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BACKGROUND: The role and scope of a 
bioarchaeology of care 

 

Around 4000 years ago, in coastal Northern 
Vietnam, a man grew from early adolescence 
into adulthood completely paralyzed from the 
waist down, and with very limited use of his 
upper limbs.  Around 1300 years ago, in the 
Nasca desert region of southern Peru, a young 
boy struggled with the progressively crippling 
impacts of tuberculosis from early childhood up 
until his death at 8 years of age.  And around 
800 years ago, in a Hohokam settlement beside 
Salt River in Arizona, USA, a young woman lived 
for at least a decade with severe and 
immobilizing spinal deformities, premature 
degenerative bone disease, and chronic, 
systemic infection (most probably 
tuberculosis).  

These three people belonged to very different 
times and very different cultural, social, 
economic and physical environments. What 
they have in common is that each experienced 
severe disability resulting from disease or 
trauma, and each received the health-related  
care fundamental to survival to their respective 
age at death. The results of research into their 
individual stories of disability and care using 
the Index of Care are summarised in the project 
Handout (in the case of young Hohokam 
woman) and on the back page of this insert. 

Sociological research has long established  that 
the way modern society looks after those who 
are disabled by illness or injury is a product of 
many factors: values, beliefs, traditions, norms, 
knowledge and skills; access to resources, and 
the willingness to use these to help the most 
vulnerable; and degree of social cohesion (the 
extent to which people will work with, and for, 
each other in the interests of the community as 
a whole).  

This holds as true for the past as it does for the 
present.  It means that when archaeology 
identifies past instances of health-related care, 
it can open a window onto the society in which 
this care was given.  In other words, studying 
cases of past caregiving can provide insights 
into community life which speak to wider 
issues of social organization, interpersonal 
relations and everyday practices.  As a bonus, 
concentrating on one individual’s history of 
disability and care allows us to recreate  

 

personal, often intimate, accounts of navigating 
life in the past – a human-to-human perspective 
which is often overlooked in archaeology. 

 

How do we identify caregiving in 
the archaeological record? 

The experience of certain diseases or severe 
injury during life can register in human remains 
through lesions, abnormal growths and other 
anomalies in the skeleton and, where available, 
mummified tissue can provide additional 
information on health status.  These markers 
may allow archaeologists to diagnose a specific 
pathology as active during the individual’s 
lifetime or, if no clear diagnosis is possible, to 
assess the broad implications of these markers 
for the individual’s overall health and well-
being. 

Identification of health-related care in the 
archaeological record is grounded in this 
physical evidence.  When indicators in human 
remains suggest someone lived with, or 
recovered from, a disease or injury which 
limited their ability to function independently 
and/or to participate in the community at an 
appropriate level, we deduce that this person 
received assistance – in the form of health-
related care – to help them cope with the 
challenges confronting them.  In some cases, 
their very survival depended on this care.  

Health-related ‘care’ and ‘caregiving’ are short-
hand terms for a multitude of scenarios.  Care 
may be short, medium or long-term; given in 
response to conditions present from birth or 
acquired later in life; and meeting the needs 
arising from acute, chronic, infectious, systemic 
and degenerative diseases, as well as from 
accidental injury and intentional violence.  Care 
exists on a spectrum, ranging from the less 
directly demanding ‘accommodation of 
difference’ (for example, making adjustments to 
enable the person’s involvement in community 
activity) to more labour-intensive, and 
sometimes unavoidably intrusive, ‘direct 
support’ (such as hands-on nursing, physical 
therapies, providing food and drink, and 
assisting with personal hygiene).  It's important  
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to note that these categories of care are not 
mutually exclusive. The same person may 
require direct support and accommodation, 
simultaneously or sequentially, depending on 
the restoration or decline of their health. 

