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Introduction

It’s March 2017. I’m moving forward through the TSA line at the LAX airport,
passing by the typical warnings signs attached to the queue lines. “Empty Your
Liquids,” reads one. “Take out your laptops,” reads another. “Pregnant?” The last sign
is not a TSA warning, but a “Zika Health Advisory” published by the Center for
Disease Control. I stop rearranging my liquids to confirm that I am indeed looking at
the same infographic I have been analyzing from the comfortable distance of my liberal
arts college library in eastern Washington. Initially, I feel (for the first time) implicated
by Zika Virus, but soon realize that as a woman on birth control, this infographic is not
speaking to me so specifically. Still, I wonder, am I at risk?
My inclination to evaluate my individual risk in this moment was not
coincidental, and neither was the way the infographic featured an ethnically ambiguous
woman, her head hung over her bulging womb. In 2016, epidemiologists connected the
recent increase in reported cases of Zika Virus in Brazil to an increase in reported cases
of microcephaly, a neurological disorder that limits fetal brain development. In
response, the World Health Organization declared a public health emergency of
international concern, and public health organizations across the globe took up the
project of preventing the spread of Zika. This infographic, among others, emerged as a
strategy for prevention by encouraging individuals to reduce their own risk. Yet, in its
intentions to address an environmental health risk, the infographic seemed to carry
more than just “scientific” messages.

I am interested in how Western public health organizations respond to moments
of environmental health risks. Intersecting concerns about biosecurity, race, disability,
and gender, I see the question of Zika Virus as not just epidemiological, but deeply
political. By looking at resources published in response to Zika Virus, this thesis will
investigate the question: how does Western biomedical knowledge function through
national and international public health organizations to measure and manage
abnormality?
I approach this question by performing a discourse analysis of the infographics
published by the Center for Disease Control (CDC) and the World Health Organization
(WHO) following the declaration of the Public Health Emergency of Zika Virus in
February 2016 (Chan 2017). I theorize public health organizations, epidemiologists,
and medical practitioners as actors in a biomedical Ideological State Apparatus
(biomedical apparatus). In the case of Zika Virus, the biomedical apparatus
hierarchizes and individualizes subjects on the basis of race, gender and dis/ability.
Subjects are differentially enabled to self-regulate personal behavior in order to reduce
the risk of Zika Virus. This process disproportionately calls on the reproductive
capacities of women to make possible a white and able-bodied population by
preempting the futures of brown and disabled subjects.
Understanding discourse, as Foucault does, to be imbued with systems of power
(Foucault 1980, 60), I begin by situating my project in the theoretical frameworks
which sustain my analysis. I draw on Foucault’s concepts of power, Althusser’s
theorization of Ideological State Apparatuses, and Yuval-Davis’ work on the
intersections of gender and national population projects. I then outline how Zika Virus
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emerged as a “problem” and connect it to the political history of epidemiological
research and public health practice. I pay particular attention to how scientific research
has historically been mobilized to justify the regulation of racialized, disabled, and
gendered bodies. Next, I analyze how infographics, as a particular subset of public
health discourse, become authoritative, how they situate women as biologically
responsible for the future population, and how they reify the links between
environmental risk, race, and disability. Finally, I seek to understand the project of
analyzing discourse as a site for imaging ways to redraw lines of intelligibility. Thus, I
conclude by turning to the possibilities for resistance within and outside the dominant
biomedical apparatus by examining alternative epidemiological practices that challenge
neoliberal individualism and open the doors for more inclusive health practices.

3

Theoretical Framework
Investigating the question of how public health discourse measures and
manages normality requires substantial grounding in theories of power. Understanding
discourse as knowledge structures imbued with power (Foucault 1980, 60), I
investigate the particular mechanisms which allow public health discourse to build and
maintain authority. I argue that public health discourse emerges from the biomedical
Ideological State Apparatus and that through the mechanisms of disciplinary power,
Ideological State Apparatuses individualize and hierarchize subjects on the basis of
race, disability, and gender. On the biopolitical level of regulating whole populations,
the biomedical ISA disproportionately calls on the labor of reproductive women to
produce a “healthy” future population.

Ideological State Apparatuses and Disciplinary Power
Althusser’s concept of Ideological State Apparatuses (ISAs) offers a productive
framework for theorizing the institutions that produce public health discourse.
Althusser describes ISAs (e.g. schools, churches) as the ideological counterpart to the
violent Repressive State Apparatuses (e.g. police, government) (Althusser 2006, 96).
ISAs operate on the level of ideas, rather than on the level of physical force, to assert
control (Althusser 2006, 96). Ideology, produced by subjects and for subjects, informs
how humans imagine and perform their role and relationships within the public sphere.
Additionally, while many ideologies may exist, the dominant ideology is shaped by the
“ruling class elite” (Althusser 2006, 93).
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Similarly, most dominant Western public health practices are grounded in a
single ruling ideology. Environmental sociologist Phil Brown argues that scientists,
public health officials, and healthcare practitioners (actors in the biomedical apparatus)
practice a fairly standardized model of epidemiology (Brown 2007, xiv). Epidemiology
is generally defined as the set of beliefs and practices about disease and its causation,
and this “Dominant Epidemiological Paradigm” (DEP) is the particular approach to
practicing epidemiology which traces the causes of disease back to individual behavior,
ignoring social and environmental factors (Brown 2007, xiv). Individualizing the
causes of disease can be understood as a technique of neoliberal governance to
dismantle the welfare state (MacKendrick 2010, 130). Privatization and personal
responsibility are key principles of neoliberal ideology, based on the assumption that
the free market is an efficient mechanism for provoking social and political change
(MacKendrick 2010, 131). Shaped by a neoliberal context, DEP addresses individuals
as autonomous actors who can change behaviors or purchase commodities to prevent
or reduce the risk of disease (Petersen and Lupton 1996, 90). A product of neoliberal
ideology, I understand DEP to be the ideological thrust of the biomedical apparatus.
ISAs guarantee their reproduction through subject interpellation, a process that
recruits individuals to reproduce ideology by reinforcing certain material practices and
norms. To describe subject interpellation, Althusser first draws on the example of a
police officer hailing a citizen, “Hey, you there” (Althusser 2006, 105). The police
hails the individual, and the individual recognizes that he/she is being hailed: this
moment manifests the subject (Althusser 2006, 105). However, Althusser complicates
this causal narrative by arguing that subjects are always-already interpellated by ISAs.

