Sylvie Fainzang 
  
Anthropology and biomedicine: a dangerous liaison? Conditions for a partnership

If we are to ponder what consequences collaboration between biomedicine and anthropology might have on the future of our discipline, we must ask whether or not these two disciplines should "collaborate" in the first place. In other words, we need to know what such a collaboration would involve and to what extent it is desirable. For "collaboration" I mean working jointly or towards a common goal. Can we be certain that these two disciplines have a common aim? This presentation is based on two research examples, one on the relationship with medicines, the other on information within the doctor-patient relationship. We will examine the pressures that representatives of biomedicine exert on anthropologists when they are formulating their problematic and carrying out their research, and we will demonstrate the heuristic nature of the decision to break away from such pressures. Because the aims of the two disciplines are different, in responding to the concerns of biomedicine, anthropologists run the risk of seeing their own contributions diluted. They run the risk of serving as tools for public health and of losing their critical role as a social science. We argue in favor of anthropologists developing and asserting their stance in relation to biomedicine. It is not a case of refusing to work together, but a case of stating that it is by preserving its freedom at both the level of problem definition and at the methodological level that anthropology has the greatest chance of contributing specific knowledge, and hence of making a major contribution to healthcare.

The fundamental question raised by the problem of the future of medical anthropology is that of the role it will play with regard to medicinea recurrent preoccupation in our discipline (Greenwood et al., 1998;[START_REF] Lock | The Tempering of Medical Anthropology: Troubling Natural Categories[END_REF]. When the MAAH (Medical Anthropology At Home) network was set up, I defended the idea that medical anthropology should stick to its own problematics, even though they might differ from those of doctors, with a view to allowing anthropology to play its specific role, and not just to be satisfied as a methodological aid for health questions defined by the medical milieu. I stressed the extent to which we need to think about the content of our conceptual categories and how important it is to free them from the content that medical sciences give them, in order to examine their social significance [START_REF] Fainzang | Anthropology at Home via Anthropology Abroad: the Problematic Heritage[END_REF]. The point I wish to defend now, takes even further the affirmation that anthropology needs to be independent from medicine. I want to stress what is at stake in a way that is even more crucial given that the partnership between these two disciplines is increasingly accepted and increasingly systematic. The question is becoming even more acute, at a time when anthropological skills are more and more recognized by biomedicine and where biomedicine is calling more and more upon anthropology.

My idea is to begin with the example of recent research on the practice of information within the doctor-patient relationship, in order to show not just why anthropology must not pledge allegiance to biomedicine, but also that the specific contribution of its epistemological stance and of its methodological tools make it possible to renew outstanding questions in the field of healthcare and to give them new direction. I will set out the status of questions as they are formulated by healthcare professionals, and the way in which the latter wait for them to be examined by anthropologists. I will show how, by developing its own epistemological and methodological approach, distinct from the expectations of biomedicine, anthropology can produce different knowledge and results that remain useful to healthcare.

