
GLBH 200: Global Health Masters Core Seminar 
Fall Quarter 2019 

Seminar Time: Monday 12:00-2:50pm 

Room: SSB 105 

 

 

 

 
Nurses seeing patients at a health clinic in Northern Ghana. Based on this snapshot, how might this scene 

compare to your own clinic experiences? 
 

 

 

Instructor: Aaron Denham, Ph.D. 

Email: adenham@uscd.edu 

Office: SBS 293 

Office Hours: Mondays 10:30-11:45am, after the seminar, and by appointment 

 

Course Description 

This seminar emphasizes how the interdisciplinary field of global health transcends borders, 

encompasses the transnational flows of people, resources, and ideas, and integrates the 

micro/macro and local/global levels. We will work from a position that to help people we must 

understand the interdependencies of culture, contexts, structures, and institutions and how these 

intersect with wellness and disease. While using cases from a range of regional and cultural 

contexts, we will explore the key concepts, challenges, and approaches in global health. We will 

take advantage of case study, design thinking, and other conceptual and problem-solving 

paradigms to move between theoretical, critical, and pragmatic perspectives that attend to what 

works and what fails across the global health landscape. Upon completing this seminar, you will 

have established a toolkit of theories, concepts, skills, and methods essential for working in 

global health. 

 

 



Learning Outcomes: 

At the completion of this course, you will be able to: 

1. Describe the major causes of morbidity and mortality around the world and discuss 

their trends, determinants, and impact on individuals and populations.  

 

2. Synthesize the past and present efforts to address major global health challenges (such 

as the Alma-Ata Declaration, PEPFAR, Global Fund partnership, MDGs, and SDGs). 

 

3. Evaluate how local and global forces impact the global burden of disease, emerging 

and re-emerging health challenges, neglected diseases, the causes and control of 

epidemics, and people’s experiences of these domains.  

 

4. Identify how inequality, human rights, and structural violence shape health and 

explain why health is distributed unequally within and between populations. 

 

5. Demonstrate an awareness of the social justice and ethical challenges that can arise 

while addressing global health issues with vulnerable populations in diverse contexts. 

 

6. Propose academic and pragmatic approaches for addressing complex global health 

problems, and apply context specific, community-based strategies to engage 

marginalized and vulnerable populations in making decisions that affect their well-being.  

 

7. Demonstrate professionalism, integrity, respect for others, and teamwork skills in all 

aspects of learning and professional practice. 

 

8. Create a portfolio that describes your experiences, interests, perspectives, and goals. 

 

 

Attendance: 

Attendance is required. Missing a seminar will place you at a disadvantage and can result in a 

reduction in your seminar participation grade. Please speak with Aaron if you miss a seminar (or 

plan to miss a seminar due to religious, health, caregiving, or family obligations).  

 

 

Course Website: 

Canvas is an extension of the seminar space. Please check Canvas regularly for updates, event 

announcements, and to participate in on-going discussions of global health news, seminar 

material, professionalization resources, and career opportunities.  

 

 

Seminar Structure: 

Each seminar will bring together key global health concepts, theories, challenges, and case 

studies. While there are weeks dedicated to specific topics, many of the core issues and topics in 

global health will be introduced and discussed across seminars throughout the quarter. For 

instance, while talking about ethnomedicine and medical pluralism, we will discuss issues related 

to mental health, TB, and the pharmaceutical industry.  



 

Each seminar will consist of the following components: 

1. Because the global health landscape rapidly changes, each seminar will begin with a 

brief review and discussion of current global health news, trends, and events. As the 

seminar progresses, I expect participants to bring in current events and apply seminar 

concepts to this material. 

2. Aaron will offer an interactive overview of the topic. This may consist of material on 

the problem, a critique, common methods for framing the issue, and how global 

health experts address it. This material will connect with but not duplicate the 

readings. During this overview, participants will actively make connections between 

the material and the weekly readings and themes. Participants are expected comment 

on and add to the overview. 

3. A discussion of weekly readings and key questions, concepts, and issues. 

4. One or more case studies that permit participants to apply course material. The case 

studies will likely be a part of components 2 and 3 above. 

5. Global health professionalization and career discussions. 

 

 

Readings: 

Complete all seminar readings before each seminar. Weekly readings are available through the 

course Canvas page. We will read two ethnographies this quarter. Electronic versions of these 

books are available through the library or you can purchase copies. 

 

Livingston, Julie. 2012. Improvising Medicine: An African Oncology Ward in an 

Emerging Cancer Epidemic. Durham: Duke University Press. 

 

Street, Alice. 2014. Biomedicine in an Unstable Place: Infrastructure and Personhood in 

a Papua New Guinean Hospital. Durham: Duke University Press. 

 

It is expected that you will have already read (in a previous course) Reimagining Global Health: 

An Introduction (Farmer, Kleinman, Kim, and Basilico 2013). We will refer to ideas contained 

within this book throughout the quarter.  

 

 

Assessments 
 

Seminar Participation: 15% 

Seminar attendance and participation are mandatory. I expect students to be active 

participants and demonstrate they have engaged the readings and material presented. 

Participation also means contributing to a general atmosphere of scholarly inquiry and 

showing respect for the opinions of others. 

 

If you are having trouble speaking up during seminars, please speak with Aaron. A good 

strategy would be to prepare summaries of ideas and themes you find compelling for each 

reading and raise specific questions to clarify some aspect of those readings. Look for 



and bring in related outside ideas and material. Take notes on what you read and write 

out questions or comments in advance.  

 

Weekly Discussion Guides: 20% 

The purpose of the discussion guide is to help you formulate ideas, questions, and 

examples to discuss during the seminar. Students will complete a discussion guide for 

seminars two through nine (for a total of eight for the quarter). Upload your guide to the 

seminar Canvas page before the seminar’s start. Bring a digital or paper copy to the 

seminar to work from. No emailed or late copies will be accepted without a documented 

excuse.  