5

Through ideological norms about sex, gender, race, etc., the individual is “alwaysalready a subject,” (Althusser 2006, 106) and the subject to-be finds its place by
internalizing and enacting these predetermined norms.
Foucault’s theory of disciplinary power is useful for explaining the particular
mechanisms of subject interpellation. As opposed to sovereign power which governs
the general population directly, disciplinary power functions by individualizing and
hierarchizing subjects (Wilcox 2011, 105). The body becomes an “object and target” of
power that can be manipulated, shaped, and improved (Foucault 1997, 136). Bodies are
habituated and made docile, self-regulating according to disseminated norms (Foucault
1997, 136). Foucault argues this process defines a new political autonomy. The docile
body is called to regulate, surveille, and act in new and efficient ways, thus the body
gains a certain force and agency through an increased capacity to act. However, this
increased force comes from “a relation of strict subjection,” disassociating power from
the body (Foucault 1977, 140). In other words, the power to act does not come from
within, rather flows from systems of power and privilege. Similarly, in Althusser’s
language, while subjects may be interpellated by ISAs and perform specific material
practices to reproduce ideology, these scripts imply a relation of subjection, where
subjects act according to ideological norms.
Importantly, the techniques of disciplinary power are located in the details.
Foucault argues disciplinary power operates in “small acts of cunning endowed with a
great power of diffusion, subtle arrangements, apparently innocent, but profoundly
suspicious” (Foucault 1977, 139). The detailed distribution of bodies in space and the
control of activity are key. For example, the architecture and interior organization of
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hospitals distribute bodies in space: doctors, nurses, administrators, patients move
throughout rooms according to their designated roles in ways informed by the physical
structure. Additionally, hygiene, schedules, and medical instruments give order and
routine to behaviors (Foucault 1977). The biomedical apparatus asserts disciplinary
power in other sites. Pharmacies, schools, workplaces, and websites maintain their own
distributions of individuals and control of hygiene and health (e.g. webpages
specifically for professions vs. patients, health and safety regulations, etc.). Using the
techniques of disciplinary power such as space and docility, ISAs interpellate subjects
who self-regulate behaviors and reproduce the dominant ideology.

Biopower and Reproduction
Foucault’s theory of biopower situates this process of subject formation in a
broader national project. Biopower is the form of power which governs and regulates
the biological population. Differentiating between the theoretical formulations of
premodern state power and biopower, Foucault argues that the former seeks “to take
life, and let live,” enacting the sovereign power to kill (Foucault 1995, 45). The latter
seeks “to make live, and let die,” focusing resources on optimizing life for a certain
biological population (Foucault 2003, 241). Thus, the primary function of biopower is
to maximize and protect a population.
Biopolitics is intimately tied to the problem of endemics which highlight how
biopolitical concerns are both scientific and political. Biopolitics’ first objects of
knowledge were population statistics, such as birth, death, production, and illness.
These demographic technologies make knowable the population, making it possible to
regulate a population generally (Foucault 2003, 243). Understanding and controlling
7

illness plays a crucial role in “making live” a population as diseases tend to reduce
productive capacities (Foucault 2003, 243). Predicting and modifying illness events
helps to mitigate the conditions which weaken the population (Foucault 2003, 245).
Because this biopolitical concern is situated at the intersection of health and the
political body, the population becomes a problem that brings together scientific and
political knowledge.
It is essential to pay attention to how biopolitical technologies not only “make
live” but also “let die.” In her interpretation of the relationship between sovereign
power and biopower, Lauren Wilcox argues that since biopolitics is concerned with
maximizing life, the main justification for the sovereign power to kill is to eliminate
risks and events that affect the health and wellbeing of the population (Wilcox 2011,
107). Also theorized as “biosecurity” – the “set of political technologies used to govern
the disorder of biological life” – the project of letting die achieves a certain biological
future by eliminating the possibility for the reproduction of “inferior” futures (Braun
2007, 22). In the context of disease, the sovereign power to kill is mobilized against
certain bodies that are presumed to pose a greater risk as carriers of disease or nonnormality (Foucault 2003, 258), bodies that are racialized by colonial links between
race and national origin (Nash 2006, 13). Racism justifies the death-function of
biopower by “appealing to the principle that the death of others makes one biologically
stronger insofar as one is a member of a race or a population” (Foucault 2003, 258).
Thus, the sovereign power to kill functionally sections off some populations for death
on the basis of race and disability in order to protect a “normal” population.
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While Foucault theorizes disciplinary power and biopower as distinct
modalities of power, they may be articulated together, particularly within the
biomedical apparatus. Disciplinary power and biopower both address a multiplicity of
people, but operate at different levels. The former individualizes, surveilles, and makes
docile a population and tends to function through institutions. The latter addresses the
multiplicity of people as a mass, and tends to function through the state (Foucault
2003, 242). Understanding these levels to be compatible, Foucault uses medicine as a
site where they come together. Biomedical knowledge can be applied to “both the body
and the population, both the organism and the biological processes and it will therefore
have both disciplinary effects and regulatory effects” (Foucault 2003, 252).
The intersection of disciplinary power and biopower is also manifest in the
problem of sexuality and reproduction. The individualized work of maximizing a
population has historically landed on the shoulders of women. Nira Yuval-Davis was
one of the first scholars to discuss the intersections of discourses on gender and nation
building. Yuval-Davis argues that across history, nationalist population projects situate
women as biologically responsible for the ideal population of the future nation,
rationalized through the logic of women as biologically closer to the fetus than men
(Yuval-Davis 1997, 26). Yuval-Davis urges her readers to be skeptical of pressures put
on women to have or not have children, as these pressures are often created in relation
to women “not as individuals, workers and/or wives, but as members of specific
national collectives” (Yuval-Davis 1997, 22). Thus, women are theorized as the
threshold to the future population and become responsible for making individual
reproductive choices that better the future national life.
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Additionally, Yuval-Davis argues that the prescribed behavioral changes for
women are contingent on the geopolitical context in which women live. In Gender and
Nation, she investigates three national population discourses: eugenics, Malthusian,
and “people as power” (Yuval-Davis 1997). The first regulated for selective
reproduction based on race, the second called for decreased reproduction and
sterilization in response to population pressures, and the third urged hyper-reproduction
to enhance the national body (Yuval-Davis 1997). All these regulations came with
specific images for the future healthy population, defined by race and international
hierarchies. Yuval-Davis’s work shows that investigating the regulations of women and
women’s bodies can reveal the image of “healthiness” which public health discourse
aims to construct.
The public health response to Zika Virus surfaces questions of environmental
health and reproduction, and as such is a site where biopower and disciplinary power
are simultaneously articulated. Within the biomedical apparatus, where subjects are
individualized and hierarchized on the basis of race, dis/ability, and gender, Foucault’s
theories of power illuminate how this individualization process identifies actors
(pregnant women) to regulate their behavior for the sake of producing a “healthy”
population.
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The History of Zika Virus in Public Health Discourse