Occasionally, we find proof of a specific 
treatment.   Some surgeries, such as amputation 
or trepanation (when a portion of bone is 
removed from the skull, often to treat cranial 
trauma), leave skeletal evidence. When there 
are signs of healing following surgery, we can 
safely assume that the patient received skilled 
care both during and after the procedure, likely 
followed by a period of "accommodation" 
during recovery and rehabilitation.   The use of 
medicines – plant, animal or mineral-based – is 
virtually impossible to claim with certainty 
when remains are skeletonised, although 
occasionally this is suggested by artefacts found 
in association with the individual (for example, 
a container with possible medicinal residues), 
or is extrapolated from the known historical 
presence of materials used in current-day 
traditional healing.  When mummified remains 
are analysed, research may find evidence of 
medicinal materials or unusual dietary 
variations in the preserved tissues of 
individuals diagnosed with disease. 

Research aimed at recapturing the detail of past 
caregiving is only successful when grounded in 
the lifeways in which this care was 
provided.  Since the understanding of health, 
disease, and disability varies across different 
periods and cultures, archaeology can typically 
only identify instances of "disability requiring 
care" when there is evidence of physical 
impairments which likely had an impact on 
significant aspects of the individual’s daily life: 
therefore, having a clear understanding of 
context is critical.  

We must also recognize that people experience 
illness differently. What may be a disability for 
one person may not be considered a disability 
by another, even if both have the same 
condition and live in the same community.  We 
need to continuously question our assumptions 
about what constitutes a ‘need for care’, and 
what the appropriate response to this need may 
have been. 

Despite these caveats, human biology dictates a 
basic uniformity in the body’s physical 
reactions to specific pathologies.   Some 
pathologies will generate requirements for   

forms of treatment which are so essential that, 
if needs are not met, the person is unlikely to 
survive.  This care falls into the ‘direct support’ 
category described earlier – forms of care which 
don’t necessarily call for technological 
sophistication, but which do call for dedicated, 
hard work from caregivers.  Other conditions, 
even if not directly life-threatening, may result 
in significant limitations to a person’s general 
health and mobility, and can prevent them from 
fulfilling community expectations of their role 
in, and contribution to, the wider group.  By 
applying knowledge of the social, economic and 
physical environment in which this person 
lived, some of the opportunities available for 
care in the form of ‘accommodation of 
difference’ can be identified.  

A final point: it’s highly unlikely that the full 
richness of care practice in the past will ever be 
made fully known through archaeological 
research alone.  History, ethnography and 
anthropology all bear witness to spiritual and 
psychological health needs being seen as having 
equal (if not greater) importance than physical 
needs in many cultures and in many situation.  
Religious, spiritual and magical healing 
practices unquestionably played an integral role 
in past caregiving.  Such forms of healing are 
usually impossible to extract from the 
archaeological record, because they leave few, if 
any, unambiguous material traces. Wherever 
possible, combining ethnohistoric and 
ethnographic research, traditional knowledge 
and archaeological evidence in interpreting 
indicators of caregiving will reward us with a 
richer understanding of this most human of 
behaviours. 
 

Further reading 
The bioarchaeology of care offers a framework 
for identifying, analyzing and interpreting 
evidence in human remains which suggests 
provision of health-related care during life, and 
the Index of Care (www.indexofcare.org - QR 
code below) provides an extensive list of studies 
that have used this approach. To download this, 
click on the ‘Background’ tab on the Home page.  
Please get in touch at indexofcare@gmail.com if 
you have difficulty accessing any references. 

 

http://www.indexofcare.org/
mailto:indexofcare@gmail.com
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Why should we care about 
health-related caregiving which 
occurred in the past?  

 

Among the many possible answers to this 
question, here are three important reasons for 
caring about this topic. 
 

• The first of these was foreshadowed in 
the opening paragraphs of this ‘Background’.  
The health-related care present in the 
archaeological record has usually taken place 
over a relatively lengthy period of time 
(because it takes time for most pathology to 
register in bone).  Health-related care often 
involved direct and indirect support, and called 
for substantial commitment of material 
resources - as well as the investment of 
personal and emotional energy by caregivers 
and care recipient alike.  The behaviours 
involved in providing care to those in need 
reflect many of the characteristics of the society 
in which it occurs - characteristics which might 
otherwise be invisible to history.  
Archaeological research focusing on care can 
reveal a more truthful and more nuanced 
version of the past. 