Developing research in the bio-medical milieu

In France, the medical world is currently involved in a vast debate on the place of patients in the healthcare system. Among the strong points of this debate are the issue of patient information and the questions relating to it: enlightened consent, how a patient is informed of a serious illness and patients' participation in their treatments. It is nowadays accepted that patients must be taken into consideration, must be treated more humanely and that in particular we need to rethink how patients should be informed of their illnesses. In this context, there are debates on the difficulties encountered when trying to achieve this objective: some doctors are skeptical about the competency of patients, others mention their own inability to properly manage the human dimension of patient treatment, either for technical reasons (lack of time, especially when it comes to explaining the medical jargon that they use), or for psychological reasons (the patient's difficulty in accepting to hear about the illness). This debate became even keener with the introduction of the law dated 4th March 2002, known as the 'law on patients' rights', which guarantees patients' access to 'all information relating to their health.' With regard to this debate, I felt that anthropology must first examine the reality of patient information, without prejudging what creates obstacles, and subject the matter to fieldwork testing. I therefore decided to take up the question of the information passed between doctors and patients, by breaking away from the hypotheses developed by doctors which form the basis for a great deal of research in social sciences and public health on this issue. In such conditions it is up to anthropologists to consider the matter from another angle and to decentre their focus. It is in fact up to anthropologists to think differently, or else their contribution will be reduced to concerning (or not) a question defined by the actors themselves. The required decentring involves an ethnographical study and, above all, the construction of its modalities. This is why I felt that it was necessary to do a double studypatients on the one hand and doctors on the other. This stance initially meant refusing the methodological conditions that I was offered, or even imposed by the medical world, which in particular meant I had to introduce myself to patients as someone working in partnership with the doctors and to report to the doctors on the difficulties that the patients were encountering (I will come back to this later). The study took place in hospital departments (cancerology and internal medicine) in the south of France, between 2000 and 2005. It covered 80 patients, sixty with cancer and twenty with other pathologies, including chronic inflammatory illnesses or autoimmune illnesses. I met the patients at different stages of illness, some being considered as virtually cured and only coming into hospital for check-ups, some receiving treatments (chemotherapy, radiotherapy or operations) and some under palliative care. They were of different ages (between 30 and 80 years old), of both sexes and from various socio-professional backgrounds (secretaries, accountants, teachers, medical staff, researcher, maintenance staff, company directors, soldier, shopkeepers, engineers, winegrowers, office staff, sommelier, a sales representative, persons on minimum welfare, administrative executives, service personnel, a petroleum engineer, artists, artisans, laborers, unemployed). The aim of the research was to highlight the logics and mechanisms at the root of information exchange between doctors and patients: What is the nature of the information given to the patient about his/her illness, and what is the nature of the information that he/she desires? How does this search for information take place within the context of a doctor/patient relationship and how is the information given to the patient? What is the patient's perception of this information and of the way in which it is given within the framework of his/her relations with the doctors? How does the information affect the patient's therapeutic decisions? To what extent do lies affect the doctor/patient relationship and the exchange of information between them? These were the sorts of questions that oriented my research. Thirty years of experience with fieldwork have convinced me of the necessity of investigating subjects who are the object of an apparent consensus of opinion, as in this case, where healthcare professionals agree that information is now passed on and that patients are enlightened individuals with the capacity to make decisions (for example, giving one's informed consent to proposed treatments). From a methodological point of view the investigation consisted in observing medical consultations2 and then separately meeting the doctors and the patients in order to see how the verbal exchange was constructed and to decode the reasons and mechanisms of their acts and words. I also used open interviews with patients to collect narratives on the illness and therapeutic trajectories, paying attention to the context in which the illness appeared, the different stages of its cure-care process, the questions that the patients asked themselves, the questions they did or did not ask the medical personnel, the