Based on mass media reports, Zika Virus appears to have a recent and urgent
history. On February 1st, 2016, Dr. Margaret Chan, Director-General of the WHO,
declared the Zika Virus outbreak in Brazil a “public health emergency of international
concern” (Chan 2017). In her one-year reflection on the announcement, Chan recalls
that by this time the image of “babies born with tiny heads had been seen by nearly
everyone” due to media coverage which told “tragic stories [of] distraught mothers and
the bleak outlook projected for their babies” (Chan 2017). This image of “tiny heads”
circulated on several news sites to represent the correlation of two diseases. On one
hand, Brazil had seen an increase in reported cases of Zika Virus, a virus that causes
mild, fever-like symptoms and is carried by the aedes aegypti mosquito, which thrives
in tropical climates. Simultaneously, public health officials became concerned with an
increase in reported cases of microcephaly, a neurological disorder that disrupts fetal
brain development (Chan 2017).
Despite the increased attention paid to Zika by the Western world, the virus has
been around much longer. It was discovered over 60 years ago in the Zika Forest of
Uganda. Inactive for quite some time, the first dramatic rise in reported cases occurred
in French Polynesia in 2013 (Peterson et al. 2016, 1552). At the time, Zika was mostly
thought to be innocuous for human populations. It wasn’t until the correlated increases
of Zika and microcephaly in Brazil that researchers started investigating the
connections between Zika Virus and neurological disorders (Chan 2017).
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Public health organizations – which I define as the local, state, national, and
international institutions concerned with measuring, monitoring, regulating, and
improving public health (Petersen and Lupton 1996, 4) – now know quite a bit more
about Zika Virus. General research consensus shows that women infected with Zika
Virus are more likely to give birth to a child with microcephaly than women who are
not infected, and scholars have found possible biological mechanisms which
demonstrate a cause-effect relationship (Kumar et al. 2016). Further studies also show
that this correlation is not unique to Brazil. The past outbreak of Zika Virus in the
French Polynesian Islands had gone uninvestigated for connections to neurological
disorders, but retrospective research tied microcephaly to the Zika infection (Chan
2017). Additionally, epidemiologists found the virus could be transmitted through
contact with sexual fluids and, with less certainty, blood (Chan 2017).
However, the discourse produced by public health organizations in response to
Zika Virus coalesces not just scientific, but political, social, and environmental factors,
and these must be brought to light. Chan writes that researchers, policy makers, and
administrators at the WHO were asking the question “why only now, and why only in
Brazil” (Chan 2017). However, they were looking for answers through a predominantly
scientific lens. The colonial trend of pathologizing tropical climates for the
proliferation of zoonotic disease, the disabled and reproductive bodies in question, and
heightened attention to Brazil during the 2016 Rio Olympics play a role in how the risk
of Zika Virus emerged as a problem of “international concern” and produce political
consequences.
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Situating Zika Virus in Epidemiological Practice
DEP, the key intellectual muscle of the biomedical apparatus, can be
productively framed as an “epistemic community.” Theorized by Haas, epistemic
communities are networks of knowledge based experts – typically scientists – who tend
to exercise control over their specific body of knowledge (Haas 1992, 1). Haas argues
that by using objective and technocratic language, experts limit the participation of lay
people. Brown sees this “scientization” of information at play in DEP (Brown 2007,
xiv). Under DEP, researchers and public health officials frame questions regarding
health – questions which are simultaneously scientific, political, and moral – in only
scientific terms. This process naturalizes their conclusions, making their work appear
objective, rather than historically, socially, and politically situated (Brown 2007, xiv.)
Additionally, it delegitimizes the importance of questions that may not fit within the
specific paradigm of scientific analysis (Brown 2007, xiv). From both angles, the
objective and technocratic language of DEP limits the public’s participation in the
discussion of disease, sustaining divisions between experts and the lay public.
Importantly, while epidemiology may present as objective, it tends to carry
social biases that permeate research findings. Epidemiologist Steve Wing argues that
epidemiology purports itself as objective by attempting to isolate variables; however,
these variables tend to be informed by socially constructed categories of race, gender,
age, nationality, etc. (Wing 1994, 82). By operating under the myth that these
populations are discrete and natural, epidemiology reifies social categories of
difference. Similarly, political theorist Robert Bernasconi argues that medical science
sustained the logics of racism post-slavery by justifying segregation, apartheid,
13

eugenics, sterilization, and the holocaust (Bernasconi 2010, 205). Thus, epidemiology
is not immune to, nor innocent of producing, racist, sexist, and ableist logics.

Race, Disability, and Gendered Responsibility in Public Health
Epidemiology, in that it focuses on disease, is just one facet of public health.
Tracing the history of public health practice more broadly is helpful in unpacking the
residues of racist assumptions and approaches. Colonial legacies link race and location
in ways central to investigating how public health organizations respond to disease. In
her genealogy of health care research and practice, Linda Nash notes that nineteenth
century medical geographers wrote prolifically on tropical climates in ways that
suggested a deep fear of places “inhospitable to European civilization” (Nash 2006,
28). Additionally, colonial discourse “insisted races were associated with particular
places,” determined and justified through the language of evolution and “biological
fitness” (Nash 2006, 13). Thus, location was racialized, and the racialized bodies
attached to these places were considered more likely to carry disease than those of
European descent (Nash 2006, 14). While some of these fears have been scientifically
debunked, their residues appear in racial biases today.
Just as “biological fitness” was mobilized to link race to national origin, it was
also used to justify eugenics, a racist scientific practice that draws together the
oppression of non-white and disabled people in unique ways. Mitchell and Snyder
define eugenics as the hegemonic formations of exclusionary practices based on
scientific formulas of deviancy (Mitchell and Snyder 2001, 73). Eugenics promoted the
reproduction of pure white people, but this racist project masqueraded under ableist
terminology. Eugenics discourse used “feeblemindedness” to describe and justify
14