 

There are two parts to the discussion guide. First, review and respond to the week’s 

materials. Describe and/or discuss one or more significant themes, ideas, or findings 

(either for a specific reading or, ideally, for themes across all). These can be things that 

struck you as important, not necessarily what the author says is important. After 

discussing a theme (or themes) of importance, you may make links to current events, 

connect with your experiences, or describe how this material might be useful or be used 

in your career. Second, at the end of the guide, offer two or more developed questions 

based on the readings and/or weekly themes that can initiate a seminar discussion (I 

might call on you to offer these). Discussion guides are roughly 500 words. There is no 

length minimum or maximum. I will be looking for quality of ideas.  

 

I will assess each discussion guide according to the quality and accuracy of the 

description, critique, and/or analysis. I will evaluate your questions according to how 

thoughtfully they are formed and how relevant they are to the readings and/or weekly 

theme. Each guide will receive a grade based on a 100-point scale. Papers that receive a 

grade between 90 and 100 will explore the implications of arguments in insightful or 

original ways, clearly represent the author(s) arguments, offer compelling analysis and/or 

critique, and are clear. Papers between 75 and 89 demonstrate a basic to good grasp of the 

material, present identifiable themes/issues, and attempt to offer original analysis or 

critique. Lower scores indicate your discussion guide was inadequate. You might have 

demonstrated only a basic grasp of the material, inadequately presented identifiable 

themes/issues, and did not offer an analysis or critique.  

 

Essay Exam (take home): 20% 

By week 5, I will provide a set of short answer and essay questions that engage key 

concepts within the readings, lectures, and discussions. The questions will help you apply 

the seminar material and start on your final paper. These will be due at the end of week 7. 

Success in this assignment necessitates seminar attendance, taking notes, and completing 

the readings. 

 

Global Health Case Competition: 10% 

The global health case competition gives students an opportunity to participate in a global 

health challenge and gain experience presenting a multidisciplinary, solution-focused 

proposal to a panel of experts. In week 6, students will form three teams. The teams will 

be given a brief and case summary and will have four weeks to prepare a solution to be 



delivered in a proposal presentation format. Working as a group of advisors to an agency, 

organization, or government officials, the teams will present their multidisciplinary 

perspectives and propose the best strategy to address the challenge. The perspectives and 

solutions must consider the needs of diverse stakeholders affected by the strategy. Teams 

will prioritize and justify all their decisions and should be prepared to explain their 

perspectives. Each team will have 20 minutes to present their solution followed by a 

question period. The winning team will receive a prize (extra credit anyone?), a 

certificate for your portfolio, and bragging rights. 

 

Portfolio: On-going (graded during the comprehensive exam) 

Throughout the quarter you will build a global health portfolio that tracks your 

achievements, experiences, and interests. Think of the portfolio as an expanded resume 

and resource for future work and study. It will include your resume, interests and 

specialties, reflections, goals, skills, presentations, work and volunteer efforts, leadership 

roles, group projects, and selected course papers and case studies. We will discuss the 

details of the portfolio in the seminar.  

 

Burden of Disease Report and Advocacy Statement: 35% 

This paper consists of two parts. First, write a comparative analysis of a global health 

burden (or cause of premature death) from a holistic perspective that contrasts two 

regions, populations, or cultures. Second, choose one of these populations and write a 

400-600 word advocacy statement. Write this as if you are giving this statement to the 

WHO, UN, a Ministry of Health, or a development agency. In this statement you will be 

communicating the issue at hand for the population you are working with. 

 

It is in your best interest to choose something that has been underway for several years—

a greater diversity of sources will result in a more interesting and productive paper. I 

expect this to be around 2,000 to 2,500 words. Be prepared to share an informal 5-minute 

synopsis of your topic during week 7 for feedback. The paper is due during finals week. 

Include these components:   

 

1) A description of the health problem (what it is) and why studying or addressing it is 

important. What is it like to experience this condition?  

2) An introduction to the two contrasting contexts where this problem occurs. One of 

these can be a location where the problem is well managed or is not a significant 

public health issue. How do they differ and why? What is the incidence and 

prevalence of the condition in each setting? What are the health burdens 

(morbidity/mortality)? What are the trends?  

3) Discuss the risk factors (immediate and underlying), social determinants, cultural 

influences, and the global and structural factors associated with the condition. How is 

it related to other conditions or social suffering (how might it be a syndemic)? 

4) What measures or interventions have controlled or minimized the problem? Offer a 

critical evaluation of these efforts (or the lack of them). Are they effective? Why or 

why not? What assumptions are behind these efforts? 

5) Conclude with a brief advocacy statement. We will discuss advocacy statements and 

look at examples during the quarter. You will write a concise description of the 



population, its vulnerability, and nudge readers toward a potential solution. This 

statement might require you to narrow your focus to a smaller population. For 

example, while your paper might be about STIs in South Africa, the advocacy 

statement can specifically address prevention, education, or treatment for young 

migrant sex workers. This statement needs to be persuasive, clear, based on evidence, 

and free of jargon. You can draw on material written in the first half of your paper. 

 

 

 

 

Weekly Schedule at a Glance 
Full citations are in the detailed weekly guide below 

 

 

Week Date Topic Readings 

1 9-30 The Scope of Global Health and 

the Global Burden of Disease 

Biehl, J. and Petryna, A. (2013). “Critical Global Health.”  

 

Koplan, J., et al. (2009). “Towards a Common Definition of 

Global Health.”  

2 10-7 Ethnomedical Systems, Pluralism, 

and Pharmaceuticals in Practice 

Quinlan, M.B. (2011). “Ethnomedicine.”   

 

Van der Geest, S. et al. (1996). “The Anthropology of 

Pharmaceuticals: A Biographical Approach.”  

 

Good, B. (2010). “The Complexities of 

Psychopharmaceutical Hegemonies in Indonesia.”  

 

Jenkins, J. and E. Kozelka (2017). “Global Mental 

Health and Psychopharmacology in Precarious 

Ecologies: Anthropological Considerations for 

Engagement and Efficacy.” 

3 10-14 What We Know and How We 

Know It: Data and the Power of 

Representations  

Murray, C. (2013). “Measuring the Global Burden of 

Disease.”  