answers they were given, the conditions under which they were told the diagnosis, the information they were given or not given, and their reactions. There were also non-directive interviews with twelve doctors in order to learn how they see the issue of information and how they perceive patient expectations, with a view to measuring any difference between the hopes that patients declared and the hopes they were perceived to have. When possible, doctors and patients were interviewed just after the consultation. Where this was not possible, they were interviewed later on, sometimes several days later. For some of them, these interviews took the form of a sort of 'debrie.ng' during which they explained what they had said, why they had said it, what they had not said and why they had not said it. For me it was therefore a case of observing consultations whilst maintaining total neutrality and distance regarding the two parties (in other words, the two protagonists in the relationship). To achieve this, I met the interviewees both at the hospital (in various environments: consultation rooms, daytime hospitalisations, weekly hospitalisations, meetings of healthcare personnel), and outside the hospitalin particular at patients' homes where they found it easier to talkin order to diversify the places where I was interacting with the interviewees, be they patients, doctors, other healthcare personnel or patients' families. This process allowed me not only to gather data on how doctors give patients information, but also on how patients pass on information to doctors, and sometimes on the lies that each tells the other. For the medical milieu, working on the question of information means either thinking about how to make a non-traumatic announcement, or making sure that patients have access to an informed consent form that is clearly written, or else ensuring that patients understand the modes of treatment so that they can agree to them and follow them. But anthropologists cannot accept reducing their research to these aspects. I also decided to break away from the stance taken in most studies that are done on the issue of truth in medicine (in other words, whether or not to tell patients the truth about their state of health), between the writings of doctors talking about their practice and setting out an ethical stance on the question, and the writings of those who speak out on behalf of patients (Joseph-Jeannenay et al., 2002;[START_REF] Bataille | Un cancer et la vie. Les malades face à la maladie[END_REF]. Indeed, doctors generally see the issue in terms of opinion: they are for or against truth [START_REF] Geets | Vérité et mensonge dans la relation au malade[END_REF]Hoerni, 2004), or in terms of technique: they are in favor of telling the truth in this way or that way [START_REF] Delaporte | Dire la vérité au malade[END_REF]. Unlike works done within the context of these debates, most of which are either texts in the form of justifications for what is generally referred to as 'therapeutic privilege'3 (Van den Heever, 2005), or else pleas in favor of patient participation, it became essential to renew the perspective from which such questions are usually approached, without making any moral judgement on the matter and by attempting to decode its social mechanisms. The aim of this study was not to give yet one more opinion on whether or not it is preferable for patients to be told the truth, but to examine the arguments used by the protagonists in doctor/patient relationships to explain their conduct, and, above all, to understand what is concealed and what is implied by their stances and practices on the matter. I therefore tried to pinpoint the cognitive and moral systems in which their stances were anchored, and to assess the conformity of the practices and opinions in order to see how the use, search for, disclosure or retention of information is put into effect.4 When I asked the doctors to let me work in their wards, they saw it as an opportunity for a partnership, synonymous with the chance to see whether patients felt themselves to be well informed in that particular ward. In their eyes, the study should involve filling in questionnaires that they wanted to validate and where the question would be asked to patients in order to gather a percentage of 'yes' or 'no' responses. Those who answered 'no' were destined to be considered as being in denial, whilst those who answered 'yes' would be the gratifying proof that the ward was running well. But this is not the role I wanted. First of all, I didn't wish to let patients believe I was working for the ward in question, something which from the very outset would have distorted the study and restricted the material I wished to gathera problem that was both ethical and methodological. Nor did I want to give doctors a mirror of their convictions, which would have inevitably led me to formulate questions in their terms, thus preventing myself from maintaining a critical distance from their attitudes. For me, it was not a case of entering into a debate between those who say that patient information is no longer a problem because information is now total, and those who say that it has not been achieved, split in turn between people who deplore the situation and people who justify it; it was a case of revealing the forms and conditions of this