discrimination against non-white and sexuality deviant people, using the prejudice
against one group of people to justify the regulation of another (Stubblefield 2007). In
the attempt to biologically create and maintain a pure population, disability was
mobilized to operationalize and enable racist practices.
The concept of disability itself emerges out of biomedical definitions of
normality that are derived from prejudices rather than lived experience. Disability
scholars argue that bodies are differently-abled over the course of a life time, and it is
the scientific attempt to categorize these differences that gives rise to the concept of
disability (Snyder and Mitchell 2006, 21). The search for normality was originally a
scientific endeavor, and has been maintained by medical technologies like fetal
monitoring, abortion, and medicine (Stubblefield 2007, 166). Moreover, these
scientific classifications tend to locate disability on the peripheries of human value,
correlating disability with a value judgement of “good” and “bad” bodies (Stubblefield
2007, 167). This discourse of disability, in all its violences against certain ways of
being, is then disseminated through the disciplinary technologies of the biomedical
apparatus.
To be certain, Zika Virus and microcephaly as diseases have material impacts
that should be addressed, but these cannot be understood as separate from discourse. In
Shelley Tremain’s application of Foucauldian discourse to disability theory, she
challenges the social model of disability, arguing it forces a strict separation between
the categories of physical “impairment” and socially constructed “disability,” leaving
the former undertheorized (Tremain 2002, 33). The material realities of microcephaly
intersect embodied pain (e.g. seizures, difficulty swallowing, and a ringing sound in the
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ears (WHO 2017)) and unaccommodating social environments (e.g. lack of access to
specialized health care, economic/cultural barriers (Jarman 2015, 63)). Foucault offers
a framework for thinking about disabled bodies that does not deny the materiality of
the body, rather shows that the materiality of the body “cannot be disassociated from
the historically contingent practices that bring it into being” (Tremain 2002, 33).
Rather than thinking about physical impairment as pre-discourse, I understand
discourse and biology to co-constitute the material realities of disability. Strategies to
address the material impacts of Zika Virus must then consider their biological and
discursive origins.
Fetal monitoring technologies are not only mobilized to identify abnormality,
but also function as a tool to increase the surveillance and regulation of women’s
behavior, heightening individual responsibility. Women, understood biologically as the
threshold between the environment and the fetus, have historically been the actors
made responsible for fetal health. For example, research links mercury intake during
pregnancy to fetal cognitive development. Rather than addressing the sources of
environmental pollution (such as coal burning and mining) that are correlated with an
increase in mercury in seafood, the biomedical community largely responded by
advising pregnant women against seafood consumption (Mansfield 2012). This
example illustrates how women are made individually responsible for upholding
certain fetal development norms, while environmental conditions are ignored.
This responsibility often carries stigmas and shames for reproducing
“unhealthy” children, which disproportionately attach to women of color. For example,
the diagnosis called fetal alcohol syndrome was developed by scientific research in
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1973, linking mother’s alcohol intake to fetal development (Armstrong 1998, 2025).
The research, informed by social anxieties about abnormality and race, was particularly
attentive to disproportionately high rates of drinking in Native American communities,
and used Native American women as test subjects (Armstrong 1998, 2027). The
prescriptions that emerge out of this diagnosis are at once moral and medical, shaming
mothers for their behavior and reifying lines of normality for children (Armstrong
1998, 2025). While shame may be justified by the neoliberal belief that people are
alcoholic by choice, in reality alcoholism is tied to structural issues, like settler
colonialism, economic inequality, targeted marketing, poor social services, and unequal
access to education, job training and health care (Ross 2006). By ignoring factors that
make the environment – biologically, socially, and politically defined – dangerous to
fetal development, the biomedical apparatus makes women responsible for fetal
“normality” and stigmatizes them in racialized ways.

17

Methods
For the most part, public health organizations (e.g. CDC, WHO) do not directly
enforce specific medical practices onto individual subjects. Rather, public health
officials rely on more indirect forms of power to study and regulate the political body.
Drawing on Haas’s theory of “epistemic communities,” (Haas 1992) I understand the
Western biomedical apparatus to be constructed by an insular network of experts
(including epidemiologists, public health officials, and healthcare practitioners) who
maintain control over this body of knowledge by using technical and objective
language. Haas addresses how this epistemic community influences national
governance on the level of policy (Haas 1992, 1). Other scholars have investigated
control at the level of paternalism in patient-doctor relationships (Grill and Hansson
2005). However, I am interested in building on the scholars who understand the
biomedical community to influence behavior via the dissemination of information to
the public (Morisse-Schilbach 2015, 18).

Discourse Analysis
I am interested in control exercised via discourse. I built my approach to
discourse analysis on the work of James Ferguson, a political theorist who performs a
discourse analysis of one “rural development project” in Lesotho in order to contribute
to an understanding of the development apparatus and how it functions (Ferguson
1990, 9). He points to two processes important to address in discourse analysis.
Discourses are knowledge structures that regulate and make legible certain ways of
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being; but these structures are situated in and shaped by networks of power (Foucault
1990, 60).
In order to interrogate the structures of power at play, Ferguson uses a
decentered notion of power (Ferguson 1990, 17). He resists the idea that discourse
represents and expresses the objective interests of individuals or powerful actors, but
rather are shaped by “structures that may be invisible to those that inhabit them”
(Ferguson 1990, 17). These structures are multi-layered and contain within them
frictions and contradictions that produce unanticipated results (Ferguson 1990, 17).
The “subjectlessness” of power makes the results perhaps all the more powerful, in that
they cannot be attached to a central place or actor (Ferguson 1990, 19).
Furthermore, Ferguson argues that as a practice and structure, discourse has real
effects (Ferguson 1990, 17). Resisting the notion that discourse either represents or
misrepresents bureaucratic intentions, Ferguson argues that discourse has material
implications beyond concealing or revealing truths. The production of certain ideas
have material consequence and produce structural changes. Discourse defines the
world of acceptable statements, drawing and redrawing lines of intelligibility
(Ferguson 1990, xv).
The notion that discourse makes legible certain ways of being gestures to its
disruptive possibilities. Thinking specifically about the discourse of sexuality, Foucault
argues that “discourse transmits and produces power; it reinforces it, but also
undermines and exposes it, renders it fragile and makes it possible to thwart it”
(Foucault 1990, 60). Discourse is constructed, and while it is often shaped by the
dominant ideologies, if interrogated it can be challenged through the same

19

mechanisms. In order to reach these possibilities, I set out to understand infographics
as a particular subset of public health discourse that make some things intelligible and
legible while limiting others. I investigate the mechanisms and power structures which
help to maintain the authority of this discourse, and the function it has in producing a
particular image of normality and responsibility.
Additionally, images play a central role in my analysis and require some
specificity in analytic approach. I draw on critical race scholar Stuart Hall to provide
tools for thinking about images and race. Hall argues that race is a language that is
mapped onto bodies. Systems of racialized meanings are assigned to bodies in
culturally contingent ways, and the logic of science plays a role in constructing those
meanings (Hall 1997). Like Hall, I read the images as a location for an interpretative
act, with racialized meanings that are contextualized within the US political climate.