 

Adams, V.  (2013) “Evidence-Based Global Public Health: 

Subjects, Profits, Erasures.”  

 

Nichter, M. (2008). “Representations that Frame Health 

and Development Policy.”  

 

Comaroff, J. (1993). “The Diseased Heart of Africa: 

Medicine, Colonialism, and the Black Body.”  

4 10-21 Noncommunicable Diseases and 

the Locus of “Responsibility” 

Gostin, L. (2014). “Healthy Living Needs Global 

Governance.”  

 



Di Cesare, M., et al. (2013). "Inequalities in Non-

Communicable Diseases and Effective Responses." 

 

Whitmarsh, I. (2013). “The Ascetic Subject of 

Compliance”  

 

Capewell, Simon, and Hilary Graham (2010). “Will 

Cardiovascular Disease Prevention Widen Health 

Inequalities?”   

 

Whyte, S. R. (2012). “Chronicity and Control: Framing 

‘Noncommunicable Diseases’ in Africa.” 

 

Rubin, S., and R. BeLue (2017). “Diabetes in Senegal: A 

Photoessay.” 

5 10-28 Cancer, Caregiving, and Pain in 

Developing Contexts 

Livingston, Julie. 2012. “Improvising Medicine: An 

African Oncology Ward in an Emerging Cancer Epidemic.” 

6 11-4 Infectious Disease Merrill Singer (2009). “Pathogens Gone Wild? Medical 

Anthropology and the “Swine Flu” Pandemic.” 

 

Farmer, P. (1999).  “Rethinking Emerging Infectious 

Diseases.”  

 

Chabrol, F. (2018). “Viral Hepatitis and a Hospital 

Infrastructure in Ruins in Cameroon.” 

  

Renne, E. (2010). “Introduction.” In The Politics of Polio 

in Northern Nigeria.  

7 11-11 Global Mental Health and the 

Challenges of Mental Illness 

Kleinman, A. (2009). “Global Mental Health: A Failure to 

Humanity?”  

 

Collins, P., et al. (2011). “Grand Challenges in Global 

Mental Health.”  

 

Patel, V. (2011). “A Renewed Agenda for Global Mental 

Health.”  

 

Summerfield, D. (2008). “How Scientifically Valid is the 

Knowledge Base of Global Mental Health?”  

 

Patel, V. (2014). “Why Mental Health Matters to Global 

Health.”  

 

Kirmayer, L. (2014). “Toward a New Architecture for 

Global Mental Health.”  

 

Miller, Greg (2012). “Who Needs Psychiatrists?”  



8 11-18 Maternal and Child Health Berry, N. (2008). “Making Pregnancy Safer for Women 

Around the World.” 

 

Young, A. (2012). “Negotiating Risk and the Politics of 

Responsibility: Mothers and Young Child Health among 

Datoga Pastoralists in Northern Tanzania.” 

 

Davis-Floyd, R. et al. (2009). Introduction. In Birth Models 

that Work. 

9 11-25 Bringing it Together: Institutions, 

Systems, and Uncertainty in the 

Global Context 

Street, Alice. 2014. “Biomedicine in an Unstable Place: 

Infrastructure and Personhood in a Papua New Guinean 

Hospital.” 

10 12-2 Wrap-up and Global Health Case 

Competition 

No assigned readings 

11 12-12 Final paper due  

 

 

The Fine Print 
 

Late Assignments: 

Each late assignment case will be managed individually. Extensions can be given for sickness, 

religious and family obligations, and other hardships (but only for the number of days lost). 

Please contact Aaron when you realize you cannot make a deadline. Extensions will not be given 

for poor planning or time management problems. I will not accept assignments over 7 days late. I 

will deduct 4% from the total assessed value for each day late.  

 

Seminar Changes: 

Minor modifications to the topics and readings might occur during the quarter. I will not add to 

your reading or assignment load. Adequate warning will always precede these adjustments. 

 

Academic Policies: 

It is your responsibility to review and understand the UC San Diego Academic Politics. 

 

 Academic Integrity 

academicintegrity.ucsd.edu 

 

 UCSD Student Conduct Code 

https://students.ucsd.edu/_files/student-conduct/ucsandiego-student-conduct-

code_interim-revisions1-16-18.pdf 

 

 Principals of Community 

https://ucsd.edu/about/principles.html  

 

https://academicintegrity.ucsd.edu/
https://students.ucsd.edu/_files/student-conduct/ucsandiego-student-conduct-code_interim-revisions1-16-18.pdf
https://students.ucsd.edu/_files/student-conduct/ucsandiego-student-conduct-code_interim-revisions1-16-18.pdf
https://ucsd.edu/about/principles.html


Support Services: 

Please speak with Aaron if you need any additional support throughout the course. UCSD offers 

a range of support services. 

 

Ask a Librarian 

https://library.ucsd.edu/ask-us/  

 

Writing and Critical Expression 

https://commons.ucsd.edu/students/writing/  

 

Supplemental Instruction 

https://commons.ucsd.edu/students/supplemental-instruction/  

 

Tutoring 

https://commons.ucsd.edu/students/math-chemistry-tutoring/  

 

CAPS Student Health and Well-Being 

https://wellness.ucsd.edu/  

 

 Community Centers 

https://students.ucsd.edu/student-life/diversity/index.html 

 

 Office of Equity, Diversity, and Inclusion 

https://diversity.ucsd.edu/   

 

Student life: Diversity 

https://students.ucsd.edu/student-life/diversity/ 

 

Policy on University of California Diversity Statement 

https://regents.universityofcalifornia.edu/governance/policies/4400.html 

 

 Basic Needs 

Any student with difficulty accessing sufficient food to eat every day, or who lacks a safe 

and stable place to live, and believes this may affect their performance in this course, is 

encouraged to contact:  

foodpantry@.ucsd.edu |  basicneeds@ucsd.edu  | (858)246-2632 

 

 Technical Support 

 https://acms.ucsd.edu/contact/index.html 

 