information. I therefore had to use other strategies, both at the methodological level (for it was obvious that I would learn nothing from such a questionnaire) and at the problematical level (having no illusion about what this type of 'satisfaction survey' would contribute to social science thinking). Consequently, despite the demand from doctors, I could not allow patients to think that I was part of the medical team; I set up conditions for observing consultations, developing a critical position with regard to the attitudes of the doctors themselves, and, in order to achieve this, to explain to the patients, in the absence of the doctors, exactly what I was doing there and what my objectives were. In addition, I had to break away from the usual explanations of a psychological nature, used by the majority of doctors to explain why patients consider themselves to be poorly informed. For example, many doctors are alarmed that despite the fact that they have explained everything to patients during prior consultations, the latter complain about being poorly informed; the doctors put these complaints down to denial. Indeed, they systematically evoke patient denial or sideration to explain that patients remember nothing of what has been clearly said to them about their state of health. Under these conditions, they felt the pertinent questions of research to be that of discovering how to fight patient denial, how to ensure that patients retain the information provided, or how to ensure that patients are psychologically prepared to cope with the information provided. It was therefore necessary to renew the perspective from which these issues are usually examined. In this respect, as a counterpoint to the psychological perspective from which existing literature looks at lies, it was a question of 'de-psychologising' the approach to this phenomenon and of examining its social mechanisms. The ethnographic study allowed me to collect data giving a new direction to the debate (Fainzang, 2006a). In particular, the research allowed me to highlight the existence of information-providing practices, whereby information is not provided to all patients in an identical manner, since it is given in preference to patients belonging to higher social categories, whereas it is more willingly withheld from patients belonging to lower social categories. Observation also reveals that when doctors have no information on a patient's social standing (this not necessarily appearing in the medical file, and the doctor not always knowing the patient concerned), they tend to develop an approximate idea of his/her social category from outward signs such as language, dress, body attitude, etc., all of which are approximate indicators of social or socio-cultural level, so that their behavior towards patients changes not only in accordance with their social milieu (i.e. not always in accordance with what the patient is), but in accordance with what the doctor thinks the patient to be, after an assessment based on a reading of signs, a mechanism which reproduces if not strengthens social inequality. To the famous social inequality of access to healthcare is thus added a social inequality of access to information, to which a large number of doctors contribute in spite of themselves. Observation of consultations allowed me to realize that the patients accused of being in denial were precisely those who had been given partial information or information that was not relevant to their questions, which the doctors justified with the patients' supposed inability to understand the real information. We are not challenging psychological analyseswidely taken up and distributed throughout the medical worldbut we consider that the issue of information cannot be reduced to mere psychological analysis; we thus propose a different approach, one that is more sensitive to the social context of information: by breaking away from the standard way of problematizing the issue of information and the usual explanations of a psychological nature so widespread in the public sphere, the anthropological approach has made it possible to highlight the social mechanisms, and to thus throw new light on the matter.5

Discussion

Of course, a study highlighting problems with information and the practice of telling lies is very useful for the medical world, in as much as lying involves a certain number of risks, in particular, loss of the patient's confidence or 'doctor shopping' (in French: 'nomadisme medical'6), and might be prejudicial to the development of a good doctor-patient relationship and to proper treatment. But this is not all: it made it possible to reveal unexpected mechanisms within doctors' conduct which need to be examined if we are to fully understand our healthcare system and the social inequalities it creates. Indeed, the medical profession seems to be, a posteriori, convinced of this utility, as is shown by the very favorable reception that the study received from medical reviews, hospitals and the National Order of doctors in France. Yet through the perspective chosenfar removed from that which the doctors I met might have imagined within the framework of a partnershipmy research has made it possible to show what medical practice (with regard to patient information) induces at both therapeutic and social levels.

What collaborating means?