Site of Analysis
I centered my analysis on the publications released by Western public health
organizations which most poignantly represent the threshold between biomedical
knowledge and the Western public body. I chose the two public health organizations
that I understand to embody the Western approach to public health: the CDC, a US
federally funded Health and Human Services department (CDC 2016), and the WHO,
an international organization predominately funded by, and working in the interests of,
Western states to manage global health issues (Braun 2007, 22). There are certainly
other public health responses to Zika Virus which may diverge from or resemble this
dominant Western model of public health, such as the Minesterio de Saude, the
epidemiological branch of the Brazilian government; however, I did not address these
20

organizations because I was specifically interested in scrutinizing Western public
health discourse for the messages it sends and the ways it may resonate and inform
behavior within the social, political, and racial context of the United States. As a white,
female student raised in the U.S., I understand my role as a political scholar to critique
the hegemonic institutions from which I may benefit, rather than to weigh in on the
work being done by communities “over there” (Braun 2007, 22). Additionally,
understanding that Western epistemes tend to be hegemonic, in that they dominate and
define global discourse today, critiquing these two organizations in particular has
global implications.
More specifically, I performed a discourse analysis on the infographics
published by the CDC and the WHO in response to Zika Virus, images which circulate
on social media, in airports, and in health practice offices. These infographics are
particularly interesting because they work at the confluences of biomedical knowledge
and lay people. I define infographics as the pdf and jpg documents available on the
CDC and WHO websites which combine words and graphic images to convey
information.1 I combed through every section under the “Zika Virus” parent page on
each website, looking for infographics. After eliminating duplicates, I began my
research by performing a cursory reading of the 48 infographics I collected (14 from
WHO and 34 from CDC). I paid specific attention to the presentation of race, gender,
disability, and nationality through both images and words. I identified three key themes
that permeated the infographics: (a) authority and agency, (b) gendered responsibility
and disabled subjectivity, and (c) biosecurity. Then, I chose a handful of representative

1

I analyze the infographics that were published on each website as of January 2017.

21

infographics for a closer reading on these three themes. With the smaller set of
infographics, I engaged with the same set of initial questions, and then allowed the
study to take different directions as guided by more specific observations: What are the
particular emphases of the infographic? How is knowledge presented? How is the
audience’s identity constructed, and what messages are they being sent compared to
other audiences? In each of these infographics, I was attentive to how images and
words work together to construct messages about risk and responsibility which attach
to bodies that are raced, gendered, and differently-abled.

22

Subject Formation: Authority and Agency
The question of authority is central to the investigation of subject formation in
the biomedical apparatus: who speaks, who acts, and how? The construction of “truths”
in infographics published by the CDC highlight how infographics uniquely make
accessible biomedical knowledge while still maintaining biomedical authority. Some
infographics published by the CDC transparently present the “unknowns” in
epidemiological studies on
Zika Virus, by separating
between “What We Know”
and “What We Don’t
Know.” Take for example
Fig. 1, an infographic
published by the CDC
addressed to pregnant
women not living in an area

Figure 1 (CDC 2017a)

with Zika Virus. Under each sub-heading (shown right) are a few points constructed
with fairly accessible language. However, while this infographic is explicit in what is
unknown, these “gaps” are simply framed as missing information or data to be filled by
further scientific study. Quantitative and objective language such as “how likely”
frames the unknowns as statistically achievable data points in the future. This framing
maintains the authority of public health experts. On one hand transparent and
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accessible, and on the other objective, this presentation of information is both easily
digested and difficult to challenge.
This hyper-visibility of knowledge
also relates to the ways that the infographics
actually seek to interpellate subjects as actors
with specific forms of participation: selfprotection from health risk. In many
infographics, risks are presented as uncertain.
In Fig. 2, a yes or no question “will I catch
Zika if I travel,” is answered with a maybe,
“you could catch Zika virus if you are bitten

Figure 2 (WHO 2017)

by a mosquito in areas where the virus circulates.” This answer provides the conditions
which cause Zika Virus during travel, variables which individuals may use to evaluate
their personal risk. Interpellating subjects into the process of self-evaluation appears to
break down the divide between the insular network of biomedical actors and patients.
Through this process, subjects gain a kind of agency to assess their own risk.
However, while the patient may participate in evaluating personal risk, this
process of self-surveillance is a mechanism of disciplinary power that comes with a
relation of subjection. After enabling patients to self-diagnosis, the infographic then
directs subjects to make certain behavioral changes according to predetermined
prescriptions. Many infographics are laden with actively constructed imperatives, such
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as the one in Fig. 2, “Follow travel advice from your national health authorities.”2 After
subjects identify whether or not the infographic is “hailing” them, these commands
prescribe certain individual behaviors. Thus, by mobilizing uncertainty in specific
ways, patients gain a certain agency in self-evaluating their risk, and then are directed
to change their behavior according to the authority of the biomedical apparatus.
In the case of Zika Virus, docile subjects are differentially called to be active
participants in self-diagnosis based on categories of gender and location. Figs. 3 and 4
help illustrate the way these categories of difference are constructed by the CDC. These
two infographics have similar purposes: list topics pregnant women should discuss
with their doctor. Similar to many other infographics published by the CDC, they
divide women into two different categories: pregnant women living in areas with Zika
versus pregnant women who traveled to an area with Zika. Location is not specified.
On one hand, this resists attempts to situate Zika within certain national or state
borders. Indeed, while the virus became a concern after an increase of reported cases in
Brazil, the virus has since been reported across Latin America and in several areas in
the US (predominantly Florida and Texas) (CDC 2017). However, by not specifying
locations, the infographics rely on audiences’ assumptions (or further research) to
determine where are “areas with Zika.” This leaves unquestioned the colonial tendency
to pathologize tropic climates.