CARE at the Sexual Assault Resource Center 

858.534.5793 | sarc@ucsd.edu | https://care.ucsd.edu 

 

Counseling and Psychological Services (CAPS) 

858.534.3755 | https://caps.ucsd.edu 

 

https://library.ucsd.edu/ask-us/
https://commons.ucsd.edu/students/writing/
https://commons.ucsd.edu/students/supplemental-instruction/
https://commons.ucsd.edu/students/math-chemistry-tutoring/
https://wellness.ucsd.edu/
https://students.ucsd.edu/student-life/diversity/index.html
https://diversity.ucsd.edu/
https://students.ucsd.edu/student-life/diversity/index.html
https://regents.universityofcalifornia.edu/governance/policies/4400.html
mailto:foodpantry@.ucsd.edu
mailto:basicneeds@ucsd.edu
https://acms.ucsd.edu/contact/index.html
mailto:sarc@ucsd.edu
https://care.ucsd.edu/
https://caps.ucsd.edu/


 Accessibility 

Students requesting accommodations for this course due to a disability must provide a 

current Authorization for Accommodation (AFA) letter issued by the Office for Students 

with Disabilities (OSD) which is located in University Center 202 behind Center 

Hall.  Students are required to present their AFA letters to Faculty (please make 

arrangements to contact me privately) and to the OSD Liaison in the department in 

advance so that accommodations may be arranged.  

Office for Students with Disabilities (OSD) 

858.534.4382 | osd@ucsd.edu | https://disabilities.ucsd.edu/ 

 

Accommodations:  

Students requesting accommodations for this course due to a disability must provide a current 

Authorization for Accommodation (AFA) letter issued by the Office for Students with 

Disabilities (OSD) which is located in University Center 202 behind Center Hall. Students are 

required to present their AFA letters to the instructors (please make arrangements to contact me 

before or after class or in office hours) and to the OSD Liaison at the Global Health Program 

(ghpadvising@ucsd.edu) in advance so that accommodations may be arranged.  

 

 

I support the education and social advancement of all students, regardless of their immigration 

status, religion, race, ethnicity, gender identity, or any other social factor used to limit their life 

opportunities. 

 

 

 

 

Seminar Outline and Study Guide 

 
 

Week 1: The Scope of Global Health and the Global Burden of Disease 

Global health involves a holistic approach to disease and wellness that transcends borders, 

considers context, and comprises the links and transnational movements of people, materials, and 

ideas. The health challenges and quality of life within and between populations and nations are 

unequal. While gains have been made in global health over the past decades, the gap reflected in 

health and health care disparities remains significant and, in some regions, is increasing. The 

goal of this seminar is to begin thinking creatively about health problems and envision 

innovative ways of confronting health issues and identifying the benefits and consequences of 

interventions. This week we will explore the scope and assumptions of global health, review 

foundational concepts, and examine two case studies to apply existing our knowledge and 

expand our thinking skills and toolkits. If time remains, we will start our review of the global 

burdens of disease (that we will continue in week 3).  

 

Key Terms: Biosocial; Biopolitical; Colonialism; Critical theories/perspectives; Docile bodies; 

Epidemiological transition; Ethnography; Flows and disjunctures; Global burden of disease; 

Globalization; Governmentality; Health equity; Magic bullet; Panopticon; Political-economy; 

Social determinants; Structural; Synergy (biological); Syndemic; Transnational. 

mailto:osd@ucsd.edu
https://disabilities.ucsd.edu/


 

Core Questions: 

There are many definitions for global health (Aaron will present the shared themes). 

What assumptions and perspectives constitute the foundation of global health? How do 

you define global health and its scope of practice and how does it differ from public 

health and medicine? 

 

When we approach global health problems from biosocial, cultural, and structural 

perspectives that emphasize, for instance, the role of syndemics, post-colonial legacies, 

power, and poverty, how does that change how we think about solutions? 

 

Some people say global health is itself a paradox. Why? A few years ago, a noted public 

health researcher said to me that global health is a fad that will soon pass. Respond to 

this. 

 

What is the current global burden of disease? What can we learn from looking at the 

historical and epidemiological transitions? What patterns are present? What might the 

future hold? 

 

Required Readings: 

Biehl, J. and Petryna, A. (2013). “Critical Global Health.” In When People Come First: 

Critical Studies in Global Health. 

 

Koplan, J., et al. (2009). “Towards a Common Definition of Global Health.” The Lancet 

373: 1993-95. 

 

Professionalization: How do you formally introduce yourself and others?  

 

 

Week 2: Ethnomedical Systems, Pluralism, and Pharmaceuticals in Practice 

How do people stay well and treat sickness? Healing and medicine, like any other subsets of 

culture, are locally situated and shaped by the cultural context in which they develop. 

Ethnomedicine refers to an area of inquiry that examines the conceptualizations of illness and 

healing across cultures. Reviewing and building on what you have learned in medical 

anthropology classes, this week’s seminar will discuss how notions of illness and wellness are 

shaped by the cultural context in which people live. Some scientific and public discussions of 

medicine can privilege Western biomedicine as “real” medicine and take Western disease 

categories and ways of perceiving the world for granted or as a natural representation of the 

world as it is. For example, Whyte stresses how pharmaceutical treatments are “based on the 

principle that medicines have the same action in all patients: dosages are standardized … and the 

effects are considered to be universal.” Schlosser and Ninnemann (2012) note that “a significant 

and growing body of research reveals that pharmaceutical efficacy is not such a one-dimensional 

phenomenon, but is linked to multilevel, interwoven dimensions ranging from individual biology 

to sociocultural dynamics.” This seminar will question the assumptions of biomedicine and 

explore what shapes the perceptions of illness and wellness across cultures. We will discuss case 

studies on the perception, use, and role of medicines and pharmaceuticals globally. We will 



consider how people in diverse communities come to understand medicines and how they work. 

We will also examine self-medication and consider cases why people start and stop medicines 

while paying special attention to tuberculous and psychiatric conditions. Finally, we will 

consider the positions and arguments around the “globalization of pharmaceuticals.” 