In this matter, the debate is not simply that of the difference between the fundamental or applied perspectives of different approaches.7 The example of the study mentioned above shows that research which does not answer the issues of biomedicine (such as working on techniques for announcing serious illnesses for example) is perfectly capable of contributing useful answers relating to how its conclusions can be applied to the healthcare system. The desire to work in a way that is useful to healthcare in no way contradicts a critical approach to the latter. So the question must no longer be considered in terms of a dichotomy between fundamental research and applied research. However fundamental it may be, research may have a utility that is all the more innovative for not being developed by the actors involved. Anthropology must be able to propose and impose research which, in the eyes of healthcare professionals, has not been thought of and is unthinkable. The instrumentalisation as such of anthropology is not a problem as long as this does not mean that it is 'directed' (in the way that a craftsman directs his tool). That it can be useful or used for a particular purpose, yes. That it is directed, no. It cannot be biomedicine that defines the questions, or the way an issue is handled. This is not a case of sketching a pejorative portrait of doctorsit is legitimate that they ask different questions than those that anthropologists must askbut it remains vital, for our discipline, that we do not confuse our respective objectives. Of course, we cannot see doctors in a homogenous manner and some doctors show a clear interest in social issues. Yet even though certain among them show such a degree of openness that they are able to welcome social science research within their departments (which was the case for my research), their questions cannot be identified as those of anthropology. When considering the changes that have taken place in the nature of fieldwork relationships, [START_REF] Marcus | The Uses of Complicity in the Changing Mise-en-Scène of Anthropological Fieldwork[END_REF] discusses the relationship of complicity which develops between researcher and informant. He highlights the fact that in the context of modernity, anthropologists might be dealing with people who have a power or a position of a higher level than their ownin contrast with the traditional situation whereby there was an inequality in the balance of power between informants and anthropologists in the latter's favor. This leads him to infer that the notion of complicity (in his opinion a notion that is central to fieldwork) must mean an affinity which places the researcher and the informant on an equal footing. Marcus' use of the term 'complicity' relates to the state of being involved and to the partnership which develops, thus making informants co-authors of the ethnography which is produced. But equality is not identity, and any equality in the respective positions of the anthropologist and the informant must not be confused with any similarity between their concerns. And indeed, their concerns are not the same. On the contrary, I feel that it is not only appropriate to reaf.rm the need to be outside the object under examination ('outsideness is a most powerful factor in understanding', wrote Mikhail M. Bakhtin) 8, actually echoing Levi-Strauss' conviction of the necessity to look at things with a 'view from afar')9 and the incomparable bene.t of this outside position ('we raise new questions for a foreign culture, ones that it did not raise for itself', wrote Bakhtin). But it is also relevant to support the idea that the anthropologist's distance from his/her object must prevail at home [START_REF] Fainzang | Of Malady and Misery. An Africanist Perspective of Illness in Europe[END_REF][START_REF] Fainzang | Of Malady and Misery. An Africanist Perspective of Illness in Europe[END_REF]) and more particularly when confronted with the medical profession, with whom medical anthropologists are quite naturally led to work. Furthermore, when it is insufficient, this distance must be recreated. Any affinities between the ethnographer and the subject (be they linked to certain options or certain affiliations, be they national, social, religious, political, cultural, professional, etc.) must not be confused with complicity, which I believe, on the contrary, should be excluded, just as distance and otherness must be reconstructed when they are not present from the outset. It is often on this condition that I believe an anthropologist can work effectively. Note that it is because we are not accomplices that I felt it was inconceivable to accept the doctors' request to give them my opinion of any given patient. Indeed, collaborating means working with someone else, towards a common objective. But is the objective of anthropologists and doctors the same? Is it the purpose of anthropologists to improve the health of individuals? Is it the purpose of doctors to understand the social stakes surrounding illness and surrounding its practical and symbolic management? No. And if by coincidence certain of their objectives do find a meeting point, it is with regard to the improvement of the patients' well-being, for whom medicine and anthropology do have certain af.nities#0. But once again, affinity does not mean identity, and each discipline, with its