholar, she points out that the medical and health 

humanities is now “more than just being empathetic, its about taking action and making 

change” (Jones, 2019). One in which there is a move from “empathy” to “advocacy”. In 

this second wave frame of the medical humanities forwards a critical engagement which 

is not just contemplating medical curriculum, but rather working to change it. Its 

approach is one that insists on more radical interventions and interrogations than a 

medical and health humanities that serves medical dominance (Bleakley, 2015).  

 

Translation Without Medicalization 

Anthropologists working in medical education and practice are and have been 

keenly aware of the dangers or unintended consequences of the translation of their 

knowledge frames into utilitarian skill sets and competencies for medical training 

purposes; or medicalization (Browner, 1999; Clarke & Shim, 2011; Dror, 2011). 

Humanities knowledge paradigms translated without working knowledge of their 

intersection with medical knowledge and practice can fail to contribute to humanistic and 

equitable quality care. 

Like medicine, anthropology (and the humanities) is a calling. A vocation that is a 

politicizing, ethicizing and ideological critique (Dror, 2011) of the world and societies in 

which we all live. For those anthropologists drawing from critical theory, such as critical 

medical anthropologist, working in biomedicine requires recognition of space and 
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moments in which their translation of critical contributions exposes them to criticism 

from the medical institution. Critical theory applied to biomedical education and practice 

is often understood, and unfortunately at times poorly translated by anthropologists and 

medical humanities scholars as portraying medicine as Machiavellian. Or viewed as 

determined in its agenda to define medicine as a conscious oppressor of patient agency, 

and specifically of the underserved. These critiques are well document in literature and 

discourse on the anthropological role in medical education and practice, citing the 

perception of anthropological knowledge and approach as a harsh and critical voice, one 

that is counterproductive to advocating for humanities in medicine (Atkinson et al., 2015; 

Jones et al., 2014; Peterson, 2008; Shapiro et al., 2009).   

However, from the anthropologist’s paradigmatic perspective it is their obligation 

to respond to the positions of social structures and most specifically the effects those 

structures have on the people they serve. Yet, retaining discipline ideology within 

medical culture, like translation, requires critical reflexiveness from anthropologists. And 

it is equally important to call out the responsibility that critical medical anthropologist 

must take in responding to biomedicine’s critiques and resistance to inclusions of 

humanities knowledge frames. Whether collaborator in a medical humanities program or 

as an anthropologist working in medicine, Goffey (2015) suggests that critical insights 

that build upon the insistence of the acceptance of biomedical knowledge as social 

constructs can themselves produce hierarchies.  

In sustaining anthropological work in biomedicine, anthropologist can benefit 

from viewing themselves as what Viney et al., (2015) call a “critical collaborator”: a 
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complex role “based on the notions of entanglement, rather than servility or antagonism” 

(Viney et. al, 2015) where enacting critical theories, welded reflexively, are our core 

strength. For those anthropologists in biomedicine the turn then may become how we 

respond to collaborations with biomedicine “while retaining the uniqueness of our 

anthropological perspective” (Browner, 1999). Our commitment, the vocation of 

anthropology that forwards collaborations with biomedicine which engage a politicizing, 

ethicizing, and ideological critique (Dror, 2011) to co-construct change.  
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