 

Key Terms: Biomedicine; Biomedical gaze; Biologized subject; Biotechnical embrace; 

Biography of pharmaceuticals; Body (individual, social, political bodies); Drug resistance; 

Efficacy; Emic and etic; Ethnomedicine; Ethnomedical translation; Explanatory models; Help 

seeking; Idioms of distress; Lay epidemiology; Lifeworlds; Medical pluralism; 

Naturalistic/personalistic distinctions; Neuropsychiatry; Pharmaceuticalization of health; 

Phenomenological; Placebo (meaning effect); Polypharmacy; Post-colonial; Psychotic illnesses; 

Reductionism; Social suffering; Symbolic logic; Thick descriptions; Vulnerability. 

 

Core Questions: 

What are explanatory models and what domains do people attribute illness vulnerability, 

causation, and transmission? Why is this information (sometimes called lay 

epidemiology) essential to global health practice?  

 

What sources of information do people privilege when searching for information and 

treatments? How do people seek information and help (who and what do they look to)?  

 

What forces shape people’s understandings of medicines? Why are medicines so popular 

during moments of distress? 

 

How might we represent or translate ethnomedical categories and understandings? 

 

Why do people stop taking medicines? 

 

What are the arguments and questions around the globalization of pharmaceuticals? What 

does Good’s (2010) perspective say about this worry? 

  

What are the major lessons learned through studies of pharmaceutical practice and 

marketing? Why do representations of medicines matter? 

 

Behind the pharmaceutical industry lies a morass of economic and moral paradoxes. 

Some therapeutic markets are launched while other no less urgently needed markets are 

ignored. What factors, for instance, shaped the slow development of anti-HIV drugs in 

Africa? 

 

Required Readings: 

Quinlan, M.B. (2011). “Ethnomedicine.”  In A companion to medical anthropology. 

Chichester: Wiley-Blackwell, pp. 381-403 

 

Van der Geest, S. et al. (1996). “The Anthropology of Pharmaceuticals: A Biographical 

Approach.” Annual Review of Anthropology 25:153-178. 

 



Good, B. (2010). “The Complexities of Psychopharmaceutical Hegemonies in 

Indonesia.” In Pharmaceutical Self: The Global Shaping of Experience in an Age of 

Psychopharmacology. Pp:117-144. 

 

Jenkins, J. and E. Kozelka (2017). “Global Mental Health and Psychopharmacology in 

Precarious Ecologies: Anthropological Considerations for Engagement and Efficacy.” In 

The Palgrave Handbook of Sociocultural Perspectives on Global Mental Health. London: 

Palgrave. 

 

Professionalization: The elevator pitch. How to communicate your background and interests 

quickly. Summarize your professional interests and experiences in one paragraph for a cover 

letter or website bio. 

 

 

Week 3: What We Know and How We Know It: Data and the Power of Representations 

A diverse range of data, theories, and interpretive frameworks inform the global health 

knowledge base. In this seminar, we will examine the common “ways of knowing” used by 

global health professionals. We will review a selection of the measures used to interpret the 

global burden of disease and further develop our toolkit for thinking about disease and health 

interventions. The gold standard in health care is the randomized controlled trial (RCT). RCTs 

and the rise of evidence-based medicine (EBM) result from a goal to create a stronger scientific 

foundation for clinical work and health interventions. While yielding important health gains, 

EBM is not perfect. We will consider the strengths and weaknesses of such approaches and look 

at alternatives. Throughout the seminar, we will continue with our discussion of the global 

burden of disease (from week one). Finally, the seminar will emphasize the role that 

representations play in shaping health priorities and interventions. We will look at past 

representations from colonial and global health projects to better understand the perceptions of 

race and how the medicalization of difference justified colonial interventions. In preparing for 

this seminar, consider how past and present global health efforts are framed and how the social 

theories you are familiar with reveal underlying assumptions.  

 

Key Terms: Clinical trial; Colonial imaginary; Constructivism; Disability Adjusted Life Years; 

Discipline; Environmental determinism; Evidence-based medicine; Happy speak; Gaze; Humane 

imperialism; Kinds (Hacking); Missionary medicine; Neoliberalism; Normality; Orientalism; 

Othering; Positivism; Randomized Controlled Trial; Reification; Representation; Top-down; 

Tropical medicine;  

 

Core Questions: 

What contributed to the rise of EMB and RCTs? What are some strengths and 

weaknesses associated with EBM and RCTs?  

 

How does EBM and, conversely, qualitative and ethnographic approaches shape research 

questions and interventions?  

 

In what ways has EBM, neoliberalism, and quantified ways of knowing moved into other 

sectors such as NGO management? How best can measures of health, such as the DALY, 



be reconciled with local experience? Are there alternative ways to quantify and 

understanding morbidity and mortality?  

 

What is the current global burden of disease? What can we learn from looking at the 

historical and epidemiological transitions? What patterns are present? What might the 

future hold?  

 

Why do representations matter? How do representations shape health interventions? How 

does faming issues and identifying populations in particular ways facilitate action but 

also simplify complex issues? 

 

How did the colonial representations of the other shape health interventions and the 

governance of colonized people? In what ways do the knowledge frameworks from 

colonial times persist?  

 

How have populations been sexualized and pathologized based on culture, race, ethnicity, 

poverty, and geography? 

 

What can we learn if we apply similar critical forms of analysis to the assumptions 

behind contemporary representations of bodies, health, and illness in public health 

interventions?  

 

Required Readings: 

Murray, C. (2013). “Measuring the Global Burden of Disease.” New England Journal of 

Medicine 369:448-57. 

 

Adams, V.  (2013) “Evidence-Based Global Public Health: Subjects, Profits, Erasures.” 

In When People Come First: Critical Studies in Global Health. Pp. 54-90. 

 

Nichter, M. (2008). “Representations that Frame Health and Development Policy.” In 

Global Health: Why Cultural Perceptions, Social Representations, and Biopolitics Matter. 

Pp: 107-118. 