own identity, must ask distinct questions with its own tools and a specific finality. There is sometimes talk of an 'alliance' between the two disciplines, but the term 'alliance' is also problematic, because it too suggests common interests and raises the same problems as 'complicity'. In this respect, the marked interest shown by an increasing number of doctors for the ethos of the clinical relationship is not a sufficient condition for the creation of a critical stance and therefore for the formulation of research questions of an anthropological type. There is also the question of the extent to which anthropology can collaborate with medicine. Collaboration is increasingly in demand for strategic purposes: for example, social science knowledge is mobilized by communication campaigns in order to better plan for the reception of messages and improve their effectiveness [START_REF] Berlivet | Une biopolitique de l'éducation pour la santé. La fabrique des campagnes de prévention[END_REF]. This nevertheless raises ethical and epistemological problems. Not just because, as [START_REF] Schurmans | Les sciences sociales face au paradigme médical: approche critique[END_REF] have shown in the field of prevention campaigns, those in charge of healthcare policies are looking to discover the endogenous knowledge with which to render more effective the distribution of a medical message, the normativity and legitimacy of which are undeniable to their eyes (p. 319) 11it not being the role of anthropology to comment on this legitimacy. But also because, if aiding healthcare (prevention or treatment) is one of the benefits that its expertise provides, the vocation of anthropology is not to go so far as to take part in programs of 'aiding compliance' for example, developed by pharmaceutical laboratories to allow them to ensure a high production flow, nor to play the role of consultant for pharmaceutical laboratories to enable them to establish doctor profiles and to learn how to make them receptive to the messages distributed by the industry and even to prescribe medicines. Of course, we understand that for purely practical reasons (financial, material, strategic), anthropologists may reply to invitations to tender, resulting from questions that healthcare specialists ask themselves. But this response cannot be given without being aware of the risks involved. Attempting to answer a one-off question asked by biomedicine is to risk reducing the field of reflection by this single answer. By accepting the problematisations proposed by doctors (for example on the issues of compliance or announcement), we risk losing not only the theoretical benefits that our discipline has acquired, but also the means with which to improve knowledge of social phenomena in the field of healthcare. Haynes et al. (1979) have clearly shown that the issue of compliance, so dear to doctors, can be a problem for social sciences in as much as it is defined as being the extent to which a patient's behaviour coincides with medical opinion. Continuing along the same lines, [START_REF] Conrad | The Meaning of Medications: Another Look at Compliance[END_REF] and [START_REF] Trostle | Medical Compliance as an Ideology[END_REF] highlighted the epistemological difficulties one encounters when one does not consider the problems which might be concealed beneath questions on compliance in cases where the latter involves examining the issue through a doctor's eyes. Trostle went so far as to consider the notion of 'compliance' as an ideology which establishes and justifies the doctor's authority and criticises the fact that the social sciences which examine this problem adopt the standpoint of healthcare professionals. Indeed, anthropology must be able to examine medicine-related practices, and, for example, attempt to understand the different ways in which prescriptions are used or under what social and cultural conditions these uses differ from those prescribed by the doctor [START_REF] Fainzang | Religious Attitudes toward Prescriptions, Medicines and Doctors in France[END_REF], without submitting such a study to any biomedical reductionism. But the critical perspective that these authors have developed with regard to compliance could well be applied to many other subjects. The question is not one of simply knowing how to manage interdisciplinarity, a debate which many authors have joined (for example [START_REF] Janes | Anthropology and Epidemiology. Interdisciplinary Approaches to the Study of Health and Disease[END_REF]Lindenbaum and Lock, 1993;[START_REF] Lock | The Tempering of Medical Anthropology: Troubling Natural Categories[END_REF][START_REF] Albert | The meeting of two worlds: Social and biomedical sciences in medical education research[END_REF][START_REF] Trostle | Epidemiology and culture[END_REF][START_REF] Lingard | Negotiating the politics of identity in an interdisciplinary research team[END_REF]. Interdisciplinarity raises questions which are different, in particular in relation to the issue of negotiation, even if it too raises a certain number of problems due to the ways of constructing the thinking proper to each discipline, about which [START_REF] Guyot | Une démarche interdisciplinaire dans le champ de la santé[END_REF] writes: "Even though the centre of interesthealthcareis common to them all, the approaches and problems are not