2

Interestingly, this infographic published by the WHO defers authority to the national level. While no
infographics mention specific locations or borders, this transference of authority suggests the project of
bodies is primarily a national one.
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Figure 3 (CDC 2017a)

Figure 4 (CDC 2017a)

Additionally, these infographics maintain a buffer between whiteness and the
risks of Zika. All four characters imaged in Figs. 3 and 4 exemplify the way
illustrations of health care consumers and health care professionals are softly
racialized, using “off-white” skin colors, dark-ish hair, and minimally detailed facial
features. This racialization may seem to represent a diverse color spectrum by imaging
the lighter skinned woman as local to areas with Zika Virus. However, these kinds of
blurry, non-white racial depictions become more covertly colonialist when understood
through Matthew Pratt Guterl’s concept “ethnically ambiguous” (Guterl 2013). In
Seeing Race in Modern America, Guterl describes this new kind of seeing bodies as
“for the American eye, certifiably, if just slightly, off-white, an ambiguous body that
attracts attention but defies classification, that simultaneously raises and elides race”
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(Guterl 2013, 190). Guterl argues that the racial gaze in “Modern America” has a desire
to classify, locate, and dissect ambiguous bodies. Guterl would suggest that the
ambiguous bodies presented in these infographics do not challenge racial logics
persistent in the U.S. because they implicitly raise the question of race without defining
it, allowing the viewer to dissect and make their own assumptions. By including
ethnically ambiguous bodies, the infographics raise the question of race without
offering a persuasive alternative to colonial logics, leaving unchallenged the notion that
whiteness is less susceptible to the risk of disease.
There are key differences between these infographics that become linked to the
respective identities: the nature of the discussion between patient and doctor, the
pronouns used in sentence structures, and the image. These differences relate directly
to the question of biomedical authority and the hierarchies of patient agency. First, in
Fig. 3, traveling women are advised to both share information with their doctor, as well
as ask questions, compared to Fig. 4, where local women are only recommended to ask
questions. This difference suggests that local women have less knowledge to share that
relates to their health, whereas women who have traveled play a more active role in
conversing with medical authorities. While some may write off this difference as a
product of the specific and varied information traveling women need to share, this
logic ignores the knowledge local women will have about their health pertinent to the
question of pregnancy and Zika. The failure to acknowledge local agency demonstrates
the way individuals are interpellated into different subjecthoods and roles.
Within the list of topics or questions to address, the two infographics mobilize
different pronouns, suggesting variations in the process of subject interpellation. In Fig.
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3, the recommended questions for traveling women to ask their doctors are constructed
in the second-person perspective (e.g. “should you be tested for Zika Virus?”). This
construction hails the traveling women – “Hey, you” – and then provides a script for
her to reenact. Thus, the traveling women is called to reproduce the dominant ideology
of the biomedical apparatus by performing a specific practice. Alternatively, in Fig. 4,
recommendations for women living in areas with Zika Virus are constructed in the
first-person perspective. The first-person pronouns skip the moment of recognition in
the interpellation process and speaks for the women, rather than hailing her to act. The
first person pronouns suggest that local women are ruled by the dominant ideology, but
not called to participate in reproducing it. While in both infographics women are
governed by the biomedical apparatus, the difference in subject interpellation
highlights how they are differentially made actors based on location and proximity to
the virus.
Finally, the images at the top right corner of the infographics act as a visual
manifestation of these differences in agency. In Fig. 4, the woman who lives in an
“area with Zika Virus” is listening to a male doctor. This is a one-way conversation.
The doctor’s teeth are showing, suggesting he is speaking, whereas the patient’s mouth
is not shown at all. The doctor is passing along information to the patient, rendering the
patient passive. The patient in Fig. 3, who is a traveling woman, is more actively
imaged. Neither the female doctor or the patient are speaking, rather both are engaging
with the same data, chart, test results, or checklist together. Their engagement is
collaborative. Additionally, by choosing to use a male doctor in Fig. 4, versus a female
doctor in Fig. 3, these images sustain gender norms, wherein men are more
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authoritative, and woman are more collaborative. While these graphic decisions may
not have been intentional, these collections of words and images offer the message that
traveling women have more agency and ability to collaborate/interact with the
authority of biomedical actors, whereas women who live in areas with Zika Virus are
passive recipients of health information.
Under the biomedical ideological state apparatus, the dissemination of objective
information to the public helps to both maintain biomedical authority while
simultaneously interpellating subjects. Individuals self-surveil for the risk of Zika
Virus, an agency differentially afforded to subjects based on categories of gender, race,
and place. While individuals become more autonomous and take control of regulating
their bodies, knowledge about their bodies is relegated to medical experts, and subjects
are directed to act according to predetermined scripts.
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Gendered Responsibility and Disabled Subjectivity
As Figs. 1, 3 and 4 begin to suggest, the biomedical apparatus
disproportionately calls on women to reduce the risk of Zika Virus. From the CDC’s 34
infographics, 22 address only women, whereas two address men. 17 infographics
specifically address a pregnant audience. Figure 5 is representative of this latter cohort
of infographics. “Pregnant and worried about Zika?”, “Thinking about having a
baby?”, “Pregnant?” (CDC 2017a), are just three common examples of ways
premenopausal women are hailed into the conversation about Zika Virus. While the
phrase “Pregnant?” could interpellate males as well – particularly those who see
themselves as partners in a pregnancy – Fig. 5 is one of only three infographics that
does not specifically image a woman
under the heading “pregnant.”
Additionally, other infographics
differentiate between pregnant women
and their partners by addressing the
former group with the heading
“pregnant?” and the latter with the
heading “do you have a pregnant
partner?” The heightened attention to
pregnant women versus men with
pregnant partners suggests that the
Figure 5 (CDC 2017a)
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CDC constructs women as more responsible for the preventing Zika Virus.
The discrepancy between how men and women are addressed cannot be written
off under the pretense of biology, because the discursive tools used to make women
responsible are shaped by political contexts. In Fig. 5, the increased attention to women
comes with the usual focus on neoliberal approaches for reducing the risk of Zika
Virus. It outlines a prevention kit for Zika Virus, including a list of commodities which
may be purchased through the market to protect oneself from contracting the virus
whether traveling or living in an area with the virus. While these commodities could
apply to a general audience, the infographic specifically addresses pregnant bodies,
interpellating women as autonomous actors in the market who can make purchases to
reduce their risk. Not only does this assumption presume a certain access to resources
that not all women have, it also suggests that these purchases are primarily the
responsibility of women. Even contraceptives, such as condoms imaged at the top
right, which imply a partnership, become primarily the burden of women, rather than
the men who may have infected semen. This idea that women are more responsible
than men for engaging in the market has no biological grounds.
Interestingly, the idea that individuals are autonomous actors who regulate their
own bodies is actually complicated by the notion that women are biologically
responsible for the fetus, revealing the fallacy of neoliberal ideology. While Fig. 6,
published by WHO, addresses women saying, “protect yourself,” the decision to
address pregnant women implicitly suggests a responsibility to the fetus as well. This is
particularly true in the case of Zika Virus because pregnancy does not increase health
risks for mothers, but for their fetuses. In the context of Zika Virus, public health
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discourse interpellates pregnant women “not as individuals, workers and/or wives, but
as members of specific national collectives” (Yuval-Davis 1997, 22). Women are not
just responsible for themselves, but for their fetus and the future population.
Other rhetorical
moves are made which make
women appear more
responsible for the fetus.
Fig. 6 is unique in that it
leaves open the possibility
for “pregnant” to interpellate
both male and female
partners by imaging them