 

Comaroff, J. (1993). “The Diseased Heart of Africa: Medicine, Colonialism, and the 

Black Body.” In Knowledge Power and Practice: The Anthropology of Medicine and 

Everyday Life. Pp: 305-329. 

 

Professionalization Goal: What is your professional mission statement? What are your short and 

long-term career goals? You should revise your mission statement and goals over time as you 

change and develop your interests and focus. What core competency area or topic is your 

strength? What area is your weakness? 

 

 

Week 4: Noncommunicable Diseases and the Locus of “Responsibility” 

Chronic and noncommunicable diseases (NCDs) are now the leading cause of death globally. 

The majority of NCD deaths now occur in low- and middle-income countries and are often 



compounded by high infectious disease burdens. Health professionals believe that the majority of 

these diseases can be prevented. NCDs are not simply a result of perceived personal or lifestyle 

choices (use of alcohol and tobacco, unhealthy diet, and low physical activity), but pervasive 

underlying socioeconomic determinants and the consequences of rapid urbanization. Notably, 

among the poor, a vicious cycle may ensue: “poverty exposes people to behavioural risk factors 

for NCDs and, in turn, the resulting NCDs may become an important driver to the downward 

spiral that leads families towards poverty” (WHO 2011:vii). The treatment for NCDs (and the 

phenomena of non-adherence or non-compliance) reveal deep tensions around notions of the 

responsibility for the disease and treatment. Where responsibility is assigned often has powerful 

consequences for how diseases become stigmatized and managed. 

 

Key Terms: Adherence; Clientship; Chronic diseases; Compliance; Global governance; Lifestyle 

diseases; Moralizing discourse; Sociality (embodied, and patterns of); Stigma; Therapeutic 

citizenship. 

 

Core Questions: 

What are the public health and behavioral risk factors associated with NCDs? What are 

the misconceptions around NCDs? 

 

How can effective NCD programs be designed and implemented, particularly among 

poor countries? What are the WHOs “best buys” for low-cost, high-impact strategies to 

prevent NCDs? 

 

What happens when we juxtapose lifestyle and life conditions? What insights emerge? 

 

In developing chronic disease programs, what role does personal responsibility (or 

blame) play? What does the language of personal responsibility evoke? What factors 

make it difficult for people to be “responsible.” 

 

How might the challenges be met across the range of diverse non-communicable 

conditions?  

 

What are the “high-risk” approaches to prevent cardiovascular disorders? What are the 

issues associated with this method? What are alternatives? 

 

Could there be problems with the term “Noncommunicable Disease” itself? How might 

the term NCD (non-infectious) obscure the epidemic? Can epidemics be 

noncommunicable? Identify non-infectious modes of transmission? 

 

How do treatment prospects influence diagnosis? What moral burdens might the 

construct of “lifestyle” carry? How is this term misleading? 

 

Required Readings: 

Gostin, L. (2014). “Healthy Living Needs Global Governance.” Nature 511:147-9. 

 

Di Cesare, M., et al. (2013). "Inequalities in Non-Communicable Diseases and Effective 



Responses." The Lancet 381(9866): 585-597. 

 

Whitmarsh, I. (2013). “The Ascetic Subject of Compliance” In When People Come First: 

Critical Studies in Global Health. Pp: 302-324. 

 

Capewell, Simon, and Hilary Graham (2010). “Will Cardiovascular Disease Prevention 

Widen Health Inequalities?”  PLoS Medicine 7:1-5. 

 

Whyte, S. R. (2012). “Chronicity and Control: Framing ‘Noncommunicable Diseases’ in 

Africa.” Anthropology & Medicine 19:1: 63-74 

 

Rubin, S., and R. BeLue (2017). “Diabetes in Senegal: A Photoessay.” Medicine 

Anthropology Theory 4 (5):99-107. 

 

Kozelka, E. and J. Jenkins (2017). “Renaming Non-Communicable Diseases.” The 

Lancet Global Health 5(7).  

 

Professionalization Goal: Discuss resume types and build a resume for your portfolio. What 

should you put on a Linkedin (or other employment) profile? 

 

 

Week 5: Cancer, Caregiving, and Pain in Developing Contexts 

There has been a surge of cancers in the global south and cancer has emerged as the “critical 

face” of African health after antiretrovirals. This week we confront the growing cancer epidemic, 

and we will consider how problems of pain, death, disfigurement, and care lie at the heart of the 

human experience. We will examine the connection between infectious diseases and cancer 

(36% of cancers in Africa are infection-related) and how African people suffer excessively high 

rates of infection-caused cancers. In our reading, Julie Livingston presents the case of a 

Botswana oncology ward and clinic as the cancer epidemic emerges. Her accounts demonstrate 

both the human stakes and institutional challenges of cancer. We will consider her examples and 

discuss how care proceeds amid uncertainty and scarcity. Alongside the cancer epidemic is a 

pain epidemic that has been made worse by the war on drugs and the opiate crisis. Few African 

patients have adequate access to pain medications. We will discuss the reasons pain medications 

are unequally distributed and consider measures to address this inequality. Finally, we will look 

at caregiving across cultures, consider its basic moral features, discuss how it is central to what it 

means to be human, and examine health programs that support caregiving and support networks. 

Caregiving—which turns on the amelioration of suffering, providing emotional support, and 

supporting activities of daily living—constitutes a basic moral act that is too often ignored 

because it is seen as outside of policy, technology, and economics (Kleinman 2012). 

 

Key Terms: Biotechnical embrace; Caregiving; Existential; Improvisational medicine; Moral 

worlds; Ontology; Public-private partnerships; Social contract; Structural adjustment; 

Unbracketing. 

 

Core Questions: 

What does Livingston mean by clinical improvisation? 



 

How are pain, disfigurement, and death social experiences? 

 

How has the movement of health workers affected medical practices and caregiving 

globally? 

 

What are the challenges of collecting data and coordinating cancer care? 

 

Describe the synergy between HIV, HIV treatments, and cancer. Why is cancer 

enmeshed in the HIV epidemic? Why do we see such high rates of cancer in Africa? 