identical. (…) Without doubt, nothing is more epistemologically dangerous in relation to interdisciplinarity than to erase these differences, to conceal the existing gaps between the theoretical presuppositions of each speciality" (my translation) (p. 12). The question is more one of knowing how to manage a relationship of power, because in these forms of encounters between disciplines, it is often biomedicine which makes the demands and which has the money (as the backer of the research) and which therefore holds the power, even when the research wants to be purely anthropological and not interdisciplinary. The power relationship is expressed in the very definition of the questions and issues, leading anthropologists to work for doctors and answer the questions that the latter are asking themselves. But do they always ask the right questions, from a social science point of view? How can medical anthropology survive this situation without breaking apart? To talk about the power relationship here does not mean adhering to the formatted 'critical medical anthropology' approach, supported for example by Lindenbaum and Lock (1993) who chose to distance themselves 'from that large group of medical anthropologists who accept biological and biomedical data as an assemblage of incontestable natural facts' (p. x). Even though I agree with [START_REF] Lock | Inventing a new death and making it believable[END_REF] and Scheper-Hughes (2005) in believing that biomedical nosological categories should not be considered as a simple response to biological phenomena (cf. [START_REF] Fainzang | Of Malady and Misery. An Africanist Perspective of Illness in Europe[END_REF][START_REF] Fainzang | Of Malady and Misery. An Africanist Perspective of Illness in Europe[END_REF]), the point developed in this article is not relevant to this debate. Given the divergences between the practical and intellectual perspectives of doctors and anthropologists [START_REF] Augé | L'anthropologie de la maladie[END_REF][START_REF] Fainzang | De l'anthropologie médicale à l'anthropologie de la maladie[END_REF]Fainzang, , 2006b)), it is more a question of highlighting the need for medical anthropology to reassert its position in the field of social anthropology. The decision to carry out fieldwork in a medical milieu results from a postulate whereby the way in which healthcare and illness is managed in a society reveals its deep symbolic and social logics, and the relationship with healthcare and illness crystallises fundamental anthropological questions (social distinctions, representations of the body, belief systems, etc.). [START_REF] Schurmans | Les sciences sociales face au paradigme médical: approche critique[END_REF] used the example of mental illness and AIDS to show how vital it is, given anthropology's infeudation to medical sciences, to place social sciences' contribution upstream of medical disciplines, in order to take into account the contexts of production of the categories of thought and problematics so as to examine their normative foundations and the power stakes. Yet more than giving priority to one or other of these disciplines, I am here arguing in favor of allowing anthropology the opportunity to define its purpose on its own. In a way it is a case of arguing in favor of a right to non-interdisciplinarity, in a space where the work of anthropologists still needs to be authorized by doctors in order for it to be done. It is therefore important to stress the need for anthropologists, when they are accepted into a medical department to carry out their research, to allow themselves to call into question that which doctors take for granted. We have shown this here with regard to the predominance of psychologizing analyses within the medical world, the somewhat axiomatic value of which is posited by doctors at the risk of reducing any other analysis to silence. Biomedicine professionals sometimes tend to see no other utility for anthropology than that of providing tools with which to better do their job. For example, as we have seen, the only objective that doctors saw in research on information was that of helping patients to better cope with the announcement of a serious illness. In other cases, and this is relatively classic, they use anthropologists to understand why patients have a poor compliance. Working in the field of health as an anthropologist would appear to be perceived by many doctors as being similar to working undercover, in order to tell doctors what they want to know about their patients, even if their concerns are legitimate 12 . In order for anthropology to be able to assert itself as a discipline and be a true aid, it must develop a margin of freedom within this collaboration which lets it escape from biomedical formulations of reality. It must assert a different research stance even when it is requested by an institution representing the biomedical system. Of course this is not an easy task, because doctors' presuppositions are so widespread throughout society as a whole that anthropologists themselves, as members of the public, tend to share them and take them on board, just as at the start of this research I shared the idea that the issue of information resided essentially in patients' difficulties in coping with the announcement of their illness. They thus have to distance themselves from their own presuppositions, and, in