 

• The second reason is an extension of the 
first. Popular opinion often still assumes that 
the past was a time of ignorance and savagery, 
shaped by an aggressive ‘selection of the fittest’, 
with those falling short of this ‘fitness’ because 
of disease or injury left to perish (if they were 
not actively disposed of).  Nothing could be 
further from the truth.  Archaeological evidence 
for caregiving goes back to the earliest 
prehistoric times, and caregiving behaviours - 
and the cooperation intrinsic to these – played 
a crucial role in the establishment of 
communities and the evolution of social 
identity.  At certain times it has been 
convenient to promote narratives presenting 
past peoples as lacking the willingness and the 
skills to undertake care, or as actively denying 
care, or both; in particular, this has been a 
feature of archaeological research conscripted 
to support colonial practices of dispossession.  
Failure to acknowledge past caregiving 
practices, and the compassion motivating 
these, is a distortion of history which can still 
influence areas of policy today.  

 

• Archaeology’s core role is to push us 
into examining our origins - to provide a 
foundation for questioning how we have 
become who we are now.  This is a third reason 
for a focus on past disability and care.  Almost 
all of us will experience disability at some stage, 
and almost of us will, at some point, be called 
upon to act as caregivers.  By this measure, 
everyone has a stake in archaeological research 
into disability and health-related care; we can 
learn from past practices, using research to 
generate public debate about modern values, 
policies and practices in healthcare, and in this 
way helping to create pressure for 
improvements.  After all, we have more 
sophisticated treatments available in the 21st 
century, but in some cases our commitment to 
caregiving may need some additional work. 

 

As Alex Fitzpatrick (animalarchaeology.com) 
points out: 

[There is ] radical potential in making an 
archaeology of care visible  …  Developing an 

archaeology of care helps to reveal that care of 
others was regularly practised, and that not 

everyone ascribed to narrow definitions of worth 
that unfortunately are still perpetuated today; 
that your potential for labour did not equate to 

your value as a person, that you [did not have] to 
prove that you were worthy of care and 

support.… Sick and disabled people existed and 
were given care in the past – so what’s the 

excuse of those in power in the present? 
 

-o-0-o- 

The ‘User-Friendly Index of Care’ 
Project Team 

Our goal is to extend opportunities for 
involvement in research into past disability and 
care to everyone  interested.  The Index of Care 
case studies on the following page and in the 
main Handout illustrate how revealing and 
rewarding this research can be.   

The Project Team members are Alyson Caine, 
Dickinson College, Pennsylvania, USA;  
Christopher Canzonieri, Basin Research 
Associates, California, USA; Ihuixaya Tapia, 
California State University, USA; and Lorna 
Tilley, Canberra, Australia. 

You can contact any of the project team at: 
 indexofcare@gmail.com   

mailto:indexofcare@gmail.com
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Case Study 1: Man Bac Burial 91 Case Study 2: The Nasca Boy2 
 

 

STEP 1.  DESCRIBE 
~700AD; male; 8yrs; 
Nasca ,Peru. Well-
preserved mummy. 
Diagnosis: histological / 
radiographic evidence 
for tuberculosis (TB); 
Pott’s disease (TB of 
spine), onset ~2+yrs, 
progressing to 
paraplegia at ~6-7yrs; 
Miliary (blood borne) 
TB at 8yrs, death in 
days/weeks.    

STEP 1.  DESCRIBE ~2000 BC; male, 20-25 yrs., 
North Vietnam. Remains ~75% complete. Fused 
vertebrae (C1-T3), extreme bone atrophy, fused 
sacroiliac joint, no evidence trauma or infection. 
Diagnosis: quadriplegia (acquired ~12-14yrs, 
complication of congenital Klippel-Feil 
Syndrome). Mortuary: cemetery, flexed N-S 
(standard supine E-W), 2 pots. Lifeways: small 
group, sedentary, hunter-gatherer (fishing), 
estuarine environment. 