 

What makes Botswana’s healthcare system different from its neighbors and why? 

 

What does Livingston mean when she states that the cancer experiences in the ward 

expose the unfortunate fact that biomedicine is an incomplete solution? 

 

Reflect on and unpack Arthur Kleinman’s (2012) statement: “Caregiving is one of the 

foundational moral meanings and practices in human experience everywhere: it defines 

human value and resists crude reduction to counting and costing.” 

 

Required Readings: 

Livingston, Julie. 2012. Improvising Medicine: An African Oncology Ward in an 

Emerging Cancer Epidemic. Durham: Duke University Press. 

 

Professionalization Goal: Finding a job. Where do you look? What search criteria do you use? 

What is “self-branding?” 

 

 

Week 6: Infectious Disease 

Infectious diseases remain one of the most important disease burdens in poor regions. Providing 

vaccinations or implementing behavioral interventions around IDs are rarely enough. We will 

look at cases demonstrating the complexity of addressing infectious diseases. For example, 

Brown (2011) notes how the cultural notions of contagion, fear, and stigma affect the experience 

of the disease, the accessibility of care, and the disease course and consequences. This week we 

will emphasize how ecological approaches (cultural-ecology and political-ecology) highlight the 

complexity of infectious diseases, their treatment, and how infectious diseases necessitate 

examination from multiple levels. Emerging and re-emerging infectious diseases are a significant 

global health issue. In our discussion and case studies, we will consider the past and current 

Ebola cases and the conceptual frameworks, discourses surrounding, and the pragmatic efforts to 

address the outbreaks.   

 

Key Terms: Anthropogenesis; Bureaucracy; (Re)Emerging diseases; Epidemiology; Cultural 

ecology; Iatrogenesis; Neoliberal reforms; Rumor; Systemic analyses; Unintended consequences; 

Weapons of the weak;  

 

Core Questions: 



Why are diseases that are nearly absent in developed contexts remain in impoverished 

areas?  

 

What factors contribute to the spread of infectious diseases? What are successful 

interventions or prevention models? In what ways do the domains of culture, poverty, and 

the disease intersect? 

 

What are emerging and reemerging diseases?  

 

How are infectious diseases managed (from a public health perspective)? What are the 

five common goals for reducing morbidity and mortality from infectious diseases? 

 

How would examine the biosocial origins of a pandemic? 

 

Human behavior is an important, but not the only, factor in the transmission of disease. 

What are the problems with behavioral studies? How can ethnomedical and political-

economic approaches address these problems? 

 

What is meant by the idea that most problems facing IDs are political and not technical? 

Describe a case. 

 

What contributes to people’s protest of polio vaccinations in Northern Nigeria? What role 

do rumors and a lack of primary healthcare play? How would you design a program to 

address a polio outbreak? What are the ethical issues? 

 

Required Readings: 

Merrill Singer (2009). “Pathogens Gone Wild? Medical Anthropology and the “Swine 

Flu” Pandemic,” Medical Anthropology 28(3): 199-206. 

 

Farmer, P. (1999).  “Rethinking Emerging Infectious Diseases.” In Infection and 

Inequalities: The Modern Plagues. Pp.: 37-58. 

 

Chabrol, F. (2018). “Viral Hepatitis and a Hospital Infrastructure in Ruins in Cameroon.” 

Medical Anthropology 37(6):645-658. 

  

Renne, E. (2010). “Introduction.” In The Politics of Polio in Northern Nigeria. 

Bloomington: Indiana University Press.  

 

[Additional short readings on Ebola and related case studies will be circulated] 

 

Professionalization Goal: Networking and “reaching out.” When is it appropriate to contact 

others? How do I approach someone at a conference or meeting? How do I draft an email to 

reach out to an employer or scholar? 

 

 

 



Week 7: Global Mental Health and the Challenges of Mental Illness 

Mental illness is one of the biggest components of the global burden of disease. Yet, mental 

health needs are routinely under-resourced or ignored. We will start this seminar with a review of 

the expression and experience of mental illnesses cross-culturally. We will examine the “failure” 

of global mental health, what Kleinman means when he states that the fundamental truth of 

global mental health is moral, and consider the new global mental health strategies. We will 

engage the debate between those who believe that shared forms of mental illness and treatment 

strategies exist (Patel) and those who consider it risky and a form of Western neo-colonialism 

(Summerfield). Perhaps we can frame these issues by asking what are the barriers to mental 

health care and what are the best strategies to overcome these and provide people the culturally 

appropriate services they need. Finally, we will discuss the role of paraprofessionals and 

community-based treatment. 

 

Key Terms: Dichotomies; Extraordinary conditions; Global culture; Paraprofessional; Political 

and post-colonial recovery; Precarity; Relativism; Social death (abandonment); Social suffering; 

Somatization; Upstream/downstream; Universalism 

 

Core Questions: 

What is a mental disorder and how does culture influence how we define mental 

disorders? What conditions and issues are we talking about when we talk about global 

mental health? What is the current global burden of disease for mental health conditions? 

 

Why have mental health issues appeared to grow (or become more visible) over the past 

decade? Why have there been difficulties in establishing priorities and approaches? 

 

Discuss the “grand challenges” of the Global Mental Health Initiative. Why was the 

response to it polarizing?  

 

What are the common social determinants for mental disorders? What challenges do 

refugees and indigenous communities face?  

 

Low- and middle-income countries find it difficult to put mental health high on their 

agendas. What arguments can you make to challenge the notion that mental health is a 

luxury item on the health agenda? 

 

What issues are at stake in the perceived globalization of “Western” forms or categories 

of mental illness? Can western frameworks generate a universally valid knowledge base? 

 

What do people recommend we do to change approaches global mental health? What 

does Kleinman mean when he states that any effective change should prioritize a moral 

transformation? 

 

Is there a middle ground between Patel and Summerfield’s arguments? How might they 

be talking past each other? How does Patel address the concerns around universalism? 

 



Describe the role of community health workers and community health programs in 

mental health and other health interventions. Why are the community-based and para-

professional models important to GMH? 