order to achieve this, to let ethnographic observation do its work, even if this means allowing it to upset their own postulates, often the object of a consensus of common sense in society as a whole. Although not expected by doctors, the problematisation proposed by anthropologists is of a nature to contribute useful results in the field of healthcare precisely because they are defined outside biomedical questions. To assert another form of work, despite what biomedicine expects of anthropology, is maybe the only way of preserving its specificity and utility, unless we consider that the medical perspective can easily be substituted for the anthropological perspective. Consequently, when we consider the question of whether anthropology is a science undergoing change, we must be careful that this 'change' does not end up meaning 'disappearance', not just for the survival of our discipline but also for the contribution that only it can make, in some aspects, to the field of healthcare. One of the lessons to be learned from this research experience is that anthropology must try to break away from the questions that biomedicine is asking itself. The condition for anthropology's contribution is to fight to impose its own perspective, and to move out of the problematic framework in which others sometimes wish to imprison it. Anthropology must preserve its identity within its relationship with biomedicine, which is sometimes so passionate that it takes the form of a liaison, in order to avoid the latter imperiling the specific knowledge that, as an original discipline, it is able to provide. Notes 1. The field of cancer clearly offers a privileged framework within which to examine these questions. The majority of the observations set out in this article occurred within this context, which was chosen not only because of the abundant literature that exists on cancer and which required discussion in order to encourage further thinking, but also because cancer remains a figurehead for 'serious illness', which usually gives rise to the issue of information. 2. In accordance with a methodology which has been used by myself and by numerous other anthropologists for a long time [START_REF] Vega | Une ethnologue à l'hôpital. L'ambiguïté du quotidien in(rmier[END_REF][START_REF] Pouchelle | Médecin et anthropologue, médecin contre anthropologue: dilemmes éthiques pour ethnographes en situation clinique[END_REF][START_REF] Mol | The Body multiple: Ontology in Medical Practice[END_REF]Sarradon-Eck, 2008). 3. Established expression denoting the power granted to doctors to consciously transgress in all conscience their obligations to patients, particularly the obligation to keep them informed. 4. I did not therefore attempt to support any opinion by demonstrating the positive or negative effect that this truth might have on a patient's morale or health, nor did I try to pass judgment on the situations I studied. Numerous doctors have given their personal views on this matter, views which of course I do not question. 5. It should be noted that the hierarchical relationship, which allows doctors to choose not to correctly inform patients (within the framework of a relationship that remains paternalistic in France), is matched by the fact that patients are afraid of being reprimanded by their doctors, and by the fact (more common among people from lower social categories) that they too tend to hide things from or lie to their doctors. So the study also revealed practices of withholding information from doctors, practices which might also be examined using an anthropological reading grid. In order to analyze them, one would have to consider not only the situation of helplessness and denial in which the patients are, but also the power relationship inherent to the doctor-patient relationship.

6. Referring to the tendency of certain patients to consult several doctors, until they are satisfied with them (be this with regard to treatment, diagnosis or information). 7. Even though it is obvious that a militant position with regard to information cannot be confused with the anthropologist's scientific position (cf. [START_REF] Fainzang | De la théorie à l'action[END_REF]. 8. Cf. Speech Genres and Other Late Essays, quoted by [START_REF] Willeman | Looks and Frictions: Essays in Cultural Studies and Film Theory[END_REF]. 9. In French: a "regard éloigné" (cf. [START_REF] Lévi-Strauss | Le regard éloigné[END_REF]). 10. For MacEwan (1997), where 'the two worlds of medical and social sciences meet (are) especially in areas of preventive care and the organization of health services' (p. VI). 11. [START_REF] Schurmans | Les sciences sociales face au paradigme médical: approche critique[END_REF] point out that, just like sociology and social psychology, anthropology is essentially perceived by the world of medicine to be a 'knowledge resource' which serves to get around what is formulated in terms of cognitive and socio-cultural obstacles to prevention campaigns and to the provision of therapies (p. 319). 12. Note that whilst my research experience mentioned earlier brings into play specific persons and thus specific individualities, it is not as individualities that they are of interest here, but as representatives of healthcare professions who cannot be identified with anthropologists, representatives of 'professions of society'.