STEP 2.  ASSESS NEED FOR CARE  Clinical: 
Certain - upper (partial) and lower (complete) 
body paralysis; torticollis; osteoporosis. 
Probable -  depressed immune system; 
cardiovascular, gastrointestinal and respiratory 
dysfunction; kidney failure; pressure sores. 
Likely - pain; depression.  
Functional: Immobile - incapable of all ‘Basic 
activities of daily living’ and of all physically-
demanding ‘Instrumental activities of daily 
living’.  Lived  ~10 yrs with quadriplegia.   
Care Needed?  YES 

STEP 3.  MODEL OF CARE  Accommodation: 
likely included enabling participation in social 
activities (critical for psychological health). 
Direct support: all ‘constants of care’: continuing 
and intensive nursing, including regular 
monitoring of health status, hygiene (waste 
removal, bathing, protect integument), feeding 
(special diet?), maintain hydration and 
temperature regulation, massage and 
repositioning (encourage organ function, 
prevent potentially fatal pressure sores).  

STEP 4.  INTERPRET  Community: long-term 
survival and absence of infection / fracture 
reflect skilled, labour-intensive care; community 
cooperation and flexibility in managing costs 
and organisation of care; non-fatalist philosophy 
- ‘cure’ impossible but care given (suggests value 
placed on lives of all group members); burial in 
community cemetery indicates inclusion, but 
non-standard position respected difference.   
Individual: survival reflects will to live; ability 
to adapt; social engagement; strong self-esteem; 
and likely a presence inspiring respect. 

Mortuary: shaft tomb; textile-wrapped ‘mummy bundle’ 
sitting on adobe stool used in life for transport (unique 
arrangement); grave goods standard for child but for 
atypical set of panpipes. Lifeways: small farming 
settlement; likely kin-based; harsh climate, stressful 
political environment, declining population health. Note: 
little known of children’s status in Nasca culture. 

STEP 2.  ASSESS NEED FOR CARE  Clinical: TB of spine: 
fever, weight loss, delayed growth, back / chest pain, 
respiratory/general immune system dysfunction; 
eventual immobility - impacting any/all organ systems. 
Miliary TB - blood-borne infection overwhelms all body 
systems.  
Functional: delays in motor / social skills development, 
unable to participate in most ‘normal’ childhood 
activities (e.g. play, domestic tasks); paralysis results in 
problems with most / all ‘Basic activities of daily living’.   
Care Needed?  YES 

Step 3.  MODEL OF CARE  Accommodation: likely 
included efforts to enable participation in social 
activities (critical for psychological wellbeing).  
Direct support: all ‘constants of care’ - continuing and 
intensive nursing, including regular monitoring of health 
status, hygiene (waste removal, bathing, protect 
integument), feeding (special diet?), maintain hydration 
and temperature regulation, massage and repositioning 
(encourage organ function, prevent potentially fatal 
pressure sores).  

STEP 4.  INTERPRET Community: survival to 8yrs in 
harsh lifeways reflects commitment to care despite 
economic and emotional costs; primary carers likely 
immediate family, but enabled by group support.   
Unique mortuary inclusions: stool may reflect cosmology 
(needed for passage to, or use in, the afterlife?) or  
mark identity; panpipes may have shamanic significance 
or reflect  love of music. Care in life and death indicate 
this child was highly valued, suggesting Nasca children in 
general may have been valued as individuals with 
distinct personalities and needs, filling existing 
knowledge gap.  
Individual: persistence of caregiving, together with 
special burial treatment possibly reflecting personal 
interests, suggests a presence which repaid love and 
effort expended.. 

1 Tilley and Oxenham (2011) ‘Survival against the odds: modeling the social implications of care provision to seriously disabled 

individuals.’ International Journal of Paleopathology 1(1):35–42. Drawing by Geraldine Cave. 2 Tilley and Nystrom (2019) ‘A ‘cold 
case’ of care: looking at old data from a new perspective in mummy research. International Journal of Paleopathology 25:72–81. 

Drawing by Geraldine Cave. 