 

Discuss how we might develop a model that combines global funding and support while 

permitting decisions at local levels. What are the challenges of such a balance? 

 

Required Readings: 

Kleinman, A. (2009). “Global Mental Health: A Failure to Humanity?” The Lancet 

374(9690): 603-604. 

 

Collins, P., et al. (2011). “Grand Challenges in Global Mental Health.” Nature 475(27): 

27-30. 

 

Patel, V. (2011). “A Renewed Agenda for Global Mental Health.” The Lancet 

378(9801):1441-1442. 

 

Summerfield, D. (2008). “How Scientifically Valid is the Knowledge Base of Global  

Mental Health?” British Medical Journal 336(7651):992-994. 

 

Patel, V. (2014). “Why Mental Health Matters to Global Health.” Transcultural 

Psychiatry 51(6):777-789. 

 

Kirmayer, L. (2014). “Toward a New Architecture for Global Mental Health.” 

Transcultural Psychiatry. 51(6):759-776. 

 

Miller, Greg (2012). “Who Needs Psychiatrists?” Science 335: pp. 1294-1298 

 

Professionalization Goal: Avoiding burnout, despondency, and apathy: What are some self-care 

tips for working in the field? How might self-reflective and self-evaluation practices help me and 

my work? How do I maintain balance? Who do you turn to when you need help? 

 

 

Week 8: Child and Maternal Health 

Child and maternal health and mortality rates are often the best indicators of development. 

Mothers and children are often the most vulnerable during periods of social unrest, famine, 

migration, and war. Those that live in rural areas and the poor are also vulnerable. This week, we 

examine the factors that influence maternal and infant mortality. We will also explore the 

disjuncture between the globally circulated notions of maternal risk and local perceptions of risk. 

Special attention will be paid to the intersection between global infant and maternal health 

messages (such as the safe motherhood initiatives) and the experiences of mothers in these 

contexts. 

 

Key Terms: Demographic indicators; Family planning; Global Gag Rule (Mexico City Accords); 

Hegemony; Midwives (types of); Overintervention; Risk; Safe motherhood; Technocratic;  

 



Core Questions: 

Why must women’s health be given a prominent position in global health agendas? Why 

has it been neglected? 

 

What are the direct and indirect causes of maternal deaths? What are women dying from 

in pregnancy? 

 

What are the significant risk factors? How are these risk factors addressed? What might 

be some of the unintended consequences of, or difficulties associated with, material 

health programs?   

  

What are the pitfalls of top-down safe motherhood campaigns? 

 

Why do people have large families? What are common fertility trends (where is fertility 

lower)? What do successful family planning programs have in common? 

 

 Discuss the impact of restrictive laws on abortion rates and maternal health outcomes. 

 

What are the common components of maternal and perinatal health education programs? 

What constitutes a safe pregnancy and birth? 

 

 What works and what fails in maternal health and birthing support programs? 

 

 Describe the differences between official and unofficial risks in maternal health 

 

What role does technology play in birth and maternal health? What are the concerns 

around the use and dependence on technology in birthing? 

 

Required Readings: 

Berry, N. (2008). “Making Pregnancy Safer for Women Around the World.”  In 

Anthropology and Public Health: Bridging Differences in Culture and Society. Pp: 422-

446. Oxford: Oxford University Press. 

 

Young, A. (2012). “Negotiating Risk and the Politics of Responsibility: Mothers and 

Young Child Health among Datoga Pastoralists in Northern Tanzania.” In Risk, 

Reproduction, and Narratives of Experience. Pp:157-172. 

 

Davis-Floyd, R. et al. (2009). “Introduction.” In Birth Models that Work. Berkeley: 

University of California Press.  

 

Professionalization Goal: TBA (what are you interested in?). Assembling your portfolio and 

keeping it updated. Getting heard: Publishing in academic and non-academic venues.  

 

 

 

 



Week 9: Bringing it Together: Institutions, Systems, and Uncertainty in the Global Context 

Many themes and topics we have discussed this quarter come together in Alice Street’s 

ethnography “Biomedicine in an Unstable Space.” We will use this book to discuss health 

systems and hospitals in low-income regions. We will trace how global practices and institutions 

intersect with and shape human bodies and subjectivities and we’ll discuss the role of biomedical 

visibility and how people become the subjects and objects of medicine. This week we will again 

consider an example of how medicine is practiced and how people experience healing in a space 

where international standards cannot be followed and where uncertainty is ever-present. As 

health systems are highly context-specific, there is no single set of best practices that can be put 

forward as a model for improved performance. But there are shared characteristics that we will 

review. Finally, we will review what is associated with effective health care delivery models and 

health systems. 

 

Key Terms: Biological citizenship; Brain-drain; Emplacement; Health governance; Health 

system; Integration (vertical and horizontal); Levels of care; Post-colonial disorder; 

Public/private partnerships; Rationalization; Subjectivity; User fees. 

 

Core Questions: 

What works in healthcare delivery in low- and middle-income contexts (or, for that 

matter, developed, high-income settings)? What challenges do national health systems 

face? 

 

How can we design an effective health system capable of delivering care in settings of 

poverty and disruption?  

 

How can care be provided that also addresses the structural barriers that prevent good 

health? 

 

What are the human-resource issues in low and middle income countries? Why do 

medical professional leave their jobs? How can the brain-drain be lessened? 

 

How is biological life made visible and knowable? How does the rollout of drugs, such as 

HIV antiretroviral therapy, impact how bodies are seen, differentiated, and treated? 

 

Required Reading: 

Street, Alice. 2014. Biomedicine in an Unstable Place: Infrastructure and Personhood in a 

Papua New Guinean Hospital. Durham: Duke University Press. 

 

Professionalization Goal: TBA (what are you interested in?). 

 

 

Week 10: Wrap-up and Global Health Case Competition 

In our final week, we will wrap up our discussions and Aaron will present a summary and set of 

practical tools helpful for working in international development and global health. Teams will 

present their proposals to the global health case.  