Figure 6 (WHO 2017a)

both. However, despites this perhaps more progressive imaging, the subjects are
differentially interpellated into socially constructed gender roles. The cartoon graphic
shows the woman in closer proximity to her children than the man. This difference in
physical distance reifies traditional Western divisions of care labor, where the mother
is affectionate with her children while the father takes a more removed role as the
photographer. The notion that women are more responsible for the fetus is reinforced
by mobilizing socially constructed gender roles.
Fig. 6 is also representative of other infographics that interpellate pregnant
bodies, but do not explain the reason why they are specifically addressed. Implicitly,
public health organizations disproportionately address pregnant women because they
are concerned that the fetus may be infected with Zika Virus, increasing the risk of
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microcephaly. Leaving the fetus implicit is a rhetorical strategy which renders
unintelligible the possibility of a “disabled” fetus by not mentioning it at all. Through
words and images, this infographic “makes live” a happy and normative family, one
that is heterosexual and able-bodied. The possibility of a differently-abled fetus never
lived at all.
Some infographics are explicit
about the impact Zika Virus has on the
fetus, and the presentation of nonnormative bodies locates disability at
the periphery of human value. Fig. 7
addresses premenopausal women who
are “thinking about having a baby.”
Immediately following, the possibility
of a disabled fetus is made explicit,
mobilized for the purposes of a
cautionary tale: “Warning: Zika Is
Linked to Birth Defects.” Framing the

Figure 7 (CDC 2017a)

risk of birth defects as a “warning,” this infographic immediately correlates notions of
normality or abnormality as either desirable or undesirable, respectively, to encourage
women to control their behaviors and choices toward a certain outcome. This “healthy”
outcome in the context of Zika Virus is a population with “normal cognitive ability.”
While information on fetal conditions may be important for addressing the immediate
needs of women who have limited access to health care networks that would support
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the unique “demands and potentials” of disability (Jarman 2015, 63), this infographic
does so at the cost of devaluing non-normative bodies.
Women are disproportionately called upon to perform the labor of regulating
their bodies and reproductive choices in order to reduce the risk of Zika Virus. These
regulations do not speak to the women for their own health, but for the health of the
fetus – the future subject. These regulations come with certain images of what a
“healthy” body looks like, locating disabled subjectivity at the peripheries of human
value.

34

Biosecurity

Zika Virus can be productively framed as an issue of biosecurity, where
disciplinary and biopolitical techniques are simultaneously deployed. Through the
biomedical apparatus, women are disproportionately hailed to manage health risks
through individual consumer choices and self-regulation; yet, these subjects are also
part of population collectives which are racialized and pathologized. Biopower is a
productive power concerned with maximizing the vitality of a population, and begins
to relate the individualized work of preventing disease to a project of population
management (Foucault 1997, 45). In the case of Zika Virus – with reproductive bodies
in question – an extended theorization of biopower is necessary. The aim of
biopolitical technologies are not simply to optimize life by letting “inferior” bodies die,
but rather to manifest a certain biological future by preventing other biological
possibilities from being conceived in the first place. The aim is not “to make live, and
let die,” but rather to make live by never having lived. How do political technologies
govern biological risks so effectively as to never manifest? Who lives and what
biological futures are preempted?
Managing biomedical concerns typically relies on the myth that environmental
risks can be managed through individual choices. The notion that humans are separate
from, and in control of, their environments is common in modern medical practice, yet
only recently became widely accepted. In fact, throughout the 1900s, the deeply
capitalist myth that humans have dominion over natural resources was undermined in
health practice, where “the felt connection between bodies and environments generated
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a persistent tension over the process of modernization” (Nash 2006, 51). Nash argues it
wasn’t until the rise of germ theory – a medical practice that tracks disease on the
microscopic level – that the capitalist logic became coherent with scientific findings
and human health issues became disconnected from landscapes (Nash 2006, 51).
In accordance with modern medical practice, infographics in response to Zika
Virus construct the environment as something that
can be controlled. Fig. 8 focuses on preventing
mosquito bites, encouraging subjects to keep
themselves physically separated from mosquitoes
by purchasing commodities that create a boundary
between the body and the environment. Fig. 8 uses
both words and images to convey this message.
The first sentence, “use physical barriers:

Figure 8 (WHO 2017a)

screens, closed doors and windows,” directs subjects to keep mosquitoes out,
presenting the risk of mosquito bites as within individual control. Additionally, the
drawings show the separation between humans and their environment as possible.
Insect repellent traces a line between the individual and the mosquito, as does the bed
net and screens. Furthermore, even the mosquito breeding sites are up to individuals to
manage in order to protect themselves from the possibility of infection. The problem of
prevention is rendered manageable by individuals taking control over their
environment.
Environments are also racialized, revealing the residues of the colonial logic of
racial origin. As seen in Figs. 3 and 4, CDC infographics differentiate between local
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and traveling populations. Figs. 9 and 10 construct these categories of difference by
comparing an “imported case” of Zika Virus and a case of “local transmission.” The
images racialize the traveler as white, and the locals as brown, presenting a monolithic
image of race for travelers and locals. Fig. 10 even uses the same hue for both
characters, which makes little biological sense considering the racial diversity of many
areas with Zika Virus, particularly Brazil. Notably, the location of the travelers and
locals are left unspecified, universalizing the link between race and diseased
environments by eliminating the national context. The specificity of location fades
away, attaching the notion of “local” and disease more strongly to brown people than
to specific places.

Figure 10 (CDC 2017a)

Figure 9 (CDC 2017a)

Additionally, because of the non-specificity of the location, US audiences may
be misled in identifying where Zika Virus is “local.” The plane and cruise ship at the
center of Fig. 9 not only reify the link between whiteness and wealth, but also suggest
that the traveler covered a great distance. Particularly because these infographics are
published by the CDC and cater to a US audience, this notion that one must travel by
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plane or boat to reach an area with Zika Virus suggests that the virus exists “over
there,” or a long distance away. In reality, there are reported cases of Zika Virus in
Texas and Florida (WHO 2017), states that can be traveled to via car, bus, or train from
within the U.S. This is significant because it discursively distances whiteness from the
disease, suggesting that white people are only at risk should they travel vast distances.
These racial categories become even more significant when put in the context
of other visual details. The increased number of mosquitos that surround the person in
the “local” infographic conveys a sense that locals (brown people) are at greater risk of
Zika Virus because they spend more time in proximity to mosquitoes. We can see
similar work being done by the two mosquitos flanking the title of the infographic,
compared to just one mosquito above the title of the imported case. Some may argue
that this image is representative of the natural world, justified because the aedes
mosquito thrives in tropical regions more than it does in the north. However, by
mobilizing universalized categories of race to define locals and travelers, the image
pathologizes brown people as living in closer proximity to mosquitoes and at greater
risk of infection.
The increased pathologization of local and brown communities comes with
increased responsibility for the transmission of Zika Virus, reifying the racist notion
that brown bodies are more likely to carry disease. In Fig. 10, the disease starts in a
human body, racialized as brown, whereas in Fig. 9, the disease starts in a mosquito.
By placing the origin of the disease in a brown body, the image suggests it is the
person that is to blame for transmitting the disease, not the mosquito. Even in the ways
Fig. 10 does address the environmental causes of the disease, the responsibility is still
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attached to individuals, rather than mosquitoes: “Protect Yourself from Mosquito Bites.
Use Insect Repellant” follows the neoliberal trend of prescribing individual
engagement with the market in order to reduce the risk and transmission of Zika Virus.
Brown bodies are not only universally linked to Zika Virus, but are also blamed for its
transmission.
Zika Virus infographics work to both construct humans as in control of their
environments while also racializing and pathologizing the communities that live in
physical proximity to the aedes mosquito. While white populations are physically
distant from the risk of Zika Virus, brown communities are rendered as at greater risk,
posing a greater risk, and more responsible for controlling their environment. Through
public health discourse, these links between race and risk are constructed, not natural
representations of lived realities.
Importantly, the links between race and risk carry residues of the way eugenics
discourse justified racism through the language of disability. While microcephaly is not
explicit in Figs. 9 and 10, race and disability are linked through their discursive
attachment to Zika Virus. As shown, brown bodies are pathologized as posing a greater
risk to transmitting the virus. The reason that this risk becomes important in public
health discourse is through its connections to microcephaly. Thus, in the ways Zika
Virus has been attached to both racialized and disabled bodies, the two categories of
difference are linked; the fear of brown bodies is justified by a fear of disability. In the
biopolitical project that emerges in the public health response to Zika Virus, the fewer
bodies infected with the virus, the stronger the population. White and able-bodied
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populations are made to live by limiting the reproduction of brown and nonnormatively abled bodies.
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Reimagining Public Health
I have shown that in the public health response to Zika Virus, the biomedical
apparatus maintains authority by making accessible objectively framed information
about Zika Virus through public health discourse. This discourse interpellates
individuals as docile subjects, whose increased capacity to act is determined on the
basis of location (a category of difference linked to race) and gender. Subjects selfregulate their behavior to manage the risk of Zika Virus, and this process is situated in
a broader population project through the reproductive capacities of women. Women
thus become the threshold between the environment and the future population, and are
rendered more responsible for biopolitical projects. Through the reproductive labor of
women, white and normatively-abled populations are maximized by attaching the fear
of – and blame for – disease to brown and disabled bodies.
I understand the infographics above to be produced by the biomedical apparatus
which dominates Western medical approaches. However, I also understand that there
are disagreements, frictions, and challenges from within and outside of this network of
power. I want to turn to those possibilities, to image an approach to public health that is
on the side of the lives of differently-abled, non-white, and female bodies.
First, analysis at the level of discourse allows ample space for imagining
disruptive possibilities. As Foucault argues, discourse both “transmits and produces
power; it reinforces it” but also “undermines and exposes it, renders it fragile and
makes it possible to thwart it” (Foucault 1980, 60). Discourse is constructed, and while
I have examined the discourse shaped by dominant ideologies and systems of power, it
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can and must be challenged through similar mechanisms. There were several
infographics that made little biological sense, and could be edited or reconstructed.
Figs. 9 and 10 could disrupt colonial logics of racial origin by imaging a brown body as
a traveler and white and brown bodies as the locals. Fig. 5 could reimagine prevention
strategies on the individual and community level, and address a general audience rather
than just pregnant populations.
However, discursive disruptions also require us to challenge the underlying
ideologies and power structures which organize the lines of intelligible discourse.
Actors within the public health community have already taken up this project.
Alternative to DEP, Phil Brown defines “Popular Epidemiology” as citizen-science
alliances who bring together lay people and professionals to work on issues identified
by laypeople (Brown 2007, 33). This network of people deconstructs the authority of
the biomedical “epistemic community.” Additionally, this system tends to better
recognize the lived experience of health concerns, in that the questions considered for
scientific analysis are determined by locals. Brown points out that this system of
addressing health concerns makes sense, in that “virtually all cases of contaminated
communities are detected by lay discovery, largely because affected populations tend
to be the first to notice sentinel health events or disease clusters that may indicate
systematic or new environmental health problems” (Brown 2007, 7).
Importantly, popular epidemiology tends to locate the solutions to health
concerns in environmental conditions, biologically, socially, and politically defined.
Rather than diagnosis health issues on an induvial level as neoliberal ideology and DEP
typically do, popular epidemiologists might research local chemical regulations,

42

investigate workplace environments, or address access networks to health care facilities
(Brown 2007, 33). Built on citizen-scientists, popular epidemiology shifts power in
important ways that opens possibilities for challenging the kinds of hierarchies of race,
ability, and gender that are produced by the dominant biomedical apparatus.
Brown argues that “our bodies powerfully affect and depend on the
environments they inhabit, that the changes we make in the land will ultimately be
registered in ourselves and those who follow us in very material ways” (Brown 2007,
15). I would like to extend Brown’s argument to not only think about the environment
as land, but the environment as the land, economic structures, institutions, workplaces,
communities, and social networks we inhabit. In the research and diagnosis of disease,
health risks are ineffectively addressed if combatted on the individual level, because
they leave unchanged the source of the problems. As we think about how to tackle
public health concerns today, let us practice a model of epidemiology that guides us to
change our environments – broadly defined – in order to make possible the health and
futures of bodies living at the peripheries.
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